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Abstract

This study examined the relative contributions of the therapist-client relationship

and therapist interventions to psychotherapy outcome, especially to changes in

how clients perceive and relate to themselves. Fifty-nine therapist-client dyads

drawn from the Vanderbilt Psychotherapy Project ll on time-limited dynamic

therapy served as participants in this study. The therapeutic relationship was

operationalized in terms of independent observer ratings of therapists' and

clients' moment-to-moment interpersonal behaviours in the 3rd session using

Benjamin's (1974) Structural Analysis of Social Behavior model (SASB).

Likewise, therapists' interventions in the 3rd session were categorized as either

interpretive or supportive by independent raters using Gaston's (1988) Inventory

of Therapeutic Strategies (lTS). Changes in clients' self-perceptions and self-

directed behaviours were measured by the INTREX lntroject Questionnaire

(Benjamin, 1988), administered at the beginning and end of therapy. A second

measure of outcome was obtained by combining clients' pre- and post-therapy

scores on the Symptom Checklist-90 Revised (SCL-90-R; Derogatis 1983), and

the Global Assessment Scale (GAS; Endicott, Spitzer, Fleiss, & Cohen, 1976).

The results of hierarchical, multiple regressions indicated that SASB-ratings of

clients', but not therapists', interpersonal behaviour predicted residual-change on

the combined outcome measure. Contrary to hypotheses, therapists' and clients'

SASB ratings and therapists' supportive and interpretive interventions did not

interact to predict outcome on either measure. Also contrary to predictions,

therapists' interpretations that focused particularly on clients' experiences in the
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therapeutic relationship were not associated with positive intrapsychic change.

The study's limitations and its theoretical, empirical, and practical implications

are discussed.
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Interpersonal Process, Therapists' Supportive and Interpretive

lnterventions, and lntrapsychic Change

in Psychodynamic Psychotherapy

Over the years, the client-therapist relationship has emerged as a crucial

factor in the successful outcome of psychotherapy. Contemporary

psychodynamic and interpersonal theory argues that the relationship between

therapists and clients has a direct, ameliorative effect when it disconfirms the

negative interpersonal experiences that clients encountered in the past and

when it offers an experiential base for improving clients' internalized manner of

relating to the self, formally called the introject (Henry & Strupp, 1994).

Therapists'techniques also play an important role in the successful

therapeutic endeavour, according to psychodynamic theory. ln particular,

therapists' interpretation of clients' problematic behaviours, thoughts, and

expectations are said to facilitate improvements in therapy (Bibring, 1954', Malan,

1979). Such interventions, it is argued, increase clients' awareness of their

current manner of perceiving and relating and provide ihe necessary incentive

for change (Blatt & Behrends, 1987; Meissner, 1981; Strachey, 1934). This

change includes the way in which clients perceive and relate to themselves as

well as changes in symptoms, interpersonal relationships, and clients' overall

adjustment.

To the extent that therapists' interpretations create a certain amount of

anxiety in clients, their effectiveness may depend on the state of the client-

therapist relationship. Some psychodynamic theorists argue that a positive
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therapeutic relationship enables clients to tolerate the stress that is introduced by

their therapists' interpretations, and that, in the absence of such a relationship,

interpretations can have countertherapeutic effects (Blatt & Behrends, 1987).

Furthermore, it is argued that in situations where clients have difficulty engaging

in the therapeutic relationship, better outcomes will be obtained when therapists

use supportive, rather than interpretive, interventions (Zetzel, 1956).

In what follows, psychodynamic theory and research on the respective

roles of the client-therapist relationship and therapists' interventions in

psychotherapy will be more thoroughly considered. Within this discussion, a

recent formulation of the relationship in terms of the ongoing interpersonal

process of therapy will be presented that calls for fine-grained analyses of

therapists' and clients' moment-by-moment interactions. Following this, the

psychodynamic concept of introjection will be presented as an important

facilitator of psychotherapeutic change. This concept is defined as the

experiential learning process whereby individuals form images of themselves and

learn to interact with themselves as they have been treated by others. Finally,

an empirical study will be presented wherein the contributions of the

interpersonal process of therapy and therapists' interpretive and supportive

interventions to positive therapeutic outcomes were examined. The study was

based on 59 client-therapist dyads who participated in the NIMH funded

Vanderbilt Psychotherapy Project ll on time-limited dynamic therapy.

Independent raters' assessments of therapists' and clients' interpersonal

behaviours and therapists' interventions in the third session were obtained as
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well as measures of clients' functioning before and after therapy. Statistical

analyses consisted of hierarchical multiple regressions and determined the

independent contributions of each of the rated variables and their interaction

terms to changes in clients' introjects and their general functioning over the

course of therapy. Hierarchical rather than simultaneous regressions were used

for the main analyses because this permited the partitioning of the variance in

the outcome measures accounted for by therapists' supportive and interpretive

interventions (and/or the interaction between therapists' interventions and the

interpersonal process of therapy) from the variance attributed to the

interpersonal process alone (Cohen & Cohen, 1983). The theoretical and

practical implications of the study will be discussed throughout.

The Therapeutic Relationship and Psychotherapeutic Change

Psychodynamic Formu lations

The client-therapist relationship has been an important, and at times

controversial, focus of discussion in most theories of psychotherapy. The

psychoanalytic/psychodynamic perspective, in particular, has played an

important role in clarifying the nature of this relationship and its contribution to

the therapeutic endeavour. Freud, himself, offered different views on the

relationship as his career unfolded (Horvath, Gaston, & Luborsky, 1993; Horvath

& Luborsky, 1993). ln his earliest writings, Freud (191211966; 1913/1958)

described the collaboration between patients and analysts in terms of positive

transference. He maintained that patients form an attachment to their analyst

when they perceive the latter's supportive interpersonal stance and
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unconsc¡ously identify him or her with supportive individuals in their past. Freud

went on to argue that patients' transference associations are an important factor

in enabling patients to accept as authoritative the analyst's interpretations. Later

in his writings, Freud (194011949) seemed to admit a realíty-based component to

his description of the patient-analyst interaction. He depicted the analytic

situation in terms of a "banding together" of the analyst and the patient's

weakened ego in the "real external world" (p. 63). Although Freud (194011949)

continued to emphasize therapists' interpretations of the transference neurosis

as central to the work of therapy, he implied that a crucial factor in the healing

process is the client's ability to form a pact between her or his reasonable self

and the real person of the therapist (Horvath, Gaston, & Luborsky, 1gg3).

sterba (1934) andzelzel (1956) were among several theorists to

elaborate on Freud's idea that a rational collaboration between clients and

therapists is critical to the analytic endeavour. Sterba (1934) used the term "ego

alliancel" andZetzel (1956) the term "therapeutic alliance" to describe the

alignment of the reality-based portion of the patient's ego with the therapist's

' The terms "therapeutic alliance," "working alliance," or simply, "alliance" will

be used interchangeably in this manuscript. lt is nevertheless acknowledged

that these terms have been used differentially by authors in the past to refer to

diflerent aspects of the alliance or to clarify theoretical points that are not directly

relevant to the current discussion.



5

analyz¡ng activities. Both argued that the alliance enables patients to oscillate

between subjectively experiencing and objectively observing their transference

reactions in the analytic situation. In that way, Sterba (1934) suggested, the

alliance contributes to patients' active participation in the work of therapy.

Finally, Greenson (1965, 1967) proposed a model of the therapeutic

relationship that consists of three interrelated components: the working alliance,

the transference relationship, and the real relationship. Similar to the theorists

cited above, Greenson (1965) defined the working alliance as the "non-neurotic,

rational rapport which the patient has with his analyst" (p. 157). The working

alliance, he argued, is distinct from the transference relationship. The

transference relationship, in Greenson's view, referred to interactions between

patients and therapists that are unconscious repetitions of patients' past

interpersonal conflicts. According to Greenson (1965), the working alliance

permits patients to experience the full impact and emotional challenge of their

transference reactions and, at the same time, remain in therapy to continue

working with the therapist's interpretations. Greenson (1965), like the previous

authors, claimed that patients must have the capacity to engage in both kinds of

relationships in order to benefit from analysis. Lastly, Greenson (1971) defined

the "real" relationship as patients' and therapists' undistorted perceptions and

genuine responses to each other. Greenson (1971) argued that the core of the

working alliance is found in the real relationship, and that patients must have the

ability to appreciate, at some level, the realistic qualities of their therapists in

order to work with them effectively. Ultimately, Greenson (1971) argued, positive
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therapeutic olrtcomes depend "to a great exteni on the transference neurosis

being replaced by a real relationship" (p. 439).

Psychoanalytic formulations of the therapeutic relationship have continued

to evolve. The therapeutic or working alliance, in particular, has become a

central construct within psychodynamic theory (Gaston, 1990; Henry, Strupp,

Schacht, & Gaston, 1994; Horvath and Luborsky, 1993). This despite the fact

that more classical analytic authors have questioned whether the alliance is truly

a distinct concept from the transference relationship and whether focusing on the

alliance is not a dangerous departure from more traditional analytic techniques

(Brenner, 1979; Curtis, 1979). Among the theorists supporting the validity and

utility of the alliance construct, Bordin (1979, 1993) was one of the first to offer a

definition that could be applied to therapies outside of the analytic perspective.

Building on the work of Greenson (1967), Bordin (1979) maintained that a strong

working alliance is key to any interpersonal change process, including those that

occur in contexts outside of therapy. Furthermore, Bordin (1979, 1983) identified

three essential elements in the alliance: goals, tasks, and bonds. The first of

these elements, he argued, encompasses therapists' and clients' mutual

agreement on what aspects of the client's functioning should be targeted for

change. The second element, the assignment of tasks, in Bordin's view refers to

therapists' and clients' more or less explicit understanding of how each will

contribute to the work of therapy and how the desired changes will be brought

into effect. Finally, Bordin explained that the bonds of therapy refer to therapists'

and clients' positive emotional involvement and to their trust of one another.
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Overall, Bordin (1979) argued that each of the three elements must be present

for a strong working alliance to develop in any psychotherapy, but their precise

manifestation will vary depending on the therapist's theoretical orientation.

Other definitions of the alliance have been proposed by more recent

psychodynamic theorists (e.9., Frieswyk et al., 1gg6; Horvath & Greenberg,

1989; Marmar, weiss, & Gaston, lg8g). In fact, more than 11 rating scales of

the alliance construct have been developed, each with their own operational

definition (Horvath & Luborsky, 1993). Despite considerable variability in these

definitions, Horvath and Symonds (1991) argue that a general consensus exists

among them that the alliance represents the joint contribution of therapists and

clients to the therapeutic relationship and takes into account both of their abilities

to negotiate an appropriate contract for therapy. This idea, that the therapeutic

relationship is jointly created by therapists and clients, appears unique to the

psychodynamic perspective and sets the alliance concept apart from

formulations of the relationship offered by theorists from other theoretical

orientations. The humanistic (Rogers, 1957) and social-influence (Strong, 1968;

LaCrosse, 1980) conceptualizations, in particular, have had considerable

influence on current understandings of the therapeutic relationship. Both of

these perspectives emphasize the relationship as crucial to the outcome of

therapy and they regard similar therapist characteristics (empathy, genuineness,

unconditional positive regard, or expertness, attractiveness, trustworthiness) as

important to the therapeutic process. However, these perspectives offer a more

limited view than psychodynamic formulations of how the client contributes to the
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therapeutic relationship and to her or his progress in therapy (Horvath &

Greenberg, 1986; Horvath & Luborsky, 1gg3).

The definitions and formulations of the alliance that have been described

thus far are relatively global in nature. For the most part, they focus on the basic

constitution of the alliance or on the manner in which it manifests itself in the

general content and emotional climate of psychotherapy. According to Henry

and his colleagues (Henry, schacht, & strupp, 1gg0; Henry & strupp, 1gg4),

definitions such as these have played an important role in helping theorists and

researchers to make basic distinctions between good and poor therapeutic

interactions and to design empirical studies that demonstrate a significant

association between positive client-therapist relationships and psychotherapeutic

change (see reviews by Gaston, 1990; Henry, strupp, schacht, & Gaston, 1gg4;

Horvath & Symonds, 1991). Henry et al. (1994) maintain that, having established

a consistent link between the strength of the alliance and positive therapeutic

outcomes, theorists and researchers now need to adopt a more precise

formulation of the alliance. This formulation, they argue, should permit a clearer

understanding of what therapists and clients actually do to establish and

maintain a good working alliance, and it should lend itself to theory-specific

explanations of how exactly the alliance contributes to change. In line with these

recommendations, Henry and his colleagues re-conceptualize the alliance

construct in terms of the moment{o-moment interpersonal process that

transpires between clients and therapists in individual therapy sessions (Henry,
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Schacht, & Strupp, 1986, 1990; Henry & Strupp, 1gg4).

Henry and Strupp's (1994) formulation of the alliance as interpersonal

process is compatible with the idea that the alliance is jointly created by

therapists and clients. In fact, it is heavily influenced by Sullivan's (1953)

interpersonal theory which argues that all human relationships, including the

therapeutic relationship, are "circular" in nature, with the behaviour of one

individual influencing that of the other and vice versa in a continuously evolving

process (Kiesler, 1982a). Therapists, from this perspective, are regarded as

"participant observers" with specialized knowledge that enables them to

recognize their own and their clients' contributions to the therapeutic interaction

and to identify the meanings and implications that these contributions have for

clients' problems in living and their learning experiences in therapy (see below

for further discussion of interpersonal theory).

Building on their interpersonal leanings, Henry and Strupp (1994) provide

an operational definition of the momentary interpersonal process of therapy by

invoking Benjamin's (1974,1984) Structural Analysis of Social Behaviour model.

This model is one of several circumplex representations of interpersonal

behaviour that have evolved out of interpersonal theory and is a direct extension

of Schaefer's (1965) representation of parent-child interaction and Leary's (1957)

lnterpersonal Circle model of more general social behaviour. A graphic

summary of the SASB model is presented in Figure 1.
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Figure 1. The Full SASB Model
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In its current form, the SASB model uses three fundamental dimensions

to describe interpersonal behaviour: Focus, Affiliation, and lnterdependence.

The "Focus" of behaviour, according to Benjamin (1974), pertains to the person

or persons to whom the behaviour is directed. In Figure 1, this dimension is

depicted in terms of the three interrelated planes or surfaces, respectively

labelled "other," "Self," and "lntrapsychic." The "other" surface portrays active

or transitive behaviours of the individual that are directed toward another person

(e.9., "annihilating attack"). The "Self'surface depicts reactive or intransitive

behaviours of the individual that show what is done to or for the self (e.g.,

"desperate protest"). Finally, the "lntrapsychic" surface describes how

individuals relate to themselves. lt portrays active behaviours of another that

have been introjected or turned inward on the self (e.g., "torture, annihilate self').

Affiliation and interdependence are, according to Benjamin (1986), basic

social orientations that have evolved in humans as a result of natural selection

and other biological processes. ln Figure 1, affiliation and interdependence are

respectively depicted in terms of the horizontal and vertical axes that intersect

each of the three surfaces. The affiliation axis (i.e., the horizontal axis) on each

surface is anchored at one end by maximally affiliative behaviours (e.g., tender

sexuality) and on the other end by maximally disaffiliative behaviours (e.g.,

murderous attack). Likewise, the interdependence axis (i.e., the vertical axis)for

each surface is rooted at one end by behaviours that encourage or demand

maximum autonomy (e.9., endorse freedom, or freely come and go) and on the

other end by behaviours that maintain or elicit maximum control (e.g., manage,
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control, or y¡eld submit). Once the object of the action is identified (the surface

of Other, Self, or lntroject), then any interpersonal behaviour is further identified

by its afliliation and interdependence coordinates on the horizontal and vertical

axes. A behaviour reflecting high affiliation and minimum autonomy, for

example, would occur in the bottom, right-hand portion of the model.

Alternatively, a behaviour reflecting relative hostility and maximum autonomy

would occur in the top, left-hand portion of the model. ln general, the model is

constructed in such a way that correlated behaviours are situated closer together

and unrelated behaviours are situated further apart. on each surface,

behaviours that are most negatively correlated are considered "opposites" and

are separated by 180". Behaviours that occur in the same position but on

different surfaces of the model are considered "complements."

In the full SASB model, as shown in Figure 1, each surface contains 36

behaviours that represent different combinations of the affiliative and

interdependent dimensions. These behaviours are mathematically situated in

the model according to their relation to the affiliation and interdependence axes.

The 36 behaviours on each surface can be grouped into eight empirically

validated clusters or four quadrants as seen in Figure 2 (Benjamin, 1974). As

will be noted below, empirical studies that use the SASB model to measure the

interpersonal process of therapy primarily use the cluster and quadrant versions

of the model.

Henry and Strupp's (1994) operationalization of the interpersonal process
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Figure 2. The Cluster and Quadrant Version of the SASB Model.

FOCUSONOTHER

(Ð Anacking and
Reirting

(l) Frecíng and Forgening

(5) tí/archinq and Ma¡aqinq

(3) Nunuring ud
ComfûÍing

(4) Helping and

(2)Aftumingæd
Undemanding

(6) Belittling ard
Blaming

FOCUS ON SELF

(l) Assenine and Separatine

IIIIIV

(5) Defenine arrd Submiftine

(7) Protesting and
Recoiling

(8) Walling off
Avoiding

(2) Dlsclming and
Exprcssing

(3) Approaching and
Enjovine

(4) Self-Pruecdng
a¡d Enha¡cing

TNTROJECT

CD Sc¡f-Rcijc{ing
and Desroyine

(6) Scf-Indiaine
and Otprcssing

(l)Sælg¡cosrlcli

(3) Self-Nourishing
¡¡d Chcrishing

(4) Self-Protecting
a¡d Enhancing

(8) Daydreaming and
Negleainø Self

(5) Self-Monitorins and Resrr¿inine

Note. From "Patient and rherapist Introject, lnterpersonar process, and

Differential Psychotherapy outcome" by w.P. Henry, T.E. Schacht, H.H. Strupp

(1990). Journal of Consulting and Clinical psychology. 58. 768-774.
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of therapy in terms of the SASB model focuses on the observable behaviours

and communications that transpire between therapists and clients. For this

reason, information pertaining to the client's unconscious conflicts that is

necessary for discrimination between the real, transference, or working alliance

aspects of the therapeutic relationship is not available. Henry and Strupp, in

fact, use the terms "therapeutic relationship" and "therapeutic alliance"

interchangeably and they emphasize that their interest is not so much to explain

the etiological origins of the relationship components as it is to describe and

understand the actual interpersonal process of therapy as it unfolds in a given

session. In their view, the interpersonal process of therapy, regardless of its

etiology, is what does or does not contribute to positive therapeutic outcomes.

With regard to earlier definitions of the alliance that refer to the bonds,

tasks, and goals of therapy (c.f., Bordin, 1979, 1993), Henry and Strupp (1994)

suggest that these are higher order concepts that emerge out of and contribute

to the underlying interpersonal process. They argue, for example, that, over

time, complementary exchanges between therapists and clients on the affiliation

axis of the SASB model accumulate to define the bond component of the

therapeutic relationship. lf the client-therapist exchange occurs primarily on the

hostile end of the axis (e.9., the therapist belittles and blames the client; the

client sulks and appeases the therapist), it is argued that a negative affective

bond will develop that will interfere with establishing relevani goals and

performing the tasks of therapy. On the other hand, if the client-therapist

exchange occurs mainly on the affiliative end of the horizontal axis (e.9., the
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therapist affirms and understands the client; the client discloses and expresses

him/herself to the therapist), a positive affective bond is expected to develop that

will facilitate the identification of goals and the completion of therapeutic tasks.

Henry and Strupp suggest further that an affiliative therapeutic bond and

consensus on goals and tasks work together to ensure that a benign

interpersonal process will continue and to maintain patients' involvement in

therapy despite momentary lapses in the process or occasional misguided

interventions.

ln general, Henry and strupp's (1994) definition of the ailiance as

interpersonal process is an extension of, rather than a substitution for, definitions

of the alliance that were cited earlier. In many ways it represents a broadening

of the alliance concept by de-emphasizing the traditional psychoanalytic

distinctions that were made between it and other components of the therapeutic

relationship. In other ways, however, their definition narrows the concept by

equating it with very specific, momentary therapist and client behaviours.

Togelher with Freud and other theorists, Henry and Strupp (199a) continue with

the overall assumption that the alliance, in whatever way it is conceived, is a

crucial ingredient in the therapeutic endeavour. A discussion of exactly how the

alliance as interpersonal process contributes to positive therapeutic outcomes

follows.

The Interpersonal Process of rherapy: Direct change Mechanisms

Psychotherapeutic change, according to Henry and Strupp (19g4), is

synonymous with experiential, interpersonal learning. This {earning, they argue,
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is characterized by many of the same developmental processes that underlie the

emotional and cognitive growth of children as they interact with their parents.

The developmental process that Henry and Strupp (1994) regard as especially

important for bringing about change in psychotherapy in the context of the

therapeutic relationship is called introjection.

Originating with Freud, introjection has been defined in many different

ways by many different theorists (Greenberg & Mitchell, 1983; Orlinksy & Geller,

1994). Within the psychoanalytic perspective, introjection is generally viewed as

a developmental process whereby individuals transform the characteristics and

behaviours of significant others into enduring aspects of their own personality

(Meissner, 1981 ; Schafer, 1968). The hypothesized personality structure that is

presumed to arise out of this process is called the "introject" and is described as

an "inner felt presence" that regulates behaviour and influences emotions in the

same way that external others did for individuals in the past. Theorists from the

cognitive-developmental perspective, on the other hand, regard introjection as a

representational process whereby individuals form mental images of their

interactions with significant others that act as inner templates for subsequent

feeling and behaviour (Geller & Farber, 1993; Orlinsky & Geller, 1994). These

templates are called "schemas" and represent a conglomerate of significant

interpersonal experiences rather than the isolated activities of any one person.

Finally, from an ethological standpoint, Bowlby (1988) describes introjection as a

process whereby individuals build "working models" of relationships based on

their day-to-day interactions with important others. These working models,
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accord¡ng to Bowlby (1988), play a determining role in how individuals feel about

themselves and how they expect others to treat them. They also influence how

individuals organize their behaviour to maintain relatedness to others.

The concept of introjection espoused by Henry and Strupp (1994)

proceeds out of interpersonal theory (Sullivan, 1gs3) which was heavily

influenced by Cooley's (1956) idea of the "looking glass self." Introjection, from

this perspective, is defined as a developmental process whereby individuals form

concepts of themselves based on the reflected appraisals they receive from the

people around them, and learn to treat themselves as they have been treated by

others. Ïhe "introject" is said to comprise "a relatively stable conscious and

unconscious repertoire of ways of treating the self'(Henry et al., 1990, p. 76g)

and to correlate more or less directly with individuals' level of psychological

health or psychological disturbance.

According to most introject theorists, the basic substrates of the introject

are laid down relatively early in life and reflect the kinds of interactions that

individuals experienced with their primary caretakers (Greenberg & Mitchell,

1983; Henry & Strupp, 1994 ). For example, individuals whose introjects are

relatively friendly and self-accepting are presumed to have been raised in a

generally caring and responsive environment. Conversely, individuals whose

introjects are largely hostile and self-rejecting are presumed to have been reared

in more antagonistic surroundings. In general, it is argued that individuals with

basically positive caretaking experiences will develop affiliative introjects to

reflect those experiences and will grow up to exhibit psychological health,
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including feelìngs of well-being and appropriate interpersonal behaviour.

Individuals, on the other hand, whose caretaking experiences are mostly

negative are expected to develop more hostile introjects and to exhibit signs of

psychological maladjustment, including feelings of depression and/or anxiety and

a generally maladjusted style of relating to others. Theoretically, individuals with

introjects in the latter category are considered the more likely candidates to seek

out or be referred for psychotherapy.

Like the parent-child relationship, the relationship between therapists and

clients is said to be emotionally significant to clients and is argued to have an

important influence on clients' introject formations. ln fact, to the extent that

introjection of negative caretaking experiences plays a vital role in creating a

client's pathology, Henry and Strupp (199a) propose that introjection of affiliative

interpersonal process in therapy is central to the client's recovery. Drawing again

from interpersonal theory (see especially Cashdan, 1982; Kiesler, 1982b; Safran,

1990a, 1990b), Henry et al. (1990) explain that most individuals who come for

therapy have become entrenched in a rigid pattern of relating to the self and

other in a maladaptive manner that is congruent with the negative state of their

introjects. This pattern of behaviour, they argue, consistently pulls for negative

responses from others in a way that confirms for clients the negative relationship

experiences that they encountered in the past. One way or another, Henry et al.

propose that clients' negative pattern of behaviour works itself into the

therapeutic situation. lt is argued that therapists who consistently counter their

clients' negative evoking style with affiliative interpersonal process effectively
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break the negative relationship pattern to which clients have become

accustomed and offer them a new experiential base on which to build an image

of themselves and orient their self-directed behaviours.

To elaborate on the therapist-offered interpersonal process that facilitates

change in clients' introjects, Henry and Strupp (1994) argue that this is more or

less synonymous with the "facilitating qualities of a good parent" (p 68) They

suggest that this process should include "communications that are

straightfonruard, not complex and contradictory, and create a positive reflective

appraisal" (Henry & Strupp, 1994, p. 68). Henry and Strupp explain further that

therapists' affiliative behaviours are most influential when they occur in the

context of an established power base, similar to the one that exists in parent-

child interactions. This power base, it is argued, increases the importance of

therapists' behaviours in the eyes of clients, and enhances the probability that

clients will internalize these behaviours to become a part of their introject

structures. In terms of the SASB model, Henry et al. (1986; 1990) predict that

optimal therapist behaviours would be focused mostly on the "Other" (i.e.,

directed at the client; see Surface 1 in the SASB model, figure 1) and oriented

toward affiliative interaction (i.e., see behaviours in Quadrants | & lll). In terms of

SASB clusters (see Figure 2), therapist behaviours that are "affirming and

understanding" (Cluster 2), "nurturing and comforting" (Cluster 3), and/or

"helping and protecting" (Cluster 4) are considered important.

Henry and Strupp's (1994) emphasis on the therapist's contribution to the

therapeutic relaticnship does not imply that the client's contribution is
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unimporiant. To the contrary, it is argued that the success of therapy depends

fundamentally on the client's ability to form positive emotional attachments with

others and to participate in the positive interpersonal process. At the same time,

Henry and Strupp suggest that only very few clients are completely incapable of

bonding with another individual and that it is largely incumbent on the therapist to

manage the relationship in such a way that a client's bonding capacity can

emerge. As a result, Henry and Strupp imply that a client's optimal contribution

to the therapeutic interaction would consist of some disaffiliative behaviours to

reflect her or his negative evoking style, especially during the earlier stages of

therapy, but would include mostly affiliative interpersonal interactions to reflect

her or his acceptance of the therapist's communications and her or his positive

participation in the therapy. In terms of the SASB model, therefore, Henry et al.

(1986; 1990) predict that optimal client behaviours would be focused mostly on

the "Self'(Surface 2) and may express some hostility (Quadrants | & lV), but

comparably more affiliation (Quadrants ll & lll). In the cluster version of the

model, optimal client behaviours would be expected to fall mostly in the

"disclosing and expressing" category (Cluster 2), the "approaching and enjoying"

category (Cluster 3), and/or the "trusting and relying" category (Cluster 4).

Finally, Henry et al. predict that positive changes in clients' introjects would be

reflected by a greater representation of "self-accepting" (SASB Surlace 3, cluster

2), "self-nourishing" (Surface 3, cluster 3), and "self-protecting" (Surface 3,

cluster 4) behaviours from the beginning to the end of therapy.

ln summary, Henry and Strupp maintain that the interpersonal process of
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therapy contributes directly to psychotherapeutic change when the therapist

provides a positive relationship for the client that disconfirms clients' negative

relationship experiences of the past and provides them with an experiential base

on which to change their introjected image of themselves. Henry and Strupp

suggest that therapists' management of the relationship is central to the overall

change process but that clients' contributions to the interpersonal process of

therapy are also important in so far as they reflect clients'willingness and ability

to engage in the relationship that their therapists are offering. lt is important to

remember that Henry and Strupp's formulation of how the therapeutic

relationship contributes to positive therapeutic outcomes evolves directly out of

the interpersonal perspective and has many features in common with

contemporary interpersonal theorists (e.9., Cashdan, 1982, Kiesler, 1982a,

Safran, 1990a, 1990b). Henry and Strupp emphasize, however, that their aim is

not to exemplify the merits of one theoretical perspective over those of another.

Rather, they imply that their intention is to use the interpersonal perspective as a

springboard for identifying "common factors or processes that operate in all

therapies" (p. 51). To that end, Henry and Strupp maintain that introjection of

ameliorative interpersonal process is such a factor, and that it is worthy of

theoretical and empirical consideration in any therapeutic endeavour, regardless

of the therapist's or researcher's particular orientation.

Therapist Interventions and Psychotherapeutic Change

Despite their emphasis on the interpersonal process of therapy and its

potential contribution to positive changes in clients' introjects, Henry and Strupp
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do not maintain that the therapeutic relationship is the only contribuior to positive

therapeutic outcomes. Rather, they suggest, as do most theorists in the

psychotherapy literature, that several factors combine to make up the successful

therapeutic endeavour; many of these factors fall under the traditional rubric of

technique. lt is interesting that Henry and Strupp regard the therapeutic

relationship, or more precisely, therapists' management of the relationship, as a

technical intervention in and of itself. Again, however, they suggest that the

relationship is only one technique among many that makes for a successful

approach to therapy. In what follows, psychoanalytic/psychodynamic

formulations of two additional interventions, therapists' interpretations and

therapist support, will be examined. These interventions will be considered with

regard to their hypothesized contributions to positive therapeutic outcomes, and

specifically, their contributions to positive changes in clients' intrapsychic state.

Therapist Interpretations and lntroject Change

From Freud onwards, considerable emphasis has been placed in the

psychoanalytic/psychodynamic literature on therapist interventions that promote

insight into the origin of patients' difficulties and heighten patients' awareness of

the psychological and behavioural mechanisms that maintain them. In classical

analytic theory, these interventions were defined as interpretations and were said

to focus almost exclusively on explaining patient difficulties in terms of conflicts

and repressed memories that exist in the unconscious (Bibring, 1954; Freud,

193711964, 194011949). More recent formulations of interpretations define their

focus more broadly, allowing them to elaborate on conscious and preconscious
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material so long as this material, in some way, provides a new frame of

reference for the client (Clark, 1995). For both groups of theorists,

interpretations are said to follow out of an exploratory process wherein therapists

listen to patients' communications of their thoughts, feelings, and experiences

and observe patients' reactions and behaviours in the analytic situation,

especially in relation to the therapists themselves. The therapist then assigns

meaning to the patient's reactions and draws connections between the client's

manner of relating in the therapeutic relationship, the client's experiences with

significant others in the past, and the current interpersonal difficulties she or he

is encouniering in extra-therapeutic situations (Malan, 1979). Ultimately, the

insight gained from therapists' interpretive interventions is said to re-educate or

re-orient the rational portion of the patieni's personality (i.e., the ego) and to

initiate a fundamental change in the patient's experience of the self (Freud,

1e37 11964; 1 94011949).

Freud did not relate directly therapists' interpretations to the process of

introjection in psychoanalysis. A number of his followers, however, made a

definite link between interpretive interventions and the introjective process and

have argued that both are fundamental to facilitating lasting structural change.

Among these, Strachey (1934) argued that therapists' interpretations "clear the

way" for introjection to happen by helping patients become aware of the

distortions that exist in their perceptions of the people around them. In a manner

that parallels the views of Henry and Strupp (1994) cited earlier, Strachey

explained that individuals come to therapy with a pre-conceived notion of how
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others will trëat them based on having already introjected previous relationship

experiences and based on a tendency to project their own conflicts onto others

and then to introject these conflicts back onto themselves. Strachey argued that

until they become aware of the biases that exist in their perceptions of others,

patients have only a limited capacity to appreciate the real qualities of their

therapists or to recognize their therapists' benevolent and nurturing behaviours

as a new model for how to interact with themselves. Strachey maintained,

therefore, that therapists' interpretations have the primary function of helping

patients gain insight into their intrapsychic conflicts and helping them to

distinguish between their experiences in previous relationships and their current

involvements in therapy. The end result, according to strachey, is that

therapists' interpretations strengthen patients' contact with reality and increase

their capacity to learn about themselves from their therapeutic interactions and

from more general involvements with others.

Meissner (1981) is a more recent author to stress the importance of

interpretation in the introjective process. Similarly to Strachey (1g34), Meissner

argues that patients need to become aware of the distortions that exist in their

perceptions of others, especially in their perceptions of the therapist, before they

will be capable of recognizing the true nature of the therapeutic interaction and of

using this interaction to change how thêy relate to themselves. Adding to this

argument, Meissner maintains that therapists' interpretations, in order to facilitate

changes in the introject, should include a direct exploration of the etiological

origins of patients' current introject structures and of the motivational factors that
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continue to maintain them. This exploration, according to Meissner, helps

patients to give up the debilitating aspects of their old introjects and to

incorporate the beneficial aspects of the new.

Finally, Blatt and Behrends (1987) argue, from a different angle than the

previous psychoanalytic authors, that interpretations play a crucial role in

facilitating patients' introjection of their therapists' interactions. According to Blatt

and Behrends (1987; Behrends & Blatt, 1985), introjection in any relationship

has two major prerequisites: the gratification and minor deprivation of needs.

Interpretations, it is argued, are a form of minor deprivation in the therapeutic

relationship to the extent that they challenge, rather than support, patients'

perceptions of reality, and question, rather than encourage, their current manner

of relating. Blatt and Behrends contend that interpretations create feelings of

loss and incompatibility in patients when they disrupt an othenrvise gratifying flow

of empathic and generally supportive interventions and when they force patients

to recognize the limits of the therapeutic relationship. ln order to deal with this

loss and resolve the incompatibility, it is argued that patients begin to identify

what was gratifying about their therapists' previous communications and they

recover these gratifications by introjecting them as a permanent part of how they

interact with themselves. Thus, according to Blatt and Behrends, interpretations

are crucial in the therapeutic endeavour not just to promote insight and more

accurate perceptions but to motivate patients to begin fending for themselves.

The views presented by each of the preceding authors, despite some

points of variability, have a number of assumptions in common. of these. the
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most important assumption appears to be that the mere presentation of a

benevolent interpersonal process is not enough to ensure that patients will

recognize this process for what it is or that they will be motivated to introject this

process and make it a part of their own experience and behaviour. Two of these

authors, for example, suggest that patients come to therapy having already

introjected a diversity of interpersonal experiences, positive and negative. These

authors claim that patients' introjects often cloud patients' perceptions of

subsequent relationships, sometimes to the point that they are unable to

differentiate a benign interpersonal process from the more hostile interactions

that they may have experienced in the past. In addition to this, Blatt and

Behrends (1987) seem to argue that without some kind of challenge to patients'

basic self-representations, patients may simply form an attachment to their

therapists and see no reason to incorporate their therapists' benevolent

behaviours into their own repertoire of ways of seeing and relating to the self. lt

is interesting that interpersonal theorists also acknowledge the importance of

therapists' interpretive interventions. Sullivan (1953), for example, emphasized

that therapists should use their personal reactions to patients as an indicator of

the problems that exist in patients' social behaviours. Sullivan argued that once

therapists have identified their patients' negative interpersonal styles, they must

work to counter these styles with benevolent behaviours of their own, and they 
t

must explore with patients the cognitions and perceptions that underlie their

behaviours so that patients will see a need and strategy for change. More recent

interpersonal theorists seem to agree with this approach to intervention (e.g.,
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Kiesler, 1982, 1988; Safran, 1990a, 1990b; Strupp & Binder, 1984), as do a

number of other theorists from the object relations and attachment theory

perspectives (e.9., Bowlby, 1988; Kohut, 1971).

Another assumption that is implied in the writings of the previous authors

is that interpretive interveniions are most effective in initiating introject change

when they focus directly on clients' reactions to and perceptions of the

therapeutic relationship. The rationale for this assumption is that interpretations

based on clients' experiences in therapy have greater emotional immediacy for

clients than do interpretations that are based on clients' reactions in more remote

situations and relationships (Strachey, 1934). lt is argued that clients respond to

their therapists in a similar way that they respond to other significant individuals.

By focusing their interpretations on the therapeutic situation where the object of

clients' reactions is immediately present, it is argued that therapists have the

opportunity to access in a very immediate way the most salient aspects of their

clients' introjects and the perceptions and expectations that maintain them

(Strachey, 1934). To the extent that clients' difficulties are said to originate in

their formative experiences with significant others, theorists also argue that

therapists' interpretations of client reactions to early relationships that clients

have transferred onto the therapeutic situation are effective in facilitating change

because they promote insight into the root cause of clients' problems (Blatt &

Behrends, 1987).

Therapist Support and Introject Change

For many psychoanalytic and psychodynamic theorists, therapists'
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interpretations represent the core technique in the analytic endeavour. Freud

(193711964, 194011949) regarded interpretations as the hallmark of his

therapeutic approach. Likewise, Strachey (1934) viewed interpretations as the

"main weapon in the analyst's armoury" (p. 140). Strachey, in fact, contrasted

the therapeutic effect of interpretations with the effect of therapists'

"reassurance." Although he acknowledged that the latter category of

interventions can do much to lower a patient's anxiety, he stated that this is not

always a desirable effect. Strachey argued that the anxiety brought on by

therapists' interpretations is often a reliable indicator that the therapist is

addressing important sources of conflict and perceptual distortion. Thus, he

maintained that interpretations, not reassurance, are the interventions that will

bring about lasting, structural change.

Somewhat differently, Bibring (1954) contrasted therapists' interpretations

to therapists' clarifications. Clarifications, according to Bibring, involve therapists'

restatement of patients'feelings in a more precise form than patients themselves

have been able to articulate. He argued that clarifications help patients gain a

clearer and more objective understanding of the self. Bibring explained further

that clarifications, by definition, do not go beyond the client's phenomenological

experience and do not broach subjects outside of the client's conscious and/or

preconscious awareness. As such, Bibring hypothesized that clarifications rarely

meet with client resistance and that they do not initiate actual changes in clients'

psychological structures. Although Bibring argued that clarifications can do

much to heighten clients' self-awareness, he seemed to agree with Strachey that
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interpretations are the more essential interventions in achieving lasting

therapeutic gains.

Despite the fundamental importance attributed to interpretive

interventions by many theorists, there are authors who caution against the use of

interpretations in some situations. zetzel (19s6), for example, argued that

interpretations are only conducive to positive change when they are given in the

context of a strong therapeutic alliance. She argued that some patients enter

therapy with only a limited ability to form attachments with others because of

insufficient ego development. For these individuals, Zetzel argued that

interpretive interventions that present a further challenge to the ego would be

inappropriate and possibly even dangerous. She recommended instead, for

traditional analytic techniques to be modified, at least for a time, and for

therapists to focus on more supportive interventions until the patient's ego has

had opportunity to mature. More recently, Malan (1979) argued similarly that

patients who are severely disturbed may not be suitable for strictly interpretive

psychotherapy. For these patients, Malan (1979) recommended a cautious and

gradual approach to offering interpretations that is balanced with an appropriate

level of support.

Blatt and Behrends (1987) also maintain that interpretations are not the

appropriate intervention for all individuals at all times. They emphasize, as did

Zelzel, that the therapeutic effectiveness of interpretations is fundamentally

dependent on the status of the therapeutic relationship. They argue that

interpretations, especially because of their depriving and anxiety-promoting
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characteristiis, must be offered within a caring and compassionate environment.

Oiherwise, they maintain, patients will be prone to introjecting a relatively harsh

image of the analyst and they will deteriorate rather than improve as a result of

their involvement in therapy. Blatt and Behrends stress that even the most

insightful of interpretations will have no beneficial effect if they are not offered in

a tactful manner and with an appropriate emotional tone. Blatt and Behrends, in

fact, argue that the effect of interpretations is so intertwined with the status of the

therapeutic relationship that the former cannot really be considered without

reference to the latter.

Somewhat differently from Zetzel, Blatt and Behrends mainiain that

supportive interventions, or interventions that uphold and reinforce a client's

sense of self, are not just an adjunctive or preliminary technique to be used only

with clients who have difficuliy attaching. Their view seems to be that all clients

will have difficulty engaging in the therapeutic relationship at one time or another

and that all clients need their therapists to be supportive when these difficulties

arise. ln fact, Blatt and Behrends contend that psychological growth is an

evolving process, one that requires therapists to be at times challenging and at

other times supportive. As was indicated above, Blatt and Behrends argue that

therapists' supportive communications are important for introjection to occur

because they provide a source of gratification to clients. This experience of

gratification, it is argued, is what clients aim to preserve when they introject their

therapists' behaviours.

It is important to point out that Blatt and Behrends' views on the role of
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therapist suppori are not completely incompatible with those of Zelzel Their

discussion leaves room for the possibility that some clients, namely those with

especially difficult relationship histories, require very high levels of support in

order to take part in the therapeutic relationship. Blatt and Behrends would

perhaps argue that clients in this category would feel sufficiently challenged

simply by becoming involved in an interpersonal relationship and that they would

not need the added challenge of interpretive interventions in order for their

introjects to change. For these clients, therapists' offer of support may, in fact,

represent clients' first experience of support in an interpersonal context and

provide them wíth the first concrete example of how to be supportive of

themselves. On the other end of the spectrum, Blatt and Behrends might also

propose that higher-functioning clients who are more accustomed to interacting

with others and who know, to some extent, what it is to be supported by another,

would feel underchallenged by the therapist's supportive interventions and would

need a higher rate of interpretation in order for their introjects to change.

Overall, there seems to be theoretical support for the importance of both

interpretive and supportive interventions in bringing about positive therapeutic

outcomes and, in particular, positive changes in clients' introjects. Interpretive

interventions, one could hypothesize, would be most effective in producing

change when clients and therapists are both engaged in primarily affiliative

interactions. Supportive interventions, on the other hand, may be more

important when clients show difficulty accepting their therapists' affiliative

gestures and when they have difficulty engaging in affiliative behaviour
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themselves. Although most clients can be expected to exhibit these difficulties at

some point in therapy, it seems likely ihat some clients would have greater

difficulty in this area than others and for longer periods of time. These clients,

one could hypothesize, would feel ovenryhelmed by the challenging aspects of

therapists' interpretations and would profit more from a mainly supportive

approach.

At this point it is important to clarify that both supportive and interpretive

interventions can be offered by therapists in a disaffiliative manner. With regard

to the former, a therapist could, for example, resonate with a client's sense that

she or he is incapable of meeting the demands of her or his situation and

thereby support the client's sense of self. The therapist may do so, however, in

a patronizing, rather than empathic, manner and in a tone that precludes the

client from considering alternative ways of thinking. In comparison to supportive

interventions, however, therapists' interpretations may be especially vulnerable

to being offered in a disaffiliative manner because of their inherently challenging

nature. ln an effort to help a client recognize her or his contribution to a problem

situation, a therapist may, for example, inadvertently accuse the client and blame

her or him for not acting sooner. Wiles (1984) has argued that therapists

working from a psychoanalytic perspective, because of their emphasis on

interpretive interventions, need to take special caution that their interventions do

not inflict unnecessary harm.

As a general rule, then, it seems that therapists need to be keenly aware

of their clients' style of interacting when they choose their interventions and they
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need to offer their interventions in a strictly afiiliative manner. lt seems that

interpretive and supportive interventions, when offered in a disaffiliative manner

by therapists, would only serve to confirm the negative experiences that clients

encountered with others in the past and would probably lead to disappointing, or

even detrimental, results. lt seems possible that clients who enter therapy with

introjects that are already fairly positive would not be as vulnerable to therapists'

disaffiliative communications as clients whose introjects are primarily negative.

At the same time, it seems likely that even clients with relatively positive

introjects, if they remain in therapy with disaffiliative therapists for an extended

period of time, would eventually succumb to the negative effects of their

iherapists' communications and end up with less than positive results.

Research on the Interpersonal Process of Therapy and on the Role of

Therapists'

Interpretive and Supportive lnterventions

It has been argued that the therapeutic relationship, operationalized as

the momentary, interpersonal process of therapy, and therapists' interventions

both play an important role in determining the outcome of therapy and in

determining the amount and type of change that will occur in clients' introjects.

With regard to the relationship component of the therapeutic endeavour in

particular, a review of the literature indicates that a number of recent studies

have used the SASB model to operationalize the interpersonal process of

therapy and to determine how this process relates to positive therapeutic

outcomes, including positive introject change. A summary of these
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investigations is presented in Table 1. A number of studies have also

considered the additional contribution of therapists' interpretive and/or

supportive interventions and the manner in which these interventions interact

with the therapeutic relationship to facilitate positive therapeutic gains. ln faci, a

review of the literature suggests that six studies have examined the joint

contribution of the relationship and interpretive/supportive interventions to the

outcome of psychotherapy. A summary of these studies is presented in Table 2.

In what follows, the empirical results presented in Tables 1 and 2 will be

examined more closely and their implications for future investigations will be

considered.

Tables 1 and 2 include information about the client population and type of

therapy that were investigated in each study, the rater perspectives from which

the therapeutic relationship and/or therapists' interventions were assessed, and

the perspective and criteria that were used to measure changes in client

functioning or the outcome of therapy. The last column in each table

summarizes the findings in each study. Positive and negative associations

between the relationship/intervention variables and outcome are represented,

respectively, by "+" and "-" signs. Nonsignificant associations between the

process and outcome variables are represented by the integer, "0." For several

studies listed in the two tables, the association between the process and

outcome variables was assessed at several different points in treatment. For

these studies, findings are reported separately for each point in treatment at

which the association was assessed. For example, in Table 1, Coady (1gg1a)
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Table 1

Ratings as a Measure of the Therapeutic Relationship

Reference Client Population SASB Process
(n) & Rater
Type of Therapy Perspective & Time

of Assessment "

Outcome Perspective & Criteria Finding þ

for Evaluation

Coady (1 991 a)

Hanist, Quintana,
Strupp, & Henry
(1 es4)

Henry, Schacht, &
Strupp (1986)

outpatients (9)
seen at a
university clinic
for
psychodynamic
therapy

outpatients (70)
seen al a
university clinic
for short-term,
psychodynamic
therapy

male outpatients
(8) seen at a
university clinic
for short-term
therapy,
theoretical
orientation not
specified

I rating ï after 3rd,
sth. & lsth session

I rating C after 3rd,
sth. & 1sth session

C rating self and T
after 3rd session; T
rating self and C after
3rdsession; C&T
ratings then
compared to C rating
of self on
intrapsychic surface
before and after
therapy to calculate
index of
"internalization" "

I rating T in 3rd
session

I rating C in 3rd
session

S-symptom reduction
S-reduction in depression
CE-improved social adjustment
(ratings combined into one
outcome score for analyses)

S-symptom reduction
S-reduction in depression
C E-improved social adjustment
(ratings combined into one
outcome score for analyses)

S- symptom reduction
CE-increase in adaptive

functioning

S- symptom reduction
T- posttherapy evaluation
T- global outcome
C- global outcome
CE-global outcome
(ratings combined into one
outcome score for analyses)

S- symptom reduction
T- post-therapy evaluation
T- global outcome
C- global outcome
CE-global outcome
(ratings combined into one
outcome score for analyses)

+ session 3
+ session 5
+ session 15
+ overall

+ session 3
+ session 5
0 session 15
+ overall
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Table 1 (continued)

Reference Client Population SASB Process
(n) & Rater
Type of Therapy Perspective & Time

of Assessment .

Outcome Perspective & Criteria Finding þ

for Evaluation

Henry et al. (l 986)
-continued-

Henry,
Schacht, &
strupp (1990)

Najavits & Strupp
(1 ss4)

outpatients (l 4)
seen at a
university clinic
for short-term,
psychodynamic
therapy

outpatients (70)
seen at a
university clinic
for short{erm,
psychodynamic
therapy

I ratings of T and C
used to calculate
"lndex of Positive
Complementarity" o

I ratings ofT and C
used to calculate
"lndex of Negative
Complementarity" '

I ratings of T and C
used to calculate
"lndex of Total
Complementarity "

I rating C in 3rd
session

I rating T in 3rd
session

C rating T after
sessions 3,8, 16,22
(average rating used
in analyses)

T rating self after
sessions 3,8, 16,22
(average rating used
in analyses)

S- symptom reduction
T- post-therapy evaluation
T- global outcome
C- global outcome
CE-global outcome
(rat¡ngs combined into one
outcome score for analyses)

S- symptom reduction
T- post-therapy evaluation
ï- global outcome
C- global outcome
CE-global outcome
(ratings combined into one
outcome score for analyses)

S- symptom reduction
T- post-therapy evaluation
T- global outcome
C- global outcome
CE-global outcome
(ratings combined into one
outcome score for analyses)

S- positive change in client
introject

S- positive change ¡n client
introject

S- symptom reduction
T- post-therapy evaluation
T- global outcome
C- global outcome
CE-global outcomel

S- symptom reduction
T- post-therapy evaluat¡on
T- global outcome
C- global outcome
CE-global outcomel

+'

aì

Rudy, Mclemore, outpatients
& Gorsuch (1985) (42) seen at two

psychotherapy
clinics, lherapv
onenlatton was

eclectic

C rating T afrer mean S- symptom reduction
of30 sessions C- progress to date

T- progress to date
T- olobal success

0'
+'
Ol
0'
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Table 1 (continued)

Reference Client Population
(n) &
Type of Therapy

SASB Process
Rater
Perspective & Time
of Assessment "

Outcome Perspective & Criteria
for Evaluation

rrnorng -

T rating C after mean S- symptom reduction
of 30 sessions C- progress to date

T- progress to date
ï- global success

sum of T & C's S- symptom reduction
ratings of each other C- progress to date

T- progress to date
T- global success

+¡
0'
+'
+l

Svartberg & Stiles
(1 ss2)

Tasca & McMullen
(1 se2)

outpatients (15)
seen at a number
of clinics for
short-term,
anxiety-provoking
therapy

I rating C and T in
session 4; SASB
process ratings then
used to calculate
"lndex of Positive
Complementarity'' o I

S- symptom reduction
CE-improved social adjustment
S- improved thinking patterns

S- symptom reduction
CE-improved social adjustment
S- improved thinking patterns

S- symptom reduction
T- global change
C- global change
CE-global change
(ratings combined into one
outcome score for analyses)

S- symptom reduction
T- global change
C- global change
CE-global change
(ratings combined into one
outcome score for analyses)

+l
+l
+'
+'

+nat
0 n mid-point
+nifì
treatment

0nat
ôn

termination
0n

+ early
session P

0 middle
session

+ late
session P

+ early
session q

0 middle
session

+ late
session q

male outpat¡ents
(8) seen at a
university clinic
for short-term
therapy,
theoretical
orienlatiqn not
sDecrlred

lratingC&Tafter
early, middle, and
late session; SASB
process ratings then
used to calculate
"lndex of Positive
Complementarity'' '
for each stage of
therapy

lratingC&Tafter
early, middle, and
late session; SASB
process rat¡ngs then
used to calculate
"lndex of Negative
Complementarity" o

for each stage of
therapy

Note. l= Independent Observer; C = Cl¡ent; T = Therapist; CE = Clinical evaluator; S = Objective IndiceorTest.
" Unless otherwise specified, process ratings made by clients reflect global assessments oi therapist behaviours across
entire session. Process ratings made bytherapists reflect global assessments ofclient behaviours across entire session.
Process ratings made by independent observer reflect moment-to-moment assessments of client and/or theraoist

Piili::ïft:#¡JJ:rifi:'::r:ffiï:Jli:ï:"i;,+,, 
lc'ent sroup with sood outcomes showed a sisnincantr¡a nigner

degree of affiliation and/or a significantly lower degree of disaffiliation than client group with poor outõomes), "0" 1no
significant difference in process ratings for good and poor outcome groups).
" "lndex of Internalization" compared clients' and therapists' ratings of the interpersonal process to clients' pre- and post-
therapy ratings of their intrapsychic behaviours. This index was calculated by summing the difference between cluster
scores on the SASB lnterpersonal Surfaces I or 2 (as rated by clients and therapists Jfter the third session) and each
corresponding cluster on the SASB Intrapsychic Surface 3 (as rated by clients before and after therapy). lf the difference
scores were significantly smaller at the end of therapy than they were at the beginning, this was taken as evidence that
clients had internalized the interpersonal process oftherapy.
q 

Regression analyses indicated that the "lndex of lnternaiiiation" was a significant predictor of positive change on both



38
Table 1 (continued)

outcome measures.

i Deglee of complementarity calculated for each client-therapist exchange by assigning 1 point for therapist and client
behaviours that occurred on different SASB Surfaces, 1 po¡nt for behaviours that wersmatched on affiliätion, 1 point for
behaviours that were matched on interdependence. Index of positive complementarity calculated by summing thä number
of complementary exchanges in which both participants were behaving in an affiliative manner.
lndex of negative complementarity calculated by summing the number of complementary exchanges in which one or both
participants were behaving in a disaffiliative manner. Total complementarity was calculated by summing the number of
n-egalive and positive complementary exchanges.
'oenn.Good outcome group showed.significantly higher positive complementarity, signiflcanfly lower negative
complementarity, and significantly higher total complementarity than poor outcome group.
'Scores on outcome measures combined into one "Outcome" score for each client. Therapists were then identified as
"more" or "less" effective based on their clients' outcome scores relative to the rest of the ciient sample, the number of
clients in their caseload with negative outcomes, and the number of clients who terminated therapy before session 16.j& k Results based on comparison of "more" and "less" effective therapists on SASÈ clusters. "More" effective therapists
rated by clients as more affirming and understanding (cluster 2) than "less" effective therapists. "More" effective
therapists rated themselves as more affirming and understanding (cluster 2), less watching and controlling (cluster S),

3nd less belittling and blaming (cluster 6), than did "less" effective therapists.
' Findings reported ¿5, "+" (higher overall affiliation and autonomy, highei scores on affiliative SASB euadrants and
Clusters, and lower scores on disaffiliative Quadrants and Clusters predicted positive outcomes in regression analyses),
"0" (overall affiliation and autonomy and SASB Quadrant and Cluster scores d'¡d not predlct outcomej).
' Index of Negative Comptementarity was subtracted from Index of Positive complementarity to yield "índex of Net
Positive Complementarity."
" Findings reported as, + (net positive complementar¡ty conhibuted significantly to prediction of outcome using regression
analysis), 0 (net positive complementarity did not contribute significantly to prediction of outcome).
P " 

q Good outcome group showed significantly higher positive complementar¡ty and significantly láwer negative
complementar¡ty than poor outcome group.



39

Table 2

Summary of Research examining contribution of Therapeutic Alliance and

Therapist Interventions to Psychotherapy Outcome

Reference Finding "Client
Population (n)
& Type of Therapy

Therapeutic
Alliance Rater
Perspective &
Time of
Assessment

Therapist
Interventions
Rater
Perspective &
Time of
Assessment

Outcome
Perspective &

Criteria for
Evaluation

Coady (1991b) outpatients (9)
seen at a
un¡versity clinic for
psychodynamic
therapy

outpatients (43)
seen at hospital or
private clinic for
psychodynamic
therapy

I rating T in 3rd
session

l- two early
sessions (ratings
combined for
analyses)

I rating T in 3rd
sesslon

l- two early
sessions (ratings
combined for
analyses)

S- symptom
reduction
S- reduction in
depression
CE- improved
social
adjustment
(ratings
combined into
one oulcome
score for
analyses)

c&cE-
residual gain in
general
adjustment
(ratings
combined for
analyses)

T&C-rated
benefits
(ratings
combined for
analyses)

S- scores from
two depression
inventories
combined into
one outcome
rating'

+ Ao
OTRM"
+AxTRM"

+ lnt
+A
0lntxA

Crits-
Christoph,
Cooper, &
Luborsky
(1 e88)

Gaston & Ring
(r ee2)

l- sessions 5, 10,
&15

(average ratings
used in
analyses)

+ lnt
+A
0lntxA

-lntr
0 Sup
+lntxAs

l- sessions 5, 10,
&15

(average ratings
used in
analyses)

S- reduction in ST modality:
symptoms 0Int

0 Sup
+A
0lntxA
0 SupxA

S- improved ST modality:
interpersonal 0 Int
functioning 0 Sup

OA
0lntxA

elderly, depressed
outpatients (10)
seen aI
unspecifìed
clinic for
psychodynamic
therapy

Gaston, Piper, outpatients (32) l- early, middle,
Debanne, seen at & late sessions
Bienvenu, & unspecified clinic in ST and LT
Garant (1994) for short-term (ST; modalities

n= 17) and long- (average ratings
term (LT; n=15) used in
psychodynamic analyses)
therapy

l- early, middle,
& late sessions
tn5tanoLl
modalities
(average ratings
used in
analyses)

0 lnt x Suo
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Reference Client Theraoeutic
Population (n) Alliance Rater
& ïype of Therapy Perspective &

Time of
Assessment

Therapist
Interventions
Rater
Perspective &
Time of
Assessment

Outcome Finding .

Perspective &
Criteria for
Evaluation

Gaston et al.
(1 ss4)
-continued-

Gaston,
Thompson,
Gallagher,
Cournoyer, &
Gagnon
(1 es8)

S- reduction in
symptoms

S- improved
interpersonal
functioning

S- reduction in
depressive
symptoms

LT modality:
0 lnt
0 Sup
OA
+lntxA
+SupXA

LT modality:
0 Int
0 Sup
+A
+lntxA
+SupxA

BT Group
(sessions
collapsed):
0 lnt
0 Sup
OA
0lntxA
0SupxA

CT Group
(sessions
collapsed):
+ Int
0 Sup
+A
0lntxA
0 SupxA

BDT Group
(sessions
collapsed):
0 lnt
0 Sup
OA
0lntxA
0SupxA

At Session 5:
0 lnt
0 Sup
+ A (all groups
collapsed; BT
& CT groups)
0IntxA

elderly, depressed
outpatients seen
at unspecifìed
clinic for short-
term Behaviour
Therapy (BT;
n=30), Cognitive
Therapy (CT;
n=31), or Brief
Dynamic Therapy
(BDT; n=30).

l- sessions 5, 10, l- sessions 5, 10,
&15 &15
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Reference Client Therapeutic
Population (n) Alliance Rater
& Type ofTherapy Perspective &

Time of
Assessment

Therapist
Interventions
Rater
Perspective &
Time of
Assessment

Outcome Finding o

Perspective &
Criteria for
Evaluation

Gaston et al.
(1 se8)

-continued-

Svartberg &
Stiles (1994)

C -afier 7'n

sesston
l- session 4 S - reduction in

symptoms

At Session 10:
+ Int (BDT
group)
0 Sup
+A(BT&CT
groups)
+IntXA(BDT
group)
-lntxA(CT&
Bï groups)
0SupxA

At Session 15:
0 lnt
0 Sup
+A (CT & BT
groups)
0lntxA
+SupXA
(BDT group)

All Sessions &
Groups
collapsed:
0 lnt
0 Sup
+A
0lntxA
0SupxA
OA
+ TCn

0AxTC

U IU
+A
0AxTC

outpatients (1 3)
seen at
unspecified clinic
for short{erm,
anxiety-provoking
psychotherapy
(STAPP)

S - increase in O Afunctional 
^ 

T^
attitudes

0AxTC

0ïc
OA

0AxTC

Note.T=Therapist; C=Client; l=lndependentobserver; CE=Clinical evaluator; S=objectiveindiceortest; Int=
Interpretive interventions; sup = Supportive interventions; A = Alliance; Int x A = Interactioñ between interpretive
interventions and Alliance; Sup x A = Interaction between supportive interventions and alliance; TRM = Therapist
interventions measured in terms of therapist response moaesj A x tRM = lnteraction between alliance and thärapist
resPonse modes; A = Alliance; TC = Therapistsitechnical competence; A x TC = Interaction between therapists;
technical competence and Alliance..
" Unless specified otherw¡se, findings reported as "+" (therapist intervention or alliance made significant positive
contr¡but¡on to prediction of outcome using regression analyses), "0" (therapist intervention or alliance did not contribute
significantly to prediction of outcome), '-" (theiapist interveñtion'ór auiànce iraaé significant, negative contribution to
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prediction of outcome).
" Therapists for positive outcome group showed higher level of affìliation than therapists for poor outcome group
' No significant difference between therapists for good and poor outcome group in iesponse modes used.o Therapists in poor outcome group offered disaffiliative inteipretations sigiiRcåntty more often than therapists in good
outcome group.
" Clients categorÞed into "improved" and "unimproved" groups based on average, combined scores on outcome
measures.
rTherapists of clients in unimproved group used interpretive interventions significanfly more than therapists of clients in
improved group.
e Therapists of clients in the improved group used interpret¡ve ¡nterventions significantly more when a strong therapeutic
alliance had been established.
¡ Greater technical competence on the part of therapists predicted greater improvements in client symptomatology.
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exam¡ned the association between therapists' and clients' interpersonal

interactions and a combined outcome measure after the 3'0, s*n, and 1sh

sessions. He also collapsed the process and outcome variables across sessions

into one score to represent the general status of these variables in therapy

overall. The last column in Table 1 therefore indicates the direction and

significance of the association that was observed by Coady (1991a) between the

process and outcome variables at each point in therapy that the association was

assessed (i.e., the 3'd, 5thand 1Sth sessions). lt also presents coady's (1g91a)

findings for when the process and outcome variables were collapsed to

represent therapy overall.

A number of studies in Table 2 also examined the significance and

direction of association between measures of the therapeutic relationship,

therapists' interventions, and outcome in different therapy modalities. Again, for

these studies, findings are reported in Table2for each treatment modality in

which the association was assessed. For example, Gaston et al. (1gg4)

examined the association between the therapeutic alliance, therapists'

interventions, and outcome in the context of long- and short-term psychodynamic

treatments. The last column in Table 2 therefore presents separately Gaston et

al.'s (1994) findings for each treatment modality.

To focus on Table 1, then, herein are preèented 43 findings derived from

I studies that examined the association between SASB ratings of therapist and

client interpersonal process and therapeutic outcome. Thirty-two of these

findings are positive, indicating that affiliative therapist-client interactions are
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associated with positive therapeutic outcomes and that disaffiliative therapist-

client interactions are associated with negative therapeutic results. The positive

findings in Table 1 were obtained across a variety of outcome measures. Eleven

findings in Table 1, on the other hand, are nonsignificant, indicating a lack of

association between the quality of the client-therapist interaction and client

change. Again, the nonsignificant findings were obtained across a range of

outcome criteria. None of the findings in Table 1 is negative, suggesting that

positive client-therapist interactions are not associated with poor therapeutic

results, and negative client-therapist interactions are not associated with positive

therapeutic results.

SASB ratings of the interpersonal process were made from three rater

perspectives in the studies presented in Table 1 - independent observers,

therapists, and clients. ln the SASB system, the independent observer rating

method is the most complex and follows a very rigorous procedure. According to

this procedure, two or three trained raters observe audio- or video-taped

segments of individual therapy sessions and code each and every therapist or

client behaviour according to its relative position in the SASB model (Benjamin,

Giat, & Estroff, 1981; Grawe-Gerber & Benjamin, 1989; see below for a more

detailed description of the SASB observer rating method). Five studies in Table

1 used this method to assess the quality of the therapeutic interaction. Out of

the 27 findings reported for these studies, 20 are positive.

Compared to the SASB process ratings made by independent observers,

those made by therapists and clients are obtained more simply. This method
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involves administering a series of closed-choice questionnaires to clients and

therapists that require them to give global, retrospective descriptions of their own

and/or each other's behaviours across an entire session (Benjamin, 1995). In

Table 1, three studies used clients and therapists to rate the interpersonal

process of therapy. Of the 16 findings reported for these studies, 12 are

positive. lf one considers ratings made by therapists and clients separately,

Table 1 indicates that therapists' ratings of their clients' behaviours were

positively associated with outcome in 3 out of 4 findings. The direct association

between therapists' ratings of their own behaviours and outcome was examined

in only one study and was positive (Najavits & Strupp, 1994). Clients' ratings of

therapists' behaviours were positively associated with outcome in 2 out of 5

findings. Finally, clients' and therapists' ratings of themselves and each other

were summarized in two studies. In the study conducted by Rudy et al. (1985),

clients' ratings of their therapists' Surface 1 behaviours and therapists' ratings of

their clients' Surface 2 behaviours were added together as a composite index of

the interpersonal process of therapy. In the study conducted by Harrist et al.

(1994), clients' and therapists' ratings of themselves and each other were

compared to clients' ratings of their intrapsychic behaviours to determine the

extent to which clients had introjected the interpersonal process of therapy and

whether this was related to outcome (see below for further detail). Of the 6

analyses performed on the combined ratings in these two studies, all yielded

positive results.

A comparison of the findings that were obtained using the two rating
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methods, then, indicates that the proportion of positive results was not

significantly different whether independent observers rated the interpersonal

process of therapy or whether it was rated by therapists and clients (Z = 1.15,

ns). The similarity in proportions may attest to the concurrent validity of the two

rating methods. lt is important to note, however, that both methods were

designed to assess constructs that have been defined in the SASB model (e.9.,

affiliation, autonomy, interpersonal focus) but that only the independent observer

method yields a moment-by-moment description of these constructs as they

occur in ongoing therapy sessions. For this reason, ratings of the interpersonal

process made by independent observers seem to offer a more detailed and

more satisfactory assessment of the therapeutic relationship than those made by

the therapy participants themselves. Indeed, the fact lhatT4o/o of the findings

pertaining to the association between the observer-rated process and therapy

outcome were positive lends considerable support to the idea that the ongoing,

momentary process of therapy is an important predictor of therapeutic change.

The point in therapy at which the quality of patient-therapist interactions

was assessed seemed to have an impact on the proportion of positive findings in

Table 1. ln fact, a significantly higher proportion of positive findings was

obtained when therapist and client behaviours were rated early in therapy than

when they were rated later on (Z = 3O.72, p < .001 ). Specifically, 15 out of '15

findings were positive when the interpersonal process was assessed on or

before the Sth session. By contrast, 5 out of 12 findings were positive when

therapist-client interactions were assessed at therapy midpoint or beyond (16
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findings in Table 1 were based on process ratings that were averaged across a

number of sessions). lt is difficult to speculate on the reasons for these

differential results without empirical clarification. Nevertheless, the findings may

indicate, as was suggested by Henry and Strupp (1994), that the early phase of

therapy is especially important for alliance development. In addition, the findings

are in many ways consistent with previous research which has shown that global

ratings of the alliance made early on in therapy are predictive of therapy outcome

(Suh, O'Malley, & Strupp, 1986).

With regard to the individual results presented in Table 1, those reported

by Henry et al. (1990) and Harrist et al. (1994) are noteworthy because they

pertain specifically to the association that does or does not exist between the

interpersonal process of therapy and clients' intrapsychic state. The first of these

studies was based on a sample of 14 therapeutic dyads (Henry et al., 1990).

Pre- and post-therapy questionnaire data were used to categorize clients into

good and poor outcome groups according to the amount and type of change that

had occurred in their introjects from beginning to end of therapy. The

interpersonal process that transpired between clients and therapists was

assessed by independent observers in the third session. The results indicated

that clients and therapists in the poor outcome group showed significantly higher

levels of disaffiliative behaviours than did those in the good outcome group and

exhibited higher levels of mixed communications (defined as statements that

express two or more conflicting interpersonal messages at the same time; e.9.,

acceptance and rejection). The authors also reported that clients in the poor
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outcome group spoke significantly less, relative to their therapists, than did

clients who manifested more positive change, and that the number of hostile and

controlling therapist statements correlated strongly with the number of critical

and self-blaming statements made by clients. ln general, therefore, this study

provides a fairly detailed description of the momentary process in therapy that

goes with positive or negative introject change and it lends relatively strong

support to the idea that clients' interactions with their therapists have an impact

on how they interact with themselves.

The study conducted by Harrist et al. (1994) was based on a larger

sample of clients (n=70) taken from ihe same dataset as the clients in Henry et

al.'s (1990) study. This study used therapists'and clients' retrospective

questionnaire responses, rather than the direct observations of independent

raters, to assess therapists' and clients' contributions to the interpersonal

process of therapy. Therapists' and clients' ratings of the interpersonal process

were made after the third session. As in the previous study, clients rated their

introjects on SASB questionnaires at intake and after therapy was completed.

The results showed that clients' post-therapy ratings of how they treated

themselves (i.e., their introjects) were significantly more similar to their ratings of

the interpersonal process of therapy and their therapists' ratings of the

interpersonal process than were clients' pre-therapy ratings of how they treated

themselves. The results also showed that clients' treatment of themselves had

become significantly more affiliative from the beginning to end of therapy.

Finally, it was found that, by therapy termination, the extent to which clients'
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introjects had changed in a positive direction to become more similar to clients'

and therapists' positive ratings of the interpersonal process was a significant

predictor of clients' symptomatic improvement and improved functioning overall.

The results of this study, similar to the ones cited above, are therefore consistent

with the idea that clients introject their experiences in therapy and that their

introjection of affiliative interpersonal process, in particular, coincides with other

aspects of positive change.

Considered overall, then, the positive findings presented in Table 1,

particularly the findings reported by Harrisi et al. (1994) and Henry et al. ('1990),

give tangible support to the hypothesis that affiliative interpersonal process,

especially when it is assessed early in therapy, is associated with positive

therapeutic outcomes and to positive changes in clients' introjects. They also

demonstrate the utility of conceptualizing and operationalizing the therapeutic

relationship in terms of the SASB model. The fact that eleven of the findings in

Table 1 did not come out as significant suggests that support for the above-

stated hypotheses and for researchers' implementation of the SASB model is not

unequivocal, however. At the very least, these findings suggest that

psychotherapy is complex and that a multitude of variables interact to produce

positive or negative results.

Turning to Table 2, herein are presented 80 findings derived from 6

studies that examined the contribution of the therapeutic relationship and

therapists' interpretive and/or supportive interventions to various indices of

psychotherapy outcome. Only one study in the table used SASB process ratings
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as a measure of the therapeutic relationship (Coady, 1gg1b). This study was

based on nine therapeutic dyads that were divided into good (n=s) and poor

(n=4) outcome cases according to the amount of positive change that clients

reported from beginning to end of treatment on measures of symptomatology,

depression, and social adjustment. SASB ratings of therapists' interpersonal

behaviours were made in the third session by independent observers, as were

ratings of therapists' interventions. The latter variable was operationalized in

terms of eight mutually exclusive response mode categories that included

interpretations, approval-reassurance, minimal encouragers, questions, self-

disclosures, paraphrases, directives, and miscellaneous responses. The results

indicated that therapists in the poor outcome group showed significantly higher

levels of disaffiliation than did therapists in the good outcome group. The two

groups of clients could not be differentiated on the basis of therapists'

interventions alone. However, the interaction between therapists' interventions

and therapist-offered interpersonal process did come out as significant, but only

for one response mode category. Therapists in the poor outcome group were

more likely to offer interpretations in a disaffiliative manner than therapists of

clients with more positive outcomes. The latter finding held true only for

interpretations that did not focus on clients' reactions in the therapeutic

relationship or on clients' affective state. The significant findings in this study

must be tempered with the fact that the analyses consisted of a series of !-tests

and therefore inflated the Type-l error rate above the traditional .05 level.

The study by Crits-Christoph et al. (1988) examined the contribution of
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therapists' interpreiations to therapy outcome, alone and in interaction with the

therapeutic alliance. Therapists' interpretations were defined as statements that

"explained possible reasons for a patient's thoughts, feelings, or behavior" andlor

"alluded to similarities between the patient's present circumstances and other life

experiences" (Crits-Christoph et al., 1988, p. a91 ). lndependent raters examined

therapy transcripts of two early sessions for 43 clients to identify the number of

interpretations that were made. Following this, each interpretation was rated

according to accuracy based on how well it corresponded with the relationship

themes that emerged out of clients' in-session discussions. The therapeutic

relationship was assessed in this study by another set of independent raters

using the "counting signs method." This method required raters to scan two

early transcripts to identify every client statement that was suggestive of either a

positive or negative alliance. The results showed that therapists' interpretations,

or more precisely, the accuracy of therapists' interpretations was a significant

predictor of therapeutic gain. Likewise, the therapeutic alliance was also a

significant predictor of psychotherapy outcome. Somewhat surprisingly, and

contrary to Coady's (1991b) findings, the interaction between the alliance and

the accuracy of therapists' interpretations did not add further to the outcome

predictions.

Svartberg and Stiles (1994) also did not report a significant interaction

between the therapeutic alliance and therapists' technical interventions. In this

study, the therapeutic alliance was assessed by clients (n = 13) after the 7th

session using a self-report measure called the Facilitative Alliance Inventory.
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This measure assessed clients' perceptions of their therapists' helpfulness,

understanding, and active participation, and therapists' success in facilitating

clients' self-disclosure. An independent clinician rated the competence of

therapists'technical interventions using the Therapist Competence Rating Form

(TCRF). Svartberg and Stiles (1994) provided only limited information about the

types of interventions that were rated by the clinician; however, the examples

they give and the context of their discussion suggests that the interventions were

probably different varieties of interpretations, The competence of each

intervention was rated on a S-point, Likert scale, and the mean overall score for

each therapist was entered into analyses. Two types of hierarchical regressions

were conducted in which either the alliance ratings were entered in the first step

and the Competency ratings were entered in the second step, or vice versa. ln

both regressions, the interaction between the Alliance and Competency ratings

was entered in the third step. The results of the study showed that both the

alliance and the competency ratings predicted reductions in clients'symptoms

independently when they were entered in the second step of the hierarchical

regressions. Neither variable predicted outcome when it was entered in the first

step of the regression analyses, or when it was combined with the other variable

in the interaction term. The alliance, therapists' competency ratings, and their

interaction terms also did not predict outcome when this was assessed in terms

of improvements in clients' functional attitudes.

Finally, the studies reported by Gaston and her colleagues (Gaston &

Ring, 1992; Gaston et al., 1994; Gaston et al., 1995) account for the majority of
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findings presented in Table 2. In these studies, therapists' interventions in early,

middle, and late sessions of psychodynamic (Gaston & Ring, 1992; Gaston et

al., 1994), and psychodynamic, cognitive, and behaviour therapy (Gaston et al.,

1998) were categorized by independent raters as either Exploratory or

Supportive depending on their content and intent. Exploratory interventions were

defined as any therapist statement that aimed to challenge a client's basic sense

of self. Most often, they occurred in the form of interpretations or

confrontations2. Supportive interventions, on the other hand, were defined as

statements that aimed to reinforce and strengthen a client's concept of the self.

They occurred in a variety of forms, including empathic statements, statements

of reassurance, or the provision of direct help. The therapeutic alliance was also

rated by independent observers on a standardized scale in the same early,

middle, and late sessions. In each study, the ratings of therapists' interventions

and of the therapeutic alliance were collapsed across sessions into total scores

for analyses. One study also examined the contributions of the alliance and

therapists' interventions separately for the early, middle, and late sessions

(Gaston et al., 1998).

The results of the Gaston et al. studies indicate that therapists' Supportive

2 From this point on in this manuscript, the terms "Exploratory" and

"lnterpretive," when referring to therapists' interventions, will be used

interchangeably.
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interventions ilid not make an independent contribution to the prediction to

outcome in any of the 12 analyses that were conducted. Exploratory

interventions, on the other hand, made an independent contribution to the

prediction of outcome in three analyses. Contrary to what was observed by

Crits-Christoph et al. (1988) and Svartberg and Stiles (1994), one of these

findings was negative, indicating that therapists of clients who exhibited poor

outcomes used Exploratory interventions more often than did therapists of clients

with good outcomes. The other two findings were positive and indicated that

therapists' use of Exploratory interventions predicted positive results.

The therapeutic alliance made its own, positive contribution to the

prediction of outcome in 7 out of the 11 analyses that included the alliance as an

independent variable of interest. The positive associations indicated that better

outcomes were obtained for cases where a better alliance had been established.

Again, these findings are consistent with those reported by Coady (1991b) and

Crits-Christoph et al. (1988).

The interaction between therapists' Exploratory interventions and ratings

of the alliance was significant in 5 out of 12 analyses in Table 2. One of these

findings was in the opposite direction that was hypothesized and indicated that,

in Behaviour and Cognitive therapy, fewer interpretive interventions offered in the

context of better alliances, and more frequent interpretations offered in the

context of poorer alliances were predictive of greater reductions in depressive

symptoms by the end of therapy. On the other hand, within brief psychodyamic

therapy, the findings were consistent with predictions and indicated that better
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outcomes were observed when therapists used a greater number of

interpretations in the context of stronger alliances, and when they used fewer

interpretations in the context of an alliance that was weak. All of these

interactions were observed in the 1Oth session of therapy.

Finally, the interaction between therapists' use of Supportive interventions

and the therapeutic alliance was significant in one analysis. At the 1Sth session

in brief psychodynamic therapy, therapists' use of higher levels of support in the

context of weaker alliances predicted more positive therapeutic results.

Taken together, the findings reported in Table 2 lend tentative support to

the idea that the therapeutic relationship and therapists' interventions both play a

role in determining the outcome of psychotherapy. In particular, there is strong

support for Henry and Strupp's (1994) idea that the therapeutic relationship has

a direct and independent influence on therapeutic outcomes. The precise

workings of this influence were not examined in the studies listed in Table 2.

However, in light of the findings reported by Henry et al. (1990) and Harrist et al.

(1994) above, it seems possible that the therapeutic relationship contributed to

positive outcomes by impacting on clients' intrapsychic state. In line with Zetzel's

(1956) and Blatt and Behrends' (1987) ideas, the findings in Table 2 do not

indicate very strongly that therapists' interventions also make an independent

contribution to therapy outcome. Instead, they suggest that the eflectiveness of

therapists' interventions depends on the relationship context in which they are

offered. The studies conducted by Gaston and her colleagues (Gaston & Ring,

1992; Gaston et al., 1994; Gaston et al., 1994) are especially noteworthy in this
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regard, suggesting that interpretive interventions, at least in long-term, dynamic

therapy, are most effective when they are offered in the context of a solid

therapeutic relaiionship, and that supportive interventions are more effective

when a positive relationship is proving difficult to maintain.

It has already been noted that SASB process ratings were used to assess

the therapeutic relationship in only one investigation in Table 2 (Coady, 1991b).

The remaining studies used more global measures of the relationship that

provided a less detailed description of the therapeutic interaction. Ten out of 17

findings in the latter studies indicated that the alliance contributes independently

to the prediction of outcome. Eight out of 30 findings indicated that the alliance

interacts with the therapist's interventions to predict therapeutic gains. The

findings reported by Coady (1991b) also indicate an interaction in so far as the

SASB measure of the therapeutic relationship was a significant predictor of

outcome and interacted with one type of intervention (therapists' interpretations)

to predict therapeutic success. However, Coady's (1991) study provided

detailed, SASB ratings of only the therapist's contribution to the interpersonal

process of therapy and not the client's. For this reason, it was not possible to

determine whether clients' manner of participating in the relationship had any

impact on the effectiveness of therapists' interventions or on the outcome of

psychotherapy.

The manner in which therapists' interventions were assessed in Coady's

(1991b) study was also problematic. Previous research has shown that

operationalizing therapist interventions in terms of response modes rarely leads
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to significant results (Elliott et al., 1987; Hill et al., 1988). In this regard, it is

interesting that Crits-Christoph et al. (1988) and Svartberg and Stiles (1994), by

evaluating the accuracy of therapists' interpretations or therapists' competence in

using them, obtained positive results, even for the independent contribution of

interpretations to outcome. lt is unfortunate, however, that Crits-Christoph et al.

(1988) did not operationalize or consider the specific impact of any other

interventions, and that Svartberg and Stiles (1994) did not specify more clearly

the types of interventions that were rated.

Of the three rating systems for therapists' interventions, the one used by

Gaston et al. (1994; Gaston & Ring , 1992), called the lnventory of Therapeutic

Strategies (lTS), seems most appropriate for addressing the questions currently

being considered regarding the relative contributions of the therapeutic

relationship and therapists' interventions to psychotherapy outcome. Indeed, the

ITS method of classifying interventions in terms of the degree of challenge they

present to clients' basic sense of self seems especially appropriate for

investigating the factors that contribute to improvements in clients' introjects. lt

will be recalled that Blatt and Behrends (1987) regarded the oscillation of

challenge and support as central to initiating positive introject change. Given the

appropriateness of the Gaston measure, then, it seems that a logical step in the

investigation of effective psychotherapy, should involve combining the ITS

method of assessing therapeutic interventions and the SASB method of defining

the therapeutic relationship in a study that examines each of their independent

and interacting contributions to client introject change.
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Summary

The therapeutic relationship and its contribution to positive therapeutic

outcomes have been discussed. In particular, psychoanalytic and interpersonal

formulations of the therapeutic or working alliance have been presented that

emphasize the affiliative collaboration that takes place between therapists and

clients in defining the goals of therapy and carrying out the requisite tasks. As

compared to more global ratings of the alliance provided by earlier writers, Henry

and Strupp's (1994) conceptualization of the alliance in terms of the moment-to-

moment interpersonal process of therapy has been presented as an especially

innovative approach to the therapeutic relationship. This approach allows for a

detailed examination of clients' and therapists' actual behaviours in therapy and

their relative contributions to therapy outcome overall. An operational definition

of the interpersonal process of therapy has been presented in terms of

Benjamin's (1974) Structural Analysis of Social Behavior Model (SASB). This

model categorizes interpersonal behaviour according to its focus, and its degree

of affiliation, and interdependence.

Also drawing from psychoanalytic and interpersonal theory, it has been

suggested that the interpersonal process of therapy contributes directly to

positive therapeutic outcomes by fostering change at the level of clients'

introjects. The introject has been defined as a hypothesized personality

structure that represents clients' main ways of treating the self. lt is said to

correlate more or less directly with clients' emotional health or illness, and with

their manner of relating to others. lt has been argued that affiliative therapist-
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client interactions have a disconfirming effect on negative relationship

experiences that clients encountered in the past and provide clients with a model

for how to improve their interactions with themselves.

The impact of therapists' interpretations has also been discussed as an

important component of the therapeutic endeavour. lt has been argued that

interpretive interventions provide an emotional challenge to clients that helps

them recognize the distortions that exist in their perceptions of others. lt has

also been argued that interpretations motivate clients to identify the gratifying

aspects of their interactions with therapists and to transfer these gratifications to

their own experience and behaviour. The effectiveness of therapists'

interpretations in facilitating change, however, is said to depend on the

relationship context in which they are offered. Especially regarding situations

where clients show difficulty engaging in an affiliative interaction with their

therapists (or therapists with their clients), it has been argued that clients might

feel oven¡yhelmed by the challenges inherent in therapists' interpretations and

they might profit from more supportive interventions.

Finally, empirical research pertaining to the respective contributions of the

therapeutic relationship and therapists' interpretive and supportive interventions

to psychotherapy outcome was examined. Several studies have looked at the

interpersonal process of therapy and compared it to psychotherapy outcome.

Many of these studies found that affiliative client-therapist interactions are

associated with positive therapeutic results, including positive changes in clients'

intrapsychic behaviours. Relatively few studies have examined the contribution
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of both the reiationship and therapists' interventions, however. Of the studies

that have considered the contribution of both variables, only one has

operationalized the relationship in terms of momentary interpersonal process. ln

addition, none have examined the contribution of relationship and technical

factors, particularly therapists' supportive and interpretive interventions, to

specific changes in clients' intrapsychic states.

The Present Study

The current study was designed to build upon existing research that

investigated the relative contributions of the therapeutic relationship and

therapists' technical interventions to psychotherapy outcomes. This study was

based on actual therapeutic dyads involved in short-term, individual,

psychodynamic therapy. The therapeutic relationship was operationalized in

terms of independent observer ratings of therapists' and clients' interpersonal

behaviours in the third session using the SASB model. Therapists' interventions

in this session were categorized by independent raters as either interpretive or

supportive. The content of therapists' interventions were subject to further

categorization in order to identify interpretations that focused on clients' reactions

in the therapeutic relationship as compared to those that did not. Finally,

psychotherapy outcomes were operationalized in terms of pre-post therapy

comparisons of clients' symptomatic functioning, general adjustment, and

intrapsychic behaviours.

Hierarchical, multiple regression analyses were conducted to assess

whether the interpersonal process of therapy and therapists' exploratory and
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supportive interventions predict psychotherapy outcome, alone or in combination

with each other. Protecied t tests and comparisons of the adjusted 82 values

from the regression analyses indicated: 1) the extent to which ratings of affiliation

in the interpersonal process contributed to the prediction of outcome; 2) the

extent to which ratings of therapists' interpretive or supportive interventions

contributed to the prediction of outcome over and above the contribution of the

interpersonal; and 3) the extent to which the interaction between therapists'

interventions and the interpersonal process of therapy contributed to the

prediction of outcome over and above the independent contribution of the

interpersonal process and therapists' interventions. Finally, hierarchical

regression analyses tested whether improvements in client functioning were

predicted by interpretations that focused specifically on the therapeutic

relationship.

Hypotheses

1. Having controlled for the level of affiliation in clients' and therapists'

behaviours, therapists' interpretive and supportive interventions will interact with

therapist and client affiliation to predict outcome as follows:

a) For dyads in which therapists and clients both show high levels

of affiliation, greater improvements in clients' intrapsychic

functioning and general adjustment will be observed when

therapists employ more interpretive and fewer supportive

interventions.
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b) For dyads in which therapists show high levels of affiliation and

clients show high levels of disaffiliation, greater improvements in

clients' intrapsychic functioning and general adjustment will be

observed when therapists employ more supportive and fewer

interpretive interventions.

c) For dyads in which therapists show high levels of disaffiliation,

interpretive and supportive interventions will both predict negative

change in clients' intrapsychic functioning and general adjustment

for affiliative and disaffiliative clients. Clients who show high levels

of affiliation will show less negative change than clients who show

high levels of disaffiliation.

2. Greater improvements in intrapsychic functioning and general adjustment will

be observed in clients when therapists' interpretations, alone or in interaction

with therapists' and clients' level of affiliation, focus on clients' experiences with

the therapist rather than clients' experiences in other relationships or situations.

Exploratory Analysis

Having controlled for patient and therapist affiliation, the independent

contribution of interpretive and supportive interventions to psychotherapy

outcome will be examined. However, no prediction will be made.

Method

A substantial portion of the data that were used in this investigation was
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gleaned from the Vanderbilt Psychotherapy Project ll. The Vanderbilt ll project

was designed to study the effects of training in Time-Limited Dynamic

Psychotherapy (Henry, Schacht, et al.,1993; Henry, Strupp, et al,, 1993), a

treatment method that is intended to help therapists work with difficult clients

(Strupp & Binder, 1984). The database from the project consists of a wide range

of process and outcome variables that were derived from 80 treatment cases in

individual, psychodynamic therapy. The database has generated a large number

of empirical studies on therapy process and outcome, several of which were

cited above (e.9., Henry et al., 1986, 1990; Harrist et al., 1994; Najavits &

Strupp, 1994). ln addition, the database has been made available to qualified

researchers for further analysis. As will be described in more detail below, the

current study used independent observer ratings of the interpersonal process of

therapy and several outcome measures from a subset of the treatment cases in

the Vanderbilt project. The study added to the Vanderbilt ll database by

identifying the number of interpretive and supportive interventions made by

therapists in the selected cases and by rating the object focus of therapists'

interpretations.

Therapists and Clients

The therapeutic dyads that were studied in the current investigation were

drawn from the first and third cohorts of the Vanderbilt Psychotherapy Project ll.

Sixteen licensed therapists (10 male and 6 female) were represented in the total

Vanderbilt sample, including I clinical psychologists and 8 psychiatrists. At the

time of their participation in the Vanderbilt project, all therapists were working in
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pr¡vate practice and had at least two years post-degree experience. The

average years of experience was 5.75 years (S.= 3.00; range = 2 to 15 years).

All therapists had received training in psychodynamic therapy and the majority

(n= 10) considered themselves psychodynamic in orientation. The remaining

therapists identified their theoretical orientation as eclectic (n= 1), systemic (n=

1), or experiential þ= ''¡¡. One therapist did not specify her theoretical

orientation. All therapists had been recommended to the Vanderbilt ll project by

previous supervisors. In addition, all therapists were Caucasian. Their average

age was 36 (SD= 5.37; range = 30 to 48).

Each therapist in the Vanderbilt project treated 5 individuals on an

outpatient basis over a maximum of 25 weekly sessions. As indicated above,

the project was designed to examine the effects of training in Time-Limited

Dynamic Psychotherapy (TLDP; Strupp & Binder, 1984). As such, therapists

treated two clients prior to their training in TLDP (cohort 1), one client during their

training (cohort 2), and two clients after training was completed (cohort 3).

Although it would have been preferable to include only clients from the first

cohort in the current investigation so as to minimize contamination from specific

training effects, an n of 32 was too small to ensure adequate statistical power.

For this reason, the researcher decided that selecting clients and therapists from

the first and third treatment cohorts (n= 64) would be the next best alternative

(the second cohort was excluded because it was a training cohort and therefore

likely to differ substantially from the other two cohorts).

All clients in the Vanderbilt ll project had responded to newspaper



65

advertisements for short-term, individual psychotherapy. Respondents were

included in the study if their symptomatic complaints, as assessed by the SCL-

90-R General Severity Index (Derogatis, 1983, see below for description), were

within the normative range for outpatient psychiatric populations, and if their

performance in a diagnostic screening interview deemed them suitable for

psychotherapeutic intervention. Respondents were excluded from the study if

they were abusing substances, if they had severe medical problems, or if their

symptomatic complaints were of sufficient severity to warrant pharmacological

intervention or inpatient treatment. Respondents were also excluded if their

symptoms were only very mild and/or situational in nature. Of the 64 clients that

were included in the first and third cohorts of the Vanderbilt sample,TSo/o were

female. Their ages ranged from 24 to 64 years (M= 42.05, SD = 11.08). Ninety-

Seven percent of clients were Caucasian, and, on average, they had completed 3

years of post-secondary education (range = 6th grade to doctorate). Seventy-

two percent of clients had been in therapy before. The mean number of

sessions completed by clients while involved in the Vanderbilt project was 20.1

(range = 5-25, SD = 6.1 ). Ninety-two percent of clients were diagnosed with a

DSM-Ill (American Psychiatric Association, 1980) Axis I disorder, and 66% were

diagnosed with a DSM-Ill Axis ll disorder using a computerized version of the

NIMH (National lnstitute of Mental Health) Diagnostic Interview Schedule. All

clients were diagnosed with at least one Axis I or Axis ll disorder.
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lnstruments

SASB Interpersonal Process Analysis.

Independent raters' assessments of therapists' and clients' interpersonal

behaviours in terms of the SASB model were used as a measure of the

therapeutic relationship. These assessments were based on videotapes of the

middle 15 minutes of the 3rd session for each therapeutic dyad and were rated

according to a standardized procedure outlined by Grawe-Gerber and Benjamin

(1989). The third session was selected for analysis in the Vanderbilt ll study

because ratings of the relationship in this session are believed to be

representative of the relationship at other points in therapy, and because third

session ratings, as compared to ratings from the first or second session, are

more likely to predict outcome (Suh, O'Malley, & Strupp, 1986).

The coding of therapist-client interactions according to the SASB model

requires rigorous training and the procedure follows a number of steps. To begin

with, transcripts are prepared from each video- or audio-taped session that is to

be rated. Following this, each transcript is segmented into individual "thought

units" which are defined as any portion of speech that expresses a "'complete

thought' or' a psychologically meaningful interaction"' (Grawe-Gerber &

Benjamin, 1989, p.6). Coding the individual thought units then involves three

decisions. First, the focus (Surface 1,2, or 3) of each unit is identified. Prior

research has shown that therapists tend to focus primarily on the Other (Surface

1) and clients tend to focus primarily on the Self (Surface 2; Henry et al., 1986,

1990). Intrapsychic behaviours are coded on Surface 3 and, in comparison to
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Surface 1 and 2 behaviours, occur rarely during a patient-therapist exchange

(Henry et al., 1986). The second decision involves rating the degree of affiliation

in the unit on a scale of +9 to -9. Within the bounds of the required training,

these ratings use verbal and nonverbal cues to assess the process and content

of participants' behaviours. A rating of +9 represents maximal affiliation (e.9.,

sexual bonding, great intimacy, warmth; Grawe-Gerber & Benjamin, 1989, p' 19)

and a rating of -9 represents maximal disaffiliation (e.9., torture, murder, attack,

Grawe-Gerber & Benjamin, 1989, p. 19). The third decision in the SASB coding

procedure involves rating the degree of interdependence in each thought unit,

also on a scale of +9 to -9 Here, a rating of +9 represents complete

interdependence (Surface 1) or the giving of complete autonomy (on Surface 2),

and a rating of -9 represents taking complete control (on Surface 1) or total

submission (Surface 2).

Once identified, the affiliation and interdependence ratings for each

thought unit form the coordinates that identify the cluster code. For example, a

thought unit identified as focusing on the Other (Surface 1) and given an

Affiliation rating of 2 (indicating mild friendliness) and an Interdependence rating

of 2 (indicating mild independence), would receive a SASB cluster label of

"Nurturing and Comforting" (see Figure 2). Alternatively, a thought unit identified

as focusing on the Self (Surface2) and given an Affiliation rating of -4 (indicating

moderate unfriendliness) and interdependence rating of -4 (indicating moderate

submission) would receive a cluster label of "sulking and Appeasing." As a final

step in the SASB coding process, researchers subject this cluster code to a "final
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clinical test." This involves reading a description of the selected cluster and

deciding whether the coded material fits this description. lf the cluster-code is

deemed inaccurate, the entire coding procedure is repeated.

ln addition to the simple cluster codes that can be derived using the SASB

method, two types of complicated communications can be coded. First among

these are "multiple communications" which are interpersonal behaviours that

contain more than one discernable message. For example, an individual may

"disclose and express" him or herself (SASB cluster 2-2) and "assert and

separate" him or herself (SASB cluster 2-1) within the same thought unit. In this

situation, the rater would record the appropriate codes for both clusters and

identify the thought unit as a multiple communication. The second type of

complicated code is applied to "complex communications" which are defined as

behaviours that contain more than one interpersonal message that are

contradictory. For example, the content of an individual's statement might be

coded as "approaching and enjoying" (SASB cluster 2-3) but her or his nonverbal

behaviour might appear "walling off and avoiding" (SASB cluster 2-8). ln this

case, a rater would code both aspects of the message and identify the thought

unit as a complex communication. SASB researchers often take special note of

complex communications because they are associated with some types of

psychopathology (Benjamin, Foster, Roberto, & Estroff, 1986).

SASB process codes can be summarized in a number of ways. Given the

emphasis that interpersonal and psychodynamic theory places on the level of

affiliation in therapists' and clients' behaviours, the current study focused on the
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second step of the rating procedure. The decision to focus on one step of the

rating procedure, rather than the different cluster categories, also helped to

reduce the number of variables that would be included in analyses. The

affiliation ratings derived from this step were used to compute the proporiion of

thought units made by therapists (or clients) that were affiliative relative to the

total number of thought units offered by therapists (or clients). For example, if in

one dyad, a therapist offered 52 affiliative thought units and 9 disaffiliative

thought units, the proportion of affiliative thought units relative to the total

number of units offered was equal to .85. Likewise, if 95 of the client's thought

units were affiliative and 5 of his/her thought units were disaffiliative, the

proportion of affiliative thought units relative to the total number of units offered

was equal to .95. According to this procedure, affiliative thought units included

all simple and multiple cluster codes wherein all components were coded as +1

to +9. lf a complicated or mixed communication contained even one disaffiliative

code, it was counted as a disaffiliative thought unit. The value of the mixed

messages in complex communications was lost using this procedure. Future

investigations may choose to examine the frequency of complex and multiple

communications and determine whether they contribute to the prediction of

outcome alone or in interaction with therapists' supportive or interpretive

interventions.

ln the Vanderbilt ll project, SASB process coding was completed by six

raters who were either senior undergraduate students or had completed their

bachelor's degree in psychology. All raters in the Vanderbilt ll study took part in
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a two to ihree month training program that included, among other things,

consultations with the author of the SASB model (Dr. Lorna Benjamin) and

participation in a week-long SASB training seminar. The interjudge reliability

estimate for the SASB process ratings was calculated in terms of Cohen's kappa

and was equal to .75. When ratings of therapist or client affiliation made by the

two teams did not agree, the average of the two ratings was calculated and used

in analyses (empirical evidence pertaining to the validity of the SASB process

ratings can be derived primarily from the results of correlational, factor, and

circumplex analyses that confirm the overall structure of the SASB model.

These analyses are described in detail below).

The lnventory of Therapeutic Strategies.

The independent rater version of the lnventory of Therapeutic Strategies

(lTS; Gaston, 1988) was used to measure the type and frequency of therapists'

interventions in the third session for each therapeutic dyad. This system of

measurement categorizes therapists' interventions according to their intent,

content, and object focus. According to the ITS rating protocol, raters use verbal

and nonverbal cues to rate therapists' interventions in audio- or video{apes of

therapy sessions. The 50-minute session is the standard unit of measurement

and every therapist intervention in that session receives a rating. According to

Gaston (1988), the ITS covers "a large range of therapist interventions as

employed in behavioral, cognitive, dynamic, and humanistic psychotherapies" (p.

3) and is therefore applicable to a variety of therapy modalities.

The first step in making an ITS rating requires judges to identify an
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intervention as either "Exploratory" or "supportive." In essence, Exploratory

interventions are defined as any therapist statement that aims to challenge the

client's sense of self. In addition, Exploratory interveniions aim to promote

clients' recognition of their reactions and invite them to reflect upon the

problematic aspects of their reactions. Gaston (1988; Gaston et al', 1994)

explains that Exploratory strategies normally provoke some degree of anxiety in

clients and typically occur in the form of interpretations or confrontations (e'g',

"Talking about it seems to be your way of putting off doing something")' Finally'

Gaston (1988) explains that the content of Exploratory interventions can be

based on a range of material, including therapists' inferences or information

brought directly into the session by clients'

Having identified an intervention as Exploratory, ITS raters are then

required to specify the type of problematic reaction that the intervention was

aiming to address and the object focus of the reaction. Raters choose from a list

of five mutually exclusive reaction categories and five potential object foci' The

reaction categories include '1) maladaptive defenses (e'g', "Every time you talk

about your success, you quickly start discussing what you don't like about

yourself'); 2) unrealistic wishes, needs, or expectations (e'g', "You expect me to

prevent you from feeling any pain" or "Really, it seems that you would like to

receive help from her and no one else"); 3) difficult emotions (e'g', "You seem to

be embarrassed because you forgot our meeting"); 4) problems in cognition'

fantasy, or in assigning meaning to events/situations (e.g., "You See yourself aS

the bad one" or "lt is as if the wife of your ex-husband could give him everything
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he needs"); and 5) inappropriate attitudes and behaviours (e.9., "You keep

buying a lot of clothes, and yet you owe a lot of money" or "You punish yourself

by remaining unhappy"). The object categories include 1) the therapist; 2) the

client; 3) specific others; 4) a general or specific life event (e.9., the client's aging

or his or her husband's heart-attack); or 5) a non-interpersonal situation (e.9., the

uncleanliness of the client's house).

Supportive interventions are defined in the ITS as therapeutic strategies

that aim to structure a client's sense of self, and to provide a "holding

environment" for clients' experiences. According to Gaston (1988), a Supportive

strategy can offer "guidance to the patient or recognition of the patient's

experience" (p. 10) but it does not directly encourage the patient to reflect on her

or his own contribution to the problem or situation being discussed. As such,

Gaston (1988; Gaston et al., 1994) maintains that supportive interventions tend

to reduce anxiety rather than provoke it. Similarly to Exploratory interventions,

Gaston (1988) explains that Supportive strategies can be based on information

provided directly by clients at earlier points in the same session or previous

sessions, or they can be based on material inferred by therapists from clients'

discussions.

Once identified as Supportive, a therapeutic intervention is further

differentiated in the lTS, according to its more specific aim. Here, raters choose

from eight different kinds of Supportive interventions that aim to: 1) provide

alternative ways of handling a situation (e.9., "Could you forgive yourself?");2)

communicate empathy (e.9., "lt must have been hard for you to live with an
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alcohoric husband"); 3) recognize externar rearities (e.g., ,,rt seems to me that he
deceived you"); 4) provide information (e.g., ,,rt is normar to be angry at a
deceased one"); 5) reassure crients or provide direct herp (e.g., ,,Here 

is the
phone number of a colleague you can see during the horidays if you need to,,); 6)
encourage self_disclosure or self_reflection (e.g., ,,What 

comes to mind?,,); Z)
acknowredge crients' abirities (e.g., ,,you 

seem to be abre to get what you need in
these situations"); or g) exprain aspects of the treatment (e.g., ,,r am sort of
herping you to see things in a different way,,). As with her description of
Exploratory strategies, Gaston (1ggg) explains that supportive interventions can
be offered in a variety of forms, including serf-discrosures, questions, or empathic
statements.

The lrs is scored by calculating two frequencies: one for the totar number
of interventions that are classified as Exploratory and one for the totar number of
interventions that are classifíed as supportive. To calculate these scores, the
researcher first determines the subtotal of interventions in each of the five
Exploratory reaction categories and then adds these together to arrive at a total
Exploratory score. Likewise, the researcher cafcurates the subtotar of
interventions in each of the eight supportive subcategories and adds these
together to arrive at a totaf supportive score. For Exproratory strategies, a
secondary "object score" can atso be derived by calcurating the frequency of
interventions in each of the five object categories.

Gaston et al' (1994) calculated the interrater reliability of lrs ratings using
the intraclass correfation coefficient (lCC; McGraw & Wong, 1996). Using three
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clinicaljudges, the lCCs for ratings of Exploratory and Supportive strategies were

respectively .89 and .95.

The criterion and content validity of an earlier version of the lTS3 was

assessed by Gaston and Ring (1992) by comparing the profile of ITS scores

obtained for cognitive and dynamic therapists to the description of each therapy

approach that was provided in recommended treatment manuals. Consistent

with the technical guidelines of each therapeutic approach, Gaston and Ring

(1992) reported that dynamic therapists emphasized Exploratory strategies more

than cognitive therapists (! = 7.g3, p < .oo5) and that cognitive therapists

emphasized supportive strategies more than dynamic therapists (! = -2.7s, p<

'01). With regard to the subcategories on the lTS, dynamic therapists placed

greater emphasis than cognitive therapists on exploring clients' defenses and

emotions (t = 8.30, p < .01 and t = 2.53,p < .0S). Somewhat surprisingly,

dynamic therapists also explored clients' cognitions more than cognitive

therapists (!= 13.23, p < .00s). within the cognitive approach, however,

3 The earlier version of the ITS included a third category of interventions

labeled "Work Enhancing." This category represented therapists' efforts to

encourage clients' participation in the tasks of therapy. The Work-Enhancing

category has been amalgamated with the Supportive category in the current

version of the ITS because the two categories were found to correlate highly (r =

.77; Gaston, 1g8B).
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therapists explored clients' cognitions more than any other client reaction

(statistics not provided). Gaston and Ring (1992) reported further that dynamic

therapists focused more on clients' problematic reactions to the self and other

than did cognitive therapists (! = 3.69, p < .005 and t = 10.05, p < .005), and that

cognitive therapists focused more than dynamic therapists on client reactions to

non-interpersonal situations (!= -2.62, p < .005). An unexpected finding was that

clients' problematic reactions to the therapist were not emphasized more in

either therapeutic approach. Despite some incongruencies in the preceding

findings, Gaston and Ring (1992) concluoed that the ITS can adequately

distinguish between the different kinds of interventions that therapists use in their

interaction with clients.

To assess the discriminant validity of the earlier version of the lTS,

Gaston and Ring (1992) correlated therapists'scores on the ITS with ratings of

therapists' contribution to the therapeutic alliance. The results indicated that

neither the Exploratory nor the Supportive ITS categories correlated significantly

with the alliance ratings. Gaston and Ring (1992) concluded that the two

measures assess independent aspects of the therapeutic process.

Global Assessment Scale.

Comparisons of clients' performance on the Global Assessment Scale

(GAS; Endicott, Spitzer, Fleiss, & Cohen, 1976: see Appendix B), as rated by

therapists and Ph.D. level clinicians before and after therapy, were used as

measures of psychotherapy outcome. The GAS is a method of rating clients'

overall psychological health during a specified time period, usually the week



76

preceding the evaluation. In the DSM-Ill, DSM-Ill-R, and DSM-IV methods of

psychiatric diagnosis (American Psychiatric Association,1974,1987,1994), the

GAS is used to assess clients' global functioning (i.e., clients' status on Axis 5 of

the multiaxial classification system). In the Vanderbilt ll study, one independent

clinician was assigned to each client and provided GAS ratings of the client after

the initial interview, after therapy termination, and at follow-up (the first two

ratings will be used in the current study). Therapists provided GAS ratings of

their clients after the first session and after therapy termination. A formal training

period for the GAS was not provided in the Vanderbilt ll study; however, all of the

clinicians and therapists followed the same rating instructions.

GAS ratings are made on a scale of 1 to 100 that has been divided into 10

even intervals. The lowest interval, representing scores from 1 to 10, is said to

describe clients who exhibit severe psychiatric difficulties, requiring constant

supervision for several days and ongoing assistance in maintaining personal

hygiene. The highest interval, representing scores from 91 to 100, is said to

describe clients who are completely free of pathological symptoms and are able

to engage effectively in a wide range of activities. According to Endicott et al.

(1976), most individuals beginning psychological treatment receive scores in the

range of 1 to 70, with outpatients normally scoring between 31 and 70 and

inpatients scoring between 1 and 40.

The standard procedure for making a GAS rating is for the independent

clinician or the therapist to select the interval that best describes the client's

lowest level of functioning during the preceding week. The rater then assigns a
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scale poini from within the 1O-point interval based on how closely the client's

functioning corresponds to the defining features of either of the adjacent

intervals. Ratings are based on clients'lowest level of functioning even if clients

also function at higher levels during the same assessment period. ln addition,

the ratings are intended to reflect clients'functioning only during the specified

assessment period and should not be based on any previous diagnoses or on

the expected prognosis or presumed nature of clients' current difficulties. Finally,

ratings can be based on information obtained from a variety of sources, including

direct interviews with the client. with friends or relatives of the client. or case

records.

The reliability of the GAS was assessed by Endicott et al. (1976) in five

separate studies wherein 2 to 15 clinical judges made independent GAS ratings

based on interview data, case records, or clinical case vignettes. Interjudge

correlation coefficients ranged from .61 to .91 (M= .76, SD= .24). The lowest

correlations were obtained in a longitudinal study of 18 children who were

identified as being at risk for developing schizophrenia. Four judges made GAS

ratings of each child based on iranscripts of interviews with the child's parents.

The highest correlations were obtained when 3 judges made independent GAS

ratings after completing direct interviews with 38 patients receiving treatment at a

follow-up clinic. The standard errors of measurement in the five studies were

between 5 and 6, indicating an acceptable error rate for the GAS.

The concurrent validity of the GAS was assessed by Endicott et al. (1976)

in several ways. First, Endicott et al. (1976) correlated therapists' and
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researchers' GAS ratings of 107 patients with therapists' and researchers' ratings

of the same patients on three other measures of psychopathology: the Mental

Status Examination Record (MSER; Endicott, Spitzer, & Fleiss, 1975), the Family

Evaluation Form (FEF; Spitzer, Gibbon, & Endicott, 1971), and the Psychiatric

Status Schedule (PSS; Spitzer, Endicott, Fleiss, 1970). Ratingswere obtained

on all measures at the time of patients' admission to hospital and six months

after admission. Correlations between the GAS and total scores on the MSER

and FEF were moderate to high, ranging from -.19 to -.62 (M= -.42, SD = .40)4.

Correlaiions between the GAS and individual scale scores on the MSER and

PSS were low to moderate, ranging from -.00 to -.47 (M= -.1 1 , SD .99) at intake,

and ranging from -.02 to -.55 (M= -.26, SD = .88) at six months.

Endicott et al. (1976) also correlated patients'regressed change scores

on the GAS and their regressed change scores on the MSER and PSS.

Regressed change was calculated by determining the amount of change that

had occurred in patients on each measure from the first to second assessment

period while statistically controlling for patients' initial status on the same

measures. These correlations ranged from -.42 (regressed change on therapist-

o In the GAS, higher scores indicate better psychologicalfunctioning, whereas

in the MSER, FEF, and PSS, higher scores indicate greater levels of

psychopathology. Therefore, correlations between the GAS and each of the

latter measures were expected to be negative.
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rated GAS correlated with the FEF) to -.58 (regressed change on researcher-

rated GAS correlated with MSER).

Finally, using the same sample of patients, Endicott et al. (1976)

determined how well the GAS, in comparison to the MSER and PSS,

discriminated change in patients' psychological functioning from the beginning to

end of treatment. They also sought to determine the utility of the GAS in

predicting rehospitalization. Using a statistic called 1, Endicott et al. (1976)

reported that total scores on the GAS were more sensitive to pre-post therapy

change than were total or individual scores on the PSS and MSER. Endicott et

al. (1976) also reported that researchers' ratings on the GAS that were below 40

for patients who had been discharged from hospital three months after their

initial admission were predictive of rehospitalization three and six months after

that. Therapists' ratings on the GAS, however, did not predict rehospitalization

for patients at any time following the beginning of treatment.

Symptom Check List 90 - Revised.

Psychotherapy outcome was also assessed by comparing clients'

responses on Derogatis' (1983) Symptom Check List-9O Revised (SCL-9O-R;

see Appendix A) at intake and after therapy termination. The SCL-9O-R consists

of 90 self-report items measuring nine dimensions of psychological distress

(Somatization, Obsessive-Compulsive, Interpersonal Sensitivity, Depression,

Anxiety, Hostility, Phobic Anxiety, Paranoid ldeation, Psychoticism). ltems in the

scale constitute a list of psychological symptoms (e.9., "Nervousness or

shakiness inside") and respondents are required to rate each symptom on a 5-
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point scale (0-4) ranging from "not-at-all" (0) to "extremely" (4)with reference to

their experience over the previous seven days.

In the present study, the General Severity Index (GSl) of the SCL-9O-R

will be used as the primary measure of clients' symptomatic functioning. The

GSl, which represents both the number of symptoms and the intensity of distress

experienced by respondents, is considered the "best single indicator of the

current level or depth of ... disorder" (Derogatis, 1983, p. 11) available from the

SCL-9O-R. The GSI is obtained by summing subjects' scores on each item on

tne sCL-9O-R and dividing the grand total by 90. Norms to be used for the

interpretation of the SCL-9O-R for a number of respondent populations, including

male and female psychiatric outpatients, have been provided by Derogatis

(1e83).

In the Vanderbilt sample, clients' pre- and post-therapy ratings on the

SCL-9O-R were converted to standardized t-scores to allow for comparison with

the scores obtained by the outpatient samples on which the SCL-9O-R was

normed. Also, in the current investigation, clients' pre- and post-therapy ratings

on the SCL-9O-R were reverse-scored so that higher ratings indicated fewer

symptoms. Reverse-scoring rendered the direction of scoring on the SCL-9O-R

consistent with that of the GAS, where higher ratings indicated better adjustment.

Derogatis, Rickels, and Rock (1976) reported acceptable alpha

coefficients for each symptom dimension on the SCL-90-R that ranged from .77

on Psychoticism to .90 on Depression for a sample of 219 "symptomatic

volunteers." Acceptable test-retest reliabilities for the SCL-90-R dimensions
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were also reported over a 1-week period for a sample of 94 psychiatric

outpatients, ranging from .78 on Hostility to .90 on Phobic Anxiety (Derogatis,

Rickels, & Rock, 1976). Finally, the factorial invariance of the nine symptom

dimensions was reported as high (.85 for Hostility) to moderate (.51 for Paranoid

ldeation) for a sample of 577 female and 425 male respondents (Derogatis &

Cleary, 1977b). These figures suggested that males and females used primarily

the same items to define the same dimensions on the scale.

The concurrent validity of an earlier version of the SCL-90 was assessed

by examining the correlations of the nine symptom dimensions with the clinical,

content, and cluster scales of the Minnesota Multiphasic Personality Inventory

(MMPf ; Derogatis, Rickels, & Rock, 1976). Correlations ranged from .41to .75.

In addition, eight of the nine dimensions showed the strongest convergence with

the scales on the MMPI that were clinically comparable.

Evidence of the SCL-90-R's predictive validity was presented by Derogatis

(1983) in a review of over 100 studies that demonstrated the sensitivity of the

SCL-90 or SCL-90-R to detect change in individuals' psychological status as it

was affected by a range of factors. Among these, several studies showed

significant changes in SCL-90-R scores for subjects undergoing psychological

treatment for a variety of conditions.

Finally, the construct validity of the SCL-90 was assessed by comparing

the scale's theoretical structure to the results of factor and intercorrelational

analyses performed on the responses of 1OO2 psychiatric outpatients (Derogatis

& Cleary, 1977b). The empirical siructure derived from these analyses and the
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theoretical structure of the scale were well-matched on all dimensions, except for

some overlap between the Anxiety and Phobic Anxiety subscales and some

splitting between the schizophrenic and schizoid items on the Psychoticism

subscale.

INTREX lntroject Questionnaire.

Comparisons of clients' pre- and post-therapy scores on the INTREX

lntroject Questionnaire - Long Form (LF; see Appendix C; Benjamin, '1995) were

used to assess the amount and type of change that occurred in clients' introjects

from the beginning to end of therapy. This questionnaire is one of three self-

report measures that can be used to assess interpersonal and intrapsychic

interactions according to the SASB model. The lntroject Questionnaire-LF

consists of 36 statements, each of which corresponds with one of the 36 introject

behaviours represented in the third surface of the SASB model (see Intrapsychic

Surface in Figure 1 above; e.9., "l like myself very much, and feel very good

when I have a chance to be with myself'or "l harshly punish, torture myself; I

'take it out' on myself '). A respondent indicates on a scale of 0 to 100 the extent

to which each statement is descriptive of him or herself "at best" and "at worst,"

thereby yielding two introject ratings -- one for the "lntroject-at-best" and one for

the "lntroject-at-worst." ln the current study, only "at worst" ratings will be used

in analyses so as to minimize the risk that ratings will be contaminated by

socially desirable responses. Prior research has also shown that at-worst ratings

are characterized by greater variability and that they are predictive of outcome

(Harrist et al., 1990; Henry et al., 1990).



83

The lntroject Questionnaire is scored by one of several computer

programs that determine the position of each response in relation to the

horizontal and vertical axes of the SASB model. Introject scores can then be

reported in the form of cluster scores that represent respondents' status on each

of the SASB clusters in the third surface of the SASB model, or in the form of

three coefficients, labelled Attack (ATK), Control (CON), and Conflict (CFL). The

ATK coefficient is a measure of central tendency for client responses on the

Affiliation dimension of the SASB model, and the CON coefficient is a measure

of central tendency for client responses on the Interdependence dimension. The

CFL coefficient indicates the extent to which responses on the Affiliation or

lnterdependence dimensions are contradictory (i.e., responses reflect high

degrees of Affiliation and high degrees Disaffiliation or high degrees of

Interdependence and high degrees of Autonomy). The ATK, CON, and CFL

coefficients are expressed in values ranging from +1000 to -1000. Positive ATK

coefficients indicate introjects that are oriented toward self-attack (or self-hate),

and negative ATK coefficients indicate introjects that are oriented toward self-

affiliation (or self-love). Likewise, positive CON coefficients indicate introjects

that are oriented toward self-control, and negative CON coefficients indicate

introjects that are oriented toward self-emancipation. Finally, positive CFL

coefficients indicate contradictory responses on the lnterdependence axis and

negative CFL coefficients indicate contradictory responses on the Affiliation axis.

In the current investigation, only the ATK coefficients from the INTREX

questionnaires were included as an outcome measure in the main analyses.
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According to Benjamin (1995), "decreases in self-attack, [as measured by the

ATK coefficient], can serve as very sensitive measures of improvements in self

concept during therapy" (p 34) In addition, introject theory clearly argues that

self-affiliation is a defining feature of mental health, and that self-attack is an

indicator of maladjustment (Henry & Strupp, 1994; Greenberg & Mitchell, 1983)'

lntroject theory does not make similar claims regarding an individual's level of

self-control or self-emancipation. lnstead, the theory seems to maintain that self-

control and self-emancipation can both be psychologically healthy or

psychologically damaging depending on the affiliative or disaffiliative coniext in

which they occur. The utility of using the ATK coefficient to differentiate

psycholog ical ly healthy from psychological ly maladjusted i ndividuals was

demonstrated in a study that compared the ATK, CON, and CFL coefficients of

inpatients diagnosed with anorexia nervosa to the coefficients of a group of

normal controls (Swift, Bushnell, Hanson, & Logemann, 1986). The results

indicated that the clinical sample had significantly higher ATK coefficients than

the control sample but did not differ from the control sample on either the CON

or CFL coefficients. This study also reported significant negative correlations

between the ATK coefficient on the INTREX Questionnaires and a measure of

positive self-image. More recently, Wonderlich, Klein, and Council (1996) used

the INTREX Introject Questionnaire to compare the Introject states of women

suffering from bulimia nervosa to the introjects of a group of female controls.

Similar to Swift et al., this study reported that the bulimic patients had

significantly higher ATK coefficients than the control sample, but that the CON
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coefficienis for the two groups were not significantly different.

As with clients' ratings on the ihe SCL-90-R, clients'ATK coefficients in

this study were reverse-scored so that positive scores indicated introjects that

were oriented toward self-affiliation and negative scores were oriented toward

self-attack. Again, this reversal was performed to render the INTREX scores

consistent with the direction of scoring used in the other outcome measures

where higher scores indicated better adjustment or greater psychological health.

Empirical evidence pertaining to the validity of the SASB model's overall

structure has been discussed at length by Benjamin (1974, i 995, n. Q.) and by

Alpher (1988) in a comprehensive review. This evidence has emerged out of

several studies wherein evolving versions of the SASB questionnaires were

administered to samples of normal and clinical subjects (Benjamin, 1974, 1995,

n.d.). Within-subject autocorrelational analyses indicated that individual subjects

tended to endorse items pertaining to adjacent points on the SASB model

similarly, and that individual responses to adjacent items correlated positively

whereas individual responses to opposite items correlated negatively. Between-

subject circumplex analyses corroborated these results, showing that subjects,

as a group, endorsed adjacent items similarly, and that group responses to

adjacent items correlated positively and group responses to opposite items

correlated negatively. In addition, between-subject factor analyses with

transformations supported the two-dimensional structure in the model, with each

surface yielding one factor that corresponded with the Affiliation dimension and

one that corresponded with the Interdependence dimension. Initially, factor
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analyses for responses pertaining to the lntroject surface did not provide strong

support for its two-dimensional structure (Benjamin, 1974). This led to the

revision of items and to additional factor analyses that eventually grouped

subject responses into the hypothesized affiliation-interdependence dimensions

(Benjamin, n. d.). Finally, to demonstrate the content validity of the INTREX

Questionnaires, Benjamin (n. d.) had 122 undergraduate judges, who were not

familiar with the SASB model, rate each item on each questionnaire with regard

to the three basic dimensions: Focus, Affiliation, and Interdependence. She then

computed the canonical correlations between judges' ratings of each item and

the INTREX Questionnaire responses of 133 normal individuals. For the

lntroject Questionnaire, correlations between judges' ratings of the items and

respondents' ratings of their introjects "at-best" were equal to .97 and

correlations between judges' item ratings and respondents' ratings of their

introjects "at-worst" was equal to .98.

With regard to the reliability and validity of the INTREX Introject

Questionnaire-LF, Benjamin (n. d.) cites average internal consistency

coefficients for "lntroject-at-best" cluster scores equal to .95 and "lntroject-at-

worst" cluster scores equal to .64 for the sample of 133 normal individuals.

Elsewhere, Benjamin (1995) cites average test-retest reliabilities for the cluster

scores on the lntroject Questionnaire-LF equal to .92 for a group of 11

psychiatric inpatients who were tested at the time of their initial hospitalization

and, again, when they were hospitalized a second time. Finally, for a sample of

12 undergraduate students who completed the short-form of the INTREX
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Questionnaires, the test-retest reliability of the ATK coefficient for "lntroject-aþ

best" ratings was .80 and for "lntroject-at-worst" ratings was .65 (the interval

between testing was one month). Overall, Benjamin (1995) notes that "at-worst"

ratings of the interpersonal or intrapsychic process using the INTREX

Questionnaires are, for the most part, less stable than "at-best" ratings. She

concludes from this that relationships at their worst are less well integrated than

relationships at their best. ln addition, she argues that, for normal individuals,

this may indicate a certain degree of psychological flexibility which, she argues,

is a sign of psychological health (Benjamin, '1984).

Procedure

The researcher obtained approval of the study from her dissertation

committee and from Dr. Hans Strupp, principal investigator in the Vanderbilt

Psychotherapy Project ll. Following this, SASB process codes, clients' pre- and

post-therapy scores on the SCL-9O-R and the INTREX lntroject Questionnaire,

and therapists' and independent clinicians' pre- and post-therapy ratings of

clients on the GAS were collected from the Vanderbilt database. Audiotapes

and transcripts of the third session for each therapeutic dyad were also obtained.

Three doctoral-level graduate students (2 female, 1 male) in clinical

psychology were selected as independent judges to provide ratings on the lTS.

Each judge had completed at least two practica in general psychotherapy and

assessment as a part of his or her clinical training. In line with Gaston's (1988)

recommendations, preference was given to judges who were knowledgeable in a

variety of therapeutic approaches, including dynamic psychotherapy. Judges
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were asked to refrain from attending the researcher's proposal presentation and

to refrain from reading posted information about the study so that they remained

blind to the study's hypotheses. Judges also signed research contracts outlining

their rating responsibilities (see Appendix D) prior to training. To protect the

confidentiality of the therapy participants, raters were instructed to discontinue

their work with the research materials if they recognized any client or therapist in

the audiotaped sessions and to notify the researcher immediately. ln light of the

fact that raters were selected from a clinical psychology program at a Canadian

university and the daia were collected from an American university, this situation

was not expected to occur and, indeed, did not occur. lf it had occurred, judges

would have been assigned a different set of sessions or they would have been

relieved of their rating duties altogether.

The training of judges began by having them become familiar with the ITS

manual and with the definitions of the constructs that were to be rated. Following

this, the judges, together with the researcher, reviewed several audiotaped

sessions, gleaned from the training program for the Client Experiencing Scale

(Klein, Mathieu, Gendlin, & Kiesler, 1969), and rated each therapist intervention

in the audio-taped sessions according to the ITS protocol. Transcripts of these

sessions were provided to assist the rating process. Finally, judges practiced

independently rating therapy sessions until their ratings reached an acceptable

level of interrater reliability flntraclass correlation coefficient (lCC) = .75i Lambert

& Hill, 19941. Disagreements among ratings in the practice sessions were

discussed thoroughly. When it became difficult to arrive at a consensus, the
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researcher consulted with Joel Montanez, an ITS rater trained under the

supervision of Louise Gaston, to clarify points of confusion and to answer

questions pertaining to the rating procedure. The total number of training hours

was equal to 25.

After the completion of training, judges rated the therapy sessions from

the Vanderbilt ll study that were selected for analysis. Each judge rated 10

randomly selected sessions in common with the other two judges so as to

calculate the interrater reliability of their ratings, and each rated 18 sessions

independently. Judges rated entire sessions which were assigned to raters in a

random order with the provision that therapy sessions with the same therapist

would not be rated consecuiively by any rater at any time. This was a cautionary

measure taken to enhance the likelihood that ratings would reflect the actual

data rather than raters' biased perceptions of any particular therapist. ln

addition, measures were taken to ensure that the 10 sessions to be rated in

common were evenly dispersed throughout the rating period. As during training,

ratings were based on audiotapes and on transcripts of the therapy sessions and

they were recorded on a Rating Sheet (see Appendix E). Three 3-hour

recalibration sessions were held after judges had rated 9, '19, and 28 sessions so

as to minimize rater drift, answer questions, and discuss any points of

disagreement. As in the training sessions, disagreements among ratings were

resolved through discussion at the recalibration meetings so as to arrive at a

single rating for each intervention. Again, Joel Montanezwas consulted when

consensus was difficult to reach or when other questions pertaining to the rating
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procedure emerged. Reliability estimates for the first set of nine ITS ratings was

unacceptably low (lCC = .61). Upon closer examination of the ratings, it was

found that one rater was not agreeing with the other two and that reliability

estimates for the latter two judges were in the acceptable range (lCC = .75). The

first judge therefore received five additional training hours until her ratings

agreed more consistently with those of the other judges. This judge was also

requested to rate her set of independent ratings again using the criteria she

learned in the additional training hours. Reliability estimates for all three raters

for the second and third sets of ratings were well above the accepted level of

agreement (lCC = .84 and .90 respectively).

Results

SASB process data were not available for 4 therapeutic dyads included in

the first and third cohorts of the Vanderbilt ll sample. In addition, pre-therapy

ratings on the SCL-90-R were missing for one client and post-therapy ratings on

the SCL-90-R were missing for two clients. Post-therapy GAS ratings made by

independent clinicians were also missing for two clients. Finally, preliminary

screening for outliers on each of the main research variables indicated that one

client obtained extreme scores on two variables: his/her level of affiliation and

his/her status on the combined termination variable (see below). This client was

dropped from analyses to ensure that all dyads participating in the study were

drawn from the same population (Tabachnick & Fiddell, 1989). Thus, the final

sample consisted of 59 therapeutic dyads when analyses were performed with

the INTREX Introject Questionnaire as the outcome variable, and 56 dyads when
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analyses werå performed with clients' ratings on the SCL-90-R and/or the GAS

as the outcome variable.

A sample of 59 and 56 therapeutic dyads met the criterion recommended

by Tabachnick and Fidell (1989) to include at least five subjects per variable in

multivariate analyses to attain adequate power. Preliminary power analyses

indicated that, for a sample of 59 and 56 therapist-client dyads, the probability of

detectingamediumto|argeeffect(l]='22)atasignificanceleve|of.05was

equal to.57 and .54 respectively. An effect size of .22was entered into the

power equation because this was the mean effect size calculated for the results

reported by Gaston and her colleagues (1994, 1998) in previous studies using

similar variables and similar analyses (range: ll= .OS to f= .43¡. Power values

o'f .57 and .54 are clearly less than optimal. However, these values should be

considered within the context of Gaston et al.'s research which, in most cases,

was based on relatively small samples (Mean n= 36) and still reported significant

results. Given that the current study would be based on a substantially larger

number of therapist-client dyads, it seemed reasonable to assume that the

power of the test would actually be greater than the power analyses indicated

and that significant effects would be observed.

Description of Sample

Correlation coefficients between the main research variables are

presented in Table 3. The main research variables include. therapists' and

clients' SASB affiliation ratings; the frequency of therapists' Supportive and

Exploratory interventions; the number of Exploratory interventions with the



92

Table 3

Correlations among the Main Research Variables

Posl-Pre- Pre
GAS-td SCL

EXP- EXP.
Th or

SAS& SASB-
TC

Pre- Post- Post-
INTRX GAS.T GAS-Id

SUP EXP Pre-

sAsE- .40-

suP -.17

..1 1

.13

.25'

.22 .82-

.11 .63- .09

-.23 -.35- -.17

-_ tJ

.03

-.08

-.04

-.16

EXP

EXP-

-.38-

EXP-OI -.37-

Pr* .22

Prc- -.10
GAS-Id

Post-
GAS-T

Pos!
GAS{d

Post- -.O4

scL

PosG .08
INTRX

-.26 - .14

..03 -.03

-.07 -.14 27'Pr+
scL

Pre-
INTRX

-.20- .01

-.20 -.01

-.36"

--uJ .za

31'

.47- -.19 -.16 .57-'

.28'- .04.14

Note. SASB= affiliation rat¡ngs on the Structural Analysis of Social Behavior
Scales; SUP= Supportive Interventions, EXP= Exploratory Interventions; EXP-
Th= Exploratory Interventions w¡th the therapist as object; EXP-OI= Exploratory
lnterventions with other than therapist as object; GAS= Global Assessment
Scale; SCL=General Severity Index on the Symptom Checklist g0-Revised;
INTRX= INTREX Introject Questionnaire; Pre= scale completed before therapy
onset; Post= scale completed after therapy termination; T= scale completed by
or pertaining to Therapist; C= Scale completed by or pertaining to client; ld=
Scale completed by independent clinician.

"p5.05 **pS.01 "*ps .001
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therapist as object; the number of Exploratory interventions with another object

focus; clients' pre- and post-therapy scores on the SCL-90-R; clients pre-and

post{herapy scores on the GAS as rated by independent clinicians and

therapists; and clients' pre- and post-therapy scores on the INTREX lntroject

Q uestionnai re (represented by ATK coeff ici ents).

Table 3 indicates that therapists' and clients' SASB affiliation ratings were

positively correlated (I= .40, pS.01). Therefore, therapists interacted in a more

affiliative manner with clients who were more affiliative in their interactions with

therapists, and vice versa. In addition, Table 3 indicates that therapists' use of

Exploratory interventions was significantly correlated with their use of Supportive

interventions (r- .25; É.05), and with their tendency io offer Exploratory

interventions that were focused on the therapist (r= .82, p5 .001 ) or another

object (t= .63, g .001). Together, these correlations indicate that therapists who

offered a high number of interventions in one category also tended to offer a high

number of interventions in each of the other categories. Neither clients' nor

therapists' SASB affiliation ratings were correlated with therapists' overall use of

Exploratory or Supportive interventions. However, therapists' SASB affiliation

ratings were negatively correlated with their tendency to offer Exploratory

interventions that were focused on someone or something other than the

therapist (t= -.37, pS .01). This indicates that therapists who interacted more

positively with their clients were less likely to challenge their clients on issues

that pertained to clients' experiences outside of therapy.

The frequency of therapists' Exploratory interventions was also negatively
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correlated with therapists' ratings of clients on the GAS prior to beginning

therapy (t= -.35, p5.001). Similarly, the frequency of therapists' Exploratory

interventions that focused on clients' experiences outside of therapy was

negatively correlated with therapists' pre-treatment ratings of clients on the GAS

(I= -38, pS .01). This indicates that the better adjusted patients appeared to

therapists at the onset of treatment, the fewer Exploratory interventions

therapists tended to offer during treatment. This was especially true of

Exploratory interventions that focused on issues outside of therapy. Table 3 also

indicates that the frequency of therapists' Supportive interventions was

negatively correlated with clients' status on the SCL-90-R at treatment

termination (I= -.29, E .05). The frequency of therapists' support, however, was

not correlated with clients' status on the SCL-9O-R prior to treatment. Thus,

clients whose therapists offered more frequent support during therapy reported a

greater number symptoms when their treatment was completed, but there was

no association between the level of therapists' support and client

symptomatology before treatment began. lt should be noted that the absolute

difference in correlations between the frequency of therapists' Supportive

interventions and pre- and post-therapy assessments of clients on the SCL-90-R

was quite small (f= .26 vs. r= .29).

Table 3 also reports that clients' post-test scores on each of the outcome

measures were highly correlated with their initial status on the same measures

(correlations ranged from r=.47, p5.001, for independent clinicians' pre- and

post-therapy ratings on the GAS, to r=.71, p5 .001, for therapists' pre- and post-
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iherapy ratings on the GAS). These correlations signified that any measurement

of change in clients from beginning to end of therapy that involved subtracting

clients' pre{herapy scores from their post-test scores would result in overall

change scores that were highly correlated with and dependent on clients, initial

level of functioning (cronbach & Furby, 1g70; Growick, 1gz6; weintraub, Green,

& Herzog, 1973). To avoid the difficulties associated with the use of ,,raw

change" or "raw gain" scores as measures of outcome, clients' pre- and post{est

scores on the INTREX measure and the scL-go-R, and therapists, and

clinicians' pre- and post-therapy ratings of clients on the GAS were converted to

residual-change scores following a procedure ouflined by Growick (1g76). This

involved predicting clients' post-treatment scores on each of the outcome

measures by their pre-treatment scores in a regression analysis and assigning

as the residual-change scores the deviation of observed post-treatment scores

from the regression line of predicted scores based on initial status. The process

of residualizing post-test scores removed that portion of change that could be

predicted from pre{est scores alone and therefore rendered them independent

of clients' initial level of functioning (Cronbach & Furby, 1g7O). The correlations

between clients' residual-change scores on each of the outcome measures are

presented in Table 4. They range from r= .18, ns, for the correlation between

clients' residual-change on the INTREX measure and therapists,ratings of

residual-change on the GAS, to r- .s7, p5 .001 for the correlation between

therapists' and independent clinicians' ratings of residual- change on the GAS.

Finally, to return to Table 3, this indicates that, with one exception, prior to



96

Table 4

Correlations among Residual-Change Scores for the INTREX lntroject

Questionnaire. SCL-90-R. and GAS

INTREX SCL-go-R GAS-T

scL-90-R .39*

GAS-T .1L40**
GAS-ld .33* .43* .57*

Note. INTREX= INTREX lntroject Questionnaire; SCL-90-R= General Severity
lndex on the Symptom Checklist, GAS= Global Assessmen. Scal-; -. 

= Scale
completed by therapist; ld = Scale completed by independent clinician.

"8.05 **pS.01
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beginning therapy and after therapy was completed, clients', therapists', and

independent clinicians' ratings of clients' status on each of the outcome

measures were significantly correlated. The exception was that at pre-therapy,

therapists' and independent clinicians' ratings on the GAS were only mariginally

correfated (L= .24, pS.07). On the pre-therapy measures, significant correlations

ranged from r= .27, p5.05, for the correlation between the SCL-9O-R and

independent clinicians' ratings on the GAS, to I- .40, pS .01, for the correlation

between the SCL-9O-R and therapists' ratings on the GAS. On the post-therapy

measures, significant correlations ranged from r=.28, p< .05, for the correlation

between the INTREX measure and therapists' ratings on the GAS, to I-.57,

g.001, for the correlation between therapists' and independent clinicians'

ratings on the GAS. Additional analyses indicated that the residual-change

scores on therapists' and independent clinicians' ratings on the GAS and clients'

ratings on the SCL-9O-R were also highly correlated (ranging from I- .57, pS .01,

for the correlation between residual-change scores on therapists' and

independent clinicians' ratings on the GAS, to I- .40, E .01 for the correlation

between the residual-change scores on therapists' ratings on the GAS and

clients' scores on the SCL-9O-R) and that each of these variables loaded onto

one factor in a prinicipal factor analysis (squared multiple correlations ranged

from .74 to .83). Together, these significant correlations and factor loadings

suggested that there was a fair degree of overlap between what each of the

outcome variables, particularly the GAS ratings and the SCL-9O-R, was

measuring. For this reason, and in order to reduce the number of analyses that
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would be conducted to test the main hypotheses, the residual-change scores on

the GAS and SCL-9O-R measures were converted to Z scores and summed into

one outcome measure. The INTREX measure was retained as a separate

measure of outcome so that it would be possible to determine whether the

therapeutic relationship and/or therapists' interventions contribute specifically to

changes in clients' introjects over the course of therapy. The correlation

between the residual -change scores on the combined ouicome measure and

the INTREX Introject Questionnaire was equal to .39, g .001.

The means, standard deviations, and range of values for the main

research variables are presented in Table 5. Official norms for the SASB

affiliation ratings and the ITS are not available in the literature. However, an

examination of the mean SASB affiliation scores in Table 5 indicates that, in the

current study, therapists and clients were proportionally much more affiliative in

their interactions with one another than they were disaffiliative. This is consistent

with previous research that used observer ratings on the SASB as a measure of

interpersonal process in psychotherapy (e.9., Coady, 1991a, 1991b). Table 5

also indicates that therapists offered Supportive interventions much more

frequently than Exploratory interventions. Again, this is consistent with previous

studies that used the ITS to classify therapists' interventions and reported on

their relative frequency of occurrence (e.9., Gaston, 1998). On average, the

therapists in the current sample offered fewer Exploratory interventions than the

total group of therapists in Gaston et al.'s (1998) recent study (8.46 vs. 13.0),

and they offered more Supportive interventions (188.53 vs. 137.2). For both
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Table 5

Means and standard Deviations for the Main Research variables

Measure Mean Standard
Deviation

Range

SASB-T

SASB-C

Support

Explore

Explore-Th

Explore-Ot

Pre-GAS-T

Post-GAS-T

Pre-GAS-ld

Post-GAS-ld

Pre-SCL-90-R

Post-SCL-90-R

Pre-INTREX

Post-INTREX

.95

.95

188.53

8.46

4.92

3.71

59.73

71.58

58.37

67.09

54.29

58.67

-379.12

-216.08

.79 - 1.00

.87 - 1.00

47 - 429

0- 34

0- 23

o -20

33-85

40-95

41 -69

48-85

19-66

19 -77

970 - -987

977 - -966

59

59

59

59

59

59

59

59

59

57

58

57

59

59

.06

.03

91.84

8.79

7.O1

5.32

10.05

11.91

6.57

9.57

8.58

9.67

617.31

673.39

Note. SASB= Affiliation ratings on the Structural Analysis of Social Behaviour
Scale; Support= Frequency of Supportive lnterventions; Explore= Frequency of
Expl oratory I nterventions; Exp lore-Th= Exp loratory I nterventions with the
therapist as object; Explore-Ot= Exploratory lnterventions with other than
therapist as object; GAS= Global Assessment scale; scL-90-R= General
Severity Index on the Symptom Checklist-90-Revised; INTREX= INTREX
Introject Questionnaire; Pre= scale completed before therapy onset; Post= scale
completed after therapy termination; -T= scale completed by or pertaining to
Therapist; -C= scale completed by or pertaining to Client; -ld= scale completed
by Independent Clinician.
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Supportive and Exploratory interveniions, however, the frequency scores in the

current study were within one standard deviation of the mean number of

interventions in each category that were offered by Gaston et al.'s (1998)

therapists.

For each of the outcome measures listed in Table 5, clients' mean pre-

therapy score was within the expected range for outpatient samples. For

example, on the GAS, clients' average pre-therapy scores as rated by

independent clinicians and therapists (M= 58.37, SD= 6.57 and M= 59.73, SD=

10.05 respectively) fell within the range of scores that Endicott (1976) described

as typical for an outpatient sample (between 31 to 70). On the GSI of the SCL-

90-R, clients' mean t-score of 54.29 (SD=8.58) was also well within one standard

deviation of the standardized mean of 50 (SD = 10) for the outpatient population

on which the SCL-9O-R was normed. Finally, clients' mean pre-therapy ATK

coefficients on the INTREX lntroject Questionnaire was equal to -379.12 (SD=

617.31). The standard deviation for clients' ATK ratings was quite large and

indicated a considerable degree of variability in clients' ATK coefficients. This is

consistent with other research which has measured the ATK coefficients of

different clinical samples and reported their means and standard deviations. For

example, Alpher (1996) reported that in his sample of women with dissociative

disorder, the mean ATK coefficient for introject-at-worst ratings was -482 (S=

600)s. Similarly, Wonderlich, et al. (1996) reported mean ATK coefficients for at-

It will be recalled that the signs of the ATK coefficients in the current sample
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worst ratings equal to -550 (SD= 450)s for their sample of women suffering from

bulimia. In the current sample, the average, negative rating of clients'ATK

coefficients suggested that prior to beginning therapy most clients' introjects

were oriented toward self-attack. Clients' mean pre-therapy ATK coefficient in

this sample was also considerably more self-attacking than the mean lntroject-at-

worst ATK coefficient for the normative sample of 133 college students

described by Benjamin (1995, M= -23.00,.Ð.= 693.00)6. As in the current

sample, there was considerable variability in the ATK coefficients of Benjamin's

college sample, and, as a result, there is some overlap in the scores of the

current and normative samples. Benjamin (1995) attributed the variability of

scores in the normative sample, in part, to the fact that participating subjects

were not screened for their level of psychological adjustment and that the sample

may have included individuals who were experiencing psychological difficulties at

the time of assessment. This being the case, some overlap of scores between

the normative sample and the current data can be expected.

were reversed from the original scoring procedures so that introjects oriented

toward self-attack were represented by negative, rather than positive integers.

To permit comparisons with the current data, the sign of the mean ATK

coefficients reported by Alpher (1996) and Wonderlich et al. (1996) for their

plinical samples were also reversed from a positive to a negative integer.

To permit comparisons with the current data, the sign of the mean ATK

coefficients reported by Benjamin (1995) for the normative sample was reversed

from a positive to a negative integer.
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Table 5 also indicates that clients in the current study showed

improvements from their pre- to post-therapy status on each of the outcome

measures. The amount of change that occurred varied from one measure to

another. Clients showed the most improvement on the GAS, which was rated by

their therapists and by independent clinicians before and after therapy.

Regardless of whether therapists or independent clinicians provided the ratings,

clients' scores on the GAS improved more than one standard deviation above

the mean of their pre-therapy status on that measure. ln qualitative terms, prior

to beginning treatment, therapists' and independent clinicians' mean ratings on

the GAS described clients as displaying "moderate symptoms or generally

functioning with some difficulty." By treatment termination, therapists rated

clients, on average, as displaying only "minimal symptoms ... but no more than

slight impairment in functioning," and independent clinicians rated clients as

exhibiting "mild symptoms... but generally functioning pretty well." Thus, it seems

that the quantitative improvements in clients' GAS scores were, in the eyes of

therapists and independent clinicians, accompanied by qualitative improvements

in clients'functioning that enhanced their everyday lives. This type of

quantitative and qualitative improvement is what Kazdin (1992) regards as

clinically significant change.

Clients showed the least amount of change on the INTREX measure

where post-therapy scores were slightly higher than one quarter of a standard

deviation than pre-therapy scores. On the SCL-90-R clients' scores improved by

slightly more than one half a standard deviation from beginning to end of
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iherapy. Thu-s, overall, it appears that clients showed the greatest improvement

on measures of outcome that were provided by their therapists or independent

clinicians and they showed the least amount of positive change when they rated

their improvement themselves.

The overall percentage of clients who improved from beginning to end of

therapy also varied depending on the outcome measure being considered. A

comparison of pre- and post-therapy scores on the GAS showed that, at therapy

termination, 95% (n= 56) and 86% (n= 51) of clients had improved (i.e., higher)

scores when they were rated by therapists and independent clinicians

respectively. On the SCL-9O-R, comparisons of pre- and post-therapy scores

showed thatTSo/o (n= 42) of clients had higher scores at the end of treatment

and therefore fewer symptoms. Finally, on the INTREX lntroject Questionnaire,

the ATK coefficients of 63% (n= 37) of clients were higher at the end of therapy

than they had been at the beginning, indicating less self-attacking behaviour.

Thus again, ratings made by independent clinicians and therapists showed a

higher percentage of improvement than ratings made by clients themselvesT.

'7

A chr'-square test of association revealed a significant association between the

percentage of clients who showed improvements and the outcome measure that

was used (X2= 12.91, E .01). Follow-up chr'-square goodness of fit tests showed

that the percentage of clients who showed improvements on therapists' ratings

on the GAS was significantly higher than the percentage of clients who showed

improvements on clients' ratings on the SCL-9O-R (X2 = 9.05, pS .01), and clients'
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ldentification of Covariates

Preliminary analyses were conducted to identify characteristics of the

client-therapist dyad which were not central to the research questions under

investigation but were related to one or more of the variables that would serve as

criterion variables in the main analyses (e.9., clients' residual change scores on

the INTREX Introject Questionnaire and clients' residual change scores on the

GAS and SCL-9O-R combined). Significant characteristics were defined as

covariates; however, their effects were not statistically controlled in subsequent

analyses because this could have altered the clata in an unknown manner and

may have complicated the interpretation of results (Pedhazur, 1982). The

ratings on the INTREX lntroject Questionnaire (¡2 = 18.33, p5 .001). The

percentage of clients who showed improvements on independent clinicians'

ratings on the GAS was also significantly higher than the percentage of clients'

who showed improvements on the INTREX lntroject Questionnaire 1¡z= 8.76, p5

01) On the other hand, the percentage of clients who showed improvements

on therapists' ratings on the GAS was not significantly different from the

percentage who were rated as improved on independent clinicians' ratings on

the GAS (X2= 2.51, ns). Likewise the percentage of improvement was not

significant differently for independent clinicians' ratings on the GAS versus

clients' ratings on the SCL-9O-R (f= 2.q9, ns), and for clients' ratings on the

SCL-90-R versus clients' ratings on the INTREX lntroject Questionnaire (¡ 2-

2.08, ns).
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implications of significant covariates for the overall findings will be discussed

below.

Correlational analyses were conducted when potential covariates were

continuous in nature. These included therapist and client age, therapists'years

of post-degree experience, and iherapists' and clients' rate of responding. The

results of these analyses are presented in Table 6 and indicate that clients'

residual change scores on the INTREX lntroject Questionnaire were negatively

correlated with therapists' age (f= -.27, y.OS). Therefore, clients who showed

the most improvement from beginning to end of therapy in their introjects were

iore likely to have been working with younger therapists. No other correlations

were significant. To facilitate discussion of this covariate finding, additional

correlational analyses were conducted to determine whether therapists' age was

associated with other therapist characteristics or behaviour. The following

variables were included in the correlations: therapists' years of post-degree

experience, therapist rate of responding, therapists' use of Exploratory and

Supportive interventions, therapists' use of Exploratory interventions that focused

on the therapist or another object focus, and therapists' and clients' level of

affiliation. The results showed that therapists' age correlated significantly with

three variables: therapist experience (L= .42, E .01), therapists' rate of

responding (L= .42, pS .01), and therapists' use of Supportive interventionr (f-

.37, g .01).

Analyses of variance were conducted when potential covariates were

categorical in nature. These included therapist and client gender, client marital
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Table 6

Criterion
Variable

Therapist Client
Age Age

Therapist Client
Rate of Rate of
Participation ParticiPation

Therapist
Years of
Experience

INTREX

Combined
Outcome

-.27"

-.'10

.05

-.25

-.09

.07

-.05

-.'16

-.03

-.14

Note. INTREX= Residual-change scores on INTREX Introject Questionnaire;

Combined Outcome= Residual-change scores on the SCL-90-R and GAS ratings

combined; Rate of Participation= total number of responses offered in third

session.
*p5.05
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status, clients' years of post-secondary education, whether therapist-client dyads

constituted male, female, or opposite-sex dyads, whether therapists were

psychologists or psychiatrists, and whether dyads were chosen from the first or

third cohort of the Vanderbilt projects. Analyses of variance were also conducted

I

Henry, Strupp, et al. (1993) compared therapists' behaviours in the Vanderbilt ll

project prior to and after completing the TLDP training. Their results showed

that, after training, therapists were more active in their sessions with clients, they

were more likely to focus on clients' experiences and behaviours in the

therapeutic relationship, and they were more likely to engage in negative

interpersonal transactions with clients. In a separate study, Henry, Schacht, et

al. (1993) explored the factors that may have mediated these changes in

therapists' behaviours and discussed their implications for manualized training.

With regard to the current study, these differences in therapist behaviours were

relevant to the extent that they may have contributed to different outcomes for

clients in the pre- and post-training cohorts (i.e., Cohorts I and lll) of the

Vanderbilt ll project. For this reason, the training cohort to which clients'

belonged in the Vanderbilt ll project was included in covariate analyses. For

descriptive purposes, Tables 14 to 16 (see Appendix F) also present the results

of analyses of variance which compared the two Vanderbilt cohorts on the SASB

ratings of therapists' and clients' level of affiliation, the frequency of therapists'

Supportive and Exploratory interventions, and the frequency of therapists'

Exploratory interventions that focused on the therapist or on another object
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to determine whether there were differences between therapists on either of the

prospective criterion variables.

It may seem that the inclusion of more than one dependent variable in

these analyses rendered multivariate analyses of variance (MANOVA) more

appropriate. However, according to the guidelines set out by Tabachnick and

Fidell (1988), the sample size was not large enough to use the MANOVA

procedure. ln addition, the large number of correlations and univariate

comparisons that resulted from this procedure yielded an unacceptably high

experiment-wise error rate that was of concern. On the other hand, when the

experimeni-wise error-rate was set at .05 or .01, no covariates were identified.

For this reason, covariates were ultimately defined as variables that related to

prospective criterion variables at a comparison-wise error rate of .05. Although

the disadvantage of this procedure was that some non-covariates could be

identified as covariates merely by chance, the fact that covariates would not be

statistically controlled in later analyses and therefore would not change the

nature of the results seemed to reduce the seriousness of this risk.

The results of the analyses of variance are presented in Appendix F and

focus. Congruent with the results reported by Henry, Strupp, et al. (1993), the

analyses show that, after training in TLDP, therapists offered more Exploratory

interventions [F(1 ,59)= 13.17 , E .001] and more Exploratory interventions that

focused on the therapist [F (1 ,59)= 19.47 , p5 .001] than they did prior to iraining.

No other analyses were significant.
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indicate that ñone of the potential covariates (i.e., therapist and client gender,

client marital staius, clients' years of post-secondary education, whether

therapist-client dyads constituted male, female, or opposite-sex dyads, whether

therapists were psychologists or psychiatrists, and whether dyads were chosen

from the first or third cohort of the Vanderbilt project) was related to either of the

prospective criterion variables.

Analvses of Hvpoihesess

The main statistical analyses in this study consisted of hierarchical,

multiple regressions (Cohen & Cohen, 1983). This method of analysis made it

possible to determine the amount of variance in a criterion variable (i.e., clients'

residual-change scores on the INTREX lntroject Questionnaire and on the

combined outcome variable) that could be attributed to a given predictor or

predictor set (i.e., therapists' Supportive and Exploratory interventions) while

statistically controlling for the variance attributed to predictors or predictor sets

entered at earlier points in the regression equation (e.9., therapists' and clients'

SASB affiliation ratings). Protected !-tests (described below) were used to

maintain the experiment-wise, Type I error-rate at an acceptable level (Cohen &

Cohen,1983).

ln each of the hierarchical analyses, the main predictor variables (i.e.,

9

All results in all analyses pertaining to the main effect of clients' and/or

therapists' SASB affiliation ratings in the prediction of outcome are credited to

the Vanderbilt Psychotherapy Research Group, unpublished analyses, 1998.
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clients' and therapists' SASB affiliation ratings, the frequency of therapists'

Supportive and Exploratory interventions, the frequency of therapists' use of

Exploratory interventions with the therapist as object or another object focus)

were centered around their respective means to eliminate problems associated

with multicollinearity between variables in the regression analyses. Data

centering involves subtracting each participant's score on a given variable from

the overall group mean on that variable (Neter, Wasserman, & Kutner, 1989).

Initial analyses indicated that in the absence of centering the predictor variables,

interaction terms between them could not be entered at later stages in the

regression equations because they correlated too highly with one another. The

practice of data centering is recommended by Neter et al. (1989) as a means of

eliminating high correlations among variables at different levels in a regression

analysis.

Hypotheses 1.

Two hierarchical regressions were performed to examine whether,

controlling for therapists' and clients' level of affiliation, therapists' interpretive

and supportive interventions would interact with therapist and client affiliation to

predict psychotherapeutic change, and to examine whether therapists'

Exploratory and Supportive interventions contribute independently to change.

The criterion variable in the first regression was clients' residual-change scores

on the INTREX Introject Questionnaire. The criterion variable in the second

regression was clients' residual-change scores on the SCL-90-R and GAS

ratings combined.
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The first predictors entered into each regression as a set were therapists'

and clients' SASB affiliation ratings. The second predictors entered into each

regression were the frequency scores for therapists' Supportive and Exploratory

interventions, also entered as a set. Therapists'and clienis' SASB affiliation

ratings were entered into each equation before therapists' ITS scores for two

reasons. Cohen and Cohen (1983) recommend that predictor variables be

entered into a hierarchical analysis in the order of causal priority and

lnterpersonal theory assumes that the interpersonal process of therapy mediates

ihe effectiveness of therapists' interventions (Henry & Strupp, 1994). As noted

above, the hierarchical entry of first the clients' and therapists' SASB affiliation

ratings and then therapists' use of Supportive and Exploratory interventions

made it possible to determine the amount of variance in the outcome measure

that could be attributed to therapists' interventions while controlling for the

variance attributed to the degree of affiliation in clients' and therapists'

interpersonal behaviours.

The third predictor in each regression was the set of two-way interactions

between the frequency of Exploratory and Supportive interventions and

therapists' and clients' SASB affiliation ratings. In multiple regression analyses,

significant interactions between two or more variables indicate that these

variables contribute jointly to the prediction of the criterion. lf the interaction

terms for the specified variables are entered into the regression after each

variable has also been entered separately, then any significant interactions

indicate that the variables in question contributed jointly to the prediction of the
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criterion over and above what each of them contributed independently. ln the

current study, in eaCh regresSion equatiOn, the "u X V" nOtatiOn waS uSed to

represent the interaction terms (Cohen & Cohen, 1983). For example, the

interaction between the frequency of Exploratory interventions and therapists'

SASB affiliation scores were represented as "EXP x SASB-T." Four two-way

interaction terms were entered at the third step of each hierarchical analysis,

including: EXP x SASB- T; EXP x SASB - C; SUP x SASB - T; and SUP x SASB-

C. The interactions between therapists' and clients' SASB affiliation ratings (i.e.,

SASB- T x SASB- C) and between the frequency of therapists' Exploratory and

Supportive interventions (EXP x SUP) were not entered into the analyses

because they were not directly relevant to the study's hypotheses. Excluding

these interaction terms from this step in the regression analyses preserved the

available degrees of freedom for use in testing the main hypotheses.

The last predictor entered into each regression equat¡on was the set of

three-way interactions between therapists' and clients' SASB affiliation scores

and therapists' Exploratory and Supportive interventions. Using the u x v

notation, these interactions were represented as EXP x SASB-C x SASB-T and

SUp x SASB-C x SASB-T. Again, three-way interactions that were not directly

relevant to the study's hypotheses were not entered into the regression

analyses.

As noted above, protected t tests were used in each of the regression

analyses to maintain the experiment-wise error-rate at an acceptable level.

According to this procedure, researchers test the significance of a set of
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variables first, and, if the overall F test is significant, they examine the

independent contribution of variables within the set (Cohen & Cohen, 1983). lf

the overall F statistic for a variable set is not significant, then the researcher does

not test the significance of any of the individual variables contained in the set. In

that way, the researcher protects the Type I error rate from increasing above the

alpha rate that was set for the overall F test (in this study, cx was equal to.05).

The results of the hierarchical analyses are presented in Table 17. W¡th

regard to the analyses wherein the INTREX Introject measure served as the

criterion, Table 17 indicates, first of all, that the set of therapists' and clients'

affiliation ratings did not contribute significantly to the regression equation, F(2,

56)= 2.90, ns. Thus, in the current study, the level of affiliation in clients' and

therapists' interactions was not associated with changes that occurred in the way

clients treated themselves (i.e., their introjects) from the beginning to end of

therapy.

Table 17 also indicates that, having controlled for the level of affiliation in

clients' and therapists' interactions, the set of therapists' Supportive and

Exploratory interventions also did not contribute significantly to the prediction of

clients' residual-change scores on the INTREX measure, F (2,54)=.64, ns. No

prediction was formulated in this study regarding the extent to which therapists'

interventions would contribute independently to change in clients' introjects.

However, an exploratory examination of the findings from this step in the

regression suggests that, independent of how positively clients and therapists

interacted with one another, therapists' Supportive and Exploratory interventions
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Table 17

Hierarchical Regression Analyses with the Affiliation and lntervention Ratings as

Predictors and the INTREX Introject Questionnaire and Combined Outcome

Measure as the Criterion Variables

Criterion
Variable

Predictor 0 Adj.
tr

df lncr.
R2

INTREX SASB-C & SASB-T 2.00"

SUP & EXP

2-way interactions

3-way interactions

ns

ns

ns

.64

.48"

2,56

2,54

4,50

2,48

.03

.03 -.00

-.05 -.03

Combined SASB-C & SASB-T 3.49"
Outcome

2.61

-1.44

.75

.41"

.69"

2,53

1,53

1,53

2,51

4,47

2,45

< .04

< .01 .37

ns -.20

ns

ns

.08

.12 .04

.11 -.01

.11 .00

SASB-C

SASB-T

SUP & EXP

2-way interactions

3-way interactions

Note. Adj. R2= Adjusted R2 ; lncr. R2= increment of adjusted R2 as a result of
adding variable or variable set to regression equation; INTREX= residual-change
scores on the INTREX Introject Questionnaire; Combined Outcome= residual-
change scores on the combined outcome measure consisting of client ratings on
the Symptom Checklist9O-Revised, and therapists' and independent clinicians'
ratings on the Global Assessment Scale; SASB= independent observer ratings
on the Structural Analysis of Social Behaviour Scale; SUP= Supportive
Interventions; EXP= Exploratory lnterventioñs, -f= scale completed by or
pertaining to therapist; -C= scale completed by or pertaining to client; 2-way
interactions= four 2-way interactions (SASB-T x EXP, SASB-C x EXP, SASB-T x
SUP, SASB-C x SUP) entered as a set; 3-way interactions=
two 3-way interactions (EXP x SASB-T x SASB-C, SUP x SASB-T x SASB-C)
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Table 17 (continued)

entered as a set.
"E values presented for variable or variable set having controlled for variables or
variable sets entered at prior stages in the analysis.
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were not associated with changes that occurred in clients' introjects over the

course of therapy.

Finally, Table 17 reports that, taking into account the contribution of

clients' and therapists' affiliation ratings and therapists' interventions, none of the

interaction terms between therapists' Supportive and Exploratory interventions,

and clients' and therapists' SASB affiliation ratings contributed significantly to the

prediction of change in clients' INTREX scores [for the set of 2-way interaction

terms F (4,50)=.34, ns; for the set of 3-way interaction terms F(2,48)=.!8, nsl.

Thus, in this study the type of interventions used by therapists did not interact

with the interpersonal process of therapy to predict change in clients' introject

behaviours.

With regard to the analyses wherein the combined SCL-90-R and GAS

ratings served as the criterion variable, Table 17 indicates that the set of

therapists' and clients' affiliation ratings contributed significantly to the regression

equation, F (2, 53)= 3.49, 9.04. Within this set, clients' affiliation ratings were

the significant, positive predictors of the combined outcome rating, F('1, 53)=

2.61, E .01, Ê= .37, while therapists' affiliation ratings did not contribute

significantly to the equation. Overall, the set of therapists' and clients' affiliation

ratings accounted for 8% of the variance in the combined outcome measure. ln

this study, therefore, the level of affiliation in clients' interactions with their

therapists, but not therapists' affiliation with their clients, was positively

associated with changes that occurred in clients' psychological adjustment and

symptomatology over the course of therapy.
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Table 17 also indicates that, having controlled for the level of affiliation in

clients' and therapists' interactions, therapists' Supportive and Exploratory

interventions did not contribute significantly to the prediction of clients' residual-

change scores on the combined outcome measure, F (2, 51)= .75, ns. Again, an

exploratory examination of the findings from this step in the regression analysis

suggests that, independent of how positively clients and therapists interacted

with one another, therapists' use of neither Supportive nor Exploratory

interventions was associated with changes that took place in clients'

psychological adjustment or symptom status from beginning to end of treatment.

Finally, Table '17 reports that, taking into account the independent

contribution of clients' and therapists' affiliation ratings and therapists'

interventions, none of the interaction terms between therapists' Supportive and

Exploratory interventions, and clients' and therapists' SASB affiliation ratings

contributed significantly to the prediction of residual-change in clients' combined

outcome ratings (for the set of 2-way interaction terms F (4,47)=.41, ns; for the

set of 3-way interaction terms F(2,45)=.$9, ns)' Thus, in this study, the type of

interventions used by therapists did not interact with the interpersonal process of

therapy to predict change in clients' symptoms and psychological adjustment.

Taken together, the results presented in Table 17 do not support the first

hypothesis in the study. Therapists' use of neither Exploratory nor Supportive

interventions interacted with neither therapists' nor clients' level of affiliation to

predict therapy outcome. This was true whether therapy outcome was assessed

in terms of changes in clients' introject states or, more generally, in terms of
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changes in client symptomatology and psychological adjustment. Contrary to

Hypothesis 1, then, the lack of significant interactions observed in this study

suggests that, regardless of whether therapists or clients showed high or low

levels of affiliation, therapists' use of neither Exploratory nor Supportive

interventions was associated with the outcome of therapy.

Table 17 also indicates that, in the current study, therapists' interventions,

whether Supportive or Exploratory, did not make an independent contribution to

the prediction of change in clients over the course of therapy. This was true

whether change was assessed in terms of changes in clients' introjects or

changes in clients' symptomatology and psychological adjustment.

Hypothesis 2.

Two hierarchical regressions were performed to test the assertion that

greater improvements would be observed in clients' intrapsychic functioning and

general adjustment when therapists' interpretations, alone or in interaction with

therapists' and clients' level of affiliation, focus on clients' experiences with the

therapist rather than on clients' experiences in other relationships or situations.

As in the analyses that tested hypothesis 1, the criterion variable in the first

regression was clients' residual-change scores on the INTREX Introject

Questionnaire. The criterion variable in the second regression was clients'

residual-change scores on the SCL-9O-R and GAS ratings combined.

Given that regression analyses do not test the significance of group mean

differences, it may seem that factorial ANOVA or MANOVA would have been

more appropriate to determine whether interpretations focused on the therapist
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or on another object are associated with better outcomes. However, in order to

use ANOVA or MANOVA procedures to make direct comparisons between the

outcomes associated with either type of interpretation, it would have been

necessary to group dyads according to whether therapists used one or the other

type of interpretations. ln this study, therapists in each dyad used both types of

interpretations and therefore could not be assigned to one category or the other.

At most, therapists in each dyad could be grouped on two separate variables

according to whether, relative to the other therapists, they used a high or low

number of interpretations focused on the therapist and whether they used a high

or low number of interpretations focused on another object. This grouping

procedure would have resulted in the loss of information and still would not have

permitted the direct comparison of outcomes associated with the two different

types of interpretation. For this reason, the decision was made to avoid the

grouping of variables and to use regression analyses to determine, first of all,

whether either type of interpretation was associated with outcome.

The first predictors entered into each regression equation were therapists'

and clients' SASB affiliation ratings, entered as a set. The second predictors

were the frequency of therapists' Exploratory interventions that focused on the

therapeutic relationship (EXP-th) and the frequency of therapists' Exploratory

interventions with another object focus (EXP-ot). These variables were also

entered as a set. Following this, the third predictor entered into each regression

was the set of 2-way interactions between therapists' Exploratory interventions

with the therapist as object (EXP-th) and Exploratory interventions with another
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object focus (EXp-ot), and clients' and therapists' SASB affiliation ratings. As

before, the" u x v " notation was used to represent the interaction terms entered

into the equation. For example, the interaction between the frequency of

Exploratory interventions that focused on the therapist and therapists' SASB

affiliation scores was represented by EXP-th x SASB-T. Four interaction terms

were entered into each regression analysis, including: EXP-th x sAsB-T; EXP-ot

x SASB-T; EXP-th x SASB-C; EXP-ot x SASB-C. As in previous analyses, in

order to preserve the available degrees of freedom,2- and 3-way interaction

terms (see below) that were not relevant to the study's hypotheses were not

entered into the regression equations.

Finally, the fourth predictor entered into each regression was the set of 3-

way interactions between therapists' Exploratory interventions that focused on

the therapist as object or Exploratory interventions with another object focus, and

therapists' and clients' SASB affiliation ratings. Two interaction terms were

entered at this step of the analysis, including: EXP- th x sAsB-T x sASB-C and

EXP-ot x SASB-T x SASB-C.

The results of the hierarchical analyses are presented in Table 18' They

indicate that when clients' scores on the INTREX Introject Questionnaire served

as the criterion and when the contribution of therapists' and clients' SASB

affiliation ratings was taken into account (the contribution of the set of therapists'

and clients' SASB affiliation ratings to the prediction of change on the INTREX

measure was discussed above and will not be repeated here), therapists'

Exploratory interveniions, whether they focused on the therapist or another
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Table 18

and the Combined Outcome Measure

Criterion
Variable

Predictor dfF 0 Adj.
R2

lncr.
R2

INTREX SASB.C & SASB-T

EXP-Th & EXP-OI

2-way interactions

3-way interactions

2.00

.69"

1.20

.04"

2,56

2,54

4,50

2,48

.01

.03

.04

.13

.10

ns

.09

-.03

Combined SASB-C & SASB-T
Outcome

SASB-C

SASB-T

EXP-Th & EXP-OI

2-way interactions

3-way interactions

3.49"

2.61

-1.44

2.00"

.73^

.37^

2,53

1,53

1,53

2,51

4,47

2,45

<.04

<.01

ns

ns

ns

ns

- .08

.37

-.20

- .06

.07

.05

-.02

.01

-.02

Note. Adj. R2= Adjusted R2 ; Incr. R2= increment of adjusted R2 as a result of

uOOing uäriaOte oi variable set to regression equation; INTREX= residual change

scores on the INTREX lntroject Questionnaire; Combined Outcome= residual-

change scores on the combined outcome measure consisting of client ratings on

the S-ymptom Checklist-9O-Revised, and therapists' and independent clinicians'

ratings on the Global Assessment Scale; SASB= independent observer ratings

on thã Structural Analysis of Social Behaviour Scale; EXP-Th= Exploratory

Interventions with theiapist as object; EXP-Ot= Exploratory lnterventions with

other than therapist as object; -T= scale completed by or pertaining to therapist; -

C= scale completed by or pertaining to client; 2-way interactions= four 2-way
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Table 18 (continued)

interactions (SASB-T x EXP-Th, SASB-C x EXP-Th, SASB-T x EXP-OI, SASB-C
x EXP-OI) entered as a set; 3-way interactions= two 3-way interactions (EXP-Th
x SASB-T x SASB-C, EXP-OI x SASB-T x SASB-C) entered as a set'

"E values presented for variable or variable set having controlled for variables or
variable sets entered at prior stages in the analysis.
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object, did not contribute significantly to the regression equation, F (2, 54)= .$$,

ns. Thus, in the current study, the object of therapists' interpretations was not

associated with the change that occurred in clients' introject states over the

course of theraPY.

Table '18 also indicates that, taking into account the independent

contribution of therapists' Exploratory interventions, none of the interaction terms

between therapists' Exploratory interventions with the therapist as object or with

another object focus and therapists' and clients' SASB affiliation ratings

contributed significantly to the regression equation [for Z-way interactions, F

(4,50)= 1.20, ns; for 3-way interactions, F(2,48)=.04, r'ìsl. This suggests that, in

the current study, the object of therapists' interpretations did

not interact with therapists' and clients' level of affiliation to predict change in

clients' introjects.

With regard to the analyses wherein the combined SCL-90-R and GAS

ratings served as the criterion, Table 18 indicates that, after controlling for the

significant contribution of therapists' and clients' affiliation ratings (this

contribution was discussed above and will not be repeated here), neither

Exploratory interventions that focused on the therapist nor Exploratory

interventions with another object focus contributed significantly to the regression

equation, F (2,51)= 2.00' ns. Thus, in the current study,

therapists' interpretations, whether they addressed clients' experiences in

therapy or in other situations, were not associated with the change that occurred

in clients' symptoms or psychological adjustment over the course of therapy.
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Table 18 also indicates that, taking into account the independent

contribution of therapists' Exploratory interventions regardless of object focus,

none of the interaction terms between therapists' Exploratory interventions with

the therapist as object or another object focus and therapists' and clients' SASB

affiliation ratings contributed significantly to the regression equation ffor 2-way

interactions,F (4,47)= '73, ns; for 3-way interactions, F(2'45)='37, nsl' This

suggests that, in the current study, the object of therapists' interpretations did not

interact with therapists' and clients' level of affiliation to predict change in client

symptomatology or overall adjustment'

Taken together, the findings presented in Table 18 do not support the

second hypothesis in the study. They indicate that regardless of wheiher

outcome WaS assessed in terms of change in clients' introjects or, more

generally, changes in clients' symptoms and psychological adjustment,

therapists' interpretations that focused on the therapeutic relationship and

interpretations with another object focus were not associated with therapy

outcome. In addition, neither type of interpretation interacted with therapists' and

clients' level of affiliation to predict outcome. Therefore, there was no evidence

to support the assertion that either type of interpretation was associated with

better outcomes than the other.

Exploratory Analyses

Hierarchical Regressions on lndividual Outcome Variables.

The findings cited above indicate that therapists' interventions did not

interact with therapists' and clients' affiliation ratings to predict outcome. Given
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that one of the measures of outcome used in the above analyses was created by

combining indices of client symptomatology and client adjustment, it seemed

worthwhile to examine whether different results would have been obtained if the

contribution of therapists' and clients' affiliation ratings and therapists'

interventions had been examined separately for each of the outcome indices.

Three exploratory regression analyses were therefore conducted to examine this

possibility with residual-change scores on the SCL-90-R, and residual-change

scores on therapists'and independent clinicians' GAS ratings each serving as a

criterion for one regression. As in the previous analyses, the predictor variables

were entered into each regression equation hierarchically in the following order:

1) therapist and client SASB affiliation ratings; 2) the frequency of therapists'

Supportive and Exploratory interventions; 3) the 2-way interactions between

therapists' and clients' affiliation ratings and therapists' interventions (excluding

interactions not relevant to the study's hypotheses); 4) the 3-way interactions

between the affiliation and intervention ratings (excluding interactions not

relevant to the study's hypotheses).

The results of these exploratory regressions are presented in Table 19.

With regard to the SCL-9O-R, Table 19 indicates that the set of therapists' and

clients' affiliation scores contributed marginally to the prediction of residual-

change on this measure, F(2, 53)= 2.91, E .06, with clients' affiliation ratings

serving as a marginal, positive predictor, F(1,S3)= 1.9S, g .06, g- .28, and

therapists' afilliation ratings serving as a significant, negative predictor, F('1,53)= -

2.09,8.04, Ê= -.30, within the set. With regard to the GAS ratings, Table 19
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Table 19

Exploratory Regressions with Residual-Change Scores on the Symptom-

Checklist-90-Revised and the GAS Ratings as Separate Criterion Variables

Criterion Predictor
Variable

dfF Adj. lncr.
trR2

SCL.gO-R SASB-C & SASB-T

SASB-C

SASB-T

SUP & EXP

2-way interactions

3-way interactions

2.91^

1.9s

-2.09

.96"

.27^

.38"

2,53

1,53

1,53

2,51

4,47

2,45

<.06

<.06 .28

<.04 -.30

NS

.07

.13

.09

.07NS

.06

-.04

-.02

GAS-Id SASB-C & SASB-T

SASB-C

SASB-T

SUP & EXP

Z-way interactions

3-way interactions

2.73"

2.32

-.70

.56"

.59u

1.38"

2,54

1,54

1,54

2,52

4,48

2,46

<.08

<.02 .33

ns -.10

.06

.06

.04

.04

ns

ns

NS

.00

-.02

.00

GAS-Th SASB-C & SASB-T 1.66"

.28

.64"

1.21"

2,56

2,54

4,50

2,48

.02

.01 -.01

-.03 -.04

-.03 .00

SUP & EXP

2-way interactions

3-way interactions

NS

NS

ns
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Table 19 (coritinued)

Note. Adj. R2= Adjusted R2 ; Incr. R2= increment of adjusted R2 as a result of

"OO¡ng 
uärãUl" oi variable set to regressio_n_e_quation; SCL-gg-R= residual-

change scores on the symptom checklist-90-Revised; GAS-ld= Residual-

change scores on inO"p"nàent clinicians' ratings on the GAS; GAS-Th= residual-

change scores on theråpists' ratings on the Global Assessment Scale; SASB=

inO"f"nO"nt observer råtingt on tñe Structural Analysis of Social Behaviour

Scalä; SUp= Supfortive Intérventions; EXP= Exploratory Interventiotts; -T= scale

ðompíeteO by or'pertaining to therapist; -C= scale completed by or p-ertaining to

client; 2-way interactions= four 2-w'ay interactions (sAsB-T x EXP, SASB-C x

fXÞ,'SnSe-t x SUP, SASB-C x SUP) entered as.a set; 3-way interactions= two

3-way interactions (EXP x SASB-T x SASB-C, SUP x SASB-T x SASB-C)

entered as a set.
uF values presented for variable or variable set having controlled for variables or

vãriable sets ertte, ¿c at prior stages in the analysis'
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indicates that the set of therapists' and clients' affiliation scores contributed

marginally to the prediction of residual-change in independent clinicians' ratings

on the GAS, F(2, 54)= 2.73, ps .08, with clients' affiliation ratings serving as a

significant, positive predictor within this set, F(1,54)= 2.32, y.02, g=.33-

Together, the set of therapists' and clients' affiliation ratings accounted for 7o/o of

the variance in the SCL-9O-R residual change scores and 6% of the variance in

the residual-change scores of independent clinicians' GAS ratings. Table 19

indicates that the set of client and therapist SASB ratings did not contribute to

the prediction of residual-change in therapists' ratings of clients on the GAS, F

(2,56)= 1.66, ns.

Taken together, the findings in Table 19 provide tentative support for the

hypothesis that clients' level of affiliation is positively associated with positive

change in clients' symptoms and general adjustment over the course of therapy.

The findings also suggest tentatively that therapists' level of affiliation may be

associated with negative changes in clients' symptom status.

Table 1g also reports that, controlling for therapists' and clients' affiliation

ratings, the set of frequency scores for therapists' Exploratory and Supportive

interventions did not contribute to the prediction of change on any of the

outcomemeasures[F(2,51)='g6,ns,withtheSCL-9O-Rasthecriterion;

F(2,52)=.g6, ns, with independent clinicians' ratings on the GAS as the criterion;

F(2,54)=.28, ns, with therapists' ratings on the GAS as the criterionl. Thus, in

this study, therapists' interventions were not associated independently with

changes in clients' symptoms or with changes in clients' general adjustment'
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Finally, Table 19 indicates that, controlling for therapists' and clients'

affiliation ratings and therapists' Exploratory and Supportive interventions, the

interaction terms between the affiliation ratings and therapists' interventions did

not add significantly to any of the regression equations [For 2-way interactions,

F(4, 47)=.27, ns, with the SCL-9O-R as the criterion; F(4, 48)= .59, ns, with

independent clinicians' ratings on the GAS as the criterion; and F(4,50)=.64, ns,

with therapists' ratings on the GAS as the criteiron. For 3-way interactions, F(2,

45)=.36, ns, with the SCL-9O-R as the criterion; F(2,46)=1.38, ns, with

independeni clinicians' ratings on the GAS as the criterion; and F(2,48)= 1.21,

ns, with therapists' ratings on the GAS as the criterion.l These results suggest

that, in this study, regardless of whether outcome was assessed in terms of

changes in clients' symptom status or psychological adjustment, therapists'

interventions did not interact with the interpersonal process of therapy to predict

outcome.

Hierarchical Regressions with Most- and Least-lmproved Quartiles on

Outcome.

As reported above, significant findings were not obtained for the

interaction between therapists' interventions and therapists' and clients' level of

affiliation in predicting outcome when analyses included the entire sample of

therapists and clients. lt seemed possible that the significant interactions

between these variables that are predicted by interpersonal and psychodynamic

theory, and that have been reported in the literature, would be revealed if a

subset of dyads were considered from within the entire sample based on the
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amount and type of change that occurred. For this reason, additional analyses

were conducted to explore whether therapists' and clients' degree of affiliation

and therapists' interventions would predict therapeutic outcome if only the most

improved quartile and the least improved quartile of clients on the INTREX

Questionnaire, and the most- and least-improved quartile of clients on tne

combined outcome variable were included in analysesr0. As in the original

analyses, two hierarchical regressions were performed with 30 clients' residual-

change scores on the INTREX Introject Questionnaire serving as one criterion

and 28 clients' residual-change scores on the SCL-9O-R and GAS ratings

combined serving as the other criterion.

The predictor variables were entered into each regression in the following

order: 1) clients' and therapists' SASB affiliation ratings; 2) the frequency of

therapists' Exploratory and Supportive interventions; 3) the two-way interaction

terms between therapists'and clients' affiliation ratings and therapists'

interventions (e.9., EXP x SASB-T, SUP x SASB-T, EXp x SASB-C, SUp x

SASB-C); 4) the three-way interaction terms between therapists' and clients'

The most- and least-improved quartile of clients was determined separately for

the INTREX and combined outcome measures, and the clients included in the

most- and least-improved groups on each measure were not exactly the same.

Nevertheless, nine clients were included in the most-improved group on both the

INTREX measure and the combined outcome rating, and six clients were

included in the least-improved group on both measures.
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afilliation ratings and therapists' interventions (e.9., EXP x SASB-T x SASB-C,

SUPxSASB-TxSASB-C).

The results of these regression analyses are presented in Table 20. First,

they indicate that the set of therapists' and clients' level of affiliation predicted

change on neither the INTREX measure nor the combined SCL-90-R and GAS

ratings [for the INTREX measure, F(2, 27)= 2'46, ns; for the combined outcome

ratings, F(2, 25)= 2.5O, ns]. This means that clients' and therapists' level of

affiliation was not associated with therapeutic outcome for the most- and the

least-improved quartiles in the sample. This was true whether outcome was

measured in terms of changes in clients' introjects or their general adjustment

and symptom status.

Table 20 also reports that, having controlled for therapists' and clients'

degree of affiliation, therapists' Exploratory and Supportive interventions did not

contribute to the prediction of residual-change on either outcome measure [for

the f NTREX measure, F(2,25¡= .76, ns; for the combined SCL-9O-R and GAS

outcome measure, F(2,23)= 1.08, ns). Thus, for this subset of therapists and

clients, therapists' interventions were not associated with the changes that took

place in clients' introjects or in clients' psychological adjustment and

symptomatology.

Finally, Table 20 indicates that, taking into account the independent

contribution of therapists' and clients' degree of affiliation and therapists'

interventions, none of the interaction terms between the affiliation ratings and

therapists' interventions were predictive of outcome [For the 2-way interactions,
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Table 20

Exploratory Regressions with the Most- and Least-lmproved Quartiles on the

INTREX Introject Questionnaire and Combined Termination Measure

Criterion Predictor
Variable

s Adj.
pz

df lncr.
Rz

INTREX- Q SASB-C & SASB-T 2.46"

.76

.28^

2.12

2,27

2,25

4,21

2,19

.09

.13

.02

SUP & EXP

2-way interactions

3-way interactions .24

.04

-.11

.22

Combined SASB-C & SASB-T 2.50
Outcome-Q

1.08"

.09"

.55"

2,25

2,23

4,19

2,17

.18

-.01

.10

.28

,19

.18ns

SUP & EXP

2-way interactions

3-way interactions

-.09

Note. Adj. R'z= Adjusted R2 ; Incr. R2= increment of adjusted R2 as a result of
adding variable or variable set to regression equation; INTREX-Q= residual-
change scores on the INTREX Introject Questionnaire, including only the 15

most- and 15 least-improved dyads; Combined Outcome-Q= residual-change
scores on the combined outcome measure consist¡ng of client ratings on the
Symptom Checklist-90- Revised, and therapists' and independent clinicians'
ratings on the Global Assessment Scale. Residual-change scores included only
the 14 most- and 14-least improved dyads; SASB= observer ratings on the
Structural Analysis of Social Behaviour Scale; SUP= Supportive Interventions;
EXP= Exploratory Interventions; -l= scale completed by or pertaining to
therapist; -C= scale completed by or pertain¡ng to client; 2-way interactions= four
Z-way interactions (SASB-T x EXP, SASB-C x EXP, SASB-T x SUP, SASB-C x
SUP) entered as a set; 3-way interactions= two 3-way interactions (EXP x SASB-
T x SASB-C, SUP x SASB-T x SASB-C) entered as a set.
"E values presented for variable or variable set having controlled for variables or
variable sets entered at prior stages in the analysis.
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F(4,21)= .28, ns, with the INTREX measure as the criterion, and F(4,19¡= .69,

ns, with the combined outcome measure as the criterion. For the 3-way

interactions, F(2,19¡= 2.12, ns, with the INTREX measure as the criterion, and

F(2,17)= .55, ns, with the combined outcome measure as the criterionl.

Therefore, in this study, for the segment of therapist-client dyads that showed

the least and the most amount of improvement over the course of therapy,

therapists' interventions did not interact with clients' level of affiliation to predict

outcome, as measured by changes in clients' manner of interacting with

themselves and changes in clients' symptoms and overall adjustment.

Hierarchical Analyses with Affiliation and lntervention Ratings Reversed.

Clients' and therapists' SASB affiliation ratings were entered as predictors

into the main regression analyses prior to the frequency scores for therapists'

Exploratory and Supportive interventions. As was explained above, this order of

entry seemed consistent with the assumptions of several interpersonal and

psychodynamic theorists who maintain that the effectiveness of therapists'

interventions depends on the status of the therapeutic relationship (e.9., Blatt &

Behrends, 1987; Henry & Strupp, 1994). To explore the possibility that the

reverse may be true and that therapists' interventions may actually have a

mediating influence on the effectiveness of the therapeutic relationship, the first

two steps of the main, hierarchical analyses were repeated with the order of

entry for the intervention and affiliation ratings having been reversed. Two

hierarchical analyses were performed in this manner, with clients' residual-

change scores serving as criterion variables in one analysis and their combined
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ratings on the SCL-9O-R and GAS serv¡ng as the criterion in the other. The

predictors were entered into each regression as follows: 1) the frequency of

therapists' Supportive and Exploratory interventions; 2) clients' and therapists'

SASB affiliation ratings. The 2- and 3-way interaction terms were not entered

into these analyses because, after controlling for the influence of the intervention

and affiliation ratings, the results for the contribution of the interaction terms

would have been the same as the results that were already described for them in

the main analyses.

The results of these analyses are presented in Table 21. They indicate

that therapists' interventions, when entered into the regression equations prior to

the affiliation ratings of clients and therapists, did not make a significant

contribution to the prediction of either outcome variable (for the INTREX

measure, F(2, 56)= .69, ns; for the combined outcome measure, F(2,56)= l.)5,

ns). Thus, therapists' interventions were not associated with changes in clients'

introjects or in their symptom státus and psychological adjustment.

Table 21 also indicates that, conirolling for the influence of therapists'

interventions, therapists' and clients' affiliation ratings did not contribute further to

the prediction of either outcome measure [for the ¡NTREX measure,

F(2,54)=1.51, ns; for the combined outcome measure, F(2,51)= 1.52, ns). This

indicates that, having accounted for the types of interventions that were used by

therapists, therapists' and clients' level of affiliation were not associated with

changes in clients' introjects or in clients' psychological adjustment and symptom

status.
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Table 21

Exploratory Regressions with Affiliation and lntervention Ratings Reversed and

INTREX lntroject Questionnaire and Combined Outcome Measure as Criterion

Variables

Criterion Predictor E df p Adj. lncr.
Variable pz pz

INTREX SUP & EXP .69" 2.56 ns -.01

SASB-T & SASB-C 1.51^ 2,54 ns .03 .04

Combined SUP & EXP 1.25" 2,56 ns .01
Outcome

SASB-T & SASB-C 1.52 2.51 ns .12 .11

Note. Adj. R2= Adjusted R2 ; lncr. R2= increment of adjusted R2 as a result of
adding variable or variable set to regress¡on equation; INTREX= residual-change
scores on the INTREX Introject Questionnaire; Combined Outcome= Residual-
change scores on clients' ratings on the Symptom-Checklist-90-Revised, and
therapists' and independent clinicians' ratings on the Global Assessment Scale
combinedi SUP= Supportive Interventions; EXp= Exploratory Interventions;
SASB= independent observer ratings on the Structural Analysis of Social
Behaviour Scale; -T= scale completed by or pertaining to therapist; -C= scale
completed by or pertaining to client.
uE values presented for variable or variable set having controlled for variables or
variable sets entered at prior stages in the analysis.
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Hierarchical Analyses using Dyads with Youngest Therapists.

As reported above, preliminary, covariate analyses indicated that clients

who were working with younger therapists reported greater improvements in their

introjects. These findings suggested that younger therapists may have worked

with their clients in a manner that was different from the older therapists, and that

this difference in treatment enabled clients to revise the status of their introjects.

Exploratory analyses were conducted to determine whether, within the subset of

dyads that were led by the younger therapists in the Vanderbilt ll sample (. gZ

years), therapists' and clients' degree of affiliation and therapists' interventions

would interact in the manner hypothesized by psychodynamic and interpersonal

theory to predict therapeutic outcome. As in the original analyses, two

hierarchical regressions were performed with clients' residual-change scores on

the INTREX Introject Questionnaire serving as one criterion and their residual-

change scores on the SCL-9O-R and GAS ratings combined serving as the other

criterion.

The predictor variables were entered into each regression in the following

order: 1) clients' and therapists' SASB affiliation ratings; 2) the frequency of

therapists' Exploratory and Supportive interventions; 3) the two-way interaction

terms between therapists'and clients' affiliation ratings and therapists'

interventions (e.9., EXP x SASB-T, SUP x SASB-T, EXP x SASB-C, SUP x

SASB-C); 4) the three-way interaction terms between therapists' and clients'

afilliation ratings and therapists' interventions (e.9., EXP x SASB-T x SASB-C,

SUPxSASB-TxSASB-C).
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The results of these regression analyses are presented in Table 22. First,

they indicate that the set of therapists' and clients' level of affiliation marginally

predicted change on the INTREX measure, F(2,32)= 2.75, y.08, and

accounted for 9Yo of the variance in the INTREX ratings. The affiliation ratings

for clients were the significant, positive predictors within this set, F(1,32)= 4.92,

pS .03, P= .38. This indicated that clients' level of affiliation was associated with

positive change in their introjects over the course of therapy. Therapists' and

clients' affiliation ratings did not predict change on

the combined scL-9O-R and GAs ratings, E(á, 25¡= 2'50, ns' This means that

clients' and therapists' level of affiliation was not associated with the changes

that occurred in clients' general adjustment and symptom status.

Table 22 also reports that, having controlled for therapists' and clients'

degree of affiliation, therapists' Exploratory and Supportive interventions did not

contribute to the prediction of residual-change on either outcome measure [for

the INTREX measure, F(2,30)= .38, ns; for the combined SCL-9O-R and GAS

outcome measure, F(2,27)=.49, ns). Thus, for the group of therapists who were

under 37 years of age, therapists' interventions were not associated with the

changes that took place in clients' introjects or in clients' psychological

adjustment and symptomatology.

Finally, Table 22 indicates that, taking into account the independent

contribution of therapists' and clients' degree of affiliation and therapists'

interventions, none of the interaction terms between the affiliation ratings and

therapists' interventions was predictive of outcome [For the 2-way interactions,
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Table 22

Exploratory Regressions using Therapeutic Dyads with Therapists under 37

Years

Criterion
Variable

Predictor Ê Adj.
pz

df lncr.
R2

INTREX SASB-C & SASB-T 2.75^ 2,32

1,32

1,32

2,30

4,26

2,24

<.08

<.03

ns

ns

NS

ns

.09

.38

.01

SASB-C

SASB.T

SJP :' E;iP

2-way interactions

3-way interactions

4.92

.01

.38"

1.58"

.97^

.07 -.02

-.03

-.01.05

Combined
Outcome

SASB-C & SASB-T 2.21"

.50"

2,29

2,27

4,23

2,21

.04

.04

.01

.19

.23

.28

ns

NS

ns

SUP & EXP

2-way interactions

3-way interactions

.49"

.58"

Note. Adj. R2= Adjusted R2 ; lncr. R2= increment of adjusted R2 as a result of
adding variable or variable set to regression equation; INTREX= residual-change
scores on the INTREX Introject Questionnaire; Combined Outcome= residual-
change scores on the combined outcome measure consist¡ng of client rat¡ngs on
the Symptom Checklist-90- Revised, and therapists'and independent clinicians'
ratings on the Global Assessment Scale; SASB= independent observer ratings
on the Structural Analysis of Social Behaviour Scale; SUP= Supportive
lnterventions; EXP= Exploratory lnterventiohs; -T= scale completed by or
pertaining to therapist; -C= scale completed by or pertaining to client; 2-way
interactions= four 2-way interactions (SASB-T x EXP, SASB-C x EXP, SASB-T x
SUP, SASB-C x SUP) entered as a set; 3-way interactions= two 3-way
interactions (EXP x SASB-T x SASB-C, SUP x SASB-T x SASB-C) entered as a
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Table 22 (continued)

set.
"F values presented for variable or variable set having controlled for variables or

variable sets entered at prior stages in the analysis.
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F(4,26)= 1 .58, ns, with the INTREX measure as the criterion, and F(4,23)= .58,

ns, with the combined outcome measure as the criterion. For the 3-way

interaction s, F(2,24)= '97 , ns, with the INTREX measure as the criterion, and

F(2,21)= .50, ns, with the combined outcome measure aS the criterionl.

Therefore, in this study, for the subset of therapist-client dyads that were led by

younger therapists, therapists' interventions did not interact with clients' level of

affiliation to predict outcome, as measured by changes in clients' manner of

interacting with themselves and by changes in clients' symptoms and overall

adjustment.

Simultaneous Regressions with the Main Research Variables

The final set of exploratory analyses consisted of two simultaneous

regressions which were conducted to examine whether any of the predictors

included in the main hierarchical analyses work concurrently to predict

psychotherapy outcome. The criterion variables in the simultaneous regressions

were the same as the criterion variables included in the hierarchical regressions

(e.g., clients' residual-change scores on the INTREX Introject Questionnaire and

clients' residual-change scores on the GAS and SCL-9O-R ratings combined).

The predictor variables included: therapists' and clients' SASB affiliation ratings,

the number of therapists' Exploratory and Supportive interventions, and the two-

and three-way interactions between therapists'and clients' affiliation ratings and

therapists' interventions (e.g., EXP x SASB-T, SUP x SASB-T, .EXP-X-W.B-C,

SUP x SASB-C, EXP x SASB-T x SASB-C, SUP x SASB-T x SASB-C).

The results of the simultaneous regressions are presented in Table 23.
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Table 23

Predictors and the INTREX Introject Questionnaire and Combined Outcome

Measure as the Criterion Variables

Criterion
Variable

Predictor !-score p

INTREX 1.18

-.22

-.39

.82

.80

-.35

.03

-.72

.31

-.83

.25

-.04

-.06

.13

.12

-.06

-.14

.01

.06

-.17

SASB-C

SASB-T

SUP

EXP

SASB.T x EXP

SASB-C x EXP

SASB-T x SUP

SASB-C x SUP

EXP x SASB-T x
SASB-C

SUP x SASB-T X

SASB.C

NS

ns

ns

ns

NS

ns

ns

ns

ns

ns

Combined
Outcome

SASB-C

SASB-T

SUP

EXP

SASB.T x EXP

SASB-C x EXP

SASB-T x SUP

SASB-C x SUP

EXP x SASB-T x
SASB-C

SUP x SASB-T x
SASB-C

2.34

-1.9ô

-1.60

-.11

.60

-1.28

-.31

-.56

1.48

-.87

<.02

<.06

ns

ns

ns

NS

ns

ns

ns

ns

.46

-.33

-.25

-.02

.09

-.21

-.06

-.1 3

.26

-.17
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Table 23 (continued)

Note. F(10,48)= .72, ns, Adjusted É= -.05, with INTREX Introject Questionnaire

"t 
tn".ìiterioñ; F(1b,+s¡= 'i.68, ns, Adjusted R2= '11' with the combined

Termination *""rlr" "r tn" criterion; iNtRfX= residual-change scores on the

INTREX Introject Questionnaire; combined outcome= Residual-change scores

on client ratings oñ in" Symptom-Checklist-9O-Revised, and therapists' and

¡nOãó"nO"nt cj¡n¡c¡ant' ¡.átinþt on the Global Assessment Scale combined;

SÀS'e= independent observðr ratings on the Structural Analysis of Social

Behaviour S'cale; SUP= Supportive Interventions; EXP= Exploratory

lnterventions; -J= scale com'pleted by or pertaining to therapist; -C= scale

completed by or pertaining to client.
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They indicate that none of the variables entered into the simultaneous equation

predicted residual-change on the INTREX measure, F(10,48)= .72, ns. When

the combined termination variable served as the criterion, the overall F-test also

was not significant, F(10,45)= 1 .68, ns. However, clients' and therapists'

affiliation ratings, when considered individually, were, respectively, significant,

positive predictors, !(1,45)= 2.34, É. .02, þ= .46, and marginal, negative

predictors, !(1,45)= -1.96, pS .06, 0= -.33 of residual-change on the combined

outcome variable. According to Cohen and Cohen (1983), !{ests for individual

variables in a regression equation can reach significance even when the overall

F-statistic is not significant when most variables in the equation account for only

a small amount of the variance in the criterion variable. They explain that the

estimate of variance for the regression is, in fact, equal to the average

contribution to the equation of each individual predictor variable. When a large

number of predictors contribute only a small amount to the overall variance, this

lowers the average contribution and renders the overall F nonsignificant. Cohen

and Cohen (1983) recommend that, in these situations, researchers should not

accept the individual predictors as significant. Rather, researchers should follow

the logic of the protected !-test by accepting individual predictors as significant

only when the overall F- statistic is also significant. In that way, it is argued,

researchers control the probability of obtaining spurious results. ln light of these

recommendations, it was concluded that, in the current ínvestigation, none of the

variables entered into the simultaneous regression was a significant predictor of

change in clients'status on the SCL-9O-R and GAS ratings combined. Taken
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together, the results in Table 23 indicate that therapists' and clients' level of

affiliation, therapists' interventions, and the interactions between these variables

did not work concurrently to predict change, either in clients' introjects or their

overall adjustment and symptom status.

Discussion

The current study is not the first to examine the interaction of the

therapeutic relationship and therapists' interventions as they contribute to the

outcome of therapy. The study is, however, the first to use a clinically

representative sample of clients and therapists to examine the contribution of the

therapeutic relationship and specific types of interventions to a specific type of

outcome, namely changes in clients' introjects or their manner of interacting with

themselves. The therapy relationship was operationalized in terms of

interpersonal process and it was assessed from the perspective of independent

observers using the SASB model to rate both therapists' and clients' behaviours

in the second 15 minutes of the third session. Therapists' interventions in the

entire third session were also rated by trained observers using the lnventory of

Therapeutic Strategies. Finally, changes in clients' introjects were measured in

terms of clients' responses on the INTREX Introject Questionnaire before and

after therapy. Changes in clients' at-worst, rather than at-best, introjects were

the focus of the investigation. More general aspects of outcome were assessed

in terms of changes from the beginning to the end of therapy in clients'

responses on the Symptom Checklist-90 Revised, and therapists' and

independent clinicians' ratings of clients on the Global Assessment Scale.
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Contrary to the study's predictions and contrary to interpersonal and

psychodynamic theory, the study did not find that in the context of othenryise

affiliative client{herapist interactions, therapists' use of more challenging or

interpretive interventions was associated with changes in clients' introjected

behaviours. Likewise, the study did not find that therapists' use of more

supportive interventions in the context of less affiliative relationships, brought

about change in the way clients interacted with themselves. The study's results,

therefore, are not consistent with previous research which found that therapists'

interpretive and supponive interventions interacted with the status of the

therapeutic relationship to predict change in clients' symptoms and more general

aspects of functioning (e.9., Gaston & Ring, 1992; Gaston et al., 1994, 1998).

A second purpose of the study was to examine the relative contribution of

therapists' interpretations that focused on clients' experiences in therapy and

interpretations that focused on clients' experiences in other relationships to the

prediction of outcome. Again, the overall context of the therapy relationship was

considered, and outcome was assessed in terms of changes in clients' introjects

as well as changes in their general adjustment and symptom status. The study's

hypotheses were not supported in that, regardless of the relationship context in

which therapists' interpretations were offered, interpretations that focused on

clients' reactions to the therapisi did not contribute more to the prediction of

outcome than interpretations that were more general in scope.

In what follows, the major findings in the study will be considered more

extensively as they pertain to the study's hypotheses and interpersonal and
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psychodynamic theory as a whole. Following this, the implications of the study's

findings will be discussed in terms of current therapeutic practice and related

theory and research. Finally, methodological limitations of the study will be

considered and directions for future research will be proposed.

The Therapeutic Relationship and Therapy Outcomell

The therapeutic relationship was included in this study as a main variable

of interest because of the consistent finding in the literature that positive

therapeutic relationships are associated with positive outcomes. lt was also

included in this study because of the widely-held assumption among

psychodynamic and interpersonal theorists that a posiiive therapeutic

relationship must be in place before other therapist techniques and interventions

can have an ameliorative effect. In this study, the therapeutic relationship was

assessed by independent raters using the SASB system to identify the level of

affiliation in therapists' and clients'behaviours. According to the SASB model,

affiliative therapist behaviours are, among other things, affirming, understanding,

and nurturing. Affiliative client behaviours are self-disclosing, self-protecting,

and indicate enjoyment of the interaction. The SASB system, as was discussed

in earlier portions of this manuscript, has several advantages over other methods

of describing the relationship, including that it provides a fine-grained analysis of

All results in this study pertaining to the main effects of therapists' and clients'

SASB affiliation ratings in the prediction of outcome are credited to the

Vanderbilt Psychotherapy Research Group, unpublished analyses, 1 998.
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clients' and therapists' moment{o-moment interactions. Ratings of the

interpersonal process of therapy made by independent observers using the

SASB system have also correlated consistently with measures of outcome in

previous studies (e.9., Coady, 1991a, 1991b; Henry et al., 'l986, lgg0; Svartberg

& Stiles, 1992; Tasca & McMullen, 1992).

Psychotherapy theory and research have discussed the importance of a

positive therapeutic relationship offered by the therapist to the client as a vital

condition for therapeutic change (Bowlby, 1988; Freud, 191211966; Rogers,

1957). ln this study, however, the therapists' affiliative behaviours were not

predictive of outcome, whether outcome was assessed in terms of changes in

clients' introjects, or more general changes in clients' symptoms and

psychological functioning. Clients' affiliative behaviours, on the other hand, were

small but significant predictors of outcome when outcome was assessed in terms

of general change but not when it was assessed in terms of specific

improvements in clients' introjects.

Several theorists from a number of theoretical perspectives have

hypothesized that the client's perceptions and behaviours in the therapeutic

relationship are in many ways more important than the therapist's in predicting

therapy outcomes. Rogers (1951,1957), for example, argues that it is important

for therapists to be accepting and understanding toward clients; however, if

clients do not perceive their therapists as such, then therapists' positive

behaviours, as rated by outside observers or other individuals, are not likely to be

predictive of change. In a related vein, Bowlby (1gBB) and Henry and Strupp
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(1994) argue that clients' capacity to perceive positive behaviour in others and to

form positive interpersonal attachments is fundamental to the success of

psychotherapy. Henry and Strupp (1994) imply further that, in therapy, a direct,

behavioural indicator of clients' perceptions and their capacity to attach is the

quality of clients' interpersonal interactions. Together, these propositions imply

that in a process-outcome study, ratings of therapists' behaviours should

correlate less strongly with therapy outcome than ratings of clients' behaviours

because they are less directly associated with the perceptions that cause clients

to change. ln addition, they imply that in some cases, namely those in which

clients' perceptions of therapists' interactions are significantly different from

those of outside observers, the association between observer ratings of

therapists' behaviours and therapy outcome may not be significant at all.

It will be recalled that the Vanderbilt ll project, from which the client

sample for the current study was selected, was originally designed to help

therapists work with difficult clients. ln addition , 660/o of the clients in the first and

third cohorts of the sample were diagnosed with a personality disorder at the

beginning of therapy. Several theorists, particularly those from the interpersonal

perspective, propose that a defining feature of individuals with personality

disorders is the extremely distorted perceptions they have of their interpersonal

interactions (Benjamin, 1996; Brokaw & Mclemore, 1991 ; Pincus, 1994). These

distortions are said to develop in the context of early, dysfunctional caretaking

experiences and to contribute to rigid and maladaptive interpersonal behaviours.

A small number of studies have examined the perceptions of individuals with
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personalìty disorders and compared them to those of normal controls or

individuals with other diagnoses. Although some of these studies do not support

the interpersonal hypotheses (e.9., Stern, Herron, Primavera, & Kakuma, 1997),

others do provide evidence that individuals with personality disorders have

difficulty recognizing facial expressions of emotions (Mikhailova, Vladimirova,

lznak, & Tsusulkovskava, 1997) and that they rate their family environments

more negatively than do their parents (Gunderson & Lyoo, 1997). Considered in

the context of the current research and in the context of ihe high percentage of

clients with Axis ii diagnoses contained in the current sample, it is conceivable

that many of the clients in the sample had distorted perceptions of their

interpersonal relationships and that their experience of their therapists in

particular did not coincide with the way that therapists were rated by the objective

observers. In that way, it is also conceivable that the independent observer

ratings of therapists' behaviours did not correlate consistently with therapy

outcome because they did not, in fact, represent the experiences that clients had

with therapists or the factors that caused clients to change.

Though in some ways plausible, this explanation does not take into

account the relatively strong, positive correlation that was observed between the

SASB ratings of therapists' and clients' behaviours. lf one accepts that clients'

capacity to attach and, particularly, the nature of their perceptions and

attachment to therapists was exemplified in the quality of clients' in-session

behaviours, then the positive correlation between the observer ratings of

therapists' and clients' behaviours indicates that there was some degree of



150

congruence between the manner in which therapists were perceived by

independent observers and the manner in which they were perceived by clients.

Indeed, interpersonal theory maintains that positive correlations between ratings

of interpersonal behaviour often arise because of what is called the principle of

complementarity. This principle is said to operate in all human interactions and

is defined as a "reciprocal process by which we pull certain reactions from others

and, in turn, respond with a limited set of behaviours" (Leary, 1957 , p. 156)'

Overall, the principle of complementarity is based on the assumption that the

behaviour of one individual in an interaction influences the experiences and

behaviour of the other. For this reason, it can be argued that in order for ratings

of an interaction to reflect a complementary pattern or for correlations to be

observed between two sets of complementary behaviours, there must be a

certain degree of congruence between the ratings of these behaviours and the

actual experiences of the individuals involved. Furthermore, it can be argued

that, in the current study, if one accepts that independent observer ratings of

clients' and therapists' behaviours were correlated because the principle of

complementarity was at work in their interactions, one must also accept that the

affiliation ratings were to some extent valid measurements of clients' and

therapists' experiences of one another. Previous research has, in fact,

demonstrated that therapeutic interactions tend to be complementary, with the

affiliative and disaffiliative behaviour of one individual predicting similar

behaviour in the other (Henry et al., 1986; Svartberg & Stiles, 1992; Tasca &

McMullen, 1992). To the extent that the current results corroborate these
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findings, it ca-n be argued that the lack of association that was observed between

therapists' behaviours and outcome was due to other factors than simply a lack

of congruence between the ratings of therapists' behaviours and the

interpersonal experiences that clients had with therapists in therapy'

Another difficulty with the largely nonsignificant association that was

observed in this study between the SASB ratings of therapists' behaviours and

ratings of outcome stems from the fact that Henry et al. (1990), using a subset of

the Vanderbilt ll sample, did observe a significant association between these

variables. Henry et al.'s (1990) sample was drawn from the first cohort of the

vanderbilt ll project (total n for first cohort = 32 clients) and consisted of the

seven least- and seven most- improved clients. Therapists' sAsB-rated

behaviours were summarized in terms of the different foci and clusters that are

represented in the sASB model. ln a manner similar to the current study,

therapists' behaviours were also summ arized in terms of the overall percentage

of communications that received at least one disaffiliative code' Henry et al.'s

(1g90) findings indicated that therapists treating the least-improved clients

differed from those ireating the most-improved clients in two cluster categories:

they were more belittling and blaming (Cluster 6), and more ignoring and

neglecting (cluster 8). They also offered a higher percentage of disaffiliative

communications overall. This latter finding conflicts more or less directly with the

results of the current study which found that the overall proportion of affiliative

therapist communications was not related to the outcome of therapy'

As indicated above, one major difference in methodology between Henry
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et al.'s (1990) investigation and the current study was that the former study was

based on a relatively small subset of clients that were included in the latter. lt

could be argued that this difference alone accounts for the difference in findings

beiween the two studies and that similar results would have been obtained if the

samples had been more comparable. In this regard, however, it is important to

note that exploratory analyses were conducted in the current study on a

restricted sample consisting of the 15 most- and 15 least-improved clients, both

on the Introject Questionnaire and on the combined termination rating, and that

these analyses still did not yield significant results. Respectively, 50% (n= 15)

and 46% (n= 13) of the clients included in these exploratory analyses were from

the same cohort (i.e., Cohort l) of the Vanderbilt ll project as the clients in Henry

et al.'s (1990) investigation.

Perhaps a more important difference in the methodologies of the two

studies was the manner in which observer ratings of therapists' behaviours were

summarized. Again, Henry et al.(1990), in addition to simply tallying the

percentage of disaffiliative communications, categorized therapists' behaviours

into the appropriate SASB foci and clusters. This method of summation conveys

a considerably greater amount of information than the method that was used in

the current investigation, including information about the relative

interdependence of the behaviours being rated, which is the third dimension in

the SASB model. lt is possible that the greater detail with which the cluster data

in Henry et al.'s (1990) study described therapists'and clients'interactions

increased the probability that these data would yield significant results. This
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possibility is suggested not only by the discrepancy in findings between Henry et

al.'s (1990) study and the current investigation, but also by the pattern of results

reported by Coady (1991a) in his study of client and therapist interpersonal

process and psychotherapy outcome. In a manner similar to Henry et al. (1990),

Coady (1991a) summarized therapists' behaviours in terms of the overall

percentage of disaffiliative communications and in terms of the SASB foci and

clusters that they represented. Also similar to Henry et al., Coady (1991a) based

his analyses on a small sample of clients with good (n= 5) and poor outcomes

(n= 4). Unlike Henry et al., Coady (1990) observed significant associations

between therapists' SASB-rated behaviours and outcome only when the

behaviours were summarized in terms of the different SASB categories but not

when they were summarized as the percentage of disaffiliative communications.

Thus, it seems that whatever association there was between the specific

categories of therapists' behaviours and outcome, this was lost when the

behaviours were grouped together in more general terms. To the extent that

Coady's (1991a) findings generalize to the current situation, it is possible that

different results would have been obtained in the present study if the SASB

ratings of therapists' behaviours had been categorized into discrete SASB

clusters.

It is important to note that in the current study, ratings of clients'

behaviours were also summarized in terms of the proportion of affiliative and

disaffiliative behaviours but, unlike the ratings of therapists' behaviours, they

predicted outcome when outcome was assessed in terms of changes in
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symptoms and general adjustment. This is noteworthy because, in comparison

to the ratings of client behaviours, those of therapist behaviours, when they were

converted to proportion scores, were more variable in nature and therefore more

likely, from a statistical standpoint, to vary with other aspects of the therapeutic

endeavour. To account for the discrepancy in findings, it may be plausible to

assume, as was suggested earlier, that clients are the more important

participants in the dyad, and, short of discounting therapists' contribution entirely,

it is possible that clients' behaviours are the more reliable indicators of how the

therapeutic relationship is going and the effect that it is having on clients' efforts

to change. lndeed, the association between clients' SASB-rated behaviours and

outcome may be stronger than that between therapists' behaviours and

outcome, and therefore the association may be more robust to variations in the

way ratings of client behaviours are summarized.

Together with the findings of the current study, evidence in support of the

proposition that clients' behaviours play a greater role in predicting the outcome

of therapy can be taken from a recent study that examined the association

between the therapeutic alliance and outcome in interpersonal and cognitive-

behavioural psychotherapy, pharmacotherapy, and a clincial management

placebo (Krupnick et al., 1996). In this study, therapists' and clients' contribution

to the alliance was assessed by independent observers using the Vanderbilt

Therapeutic Alliance Scale. Outcome was assessed in terms of pre- to post-

therapy changes in clients' responses on two self-report measures of

depression. Similar to the current findings, this study reported that observer
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rat¡ngs of clients', but not therapists', contribution to the alliance were associated

with outcome in all four treatment modalities. Support for the stronger

contribution of clients' behaviours to outcome can also be taken from the fact

that in the studies conducted by Henry et al. (1990) and Coady (1991a), the

number of SASB clusters describing client behaviours that were associated with

outcome far exceeded the number of clusters that described therapists'

contribution to the relationship.

On the other hand, a previous study conducted by Henry et al. (1986),

which was based on a different sample, also summarized therapist and client

behaviours in terms of the diflerent SASB clusters and foci. but found that an

equal number of SASB clusters for therapists and clients were related to therapy

outcome. lt is also noteworthy that in Coady's study, unlike in the current

investigation, the categorization of clients' behaviours in terms of the percentage

of communications that received a disaffiliative code, did not relate significantly

to measures of client change. Thus, in the end, it may be necessary to conduct

additional research on the relative contributions of therapists' and clients'

interpersonal behaviours to the outcome of therapy before the association

between therapists' behaviours and outcome and, particularly, the lack of

significant findings in the current study can be fully understood.

Ratings of therapists' behaviours did contribute to the prediction of

outcome in exploratory analyses. For example, SASB-ratings of therapists'

affiliative behaviours were negative predictors of changes in clients' symptoms

when the client-rated residual-change scores on the SCL-9O-R were separated
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from therapists' and independent clinicians' ratings of clients on the GAS to

represent therapy outcome. ln addition, ratings of therapists' behaviours

contributed negatively to the prediction of outcome in a simultaneous regression

where the SCL-9O-R was combined with the GAS to serve as the outcome

measure. The two analyses yielded similar results because in both instances

therapists' sASB-rated behaviours were, surprisingly enough, negative

predictors of change and because therapists' SASB-rated behaviours, when

considered together with the positive contribution of clients' behaviours,

accounted for similar amounts of the outcome variance (7% and 11o/o

respectively).

ln both analyses, the negative contribution of therapists' SASB-rated

behaviours to the prediction of outcome was marginal in significance. In the first

analysis, the findings were obtained in partial violation of the procedures oulined

for conducting regression analyses with protected t-tests. These procedures

specify that, in order to maintain the Type I error rate for an analysis at an

acceptable level (in this case, alpha was set at .05), the contribution of individual

predictors in a regression should only be considered when the set of predictors

of which the individual variable is a part makes a significant contribution to the

regression equation. ln the current study, the set of therapists' and clients'

SASB-rated behaviours predicted client symptom change on the SCL-90-R only

marginally at a p-value of .06. By proceeding to examine the individual

contribution of therapists' and clients' behaviours despite the marginal

contribution of the predictor set, the Type I error rate for the entire analysis was
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also increased above the traditional .05 level. In the second, simultaneous

regression, the overall F{est was not significant and the contribution of

therapists' behaviours to the prediction of outcome was also marginally

significant at the .06 level.

A p-value of .06 is only slightly above the Type I error rate that is deemed

acceptable in the scientific community. For this reason, it seems worthwhile to

consider the possibility that the exploratory findings revealed genuine

associations between therapists' interpersonal behaviours and clients'

improvement in therapy. A number of explanations can be offered for the

unexpected, negative association that was observed between these variables,

including that clients who enjoyed more positive relationships with their therapists

became more attached to their therapists and therefore felt more anxious about

terminating their treatment as their sessions continued. Alternatively, it has

already been suggested that a large number of clients in this study, particularly

those who had been diagnosed with personality disorders, may have

misconstrued the positive behaviours of their therapists. Although it seems that

this would have been more likely to occur later in therapy after the "honey-moon"

phase was over, it is possible that, even in the third session, the clients with

personality disorders in the current sample were vulnerable to interpreting the

positive behaviours offered by their therapists in terms of the negative

experiences they endured with others in the past. These interpretations may

have contributed to the negative association between therapists'affiliative

behaviours and changes in clients, symptoms.
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As was already discussed above, this latter explanation is diflicult to

reconcile with the positive correlation that was observed between therapists' and

clients' SASB-rated behaviours. The former explanation is also difficult to

reconcile with the fairly consistent finding in the literature that positive therapist

behaviours and characteristics, when they predict outcome, generally do so in a

positive direction (orlinsky, Grawe, & parks, 1gg4). Indeed, when one considers

the SASB literature in particular, it becomes apparent that negative associations

between positive therapist behaviours and outcome have never been reported

(see summary presentation in Table 1). considered overall then, it may be

important to approach these unexpected, exploratory findings with caution and to

remain open to alternative explanations for what may have been spurious

results.

No predictions were made in this study regarding the independent

contribution of therapists' interpretations and supportive interventions to

psychotherapy outcome. In some ways, the nonsignificant association that was

observed between these variables is consistent with the findings of previous

research which has shown that individual categories of interventions rarely

contribute to the prediction of therapeutic change (Elliott et al., 1gB7; Hill et

al.,1988). This study may therefore be another demonstration that the

independent association between specific therapist interventions and

psychotherapy outcome is, at best, very weak or, at worst, nonexistent, and

therefore difficult or impossible to observe.
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The lack of significant interactions that were observed between therapists,

interventions and the interpersonal process of therapy is more difficult to explain,

especially since the current study was designed as an extension of Gaston et

al.'s (Gaston & Ring,1gg2; Gaston et al., 1gg4,1ggg) research which reported

fairly promising results. using Gaston's (1ggg) lnventory of rherapeutic

Strategies (lTS), Gaston et al. measured the content and intent of therapists,

interventions and reported with some degree of consistency that therapists,

interpretations (or exploratory interventions) were predictive of positive outcome

when the therapy relationship was rated as positive on the california

Psychotherapy Alliance Scale, and that therapists' supportive interventions

predicted positive outcomes when ratings of the relationship were more negative.

To the extent that the current findings do not coincide with those of the previous

investigations, they need to be examined closely. In the following sections,

therefore, specific aspects of the current study's methodology will be examined

that may, in and of themselves, account for the nonsignificant findings.

Following this, the methodologies of the current study will be compared with

those of previous investigations to identify additional factors that may have

contributed to the discrepant results.

Measures.

To begin with the current methodology, one factor that may have

contributed to the nonsignficant interaction that was observed between the

therapeutic relationship and therapists' interventions is the different rating
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procedures that were used to assess the relationship and intervention variables

in this study. The unit of analysis in the SASB rating method which was used to

assess the therapeutic relationship was the "thought unit" which is defined as

any portion of speech that expresses a "'complete thought' or a 'psychologically

meaningful' answe/' (Grawe-Gerber & Benjamin, 1989, p.6). For the most part,

thought units are phrases and, rarely, entire sentences. In the Vanderbilt ll

project, from which the SASB data for this study were derived, independent

observers used videotapes and transcripts to rate each therapist and client

thought unit in the second 1S-minute segment of the third session. The observer

ratings were summarized for both therapists and clients in terms of the

proportion of thought units that were rated as affiliative over the total number of

units rated. These summary scores were then entered into analyses.

Therapists' interventions were operationalized in this study in terms of

observer ratings on the lTS. The units of analysis for the ITS ratings were

therapists' sentences. Independent observers rated each therapist sentence in

the entire third session using audiotapes and transcripts. These ratings were

then summarized in terms of the frequency of therapists' statements that were

supportive and the frequency of statements that were exploratory, and these

frequency scores were later entered into analyses.

It is difficult to speculate on the extent to which the slightly different units

of analysis and the different methods of summarizing the SASB and ITS ratings

affected the results. lt is possible that these differences introduced confounds

into the rating procedures and that these confounds reduced the likelihood that
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the two variables would interact. According to Lambert and Hill (1994), very litfle

research has been conducted to determine the effects that diflerent units of

analysis have on empirical findings. Their recommendation is for researchers to

"choose units that match their constructs, balancing issues of reliability of judging

the unit and clinical meaningfulness" (p. 97). On the surface, it seems that both

of these criteria were met in the current investigation.

Perhaps a more important difference in the rating procedures pertains to

the fact that the SASB ratings were based on observations of the second 15-

minute segment of the third session whereas the ITS ratings were based on

observations of the entire session. This implies that the SASB and ITS ratings

were based on different amounts of information and it raises the possibility that

the SASB and ITS ratings did not interact in this study because they were not

equally representative of the relationship and intervention variables that they

were intended to measure. Prior research has examined whether ratings of

therapists' and clients' behaviours that are based on segments of single sessions

can be generalized to represent participants' behaviours in entire sessions

(Friedlander et al., 1988; weiss, Marmar, & Horowitz, lgBB). The rating scales

that were included in these studies (i.e., The Hill Counselor Verbal Response

Category System, Revised; The Family Therapy Coding System; The

Classification System for Counseling Response - Client; The Therapist Action

Checklist; and The Patient Action Checklist) examined primarily therapists' and

clients'verbal response modes and therapists' interventions. The resutts

showed that for each of the rating scales, ratings from segments could be
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generalized to entire sessions, but only if the data were aggregated across

sessions. This research suggests that, in this study, similar ratings may have

been obtained on the SASB measure regardless of whether segments or entire

sessions had been rated, and that, with all other rating procedures being equal, it

was reasonable to assume that the SASB and ITS ratings would interact .

Further research is required to confirm that the findings of the preceding studies

actually apply to the SASB rating method, however, given that the SASB system

is fairly complex and, in comparison to other rating scales, yields very

sophisticated assessments of therapists' and clients' interpersonal behaviours.

Another point to consider with respect to the rating procedures is the

difference in stimulus materials that were used by observers to make the SASB

and ITS ratings. As was indicated above, raters in the Vanderbilt ll project used

transcripts and video-tapes to make ihe SASB ratings whereas raters who were

hired for the current study used transcripts and audiotapes to make the ITS

ratings, Again, this implies that, in this study, the ratings of the therapeutic

relationship and of therapists' interventions were based on different amounts of

information. Financial concerns and ethical constraints precluded the use of

video{apes to make the ITS ratings. Nevertheless, the difference in rating

methods may have differentially affected the representativeness of the ITS and

SASB ratings and this may have affected the likelihood that the ratings would

interact. Research on the effects that different stimulus materials have on

ratings of the therapeutic process has yielded varying results (see Lambert &

Beutler, 1994). One recent study provided fairly convincing evidence that ratings



163

of process variables that are made using the Interpersonal Communications

Rating Scale (ICRS) are comparable regardless of whether they are based on

video- or audio-taped segments of sessions (Tracey & Guinee, 1990). This

study is important because the ICRS measures very similar dimensions of

behaviour (e.9., affiliation, power, extremity) to those that are assessed by

independent observers using the SASB system. On the other hand, a study

conducted by Weiss et al. (1988) reported that observer ratings on the Therapist

and Patient Action Checklists were more reliable when observers used video-

rather than audio-tapes of sessions. Although the Checklist rating method is in

many ways different from the procedures followed by the SASB and ITS raters in

the current study, Weiss et al.'s findings do raise the possibility that the

differences in stimulus materials that were used to obtain ratings in this study

had an impact on the results.

Considered overall, then, the rating procedures used in this study for the

SASB measure differed in several respects from those that were used to obtain

ratings on the lTS. Although it may seem that each of these differences, when

considered individually, was not likely to have a substantial influence on the final

ratings, it is possible that the effect of these differences was cumulative and that

their impact on the study's overall findings was quite strong. Clearly, future

research will need to investigate this possibility further. In the meantime,

however, it is important to regard the differences in rating methods as a limitation

of the study and to consider the potential impact that these differences had on

the results.
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A final aspect of the present methodology that may have contributed to

the nonsignificant findings was already alluded to above and pertains to the fact

that information about the relative interdependence of therapists' and clients'

interpersonal behaviours was excluded from the current analyses. SASB ratings

of therapists' and clients' behaviours along the interdependence dimension is

included in the Vanderbilt ll database. However, the researcher chose not to use

the interdependence ratings or the SASB cluster ratings because there was a

need to reduce the number of variables included in analyses and because

interpersonal and psychodynamic theory places the greatest emphasis on the

affiliative dimension of therapists'and clients' interactions. The sophisticated

nature of the SASB rating method and its extensive validation in the literature

also appeared to justify the decision to focus on only one dimension of the SASB

ratings. In retrospect, however, it is possible that by including information about

the interdependence of therapists' and clients' behaviours in analyses a more

elaborate description of therapists' and clients' interactions would have been

provided. This more elaborate description may have increased the likelihood

that the ratings of therapists' and clients' behaviours would interact with ratings

of other aspects of the therapeutic endeavour, including ratings of therapists'

interventions.

A Comparison of the Current and Previous Methodologies.

The methodology of the current study differed in several respects from the

methodologies used by Gaston and her colleagues in previous research, most

notably in the clients that were included in the samples, the point during therapy
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at which the relationship and intervention ratings were obtained, and the manner

in which the therapeutic relationship was assessed. ln the following paragraphs,

the nature of these differences will be elaborated upon and the impact they may

have had on the current findings will be discussed.

The client samples in the current and previous studies differed primarily

with regard to the psychiatric diagnoses that clients received at the beginning of

therapy. Clients in the current sample reported a range of problems, although

clients with only mild and/or situational difficulties were excluded from the

Vanderbilt ll study, from which the current sample was derived. At the onset of

therapy, 66% of the clients included in the present sample were diagnosed with a

DSM-Ill personality disorder. In Gaston et al's 1994 study, clients also reported

a broad range of problems; however, only 30% of these clients received a DSM-

lll Axis ll diagnosis. The percentage of clients diagnosed with personality

disorders in Gaston et al.'s 1998 study was comparable to that in the current

investigation (66%); however, these clients were diagnostically more

homogeneous because all of them also received a current diagnosis of major

depression (the percentage of clients with Axis ll diagnoses was not reported by

Gaston and Ring, 1992).

With regard to the overall pattern of results, the findings reported by

Gaston et al. in their 1994 study were the most consistent with the predictions of

interpersonal and psychodynamic theory. This study was the only one in Gaston

et al.'s publications to report that positive outcomes were associated both with

more frequent interpretations in the context of positive therapeutic relationships
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and with more frequent supportive interventions in the context of relationships

that were more negative. Gaston et al.'s oiher studies reported significant

interactions between therapists' interpretations and the alliance, or between

therapists' supportive interventions and the alliance, but not both. Gaston et al.'s

1994 study therefore differed from the current investigation and from Gaston et

al.'s 1992 and 1998 studies both in terms of the greater consistency of its

findings and in terms of the lower level of disturbance that was represented in

the client sample. Together, the difierences between Gaston et al.'s 1994 study,

the current investigation, and previous research conducted by Gaston and her

colleagues may indicate that therapists' interpretive and supportive interventions

and the therapeutic relationship are more likely to have the effect predicted by

interpersonal and psychodynamic theory when clients are less psychologically

disturbed.

Further research will be required to clarify whether and how clients'

psychiatric diagnoses affect the manner in which therapists' interventions and

the therapeutic relationship interact. ln line with the propositions of interpersonal

theory, however, it seems plausible that in the current study and in Gaston et

al.'s 1992 and 1998 studies, clients with personality disorders behaved in

therapy in a more erratic manner than the clients with less severe difficulties in

Gaston et al.'s (1994) investigation, and that they responded less consistently to

therapists' interventions or not at all. lt also seems plausible that, in the current

investigation, therapists had more difficulty working with clients diagnosed with

character-based disorders and that they offered their interventions to these
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clients in a less congruent manner. Some evidence to support the latter

proposition can be derived from a recent study conducted by Rosenkrantz and

Morrison (1992). In this study, therapists were presented with clinical vignettes

of therapy sessions in which patients with borderline personality disorder

projected either a "Rewarding object relations unit" (i.e., they projected a positive

self-image that idealized the other and relied on him/her to fulfil needs) or a

"Withdrawing unit" (i.e., they projected a negative self-image that viewed the

other as hostile and punitive). Following this, therapists rated how they imagined

themselves reacting in the reported sessions. The results showed that therapists

who read the "Rewarding" vignettes rated themselves more positively and saw

themselves as more active and powerful than did those who read the

"Withdrawing" vignettes. To the extent that Rosenkrantz and Morrison's findings

generalize to the current investigation, they may indicate that the greater

percentage of clients with personality disorders in the current study presented

unique difficulties to therapists, and that these difficulties affected the manner in

which therapists intervened and the outcomes they attained.

The studies conducted by Gaston et al. also differed from the current

investigation with regard to the length of treatment that was offered and the

points during treatment for which ratings of the alliance and therapists'

interventions were obtained. Unlike in the current investigation in which

treatment was limited to 25 sessions for all clients, therapists in Gaston et al.'s

1994 study offered long-term treatment (Mean number of sessions = 76) to 15 of

the 32 patients included in their sample. Also unlike the current investigation in
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which ratings of the therapeutic relationship and therapists' ínterventions were

obtained only for the third session, independent judges in all of Gaston et al.,s

studies provided relationship and intervention ratings after early, middle, and late

sessions. With regard to results, Gaston et al. (1994) found that significant

interactions between the alliance and intervention ratings occurred only for the

clients in long-term therapy. similarly, in Gaston et al.,s lggg study, which

examined the interaction between therapists' interventions and the therapeutic

alliance at three different points in treatment, significant interactions were only

observed after the l Oth session. Considered overall, then, the pattern of findings

reported by Gaston and her colleagues may indicate that the timing with which

therapists offer their interventions plays a role in their overall effect, and that the

effects of therapists' interventions may not interact with the status of the

therapeutic relationship until therapy is well-underway. with regard to the

current study, it is possible that therapists' use of the relationship and supportive

and interpretive interventions did not contribute to the prediction of outcome

because these variables were assessed at such an early stage in treatment. lt is

also possible that therapists in the current study did not use interpretive

interventions, in particular, at a rate that would have contributed to outcome until

later in therapy when the relationship was well-established or the client,s

pertinent issues had become clear. To some extent the preceding hypotheses

are indirectly supported by studies which have found that therapists are most

confrontational during the middle portions of treatment, and that a low-high-low

pattern of confrontation across the early, middle, and later stages of therapy is
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associated with positive outcomes (Dietzel & Abeles , 1gr5; sexton, Hember, &

Kvarme, 1996; Tasca & McMullen, 1992). Clearly, additional research will need

to be conducted to confirm whether the point in therapy at which therapists,

interventions and the therapeutic relationship were assessed had an impact in

the present study on whether significant interactions between these variables

were observed.

Finally, the manner in which the therapeutic relationship was assessed in

the current study differed in several respects from Gaston et al.'s investigations.

For example, the measures that were used to assess the therapeutic relationship

in the two sets of studies focused on different relationship dimensions. The

current study used the SASB observer method to rate both therapists'and

clients' affiliative contribution to the therapeutic relationship. Gaston and her

colleagues, on the other hand, used the rater version of the California

Psychotherapy Alliance scale (CALPAS-R; Marmar & Gaston, l ggg) to assess

only the patient's contribution to the therapeutic relationship. Two subscales of

the CALPAS-R were included in Gaston et al.'s analyses: the patient Working

capacity (PWC) subscale and the patient commitment (pc) subscale. The

PWC subscale measured characteristícs of the patient that enabled him or her to

participate in therapy, such as his or her capacity to self-disclose, to observe him

or herself and modulate emotional experiences, and her or his ability to work

actively with the therapist's comments (Gaston & Marmar, 1gg4). The pc

subscale measured aflective aspects of patients' participation in therapy,

including their confidence in the therapy process, their willingness to make
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sacrifices in therapy, and their trust in therapy and the therapist. Some items on

the PWC and, particularly, the PC subscales on the CALPAS-R tap client

characteristics and behaviours (e.9., trust and confidence in the therapy process,

and the ability to self-disclose) that may contribute to or be related to the level of

affiliation that clients demonstrate in sessions. Overall, however, the CALPAS-

R, in contrast to the SASB, focuses on intrapersonal aspects of clients'

participation in therapy, rather than on interpersonal facets of their interactions

with therapists. In addition, the CALPAS-R, more so than the SASB, focuses on

client characteristics and behaviours, particularly client involvement, that are

specifically relevant to the work of therapy, rather than on relationship

dimensions that are also relevant to many other types of interactions. The

greater specificity with which the CALPAS-R applies to the therapeutic situation

may have rendered it more likely to interact with ratings of other aspects of the

therapeutic endeavour, including measures of therapists' interventions.

The measures that were used in the current and previous investigations

also followed very different rating procedures. ln the current study, independent

observers provided affiliation ratings for each therapist and client behaviour that

occurred in the second 1S-minute segment of the third therapy session. The

multiple ratings were then summarized into a single score that represented the

overall proportion of affiliative ratings, In Gaston et al.'s research, independent

observers provided general ratings of clients for the entire session on each of six

PWC and PC subscale items. The average of these ratings for each subscale

was then entered into analyses. To some extent, the methods used by the
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SASB rating system may have provided more accurate ratings because they

were based on smaller units of behaviour and required raters to make fewer

inferences at each step of the rating process. However, in contrast to the

CALPAS-R ratings, the SASB ratings were only obtained for a segment of the

third session' Although these ratings may gene ralize to the entire session, it is

possible that important information about the therapeutic relationship from other

portions of the third session was excluded from the SASB ratings and that this

reduced the likelihood that the SASB measure, in comparison to the CALpAS-R

measure, would interact with ratings of therapists' interventions.

Finally, the stimulus materials that were used to make the SASB and

CALPAS-R ratings were the same in both sets of studies (i.e., videotapes).

However, only in Gaston et al.'s research did they correspond to the materials

that were used to assess therapists' interventions. Again, it is possible that the

similarity in rating procedures that were used to assess the relationship and

intervention variables in Gaston et al.'s research increased the likelihood, relative

to the current study, that significant interactions between these variables would

be observed.

Taken as a whole, the methodologies of the current and previous studies,

despite their differences, are similar in many ways, especially with regard to the

overall constructs that were measured and the types of analyses that were

employed. The diflerences between the two sets of studies may nevertheless

have been substantial, especially when the additive effects they may have had

on the empirical findings are considered. Future studies, therefore, would do
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well to design alternative methods in which the effects of these differences are

more adequately controf led so that the true nature of the interaction between

therapists' interventions and the status of the therapeutic relationship can be

better understood.

Exploratory Findings.

Exploratory analyses were conducted in the present study to determine

whether reversing the order of the intervention and relationship variables in the

first two steps of the hierarchical analyses would yield different results from those

that have already been discussed. These analyses were conducted in part

because Gaston and her colleagues (1994, 1998) entered the ITS ratings of

therapists' interventions and ratings of the therapeutic alliance into their

hierarchical analyses in this order. Their reading of psychoanalytic theory

seemed to be that therapists' interventions, in some cases, mediate the

effectiveness of the therapeutic alliance in contributing to positive outcomes.

Citing Zetzel (1956) and Greenson (1965) in particular, they argued that weak

alliances with clients can be improved through the use of supportive

interventions and that this can lead to more positive therapeutic results. Other

authors have taken a similar stance and have hypothesized that a range of

therapist activities, including their interpretive and supportive interventions,

impact on the status of the alliance (Allen et al., 1996; Bond, Banon, & Grenier,

1998; Sexton et al., 1996). The current study took an alternative position and, in

keeping with the emphasis implied in Henry and Strupp's writings (1994) and the

writings of Blatt and Behrends (1987), it was argued that the therapeutic alliance



173

is what mediates the effectiveness of therapists' interventions. In the end, it is

likely that both positions have merit and that both are consistent with

psychoanalytic/psychodynamic thought (Henry et al., 1994). For this reason, it

appeared worthwhile to explore the alternative point of view.

The results of the exploratory analyses were inconclusive. They indicated

that when the order of entry was reversed, neither therapists' inierventions nor

the ratings of therapists' and clients' level of affiliation predicted change in

clients' introjects or more general improvements in clients' symptoms and

adjustment. The previously significant contribution to outcome that was

observed for clients' SASB-rated behaviours was no longer in effect when this

variable was entered into analyses after the ratings of therapists' interventions.

At the same time, therapists' interventions did not contribute significantly to the

prediction of outcome and therefore could not be regarded as a mediating factor.

Especially with regard to the findings that pertain to the SASB-ratings, the

results of the exploratory analyses do not coincide with the large number of

studies in the literature which, using a range of statistical procedures, have

concluded that the therapeutic relationship is a strong predictor of outcome

(Henry et al., 1994; Horvath & Symonds, 1991; Orlinsky et al., 1994). Even

Gaston et al. (1994, 1998) found that ratings of the alliance predicted therapeutic

improvements in regression analyses when the alliance ratings were entered into

the regression equations after the ratings of therapists' interventions. To account

for the unexpected findings, it may be necessary to consider again the manner in

which the SASB ratings were summarized. As was indicated above, the act of
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summarizing"the SASB data for therapists and clients in terms of the proportion

of their behaviour that was affiliative versus the total number of behaviours that

were rated resulted in the loss of information about the relative interdependence

of therapists' and clients' interactions. This information would have been

available if the SASB data from the Vanderbilt ll project had been summarized in

terms of the SASB clusters. lt is possible that the simpler descriptions of the

interpersonal process that were offered by the affiliation proportion scores

resulted in weaker associations between clients' (and possibly therapists') SASB-

rated behaviours and outcome than would have been observed if the ratings had

been summarized in terms of the multi-dimensional SASB clusters. lt is also

possible that any reductions in statistical power that resulted from delegating the

SASB proportion scores to later stages in the hierarchical analyses nullified the

effects that were previously obtained, at least for the SASB ratings of cients'

behaviours.

Finally, exploratory, correlational analyses revealed that therapists' use of

supportive interventions was negatively associated with clients' post{reatment

scores on the SCL-9O-R. This implied that the more supportive therapists were

in the third session, the higher the number of reported symptoms by the client

when therapy was completed. At first glance, this could suggest that supportive

types of therapy are potentially harmful to clients. However, this conclusion

would be premature because clients' post-test scores on measures of

symptomatology reveal nothing, in and of themselves, about how much clients'

symptoms changed over the course of therapy. As was discussed above, a
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better indicator of change is the residual-change score which takes into account

the difference between clients' pre- and post{est ratings on a measure of

outcome while controlling for clients' initial status on that variable. In the current

study, therapists' use of supportive interventions was not associated with the

residual-change that occurred in clients' scores on the SCL-90-R from beginning

to end of treatment.

An alternative explanation for the negative correlation between the

frequency of therapists' support and clients' symptom status at the end of

therapy is that therapists tended to offer more support to clients whom tney

perceived as experiencing greater amounts of distress. The reasons for

therapists' higher level of support may have been varied. For example,

therapists' may have believed that providing added support would help to relieve

their clients' symptoms. ln addition, therapists, themselves, may have

experienced a reduction in anxiety when they felt that they were being

supportive. Finally, highly distressed clients may actually have pulled for more

supportive interventions from therapists and they may have resisted

interventions that were more challenging in nature. lt is of interest that

therapists' level of support correlated only with clients' post-treatment scores on

the symptom measure and not with clients' symptom status before therapy

began. This may indicate that it took time for therapists to assess the extent of

their clients' difficulties and for them to decide on how to intervene.

Psychotherapy Process and lntroject Change

The fact that significant findings were not obtained in this study for the
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changes that took place in clients' introjects warrants special attention þecause

the introject concept was central to the entire investigation. Several

methodological issues have already been discussed that may account for the

nonsignificant findings that pertain to the prediction of outcome in this study as a

whole. Some additional issues that pertain to the nonsignificant prediction of

changes in clients' introjects in particular also need to be considered.

It is important to recall that changes in the affiliative dimension of clients'

at-worst introjects were hypothesized to occur when therapists' interventions,

particularly their interpretations, introduce an element of loss into clients'

experience of the therapeutic relationship. This loss, when it occurs in the

context of othen¡vise affiliative interactions and adequate amounts of support,

was said to provide the motivating force by which clients begin to do for

themselves what previously they were depending on their therapists to do for

them; they begin to treat themselves in a caring and affiliative way. A

component of psychodynamic/psychoanalytic theory that was not discussed in

the introduction to this study and was not incorporated into the study's design

maintains that therapists' interpretations, in so far as they challenge clients'

perceptions, represent just one potential area of loss for clients. Theorists have

argued that other losses may also play a role in helping clients' introjects to

change, including, for example, the loss clients feel when their therapists go on

vacation, or the loss in closeness they experience when they do not feel

understood (Blatt & Behrends, 1987; Safran, 1gg3). An assumption that may

therefore be implied in psychodynamic/psychoanalytic theory is that each of the
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losses that clients experience in therapy, when considered individually, may have

a relatively small effect on clients' intrapsychic behaviours, but when considered

together their effect may be quite large. ln the current study, if assessments of

other client losses had been included in analyses along with the measure of

therapists' interpretations, it is possible that their cumulative effect would have

been more substantial and that significant results involving clients' inirojected

behaviours would have been observed.

Another point of consideration is that clients' at-worst ratings on the

INTREX lntroject Questionnaire may have been a less reliable indicator of

change than other measures of outcome, and therefore less likely to be

associated with any of the process variables. lnternal consistency coefficients

for at-worst ratings on the Introject Questionnaire are reported to be adequate in

the validation literature. However, Benjamin (1984, 1995) has acknowledged

that the test-retest reliabilities of at-worst ratings, especially among clinical

populations, are considerably lower than the reliability ratings for at-best ratings,

and that at-worst ratings are liable to vary with the client's mood at the time of

testing. At-worst introject ratings were used in this study because they are less

likely than at-best ratings to reflect socially desirable answers and because prior

research has shown at-worst ratings to correlate with other indices of

psychological change and to be predictive of outcome (Harrist et al., 1990; Henry

et al., 1990). In addition, Benjamin (1984,1995) argues that the variability in

clients' at-worst ratings from one testing session to another may actually reflect

the lack of stability clients have experienced in their interpersonal relationships.
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To that end, she maintains, rather than invalidating the ratings as accurate

measures of client functioning, the variability may, in fact, confirm their validity by

representing a diagnostically important aspect of client pathology.

The variability of clients' introject ratings may indeed have diagnostic and

theoretical appeal, However, the possibility remains that, in the current

investigation, changes in clients' Introject ratings from beginning to end of

therapy reflected more than just the true changes that occurred in clients,

introjects, and, for this reason, they did not vary with aspects of the therapeutic

process that were hypothesized to initiate introject change. Some clients, for

example, whose introjects improved over therapy may not have had this

improvement reflected in their INTREX scores if their participation in a research

project caused them to feel especially optimistic about what they could achieve

in therapy and if this caused them to be unrealistically positive about the status

of their introjects before therapy began. lmprovements in intrapsychic

functioning may also have been masked for clients who were feeling depressed

on the day they provided thelr termination ratings and if this caused them to be

unrealistically pessimistic about the progress they had made. Alternativery,

some clients whose introjects did not improve, if they were experiencing a

particularly positive mood on the day they provided the termination ratings, may

have given themselves more positive ratings than othenryise would have been

the case.

It is interesting to note that in the current investigation, the correlations

between the residual-change scores on clients' INTREX ratings and the change-
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scores on each of the other outcome measures (Mean I=.30), though in most

cases significant, were considerably lower than the correlaiions among the

residual-change scores of the other outcome measures with one another (Mean

r=.47). This may indicate that the lntroject Questionnaire was assessing a

distinct concept from what was assessed by the other rating scales, or that

clients' ratings on the Introject measure, more than clients', therapists', and

independent clinicians' ratings on the other measures, were affected by

fluctuations in client mood or other aspects of client experience and behaviour.

Along these lines, it is also interesting that 15 of the 59 clients in the current

investigation actually entered therapy with relatively friendly introjects (Mean ATK

coefficients= 538.87), and that at therapy termination, the introjects of 24 of the

59 clients had become more negative than they were when treatmeni first began.

By comparison, the number of clients who deteriorated from pre- to post-therapy

on the SCL-9O-R (n= 13) and GAS ratings made by therapists (n= 3) and

independent clinicians (n= 7) was considerably smaller. Again, this may suggest

that the Introject Questionnaire was measuring an aspect of outcome that was

quite different from what the other measures were assessing. lt may also

suggest that the questionnaire was more difficult for clients to complete.

Considering that the introject is a fairly sophisticated psychological concept, it is

possible that some clients had difficulty assessing this aspect of their functioning

until they had been in therapy for a time and had gained insight into their

problems and behaviour. As they gained insight, these clients may have

become more conscious of their intrapsychic functioning and better able to
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describe it. Although the majority of these clients may, in reality, have made

improvements in the way they were treating themselves, this may not have been

reflected in their introject ratings. Indirect support for the notion that clients may

have difficulty giving accurate ratings of their introject status can be taken from a

study reported by Moseley (1983) in which ratings of the working alliance

predicted client change on a variety of outcome measures but were not

associated with changes in client self-concept. Similar to the current study,

Moseley noted that 4 of the 25 clients in his study showed decreases in self-

esteem over the course of treatment. He speculated that these negative

changes were therapist-induced because the four clients were treated by just two

of the 25 counselors participating in the study. He did not consider an alternative

explanation which maintains that some clients may have had difficulty assessing

their feelings and actions toward themselves until they gained insight into these

aspects of their functioning as a result of their participation in therapy.

Considering the difficulties that clients may have had in rating their

intrapsychic behaviours, it may have been beneficial in this study to use multiple

criteria to identify the type and amount of change that occurred in clients'

introjects over the course of therapy. Such methods were used by Henry et al.

(1990) in the study cited earlier that identified significant differences in the

interpersonal behaviours of therapists and clients in dyads with good and poor

outcomes in the first cohort of the Vanderbilt sample. Similar to the current

study, Henry et al. used clients' at-worst ratings on the INTREX Introject

Questionnaire as the primary outcome measure. Unlike the current study, Henry
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et al. used clients'ATK coefficients and information about the SASB Quadrants

in which clients' at-worst introjects were classified to identify the most- and least-

improved clients in their sample. Also unlike the current investigation, in which

some clients began therapy with relatively positive introjects, the at-worst

introjects at the beginning of therapy for all of the clients in Henry et al.'s sample

were negative. The seven clients who were selected for the most-improved

category had shown improvements of at least 500 points in their ATK coefficients

in the direction of greater self-affiliation. ln addition, the most-improved clients

whose at-worst introjects were categorized in Quadrant ll (labeled "Reject Self,"

which is considered the most pathological state), had shown movement into

Quadrant lll (labeled "Oppress Self') by therapy's end. The seven clients

selected for the least-improved category had shown either no change in their

ATK coefficients or change in the direction of greater self-hostility. The at-worst

introject ratings of this group had also moved from Quadrant lll to Quadrant ll.

Henry et al.'s (1990) methodology differed in other ways from the current

investigation and it is difficult to isolate any one methodological factor that

contributed to the difference in findings between the two studies. Henry et al.'s

selection criteria, for example, resulted in a very small sample that consisted of

two extreme outcome groups. In contrast, the current study included a larger

number of clients with a continuum of outcomes, and this may have diluted the

effects that otherwise may have been observed. The use of such a small

sample was not advisable in this study because it would have precluded several

of the analyses that were central to the research questions under investigation'
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Nevertheless, Henry et al.'s methods may highlight the importance of using more

stringent criteria to identify negative and positive intrapsychic change, and they

may demonstrate that changes in clients' introjects need to be fairly substantial

before their interpersonal correlates in the therapeutic process can be observed.

The Focus of Therapists' Interpretations and Introject Change

Therapists' interpretive interventions were categorized into those that

focused on clients' reactions to the therapist or the therapeutic relationship, and

those that focused more generally on clients' reactions to other people and

situations. In line with psychoanalytic/psychodynamic theory, it was

hypothesízed that the greater emotional immediacy of interpretations that

focused on the therapeutic relationship would render them more effective in

challenging clients' perceptions and bringing about introject change. This

hypothesis was not confirmed, however, neither when the impact of therapists'

interpretations was considered independently, nor when it was considered in the

context of the therapeutic relationship.

The finding that therapists' interpretations of clients' reactions in therapy

did not contribute independently to the prediction of outcome and introject

change coincides in many ways with previous research which has failed to show

a consistent link between therapists'transference interpretations and a variety of

outcome measures (see Henry, strupp, schacht, & Gaston, 1gg4 and piper,

Joyce, Mccallum, & Azim, 1993 for reviews). The ovenrvhelming majority of

studies have shown either that the frequency of therapists' transference

interpretations did not predict outcome at all or that it predicted changes in the
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opposite direction than was hypothesized. Exceptions to these findings have

been reported only rarely (e.9., Malan, 1976; Marziali, 1979), and these studies

have been strongly criticized on methodological grounds. lt is interesting that

even Gaston and Ring (1992), using a precursor to the ITS measure that was

used in the current study, found a significant, independent association between

the object of therapists' interpretations and outcome, but this association was for

interpretations that focused on clients' reactions to individuals outside of therapy,

not to therapists themselves. For the cognitive therapists in Gaston and Ring's

study, the association was positiyr-; however, for the brief dynamic therapists,

the association was negative in direction, indicating that therapisis who offered

more frequent interpretations of clients' reactions to people outside of therapy

obtained less positive results.

ln contrast to the relatively large number of studies that have examined

the independent contribution of therapists' interpretations to outcome, very few, if

any, have considered the impact of therapists' transference and non-

transference interpretations as they interact with the relationship context in which

they are offered. Several studies have examined the coincidental contribution of

transference interpretations and the therapeutic alliance (e.9., Piper et al., 1993;

Piper, Azim, Joyce, & McCallum, 1991) and several have examined the impact

that transference interpretations have on the relationship itself (e.9., Piper et al.,

1991). However, no studies have considered whether relationship factors

actually mediate the impact of therapists' transference and non-transference

interpretations on clients' efforts to change. According to Henry et al. (1994), the
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interpersonal process of therapy or the relationship between therapists and

clients may, in fact, play a crucial role in distinguishing effective from less

effective interpretations. They refer to research which has shown that clients are

more likely to respond defensively to interpretations than to other types of

interventions (e.9., Elliott, James, Reimschuessel, Cislo, & Sach, 1985; Salerno,

Farber, McCullough, Winston, & Trujillo, 1992) and suggest ihat interpretations,

especially when they occur at high levels, may be more likely than oiher

interventions to be perceived by clients as accusatory or critical; that is, in terms

of negative interpersonal process. On the other hand, Henry et al. (1994) also

cite research which has shown that transference interpretations that are followed

by affective responding by patients do relate to positive outcomes (e.9.,

McCullough et al., 1991). They argue that there may be circumstances under

which high levels of transference interpretations are beneficial in helping clients

to explore their interpersonal patterns, such as when therapists and clients have

established a solid relationship with one another and the exploration of this

relationship no longer ovenryhelms clients' capacities to cope. An assumption

that may be implied in this argument is that in the context of a positive

interpersonal process, therapists' interpretive focus on clients' reactions in

therapy may indeed have a more powerful influence on client improvement than

interpretations that are more general in focus and less immediately relevant.

Other authors have suggested similarly that the effectiveness of interpretations

of all kinds relative to other types of intervention may depend on the status of the

therapeutic relationship, and they have similarly emphasized the need to
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consider both of these variables in studying the contributions of therapists'

interventions to outcome (Spiegel & Hill, 1989).

Despite the clear mandate in the therapy literature to incorporate

relationship factors into the study of therapists' interpretive interventions, this

investigation did not demonstrate that the therapeutic relationship mediates the

effectiveness of different types of therapists' interpretations, and it did not

demonstrate that, in the context of positive therapeutic relationships,

interpretations that focus on clients' experiences in therapy are particularly

effective in bringing about change. Several explanations may account for the

nonsignificant findings, including the proposition that therapists' interpretations,

whatever their form, simply do not play a major role in facilitating positive

therapeutic results. Other explanations may point to the same methodological

issues that were discussed earlier as contributing to the lack of significant

interactions that were observed for the therapeutic relationship and therapists'

supportive and interpretive interventions in predicting positive outcomes and

introject change. ln particular, it is again possible that the diflerence in stimulus

materials and therapy segments that were used to assess therapists'

interventions and the therapeutic relationship introduced confounds into the

study that reduced the likelihood of obtaining significant results. The method of

summarizing the SASB ratings of therapists' and clients' behaviours in terms of

the proportion of affiliative behaviours may not have included enough information

to allow significant interactions between these ratings and ratings of therapists'

interpretations to emerge. Finally, it is possible that therapists' interpretations,



186

regardless of their object focus, were assessed too early in therapy to observe

their amel iorative effect.

Other factors that may account for the nonsignificant findings in this study

are suggested in the empirical literature that has examined the association

between interpretive interventions and therapy outcome. With regard to

transference interpretations in particular, this literature indicates that the

association between therapists'transference interpretations and outcome is

complex and, in the words of Henry et al. (1994), it "is a function of numerous

interacting factors" (p. 476). The relationship cor.',.ext in which therapists'

interpretations are offered is one of the more important factors identified in the

literature; however, there are other factors that were not incorporated into this

study that may also play a role.

For example, research indicates that while the overall frequency of

therapists' transference interpretations does not contribute to positive change,

the accuracy or correctness with which therapists' interpretations identify patient

conflicts may be associated with positive therapeutic results (Crits-Cristoph et al.,

1988; Piper et al., 1993). Other research has suggested that certain

characteristics of patients can moderate the effectiveness of therapists'

interpretations, such as patients' enduring capacity to establish loving and

equitable relationships (labeled Quality of Object Relations). This research has

shown that patients who are high in Quality of Object Relations may actually be

less tolerant of frequent transference interpretations made by therapists, possibly

because of their greater interpersonal sensitivity (Piper et al., 1991; Piper,
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McCallum, Azim, & Joyce, 1993). Finally, several researchers have suggested

that clients' overall level of disturbance, the timing with which therapists introduce

their interpretations, and the readiness of the patient to receive them may have

important influences on how effective interpretations are in bringing about

change (Henry et al., 1994, Spiegel & Hill, 1989).

The assessment and identification of the factors listed above was beyond

the resources and scope of the current investigation. Future researchers may

nevertheless choose to focus on these factors more directly and this may help to

illuminate the nature of t¡te current findings and association between therapists'

transference and non-transference interpretations and psychotherapy outcome.

Therapist Age and Client Introject Change

Covariate analyses identified only one variable that was extraneous to the

research purposes but was significantly related to one of the outcome measures.

therapists' age was negatively correlated with clients' residual-change scores on

the INTREX Introject Questionnaire. This meant that clients who reported the

most improvement in their introjects from beginning to end of therapy were more

likely to have been working with younger therapists. lt is difficult to account for

this correlation in the absence of more extensive data describing the therapists

who took part in this study. However, supplemental correlations did indicate that

younger therapists were generally more active than older therapists, and that

within this activity, they offered a higher frequency of supportive interventions,

Neither therapists' rate of participation, nor their level of support correlated with

outcome. The fact that these variables were correlated with therapist age
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nevertheless raises the possibility that younger and older therapists also

behaved differently in other respects and that these differences are what caused

clients to respond differently in therapy. Younger therapists were less

experienced than older therapists and it is likely that they graduated more

recently from their doctoral programs. Therefore it is possible that some aspect

of their training or even differences in attitude that resulted simply out of being

younger members of their respective professions enabled younger therapists to

work with clients in a way that helped them to revise their introject structures.

Exploratory analyses were conducted to determine whether, within the

subset of dyads that were led by the youngest therapists in the Vanderbilt ll

project, therapists' use of supportive and exploratory interventions interacted with

clients' and therapists' affiliation ratings to predict introject change. These

analyses indicated that clients' level of affiliation marginallyl2 predicted change in

their introjects, and that neither therapists' level of affiliation nor any of the

interaction terms yielded significant results. Thus again, even when controlling

for the covariate of therapist age, there was little evidence to support the

ln the exploratory analyses, the set of therapists' and clients' SASB-rated

behaviours contributed marginally to the prediction of introject change at a p-

value equal to .08. In accordance with the procedures outlined above for

conducting regression analyses with protected !-tests, this implied that the p-

value for the contribution of any variable contained in this set could not be

considered less than .08.
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psychodynamic/interpersonal proposition that an appropriate balance between

supportive and challenging interventions is what helps clients' introjects to

improve.

The exploratory findings must be interpreted with caution given the

reduced sample size and coincidental reductions in statistical power. ln addition,

the marginal contribution of clients' affiliation ratings to the prediction of outcome

leaves open the possibility that this finding was observed merely by chance.

Limitations notwithstanding, the exploratory findings support the proposition that

clients are more likely to engage in interpersonal behaviours that are associated

with improvements in their introjects when they are working with younger

therapists. The factors that facilitate these behaviours have not been made

clear. lt is interesting that research on the influence of therapist and client age

on the therapeutic endeavour in general has increasingly found that therapist-

client age similarity, rather than their respective ages considered in isolation, is

positively associated with therapy outcome (Beutler, Machado & Neufeldt, 1994).

ln the current study, however, clients were on average older than therapists

(mean age 42 vs. 36 years) and therefore the younger therapists were actually

further apart from clients in age. This raises the possibility that different factors

are at work in bringing about improvements in clients' introjects than are

responsible for initiating more general aspects of change. For example, it is

possible that, on the one hand, clients prefer therapists who are similar to them

in age because they are more likely to share a similar outlook on life. This may

help clients to feel understood and to feel more satisfied with themselves. At the



190
same time, clients may find differences in outlook embodied by the younger

therapists somewhat appealing and this may challenge clients to engage in a

relationship with their therapists and to incorporate their experiences in the

relationship into their introject structures. lndeed, it is possible that, in the

current study, the age difierence between therapists and clients, rather than

therapists' interpretive interventions, is what provided the challenging force that

interpersonal and psychodynamic theorists argue is necessary for intrapsychic

change to occur. Clearly additional research will be required to investigate this

hypothesis and to consider other factors tlrat may have contributed to this portion

of the study's results.

Therapist Affi liation. Client Adjustment, and Exploratory Interventions

Therapists' and clients' SASB affiliation ratings did not correlate with

therapists' use of supportive and exploratory interventions. This lack of

association between the two measures is consistent with the nonsignificant

correlations that were reported by Gaston and Ring (1992) between ITS ratings

of therapists' technical interventions and the CALpAS-R ratings of the

therapeutic alliance. The lack of significant correlations in this study therefore

helps to demonstrate again that the ITS assesses something other than

relationship factors in the therapeutic process and it helps to confirm the

discriminant validity of the SASB and ITS measures. A surprising finding was

that therapists' level of affiliation did correlate negatively, and quite strongly, with

their use of exploratory interventions that focused on clients' reactions to people

or situations other than the therapist or the therapeutic relationship. This finding
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indicated that therapists who interacted more positively with their clients were

less likely to interpret client behaviours relevant to situations outside of therapy.

In addition, therapists' overall use of exploratory interventions and their use of

exploratory interventions that focused on clients' extra-therapy experiences were

negatively correlated with therapists' ratings of clients' pre-therapy adjustment on

the GAS. Although several explanations can be offered for these findings, many

of them are complicated by inconsistencies in the pattern of correlations. For

example, therapists' exploratory interventions that focused on clients' reactions

in therapy cld not correlate with therapists' level of affiliation or with therapists'

ratings of clients' pre-therapy adjustment.

It is possible that therapists interacted more positively with clients whom

they rated as better adjusted at the beginning of therapy. Clients may have

responded to their therapists' positive interactions by interacting more positively

themselves. Therapists who perceived their clients as engaging in affiliative

behaviour may have seen less of a need to challenge their clients on aspects of

their perceptíons and behaviour and therefore may have offered fewer

interpretations. This explanation is supported by the fact that therapists' extra-

therapy interpretations were correlated with their level of affiliation and with their

ratings of client adjustment prior to beginning therapy. lt is also supported by the

significant correlation that was observed between therapists' and clients' SASB-

rated behaviours. However, the explanation does not account for the lack of

correlation between therapists' level of affiliation and their interpretation of

clients' in-therapy reactions, and raises questions as to why therapists would
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reduce only the number of interpretations that pertained to clients' behaviours

outside of therapy but not their exploration of clients' behaviours in sessions.

This explanation is also not supported by the fact that neither therapists' nor

clients' level of affiliation correlated with therapists' ratings of client adjustment at

the beginning of treatment.

Another explanation posits that the causal association between therapists'

level of affiliation and their Exploratory interventions may have been reversed

and that therapists who focused less on clients' reactions to extra-therapy

situations uncovered lesser amounts of troubling information about the client and

therefore felt freer to interact with clients in a positive way. This explanation is

again plagued by the lack of correlation between therapists' level of affiliation

and therapists'transference interpretations. Therefore it only seems plausible if

one accepts that hearing about clients' presumably worrisome behaviours

outside of therapy would be more troubling to therapists than actually witnessing

and exploring these behaviours as they occur within the therapy session itself.

Finally, it is possible that therapists, working from a psychodynamic

perspective, felt they could be flexible in their use of interpretations that focused

on clients' experiences outside of therapy and allowed this to fluctuate

depending on the client's issues and how well they felt the interaction was going.

On the other hand, the therapists may have been strongly committed to their use

of interpretations that focus on the therapeutic relationship because this is

central to psychodynamic technique. As such, therapists' exploratory focus on

clients' extra-therapy reactions may have varied depending on other aspects of
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the interaction, while therapists'focus on clients' reactions in therapy may have

remained constant throughout the therapeutic endeavour.

The latter explanation is perhaps the most plausible of the three and most

consistent with the overall pattern of correlations, but it is by no means

conclusive. lndeed, the sheer complexity of the correlations in this study makes

it difficult to draw definite conclusions about their implications. For this reason.

further research will be required to clarify the nature of the associations that were

observed between therapists' use of exploratory interventions, their level of

affiliaiion, and their ratings of client adjustment.

One of the primary outcome measures used in this study was created by

combining three individual measures of client functioning: the SCL-SO-R, as

rated by clients, and the GAS, as rated by independent clinicians and by

therapists. Exploratory analyses were conducted to determine whether the

findings in this study would have been different if each of these outcome

measures had been considered separately. Three sets of regression analyses

were conducted with the same predictor variables that were included in the main

analyses and with each of the above-named outcome measures serving as the

criterion variable in one analysis. The results added little to the overall findings

of the study. Similar to the main analyses, clients' level of affiliation predicted

outcome when outcome was assessed in terms of residual-change in clients'

scores on the SCL-90-R and in terms of independent clinicians' ratings of clients'

adjustment on the GAS. In both analyses, the contribution of clients' affiliation
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ratings to outcome was only marginal in significancel3. The only new finding,

which was already discussed above, showed that therapists' level of affiliation

was a marginal, negative predictor of changes in clients' scores on the SCL-9O-

R.

The exploratory analyses did not add greatly to the process variables that

predicted outcome in this study. The analyses did, however, reveal an

interesting pattern pertaining to the perspective from which outcome was

assessed. As was indicated above, aspects of the therapeutic process predicted

outcome when outcome was essJssed from the perspective of clients using the

SCL-90-R, and when it was assessed by independent observers using the GAS.

None of the process variables was related to outcome when outcome was

assessed by therapists using the GAS. This finding may have important

implications for therapists' role in clinical situations, especially when one

considers that therapists normally have a considerable degree of authority in

deciding the type of therapy that clients should receive and when clients are

ready to terminate their treatment. lndeed, the fact that none of the process

13

In both analyses, the set of therapists' and clients' SASB-rated behaviour was

marginal in its contribution to outcome. According to the procedures of the

protected t-test, the contribution to outcome of any variable contained in this set

should also be considered marginal, even if, as in the case of clients' SASB-

scores predicting changes in independent clinicians ratings on the GAS, the p-

value associated with it is .0S or less.
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variables measured in this study predicted change in therapists' ratings of client

adjustment suggests either that the changes therapists observed in clients

resulted out of factors that were not assessed in this study, or that the process

variables were assessed inaccurately, or that therapists' assessments of the

changes that clients made in therapy were themselves subject to bias. With

regard to the first possibility, some researchers have suggested that therapisis

do indeed have a privileged position in the therapeutic endeavour and they may

be privy to information pertaining to therapy process and outcome that is not

available to the outside observer or even to clients themselves (Newman, 1983).

ln the current study, it is possible that the ratings of therapists' interventions

and/or the ratings of therapists' and clients' level of affiliation, because they were

provided by independent observers, did not capture aspects of the therapeutic

process that only therapists could observe and therefore did not relate to the

changes in client functioning that therapists reported as having occurred.

With regard to the second possibility, research on rater bias has shown

that ratings of the therapeutic process made by independent observers are often

influenced as much by the personal characteristics of the raters as they are by

the characteristics of the process that is being rated. For example, studies have

shown that independent observers' assessments of themselves as dominant or

affiliative, their gender, their liking for and perceived similarity with the individuals

they are rating, and their theoretical orientation all have an influence on the

ratings they provide (Mahalik, Hill, O'Grady, & Thompson, 1993; Raue,

Putterman, Goldfried, & Wolitzky, 1995). Thus, it is possible that, in the current
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study, biases associated with the ratings of the therapeutic process that were

provided by independent observers reduced the likelihood that they would relate

to outcomes assessed from a different perspective, including the perspective of

the therapist.

Finally, with regard to the latter explanation, many researchers have

argued that therapists, themselves, are not immune to bias in their perceptions

and that their assessments of outcome may be the least reliable of all (Lambert,

shapiro, & Bergin, 1986). Here, it is argued that therapists, because of their

personal involvement in the therapeutic process and, presumably, because ihey

have a vested interest in viewing the therapy as having been successful, may

provide ratings of outcome that are more positive than would otherwise be

observed. lt is interesting that, in the current study, therapists' ratings of clients

on the GAS showed the highest percentage of clients as having made

improvements over the course of therapy. This is in comparison to the

percentage of clients who showed improvements on independent clinicians'

ratings on the GAS and clients' ratings of themselves on the SCL-9O-R. lt is

possible that therapists' ratings of client improvement on the GAS were

somewhat inflated and therefore were not associated with ratings of other

aspects of the therapeutic process that were made from different perspectives.

The accuracy of therapists' outcome ratings may, in fact, have been a pertinent

issue in the current study because therapists knew they were participating in a

research project and had probably guessed from the video- and audio-taping of

their sessions that their work would be evaluated closely.
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In the end, it is possible that all of the above factors played a role in the

pattern of findings that were obtained in the exploratory analyses, and that,

regardless of the perspective from which outcome was assessed, individual

biases played a role in the ratings that were made. Clients too, may have

provided ratings of outcome on the SCL-9O-R that were influenced by their

participant-observer status in sessions. This tendency may have been reduced

somewhat by the straight-fonryard manner in which items on the SCL-9O-R are

worded and this may account for the fact that process ratings made by

independent observers did predict change in clicnts' pre- and post{herapy

ratings of their symptom status. Nevertheless, the overall pattern of results that

were obtained in this study for the different outcome measures may serve to

underscore what Lambert et al. (1986) identified as the multidimensional nature

of the change that occurs in therapy and the importance of measuring this

change from a variety of different angles. In addition, the fact that the findings

obtained in the main analyses reached statistical significance but the exploratory

findings did not may highlight the advantages of combining correlated outcome

measures obtained from different perspectives into one variable that, ultimately,

contains a range of important information.

Summary of Conclusions and lmplications for Theory and Practice

The conclusions that can be derived from the current study are varied,

and all of them require empirical validation. Taken as a whole, the results seem

to emphasize relationship factors in the therapeutic endeavour, particularly the

level of affiliation in clients' in-session behaviours, over other factors, such as
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therapists' use of supportive and interpretive interventions, as they contribute to

the outcome of therapy. ln addition, the findings are primarily relevant when

outcome is assessed in general terms rather than in terms of specific changes in

cl ients' introject structures.

As indicated above, within the therapeutic relationship, the results of this

study emphasize the client's contribution to the therapeutic interaction, rather

than the therapist's. This aspect of the study's findings is consistent with the

theoretical assumption that, regardless of how affiliative or helpful therapists may

be in their interactiorls'¡rith clients, clients must perceive this affiliation and in

some way receive it before it can have an influence on clients' efforts to change.

The findings also indicate that therapists' and clients' affiliation ratings were

correlated fairly strongly. This is consistent with the principle of complementarity

that is said to operate in all interpersonal interactions, and may suggest that

clients were aware of and to some extent affected by their therapists' behaviour,

even if therapists' affiliation ratings did not directly contribute to the prediction of

outcome. In the end, several methodological issues have also been suggested

to account for the lack of significant findings pertaining to therapists' contribution

to the therapeutic relationship. For example, it is possible that the practice of

summarizing the SASB ratings of therapists' moment-to-moment behaviours in

terms of the overall proportion of affiliative behaviours, rather than the discrete

SASB cluster categories, undermined what may have been a tenuous

association between therapists' behaviours and outcome. In addition, the

manner of assessing outcome merely in terms of changes along the affiliation
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dimension of clients' introjects may not have been stringent enough to allow it to

vary with changes that occurred in therapists' behaviours.

With regard to therapists' use of supportive and interpretive interventions,

the study's findings did not support the psychodynamic/interpersonal hypothesis

that therapists' interventions would interact with the status of the therapeutic

relationship to predict change. Also contrary to traditional psychoanalytic theory,

the findings did not indicate that therapists' use of interpretations that focused

particularly on clients' experience of the therapeutic relationship were more

ef[ective than general interpretations in initiating positive outcomes. Certain

aspects of the current methodology and differences in methodology between the

current study and previous research suggest factors that may account for the

nonsignificant findings. For example, different but overlapping therapy segments

and different stimulus materials (i.e., video-tape versus audio-tape) were used to

assess the therapeutic relationship and therapists' interventions in the present

study. This may have reduced the likelihood that the two variables would

interact. In addition, clients in the current study were more psychologically

disturbed than those in previous studies that obtained more positive results.

Therefore, it is possible that therapists' interventions would have had the effect

predicted by interpersonal and psychodynamic theory if clients had embodied a

different set of characteristics. Previous studies also assessed therapists'

interventions and the therapeutic relationship at several points in therapy, not

just in the third session. lt is possible that therapists' interventions are primarily

important in later stages of therapy, and that this would have become evident if
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additional assessments of the interventions had been made. Finally, the current

and previous studies used measures of the therapeutic relationship that

assessed different dimensions of clients' and therapists' interactions and this

may have added to the discrepant findings that were observed between the two

sets of studies.

The fact that none of the variables entered into the main analyses

predicted changes in clients' introjects suggests that the processes that

contribute to this type of improvement are more complicated than those

suggested in the introduction to this study and in interpersonal/psychodynamic

theory. In keeping with the psychodynamic assumption that some type of loss is

required for introject change to occur, it has been suggested that therapists'

interpretive interventions may represent just one source of loss that clients

experience in therapy, and that other losses also play a role in challenging

clients to change. Furthermore, it has been suggested that several losses may

work together to have a cumulative effect on the changes clients make in how

they interact with themselves. Exploratory analyses in the current study showed

that clients who were working with younger therapists were more affiliative in

their interactions and that this was associated with improvements in clients'

introjects. lt is difficult to specify exactly what, if anything, enabled younger

therapists to work with clients in a way that facilitated more friendly client

interactions and intrapsychic change. However, one possibility is that clients

found the differences in outlook embodied by their younger therapists more

appealing, and at the same time, challenging, and that this combination provided
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the necessary conditions for their introjects to change. Whatever the factors that

account for this finding, it may be necessary to expand

psychodynamic/interpersonal theory to include specific therapist characteristics

as contributing to clients' intrapsychic change.

A final issue that was discussed was the possibility that, especially at the

beginning of therapy, clients may have had difficulty understanding the introject

concept and this may have interfered with the reliability and validity of their

introject-at-worst ratings. Again, it was suggested that more stringent criteria for

identifying improvements in clients' intiojects that are derived from multiple

sources may have ensured more accurate ratings and yielded a different pattern

of results.

Despite many unanswered questions, the findings of the current

investigation have several implications for the practice of psychotherapy. For

example, the emphasis on the client can serve as a reminder to therapists that

the client is key to the success of the overall endeavour and can help to motivate

therapists to monitor closely their clients' reactions to therapists' interventions

and the interpersonal climate of the relationship as a whole. This may be

especially important in situations where clients' reactions are different from those

of therapists' and/or deviate from what would be expected from an objective

point of view. ln line with the recommendations of interpersonal theory, the

findings may also encourage therapists to discuss openly with clients their

feelings about the therapeutic relationship and clients' perceptions of their

progress. Although therapists' interpersonal behaviours did not contribute



202

directly to the outcome of therapy, the relatively strong correlation between

therapists'and clients' affiliation ratings may help to remind therapists that clients

are aware of their therapists' behaviours and that their impact on clients'

experiences and responses in therapy may be quite strong.

The possibility was discussed that therapists' interventions may have had

a greater impact on the outcome of therapy if they had been assessed at a later

point in treatment. This being the case, the study's findings may help to remind

therapists that their focus in early sessions should be to build the therapeutic

relationsh,p arnd that interpretive interventions in particular become important

later on. This may be especially important when therapists are working with

more severely disturbed clients such as those who have been diagnosed with

character disorders and have difficulty relating to others. ln addition, the current

study, when considered in the context of previous research, may help to remind

therapists that, contrary to traditional psychoanalytic theory, frequent

interpretations of clients' reactions to the therapeutic relationship, especially

when they are offered without regard for accuracy or client's readiness to receive

them, do not have a beneficial effect and may even cause harm.

Finally, although the study's hypotheses regarding the impact of

therapists' supportive and interpretive interventions on clients' introject structures

were not confirmed, therapists may still benefit from considering the theoretical

assumptions upon which the study was based. For example, therapists may do

well to consider the variety of losses that their clients potentially experience in

therapy and to consider that even when the relationship is going well, these
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losses may play a role in the progress clients make during sessions. lndeed,

therapists may benefit from considering that even differences in personal

characteristics (e.9., age) may contribute to feelings of loss in clients and that, if

they are handled correctly, these losses can help motivate clients to initiate

introject change.

Methodological Limitations of the Study

A primary strength of the current study is that it was based on a sample of

experienced therapists working with a clinically representative sample of clients.

ln comparison to investigations that have examined aspects of the therapeutic

process and outcome using an analogue design or student therapists working

out of university clinics, the study is in a better position to generalize its findings

to real-life therapy situations. At the same time, it is important to point out that

the external validity of the study is limited by the fact that the majority of clients

and all of the therapists included in the Vanderbilt ll sample were Caucasian and

by the fact that the client sample was predominantly female and quite well-

educated. The fact that clients who were relatively symptom-free or who were

severely disturbed were not included in the Vanderbilt ll project and the fact that

therapy was limited to 25 sessions also precludes generalizing the findings to

longer{erm interventions and to treatments for clients who are more or less

disturbed. Finally, it will be recalled that the clients in the Vanderbilt ll project

were volunteers who were recruited through a local newspaper to take part in a

research project. lt is conceivable that these clients differed from clients who are

mandated to treatment or who would refuse to have their sessions recorded for
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research purposes or to complete multiple questionnaires.

Another aspect of the study's methodology that should be considered is

the self-report method by which several of the outcome measures were obtained.

For example, the potential difficulties associated with asking clients to report on a

fairly sophisticated psychological concept such as the introject have already

been discussed. In addition, it has been suggested that systematic biases that

are unrelated to clients' actual status on the outcome measures may have

influenced the ratings that were provided, particularly by therapists and clients

because of their participant-observer status in the therapeuiic endeavour. The

possibility also exisis that independent clinicians' ratings were subject to biases

of their own and that their evaluations of clients' adjustment at the beginning and

end of therapy did not take into account information that was only available to

the therapy participants themselves. In general, it seems that an ideal, ihough

expensive, way of assessing outcome, not to mention aspects of the therapeutic

process, would have been to obtain measures of the same variables from a

variety of perspectives and using a variety of instruments. To some extent this

was accomplished on a smaller scale in the current study by combining

therapists' and independent clinicians' ratings of client adjustment and clients'

ratings of their symptomatology into one outcome variable. Future research may

do well to consider other ways that various rating perspectives can be taken into

account.

Finally, the study used a quasi-experimental design. Although clients'

outcome ratings were obtained before and after therapy sessions were
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completed, the fact that none of the process variables was manipulated directly

and that a placebo control group of clients was not available for comparison

precludes any conclusions about causal relationships between the interpersonal

process of therapy, therapists' manner of intervening, and the outcome of the

therapeutic endeavour.

Directions for Future Research

Numerous recommendations for future research follow from the current

study. To begin, it seems important for the study to be repeated using a different

method of summarizing the SAiB data. Researchers with the Vanderbilt

Psychotherapy Research Project may, in fact, choose to re-examine the

interaction between the therapeutic relationship and therapists' interventions by

including SASB cluster-data, rather than proportion scores of affiliative versus

disaffiliative interactions, in analyses. Although issues of statistical power would

become relevant as the number of variables increased, this type of analysis

would take advantage of the greater amount of information that is available in the

cluster data, including information about therapists' and clients' relative

interdependence. lt would also provide more detailed descriptions of the types

of therapist and client behaviours that facilitate the effectiveness of therapists'

interventions. Prior to conducting such an investigation, the Vanderbilt

researchers may also wish to examine the extent to which SASB ratings based

on 1S-minute segments of therapy sessions generalize to entire sessions, and

the extent to which ITS ratings based on video{apes correspond with the same

ratings made with audio-tapes.
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The potential problems that may have been associated with using self-

report questionnaires to assess the pre- and post-therapy status of clients'

introjects also call for researchers to develop alternative or additional methods of

evaluating this aspect of client functioning. Prior to completing questionnaires in

a study clients may in fact benefit from some type of training on how to access

their intrapsychic behaviours and how to describe them in accurate terms.

Researchers may also consider using in vivo methods to assess clients' status

on the introject variable; for example, by asking clients to perform a challenging

tasli and then to report on the self-talk they engaged in as they completed it.

Although it is difficult to identify strictly behavioural methods of assessing an

intrapsychic event, researchers may consider exploring behavioural correlates or

even other thought processes that signify introject change.

Given the possibility that therapists' interpretations are not the only source

of loss that clients experience in therapy, future research may also endeavor to

identify other losses that affect client functioning and are associated with introject

change. This research may begin with a qualitative survey of iherapeutic events

that are disappointing for clients and then proceed to identify more specifically

the disappointments and losses that are associated with introject change.

lndeed, a qualitative study on clients' perceptions of the factors and processes

that facilitate changes in their introjects may add considerably to current

understandings of the concept.

The issue of timing has also been suggested as a potential factor

influencing the effectiveness of therapists' interventions. lt may therefore be
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useful for researchers to conduct a similar study to this one that nevertheless

includes ratings of therapists' interventions and ratings of the relationship from

later portions of therapy. In fact, a time-series design characterized by repeated

assessments of the therapeutic relationship, therapists' interventions, and clients'

status on the introject, may provide valuable insight into the circumstances under

which therapists' interventions are most effective in bringing about introject

change and other processes that lead up to this change. tn accordance with the

recommendations put fonvard by Greenberg (1986) and Marmar (1g90), a time-

series design which includes measures of more immediate in-session and

between-session change events, such as changes in clients' depth of

experiencing and vocal quaility, or within-session resolution of conflicts and

mastery of problems, may be particularly useful in clarifying the factors and

processes that ulitmately lead to more global improvements in clients,

intrapsychic function ing.

Finally, research in the area of client introject change would benefit from

replications of this study based on a more diverse sample of clients and

therapists. In particular, it may be useful to examine the interaction of therapists'

interventions and the therapeutic relationship in the context of treatments that

extend over a longer term and involve clients from more diverse socio-economic

and ethnic backgrounds, and who represent a better mix between women and

men. In addition, it may be worthwhile to examine the factors that facilitate

introject change among clients with different psychiatric diagnoses. lt is

conceivable, for example, that clients diagnosed with a paranoid personality
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disorder would require different techniques even just to establish a therapeutic

relationship than clients without this personality disorder who are experiencing a

major depression. The former group of clients may also be much more sensitive

to losses in the relationship once it is established than those in the latter group,

and therapists may need to adjust their interventions accordingly. Along these

lines, several studies have recently demonstrated that clients' responses to

supportive and interpretive forms of therapy depend to some extent on their

personal characteristics, including their motivation for therapy (Horowitz, Marmar,

Weiss, DeWitt & Rosenbaum, 1984), the quality r.¡i their object relations

(Horowitz et al., 1984; Piper, Joyce, McCallum & Azim, 1998), and their overall

level of dysfunction (Jones, Cumming, & Horowitz, 1988; Wallerstein, 1g8g).

Future research examining the role of supportive and interpretive interventions in

facilitating changes in clients' intrapsychic functioning may do well to incorporate

some of these variables as potential mediating factors.

In conclusion, the current study leaves open a number of possibilities for

future research and raises many questions about the processes that facilitate

intrapsychic change in clients. The nonsignificant findings in the study are

disappointing but nevertheless point to several methodological issues that need

to be considered when conducting research in this area. The significant findings

in the study are in many ways reminiscent of previous research which has

demonsirated the importance of the therapeutic relationship as it contributes to

therapy outcome, and may help to further emphasize therapists' appreciation for

the bond that they establish with clients. Together, the findings of the study
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suggest thai the processes that contribute to intrapsychic change in clients are

indeed very complex and that the interactive influence of the therapeutic

relationship and different therapist interventions on clients' introject structures, if

it exists, is not easily understood. In this way, the findings present a

considerable challenge to researchers to further clarify this influence and to

explore other processes and variables, however subtle, that help clients to

change this basic and important aspeci of their relationships with themselves.
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Appendix A

Symptom Check List 90 - Revised
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SIDE 1

INSTRUCTIONS:

Below is a fist of problems people sometimes have.
Please read each one c¿refullv, and circle the number to
the right that best descríbes HOW MUCH THAT PROB-
LEM HAS DISTRESSED OR BOTHERED YOU DUR-
ING THE PAST 7 DAYS INCLUDING TODAY. Circle
only one number for each problem and do not skip any
hems. lf you change your mind. 6mse your firl mark
ærefully. Read the example below before beginning.
and if you have any questions please ask about them.

NAME:

LOCATION:

EDUCAT¡ON

MAR ITAL STATUS: MAR ---J€P.-rrv-wt o--_J tNG _

ffi lì-l;*],[;l
tT-t t-f_rl n-r]-] t!
v¡stf NUMaÊR:

EXAMPLE

HOW MUCH WERE
YOU DISTRESSEO BY

HOW MUCH WEHE YOU DTSTRESSED BY:

1.

o-
1

8.
J.

1n
11.
1)
13.
14.
| Ð_

I o.

| õ.
I J.

20.
21 .

22-
23.

25.
¿o.
27.
2R

29. Feeling lonely
30. Feeling blue
31. Worrying too much about things
32. Feeling no inrerest in things
33. Feelíng fearful
34. Your feelings being easily hurt
35. Other people being aware of your private thoughts

Headaches
Neruousness or shakiness inside
Repeated unpleasant thoughts that won't leave your mind
Faintness or dizziness
Loss of sexual interest or pleasure
Feeling critical of others
The idea that someone else can control your
Feeling others are to blame for most ol your
Trouble remembering things
Worried about sloppiness or carelessness
Feeling easíly annoyed or irritated
Pains in hean or chet
Feeling afraid in open spaces or on the streets
Feeling low in energy or slowed down
Thoughts of ending your life
Hearing voices that other people do n
Trembling

Poor appetite

Suddenly scared for no reason

Blaming yourself for things
Pains in lower back
Feefing blocked in gerting things done

1

b

I
I

11
1)
¡J

15
¡o
17
18
lq

20
21
)1

23

26
27

29
30
3-l
J¿

J5

o

o

o

o

o

o

o

o

o
'o

o

o
n

o

o

o

o

o

o

0

0

o

o

o

0

o

0

,l

I

1

I

f

1

1

,l

I

I

1

I

I

I

1

I

1

ì

I

1

1

I

I

1

I

1

I

I

1

I

1

I

l

l

I

1

7

2

2

a

2

)
2

)
2

7

2

7

2

2

2

2

2

t

7

)
)
2

2

2

2

2

2

2

2

z

2

2

2

J

3

3

1

J

?

?

I

1

J

3

3

J

I

3

3

3

3

Copyright 6r 1975 by Leonard R. Derogatis, ph.D Please continue on the f ollowing p¿ge Þ
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HOW MUCH WERE YOU DTSTRESSED 8Y:

Jt.

5ö.
?a
40.

43.
44.
45.
46.
47.

49.
5U-
51.
É,t

53.
54.

56.
57,
Ãe

5J-
60.
61.
ó¿.
63.
o+.
65.
oo-
67.
58.
69.

Feeling others do not understand you or are unsympathetic
Feeling that people are unfriendly or dislike you
Having to do things very slowly to insure correctness
Heartpoundingorracing .':-. 

-, ;.....'

Na usea or upset slomach
Feeling inferior to others
Soreness of your muscles
Feeling that you are watched or lalked about by others
Trouble fallíng asleep
Having to check and double-check whatyou do
Diff iculty making decisions
Fee|ingafraidtotrave|onbuses.subways.ortrains
Trouble gening your breath
Hot or cof d spells . . . :: '

Having to avoid cerrain th¡n9s, places, òr activiiies because they frighten you
Yourmind going blank
Numbnessortingfing in partsof yourbody
A lump in your throat
Feeling hopeless about the f uture
Trouble concentrat¡ng
Feeling weak in parts of your body
Feefing tense orkeyed up
Heavy feelings in your arms or f egs
Thoughts of death or dying
Overeating
Feeling uneasywhen people are watching orlalking aboutyou
Having thoughts that are not your own
Having urgesto beat, injure, orharm someone
Awakening in the early morning
Havíng to repeat the same actions such as
Sleep.that is restless or disturbed
Having urges to break or smash thíngs
Having ídeas or beliefs that others do not Ëhare

Feeling ever¡hing is an effort
S pells of terror or panic
Feeling uncomfortable about eating drinking in public
Geníng into freguent arguments
Feeling nervous when left alone

54
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bU
61
R)

o5
o4
o5
bb
at
oõ
69
70

JÞ
5t
Jõ

40
41

45
46

48
49
Ã^
51
a¿

70.
71.
72.
t5.
74.
75.
76.

7A.
79.
80.
81.
42.
a?

Feelings of wonhlessness .':

The feelíng that something bad is going to ha ppen to you
Shouting or rhrowing things
Feeling af raid you will faint in public
Feef ing that people will take advantage of you if you let therir

71
72
73

75
to
77
tô

79
80
õ¡
82
a?
84
85
86
a7

89

84. Having thoughts about sex that botheryou a lot
85. Theideathatyoushould bepuníshedforyoursíns
86. Thoughtsand images of a frightening nature
87. The idea rhat something serious is wrong with your body
88. Neverfeeling close to another person
89. Feelíngsofguilt
9O. The idea that somerhing is wrong with your mind

Others not giving you properìÞ{t f or
Feeling lonely even when you are
Feeling so Íestless you couldn't sit stitl

o

0
o

0

o

o

0

0

0

o

.0
0

0

o

o
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0

0

o

o

ô

0
n

o

I

I
1

1

t
I
1

¡

I
'|

I
I
I

t
:
1

I
I

-t.
I

-t

T

l
1

I
I
'|

1

I
1

1

I

1

I

1

1

1

,|

1

I
I
I

I
I
I
I

I
1

I

1

1

a

1

1

2

)

a

4

Copyrightgl9T5 by Leonard R- Derogatis, ph. D.



230

Appendix B

Global Assessment Scale

Rate the subject's lowest level of functioning in the last week by selecting the
lowest range which describes his functioning on a hypothetical continuum of
mental health-illness. For example, a subject whose "behavior is considerably
influenced by delusions" (range 21-3O) should be given a rating in that range
even though he has "major impairment in several areas" (range 31-40). Use
intermediary levels when appropriate (e.9., 35, 58, 63). Rate actual functioning
independent of whether or not subject is receiving and may be helped by
medication or some other form of treatment.

100

I

91

90

No symptoms, superior fu in a wide range of
activities, life's probl seem\ get out of hand,
is sought out by because of his and integrity.

81

80

I

71

be present but no more than slight impairment in

functioþing, s of "everyday" worries and problems that
sometiþes g hand.

70 Somg mþ symptoms (eg, depressive mood and mild insomnia) OR some
difficù(ty i\ several areas of functioning, but generally functioning pretty
well, h\s\me meaningful interpersonal relationships and most untrained
people wòrJld not consider him "sick."

60 Moderate symptoms OR generally functioning with some difficulty (eg, few
friends and flat affect, depressed mood, and pathological self-doubt,
euphoric mood and pressure of speech, moderately severe antisocial 51

behavior).

Any serious symptomatology or impairment in functioning that
most clinicians would think obviously requires treatment or attention
(eg., suicidal preoccupation or gesture, severe obsessional rituals,
frequent anxiety attacks, serious antisocial behavior, compulsive
drinking).

61

50

41
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40

20 Needs

mrn

Major impairment in several areas, such as work, family
relations, judgment, thinking, or mood (eg, depressed woman
avoids friends, neglects family, unable to do housework), OR
some impairment in reality testing or communication (eg,

31

30

21

11

speech is at times obsggre, ¡llngQal, or irrelevant), OR
single, serious suicidQ attempt. \\t
Unable to function in alqnost all areps (eg, stays in bed all
day), OR behaviqr is coçiderably'influenced by other
delusions or hall\ination\OR lerious impairment in
communication (eg\ometirìçl incohereni and unresponsive) or
judgment (eg, acts gNssly inaþpropriately).

10

I

1

hygien (eg, repeated suicide attempts,
violent, ic excitement, smears feces), OR
rment communication (eg, largely incoherent or

ision for several days to prevent
self or others, or makes no attempt to maintain

onal hygiene.
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Appendix C
INTREX lntroject Questionnaire



¿ó,5

l_t¡xG

IfllDRÐ(foroá. Copyright 1995, Uuiversity of Ut¡.h

Picasc usc the ¡¡swcr shect Esrkcd/ e¡d ind.icate hoc/ w€ll eE¡h question
dcscribcs YOUR.SEI¡ AT y0ttR WORST.
Use the sc¿le which appcars ar the top of the a¡s¡¡cr shcet.

1. I uegicct nnclf, doa-,t try ro devdop good skills, ways of bcing.
2- Bccaus: I wrnt rc hdp mysctf, I tryto r¡¡n¡e our wb¡¡ is realtyioi¡g on within me.
3. I!Íe&d of ¡rtti¡s s¡¡',nd to doing wb¡t I realty nced ro do foi ñrctf, I la mrrscf go

and just daydrcen.
a. I j61la important pcrsonal trr8ftcrs, choices, thoughts, issues stip by without panng

much a¡teation.
5. Kaowing both my fluJts 

"od 
sr¡oug poi¡rq, I comJort¡bly lct mysetf bc ..8s is,'.

6. I lst mysclf feel gJ8d abûuß aad plcascd with myself just as I am.

7. I accuse a¡d bl¡me mpdf 
'atit 

I fecr guilry, b¡d a¡d asúa-"d.
8. I praaice a¡d work on devdoping worthwhile st¡ts. çåvsãf U

10. I naturally and easily provide for, uurture rsd take caire
I l. I aryrily and harshly reject mlrctf as worthlcss,
12. I ie¡ore ¡nd don't bothcr ro how my real af{.'

what hqppcas ¿.1 me to fa¡c.

t3. I like mysclf vcry much, ¡¡d fecl vcry
14. I vcry carefully watch, hold back asd
15. I have the h¡bi1 of kecpiag vcry ti¡ùt
16.I la mysclf nurder, HIl, dcscoya:rd
17. I ¡ca¡ away ¡r and copty ¡ol¡sctf by
18. I gcntly and warmlystrokeald app

19. I tecp an elr ou mysclf to be
20.1t¡y very hard to -"kcm'ysel

I b¡vea chqncÊ ro be with E)ìrclf.

mysclf to ssrhing.
mysdf.

mysclf for jr¡stbcing me.

wha¡ should rnd ougùt to be donc.

by my own deepcst iiner fcclings.
grÊaûy, I la my owu si.Þness a¡d injr¡ry go

p Tt -I follow the rigbt standa¡ds and ¡'n propcr.
't¿ke i¡ out" on mysclf.

21. I comforrably la
22.Even when h mea¡s

unancoded.
23. I put all kinds of
24. I banhjy punicþ, torture

fH
and
trtlT

i¡to

31. I undcrsta¡d -d Sl m¡sclf just ¡s I ¡m. I fcel rclid, ..togethcf,,,. - -

32- Mtbour concÊrn, I ju¡É let myscrf bc free to tu:¡ inro.wh"i""o r c/iu.
11- I * reckless; I carelessly la 'ryself eod up in sclf-desruaive situatious. .

1' I rttp mpclf open to.Pnnêf¡g with pcópl., pt"* *-tli"er *hicb*"ota u" 
"."y 

good for mc.35. I put mysdf dowu, tdl mpclf rhar [ ¡¡ys áo*'"'y."ytliog ñng snd that othcrs ái
do bcrrc¡.

36. I thinlr up says to hun and dcsaoy mysdf. I am my own worst en¡ñj.
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Su DJcct

Use this answer sheet (o tate:

Plcase use pencil and completely fill in the circle which describes your views

NEVER
NOT AT ALL

ALWAYS
PERFECTLY

L-isc this scale:

0 l0 20 30 40 50 60 70 80 90 r00

A raring of lcss than 50 indicates "false"; a rating of 50 or more indicates "true"

' For questions I ro l6 ra(e HIM or HER.

1. @@o@@l@@@@@@

2. @@@@@l@@@@@@

3. @@@@@l@@o@@@

4. o@@@@l@@@@@@

5.

7.
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22.

24.

¿o-

27.

28.

1n

t Q)(9

@@@@@
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(U L9 LÐ (9 (9

@@@@@@
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@@@@@ö.

10.

11.

1)
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16.
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Appendix D
Contract for ITS Raters

lnvestigator: Wiebke Peschken
Supervised by: Dr. David Martin

Professor of Psychology
Director of the Psychological Service Centre
University of Manitoba

Your work in the study entitled, "lnterpersonal process, therapists' supportive and
interpretive interventions, and intrapsychic change in psychodynamic therapy"
will involve rating 28 audio-taped therapy sessions according to the lnventory of
Therapeutic Strategies (lTS). You will be expected to attend several training
sessions prior to beginning the actual rating and you will be expected to adhere
closely to the procedures described during this training period. You will be paid

$1000 for your work.

The ITS training sessions will be held at the Psychological Service Centre,
University of Manitoba. You will not be permitted to remove the tapes or
transcripts used during training from the Psychological Service Centre.

Once training is completed, you will be required to complete the main ratings for
the study at the Department of Psychology in the research room specified by
Wiebke Peschken. You will not be permitted to take the audiotapes or
transcripts of the sessions outside of that room at any time during or after your
involvement in the study. You will also not be permitted to allow anyone into the
room who is not directly involved in the study.

In the event that you should recognize or have been or become personally
acquainted with one or more of the clients in the training tapes, or with one or
more of the therapists and clients in the tapes to be rated for the main analyses,
you will be required to stop the tape and notify the researchers immediately. At
this time, you will either be re-assigned a different set of tapes or you will be
relieved of your rating duties.

To protect the confidentiality of the therapists and clients in the training tapes
and the tapes used in the main analyses of the study, you will not be permitted to
divulge any identifying information (e.9., names, occupations, physical
characteristics) to anyone other than the researchers cited above. You will also
be required to refrain from discussing the contents of the tapes with anyone
other than the researchers or research assistants involved in the study.
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ITS Rating Contract (continued)

I have read and understood the above. I will abide by the guidelines outlined in
this document during the time that I am carrying out my rating duties in the study
entitled "lnterpersonal process, therapists' supportive and interpretive
interventions, and intrapsychic change in psychodynamic psychotherapy" and
after these duties are completed. I have received a copy of this contract.

(print name)

(signature) (date)

(researcher) (date)
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Appendix E

Inventory of Therapeutic Strategies Rating Sheet

Rater lnitials:

SUPPORT
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APPENDIX F

TableT

Means and Analyses of Variance for Criterion Variables as a Function of

Theraoist or Client Gender

Therapist Gender Client Gender

Criterion
Variable Male Female Male Female F

TNTREX -1 11.00

Combined .18
Outcome

150.96

-.17

3.03 ns

.30 ns

-16.90 4.78

-.21 .11

.01 ns

.18 ns

Note. df=1, 59 for analyses on INTREX; df= 1, 56 for analyses on Combined
Outcome; INTREX= Residual-change scores on INTREX lntroject Quesiionnaire;
Combined Outcome= Residual-change scores on SCL-9O-R and GAS ratings
combined.

Table 8

Means and Analyses of Variance for Criterion Variables as a

Function of Client Marital Status

Client Marital Status

Criterion
Variable

Single Married Separated Divorced Widowed

INTREX

Combined
Outcome

-41.80 40.56

.1 I .26

-109.31

1.28

-456.63

.25

.74 ns

.44 ns

78.02

-.55

Note. df= 4,59 for analyses on INTREX; df= 4,56 for analyses on
Combined Outcome variable; INTREX= Residual-change scores on INTREX
Introject Questionnaire; Combined Outcome= Residual-change scores on SCL-
90-R and GAS ratings combined.
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Table 9

Means and Analyses of Variance for Criterion Variables as a Function of Dyad

Composition

Dyad
Composition

Criterion Female Male OPPosite
Variable Sex E B

INTREX 148.66 -403.82 -19.57 1.54 ns

Combined .44 1.86 -.30 1.80 ns
Outcome

Note. df=2,59 for analyses on INTREX; df= 2,56 for analyses on Combined
Outcome; INTREX= Residual-change scores on INTREX Introject Questionnaire;
Combined Outcome= Residual-change scores on SCL-90-R and GAS ratings
combined.

Table 10

Means and Analyses of Variance for Criterion Variables as a Function of

Theraoist Professional Affi I iation

Therapist Affiliation

Criterion Psychiatrist Psychologist
Variable E p

INTREX 50.8'1 -45.90 .4O ns

Combined .21 -.10 .22 ns
Outcome

Note. df=1,59 for analyses on INTREX; df= 1,56 for analyses on Combined
Outcome variable; INTREX= Residual-change scores on INTREX lntroject
Questionnaire; Combined Outcome= Residual-change scores on SCL-90-R and
GAS ratings combined.
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Table 11

Means and Analyses of Variance for Criterion Variables as a

Function of Vanderbilt Cohort

Vanderbilt Cohort

Criterion Pre- Post-Training
Variable Training in in TLDP E p

I-LDP

INTREX 2710 -30.0'1 .14 ns

Combined .52 -.51 2.66 ns
Outcome

Note. df=1, 59 for analyses on INTREX; df=1,56 for analyses on Combined
Outcome variable; INTREX= Residual-change scores on INTREX Introject
Questionnaire; Combined Outcome= Residual-change scores on SCL-90-R and
GAS ratings combined.

Table 12

Means and Analyses of Variance for Criterion Variables as a Function of Client

Education

Client Education

Criterion 6tn High 2yr 4yr Some Master's Doctorate
Variable Grade School College College Grad Degree E p

Degree School

INTREX 175.73 87.77 -54.32 -115.17 22.34 -263.34 't73.43 .34 ns

Term -1.77 -.72 -.41 -.06 .84 -.08 1.9S 1.34 ns

Note. df= 6,59 for analyses on INTREX; df=6,56 for analyses on Combined
outcome variable; INTREX= Residual-change scores on INTREX Introject
Questionnaire; Combined Outcome= Residual-change scores on SCL-9O-R and
GAS ratings combined.
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Table 13

Means and Analyses of Variance for Criterion Variables as a Function of

Differences between Individual Therapists

Therapist INTREX Combined
Outcome

1

2

3

4

5

6

7

I
I
10

11

12

13

14

15

16

E

p

-510.18 -1.10

-189.42 .48

89.45 3.06

-311.26 -1.23

9.02 .72

83.17 .74

-57.87 -1.71

155.97 .28

-295.71 .34

1010.94 210

-69.73 1.23

-136.77 -.20

647.25 -1.36

-46.83 .30

305.24 -.69

-158.57 -1 .74

1.35 1.16

Note. df=15, 43 for analyses on INTREX; df=1 5, 40 for analyses on Combined
Outcome; INTREX= Residual-change scores on INTREX lntroject Questionnaire;
Combined Outcome= Residual-change scores on SCL-9O-R and GAS ratings
combined.
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Table 14

Means and Analyses of Variance for SASB ratings of Therapists' and Clients'

Level of Affiliation as a Function of Vanderbilt Cohort

Vanderbilt Cohort

Pre- Post-Training
Training in in TLDP E p
TLDP

SASB-C .96 .95 .10 ns
(03) (.03)

SASB-T .95 .96 .69 ns
( 05) ( 0e)

Note. df=1, 59; 0= Standard Deviation; SASB= Affiliation Ratings on the
Structural Analysis of Social Behavior Scale; -C= scale pertaining to client; -T=
scale pertaining to therapist.

Table 15

Means and Analyses of Variance for Frequency of Supportive and Exploratory

lnterventions as a Function of Vanderbilt Cohort

Vanderbilt Cohort

Pre- Post-Training
Training in in TLDP E p
TLDP

Frequency of 171.71 207.14 .14 ns
Supportive (93.25) (88.16)
Interventions

Frequency of 4.87 12.42 13.17 < .001
Exploratory (5.86) (9 82)
Interventions

Note. df=1, 59; 0= Standard Deviation.
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Table 16

Means and Analyses of Variance for the Object of Therapists' Exploratory

Interventions as a Function of Vanderbilt Cohort

Vanderbilt Cohort

Pre- Post-Training
Training in in TLDP E p
TLDP

Frequency of 1.58 8.61 19.47 < .001
Exploratory (2,50) (8.47)
lnterventions
with Therapist
as Object

Frequency of 3.29 4.18 .41 ns
Exploratory (5.68) (4.95)
lnterventions
with Other
Object

Note. df=1, 59; 0= Standard Deviation.




