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A miltivariate examination of episodes of patient-therapist
interaction from short-term, psychodynamic, individual psychotherapy was
conducted. Episcdes were characterized by the therapist’s provision of a
dynamic interpretation. Interpretations had been independently identified
through the use of a reliable system for differentiating types of
therapist interventions. The first minute of the patient’s response had
also been independently rated on a dimension of "nonwork-work". A total
of 1081 episodes was obtained from 60 campleted cases of short-term
therapy. A comprehensive battery of rating measures was applied to
patient material both prior (the precondition) and subsequent (the
response) to the target interpretation. Data on patient characteristics,
the therapy alliance, session cutcome, and therapy outcame were also
available fram the controlled, clinical trial of short-term psychotherapy
involved in derivation of the episode sample. A patient characteristic of
particular interest was based on an interview measure of the patient’s
quality of cbject relationships. Initial analyses examined therapist
behaviors and patient precondition process in "nonwork" versus "work"
episodes, as well as the dimensions underlying patient response to
interpretation. Following identification of response dimensions,
subsequent analyses examined the prediction of patient response and the
relationships between response dimensions and indices of session/therapy
outcome. The form of the interpretation was not found to differ between
"norwork" and "work® episodes. In general, therapists were found to be
less active during "work" episodes, making less frequent use of the

specific categories of question, clarification, and confrontation.



Patient precordition process associated with "work" in the response was
characterized by a subjective focus that was integrated across channels of
the patient’s commnication. The patient’s response to interpretation was
found to vary on twelve imdeperdent dimensions;: this miultidimensional view
of the response accorded well with the clinical literature.
Characteristics of the interpretation and the patient proved to be the
most powerful predictors of response to interpretation. In particular,
the therapist’s "accurate" identification of transference pattemns was
fourd to be directly associated with a more active patient engagement
during the response segment. Analyses of the relationships between
patient response dimensions and outcome indices highlighted a possible
differential response to psychotherapy mediated by the patient’s quality
of cbject relationships. Results are addressed from the perspective of a
ngeneric model” of the psychotherapy process. Clinical implications of
the findings are also considered.
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GLOSSARY OF TERMS

Correspondence - The degree to which the content of the therapist’s
interpretation matches the content of the therapist’s initial
formilation of the patient’s dynamic conflict. Correspondence was
assessed both for references to dynamic camponents and cbject
relaticnships, and was held to represent interpretation "“accuracy*.

Dynamic_Camponent — Defined as one part of a patient’s conflict which
exerts an internal force on some other z@:@:ﬁ of the patient. Dynamic
components as assessed by the TIRS i wieny, anxiety, defense, and
dynamic expression. Dynamic expressioci:: aze hivwe patient affects,
cognitions, and behaviors that irrt:ernally infiusnce the patient.

- Experiencing Scale rating.

Interpretation - The TIRS places each therapist intervention (speaking
turn) into one of 10 categories. A therapist intervention which
addresses one or more dynamic camponents is defined as an
interpretation (TIRS categories 7-10).

ECRS ~ Patient Content Reference System.
PRI - Patient Response to Interpretation Scale.

OOR - Quality of abject relations is defined as an individual’s endurirg
tendency to establish certain kinds of relationships with others.
Assessment of this personality characteristic involves an unstructured
clinical interview conducted in two l-hour sessions held a week
apart. '.[hepatlem:’soverallQORscorerangaﬁ from 1-9 and can be
employed as a continuous variable in data analyses.

“"Readiness" - A patient state evident prior to the therapist’s provision
of an interpretation that is associated with patient “work" in the
response to interpretation. In the present study, "readiness" refers
to a camposite variable derived from a discriminant function analysis
of precondition segment process measures. The composite represented a
behavioral index of "readiness" and defined an integrated orientation
to subjective processes.

SDR - Speech Disturbance Ratio.

STI - Short-term, dynamically-oriented individual psychotherapy.

TIRS - Therapist Intervention Rating System.

VRM - Verbal Response Mode categories.

VO - Vocal Quality categories.

Mdork" - The patient’s response to interpretation was rated as indicative
of "work" if the patient preserved a focus on him/herself; preserved a

focus on the meaning of the interpretation; and added scmething important
to what had been conveyed by the interpretation.



INTRODUCTTION
OVERVIEW

Interest in short-term approaches tc dynamical.ly-orierrted individual
psychotherapy has increased markedly during the past two decades (Burke,
White, & Havens, 1979; Ursano & Hales, 1986). This interest is associated
with both clinical and practical concerns. Widespread clinical appeal
developed following the publication of successful case studies by Malan,
Davanloo, Sifneos, and Mann. Short-term approaches to psychotherapy allow
dynamically-oriented clinicians to apply familiar concepts in novel ways.
In contrast to long-term dynamic approaches, short-term approaches demand
a more circumscribed problem focus, greater therapist activity, earlier
emphasis on transference material, ard less reliance on a prolonged period
of working through. Practical interest in short-term approaches is
associated with their apparent cost-effectiveness (.Pipe.r, Debbane,
Biervermi, & Garant, 1984). Short-term dynamically-oriented technicues
represent a viable approach to treatment in a time of manpower
restrictions, increased demand for services, and consiraints posed by
thizd party payment sources.

Clinical case studies can suggest general technical guidelines but are
questionable as scientific reports because of poor internmal validity.
Practical pressures require that short-term techniques are applied in the
appropriate manner. It is thus important to empirically determine how
short-term approaches bring about charge, and for wham. There have been
only a few systematic outcome investigations where short-term dynamic
therapy has been compared to control corditions or other forms of therapy
(Pilkonis, Imber, Iewis, & Rubinsky, 1984; Piper et al., 1984; Sloane,

Staples, Cristol, Yorkston, & Whipple, 1975; Strupp & Hadley, 1979).
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Outcome effects have generally favored short-term approaches when the

comparison involves control conditions; when campared against other
therapies, there have been few significant differences. One explanation
for the absence of definitive or differential effects has focused on the
considerable variability of cutcome across patients treated in short—-term
dynamic therapy. Strupp (1980) persuasively argues in a series of
single~-case investigations that variabil -y in treatment outcome is
largely a function of patient characteristics. Treatment cutcome may also
vary as a function of the consistency ard skill by which the therapist
applies the techniques of short-term dynamic psychotherapy.

Interpretations are regarded as a central therapeutic ingredient in
short-term, dynamically-oriented psychotherapy. However, it is recognized
that interpretations sometimes facilitate patient work and other desirable
therapeutic processes ard sometimes do not. It can be assumed that change
in dynamic therapy is more likely if a greater proportion of effective
interpretations are provided, holding patient characteristics constant.
Empirical knowledge of the contexts and techmical aspects of
interpretations which pramte productive patient process would be
extremely useful for practitioners. Identification of the characteristics
of effective interpretations might also provide insights into the charge
mechanisms of short-term dynamic psychotherapy.

The phenomena under investigation in the present study are episcdes of
patient-therapist interaction in short-term, dynamically-oriented
individual psychotherapy during which the therapist provides a
psychodynamic interpretation. Process analysis of patient and therapist
verbalizations during interpretation episodes was used to provide an

understanding of the factors associated with and predictive of patient



work and other important response processes. The results lead to
suggestions concerning when interpretations should be made and in what
form, informaticn that has direct practical relevance to the large munber
of mental health practitioners who conduct short-term dynamic
psychotherapy with their patients. Mesthodological dbjectives of the study
included the use of a set of process variables that are more comprehensive
(verbal form, interpersonal intent, and verbal content dimensions) than
those of previous process analysis studies, and the evaluation of
important predictors (patient dynamic capacity, degree of dysfunction,
therapeutic alliance) which have often been neglected in previocus
research.

Selection of interaction episodes was based on an independent and
reliable identification of the therapist’s provision of a psychodynamic
interpretation. The patient’s response to interpretation had also been
independently rated as reflecting "work" or '"norwork" in analyses
conducted as part of a controlled, clinical trial of short-term,
dynamically-oriented individual (STI) psychotherapy. The present study
was a multivariate exploration which aimed to highlight the
characteristics of "work" versus "normwork" episodes, and provide
information about the prediction of patient response and the relationship
of response aspects to therapy cutcome. Analyses of episode
characteristics included a) identifying differences in therapist behavior
between "work" and "nonwork" episodes; b) identifying differences in
patient process behavior prior to interpretation for "work" versus
"norwork" episodes; and c) identifying the dimensions of patient process
behavior associated with the response to interpretation. Predictive
analyses investigated a) the relationship between selected independent
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variables (patient, therapeutic relationship, and episode characteristics)
and dimensions of patient response to interpretation; b) the relationship
between paitient response dimensions and session outcame; and c) the
relationship between patient response dimensions and therapy ocutccome.
PRESENT STATE OF RNCWLEDGE

Interpretation is generally considered to be the core of the
psychoanalytic approach to psychotherapy (Bibring, 1954). There exists an
extensive literature about variocus interpretive techniques, such as the
proper content, timing, seguence, dosage, depth, and form of
interpretations (Brenner, 1976; Garduk & Haggard, 1972). Despite its
theoretical prominence, systematic investigations of the immediate or
cumilative impact of interpretation in psychotherapy have been sparse.

Theoretical Perspectives.

Function of psychodvnamic interpretation. Interpretive
statements are technical maneuvers of the therapist that are designed "to
convey information not in the patient’s immediate awareness" (Claiborn,
1982, p. 440), or to "nam(e) the ongoing, most prepotent unacknowledged
behavior at a given moment" (Paul, 1963, p. 268). In analytic terms, an
interpretation attempts "to make conscious the unconsciocus meaning,
source, history, mode, or cause of a given psychic event" (Greenson, 1967,
pP. 39). The immediate intent of interpretation is to "broaden the
patient’s awareness of his behavior" (Paul, 1963, p. 270) and "“promote
patient experiencing" (Claiborn, 1982, p. 440). The ultimate aim is to
"enable insight and promote self-knowledge" (Hammer, 1968a, p. 3) and
bring about "dynamic change" (ILoewenstein, 1951) in the manner by which
the individual regulates his needs for nurturance and approval within the
constraints of society. Interpretaticn can promote change by facilitating
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the replacement of unconsciocus by conscious processes, the resolution of
unconscious conflicts, and the re-experiencing of conflicts with
significant historical figures in the transference relationship to the
therapist (Ievy, 1984).

A psychodynamic interpretation performs three related functions
(Colby, 1963; Claiborn, 1982; Hammer, 1968b; Paul, 1963; Rosen, 1977).
First, interpretation performs a classification function by providing
meaningful semantic labels for the patient’s experience. Secord,
interpretation provides a causal explanation for the patient’s symptom or
behavior by linking events propositionally (see Claiborn, 1982, p. 443).
Third, given the above, interpretation suggests directions for further
patient exploration and inference.

One intent of the present study was to determine "the effects it
(interpretation) has on cur patients" (Strachey, in Richfield, 1963, p.
93). Stated alternatively, the intent was to assess "how it works when it
works" (Colby, 1961, p. 363). A conceptual difficulty lies in assuming
the effectiveness of a single psychodynamic interpretation, however
correct (Loewenstein, 1951). Clinical experience suggests that it is the
gradual process of preparation for and repetition of interpretation that
results in lasting benefit (Bremner, 1976; Sandler, Dare, & Holder, 1971),
i.e. it is the cumulative impact of interpretation that is crucial to
change. However, "if the therapist’s conjectures are reasonably correct,
any interpretation . . is likely to be helpful in furthering a patient’s
knowledge about himself" (Bremmer, 1976, p. 51). The present study
avoided a narrow focus on single interventions by, fivst, selecting
interpretation episocdes from different poirits across the course of therapy

ard, secord, developing a measure of interpretation adequacy in addressing



the patient’s dynamic conflict(s) (i.e. "correspondence").

Requirements for psychodynamic interpredation. The primary
consideration for the imparting of interpretation is the relationship
context in which it occurs (Colby, 1963; Garfield, 1968; Hammer, 1968c).
The relationship serves as a source for interpretations and is also
enhanced by them. The patient’s experience of being valued and helped by
the therapist and of engaging in collaborative work on the problem at hand
is a major determinant of how interpretations will be received and
utilized (Iumborsky, 1984). In turn, a helpful interpretation indicates to
the patient that the therapist understands the patient’s issues, thereby
enhancing the alliance.

Noninterpretive interventions by the therapist “are either steps which
lead to an interpretation or make an interpretation effective" (Greenson,
1967, p. 37). Noninterpretive interventions have been regarded as
Ypreparations for interpretation" (Lowenstein, 1951) or as useful in
refining the meaning of an interpretation (Greenson, 1967). The purpose
of such interventions is to "facilitate the patient’s commnication . .
(and) cammnicate to the patient some cbservation derived from his
associations, hoping that it may group or organize the material in such a
way as to elicit additional material® (Lowenstein, 1963, p. 177).
Noninterpretive interventions include questions (Eissler, 1958), "those
interventions which have an educational effect on the patient"
(Lowenstein, 1951, p. 2), "instructions" (Eissler, 1953; Paul, 1963), and,
in particular, confrontation and clarification (Colby, 1963; Lowenstein,
1963; Greenson, 1967).

The majority of theoretical writings concern the technical craft of

making interpretation. Three considerations appear predominant. First,
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the interpretation should specify "what the patient is almost ready to see
for himself" (Hammer, 1968c, p. 31). In effect, the interpretation should
be slightly discrepant from preceding patient content in addressing
aspects of the patient’s conflict (Claiborn, 1982; Hammer, 1968c).
Second, the interpretation should be accurate in addressing the central
emotional concerns of the patient (Saul, 1963). Third, "insight in the
patient is made possible only if interpretations contain words
corresponding to some particular derivatives of his conflicts"
(Loewenstein, 1963, p. 181).

Prampted by the review of theoretical criteria for psychodynamic
interpretation, assessment of the following aspects was regarded as
important in defining predictors of patient response for the present
study: a) the quality of the therapeutic relationship as a context for
interpretation; b) the nature of therapist interventions both prior and
subsequent to the provision of an interpretation; c¢) the adequacy of the
interpretation in addressing the patient’s central conflict; and d)
therapist references to the dynamic components of the conflict as embodied
in the interpretation.

Aspects of patient preconditions to interpretation. The
theoretical writings on psychodynamic interpretation are limited with
regard to the nature of patient process immediately preceding provision of
the therapist’s intervention. Generally, reference is made to the
patient’s “psychic readiness" and capacity to make productive use of the
interpretation (Devereux, 1963; Saul, 1963; Spero, 1977). Same (Greenson,
1967, p. 327) recammend that the patient be experiencing a manageable
level of anxiety prior to receiving an interpretation. Without question,

the context of the interpretation or how the patient is behaving when the
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therapist delivers an interpretation moderates the effectiveness of the
intervention (Rice & Greenberg, 1984a). By identifying the
characteristics of preconditions which differentiate patient "“work" from
"normork” in the response to interpretations, the present study aimed to
provide a clearer view of the patient "readiness" construct.

of patient nse to in retation. "“An
interpretation is meaningless as a one-sided act and acquires its full
significance only throuch . . the effects it produces on the patient"
(Icewenstein, 1963, p. 182). Several immediate effects of "correct®
interpretations have been suggested: a) a decrease in anxiety or symptom
distress and therapeutic resistance (Brenner, 1976; Colby, 1963; Claiborn,
1982; Hammer, 1968b; Isaacs, 1939; Paul, 1963; Saul, 1963; Snyder, 1968) ;
b) the experierice of surprise and increased affect, the latter often that
labeled by the interpretation (Isaacs, 1939; Loewenstein, 1951; Saul,
1963); c) the emergence of content analogous to that of the interpretation
and/or indicative of "relaxed defenses and a greater tolerance of
instinctual derivatives" (Brenner, 1976, p. 58; see also Isaacs, 1939;
Loswenstein, 1951; Paul, 1963); and d) an increase in insight
(Iecewenstein, 1951, 1963) or the self-observation of inner experience
{Colby, 1961; Paul, 1963). The latter is regarded as important for the
patient’s confirmation or refutation of the interpretation and as decisive
for the ocutcome of therapeutic work. Interpretations which are incorrect
or inexact, premature, or "too correct" (i.e. difficult to assimilate
campletely; Snyder, 1968) are believed to elicit an increase in patient
anxiety and resistance, greater silence, and more expressions of anger
(Colby, 1963; Claiborn, 1982; Isaacs, 1939). Given that any mmber of

patient responses to interpretation are considered likely, a



multidimensional approach to the assessment of patient process was
adopted. The battery of process measures in the present study provided
coverage of measures representative of anxiety, resistance, insight and
self-cbservation, and additionally provided for the assessment of patient
content references to dynamic material.

Empirical studies of the Effects of Interpretation.

The few studies assessing the effects of interpretation can be divided
into two general categories: stidies which employ the process—ocutcome
paradigm and rzlate the frequency or proportion of types of interpretation
(i.e. cumilative impact) to therapy ocutcame; and studies employing the
sequential-process paradigm, which assess whether different therapist
behaviors are immadiately followed by productive patient behaviors (i.e.
in the next speaking turn). The latter category is subdivided further
into analogue studies, field research studies, and clinical-quantitative
investigations which are similar in design to the present research.
Finally, recent studies which examine the importance of interpretation
"accuracy" in facilitating positive therapy process and ocutcome are
reviewed in a separate section.

The process—ocutcome paradigm. The focus of this research has
been on the relationship between one type of intervention, namely,
transference interpretations linking emotional responses towards the
therapist with similar feelings towards parental figures (the T/P link),
and cutcame. Transference interpretations have historically been viewed
as having the greatest potential to produce fundamental psychological
change (Strachey, 1934). Malan (1976) was the first to report a
significant correlation between high rates of transference interpretation

and favorable treatment cutcome, based on ratings of therapist process
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notes and global measures of dynamic change. Marziali and Sullivan
(1980) , Marziali (1984), and Piper, Debbane, Bienvenu, de Carufel, and
Garant (1986) sought to replicate Malan’s finding while correcting for
methodological flaws (e.g. making use of verbatim records of therapy and
independent ratings of rocsss and outcome). These attempts at
replication have met with marginal (Marziali, 1984; Marziali & Sullivan,
1980) or no (Piper et al., 1986) success.

Relevance to the present investigation. The consensus is
that such relationships may eventually be confirmed but that more
extensive preliminary work, germane to the present study, is required: a)
greater rigor and reliability in the identification of interpretation and
the cbjects (persons) referred to by the intervention (Piper et al.,
1986) ; b) examination of the patient’s contrilution preceding
interpretation, the "suitability" of interpretation, and the influence of
the therapeutic alliance on the receipt of interpretation (Marziali,
1984); and c) the assessment of what constitutes a positive patient
response to interpretation (Marziali & Sullivan, 1980). The design and
measures selected for the present study were chosen to fulfill each of
these cbjectives.

The seguential-process paradigm.
Analogque (laboratory) studies. Analogue studies of the

effects of interpretation are open tc criticism dque to the fact that
conditions applied in the laboratory situation (e.g. reduction of
extraneous complexity, use of voluntesr subjects) do not generalize well
to the envirorment of the therapy session. For example, some studies have
assessed the effects of interpretations based solely on a research

protocol and not on the contributions of the subject (Adams, Butler, &
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Noblin, 1962; Timmons, Noblin, Adams, & Butler, 1961) or have had subjects
take the role of ncnparticipant cbservers of contrived counseling sessions
on videotape (Claiborn, 1979; Dowd & Boroto, 1982). Analogue studies can
also be faulted for inconsistencies in the definition of interpretation,
e.g. as a statement discrepant from the subject’s material (Claiborn,
Crawford, & Hackman, 1983) versus a statement which includes
"psychoanalytic content" (Adams et al., 1962). While a general problem in
the psychotherapy research field, analogue researchers appear more likely
to employ idiosyncratic effect measures in individual projects,
camplicating efforts to coampile or campare findings across studies. The
various methodological problems with analogue research on interpretation
may account more for the mix of results than the technique itself (see
Spiegel & Hill, 1989, p. 122-124).

Negative effects of interpretation have been exclusively reported in
one analogue study. Helner and Jessell (1974) report more "attack
feelings" in response to interpretation than reflection, advisement or
interrogative, using the presentation of videotaped therapy vignettes
across different age—level subjects. However, Claiborn (1982) has viewed
the interpretation stimulus in this study as "closed-ended and accusatory"
(p- 441) and perhaps as confounding hostility with interpretive intent.
Mixed or conflicting results are more cammon in analogue research on
interpretation. Colby (1961) describes a significantly greater effect for
interpretations than questions in increasing subjects’ verbal productivity
and relevant topic and person references. In contrast, Kanfer, Phillips,
Matarazzo, and Saslow (1960) found in a standardized interview condition
that interpretations decreased verbal activity. The opposition of these

findings may be due to confusion about sheer verbal ocutput versus the
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quality of the content in furthering the subject’s understanding of a
problem. Despite the apparent negative effect of interpretat:ons, Kanfer
et al. (1960) also report that subjects reported interpretations to be
helpful and productive of self-exploration. Kanfer and Marston ( 1564)
report no effects of interpretation on insight or "subjective exploration"
but note that subjects preferred receiving interpretations relative to
reflections when given a choice. Finally, there are a minority of
analogue studies reporting positive effects of interpretation on openness
and attitudes regarding change. Auerswald (1974) reports that
interpretation was superior to restatement in "conditioning® subjects’
"self-referent affect statements", i.e. interpretation increased
respording and restatement decreased it. Strong, Wambach, Iopez, ard
Cooper (1979) and Claiborn, Wood, and Strong (1981) report that minimally
discrepant interpretations led to decreased resistance and increased
expectations for change among students requesting help with problems of
procrastination. Claiborn et al. (1981) and Elliott, Barker, Caskey, and
Pistrang (1984) report that counseling analogue clients found
interpretation the most helpful intervention, particularly in the
development of a new perspective on their problems.

Relevance to the present investigation. In summary,
analogue studies of the immediate effect of interpretation provide
marginal support for the perceived helpfulness of and subject’s preference
for interpretation and conflicting evidence for the effects of this type
of intervention on verbal cutput, resistance, and insight or
self-cbservation.

Field studies. Representative studies of the immediate

effects of interpretation in the field provide somewhat more consistent
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findings than have laboratory irvestigations. Speisman (1959) and Auld
arnd White (1956) both provide evidence for decreased resistance and more
exploration in response to "moderate" versus "deep" level
interpretations. These results are supportive of the psychoanalytic
principle of interpreting just beyond the limits of the patient’s
awareness {Paul, 1963) amd are consistent with the analogue findings that
moderately discrepant interpretations are more effective than those of
marked discrepancy (Claiborn & Dowd, 1985; Claiborn et al., 1981). Frark
and Sweetland (1962) report a decreased freguency of problem statements
{(camplaints) and an increased use of insight statements (connections)
subsequent. to interpretations. Elliott et al. (1984), in a field
replication of the analogue study, had therapy clients provide ratings of
therapist interventions from a videotape of the immediately preceding
session. Clients regarded interpretations as significantly more helpful
than other interventions and particularly important to their develcpment
of proplem understanding. In an examination of two cases of time-limited
therapy, Hill, Carter, and O’Farrell (1983) report that therapist
interpretation was associated with decreased patient description of the
problem and increased Experiencing (Klein, Mathieu, Gendlin, & Kiesler,
1970) and insight. Hill, Helms, Tichenor, Spiegel, 0O’Grady, and Perry
(1988) assessed the effects of variocus types of therapist intervention on
patient process, session ard treatment cutcame. The authors report that
therapists and patients concurred in ranking interpretatior. as one of the
most helpful interventions. Additionally, interpretation was found to be
positively associated with immediate change in patient Experiencing and to

patient reports of "therapeutic work" reactions.
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Relevance to the present investigation. Stidlies of
sequential process conducted in the field generally support the positive
effects of interpretation in reducing patient resistance and pramoting
problem insight.

Clinical-quantitative studies. Two investigations bear more
detailed scrutiny, both in temms of design parallels and suggestions
incorporated in the present study. Garduk and Haggard (1972) intensively
studied the immediate effects of interpretations versus noninterpretations
for four patients in long-term analytically-oriented or analytic
psychotherapy. The five minutes of patient response following the
intervention or intervention sequence was coded for verbal form (e.g. word
counts, duration of silence) and rated for verbal content (e.g. presence
of affect, reference to transference). Interventions were drawn in pairs
from 15 randomly selected hours for each case. Results indicated that,
with regard to form variables, patients responded more slowly and talked
less (i.e. were more silent) following interpretations. In terms of
content, interpretaticns elicited "more defensive and oppositional
associations, more transference-related material, more understanding and
insight, and more affect" (p. 60) than did noninterpretations. There are
a mumber of methodological drawbacks to the Garduk and Haggard (1972)
research: the small number of cases detracts from generalizability; the
identification of interpretations was unsystematic and adjustment in data
collection procedures was required to deal with longer therepist
"sequences"; there was no assessment of the adequacy of interpretations
selected; and content ratings were not operationalized, proved unreliable,
and were restricted to use by trained analysts. The study nonetheless

provides suggestive results deserving of replication and a fourdation for



similar research of improved rigor.

Luborsky, Bachrach, Graff, Pulver, and Christoph (1979) compared
patient material in 250-word segments before and after transference
interpretations. The three, long-term analytic therapy cases had shown
varyirg degrees of improvement. Process was rated on nine cantent
dimensions by experienced analysts for each S0-word segment. Sixteen
interpretations were selected fram each case by irndependent analysts.
Mediating individual difference variables were also accounted for in the
design. Reliable before and after ratings showed that each patient had a
different but consistent response to interpretation and that the
positivity of response was predictive of treatment outcame. Ratings of
process preceding the interpretation, the patient’s symptom severity and
"readiness to experience a helping relationship” (p. 399) were all
predictive of response to interpretation. This important study can be
criticized for the general definition of interpretation by which episcdes
were selected, the small mumber of cases imvolved, and the restriction of
content variables to analytic constructs. The authors emphasize the need
to assess the preconditions of interpretations, the importance of
including the patient’s symptom severity and experience of the helping
relationship as covariates of interpretation response, and the usefulness
of examining interpretations for adequacy in addressing the patient’s
central conflict.

Relevance to the present investigation. The present
research built on the preceding two investigations in a mumber of ways.
First, the design cambined a contrast condition (successful versus
unsuccessful interpretation episodes), after Garduk and Haggard (1972),
and employed the Iuborsky et al. (1979) repeated measure
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(precondition-response) procedure. Secord, the need for sophisticated
clinical raters was cbviated by the choice of reliable measures of
relevant constructs capable of use by lay judges. Third, location of
intervention episodes relied on a therapist behavior rating system that
provided greater reliability and focus. Fourth, the assessment of the
adeguacy of interpretations was a central aspect of the study. Fifth,
recammendations to assess important covariates (e.g. patient symptam
severity and the quality of the therapeutic relationship) were
incorporated into the design. Finally, the present study collected data
fram short-term dynamic psychotherapy where the therapist is likely to
employ interpretation more readily and focally than in long-term dynamic
treatment.

The "accuracy" paradicm.

Suitability studies. Recommendations noted above have
prampted the recent development of a prumising approach to studying the
effects of interpretation. In this approach, interpretations are scored
for their "suitability" to the individual patient, i.e. the degree to
which the interpretation accurately addresses the patient’s dynamic
conflict. For example, according to control-mastery theory (Weiss,
Sampson, & the Mount Zion Psychotherapy Research Group, 1986), a patient
enters psychotherapy with a plan for solving problems. The patient’s plan
may be thought of as a strategy for disconfirming unconscious pathogenic
beliefs by developing greater urderstanding of them in therapy arnd by
testing them in the relationship with the therapist. If the therapist
reacts di.lferently from earlier significant figures associated with
traumatic childhood experiences, the patient is reassured and pathogenic
beliefs can be disconfirmed-—resulting in gocd therapy outcome. If the
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therapist fails the patient’s tests, the pathogenic beliefs are confirmed
and therapy outcome is poor. In the Mount Zion view, suitable
interpretations are those by which the therapist passes the patient’s
test, i.e. the therapist does not replay the patient’s childhood trauma.
Silberschatz, Fretter, and Curtis (1986) hypothesized that the suitability
of an interpretation would be a better predictor of in-session patient
progress than type of intervention. Operationally, the suitability of the
therapist’s intervention was defined as its “campatibility" with an
independently formulated "plan diagnosis" (Silberschatz, Curtis, &
Nathans, 1989). The authors report that the compatibility of
interpretations was a better predictor of immediate change in Experiencing
than the category (transference or nontransference) of interpretation.
Unfortunately, the Silberschatz et al. (1986) study involved only three
cases of brief psychotherapy and the findings thus have only limited
generalizability.

Crits—Christoph, Cooper, and Iuborsky (1988) employed a similar
methodological strategy by assessing the degree to which the therapist’s
interpretations accurately captured the patient’s conflict as represented
by an independently formulated "core conflictual relationship theme®
(Luborsky, 1984). The objective in this study was to assess how well
accuracy early in therapy predicted eventual treatment cutcome. Accuracy
was assessed for therapist interpretations from two early treatment
sessions of 43 patients receiving "moderate-length" (average duration of 1
year) dynamic therapy. Accuracy on two of three aspects of the formulated
conflict (i.e. wish and response from other) was shown to be positively
associated with the ocutcoame of dynamic psychotherapy.
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Relevance to the present investigation. In the studies

noted above, the standard for ratings of accuracy was an independent
formulation of the patient’s dynamic conflict. In the approach of the
Mount Zion group, the fornulation also acts as the clinical assessors’
predictive model of the patient’s behavior in psychotherapy. In neither
study, however, is the therapist’s case understanding employed as the
criterion for interpretation accuracy. This omission is important, as
interpretations provided to the patient are based on the therapist’s
synthesis of a provisional model of the patient’s problem and the nature
of the interaction between the two parties during the therapy session.
The present study employed the therapist’s initial conflict formulation as
the standard for interpretation accuracy. Raters were asked to rate the
"correspondence" (i.e. content match) between the conflict aspects and
objects (persons) addressed by the interpretation, and characteristics
highlighted as important to understanding the patient in the therapist’s
original formilation. The intent of including correspondence ratings was
to assess whether interpretation accuracy based on the therapist’s rough
blueprint of the patient’s problem would itself be predictive of patient
response, in contrast to studies reporting an association where accuracy
was based on formulations provided by a consensus of independent clinical
assessors.
ORJECTIVES OF THE PRESENT STUDY

Episodes of patient-therapist interaction represented the clinical
material for the present study. Episodes were constructed around a
independently and reliably identified interpretation by the therapist;
precondition and response segments consisted of additional therapist

interventions and the patient’s verbalizations leading up to and following
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the target interpretation. Patient material in the response segment had
also been independently rated as reflecting the presence of "work" or
"norwork". The "work" ratings were employed as a means of classifying the
"success" of the interpretation episode. Ratings of patient process and
interpretation correspordence represented the data collection aspect of
the study. Additional measures of patient and therapeutic relationship
characteristics were drawn from the information collected as part of a
controlled, clinical trial of the therapies in which the episodes were
embedded (see Piper, Azim, McCallum, & Joyce, 1990). The objectives of
the present study can be put into the form of five exploratory empirical
questions.

First, what therapist behaviors prior to, as part of, and following
the interpretation are associated with "work" versus "nonwork" in the
patient’s response (i.e. "success" versus "non-success" of the episode)?
Analyses following from this inquiry would suggest the most effective
approach to preparing the patient for interpretation, presenting the
therapist’s conjecture about the dynamic conflict, and refining the
patient’s understanding of the interpretation’s meaning. Alternatively,
it was hypothesized that a) therapist activity during the precondition
segment of "work" episcdes would reflect a "“preparation for
interpretation”, i.e. a greater use of questions, directives,
clarifications, and confrontations; b) interpretations which were
"minimally discrepant¥, i.e. made reference to fewer aspects of the
patient’s conflict, would have a stronger association with "work" in the
patient’s response; ard c) therapist activity during the response segment
of "work" episodes would reflect an effort to extend the interpretation,

i.e. a greater use of clarifications.
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Second, what patient behaviors prior to the receipt of the

interpretation are associated with "work" versus "nonwork" in the
patient’s response (i.e. "success" versus "non-success" of the episode)?
Identification of the precondition process variables which best
discriminated responses on the "work" dimension would serve to define the
construct of patient "readiness" for interpretation. Altermatively, it
was hypothesized that patient precondition behavior associated with *work"
responses would reflect greater openness to subjective experience, and an
emphasis on developing a psychodynamic understanding of this experience.

Third, beyond a general classification of “work" versus "norwork",
what are the underlying dimensions of the patient’s response to
interpretation? The precondition-response design allowed the derivation
of scores representative of change in patient process associated with the
provision of interpretation. Analyses oriented to understanding how the
variocus process variables clustered together would provide for a
multidimensional portrait of the immediate impact of the therapist’s
interpretation. Alternatively, it was hypothesized that dimensions
reflecting patient anxiety, resistance, self-understanding, and use of
psychodynamic content would represent major constituents of the response
to interpretation.

Fourth, what characteristics of the patient, the therapeutic
relationship, and the interpretation episode itself are important in
predicting aspects of the patient’s response to interpretation?
Predictive analyses conducted in the present study followed
recammendations cutlined above in employing measures of the patient’s
symptam severity, quality of interpersonal relationships, and capacity for
dynamic therapy as predictors of response to interpretation. Simple
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measures of the therapy alliance were also employed to assess the
influence of the patient-therapist relationship on the impact of
interpretation. Additionally, the rating of correspondence between the
interpretation and the therapist’s original conflict formulation
represented both a measure of interpretation quality and an episode-level
predictor of patient response. Alternatively, it was hypothesized that
significant predictors of the response to interpretation would include a)
patient characteristics reflecting the capacities both to use the
relationship with the therapist, and approach problems from a
psychological perspective; b) the therapeutic alliance; and c) the
"accuracy" of interpretation references to aspects of the patient’s
dynamic conflict.

Finally, how iwportant are the different aspects of patient response
to the predicticn of session and/or therapy cutcome? Patient and
therapist session evalwations and cutcome factors based on patient,
therapist, and independent assessor ratings were available for each case
included in the present study fram the controlled trial of STT therapy.
Assessment of the relationship between dimensions of patient response and
measures of intermediate or ultimate therapy cutcome would indicate which
dimensions are important or detrimental to progress and benefit in this
form of therapy. Alternatively, it was hypothesized that those dimensions
of the patient’s response which reflected an immediate, in-session change
in self-presentation or problem understanding would be significantly
associated with session and/or therapy outcome.



METHODS
The procedures for collection and preparation of the episode data for
analysis were numercus and camplicated. Figure 1 provides a diagrammatic
overview of the methods employed in the present study.

Insert Figure 1 about here

SAMPLING CONSIDERATIONS
Setting, Patients, Therapists, and Therapy.

Setting. A controlled, clinical investigation of patient
suitability and cutcome for short-term, dynamically-oriented individual
(STI) psychotherapy was used as a resource for episode material. Patients
involved in the STI project had been referred from the Walk-In Clinic of
the Division of External Psychiatric Services, University of Alberta
Hospitals and University of Alberta, Edmonton. The Division is a large
multifaceted psychiatric ocutpatient service located within an 800-bed
university hospital. About 200 initial assessments are conducted in the
Clinic each month by one of 15 assessors who arrive at an initial
diagnosis in consultation with a staff psychiatrist. Most patients
assessed in the Clinic are offered a different form of treatment (e.g.
group therapy, medication) or are referred ocutside the Clinic.
Approximately six patients per month (3% of all assessments) were directed
to the STT project during the referral period of the study. A total of
144 referrals were made to the project. Nineteen patients dropped cut of
the protocol prior to treatment assigrment.

The STI research coordinator matched patients in pairs on the basis of

a clinical interview assessment of the patient characteristic "quality of
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object relationships" (QOR; i.e. two highs or two lows), sex, and age.
The coordinator then randomly assigned one member to an immediate therapy
condition and the other menber to a delayed therapy control condition,
with both cases being assigned to one of the project therapists. Eleven
(18%) jmmediate cordition and nine (6%) delayed condition patients dropped
out during the first five months and did not provide post-therapy or
post-delay outcome data. The remaining 105 patients (48 immediate, 57
delayed) served as the primary sample for the treatment versus control
camparisons. Nine delay patients subsequently dropped out of their
post—delay therapies. A total of 86 patients completed the entire therapy
protocol. Sixty patients randomly selected from this pool of completers
were employed as the source of interpretation episode material.
Additional rationale for the selection of these cases is presented below.

Patients. Of the 60 patients used as the sample for episode
data, 93% received Axis I diagnoses according to the Diagnostic and
Statistic Mamual of Mental Disorders (DSM-III, American Psychiatric
Association, 1980). Most were Adjustment (28%), Affective (22%), Anxiety
(7%) , or Impulse Control (7%) Disorders. Two-thirds of the patients
diagnosed with Affective Disorders presented with a major depression. In
addition, 28% of the sample received Axis II diagnoses, most being
Dependent (13%) or Avoidant (5%) personality disorders. The patients’
target objectives had revealed difficulties commonly encountered in
cutpatient samples, i.e. concerms regarding depression, anxiety,
self-esteem, and interpersonal functioning. The average age of patients
in the episcde sample was 32.2 years (SD = 7.8, range = 17 to 53).
Forty-seven percent were women. Slightly over half the sample were

married or living with a partner, approximately one-third had never been
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married, and the remainder were separated or divorced. Eighty-seven
percent of the patients were employed or in school and 71% had received
education beyond high school.

The 60 patients selected to provide episode data were compared to the
remaining 26 STI therapy campleters on DSM-ITT diagnosis, demographic
characteristics, and initial level of disturbance on the ocutcome variables
of the project (see Piper et al., 1990). There were no significant
differences, indicating that the episode sample was a representative
cross-section of the larger sample of therapy campleters.

Therapists. There were eight therapists involved in the STI
project (three psychiatrists, one psychologist, four social workers) .
Half were female. The therapists’ average age was 40 years and they had
practised individual therapy for an average of 11.5 years (SD = 9.9, range
= 4 to 35). Each therapist served as his/her own control by treating
equal mmbers of patients in the four cells of the two (treatment vs.
control) by two (high QOR vs. low QOR) design. For the episcde sample,
four therapists provided 6 cases, two therapists provided 9 cases, and the
remaining two therapists each provided 8 and 10 cases, respectively.

Therapy. The treatment contract specified a maximm of twenty
cnce-weekly sessions of 50 minutes duration. 7The average mumber of
sessions attended by treated patients was 18.6 (SD = 2.1). According to
the psychodynamic orientation, the therapist attempted to clarify the
patient’s underlying conflicts as differentiated from his/her presenting
camplaints. An early task of the therapist was to construct a problem
formulation which cutlined a repetitive conflict involving similar objects
that resulted in similar maladaptive outcomes. During therapy, the

patient’s conflict was explored across the patient’s current external
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relationships, the immediate relationship with the therapist, and past
relationships with significant persons (i.e. the triangle of conflict;
Malan, 1976). The STI orientation resembled approaches to short-term
individual psychotherapy described by Malan (1976) and Strupp and Binder
(1984). The technical manual formulated for the STI project utilized
these sources and emphasized interpretation relative to support, in
particular the interpretation of transference.

Therapy sessions were audiorecorded. To facilitate understanding and
use of the STI mamual, therapists atternded a weekly seminar where session
material was played and technical issues were discussed. To verify the
integrity of the treatment provided during the controlled trial, a content
analysis of therapists’ interventions was conducted using the Therapist
Intervention Rating System (TIRS; Piper, Debbane, Bienvermu, & de Carufel,
1987; see below for details). All therapist statements from eight
sessions (mumbers 4, 7, 9, 11, 14, 16, 18, arnd 20) were analyzed for 64
patients (two randomly selected patients from each of the four cells of
the design for each of the eight therapists). Therefore, a careful
examination was made of a total of 512 sessions; this figure represents
slightly under one-third (32.0%) of all sessions (1600) recorded for the
86 STTI therapy campleters. The average number of interventions {(i.e.
therapist speaking turns) per session was 44 and the average mumber of
interpretations was 11. Interpretations represented over one-half of the
therapist’s speaking time. The average number of transference
interpretations was 4.4, or 39% of all interpretive intervantions. The
analysis indicated that the therapists were active, interpretive, and
transference-oriented in their application of the STI model—as was
intended.
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The STI therapy was responsible for statistically and clinically

significant improvement on a number of known measures of therapy outcome
(Piper et al., 1990). The study also provided evidence for an additive
effect associated with the cambination of treatment and the patient
characteristic QOR. The most improvement was shown by high QOR therapy
patients, and the least improvement was shown by low QOR control
patients. The results of this investigation suggested an optimal match
between type of patient (high QOR) and type of therapy (interpretive and
insight-oriented).

Episode Selection.

Overview. As noted, eight audiorecorded sessions across
treatment were subjected to ratings on the TIRS. The TIRS served as a
reliable means of identifying interpretations for the present study. In
the content analysis conducted as part of the STI project, identification
of therapist interpretations was followed by a rating of the first minute
of subsequent patient material on the Patient Response to Interpretation
Scale (FRI). The FRI was used to categorize the patient’s response as
reflecting "nonwork" or one of three categories of “work". The two rating
systems served to indicate the occurrence of an interpretation episode and
to classify the "success" of the interpretation episode, respectively.

Selection criteria. The TIRS (Piper et al., 1987) permitted the
identification of therapist interpretations used as target interventions
in the present study. The TIRS places each therapist intervention
(speaking turn) into one of ten categories ranging from simple
facilitative remarks to complex interpretations of internal conflicts (see
Apperndix I). Categories 1-5 concern noninterpretive comments (e.qg.
information-providing comments, requests for information, directives).
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Category 6 concerns any of the noninterpretive interventions which also
address resultant expressions (i.e. patient affects, cognitions, cr
behaviors) and/or ocbjects (i.e. other persons in relationship with the
patient). Categories 7-10 refer to interpretations, i.e. interventions
which address one or more dynamic camponents. A dynamic component is
defined as one part of a patient’s conflict which exerts an internal force
on same other part of the patient. Dynamic components considered by the
TIRS include wish, anxiety, defense, and dynamic expression. Dynamic
expressions are those patient affects, cognitions, and behaviors that
internally influence the patient, e.g. "You bought her a gift because you
felt guilty"”. The TIRS also provides a count of the cbjects (persons) and
object links referenced in the intervention. The set of possible cbjects
includes father, mother, parents, siblings, family, therapist, other real
persons (e.g. spouse), and unspecified groups of people (e.g. doctors).
To score an object, the intervention must indicate the process in which
the patient and object are engaged or the relationship (impact) between
the two. A transference interpretation is operationally defined as an
interpretation that includes a reference to the therapist. Qualitatively,
transference interpretations address aspects of a dynamic conflict
involving the object (person) of the therapist.

Reliability assessment in the context of the STI project provided
evidence for substantial interrater agreement in use of the TIRS
categories. A total of 40 sessions, one from each of 40 patients at
different stages of STI, were coded according to the TIRS during the data
collection phase of the project. Five raters were involved in TIRS
ratings. All were female graduates in psychology who had received a
standardized didactic introduction to psychodynamic theory and a basic
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overview of the STT approach. The raters were thus "naive" in terms of

clinical experience but not uninformed regarding important theoretical
foundations. Sessions were coded by two raters working independently:
each pair of raters was equally represented in the reliability
assessment. The average percent perfect agreement at the level of the
general category, intervention by intervention, was 79% (range = 43-90%)
and an average kappa coefficient of k = .66 was attained (range =
.39~.83). Interrater agreement that an interpretation had been made (4 of
the 10 TIRS categories) was quite adequate at 90% (range = 74-100%). High
interrater reliability on the interpretation versus noninterpretation
distinction was evidenced by an average kappa coefficient of .74 (range =
.35~1.00) . The interrater reliability of cbject ratings at the level of
the session had also been checked in original work with the system (see
Piper et al., 1987). Pearson correlation coefficients were calculated for
each object, the data being the frequency percentages for that cbject in
each of 15 sessions. The average correlation was .90 (range = .71-.99).
The first criterion used for selection of episcdes from session
material required that the target interpretation had received a TIRS code
no higher than category 7 or 8 (single or double dynamic
interpretations). Interpretations receiving a TIRS category rating of 9
or 10 (triple or quadrupie dynamic interpretations) occurred infreguently
across the therapies and were not regarded as representative of
therapists’ "usual" interpretive style. However, because of occasional
misapplication of the selection criteria the final sample included 16
episodes (1.5%) with a target interpretation of category 9 and 2 episodes
(0.2%) with an interpretation of category 10.

An episode was defined as the two minute segment prior to the selected
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interpretation (the "precordition"), the interpretation itself, and the
two minute segment subsequent to the interpretation (the "response").
Therapist speaking turns coded as interpretations varied in duration; the
average length of interpretations included in the final sample (see below)
was 22.9 secornds (SD = 22.1 secords, rarge = 1 to 170 seconds). Two
additional criteria were applied to episcdes defined in this manner.
First, the two mimutes prior and subsequent to the target interpretation
each had to include at least one minute of patient verbalization
material. This criterion was based on the requirement posed by particular
systems used to rate patient process (e.g. the Experiencing Scale).
Secord, no other therapist interpretive comments were permitted within
either precondition or response segments. Exceptions to this rule
occurred if another interpretation occurred early or late enocugh in the
episode teo still allow for one mimute of patient speaking time in each of
the two segments. (It was thus poisible that distinct episodes included
similar material, i.e. the responu: segment of one episode comprised the
precordition segment of another episcde. This occurrence was, however, an
exception during episode selection.) Other TIRS category interventions
(categories 1-5), including those referencing cbjects and/or resultant
expressions (category 6), were permitted in precondition and response
segments provided the requisite patient speaking time was available.
Episode identification proved to be highly reliable using the stated
criteria. The TIRS codesheets and audiotaped material for 8 sessions from
an STI patient not included in the episode sample was presented to the
four raters for extraction of suitable interpretation episodes. (The
raters employed in the present study are described in greater detail in a

subsequent section.) All episodes identified by each rater as meeting the
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selection criteria were included in the reliability determination. The
average percent perfect agreement on identification of criterion episodes
across all pairwise combinations of raters was 85% (rarge = 79-90%) .

In the process analysis conducted as part of the STI project,
therapist interventions categorized as TIRS categories 7-10 were followed
by timing of response latency ard ratings of the first minmute of patient
response on a '"nomwork-work" dimension, the Patient Response to
Interpretation Scale (Joyce, Piper, McCallum, & Azim, 1988; see Appendix
IT). For episcde selection, a necessary assumption was that "work" or
"norwork" identified for the first minute also characterized the second
mimute of the patient response segment. The PRI scale defines three
criteria, all of which must be met for the patient’s response to be
considered "work": a) the patient must preserve a fecus on him/herself;
b) the patient must preserve a focus on the meaning of the interpretation;
and c) the patient must add samething important to what is conveyed by the
interpretation. In essence, patient responses which remain "on topic" and
contribute to issue exploration are regarded as representative of "work".
Responses which fail to meet all criteria are categorized as "norwork" or

avoidance. The material added in a work response determines one of three

work categories. Descriptive Work provides additional detail or
documentation about circumstances involving the patient. Relational Work
provides information on additional objects (i.e. linking responses) or
situations (i.e. descriptions of the pervasiveness of patterns) that
represent a similar dynamic relationship for the patient. Dynamic Work
provides information about additional camponents of the patient’s dynamic
conflict (i.e. wish, anxiety, defense, or dynamic expression); the rater
is also reguired to identify the added dynamic component(s). Reliability
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determinations were conducted for the PRI measure on the same sample of 40
independent sessions employed in the assessment of treatment integrity
described above. Both interrater agreement and reliability were
calculated on a response by response basis over the 40 sessions. The
procedure for the kappa coefficient cutlined by Fleiss (1971) was used in
the determination of interrater reliability. For both the general
("norwork-work") and specific (Descriptive, Relational, or Dynamic Work
versus all other categories) rating designations, a simple binomial
judgement was required. Given the judgement of one rater, the second
rater could be in agreement 50% of the time by chance alone. The kappa
coefficient adjusts for agreement due to chance; attaining coefficients
indicative of high reliability in this context proved difficult. In texms
of the general classification, 58.4% of the 814 rating assigrments (two
raters by 407 interpretations) were categorized as evidencing "work". The
percent perfect agreement on work ratings was 74.3%. "Nonwork" made up
41.7% of all categorizations; the percent perfect agreement for norwork
was 63.5%. For all ratings, percent perfect agreement attained 69.8% and
the overall kappa coefficient was .38 (p < .01). Breaking the ratings
down by specific categories imdicated large differences in the base rates
for each type of work. Descriptive Work accounted for 34.8% of all
categorizations, Dynamic Work 17.7%, and Relational Work only 5.9%.
Percent per’:" .. agreement on the three categories was moderate: 45.8% for
Descriptive Work, 45.8% for Relational Work, and 51.3% for Dynamic Work.
The kappa coefficients for Relational (.42) and Dynamic (.41) Work were
significantly greater than chance (p < .01); the kappa for Descriptive
Work (.17) failed to pass the significance criterion (p = .10). Given the

high proportion of category assigmments made to the Descriptive Work
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category and the subjectivity involved in determining whether the
patient’s material provided significant additional detail to the focus of
the interpretation, the low reliability for this category is perhaps not
unexpected. In fact, disagreements between norwork and Descriptive Work
made up 63.4% of all disagreements recorded in use of this category.
Further, in application the three work categories did not prove to be
mutually exclusive; responses which provided evidence of both Relational
and Dynamic Work were doubly categorized. Although the reliability
coefficient for the "nomwork-work" distinction was low (see above), the
level of interrater agreement (approximately 70%) for this general
judgement was regarded as satisfactory (Kraemer, 1981). Episodes entered
into the sample for the present study were thus independently classified
by the PRI ratings as generally being "successful" ("work® responses) or
"unsuccessful" ("nonwork" responses). The less reliable categorizations
of "work" were available for exploratory analyses.

Final sample. As noted, a total of 60 cases were selected from
the pool of 86 STI patients who had campleted the entire therapy and
research protocol. The selection of cases was randam with the only
qualification being that the patient sample included fifteen cases from
each of the four cells determined by suitability for STI therapy and
treatment condition (i.e. high QOR, immediate therapy:; high QOR, wait-list
control; low QOR, immediate therapy; and low QOR, wait-list control), i.e.
that the cases selected provided for balance with regard to the
independent variables utilized in the controlled trial. Episode selection
from the 8 audiorecorded ard rated sessions from each patient resulted in
a sample of 1081 episodes. The figure represented an average of 18

episodes per patient (SD = 3.0, range = 9 to 20). Table 1 presents the
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total number of interpretation episodes in the sample broken down by phase
of therapy [early (sessions 4, 7 or 9); middle (sessions 11, 14, or 16);
or late (sessions 18 or 20)] from which the episodes were selected,
episcde differentiation on the dimension of "normwork-work", and the QOR

and treatment condition designation of the case.

Insert Table 1 about here

To assess whether the episode sample \@as balanced with regard to the
above dimensions, chi-square analyses were conducted on the frequency of
both work and nomwork episodes selected for the sample. The three
classification variables were QOR (high versus low), cordition (immediate
versus delay), and phase of therapy (early, middle, or late). Chi-square
calculations were conducted for the frequency across categories of each
classification variable and for the three two-way and one three-way
cross-tabulations. Only a single chi-square value attained significance;
phase of therapy was significantly associated with the number of work
episodes selected. Use of the selection criteria had provided for a
significantly greater mmber of work episodes from middle ard late as
opposed to early therapy sessions (X2 = 20.30, d&f = 2, p < .001). The
chi-square analyses indicated that the episode sample was well balanced
across the dimensions of patient QOR, treatment condition, and time in
therapy.

As noted above, an analysis of the TIRS data from 64 patients provided
support for the integrity of treatment provided by STI project
therapists. Fifty-one of these 64 cases had been included in the episode

sample. The STI process analysis allowed for a camparison of the
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patient’s performance in therapy as a whole with the patient’s "“work"
behavior as represented in the episocde sample. The representativeness of
the episode data was checked by caomparing the proportion of norwork and
work episodes available from the entire therapy for these 51 cases versus
the proportion cbtained for the episode sample. Chi-square tests were
conducted at the level of the individual case and for each of the four
cells in the design. The proportion of nonwork:work episodes selected for
the episode sample was significantly different (p < .05) from the
proportion seen for therapy overall for only five of the 51 cases. At the
design level and aggregating the number of episodes across cases, there
were nc significant differences in the proportion of norwork:work episodes
between the episode sample and therapy as a whole for any of the four
cells in the design. The episode sample was thus considered highly
representative of each patient’s level of work during therapy as a whole;
differences which emerged in the contrast between the episcde sample and
the therapy overall for individual cases could be regarded as due to
chance.

MEASURES
Patient Process Rating Measures.

Overview. A major aim of the present study was to employ a
camprehensive battery of process measures to assess patient material prior
and subsequent to the therapist interpretation. Comprehensiveness in this
context refers to adequate coverage of multiple dimensions of the
patient’s verbalization. One basis for the selection of patient process
rating categories was Russell and Stiles’ (1979) typology of language
analysis systems. Three perspectives on rating speech (i.e. content,

intersubjective, and extralinguistic categories) and two approaches to
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coding (i.e. classical and pragmatic strategies) define the typology.
Content categories concern the patient’s denotative or connotative
semantic content and are used to tap internal psychodynamic processes.
Intersubjective categories concern syntactically implied and other
relationships between the speaker and listener, and can be employed to
identify interpersonal roles and relationships in therapy.
Extralinguistic categories concern vocalizations (noises without the
structure of speech), qualifiers (pitch, rhythm, resonance), and aspects
of the temporal patterning of speech (duration and latencies), and prove
useful in tracking the transitory emotional states of the patient. The
two coding strategies may be used with each of the three measurement
categories. The classical strategy involves a noninferential
characterization of the text of the patient’s verbalization, while the
pragmatic strategy involves an inferential characterization cof the speaker
or the speaker’s state. Table 2 presents the measures of patient process
employed in the present study according to the Russell and Stiles (1979)
typology. The selection of process measures provided representatives for
five of the six language analysis systems defined by the typology. A
decision to limit rating demands meant that a classical measure of the

intersubjective perspective was excluded from the battery.

Insert Table 2 about here

Two other considerwiions influenced selection of the process rating
measures. First, measures had to be relatively established, reliable and
valid indicators of relevant constructs, and capable of being used by

clinically unsophisticated judges. The rationale was to remove any
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dependence on expert clinicians as raters. Use of expert clinicians was
not economically feasible. Employing raters of minimal clinical training
and/or familiarity would help guard against those particular biases due to
theoretical orientation or experience. Procedures to guard against other
forms of bias (e.g. halo effects) are described below. Second, the
battery was designed to provide an assessment of constructs both specific
and nonspecific to a psychodynamic approach to psychotherapy. The
ratibnale in this instance was to provide a broader test of theory
regarding the impact of interpretation and possibly extend the
generalizability of the findings to other forms of psychotherapy.

Speech Disturbance Ratio and extralinquistic measures. A measure
of state anxiety was derived from a modification of Mahl’s (1956, 1959)
"non-ah" or Speech Disturbance Ratio (SDR). The modification involved
drawing from the work of Manl (1956, 1959; Kasl & Mahl, 1965), Dibner
(1956) and Krause and Pilisuk (1961) on similar measures of speech
disturbance, selecting those categories which cut across the different
systems and were capable of being rated reliably. Working from
audiotapes, the rater uses the modified SDR system to record six types of
speech disturbance: sentence Corrections, Fragments, and/or Repetitions;
Distortions of and/or Breaks in content; and/or noncontent Intrusions (see
Appendix IIT). The SDR is the number of disturbances divided by the
duration of patient speaking time in the segment and multiplied by a
constant (60 seconds); the SDR thus reflects the mumber of speech
disturbances per minute. A total disturbance ratio, suming over all
categories except Intrusion (i.e. content disturbances), is also
calculated. Previous work with Mahl’s (1959) SDR system yielded high
values for both interrater (.94) and intrarater (.96) reliability.
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Construct validation efforts indicated that SDRs significantly
discriminated anxious from defensive phases in psychotherapy sessions
(Mahl, 1956, 1959), or between interview conditions in an experimental
design where one condition was designed to elicit anxiety (Kasl & Mahl,
1965; see also Cook, 1969; Pope, Blass, Siegman, & Raher, 1970).
Convergent validity was indicated by positive relationships between SDRs
and physiological indices of anxiety (Kasl & Mahl, 1965), while
discriminant validity was shown in the lack of relationship with measures
of trait anxiety (Cook, 1969).

Six additional extralinguistic measures were calculated from timed
recordings of the episode segments. "Thought units" were operationalized
as a) distinct units of patient speech comprising grammatical subject,
abject, and verb functions; b) associated with distinct breaks in speech
flow or content; and c) serving to express a camplete, independent
thought. ("Thought units" were the unitizing measure employed for the
speech rate measure, Vocal Quality tally ratings, and tabulation of
patient "verbal response mode' usage; see below.) Speech rate and the
silence quotient are two verbal form measures that have been related to
the expressicn of affect (Kasl & Mahl, 1956; Pope et al., 1970). Speech
rate was defined as the mumber of "thought units" provided by the patient
divided by the mumber of seconds spent speaking during the segment. The
silence cuotient was calculated as the ratio of the total duration of

segment silences over the total duration of the segment. Pope et al.
(19790) report that free speech monolcgues by psychiatric patients
independently rated as reflecting anxiety were significantly related to a
high speech rate and a low silence quotient, while depressed free speech
was conversely related to a low speech rate and high silence quotient.
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Two slightly different measures of speech and silehce were calculated to
reflect the "saliency" (i.e. motivational importance) of content expressed
by the patient (Jackson, Weins, Manaugh, & Matarazzo, 1973; Manaugh,
Weins, & Matarazzo, 1970). The proportion utterance was defined as the
time spent speaking divided by the total duration of the segment. Mean
latency was calculated as the ratio of the total duration of silences over
the munber of pauses in the segment. In the studies referenced,
proportion utterance values increased and mean latency decreased when
subjects discussed subjects of high saliency. Finally, the muber and
duration of patient commnications (i.e. blocks of patient speech
demarcated by pauses and/or therapist interventions) during each segment
were also recorded.
The SDR and speech/silence variables are extralinguistic measures
assessed via a classical strategy (see Table 2).
Vocal Quality categories. The Vocal Quality (VQ) system (Rice &
Kerr, 1986; Rice, Koke, Greenberg, & Wagstaff, 1979) is oriented to vocal
qualifiers (pitch, rhythm, energy level) and "designed to assess the
quality of the (patient’s) involvement in the therapy process® (Rice et
al., 1979, p. 1). The VO system represents an extralinguistic measure
assessed via a pragmatic strategy (see Table 2). Raters attend to the
"stylistic qualities" of the patient’s speech, work from audioctapes and
classify utterances into one of four nominal categories of vocal cuality.
Each category describes a different vocal rtattern, distinguished on the
basis of six features of speech ocutput. Appendix IV presents the four
categories of VQ (Focused, Externalized, Limitesi, and Emotional) ard the
features defining each pattern. The rater codes weach "thought unit” in

the segment; the summarizing unit was the proportion of tallies assigned
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to each category for the segment as a whole. The alternate approach
presented in the wmamal (Rice et al., 1979) calls for the assigmment of a
nominal category rating for the segment as a whole. Previous studies
employing the VQ system report average interrater reliabilities of .75
using the tally rating approach (Rice & Wagstaff, 1967) and a Kappa
coefficient of .49 for adjusted perfect agreement on the nominal segment
rating (see Rice & Kerr, 1986). There is evidence to support the
predictive validity of the system. Focused VQ has been shown to predict
therapy outcome as early as the first interview, while the Externalized
and Limited patterns have been associated with relatively unproductive
therapy process (Butler, Rice, & Wagstaff, 1962; Rice & Wagstaff, 1967).
Recent work (Greenberg, 1984) has established Focused VQ as a useful
marker of problem resolution for critical incidents in therapy sessions
(see also Wexler, 1974). |

The BExperiencing Scale. The Experiencing (EXP) Scale (Klein,
Mathieu, Gendlin, & Kiesler, 1970; Klein, Mathieu-Coughlan, & Kiesler,
1986) assesses a construct which has been described as similar to the
analytic concepts of "insight", "lack of resistance" and "working through"
(Kiesler, 1973). Iower levels on the scale are marked "by the blockage of
internal cammmication and an avoidance of feelings or conflicts" while
progressively higher ratings reflect the degree to which "the patient
camunicates his personal, phenamenological perspective and employs it
productively in the therapy session" (Klein et al., 1970, p. 1). The EXP
Scale is thus a content measure employing a pragmatic codirg strategy (see
Table 2). The scale is a 7-point annotated and anchored rating device
designed for applications to audiorecorded segments of therapy
interviews. Appendix V presents both the detailed long and short forms of
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the EXP Scale. The authors (Klein et al., 1970, p. 34) indicate that "the

discriminatory power of the ratings is independent of the length of the
segment". Two EXP ratings are provided by judges: a modal rating
characterizes the average scale level and a peak rating is given to the
highest scale level attained in the segment. Reliabilities in a mmber of
research applications have ranged from .76 to .91 for modal values and .75
to .92 for peak values. Ratings of successive segments drawn from the
same case have tended to be of lower reliability (.61 to .87), perhaps due
to problems with halo effects, as have ratings done using only the short
form of the scale (.48 to .85; see Klein et al., 1970, p. 44-45 and Klein
et al., 1986, p. 35-39). Research with the EXP Scale (Kiesler, 1973;
Klein et al., 1970; Klein et al., 1986) supports the validity of the
measure both in discriminating therapy functioning between patient
diagnostic groupings and in predicting cutcome from patient behavior
within and across sessions.

The Patient Content Reference System. Patient content in
precondition and response material was classified according to the Patient
Content Reference System (PCRS), a multidimensional rating device
developed for use in the present study. The PCRS first requires that the
rater identify the "verbal response modes" (VRM; Stiles, 1978, 1979) used
by the patient in the segment. A response mode is a category of language
that implies a particular interpersonal intention. Stiles’ (1979)
taxonamy identifies eight exclusive response mode categories: Disclosure,
Question, Information, Acknowledgment, Advisement, Assumption,
Confirmation, and Reflection. Each mode has a characteristic grammatical
form ard interpersonal intent which may or may not coincide. Both form

and intent of each utterance can be coded. For example, the statement "I
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need help" is a disclosure in form reflecting personal discamfort. The
intent of the statement may be a disclosure or an advisement for the other
to respond to the need implied in the utterance, i.e. to offer
assistance. The PCRS required that raters attend only te the intent of
each "thought unit". The VRM rating task of the PCRS thus represents an
intersubjective measure assessed via a pragmatic strategy (see Table 2).
Summary response mode codings referred to the proportion of each intent
for the segment. Employing the VRM form categories would represent an
assessment of intersubjective material from the classical strategy but
would also require raters to reliably distinguish all possible
camnbinations (64) of response mode form and intent. To limit rating
demands, the VRM form categories were dropped from the battery of patient
process measures. Pairwise agreement between independent coders has
averaged 85% in previcus work with the taxonomy (Stiles, 1978). The VRM
system has shown pramise in differentiating approaches to psychotherapy
(Stiles, 1979), depicting patient response mode use in therapy (Stiles &
Sultan, 1979), and identifying the relationships between response modes
ard levels of EXP in therapy sessions (Stiles, McDaniel, & McGaughey,
1979).

Other rater tasks required by the PCRS are a reflection of the
therapist content reference judgements made with the TIRS. Raters
identify patient references to four dynamic camponents: wish, anxiety,
defensive processes, and dynamic expressions (i.e. patient affects,
behaviors and cognitions described in pairs and related causally). Raters
were not required to infer from the patient’s material the unconsciocus
dynamic component being addressed; instead, the patient was required to

make an explicit reference to the conscious derivative of the component
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for categorizations to be assigned. The rationale was to identify patient
segments where dynamic material is being explored as a precursor or
response to therapist interpretations (Reynes, Martindale, & Dahl, 1984).
Finally, the PCRS also requires that the rater record all patient
references to objects and object links in the segment. The PCRS
categorization of patient references to dynamic camponents and cbjects
represents a content measure assessed via a classical strategy (see Table
2). This aspect of the PCRS also represented a first step to developing a
new measure of patient in-session activity. A separate validation study
of the PCRS was not conducted. Consequently, the findings of the present
investigation are also the only indications available regarding the
validity of the system (see Beutler, 1989). The procedures required by
the variocus PCRS rating tasks are presented in Appendix VI.

Interpretation Correspondence Rating Measure.

As noted, an early task of the STT therapist was to provide a written
formulation of the patient’s problem which outlined a repetitive conflict
involving similar objects that resulted im similar maladaptive outcomes.
The formulation was prepared by the therapist following the second therapy
session. Therapists had not been systematically trained to provide
formulations according to specified criteria. All therapists in the
Clinic, however, routinely provide etiological formulations on new
assessments which are subject to supervisory review. The variability
evident across formilations cbtained in the STI project required *hat a
more systematic content analysis be applied. 'The formulation for each
case included in the present sample was broken down by the principal
investigator into the main components of wish, anxiety, defense,

maladaptive cutcame, and important objects. Appendix VII presents the
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instructions for the breakdown procedure. Reliability of the procedure
was assessed through comparisons of the formuilations for twelve randomly
selected cases each broken down by two clinical judges. The level of
agreement shown for the identification of each component between the
principal investigator and each of the reliability judges was rated
independently. The agreement rater assessed the "percent overlap" evident
for each camponent across each pair of formilations. Agreement averaged
across pairings was substantial: for wish, 89% (range = 84-93%); anxiety,
91% (range = 81-100%) ; defense, 75% (range = 63-81%); maladaptive ocutcome,
82% (range = 79-88%): ari objects, 92% (range = 89-96%).

The correspondence rater was required to assess the degree of content
match between the dynamic camponent(s) and object(s) referenced in the
target interpretation with those outlined in the formulation breakdown.
To rate the correspondence of cbject references, the rater was required to
assess the dynamic aspects of the relationship pattern identified in the
interpretation and formulation; a match between simple cbject references
was not sufficient to rate high correspondence. For interpretations of
the transference, relationship patterns in the formlation which had a
bearing on the transference focus became the standard for correspondence
ratings, i.e. the therapist could occupy a role in any important cbject
relationship identified in the formilation. A three-point rating scale
(no correspondence, moderate correspondence, strong orrespondence or
identity) was employed, with half-scale ratings permitted. Apperdix VIII
presents the correspordence rating procedure in detail.

Measures of Patient and Relationship Characteristics.

A number of measures collected in the STI project were available as

potential predictors of patient response process for the present study.
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The variables were representative of different types of information about
patient and relationship characteristics and were drawn from maltiple
sources (i.e. QOR assessor, independent ocutcame assessor, patient, and
therapist). Measures of patient characteristics included: a) patient
demographic information; b) the profile provided by the clinical
assessment of the patient’s quality of cbject relationships; c) ratings of
the patient’s "capacity for dynamic psychotherapy" provided by the QOR
assessor, indeperdent cutcome assessor, the patient, and the therapist
following the second therapy session; d) ratings of Pretherapy symptom
distress provided by the patient, independent assessor, and therapist; and
e) patient and therapist expectation ratings for in-therapy behavior
collected following the second therapy session. Measures of the therapy
relationship were based on patient and therapist ratings of the quality of
the therapeutic alliance made after each third of treatment.

Apart from the demographic information and QOR designation, wvariables
in each of the above groupings were subjected to principal components
analyses. The intent of these analyses was to cordense the large mmber
of variables in each grouping to a smaller set of representative
dimensions. Components with eigenvalues greater than 1.0 were retained.
The ratio of subjects to variables in each analysis ranged from 4 tc 10.
Given the relatively low subject/variable ratios, variables wi%i: czaponent
loadings greater than .60 were used to interpret each compiers. The
calculation of factor scores employed the factor coefficie =~ “or all
variables involved in the analysis. The following provides a brief
description of the components derived as measures of patient and
relationship characteristics. Appendix IX presents the details regarding
the camplete set of available potential predictor variables, including the
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results of the variocus principal camponents analyses (i.e. camponents and
variance accounted for, constituent variables, and camponent loadings).

Quality of Object Relationships (QOR). Quality of object
relationships is defined as the person’s tendency to establish certain
kinds of relationships with others. The conceptual develocpment of the
scale and its reliability and validity are described in two recent
publications (Azim, Piper, Segal, Nixon, & Duncan, 1991; Pipexr, Azim,
Joyce, McCallum, Nixon, & Segal, 1991). The clinical assessment involves
an unstructured interview conducted in two 1l-hour sessions held a week
apart. The patient’s lifelong pattern of relationships is explored in
reference to criteria that characterize five levels of dbject relations:
mature, triangular, controlling, searching, and primitive. The criteria
concern behavioral manifestations, regulation of affect, regulation of
self-esteem, and historical antecedents. Criteria are weighted inversely
according to the degree of inference required, i.e. behavioral
manifestations are given the highest weighting in formmlating a QOR
rating. The interviewer distributes 100 points across the five levels of
the scale and an overall rating that ranges from 1 to 9. In the STI
project, a score of 5 or higher was used to define the high QOR patient
group, and a score of 4.5 or lowex o define the low QOR group (Piper et
al., 1990).

For 50 of the STI patients, an indeperdent rater listened to the
audiotaped assessment and provided a second set of ratings. Agreement
between the two raters for the designatioci. of a patient as high or low was
76%, and the kappa coefficient was .52. The intraclass correlation
coefficient for interrater reliability on the 9-point rating was .50.

Measures of patient % ic capacity". The QOR assesscr also
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canpleted a series of ten 9-point scale ratings that provide a profile of
the patient’s capacity for dynamic psychotherapy. The ratings for the ten
items (see Appendix IX) were found to be of reasonable reliability in
previcus work (Piper et al., 1984). Three camponents, accounting for 60%
of the variance in the ratings, wexre identified in the data reduction
analysis. These components were labeled Good Therapy Patient (33%),
Affect Regulation (15%), and Focality of Conflict (12%).

The independent cutcome assessors in the STI project were responsible
for evaluating the patient’s social functioning and negotiating the
patient’s target objectives for therapy. Assessors also provided six
ratings of the patient’s presentation in the assessment interview. Three
camponents, accounting for 75% of the variance in the ratings, were
identified: Wasteful Effort (36%), Strengths and Assets (23%), and
Minimizing (16%; see Appendix IX).

Patient ratings of dynamic capacity were drawn from three self-report
measures. The patient’s capacity to be insightful was assessed by the
total score on the Insight Test (Tolor & Reznikoff, 1960). The patient’s
tendency to employ defense mechanisms fram different levels of
developmental maturity was assessed by factor scores based on the
Defensive Style Questionnaire (Bond, Gardner, Christian, & Sigal, 1983).
Finally, the patient’s pretherapy rating of his/her expectation for
treatment effectiveness was regarded as a self-report of "hopefulness' for
therapy.

The therapist provided six item ratings of the patient following the
second session (i.e. psychological mindedness, patient motivation,
focality of conflict, response to interpretation, interaction with

therapist, and patient likability). The principal camponents analysis of
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these ratings resulted in two factors, accounting for 70% of the rating
variance: Good Therapy Patient (55%) and Focality of Conflict (14%).

Measures of patient “problems in functioning". A total of 15
variables fram the STI ocutcame battery (see Piper et al., 1990) were
included in a principal ccmpone.nts analysis. The scores concerned the
pretherapy functioning of the patient on measures of interpersonal
functioning, psychiatric symptomatology, self-esteem, and life
satisfaction. Measures of social adjustment in four areas (work, social,
family of origin, and sexual) were drawn from a modification of the Social
Adjustment Scale interview (Weissman, Paykel, Siegel, & Klerman, 1971) as
corducted by the independent assessor. The two independent assessors in
the STT project were highly reliable in rating social functioning; the
average interrater reliability (intraclass correlation) across the four
SAS subscales was .86. Two subscales of the Interpersonal Dependency
Scale (Hirschfeld, Klerman, Gough, Barret, Korchin, & Chodoff, 1977) were
used to assess emotional reliance and autonamy. A measure of the
discrepancy between the patient’s present and preferred levels of
interpersonal functicning was provided by the Interpersonal Behavior Scale
(Piper, Debbane, & Garant, 1977). Psychiatric symptomatology was assessed
by the global severity index of the SCL~-90 (Dercgatis, 1977), the Beck
Depression Inventory (Beck & Steer, 1987), and the Trait Anxiety Inventory
(Spielberger, 1983). Self-esteem was assessed by the Rosenberyg (1979)
measure. Life satisfaction was assessed by a single, 7-point Likert scale
rating. As noted, the independent assessor assisted the patient in
formulating a set of written target objectives for therapy. The rating of
severity of disturbance averaged across the dbjectives as provided by the

patient, independent assessor, and therapist following the second session
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rounded ocut the pretherapy cutcome measures entered into the camponents

analysis. Four camponents, accounting for 61% of the variance among the
pre—therapy ocutcome variables, were identified. The first factor, labeled
Patient Symptom Distress, was by far the largest (36%) and captured a
general dimension of health-sickness. The remaining factors included
Patient Interpersonal Functioning (9%), Therapist Target Severity (8%),
and Patient Sexual Functioning (7%; see Appendix IX).

Patient and therapist expectation ratings. Patients and
therapists were asked to provide ratings of their “expectations of
experience in therapy sessions" following their second therapy contact.
Four sets of 15 ratings each were campleted, both participants considering
their expectations for themselves and for the altermnate party. Each set
of 15 items was subjected to a principal camponents analysis. Four
camponents emerged in three of the four analyses, accounting for 64-67% of
the rating variance. In the analy:.s conducted on the therapist’s ratings
of how they expected themselves to behave, five campx ‘ents accounted for
73% of the rating variance. The frur camwponents underlying patient
expectation ratings of their own therapy behavior included Activity Level
(38.1%) , Content Focus (11.2%), Questioning Behavior (8.7%), ard
Involvement (6.9%). Appendix IX provides a detailed description of the
principal components which emerged in each of the four analyses.

Participant ratings of the therapeutic alliance. Patients and
therapists were asked to camplete ratings of the therapy relationship
after sessions 7, 14 and 20. Participant ratings of the alliance had been
preferred for the STI project because of their relative simplicity,
availability, and lack of dependence on a sophisticated team of judges.

“he 21 item ratings were summed and averaged to provide scores on seven
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subscales: measures of the emotional bond or "affective relationship" (as
experienced and perceived reciprocally; 2 variables); measures of the
mworking relationship" (disclosure and feeling expression; 2 variables) ;
the degree of positive idealized transference in the relationship; and the
two dimensions (helpfulness, collaboration) of Iuborsky’s (1984) helping
alliance concept. The seven subscale scores from each participant uc each
assessment were subjected to a principal components analysis. The
analyses accaunted for 63-73% of the variance among the subscale scores.
In each instance, the first component accounted for most of the variance
among the subscales (54-66%) and represented the patient’s or therapist’s
global impression of the Therapeutic Alliance at that point in therapy
(see Apperndix IX).

Measures of Session Outcome.

Patients and therapists campleted evaluation ratings following each of
the twenty STI sessions. Six session outcome variables were derived from
the ratings provided by each party for each session. Four item ratings
used a 7-point Likert scale and inguired about the patient’s level of
disclosure, the degree to which he/she felt understood, the degree to
which he/she could understand and work with what the therapist said, and
the patient’s sense of the usefulness of the session. The remaining two
variables camprised scores on the evaluative factors of Stiles’ (1980;
Stiles & Snow, 1984) Sessicn Evaluation Questiomnaire. The SEQ is defined
as a measure of "session impact®; 12 of the 24 bipolar adjectives in a
7-point semantic differential format were employed. The adjective ratings
are averaged to yield session scores on Depth-Value (i.e. the
participant’s view of session "effectiveness") and Smoothness-Ease (i.e.

the participant’s view of patient "distress"). Session cutcome variables
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were aggregated to provide mean values for therapy overall.

Measures of Therapy Outcome.

The camprehensive battery of ocutcome measures employed in the STI
study (Piper et al., 1990) has been mentioned above in the context of
pretreatment "problems in functioning" as a predictor of response to
interpretation. Post-therapy and follow-up outcame data from the STT
study were employed to assess the importance of dimensions of patient
response to therapy benefit.

Nineteen of the 23 cutcome variables employed in the STI study were
measured at pretherapy, post-therapy, and follow-up, permitting the
calculation of residual gain scores. The remaining 4 variables were
glabal impressions assessed at post-therapy and follow-up (rated benefit
scores). A principal caomponents analysis was conducted with 16 of the
post-therapy measures. Seven measures had been eliminated due to high
interdependency or missing data upon examination of the intercorrelation
matrix involving all 23 measures.

The principal camponents analysis identified four ocutcome factors
(eigenvalues > 1.0) which accounted for 63% of the variance. Variables
with component loadings greater than .60 were used to interpret each
camponent. Factor I accounted for 40% of the variance and included the
glcbal severity index of the SCIL~90 (Derogatis, 1977), the Rosenberg
Self-Esteem Scale (1979), the Beck Depression Inventory (Beck & Steer,
1987), the emctional reliance subscale of the Interpersonal Deperdency
Inventory (Hirschfeld et al., 1977), the present level of functioning
subscale of the Interpersonal Behavior Scale (Piper et al., 1977), the
Trait Anxiety Irnwventory (Speilberger, 1983), the Social Functioning

subscale from the modified Social Adjustment Scale interview (Weissman et
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al., 1971), and the Life Satisfaction rating. While the content of the
eight measures differs, the factor represents change in General
Synmptamatology and Dysfunction according to patient self-report. Factor
IX accounted for 9% of the post-~therapy outcome measure variance and
included ratings of the overall usefulness of therapy provided by the
patient and therapist, and the rating of target cbjective severity
provided by the patient. This factor represents change in the
Individualized Objectives (problems) for therapy provided by patients.
Factor III accounted for 9% of the variance and included the Work
Functioning subscale of the SAS interview and the rating of target
objective severity provided by the independent assessor, thus representing
change assessed by External Cbserver Rating. Factor IV accounted for 6%
of the variance and included a rating of target objective severity
provided by the therapist and the Family and Sexual Functioning subscales
of the SAS interview. The meaning of this factor was unclear due to
differences between the constituent variables (i.e. content, source of
rating), and the fact that the signs of the loadings for the therapist
rating versus the SAS variables were opposed. Thus, the ocutcome variables
were reduced to three conceptually meaningful factors. The calculation of
factor scores employed the factor coefficients for all variables irnvolved
in the analysis. The same factor structure was used to represent ocutcome
at follow-up in the interest of maintaining consistency with the
post-therapy factors.

PROCEDURE
Rating Tape Construction.
The TIRS rating forms completed for the STI project were accessed for

identification of therapist interpretations within each therapy case.
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Episodes identified in the STI session material which satisfied the
selection criteria were re-recorded, resulting in a library of episode
tapes. The episode library was the raw database for construction of both
patient process and interpretation correspondence rating tapes. Patient
process rating tapes were comprised of precondition and response
segments. The target interpretations from the selected episocdes were
excluded from the rating tape. Segments retained their consecutive order
within phase of therapy; phases were counterbalanced. Process raters were
therefore blind to the type of segment (precondition or response), the
phase in therapy from which the episocde was selected, the nature of the
target interpretation, and the classification of the episode (response) as
"unsuccessful -successful" (nonwork-work). Interpretation correspondence
rating tapes were comprised of the precomiition segment and target
interpretation from each selected episode. All episodes fram a single
case were represented on the same tape, counterbalanced by phase.
Correspondence raters were therefore blind to the phase in therapy from
which the episcde was selected and the classification of the episode on
the "“success" dimension.

Raters.

A total of seven raters were employed during the data collection phase
of the study. A team of four raters was available for the duration of the
project; naturally occurring staff turnovers necessitated replacement by
and training of new raters. All raters were female and exceptional
graduates of baccalaureate psychology programs hired as research
assistants in the research unit of the Division. All had previous
experience with interviewing and/or rating procedures. At the start of

their termure, each assistant had been provided with a didactic overview of
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psychodynamic theory and the models of psychotherapy utilized in Division
treatment programs.

Rating Tasks.

Raters for the present study were selected on the basis of
availability and interest in the tasks of the project. The raters were
provided with the source articles and/or mervals associated with each
rating system selected for use in the process battery. Group discussions
of the conceptual background of each measure were held such that each
rater could acknowledge comprehension of the material prior to
applications of the measure. Training materials for actual rating
procedures included those provided with the respective system (VQ and EXP)
and/or a tape of interpretation episodes selected from STI sessions in the
mamner described. The 100 episodes used for training purposes were
indeperdent of those selected for the research sample. Initial
applications were conducted as a group, with open discussion of problems
encounttered with the system. Four scheduled assessments of reliability
were conducted during the training peried, each assessment being followed
by feedback and further discussion. Fwl&rs received training to criterion
(minimm interrater reliability/agreement = .60) on the variocus rating
systems prior to working with actual episode material.

An individual rater worked independently and was responsible for the
application of at least one rating system to a single tape side (20-35
episode segments). By counterbalancing rater assignmments to episode
material, each rater was prevented from applying multiple systems to the
sare segments or from using a system to rate the precondition and response
segments from the same therapy case. Cocunterbalancing decreased the
possibility of rating sets or halo effects. The interrater reliability of
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each process system was assessed on four regular occasions during data
collection, i.e. an assessment was scheduled after rating data had been
collected on a sample of 160 episodes. For reliability assessments, all
raters applied the same system to episodes from a single, randomly
selected tape side. For each measure, reliability was based on a
subsample of appruximately 100 episodes.

Interpretation correspondence raters were provided with the rating
tape, a copy of the formulation breakdown for each case represented on the
tape, and a rating "template" that listed the dynamic camponents and
abjects that had been coded for the target interpretation using the TIRS.
Raters were required to assess the degree of match between the dynamic
component (s) and cbject(s) referenced in the interpretation with those
outlined in the formulation breakdown. A rater worked independently and
applied the system to the episode material from a single case. As much as
possible, individual raters were required to provide ratings on the same
mmber of cases from each of the two QOR (high vs. low) subgroups.
Reliability assessments were conducted on four occasions in the manner
described above, on a total of 80 episcdes.

Rating System Reliabilities.

A large sample of interpretation episcdes was regarded as a strength
of the present study. Due to the importance of this cbjective, the
process rating data for the present study were collscted from individual
judges working independently; the usea of consensus judgements from a group
of raters was not: economically feasible. Reliabiiity coefficients
(intraclass corr=lation or the average Pearson correlation across all
rater pairs) thus reflect the average reliability of the individual

rater. For variakles where interrater agreement was also calculated
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(segment ratings on the VQ and EXP variables), the coefficients are
interpretable in the same manner. Given that this rating approach
generally provides lower reliability estimates, the coefficients attained
by the judges in the present study were regarded as moderate and adequate
for the exploratory nature of the data analysis. General factors
mitigating against higher levels of interrater reliability and agreement
included the turnover of rating team members and the ne=d for successive
recalibrations, and the problems of rater contamination and drift when
working with multiple systems. Table 3 presents the reliability indices
for each of the rating measures used in the present study, averaged over

the four occasions for which they were determined.

Insert Table 3 about here

One Speech Disturbance Ratio category (Breaks) was droppeddueto
minimal base rates of occuwrrence. Of the remaining five categories, four
(Corrections, Fragments, Repetitions, and Distortions) were used to
calculate a total SDR for the segment. Reliability was assessed on a
total of 103 episode segments. Generally, raters were clearly able to
identify the presence of content disturbances and non—content speech
intrusions. Apart from Repetitions, however, the specific categories of
content disturbance could not be identified reliably. The Intrusion and
Total SIR variables were retained for data analysis in order to be
consistent with previous usage (Mahl, 1959).

Reliability on the VQ category system was assessed on a total of 89
episode segments. Raters evidenced an acceptable level of agreement on

nominal VO 1vtings for the segment; the average kappa cocefficient across
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assessments indicated, however, that reliability was poor once agreement
was adjusted for chance. Division of patient verbalization material into
distinct "thought units" was done with good reliability. The reliability
of W tallies assigned to units was acceptable only in the case of the
Emotional category. The Pearson coefficient for the tally rating
approach, averaging across both the WQ categories and all reliability
assessments, was .55. This value was close to the minimm criterion value
for interrater reliability established for the study (Kraemer, 1981). It
was decided to employ the proportion tally VQ category scores in the data
analyses.

Reliability assessments for the EXP Scale involved a total of 96
episode segments. Percent perfect agreement was adjusted for the
probabilities associated with a 7-point scale (Tinsley & Weiss, 1975).
Agreement and reliability coefficients showed little variation across
assessments, were eguivalent to values reported in the original scale
mamual, but were substantially below the values attained on the training
material. Two factors known to influence reliability on EXP ratings (i.e.
working with the short form of the scale, rating successive excerpts from
the same therapy case) may have been operative during the data collection.

Reliability assessments for the PCRS involved a total of 97 episode
segments. Reliabilities on the VRM categories were adequate but strongly
influenced by the base rate of occurrence, i.e. more frequently occurring
response modes were coded more reliably. Coefficients for identifying
patient references to dynamic components were less inpressive but
approximated values attained in initial applications of the TIRS.
Identification of references to defensive processes remains a problem for

both systems. Patient references to ocbjects were coded with high
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reliability. Overall, interrater reliability estimates for the PCRS
suggest that a reasonable first step to developing a credible measure of
patient content reference activity in therapy sessions had been
accampl ished.

Interpretation correspondence raters evidenced moderate reliability in
assessing the match between dynamic camponents and cbjects referenced in
the target interpretation with those ocutlined in the formulation
breakdown.



58
RESULTS

OVERVTEW OF APFROACH TO DATA ANALVYSIS

“he planned approach to examination of the episode data was subdivided
into two parts. In the first part, the intent was to "map the tem-ain",
that is, to identify the characteristics of patient processes and
therapist behaviors during interpretation episodes. Three analyses were
conducted in this part of the data analysis. First, two-way MANOVAS were
conducted using the therapist behaviors during the episcde as a whole
(precondition segment, interpretation, and response segment) as the
dependent variables. The two independent variables were the therapists
(of wham there were eight) and the "normwork-work" episode classification
based on the patient’s response. Second, variables descriptive of patient
process during the precorndition segment were the independent variables in
a discriminant function analysis which differentiated episodes on the
"norwork-work" classification. This analysis furnished a description of
patient "readiness" for work in response to interpretation. Third, the
dimensions of patient process during the response segment were identified
through a principal components analysis conducted on response variables
adjusted for the baseline level shown in the precondition (residual gain
scores) or assessed at the level of the response only (rated benefit
scores). In sum, the first part of the data analysis aimed to highlignt
differences in therapist behavior and patient precondition process during
episodes classified as "successful® ("work") or "unsuccessful®
("norwork®), and to identify the dimensions of patient response to
interpretation.

Th& aim of the second part of the data analysis was to assess

correlational relationships involving the dimensions of patient response
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to interpretation. Three analyses were conducted. First, predictors of
the response dimensions were to be identified by the use *{ a hierarchical
miltiple regression analysis strategy. Potential predictor variables
reflected characteristics of the patient, the therapeutic relationship,
arnd the episode itself, e.g., patient "readiness", therapist
interpretation references to dynamic components. Identification of a
mumber of statistical issues with the hierarchical regression approach
resulted in a revision of this analytic strategy and the use of aggregated
episode data in stepwise multiple regression analyses. These issues are
addressed in greater detail in a subsequent section. The second and third
analyses assessed relationships between the dimensions of patient response
and ocutcome at the level of the session (six session evaluation variables
each from the patient and therapist), or ocutcame at the level of the
therapy (three outcaome factors at both post-therapy and follow-up). In
each analysis, the Pearson correlation coefficients between aggregated
response scores and cutcome were considered for the entire patient sample
and for each subgroup of patients defined by the high yvs. low QOR
designation. In sum, the second part of the data analysis aimed to
identify significant predictors of patient response to interpretation, and
to determine the strength of association between the patient response
dimensiaons and two types of therapy cutcame.
CHARACTERISTICS OF INTERPRETATION EPISODES

Overview.

The entire sanple of 1081 episcdes was amployed for analyses of the
characteristics of interpretation episcdes. The statistical methods used
for znalyses of therapist behavior and patient precondition process
(MANOVA and discriminant function analysis, respectively) require that the
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assumption of independent cbservations be satisfied. Principal camponents
analysis, used to identify the dimensions of patient process during the
response segment, does not involve inferential hypothesis testing.
However, confidence that the camponents are stable and not sample-specific
increases when the data are camprised of independent cbservations.
Nonindependence of cbservations was a potential concern given that
multiple episodes had been drawn fram each of the 60 STI cases. Two
methods were employed to assess the degree of nonindependence evident in
the episode data. First, after Stevens (1986, p. 202), the intraclass
correlation coefficient was used to measure the dependence among
cbservations for each variable involved in the analyses of therapist
behavior and patient precondition process. The mean squares for between
("norwork" versus "work") and within (error) components were drawn from
the univariate F tests provided as follow-up to a significant MANOVA using
the "work" classification as the independent variable. The intraclass
coefficients indicated that deperdence was not evident in the data and was
thus unlikely to adversely affect the significance level or power of the
statistical tests used in the analyses reported below. Second, the
analyses reported below were also repeated on a transformed episode
dataset. The transformation program (White, Haun, Horsman & Wong, 1988)
required an equal mumber of cbservations per case (13 episodes for each of
56 cases, n = 728) and adjusted for the autocorrelation present across the
cbservations within each case. Four cases had provided fewer than 13
episodes each during the selection phase of the study; these cases were
therefore dropped from the analyses using the transfaymation for
autocorrelation. The results described in the following sections were

largely confirmed when analyses were repeated using the reduced and
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transformed dataset, again providing assurance that the presence of
nonindependent cbservations would not markedly affect confidence in the
findings. Using all available episode data was preferred for the greater
power afforded the MANOVA and discriminant function procedures, ard the
larger sampling afforded the principal components analysis.

Therapist Behavior in "Normwork" Versus "Work" Episodes.

A two~way MANOVA was conducted on fifteen therapist behavior,
dependent variables drawn from TIRS ratings. The indepemndient variables
were the general classification of the episode as ° eeessful" or
"successful"” (based on a patient response of "norwork"™ vigksus "work") and
the individual therapist (eight levels). The rationale forr using the
therapist as a blocking variable was to allow for a partiticning of
systematic variance due to stylistic differences from the error term, and
thus provide for a more powerful test of the "normork-work" main effect.
Same differences in therapist style were expected but not regarded as
being of theoretical interest. Three of the deperndent variables
represented therapist behavior during the precorndition segment: the
duration of therapist interventions, the frequency of interventions from
TIRS categories 1-5, ard the frequency of interventions from TIRS category
6. Three more dependerit variables (same measures) were drawn from the
response segment of the episode. The remaining nine variables represented
aspects of the target interpretation itself: the duration of the
interpretation, the freguency of references to each type of dynamic
camponent (i.e. wish, anxiety, defense, and dynamic éxpr&ssion), the
frequency of references to acbjects (i.e. the therapist, familial dbjects,
and other cbjects), and the freguency of references to object links.

The MANOVA indicated that both main effects were significant. In
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other words, therapist behavior varied systematically as a function of the
individual therapist [miltivariate F(:7%, 7399) = 493, p < .0001] and the
"normwork-work" classification [multivariate F(15, 1051) = 3.50, p < .0001]
of the episode. The interaction effect was found to be nonsignificant
[(miltivariate F(105, 7399) = 1.09, ns]. Thus, differences associated with
the "work" classification were found to be independent of the activity of
specific therapists. Employing a "protected F" approach (see Stevens,
1986, p. 121~123, 143), the results of the overall miltivariate test
allowed for univariate analyses of therapist behaviors in "nonwork" (n =
414) versus "work" (n =667) episodes.

Therapist interventions were of significantly shorter duration within
"work" versus "nonwork" episodes during both the precondition, F(1, 1065)
= 6.10, p < .01, ard response segments, F(1, 1065) = 18.91, p < .0001.
During precondition segments, therapists made significantly less use of
interventions from TIRS category 6 within "“work" versus "norwork"
episodes, F(1, 1065) = 7.38, p < .01. During response Segments,
therapists made significantly less use of interventions from TIRS
categories 1-5, F(1, 1065) = 10.76, b < .001, and TIRS category 6, F(1,
1065) = 24.70, p < .0001, within “work" episodes. The univariate tests
involving variables descriptive of therapist behavior in precondition and
response segments therefore indicated that there was significantly less
therapist activity within episcdes classified ag "“successful", i.e. as
reflecting patient "work". In contrast, univariate tests involving
variables descriptive of the target interpretation were all found to be
nonsignificant. In short, while therapists were significantly less active
during precondition and response segments of "work" versus "‘nonwork"
episodes, no differences were evident in the form of the interpretation
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they provided.

Further analyses identified the specific ttr —apist behaviors during
precondition and response segments for which differences between "nonwork"
and "work" episodes had been evident, i.e. specific TIRS interventions
subsumed urder the general categories examined above. A two-wey MANOVA
was conducted for each subgrouping of therapist behavior variables which
had evidenced a significant difference in the initial analysis: TIRS
category 6 interventions during the precondition segment; TIRS categories
1~5, and TIRS category 6 interventions during the response segment. In
these three analyses, the interaction effect was pooled with the error
term to provide a more stringent test of significance for the
"norwork-work" main effect. In each of these analyses, the main effects
again attained significance and allowed for examination of the univariate
contrasts. During the precordition, therapists were significantly less
likely to make requests for information, i.e. ask questions which
addressed nondynamic components and/or objects [category 6.4A; F(1, 1065)
= 5.70, p < .02] within "work" versus "norwork" episodes. During the
respanse, therapists were less likely to use the TIRS category 1-5
interventions of clarification without confrontation [category 3D: F(1,
1065) = 5.70, p < .02], clarification with confrontation [category 3E:;
F(1, 1065) = 6.95, p < .01], or question [category 4A; F(1, 1065) = 12.68,
p < -0001] within "work" episocdes. Similar less fregquent use during
response segments of "work™ episodes was noted for the category 6
interventions of providing information [category 6.3B; F(1, 1065) = 3.71,
P < .05], clarification without confrontation [category 6.3D; F(1, 1065) =
13.99, p < .0001], and question [category 6.4A; F(1, 1065) = 11.11, p <

.001].
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In summary, analyses of therapist behaviors during "unsuccessful®
("nonwork™) versus "successful' ("work") episodes indicated there were no
differences in the form of the interpretation provided but showed that
therapists during "work" episodes were significantly less active prior and
subsequent to the target interpretation. These differences in activity
were specific to information-providing interventions (e.g. clarifications
with or without confrontation) and questioning of the patient. The
results suggest that "work" in interpretation episodes is largely a
patlem:-drlven process, i.e. the patient required less preparation for and
less clarification after the interpretation during episodes regarded as
reflecting "work". Apart from providing an interpretaticn, the level of
therapist activity suggests that he or she is able to "recede" during
episodes classified as "work". 1In contrast, during "norwork" episodes the
patient may ke less ready for and able to use the interpretation, i.e. is
samehow not sufficiently engaged in a process which permits therapeutic
work. The therapist might then be required to became more active with
questions and clarifications which prepare the patient for and further
illuminate the interpretation’s meaning.

Patient Process Prior to Interpretation: Patient "Readiness".

A discriminant function analysis was conducted on variables
descriptive of patient process during the precondition segment of
interpretation episodes. The intent was to identify those variables which
significantly discriminated patient responses independently classified as
"nonwork! (n =414) or "“work" (n = 656; missing values were present for a
single episode). The analysis was summarized by a weighted camposite of
precandition process measures which significantly accounted for the
between-group separation provided by the "normork-work" rating. This
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discriminant function was held to define a dimension of patient
"readiness" for work in response to interpretation.

A total of 28 precondition process variables were available for entry
into the analysis. Seven process measures were eliminated due to high
interdependency upon examination of the intercorrelation matrix involving
all 28 measures. Four of the 21 process variables retained were camponent
scores derived fram a principal camponents analysis of the 8 VRM ratings
fram the PCRS. Three of the variables in the analysis were proportion
tally scores (i.e. percentage of category to total tallies for the
segment) for the Focused, Externalized, and Limited Vocal Quality
categories; the Emotional VQ measure was dropped to avoid the high
multicollinearity associated with proportion measures.

Eight precondition process variables were identified as making a
significant contribution to the discrimination of "nonwork" versus "work"
in the patient’s response to interpretation. Identification was based on,
first, the significance of the F test applied to the value of Wilks’s
lambda associated with the variable and, second, the magnitude of the
correlation between the discriminating variable and the function based on
all eight variables. For the latter, correlations had to exceed r = .25,

i.e. at least three times as large as a coefficient significant at p < .01

in a sample of this size. Table 4 presents the variables selected to
define the discriminant functicn, the correlation of the discriminating
variable with the overall function, the value of the Wilks’s lambda
associated with the variable, and the significance of the between-groups

discrimination afforded by the variable.
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Insert Table 4 about here

The discriminant function was held to represent a behavioral | index of
patient "readiness" for work in response to the therapist’s
interpretation. The variables associated with the function defined an
integrated orientation to internal processes that cut across lancuage
measurement categories. Externalized VQ reflects a preplanned,
"lecturing" quality in the patient’s manner and a terdency to focus on
situational description. The variable was negatively associated with the
"readiness" dimension. Disclose versus Inform is a bipolar factor based
on two VRM categories, the extremes reflecting the cammunication of
personal subjective material versus factual information abcu: external
circumstances. Patient "readiness" was associated with a greater degree
of patient self-disclosure. A higher level of patient Experiencing, i.e.
making use of immediate affective information in attempting to understand
salient personal issues, was also positively associated with "readiness"
in the precondition segment. Focused WQ reflects an orientation to
internal processes, is recognized by a "pondering"” or thoughtful quality
in the patient’s manner, and was positively associated with the camposite
variable. Reflect versus Questian was a second bipolar factor derived
fram the principal camponent analysis of VRM ratings. The correlation
with the discriminant function suggests that "readiness" was defined in
part by a cammnicative orientation that places less emphasis on
questioning the therapist’s statements than reframing therapist
interventions to clarify understanding. The positive correlation between
Proportion Utterance and the composite variable indicated that "readiness"
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was reflected by sustained patient verbalization prior to the
interpretation. The negative correlation of Speech Rate with the
discriminant function indicated that slow, "thoughtful"” patient speech was
discriminative of "work" in the response. Finally, a tendency to make
references to relationships ocutside the therapy or the patient’s family of
origin was negatively associated with patient "readiness". The
correlation suggested that self-referent patient content was
discriminative of "work" in the response to interpretation.

The overall discriminant function proved significant (Wilks’s lambda =
.96, X2 = 40.85, df = 21, p < .001) but accounted for only a small
proportion of the between-group separation represented by the "work"
classification (i.e. the point-biserial correlation between the
dichotaomous "normwork-work® classification and the continuous discriminant
function was .19). The usefulness of the function for practical purposes
therefore rested on its ability to correctly classify episodes into the
"norwork-work" categories. For each of the two categories, classification
by chance alone would reflect the proportion of the episode sample
actually distributed between "norwork" (38.3%) and "work" (61.7%). For
the sample as a whole, calculation of the chance rate of correct
classification is a function of the actual distribution of episcdes
according to "work" and the "hit rate" of the discriminant function, i.e.
the calculation is similar to derivation of the expected values in a
chi-square analysis (Betz, 1987, p. 3%6). Classification by chance alone
for the sample as a whole was calculated to be 42.3%. The coposite
variable correctly classified 57.5% of "nonwork" and 58.9% of "work"
episodes, and the overall rate of correct classificaticn was 58.3%. Using

the z test for the difference between proportions, the coverall group



638
prediction accuracy was found to ke significantly better than chance (z =
5-91, p < .001). Howsver, only the separate group prediction accuracy for
"norwork" episodes proved significantly better than chance (z = 8.02, p <
-001). In effect, the discriminant function was useful in improving the
accuracy of predicting "norwork" in the putient response above the level
expected by chance.

The discriminant function analysis identified a dimension of patient
behavior indicative of focused intrapersonal examination and openness to
the therapist’s interpretation. Discriminant function scores were
retained so that patient "readiness" could be employed as an episode-level
predictor of response process in stepwise regression analyses.

Dimensions of Patient Response to Interpretation.

Residual gain scores (RGSs) were calculated for those process measures

assessed for both precondition and response segments. The calculation
involved dividing the residual of the regression of precondition on
response scores by the standard deviation of the precondition measure.
Residual gain scores represented the change in patient process associated
with the therapist’s interpretation. A total of 21 residual gain
variables were available (2 SDR measures; 6 timed measures of
speech/silence; 4 V@ proportion measures; modal Experiencing; 4 VRM
factors based on a principal camponents analysis of the 8 VRM residual
gain scores; and PCRS codings of patient references to therapist,
familial, and other objects, and object links). Use of the Patient
Response to Interpretation scale in the STI process analysis yielded 8
variables similar to "rated benefit scores" in cutcome analyses, i.e.
measured for the response segment only. The variables included the
latency of the patient’s response, three dummy variables to represent the
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work categorization of the response (Descriptive, Relational, or Dynamic),
and four patient reference to dynamic camponent (wish, anxiety, defense,
or dynamic expression) variables in the case of a rating of Dynamic Work.
Rechndant measures were identified via examination of the correlation
matrix of all 29 residual gain and rated benefit variables. A total of 26
variables were selected and entered into a principal camponents analysis
of the response process associated with interpretation. A Varimax
rotation was employed to assist explication of the resulting component
structure.

Both the Kaiser criterion (eigervalue > 1.0) and a scree test
ass—ciated with the principal camponents analysis identified twelve
dimensions, accounting for 66.2% of the variation amongy the measures of
response process. Process measures having loadings of .40 or greater on a
camponent., with minimal loadings on all other compcnents, determined the
label for that component. Table 5 summarizes the results of the

Insert Table 5 about here

Dynamic Work was tiwe largest camponent identified in the analysis,

accounting for 9.4% of the variance among the process measures. The
camponent was comprised of ratings conducted at the level of the response
only, i.e. fram the TIRS rater’s use of the Patient Response to
Interpretation scale. Four "rated benefit" variables loaded on the
Dynamic Werk component:

a) the TIRS rater’s categorization of the response as Dynamic Work;

b) patient references to dynamic expressions, i.e. motivating
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affects, cognitions, or behaviors and their resultant effects:;
c) patient references to the use of defensive operations; and
a) the TIRS rater’s categorization of the response as Descriptive
Work. This work categorization had a negative loading on the
Dynamic Work camponent.
To score the patient’s response as Dynamic Work, the TIRS rater was
required to identify patient references to additional dynamic campo:
which were not addressed by the interpretation. Patient references to
dynamic expressions and/or defensive operations were associated with the
Dynamic Work camponent. This suggested that for the majority of
interpretations the therapist addressed the camponents of wish and/or
anxiety and, during a Dynamic Work response, the patient additionally made
reference to dynamic expressions and defenses. There was a total of 1314
refereixces to dynamic components in the 1081 target interpretations.
References to wish (348, or 26.5%) and anxiety (342, or 26.0%) indeed made
up the majority (52.5%) of these dynamic component references. Dynamic
Work was also inversely associated with those responses receiving a rating
of Descriptive Work, i.e. the simple provision of additional detail. ‘This
relationship implied that patient process was different for these two
types of "work" response. In other words, the process associated with the
patient’s exploration of the components of dynamic conflict was
qualitatively distinct from the patient’s elaboration of detail regarding
external circumstances.
Internal-—External Focus was the second component extracted in the
analysis and accounted for 8.7% of the total variance. Intemal-External
Focus was a bipolar dimension defined by two Vocal Quality RGSs. The

negative pole of the dimensicn was represented by the change in
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Externalized VQ from precondition tc response, ard the positive pole by
the change in Focused VQ. The component thus reflected a shift in
attention during the response towards greater concern with internal
processes, and can thus be seen as a fundamental constituent of the
therapeutic process.

The third principal component accounted for 6.4% of the total
variance. Hesitant 2cknowledgment represented a change in the form and
intersubjective nature of the patient’s verbal cutput. The component was
camprised of three RGS variables:

a) an increase in the number of discrete patient commmications,
i.e. patient utterances demarcated by pauses and/or therapist
statements;

b) a decrease in the proportion utterance for the segment, i.e. the
duration of the segment filled by the patient’s verkalization;
ard

c) an increase in tie exg °ss?on of an interrersonal intent defined
by the VRM categories Acknowledge and Confirm.

Hesitant Acknowledgment therefore implied frequent confirmations of the
therapist’s interpretation following the intervention, but also reflected
a decrease in the patient’s overall verbal ocutput during the response
segment. The component suggested the patient’s private attempt to
assimilate and make use of the interpretation and could reflect an early
stage in the development of insight.

Patient Invoclvement was the fourth camponent extracted in the analysis

and accounted for 5.9% of the total variance. The camponent was similar
to measures of productive in-therapy behavior defined in previous process

research and was comprised of two RGS variables:
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a} an increase in the expression of the intent to disclose, as
defined by the negative pcle of a bipolar dimension made up of
the VRM categories Disclose and Inform; and
b) an increasz in the modal level of patient Experiencing.
Patient Irvolvement reflected the increas= in a highly valued patient
activity in association with interpretation, i.e. the patient provided
more personal information and made a greater use of affective experience
in presenting this material.

References to Anxiety and Wish was the fifth camponent extracted and

accounted for 5.2% of the total variance among the process measures. The
camponent. was camprised of two "rated benefit scores" based on the TIRS
rater’s assessment of the first minute of the patient’s response, i.e.
patient references to the dynamic camponents of anxiety and wish.
Identification of these patient references implied a categorization of the
patient’s response as Dynamic Work following an interpretation addressing
defenses and/or dynamic expressions. References to defenses (311, or
23.7%) and/or dynamic expressions (313, or 23.8%) were in the minority
(47.5%) among interpretations in the episode sample. Thus, the relatively
lower frequency of patient references to anxiety or wish defined these
behaviors as a camponent independent of Dynamic Work. The first and fifth
respanse camponents nonetheless represented parallel processes, i.e. the
patient’s examination of the camponents of dynamic conflict.

The sixth component extracted, Emotionality accounted for 5.0% of the
total variance and was defined by three RGS variables:

a) an increase in the occurrence of Emotional VQ;

b) an increase in the production of noncontent (Intrusion) speech

disturbances; and
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c) a decrease in the production of content-oriented speech
disturbances.
The camponent was indicative of increased crying or tearfulness in the
response.
camprised of three RGS variables:

a) an increase in patient references to the person of the therapist,

based on PCRS aobject codings:;

b) an increase in the expressiocn of an interpersonal intent defined

by the VRM categories of Question and Advise; and

c) a decrease in patient references to "other" objects.

The component. accounted for 4.8% of the total variance and. was regarded as
being indicative of increased antagonism towards the therapist and/or
opposition to the interpretation.

A single RGS variable defined the eighth component extracted in the
analysis. The component accourited for 4.5% of the total variance and was
solely represernted by a decrease in the use of a Lirited vocal qguality.
Limited VQ has been described as indicative of withdrawal or a reluctance
to contribute to the therapy process. A high score on this camponent thus
reflects an increase in the patient’s active engagement and contribution
in response to interpretation. As indicative of a movement away from
helplessness during the therapeutic interacticn, the camponent was
assigned the label Patient Confidence.

Two RGS variables derived from PCRS abject codings defined the ninth

principal component, labeled References to Familial Objects and Links.

The campconent accounted for 4.3% of the total variance and was represented

by an increase in patient references to familial objects (i.e. parents,
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siblings, family as a whole) and patient references to cbject links. The
component apparently pointed to increased patient exploration of parallels
between current and historical familial relationships.

The tenth principal camponent accounted for 4.1% of the total variance
and was cawprised of a "rated benefit! response rating and a RGS
variable. Anxicus Speech Production was defined by a negative loading for
response latency, indicating the patient resporded before the
interpretation was complete or soon thereafter, and an increased speech
rate. Anxiocus Speech thus represented an immediate response characterized
by a rapid rate of verbal ocutput, suggesting an anxious attempt to "ward
off" the interpretation.

The remaining two components were each defined by a single variable.

Relational Work accounted for 4.1% of the total variance and was

represented solely by the TIRS rater’s judgement that the patient’s
response ¥rovided additiorn2l information about the recurrent nature of
maladaptive interpersonal patterns. Denial Jas defined by a sirngle RGS
variable representing an increase in the expression of an interpersonal
intent defined by the VRM categories cf Assume and Reflect. A high score
an this response aspect would be characterized by an increase in patient
inferences about the imotivations of gthers while in the guise of
reflezting the therapist’s interpretation. The Denizl camponent was held
to represent the patient’s resistance to applying “he interpretation in
urderstanding their cwn dysfunction. The component accounted for 4.0% of
the variance among the process measures.

Component scores were calculated for each ep.soxde. Scores on each
camponent were based on the loadirngs of all process variables. Subsequent
analyses first examined potential predictors. of the twelve response
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camponents and then proceeded to examine the relationships between
response camponents and measures of session/therapy cutcome.
REIATTONSHIPS INVOLVING DIMENSIONS OF PATTENT RESPONSE

Predictors of Response Camponent Scores.

A rmumber of statistical issues arose following initial attempts at
hierarchical regression analyses using the response camponent scores as
deperndent variables. A major conceptual issue was associated with the
choice to employ the hierarchical strategy. It quickly became evident
that there was no a priori ordering of the predictor variables which did
justice to the phencmena under study, i.e. all predictors could be
regarded as bearing simultaneocusly on the response dependent variable. Aan
ordered hierarchical regression strategy which controlled for the
influence of different ~lasses of predictors (Cchen & Cohen, 1983) was
thus precludes. rgditicral problems were associated with the
characteristics «v ths wiisode data. First, the nmature of many of the
predictor variai:ls worked against obtaining substantial correlations with
7he dependent measures. For example, a freguency count was often used to
u3sess aspects of the target interpretation. Because the aspects (e.q.
references to dynamic components) had a low level of occurrence in any
given interpretation, the distribution for the variable was often markedly
non-normal and had a seriously restricted range of values. Secord,
concerns bt reliability could be raised for independent and dependent
variables alike. Third, the large sample size meant that a given
predictor or group of predictors easily accounted for a statistically
significant proportion of criterion variance. However, the absolute
amount of variance accounted for was often trivial. Efforts to

cross—~validate regression results across randamly selected halves of the
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episode dataset were thus unsuccessful. Fourth, as noted above,
nonindependence of cbservations was regarded as a potential problem given
that m:ltiple episodes had been drawn from each therapy case. It was
possible that scores on episodes from the later sessions of a given case
could be predicted fram earlier episodes. As a means of addressing the
autocorrelation across episodes, the data for each case were transformed
using a packaged algorithm (white et al., 1988). This partitioning of the
idiosyncratic bias of each case resulted in episode data where
independence could be assumed. However, the data transformation also had
its disadvantages. The requirements of the program (i.e. an equal number
of cbservations per case) meant a large loss of episode data. ‘The reduced
variance of the distributions of dependent anl independent variables
lowered the likelihood of identifying significant relationships. The
autocorrelation program also required that a specific regression model be
tested, i.e. a set of predictors hypothesized to be significantly
associated with the dependent variable, according to a prespecified order
of entry. The exploratory nature of the response camponent regression
analyses meant use of the program was essentially inappropriate. These
issuen prampted a revision of the regression analysis strategy.

The revised appro:i: to the regression analyses involved aggregating
the episode data within each case and working with the mean values for a
sample of N = 60. The aggregation approach provided for a normalization
of variable distributions and an increased spread of variable rarges. As
score estimates were base: on the average over a number of -lyserwiziions,
reliability of the measures was also substantially improved. The major
drawback to the aggregation approach was a reducticn in statistical power
associated with the smaller sample size, i.e. from above .80 to
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approximately .57. The dataset no longer provided the latitude to test a
large set of predictors; therefore, the selection of independent variables
assumed major importance. Selection of predictors was based on the
substantive importance of the variable, its reliability, its relative
independence fram other predictors, and the need to have representative
measures of patient, relaticnship, and episode characteristics.

Thirtezen predictor variables were chosen for use in stepwise multiple
regression analyses on aggregated response camponent scores. The
variables are listed and described briefly in Table 6.

Insert Table 6 about here

The set of predictors included 4 measures of patient characteristics
(TDC1, PATH1, ORREL, and PTXPT1):; 1 measure of the therapeutic
relationship from the perspective of the patient (PTALINC): and 8 measures
of episode characteristics (DYNPIUS, IWREFM, IAREFM, IDREFM, DYNCORM,
TIREFM, TOORM, and PREWORKM). The regression analysis employed stepwise
selection from among the 13 predictors entered as a block. Significance
tests of the increments to and cumilative R? employed Model I error (see
Cohen & Cohen, 1983, p. 145-154). Tests employing the more stringent
Model II error provided essentially the same pattern of findings. 2As an
aside, a mumber of the cutpatients in the episode sample (9, or 15%) had
been on antidepressant medications during their therapy. Medication use
was not found to be significantly correlated with any of the response
camponents nor was it selected as a predictor when included in a repeat of
the regression analyses. Results of the stepwise regression analysis on
each response component are presented in Table 7 and summarized below.
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Insert Table 7 about here

Camponent One: Dynamic Work. Two significant predictors were
identified in the stepwise analysis, accounting for 22.3% of the variance
in Dynamic Work, F(2,57) = 8.20, p < .001. Both predictors were measures
of episode characteristics. Interpretation references to the therapist
(TTREFM) was the first predictor selected, F(1,58) = 8.11, p < .01.
Frequent interpretation of the transference relatioiiship made it less
likely the response would involve an exploration of the components of
dynamic conflict. Patient "readiness" for interpretation (PREWORKM) was
the second predictor selected and was directly associated with the
occurrence of Dynamic Work, F(1,57) = 7.39, p < .01l. The pstient
“readiness" variable was based on a discrimination of weork versus norwork
episodes. The Dynamic and Descriptive Work categories were two exclusive
criteria for defining a work episode. Dynamic Work was evident in 20.3%
of all episodes and 32.8% of work episcdes, and the category rating loaded
pesitively on the response factor. In contrast, Descriptive Work
accounted for 36.7% of all episcdes and 59.5% of work episodes, and loaded
negatively on the response factor. While the "readiness" variable
discriminated episodes on the general nonwork-work dimension, it emerged
as a significant predictor of the specific and less freguent category of
Dynamic Work. Wwhen the patient had manifested an internal orientation in
manner of expression, vocal qualit}, interpersonal intent, and
extralinguistically, the interpretation was capable of eliciting Dynamic
Work. In sum, to encourage a Dynamic Work response the therapist should
interpret when "readiness" is high (and resistance is low), and restrict
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the degree of focus on the transference. Interpretations in this regard
can be seen as encouraging or maintaining a process the patient has
already initiated.

Camponent Two: Internal-External Focus. Two significant predictors
were recognized in the stepwise analysis, accounting for 17.6% of the
variance in Internal-Extermal Focus, F(2,57) = 6.08, p < .01. The first
predictor selected was a patient characteristic measure, pretreatment
symptan distress (PATH1), F(1,58) = 6.89, p < .0l1. Interpretation
references to wish (IWREFM), an episode characteristic measure, was the
secord predictor selectad, F(1,57) = 4.83, p < .05. A focus on subjective
processes is a necessary requirement for the work of therapy. Patients in
acute symptom distress may possess more motivation for psychotherapy and
the subjective focus required. During sessions, emphasis on the patient’s
unconscious neads and their meaning served to encourage this focus.

Camponent Three: Hesitant Acknowledament. Four predictors attained
significance in the stepwise regression analysis, accounting for 32.:% of
the variance in Hesitant Acknowledgment, F{4,55) = 6.54, p < .001. The
first predictor selected was an episode characteristic measure of
correspondence, the remaining three predictors measures of patient
characteristics. Transference correspordence (TCORM) was irnversely
associated with Hesitant Acknowledgment in the response, F(1,58) = 8.74, p
< .01l. The "accuracy" of a transference interpretation (insofar as the
therapist’s formulation of relationship patterns was correct) made it less
likely the patient would simply acknowledge the irntcrpretation and not
immediately contribute further material. In effect, an “accurate"
transference interpretation facilitated the patient’s active engagement
with the therapist (see below). A1l three patlerrt characteristic measures
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were directly associated with Hesitant Acknowledgment in the response. 1In
order of the semipartial contributions, the variables selected were:
Patient Symptom Distress [PATH1; F(1,57) = 4.95, p < .05]; the principal
camponent based on therapist ratings descriptive of the Good Therapy
Patient [TDCl; F(1,56) = 5.88, p < .05]; and the glabal rating of Quality
of Object Relationships assigned by the QOR assessor [ORREI: F(1,55) =
3.72, p < .06]. Patients in acute symptom distress, who provided the
therapist with the initial impression of being able cardidates for
therapy, arnd who were considered to function at a more mature level of
object relations demonstrated a greater likelihood of responding to
interpretation with Hesitant Acknowledgment. These characteristics may
reflect a predisposition to covertly evaluate the implications of the
interpretation, that is, to assess the interpretation through private
thought rather than further interaction with the therapist.

Canponent Four: Patient Inmvolvement. The stepwise regression
analysis identified five significant predictor variables (one patient
characteristic - . * episode characteristic measures) and resulted in
the highest level of prediction (44.0%) of all analyses, F(5,54) = 8.48, p
< .001. Patient “readiness" for intery retation (PREWORKM) was the first
predictor variable selected and on its own accounted for 16.8% of the
variance in the criterion variable, F(1,58) = 11.73, p < .001. The
"readiness" variable included the precondition segment scores on the
Inform versus Disclose VRM camponent and modal Experiencing variable.
Gi§en that the response dependent variable was comprised of residual gain
scores, however, these aspects of the predictor would be independent of
the process behavior, i.e. a process "shift", represented by Patient

Involvement. The "readines: ;" variable was regarded as defining an
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integrated focus on intermal material and those aspects distinct from the
Inform Versus Disclose and Experienciig variables therefore provided for
the strong positive association between "readiness" and Patient
Involvement. The relationship suggests that an interpretation offered
when the patient showed high “readiness" was likely to be followed by
increased disclosure and Experiencing. Transference correspondence
(TCORM) was the second predictor selected arri was also directly associated
with Patient Involvement, F(1,57) = 6.03, p < .05. Addressing the
transference in terms similar to hypothesized relationship patterns was
associated with the promotion of Patient Involvement. "“Accurate"
transference interpretations apparently had the effect of moving the
patient from simple acknowledgment, private evaluation, and minimal
activity (Camponent Three) to engagement with the therapist. The
proportion of interpretations which addressed two or more dynamic
camponents (DYNPLUS) was the only episode measure to be inversely
associated with Patient Involvement, F(1,56) = 6.82, p < .0l. A complex
interpretation which outlined multiple characteristics of ¢he patient’s
conflict may have decreased involvement by not providing for the patient’s
autcnomous discovery of connections between conflict and problem, i.e.
insight. The correspordence between interpretation references to dynamics
and conflictual dynamics identified in the formulation (DYNOCORM) was the
fourth predictor selected, F(1,55) = 4.65, p < .05. Insofar as the
therapist’s formilation correctly identified components of the patient’s
conflict, "accuracy" of dynamic interpretaticn was likely to facilitate
Patient Involvement. The final predictor selected was the patient
characteristic defined by therapist ratings of the Good Therapy Patient

(TDC1), E(1,54) = 5.59, p < .05. EFEatients considered by the therapist to
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show a capacity for psychodynamic therapy confirmed this impression in
theilr response behavior.

Camponent Five: References to Wish and Anxiety. Three significant
predictors accounting for 22.4% of the variance were identified in the
regression analysis, F(3,56) = 5.38, p < .0l. The degree of pretreatment
symptom distress (PATH1) was the first mrsdictor selected and was directly
associated with the response component, :'{:.58) = 4.55, p < .05. The
patient’s pretreatment expectation f¢:' *rwir own in-session behavior
(PTXPT1) was the second predictor selected and was also directly
associated with the response comperwsit, F(1,57) = 6.44, p < .01. Acuity
of distress may increase patient motivation for therapeutic interaction
and the appropriate expectation, i.e. to focus on the disturbing affects
underlying distress, may facilitate the dynamic f°°}15 valued in this form
of therapy. The final predictor selected was an episode characteristic
measure; interpretation references to wish (IWREFM) was inversely
associated with the response component, F(1,56) = 4.09, p < .05.
Therapist references to core aspects of the patient’s dynamic conflict
supplanted patient identification of the same and associated (i.e.
anxiety) components, while perhaps facilitating further examination of the
aspect addressed (Component Two) .

Component Six: Emotionality. No predictor variables passed the entry
criterion in the analysis conducted on the Emotionality component. The
mull finding implies that a strong emotional response to interpretation
("de-repression") may be an essentially unpredictable process, reflecting
the surprise reported by patients when such emotion suddenly emerges.

Componenic Seven: Demands on Therapist. Three significant predictors

were identified in the stepwise regression analysis, accounting for 38.3%
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of the variance in the dependent measure, ¥(3,56) = 11.57, p < .0Cl.
Transference correspondence (TCORM) was the first predictor selected and
alone accounted for 20.6% of the variance in Demards on Therapist, F(1,58)
= 15.08, p < .001l. Transierence interpiretations which "accurately®
reflected hypothesized conflictual relationships were strongly associated
with patient behaviors indicative of opposition in the response. In this
regard, the increased patient involvement associated with accurate®
transference interpretations (Camponents Three and Four) was not always
positive in tone. The patient’s mean rating of the therapeutic zlliance
(PTALINC) was the secord predictor selected and was inversely associated
with the Demands on Therapist component, F(1,57) = 11.49, p < .001. The
patient’s perception that he/she arnd the therapist were involved in a
helpful collaboration decreased the likelihood of the patient reacting
against the interpretation. The third predictor variable selected, the
proportion of interpretations which addressed two or more dynamic
components (DYNPIUS), was also inversely associated with Demands on
Therapist, F(1,56) = 3.91, p < .05. The provision of a "complete"
interpretation decreased the likelihcod the patient would question or
oppcse the therapist. With the negative association between this
predictor and Patient Involvement, the finding suggests that complex
interpretations precluded positive or negative patient contributions to
the process, i.e. the therapist "did all the work".

Camponent Eight: Patient Confidence. Four significant predictors
emerged in the stepwise regression analysis, accounting for 30.5% of the
variance in Patient Confidence, F(4,55) = 6.02, p < .001. Three
predictors were episode characteristic measures. The proportion of
interpretations addressing two or more dynomic components (DYNPIUS) was
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the first predictor selected and was irnvexrsely associated with Confidence
in the response, F(1,58) = 7.69, p < .0l. This finding again suggests the
negative impact of "complete" interpretations on the patient’s ongoing
contribution to the therapy process. The second predictor selected was
transference correspaondence (TXORM) and was directly associated with the
occurrence of Confidence, F(1,57) = 6.03, p < .05. Tne "accuracy" of
transference interpretations apparently’ encouraged the patient’s interest
in active collaboration with the therapist. A patient characteristic
measure, the patient’s pretreatment expectation for their own in-session
behavior (PTXPT1), was the third predictor selected and was directly
associated with Confidence, F(1,56) = 4.11, p < .05. An appropriate
expectation for in-session behavior acted to prevent patient withdrawal in
response to interpretation. The final predictor selected, the episode
measure of interpretation references to wish (IWREFM), was also directly
associated with Confidence in the response, F(1,55) = 3.82, p < .06.
Addressing the patient’s unconscious needs may be seen as an effort to
understand on the part of the therapist, again inviting patient
contribution to the process.

Component Nine: References to Familial Objects and Links. Two
significant predictors were identified in the stepwise regression,
accounting for 12.6% of the variance in response camponent scores,
F(2,57)= 4.11, p < .05. An episode characteristic measure, interpretation
references to anxiety (IAREFM), was the first predictor selected, F(1,58)
= 3.96, p < .05. A dynamic interpretation of the patient’s fears was
associated with an increase in content references to object relations in
the patient’s family of origin, perhaps indicating a consideration of the

causal roots of dynamic conflicts. A patient characteristic measure, the
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patient’s pretreatment expectation for their own in-session behavior
(PIXPT1), was the second predictor selected and was also directly
associated with responses addressing familial rzlationships, F(1,57) =
4.05, n < .05.

Camponent Ten: Anxicus Speech Production. A single episode
characteristic predictor variable was selected in the stepwise regression
anslysis. Interpretations which addressed two or more dynamic camponents
(DYNPIUS) were associated with a decrease in Anxicus Speech Production,
F(1,58) = 4.59, p < .05. The provision of a "camplete" interpretation
apparently allayed patient anxiety. However, this form of interpretation
was also associated wiith an increase in patients’ behavioral
manifestations of helplessness (Compcnent Eight) and a decrease in
patients’ productive irvolvement in the therapy process (Camponent Four).
Taken together, these findings suggest that "complete" interpretations are
detrimental to productive process in the patient’s response.

Camponent Eleven: Relational Work. No predictor variables passed the
entry criterion in the regression analysis conducted on the Relational
Work response component. Patient responses categorized as Relational Work
were infrequent in the episode sample (4.7% of all episodes, 7.6% of work
episodes). Further, responses often received dual codings as Relational
and Dynamic Work and were considered as the latter in data entry.
Aggregated scores on the response component consequently had minimal
variance and this further decreased the likelihood of substantial
correlations with the predictor variables.

Camponent Twelve: Denial. There were also no predictor variables
which satisfied the entry criterion in the regression analysis conducted
on the Denial response camponent. This mull finding may in part reflect
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the overly general nature of the dependant variable. Patient denial can
arise in response to a correct interpretation that the patient is not yet
prepared to consider, or can be in response to an interpretation that is
incorrect or poorly corwveyed. Further differentiation of the "subtypes"
of patient Denial are likely required before predictive relationships can
be identified.

The regression analyses indicated that a mumber of the predictor
variables were associated with one or more response camponents. Amorng the
patient characteristic measures, pretreatment symptom distress was found
to be a positive predictor of an internal focus, Hesitant Acknowledgment,
and patient references to the core dynamic camponents of wish and
anxiety. The therapist’s judgement that the patient was a strong
cardidate for dynamic therapy was directly associated with the occurrence
of Hesitant Acknowledgment and Patient Involvement. A patient expectation
that he/she would actively focus on affect during sessions was positively
related to chservable Patient Confidence and behaviors valued in this
approach, i.e. references to core dynamics and familial object relations.
Quality of cbject relationships was a positive predictor of Hesitant
Acknowledgment in response to interpretation. With regard to the therapy
relationship, patient ratings of the alliance showed an inverse
association with oppositional responses following interpretation.

Measures of episode characteristics proved to be strong predictors of
response process. The patient’s "readiness" for interpretation was
directly related to response camponents indicative of productive process,
i.e. Dynamic Work and Patient Irwolvement. Interpretation references to
wish predicted an internal focus and Patient Confidence while references

to enxiety were associated with response content concerning familial
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dbject relations. Notably, interpretation references to defense (IDREFM)
was not selected as a significant predictor in any analyses.
Interpretations addressing two or more dynamic camponents were found to be
detrimental to patiert contributions to therapy process. "Camplete®
interpretations were inversely associated with patient Involvement,
Confidence, ard oppositional responses, and also served to allay anxiety
perhaps necessary to contimued productive therapy process. Accuracy of
interpretation references %o the camponents of the patient’s dynamic
conflict was a positive predictor of Patient Involvement. The strongest
prediction of response process was provided by measures of transferuwice
interpretation. Freguent references to the transference relationship were
found to be inversely related to Dynamic Work in the response. The
correspondence between references to the transference and relationship
patterns identified in the initjial formilation was found to have a complex
impact cn patient response process. Highly correspondent transference
interpretations were associated with a decrease in Hesitant Acknowledgment
and increased Patient Involvement and Confidence. Morecver, transference
correspondence was also directly related to Demands on Therapist in the
response. In effect, accurate transference interpretations served to
increase patient engagement in the interaction with the therapist but were
also likely to increase the negative emotional tone of this interaction.

The regression analyses reported above were exploratory in nature.
The size of the aggregated dataset did not allow for a random splitting of
the sample and cross-validation of the regression findings. Using a
formula from Stevens (1986; p. 80), it was, however, possible to estimate
the expected size of each multiple correlation if the regression equations
were applied to a second dataset. The purpos: of a cross-validation is to
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evaluatr the final regression equation derived from the original sample.
Consequently, the formula for the estimated miltiple correlation employed
only the mmber of predictors selected in stepwise fashion. The estimated
cross-validation R? values for each response camponent are presented in
Table 8.

Insert Table 8 about here

The average amount of Rr2 shrinkage across the response component
regression equations was approximately 8.5% (rarge = 4.5-11.1%). Despite
the shrinkage calculated for cross-validatien, a mumber of the regression
equations were expected to continue to account for substantial proportions
(15% or greater) of criterion variance. The estimated R? values for
Dynamic Work, Hesitant Acknowledgment, Patierit Involvement, Demands on
Therapist, and Patient Confidence allowed for confidence in the regression
findings established for these deperdent variables. A replication study
to establish the stability of the regression results for the remaining
response camponents would be useful.

Response Camponents and Session Outcome.

Aggregated response scores represented the patients’ “typical"
response to interpretation. The final two analyses examined which aspects
of a "typical" response were associated with cutcame at the level of the
session and therapy as a whole.

Relationships between the aggregated response component scores ard
session outcome were examined separately for the indices derived from
patient and therapist ratings. Session cutcome was measured by the

patient’s or therapist’s ratings of patient disclosure, the patient’s



89
feeling of being understood, patient usderstanding of and work with
therapist interventions, and session usefulness, and by scores on the SEQ
dimensions of Depth-Value and Smoothness-Eass. Cutcone indices were
aggregated across all 20 sessions; the variables represented the mean
session outcome for the entire therapy. The Pearson correlation
coefficients for the entire sample (N = 60) and for each of the two
subgroups of high and low QOR (n = 30) were examined. A Bonferroni
adjustment to the alpha (p) level was not applied given the open
exploratory intent of these analyses. Despite recommendations by same
(Stevens, 1986) to increase alpha to .10-.15 for exploratory
investigations, the nominal alpha level of .05 was however retained.
Response component-cutcome relationships were considered meaningful if one
of two correlational patterns was evident:

a) A significant correlation was evident at the level of the entire
sample. Coefficients for each subgroup were in the same
direction and approached or attained significance. The
correlation between the response component and ocutcome measure
thus represented a general relationship cammon to all patients.

b) A significant correlation at the level 6f the entire sample
appeared to be due to a significant relationship for cne QOR
subgroup only. The other QOR subgroup demcnstrated a weak and/or
nonsignificant relationship in the same direction, or tended to
demonstrate an opposing relationship. The pattern thereby
represented a relationship between the response component and
outcame measure that was specific to one QOR subgroup.
Correlations for the two subgroups which were in distinct

opposition would suggest a differential relationship between the
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response component and ocutcame measure that was mediated by
patient QOR.

Five patterns which fulfilled one of the above descriptions were
identified among the correlations between response component scores and
patient session outcome indices. Given that a total of 7z correlaticnal
patterns had been examined, these relationships were held to be due to
chance and were not considered further. Fourteen patterns which met one
of the above descriptions were identified among the correlations between
response camponent scores and therapist session outcone indices. The
mmber of patterns identified suggested that spuricus correlations were

less likely; these relationships are presented in Table 9.

Insert Table 9 about here

Four relationships appeared to be general, i.e. cammon ©o all
patients. A direct relationship was evident between Emotionality and
therapist ratings of session usefulness, r(60) = .30, p < .05. Inverse
relationships were evident between Anxiocus Speech Production and therapist
ratings of session usefulness, r(60) = -.32, p <.01; between Denial and
therapist ratings of the patient having felt understood, r(60) = —-.27, p <
.05; and between patient responses making reference to familial object
relationships and therapist ratings of session Depth-Value, r(60) = -.39,
p < .01l. In the last instance, the coefficients for each subgroup
attained significance; for the high QOR patients, r(30) = -.44, p < .01,
and for the low QOR patients, r(30) = -~.35, p < .05. Therapists regarded
sessions as useful if the emergence of patient affect was associated with

interpretation, but less valuable if patient anxiety or content involving
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familial cbject relations characterized the patient’s response. Denial,
or a patient focus on the motivations of others, indicated to therapists
that their understanding of the patient was insufficient. These
relationships were independent of the patient’s QOR designation.

Five relationships were weighted in favor of and | ppeared to be
specific to one of the QUR subgroups. Hesitant Acknowledgment was
directly related to therapist ratings of the patient having felt
understood, r(60) = .27, p < .05; of the patient having understood and
worked with interventions, r(60) = .26, p < .05; and of session
usefulness, r(60) = .26, p < .05. In each instance, the relationship was
due to a significant correlation evident for patients in the high QOR
subgroup: x(30) = .45, p < .01; xr(30) = .43, p < .05; and r(30) = .37, p
< .05, respectively. Patient Involvement was directly related to
theranisz m3ivigs of session usefulness, x(60) = .36, p < .01, while

Emotionality was directly assseiesd

% therapist ratings of the patient
having understood and worked with interventions, x(60) = .25, p < .05.
These relationships were due to the significant correlations evident for
patients in the low QOR subgroup: x(30) = .57, p < .0C1, and r(30) = .36,
P < .05, respectively. For high QOR patients, responses characterized by
quiet, thoughtful consideration of the interpretation were associated with
therapist ratings of patient understanding, work, and session usefulness.
For low QOR patients, increased active involvement and affect expression
were related to therapist judgements of session value and parvient work,
respectively.

The remaining five relationships between response camponents and
therapist session ocutcome ratings were due exclusively to the relationship

evidenced for one specific QOR subgroup. Patient Involvement was directly
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related to therapist ratings of patient disclosure, xr(30) = .51, p < .0l;
of the patient having felt understood, x(30) = .41, p < .05; and of the
patient having understood and worked with interventions, x(30) = .62, p <
.001, for low QCR patients. ‘the coefficients for high QOR patients were
all near zero in value (-.01, —.08, and -.00, respectively). Emotionality
was alisc directly related to therapist ratings of the patient having felt
understood among low QOR patients, r(30) = .36, p < .05, but not among
high QOR patients, r(30) = -.00, ns. Again, responses characterized by
greater involvement and increased affect were regarded by therapists as
especially important for the low QOR patient. Finally, an inverse
relationship between patient References to Familial Objects and Links and
therapist ratings of the patient having felt understocd was evident for
the high QOR subgroup, r(30) = -.36, p < .05, while a null relationship
was apparent for the low QCOR patients, r(30) = .01, ns. The correlation
implied that therapists viewed explcration of family relationships by the
high QOR patient as less important to understanding than examination of
the immediate interaction.

Response Components and Therapy Outcome.

Examination of the relationships between response component scores and
indices of therapy outcome employed the strategy followed in the previocus
section. The three cutcame indices, represented for both post-therapy and
five-month follow-up, were General Symptomatology and Dysfunction (Factor
I), Individualized Objectives (II), and the External Cbserver Rating
(IIT) . Nine of the 72 correlational patterns fulfilled one of the
required descriptions provided previocusly. This mmber indicated that at
least same of the patterns did not emerge as a function of Type I error
and were deserving of inspection. Table 10 presents the correlation
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coefficients representative of these nine patterns.

Insert Table 10 about here

Five of the nine relationships involved post-therapy outcome factors.
Two general relationships involving all patients were evident. Both
Hesitant Acknowledgment and Patient Involvement were directly associated
with post-therapy change on Factor III, r(60) = -.28, p < .05, and r(60) =
-.25, p < .05, respectively. Responses characterized by quiet
thoughtfulness and/or increased disclosure and Experiencing were directly
associated with the independent assessor’s rating of improvement at
post-therapy for all patients. Three relationships specific to one QOR
subgroup were identified among the post~therapy outcome factors. Hesitant
Acknowledgment was directly related to improvement on General
Symptaomatolegy and Dysfunction, r(60) = -.28, p < .05, while Denial was
inversely related to improvement on Factor I, x(60) = .30, p < .05. In
each instance, the relationship was due to a significant correlation
evident for patients in the high QOR subgroup: x(30) = -.39, p < .05, and
r(30) = .46, p < .01, respectively. Patient Confidence was directly
associated with post-tierapy change on the External Observer Rating for
high QOR patients, r(30) = -.43, p < .05, but not for low QOR patients,
r(30) = .18, ns.

Four of the nine relationships involved the Individualized Objectives
follow-up cutcome factor. Relationships specific to one QCR subgroup were
evident for four response camponents. Patient Involvement was weakly
associated with follow-up improvement on Factor II, x(60) = —.28, .05 < p

< .10; the relationship was significant for high QOR patients, x(30) =
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-.53, p < .01, but not for low QOR patients, r(30) = -.08, ns. The
response dimension labelled References to Familial Objects ard Links was
directly related to improvement on Individualized Objectives, r(60) =
-.30, p < .05; in this instance, the correlation attained significance for
low QOR patients, r(30) = -.58, p < .01, but not for high QOR patients,
r(30) = -.04, ns. Two of the specific relationships implied a
differential mediation by QOR, and concerned responses irvolving
exploration of the components of dynamic conflict. Dynamic Work was
directly related to improvement for high QOR patients, x(30) = -.49, p <
.05; an inverse and nonsignificant relationship was evident for low QOR
patients, r(30) = .26, ns. In contrast, References to Anxiety and Wish
was inversely associated with follow-up improvement for low QOR patients,
r(30) = .50, p < .05, while a direct and nonsigrificant relationship was
shown for the high QOR subgroup, xr(30) = -.16, ns.

Correlations between aggregated response component scores and
post-therapy outcame were significant in the case of symptomatic remission
and the independent assessor’s evaluation of current target severity. |
Responses characterized by Hesitant Acknowledgment and Patient Involvement
were associated with the independent assessor’s rating of improvement for
all patients. The occurrence of Hesitant Acknowledgment in response to
interpretation was also associated with symptom relief for high QOR
patients. Patient Involvement represented a highly valued increase in
patient disclosure ard Experiencing, while Hesitant Acknowledgment was
assumed to indicate the ccaurrence of a covert assimilation of the meaning
of therapist interpretations perhaps antedating the experience of
insight. Both response camponents thus reflected a form of productive
patient process and were related to an independent cutcome evaluation at
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the termination of therapy. For the high QOR patient, "silent"
therapeutic work (Hesitant Acknowledgment) also appeared to have a direct
impact on symptom distress. Two other response aspects were important to
immediate therapy ocutcome for the high QOR patient: responses
characterized by Patient Confidence were associated with the independent
assessor’s rating of improvement while the use of Denial was inversely
associated with symptom relief. Thus, responses which reflected the high
QOR patient’s effort to remain active and engaged had a direct effect on
post-therapy improvement, while responses which indicated an avoidance of
applying the interpretation to understand personal dysfunction were
associated with a maintenance of s mptamatology.

In contrast, relationships hetween aggregated response component
scores and follow-up ocutcame attained significance only for the patient’s
ratings of target severity. The experience of improvement or resolution
in personalized objectives may require continued work by the patient
following the termination of therapy. Responses characterized by Patient
Involvement and Dynamic Work appear important in this regard for the high
QOR patient. Disclosure, Experiencing, and the exploration of dyremic
conflict in the relationship with the therapist wer:c related to continued
improvement for these patients. For the low QOR patient, examination of
familial cbject relationships was directly associated with follow-iup
improvement on target cbjectives, while References to Anxiety and Wish was
inversely related to improvement. Thus, explorakion of the camponents of
dynamic conflict appeared detrimental to further change for the low QOR
patient, while understanding of problematic familial relationships
appeared to be more important for continued benefit. Notably, this
understanding involved a focus on relationships outside of therapy that
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may have had a direct bearing on the relationship between patient and

therapist.
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DISCUSSION
ORIENTATION OF FRESENT STUDY TO CURRENT PSYCHOTHERAPY PROCESS RESEARCH
A "new paradigm" has emerged in the field of psychotherapy process
research during the past decade. Proponents of this revised approach
(Elliott, 1983; Greenbery, 1986; Greenbery & Rice, 1984a,b; Hill, 1982;

Marmar, 1990) have recammended that investigutors consider "patterns of

similar characteristics (e.g. diagnostic or persormlity features),
emphasis is placed on the examination of groups of episodes where the
patient-therapist interactions bear similarities. Episodes, or "change
events"”, are selected because of their clinical meaning. The immediate
context of the episode is regarded as crucial to the therapeutic process
being cbserved. The task is to empirically observe what patient behaviors
("pexrformance strategies"; Greenberg & Rice, 1984a) are set in motion by
what therapist interventions at what particular points in therapy, and to
identify those strategies essential for favorable change. The ideal study
would take into account the interrelationships between different aspects
of the process, the treatient context, the therapy relationship, and the
characteristics (e.g. patient pathology, therapist experience) of the two
participants. A major implication of the new paradigm is that outcome is
not considered to be a simple, static phencmencn best measured at
terminaticn or any single point, but rather as a fluid amd continuocus
process itself. Consequently, a therapist intervention (a "process") can
have various cutcomes, ranging from its immediate impact within the
session (a "process-outcame"), to an intermediate impact following the
session, or to the ultimate impact at termination or follow-up of therapy

(Marmar, 1990). This reconceptualization has led to investigations that
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seek to elucidate the relationships between process and ocutcame variables

that are more closely linked in time. These studies are characterized by

a focus on much smaller research units, i.e. “episodes" and their

outcanes, rather than "cases" and treatiment cutcames.

The present study represented an attempt to move in the direction of

the new paradigm for psychotherapy process research. Efforts were made to

fulfill many of the specific recamrendations advanced by Spiegel and Hill

(1989) for improved research on the impact of interpretation:

a)

b)

C)

Episodes of patient~therapist interaction during which the
therapist provided an interpretation were selected because of the
central place of this technique in the practice of
dynamically-oriented individual psychotherapy. A rigorous
operational definition of interpretation (the TIRS) was employed
and the identification of interpretations was done with high
reliability. |

The naturalistic ocbservation of episodes from 60 completed cases
of STI therapy in a psychiatric cutpatient clinic provided the
study with strong extermnal validity. Multiple moderating
variablies [e.g. patient pretreatment characieristics, the
"nonspecific" factor of the therapeutic alliance (Strupp &
Hadley, 1979)] were also assessed.

The study provided for the idertification of multiple causal
factors associated with the patient’s response, rather than
assuning a single underlying mechanism for the impact of
interpretation. In similar fashion, multiple impacts of
interpretation were considered in the constxruction of a battery

of patient process measures.
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d) The study considered the impact of interpretation over time by
assessing relationships between the patient’s "typical" response
and session/therapy outcome.

e) As a move towards delineating criteria fpx the timing of
interpretation, emphasis was placed on the exploration of the
cantext of interpretive interventions and an initial definition
of the construct of patient "readiness".

A single study cannot, however, fu! "1l all recommendations suggested
in the literature. The present study did not include a multidimensional
assessment of therapist interpretations (Schaffer, 1982) nor were measures
taken of the impact of noninterpretive interventions (Garduk & Haggard,
1972) . Interpretation episodes were randomly sampled without requiring
that a significant pattern of change had been manifested. The
relationships between process and outcome indices were confined to
measurements taken at isolated imtervals, i.e. the seguences of
relationships among process and cutcame variables were not considered.
Practical or statistical constraints associated with the study meant that
the assessment of process dimensions or predictor variables was limited to
a select number.

The present study has three advantages relative to previous
investigations in the literature (e.g. Silberschatz et al., 1986). First,
the data involved a large mumber of interpretation episodes fram a sizable
sample of completed therapy cases. Second, the STI project provided a
substantial pocl of information that permitted examination of
process-process and process-outcome relationships. Third, attention to
likely differential relationships for patients who varied on an important

personality characteristic (Piper et al., 1990) was possible given the
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differentiation of the patient sample on the QOR assessment.

Discussion of the findings of the present study will focus on the
results of the separate analyses in turn. Suggestions for future data
analyses and investigations will be addressed throughcut the following
material. The discussion will then consider how the findings can be
understood in terms of a ""generic model of psychotherapy" (Orlinsky &
Howard, 1986). The general limitations of the “nvestigation will be
reviewed and, by way of conclusion, clinical implications of the present
findings will be considered.

THERAPTIST BEHAVIOR AND PATTENT RESFONSE TO INTERPRETATION

The form of the therapist’s dynamic imterpretation was not found to be
associated with the "norwork-work" distinction based on the patient’s
response. Therefore, the duration (i.e. amount of information) and/or
content (i.e. references to dynamic camponents, cbjects, or cbject links)
of interpretations did not differ within episodes classified generally as
vunsuccessful® ("normwork") or "successful® ("work"). Interpretations may
have differed on dimensions not assessed in the present study, e.qg.
tentativeness, phrasing, or interpersonal mamner (Wachtel, 1980), skill
(Schaffer, 1982), therapist intention (Hill & O’Grady, 1985), or therapist
Experiencing (Klein et al., 1986). A multidimensional assessment of
therapist interpretations would be required to determine the degree of
association between these interpretation aspects and the "work"
classification of the patient’s response.

While there were no differences in the form of interpretation, "“work"
episodes were generally characterized by less therapist activity, in terms
of both munber and duration of therapist interventions. This difference

was particularly marked for the response segment. The lower level of
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therapist activity during "work" episodes was specific to the categories
of intervention serving the purpose of refining the immediate therapeutic
focus, i.e. question, clarification, and confrontation. During the
precondition segment of a "work" epimade, the patient likely addresses a
problem issue with sufficient clarity that the therapist need not
intervene to address perceptual distortions or defensive avoidance. The
inteipretation provided in this context is accepted by the patient as a
means to carry problem understanding forward, rather than as critical or
intrusive. During the response segment, the patient continues to develop
an awareness of various aspects of the problem and makes appropriate use
of the interpretation during this elaboration. Again, the process engaged
in by the patient is of sufficient quality that the therapist can allow it
to proceed with minimal "interference". During "work" episodes,
therefore, patients are likely engaged in an orngoing and productive
process that therapists can best encourage by allowing it to develop
unimpeded. Interpretatiors during "work" episcdes likely act to stimulate
further patient exploration; rather than address an obstructed or stalled
process, they act to promote or enrich a "flow" already established. The
results of this analysis therefore suggestad that "work" responses to
dynamic irnterpretation are largely the end product of a patient—driven
process, facilitated by the interpretation.

If this view of therapist activity during "work" episodes is correct,
identification of productive process on the part of the patient prior to
the interpretation should be possible. The characteristics of patient
engagement in useful therapeutic activity prior to interpretation, i.e.
"readiness", was the subject of the discriminant function analysis

concucted on precondition process rating measures.
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PRECONDITION PROCESS AND PATTENT RESPONSE TO INTERPRETATION

A weighted camposite of eight precondition process rating measures was
identified in the discriminant function analysis. The composite was
indicative of a general dimension of patient readiness for "work" in
response to interpretation. "Work" in this context was directly
associated with the patient’s maintenance of a focus on self and the
material addressed by the interpretation, and the provision of a
contribution which significantly adds to the meaning of the therapist’s
intervention. The patient in-therapy behavior represented by the
camposite was thus analogous to the patient-driven process associated with
"work" episodes described in the previous section.

The weighted camposite suggests that patient "readiness" for work in
response to interpretation is defined by the degree of integration evident
across channels of patient communication on a dimension where a focus on
internal processes is the preferred orientation. Each of the eight
variables making up the composite implied a patient emphasis on subjective
experience. This dimension of subjective~-cbjective focus in turn cut
across the: three language measurement categories (extralinguistic,
intersubjective, and content) and the two coding strategies (classical and
pragmatic) .

A patient manifesting high "readiness" prior to an interpretation
would be observed to:

a) speak slowly but in a sustained manner for the duration of the
precaondition segment (extralinguistic variables assessed from a
classical approach) :

b) evidence a vocal style indicative of *tracking inner experience
and finding a way to symbolize it in words™ (Rice & Kexr, 1986;
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p. 77) in contrast to a style with a "premonitored quality",
reflecting "an effort to produce some effect in the ocutside
world" (extralinguistic variables assessed from a pragmatic
approach) ;

c) express an interpersonal intent coamprising personal disclosure
and thoughtful reflection of the therapist’s interventions
(intersubjective variables assessed from a pragmatic approach);

4d) provide material having less to do with "other" individuals and
more to do with self and/or central relationships (content
variable assessed from a classical approach):; and

e) present problem issues in a manner which reflects the use of
immediately emerging affective material (content variable
assessed from a pragmatic approach).

The weighted camposite of precondition measures provided for a
statistically significant discrimination of "norwork" versus "work" in the
patient’s response. The composite also had # clear conceptual meaning in
defining the nature of productive therapy process immediately preceding
the therapist’s provision of a dynamic interpretation. However, the
camposite accounted for only a small proportion of the variance
represented by the "nonwork-work" classification. This finding implied
that other factors influence the nature of the patient’s response,
providing a rationale for the regression analyses discussed below. Two
statistical reasons can also be offered to explain this poor
discriminative ability. First, the episode sample was comprised of
multiple observations within each of a muber of therapy cases. There was
assurance that the assumption of independent observations had been
adequately fulfilled in a repetition of the analysis on a reduced dataset
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adjusted for autocorrelation. Nonetheless, it remained possible that
systematic variance attributable to specific patient-therapist pairings
accounted for a majority of the total variation evident between "nonwork"
and "work" episodes, minimizing the proportion of variance potentially
attributable to the weighted camposite. Second, the moderate reliability
of many of the process rating variables meant that a sizeable amount of
extraneous variation was involved in discriminating the two groups of
interpretation episodes. A third reason, from a conceptual perspective,
concerns the generality of the "work" classification that represented the
discriminative criterion for the analysis. The demarcation between
"norwork” and "work" episodes was not sharply defined because of problems
associated with identifying the category of Descriptive Work. As a
consequence, the discrimination of an episode involving this form of
patient response was likely a function of chance; for the analysis as a
whole, the large proportion of Descriptive Work episodes served to
campound this problem. It is not surprising in this regard that the
classification function derived fram the discriminant analysis was more
useful in improving the accuracy of prediction for "norwork" rather than
"work" episodes.

The discriminant function analysis was successful in defining a
patient behavioral constellation that was associated with a general
classification of "work" in the response to interpretation, despite the
likely presence of extraneocus error variance in the analysis. Refinement
of this behavioral constellation is possible in future investigations by
employing independent episodes from distinct therapy cases, by improving
the reliability of process rating measures, and by using a more rigorously

defined measure of response activity. The analysis surely raised the
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possibility that an cbservant therapist could attend to the dimensions
canprising the behavioral constellation indicative of "readiness" and
thereby perhaps improve upon the timing of interpretive interventions.

THE IMPACT OF INTERPRETATION: DIMENSIONS OF PATIENT RESPONSE

The principal camponents analysis conducted on measures of response
process underscored the complexity associated with gauging the impact of
therapist interpretation. The analysis indicated that the immediate
effect of interpretation is not consistently positive or negative, but
will vary on a rumber of dimensions. This general finding suggests why
previcus research attending to single response dimensions has been
equivocal regarding the "true" impact of interpretation.

The expected effects of interpretation as ocutlined in the clinical and
theoretical literature were discussed in the Introduction. Response
dimensions representative of miltiple effects were identified in the
principal components analysis. Dimensions crucial to the evaluation of an
interpretation’s impact, as discussed in the literature, and their
counterparts from the analysis included: amxiety (Anxious Speech
Production) and therapeutic resistance (Demands on Therapist, Denial); the
evperience of strong affect (Emotionality):; content indicative of "relaxed
defenses" (Dynamic Work, References to Anxiety and Wish); and patient
self-ocbservation (Hesitant Acknowledgment, Patient Imvolvement). The
remaining response camponents were representative of the patient’s degree
of engagement in the tasks of therapy (Intemal-External Focus, Patient
Confidence) or the patient’s focus on content areas specific to
relationship patterns (References to Familial Objects and Links,
Relational Work). The analysis indicated that any or all components can

be manifested in the patient’s response. Therefore, exclusive attention
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to single dimensions of patient response in future research is not
recammended as this provides only a partial and distorted view of the
immediate effect of interpretation on patient process.

Eight response camponents could be clearly regarded as defining
productive or unproductive therapy process. These camponents could also
be differentiated on the basis of whether they represented dimensions
important to a general understanding of the psychotherapy process or to a
specific appreciation of the psychodynamic approach. Patient Involvement
represented an increase in the highly valued behaviors of disclosure and
patient Experiencing. Patient Confidence was regarded as a basic
constituent of productive process, i.e. a behavioral reflection of the
patient’s camitment to be actively involved in the therapeutic
interaction. Patient Involvement and Confidence can thus be regarded as
dirensions important to fundamental views of productive process. Anxiocus
Szesch Production was seen to depict a response indicative of the
patient’s feeling “threatened" by the interpretation. Denial was regarded
as a passive form of resistance (in contrast to Demands on Therapist).
Anxiocus Speech and Denial could therefore be viewed as essential
characteristics of unproductive therapy process. Responses tending to
either pole of the Internal-External Focus dimension were seen as
indicative of generally productive (Intermal) or mxproductive (External)
therapy process. Three response camponents were associated with
productive process specific to the psychodynamic approach. Dynamic Work
represented a "psychoanalytic focus" on the part of the patient, the
respaonse content concerning attempts to manage conflict and simple
linkages between affect, thoughts, and behavior. References to Anxiety

and Wish also depicted a "psychoanalytic focus" on core motivational



107
influences but apparently occurred less frequently than Dyhamic Work.
Relational Work was another content-oriented response dimension,
reflecting the patient’s focus on the pervasiveness of relationship
patterns. It is important to note that these eight response camponents
differed along the same lines on a method factor. Those which afforded a
general description of the psychotherapy process were camprised of
residual gain variables, while camponents uniquely descriptive of the
psychodynamic approach were defined by response-only ratings. This
distinction raises the perennial question of whether psychodynamic
constructs are capable of being measured with existing process instruments
or require specialized rating systems (Luborsky & Spence, 1978).

The remaining four components could not clearly bz distinguished as
indicative of productive or unproductive process. Emotionality represents
the emergence of affect in the response to interpretation which may be
crucial to further understanding. Responses characterized by extreme
scores on this dimension could however prove disruptive to further
interpretive work. Demands on Therapist could represent a useful response
in temms of informing the therapist’s understanding of repetitive
maladaptive interpersonal patterns. Once again, an extremely oppositional
response coxald result in a therapeutic impasse or greater therapist
caution in addressing central problem issues (Thampson & Hill, 1988).
References to Familial Objects and Links likely represented a response
dimensicn relevant to the camprehension of historical influences on
current relationship problems. A tendency to focus exclusively on this
material may, however, preclude patierit awareness of similar dynamics in
extra-therapy relationships or indeed the therapy relationship itself.
These three response components may therefore have a curvilinear
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relationship to productive therapy process, an "optimal level" on each
dimension in the patient’s response being related to ongoing therapeutic
work.

The most enigmatic response camponent was represented by Hesitant
Acknowledgment. In simple terms, Hesitant Acknowledgment indicated a
response characterized by a decrease in the patient’s verbal production
(Garduk & Haggard, 1972) ard a "fractured" cammmication style. 2As talk
represents the currency of psychotherapy, this response aspect appeared to
indicate a deficit in the ongoing process. However, an increase in the
use of the Acknowledge and Confirm verbal intentions also loaded on this
component. The patient thus "maintains contact" with the therapist by
providing indications of the interpretation’s worth or validity. Hesitant
Acknowledgment may represent the patient’s effort to put the therapist on
"standby" while implications of or associations to the interpretation are
evaluated privately. The camponent implies that the patient requires a
larger allocation of attention to affective and cognitive processing of
the interpretation, i.e. ambiguous or multiple meanings may be evoked by
the interpretation eliciting a Hesitant Acknowledgment response.
Necessarily, attention is allocated away from further dialogue with the
therapist. The response camponent may thus signify the subsequent
cmargence of new material or the development of insight, i.e. Hesitant
Acknowledgment suggests a “delayed impact” of interpretation.
Relationships between Hesitant Acknowledgment and irdices of session and
therapy ocutcome confirmed that the response camponent was indeed
representative of an important constituent of productive therapy process
(se2 below). The response camponent can thus be grouped with those
dimensions affording a general understanding of the process of
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psychotherapy.

Three noncompeting models to explain the underlying mechanisms that
account for the effectiveness of interpretation have been suggested by
Claiborn (1982) and reviewed by Spiegel and Hill (1989). The relationship
model defines interpretations as effective in producing change because of
their enhancement of the therapy relationship (represented by Strupp &
Binder, 1984). The discrepancy model (Levy, 1963) views the patient as an
information processor who is influenced by the therapist’s bdiscrepant view
as embodied in the interpretation. Finally, the content model
(represented by Brenner, 1976) attributes change to the meaning and
specific wording given by the therapist’s interpretation. The principal
camponents analysis identified multiple effects of interpretation,
different effects perhaps being attributable to the actions of these three
underlying mechanisms. In other words, the results of the analysis
indicated that the three models may in fact describe mechanisms
simultanecusly operative in the provision of interpretation. For example,
effects attributable to the relationship model could be represented by the
Patient Imvolvement, Demands on Therapist, Patient Confidence, and Denial
response camponents. The discrepancy model might be responsible for the
effects associated with the response components Internal-External Focus,
Hesitant Acknowledgment, Emotionality, and Anxiocus Speech Production.
Effects attributable to the content model may be represented by those
response camponents identified earlier as specific to the psychocdynamic
approach. It is thus possible that the response camponents identified in
the present study are the observable representations of the effects of
these underlying mechanisms for the impact of interpretation. an

important objective for further research is to refine the measurement of



these dimensions of response and the manner by which each is
representative of the underlying mechanisms, and further to define more
concretely how the action of these mechanisms of interpretation translate
into favorable therapy ocutcome. The regression and response
canponent-cutcome analyses conducted in the present study represented
initial steps in this direction.

PREDICTING PATIENT RESPONSE TC INTERPRETATION

Iuborsky et al. (1979) showed that individual differences and symptom
severity, the therapeutic alliance, and precondition process were all
associated with the patient’s response to transference interpretation. In
the present study, patient characteristics, the alliance, and "readiness"
for work in response to interpretation all proved to be important
predictor variables in the regression analyses. The analyses indicated
further that characteristics of the interpretation itself were important
to the prediction of patient response. Overall, characteristics of the
interpretation and patient individual differences proved to be the more
powerful predictors. However, each type of predictor variable was not
found to be associated with each response camponent, i.e. different
cambinations of the predictor variables were related to different aspects
of the patient’s response. While the alliance and patient "readiness"
were significant predictors in only one and two regression analyses,
respectively, these relationships were nonetheless of same import.

The performance of predictor variables representative of
characteristics of the interpretation was contrary to exp tations based
on findings in the literature. Numerous studies have identified
significant effects of interpretation on immediate outcame (Elliott et
al., 1982; Hill, Carter, & O‘Farrell, 1983; O’Farrell, Hill, & Patton,



1986; Hill et al., 1988) but, in general, therapist response modes
(different categories of intervention including interpretation) have been
found to account for only a small proportion of the variance on these
measures (Hill, 1990). For example, Hill et al. (1988) found that
response modes accounted for only 1% of the variance in immediate outcome,
whereas individual differences between cases accounted for about 40% of
the variance (see also Ellioctt et al., 1982; Frank, 1979; Games-Schwartz,
1978; Sachs, 1983). In the present study, however, the focus was not only
on a single therapist response mode but also on the salient aspects of
interpretation held theoretically to elicit a significant impact on
patient process. In similar fashion, the assessment of immediate ocutcaome
was not restricted to general variables in isolation but instead involved
a multidimensional perspective on various categories of the patient’s
camumication. Previocus studies can perhaps be faulted for employing
overly broad measures of therapist interventicn and immediate inpact, i.e.
the generality of the measures may have masked significant relationships
between specific aspects of interpretation and patient response. 1In the
present study, attention to the different facets of intervention and

impact resulted in the identification of substantial and significant

relationships.
Transference Correspondence.

To achieve accuracy of interpretation, French (1954) recommended that
the therapist first identify the central relationship pattern (the muclear
conflict) and then select interpretations which address this conflict.
French’s (1954) principle is similar to the method used in the present
study to assess the correspondence of transference interpretations, i.e.
the degree to which the content of the interpretation matched the
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therapist’s description of relationship patterns embodied in his/her
initial formilation of the patient’s problem. Transference corresponderios
was identified as one of the most powerful predictors in regression
analyses on the response camponents. The selection of this predictor in
four of the twelve analyses indicated that an accurate transference focus
was directly associated with an active patient engagement in the
therapeutic interaction. Specifically, transference interpretations of
high correspondence apparently stimilated the patient’s iInterest in
actively examining the therapy relationship as a means to
self-understanding (Patient Confidence); acted to preclude a quiet
contemplatic:: of the interpretation in favor of active dialogue (Hesitant
Acknowledgrent) ; and were directly related to increased patient disclosure
and Experiencing (Patient Involvement). The greater patient engagement
associated with accurate transference interpretations was not, however,
necessarily positive in tone. Transference interpretations of high
correspondience were also associated with more oppositional/demanding
responses from the patient (Demands on Therapist).

The finding of a direct relationship between accuracy of transference
interpretation and Patient Involvement is at variance with the results of
Silberschatz et al. (1986). Those authors report no relationship between
the provision of transference interpretations, including those rated as
"plan—campatible!, and residual gain in patient Experiencing fram
precondition to respor 2. The degree of specificity in the assessment of
interpretation could account for this difference. Silberschatz et al.
(1986) define an interpretation generally as "any intervention in which
the therapist suggests or implies an emotional content in the patient over
and above what the patient has already said” (p. 647). A transference
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interpretation is defined generally as "any interpretation directed toward
the patient’s feelings akout the therapist or therapy" (p. 647). 1In the
present study, interpretations were those therapist interventions which
addressed a specific dynamic camponent(s); qualitatively, transference
interpretations addressed the specific dynamic relationship being enacted
between patient and therapist.

Different approaches to the measurement of interpretation quality may
also be responsible for the divergent findings. Ratings of
"correspondence" address the match between the therapist’s initial problem
formulation and interventions based on his or her appreciation of
immediate transactions with the patient. "Correspondence" reflects how
clearly the interpretation represents the hypothesized patient conflict in
accordance with a classic dynamic model, i.e. understanding and insight
are encouraged by accurately identifying the patient’s recurrent
relationship pattern in the immediate therapy situation. The therapist’s
formulation therefore has heuristic value. Correspondence ratings,
however, assumed the validity of the therapist’s hypothesis, i.e. the
formulation was regarded as correct. This assumption could be considered
empirically by examining the agreement between therapist formalations and
those provided by independent judges (e.g. a consensus formulation among
clinical cbhservers or a "core conflictual relationship theme" prepared by
a trained rater), i.e. a study of "convergent validity". Corresponderce
ratings also assumed that the therapist’s formuilation did not undergo
major revision across the course of therapy. Any change in the
formulation was assumed to reflect refinement of the initial model,
allowing for correspordence ratings to retain their meaning. On the other
hand, change in the therapist’s "working model" of the patient’s conflict
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could act to moderate the relationships cbtained with the correspondence
measure, perhaps explaining the relatively small correlations obtained in
the present analysis. A study reguiring therapists to provide
formulations at each phase (early, middle, late) of therapy, with
correspondence ratings based on these successive formilations, would be
useful in evaluating this issue. These considerations represent
directions for further empirical development of the correspondence rating
procedure.

In contrast, ratings of "campatibility" address the degree to which
the interpretation passes the test of "disconfirming the patient’s
unconscicus pathogenic beliefs" based on an independently formulated "plan
diagnosis”. "Campatibility" represents a complex judgement of how well
the therapist’s interpretation attains a hypothetical ideal in accordance
with an alternative dynamic model, i.e. change is encouraged by
interpretations which conform to the patient’s "strategy" for therapy. An
intriguing question for future research would be to determine the
relationships between the different approaches to assessing interpretation
quality represented by "“correspondence" and "compatibility".

Frances and Perxy (1983) have offered guidelines for the timing of
transference interpretations in "focal therapy". Transference
interpretations are held to be appropriate when a) conflicts revealed in
the transference directly reflect conflicts responsible for the presenting
problem; b) transference distortions have disrupted the therapeutic
alliance; and/or c) transference feelings have reached a "point of
urgency" and/or represent a major resistance (p. 407). By encouraging
greater patient engagement in the relationship with the therapist,
accurate transference interpretations, as defined in the present study,
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appeared to fulfill each of the above guidelines. Thus, accurate

transference interpretations may act to a) pramote patient understanding
of relationship patterns evident historically, currently, and in the
immediate therapy relationship (Patient Involvement); b) improve the
therapeutic alliance (Patient Confidence); and c) facilitate the emergence
of material the patient has kept private (Hesitant Acknowledgment) or
which provides the therapist with more information about distinct
transference potentials serving the purpose of resistance (Demands on
Therapist).

Dynamic Correspondence.

Beyond the match between the therapist’s transference interpretation
and recurrent relationship patterns identified in the formulation,
"accuracy" in the present study also referred to the correspondence of
references to dynamic camponents of the patient’s hypothesized conflict.
Correspondence of dynamic references was found to be directly associated
with the occurrence of Patient Involvement, the latter based on an
aggrecate score. The predictor (DYNCORM) was the mean correspondence
rating across all dynamic camponents referenced by the therapist in a
given interpretation, with mean ratings then aggregated across episodes
for the case. The variable thus represented the global level of
correspondence shown by the therapist when providing interpretations
regarding the patient’s dynamic conflict. The finding that correspondence
of dynamic references is directly associated with increased disclosure and
Experiencing in the patient’s response replicates the finding of
Crits-Christoph et al. (1989) at the level of immediate outcome. In that
study, "accuracy" of interpretation was found to be positively correlated

with therapy outcome as assessed by the patient, therapist, and a clinical
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cbserver. "“Accuracy" was defined by the content match between the
therapist’s interpretation and camponents of the "core conflictual
relationship theme", an independent, structured formulation of the
patient’s conflict. The CCRT camprises three camponents: Wish, Response
from Other, and Respoiise of Self. These elements of the OCRT parallel the
components of wish, anxiety (i.e. fear of consequences invelving another),
and maladaptive outiiame (i.e. problematic responses of self) drawn from
therapist formulations in the present study. The significant correlations
with outcome were derived for an accuracy measure representing the
canbined ratings for Wish plus Response from Other. Therefore, the
Crits—Christoph et al. (1989) finding also points to the importance of the
global accuracy of therapist interpretations directed at explicating the
patient’s dynamic conflict. In similar fashion, Sachs (1983) reported
that the successful therapists fram the Games-Schwartz (1978) study used
more consistent and focused interpretaticons than their less effective
counterparts. Taken together, the findings from the present study and
Crits-Christoph et al. (1989) indicate that a generally accurate
representation of the patient’s conflict in the therapist’s
interpretations is directly associated with productive response process
and beneficial treatment outcome, respectively.

Frequency of Transference Interpretations.

Transference correspondence refers to the accuracy of interpretations
drawing attention to perceptual distortions of the immediate therapy
relationship. In Schaffer’s (1982) terms, correspondence represents the
dimension of therapist gkillfulness in providing interpretation. A second
dimension, the type of interpretation provided, was represented in part by
the distinction between nontransference and transference interpretations.
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Frequercy of transference interpretations was found to be inversely
associated with the occurrence of Dynamic Work in the patient’s response.
In turn, Dynamic Work was found to be important to the follow-up ocutcame
of high QOR patients (see below). This finding of an inverse relationship
between frequency of transference interpretation and a measure of patient
process is consistent with previous work done in the STI project, i.e.
among the high QOR patients, higher proportions of transference
interpretations were associated with poorer alliance and therapeutic
ocutcome (Piper, Azim, Joyce, & McCallum, in press). Transference
interpretations may be employed by the therapist when there is high
patient resistance and/or when there is a need to strengthen an alliance
threatened by transference distortions. Ideally, the interpretation
should elicit greater patient awareness of the relationship dynamic being
expressed with the therapist and a working through of the difficulty in
the immediate therapy context. Dynamic Work may be a useful response in
this regard, as it involves a patient focus on the defensive operations
perhaps motivating the resistance or misalliance. The response may also
contribute to the patient’s sense of collaboration with the therapist in
camprehending sources of interpersonal conflict. However, an overzealous
use of transference interpretations may inhibit this develcpment (and
possibly initiate a recurrent cycle; Piper et al., in press), with
consequent negative effects on process, the alliance, and eventual
ocutcome—particularly for the high QOR patient.

Frequency of Dynamic References.

Type of interpretation was also represented by the character of the
dynamic component(s) addressed by the intervention. Interpretations which
addressed the wish component were found to be directly associated with an
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internal focus and greater Patient Confidence in the response. Attention
to unconscious needs and impulses was therefore seen to encourage the
subjective focus regquired by the patient for engagement in the therapy
process. Reference to latent wishes may also have been perceived by the
patient as the therapist’s _ffort to understand the patient’s motivations,
which increased the patient’s confidence in and mitigated against
withdrawal fram the collaborative enterprise. An interpretation reference
to the wish camponent was also identified as inversely associated with
patient References to Anxiety and Wish in the response. This finding was
explained by suggesting that therapist references to core dynamic
camnpcnenits supplanted patient identification of the same elements, while
encouraging a subjective focus and increased confidence. However, it is
also likely the finding represents an artifactual relationship given the
scoring criteria for the Patient Response to Interpretation measure, i.e.
the patient had to refer to camponents not addressed by the (wish)
interpretation for the cesponse to receive a rating of Dynamic Work.

Interpretations addressing the patient’s fears were found to be
directly associated with response content concerning familial cbject
relations. The process context may be important to this relationship,
i.e. a discussion of family rules and rrohibitions may require
interpretation of the patient’s fears of contravention and the impact of
these feafs on current and in-therapy functioning. Foreman and Marmar
(1985) report that interpretations which addressed patient fears
contributed to improvement of the therapeutic alliance. The development
of a perspective on family history and its repetition in the therapy
relationship may therefore be an important element in the development of a
healthy alliance. References to Familial Objects and Links was directly
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associated with follow-up change for the low QOR patient group. Further
study of this response camponent may be important to understanding the
"necessary conditions" of therapy with low QOR patients (see below).

Interpretation references to the patient’s use of defensive maneuvers
was not selected as a predictor in any of the regression analyses on the
response components. Patient references to their conscious use of
defensive operations were identified as elements of the Dynamic Work
component. With regard to productive therapy process, these findings
suggest that it may be more important for patients to identify on their
own the strategies employed to avoid or minimize the experience of
conflict.

Interpretation Complexity.

Camplexity was represented by the proportion of episodes drawn from a
particular therapy which involved interpretations addressing two or more
dynamic camponents. Conmplex interpretations were therefore similar to
interventions of marked "discrepancy" or "depth" found to have negative
effects in analogue (e.g. Claiborn, Wood, & Strong, 1981) and field
(Speisman, 1959) research studies. The present study confirmed that
camplex interpretations inhibit the patient’s contribution to the therapy
process. Specifically, interpretation complexity was fournd to be
inversely associated with the occurrence of Patient Involvement, Demands
on Therapist, Patient Confidence, and Anxicus Speech Production. The
strongest prediction involved the inhibition of Patient Confidence.
Camplex interpretations therefore elicited greater patient withdrawal,
preclded the development of disclosure and Experiencing, and inhibited
the occurrence of oppositional responses which might provide important

material for further examination. At the same time, camplex
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interpretations were also likely to allay patient expressions of anxiety
in the response. BAs noted in the presentation of theory regarding
interpretation, same optimal level of anxiety may however be necessary to
the further development of productive process (Greenson, 1967). Thus,
while camplex interpretations suggest that the therapist "does all the
work" in presenting a prepackaged representation of the patient’s
conflict, the results also indicate that "deep" interpretations will
seriously limit the patient’s sense of and active involvement in the
therapy process. These effects would likely vitiate the strength of the
therapy alliance arnd be counter to the development of treatment benefit.

Patient "Readiness".

The predictor variable drawn from the discriminant function analysis
of precordition process ratings and aggregated across episodes emerged as
significant in two stepwise regression analyses. Patient "readiness" was
directly associated with the emergence of Dynamic Work and/or Patient
Ihvolvarent in the response. The power of the independent variable to
predict a gpecific category of the Patient Respconse to Interpretation
Scale ard a response dimension adjusted for precondition scores on shared
measures (Disclosure and Experiencing) suggested that these relationships
were not spuricusly based on a confaurding of the predictor and dependent
variables. The development of a "psychoanalytic focus" in response to
interpretation was therefore dependent on the existence of an integrated
concentration on subjective material prior to the therapist’s
intervention. In analogous fashion, interpretations provided when the
patient evidenced high "readiness" were likely to result in increased
disclosure and Experiencing. This latter result does not confirm the
findings of Hill et al. (1988) who reported that intexpretations elicited
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increased patient Experiencing only when the level of Experiencing was low
preceding the therapist’s intervention. Again, a narrow focus on single
measures of patient process in the Hill et al. (1988) study versus the use
of miltidimensional measures of patient precordition and response process
in the present study may account for these different findings. Further
research should examine whether the degree to which the patient manifests
an internal orientation on additional, non—content commnication
dimensions determines the increase in Experiencing possible following
interpretation.

The Thexrapeutic Alliance.

The independent variable representing the patient’s assessment of the
therapeutic alliance (averaged across ratings provided after each third of
therapy) proved significant in only a single regression analysis. The
patient’s perspective on the alliance was inversely related to the Demands
on 'Iherapist response dimension. In other words, the patient’s perception
that a collaborative, helping relationship was evident with the therapist
made it less likely the patient would be oppositional in response to the
therapist’s interpretations. A strong alliance may therefore inhibit a
negative response to an accurate transference interpretation and allow for
greater examination of the dynamics in the immediate therapy
relationship. In this regard, the alliance may act as a "permissive
factor® for therapeutic work by minimizing the patient’s tendency to
respond defensively or with hostility and facilitating the occurrence of
more productive patient responses. A healthy and resilient alliance is
likely required early in therapy in order for beneficial process to emerge
later.
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As noted above, predictors representing aspects of the interpretation
itself performed as well or better than predictors reflecting patient
characteristics. This level of prediction was seen as a benefit of
employing interpretation characteristics as independent variables rather
than therapist response modes of which interpretation is only a single
example. Predictive relationships between patient characteristic
variables and specific response dimensions proved informative about the
nature of the response pattern in question.

Acuity of symptom distress was found to be predictive of an internal
focus, private assimilation of the interpretation (Hesitant
Acknowledgment), and patient references to core dynamic components
(References to Anxiety and Wish) in the response. Acuity of distress is
associated with the often transitory, "breakthrough" nature of the
symptams and is not synonymous with the degree of patient
psychopathology. Distress associated with acute symptoms may increase
patient motivation to engage in the tasks of therapy, i.e. to maintain a

‘subjective focus, to thoughtfully consider the meaning of therapist
interventions, and to engage in a discussion of the psychological
conflicts underlying symptom development. Symptom distress may also make
patients more amenable to adopting the therapist’s viewpoint on the
presenting problem, in this instance implicitly agreeing to the
psychodynamic perspective.

‘Therapist ratings of the patient following the second session were
found to be highly correlated and best represented by a global factor
representative of the "good therapy patient". A patient scoring highly on
this dimension was seen by the therapist as psychologically minded,
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motivated for therapy, able to respond to interpretation and interact
meaningfully with the therapist, and also to be likeable. This glcbal
impression was directly associated with patient responses indicative of
Hesitant Acknowledgment and/or Patient Involvement. Therapists therefore
value those patients who respond to interpretive cemments with increased
disclosure and affective involvement, or who tend to thoughtfully evaluate
the meaning of the interpretations provided. Spiegel and Hill (1989) have
suggested that patients with the characteristics of psychological
mindedness and cognitive complexity are best suited to working
productively with interpretation (see McCallum & Piper, 1990a).
Relationships identified for the "good therapy patient" predictor tended
to support this hypothesis. A dimension of interpersonal complementarity
is also implied in the therapist’s global impression. Ongoing research
employing measures such as the Structural Analysis of Social Behavior
(SASB; Benjamin, 1979) may prove informative about this aspect of the
predictive relationship.

The glcbal rating of the patient’s quality of obiect relationships was
employed as a predictor variable in the response component regression
analyses. Employing QOR as a continuous indeperdent variable capitalized
on the dimensional nature of the construct. Examination of relationships
between response components and session/therapy ocutcome in subsequent
analyses capitalized on QOR as a categorical variable, i.e. provided
insight into possible interactions between high versus low quality of
cbject relations and therapy process—-outcame relationships. 2s a
predictor, the glcbal QOR rating emerged as significant in a single
analysis, being directly associated with the occurrence of Hesitant

Acknowledgment in the response. Patients with a hlstory of mature cbject
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relationships are likely to present with more resilient self-esteem and
may therefore be better able to absorb and assimilate even those
interpretations that are painful to consider. In essence, this Zinding
suggests that a higher level of QOR may represent a "trait" capacity to
engage in interpretive therapy.

The patient’s expectation that therapy involved the active discussion
of feelings was directly associated with Patient Confidence, and content
references to core dynamic components and familial cbject relations. This
expactation is certainly congruent with the rationale of therapy and
thereby facilitative of patient’s active engagement in the process. Such
an expectation is 2lso congruent with the aims of the therapist and may
therefore encourage convergence of a shared perspective on the approach to
problem resolution valued by the psychodynamic approach. The
relationships identified for this predictor variable underscore the
importance of an adequate "state" preparation for the tasks of therapy.

Finally, there were no significant relationships identified between
any of the independent variables and the Emoctionality, Denial, and
Relational Work response dimensions. The clinical literature provides
anecdotal evidence that interpretation can elicit affective reactions. It
may be possible that other variables, not assessed in the current study,
are predictive of this impact of interpretation. A likely candidate for
this relationship is the interperscnal manner with which the therapist
conveys the interpretation (Schaffer, 1982). An expanded multidimensional
assessment of therapist interventions (i.e. of therapist intentions) is
required to identify the characteristics associated with patient
Emotionality.

Patient denial can be regarded as taking many forms. The Denial



125
camponent thus likely represented a general form of response camprising
heterogenecus "subtypes", lowering the likelihood of significant
relationships with the predictor variables. The paucity of significant
relationships with Relational Work was held to be due to the low frequency
of occurrence for this response dimension. The small proportion of
Relational Work in the episode sarple and the absence of significant
relationships between this response dimension and measures of
session/therapy ocutcome again suggest the need for further revisicsi of the
nominal Patient Response to Interpretation rating scale.

RESPONSE COMPONENTS AND SESSION GUTOOME

Relationships between response component scores and session cutcome
indices attained substantial size and significance for therapist ratings
only. Games-Schwartz (1978) reports similar firdings and suggests that
therapists offer a unique perspective on cutcame evaluation. In the case
of the relationships reported in the present study, the assumption is that
the therapist used his or her experience to gauge the patient’s response
for its contribution to ongoing progress in the session and across
therapy.

For all patients, therapists rated the occurrence of Emctionality in
the response to interpretation as directly associated with session
usefulness. Affect is the raw material for dynamic psychotherapy and was
likely seen by the therapists as the basis for further examination of the
patient’s conflicts. In contrast, patient responses reflecting Anxious
Speech Production (threat) were inversely associated with therapist
ratings of session usefulness, and patient responses reflecting Denial
(passive resistance) were inversely associated with ratings of the patient
having felt understood. These relationships accord well with clinical
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experience. Patient responses involving caontent concerning familial
cbject relationships were inversely associated with therapist ratings of
session Depth-Value. This latter relationship is contrary to
expectation. In the present study, interpretation of patient fears was
associated with a patient content focus on familial relationships. As
noted above, Foreman and Marmar (1985) report that interpretation of
patient fears was associated with improvement in the alliance.
Interpretation of patient anxiety may thus be associated with attenpts to
resolve resistance, and, further, that this work may involve an
exploration of family dynamics a= they are brought into the therapy
situation. If this chain of inference is valid, it is possible that

therapists reported that responses involving References to Familial
Objectsardldxmswexejnverselyrelatedmsassionmxtcmeasawayof
ﬁdicatingﬂiestminassociatedwimtheirefforttostzexgthenaweak
aliiance. Perhaps the relative failure to establish a strong alliance
early in therapy "contaminates" subsequert interactions. Further research
is required to explicate the mean:.:j behind therapist’s negative
perceptions of this response behavior.

The use of the low versus high QOR distinction provided evidence
suggestive of differential relationships between response to

interpretation and session outcame for the two patient subgroups.
Hesitant Acknowledgment was directly associated with therapist ratings of
session outcame for high QOR patients. Thus, a quiet, thoughtful
consideration of the interpretation was indicated by the therapists as
being associated with productive therapy sessions for the high QOR
patient. The suggestion is that "understanding” may be an important
curative mechanism for high QOR patients in this form of therapy. It can
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also be recalled that transference interpretations, particularly if
accurate, were fourd to inhibit the occurrence of this response. This
again suggests why frequent use of this therapist technique would be
antipathetic to benefit for patients of a more mature quality of cbject
relationships.

Patient Involvement and Emoticnality were directly associated with
therapist ratings of session cutcome for low QOR patients. Rather than
value the patient’s private contemplation of the interpretation (as for
high QOR patients), therapists saw productive sessions for the low QOR
patients as involving a highly charged, immediate relationship
involvement. These asscciations suggest that "relationship development"
may be an important curative mechanism in the therapy for the low QOR
patient. This jmplication for the therapy process accords with the poor
interpersonal histories presented by the low QOR patient grouping.
RESPONSE COMPONENTS AND THERAPY OUTOCME

Orlinsky and Howard (1986) have offered the following comment
regarding the relationships betwzen the use of interpretation and therapy
ocutcome identified after fifty years of process-ocutcome research:

"Clearly, cne cannot say that interpretation is a consistently
effective, or even necessarily a safe, therapeutic intervention. Nor
can one say that interpretation is generally an ineffective (or
dangercus) procedure, since half (11 of 22) the research findings do
indicate that patients benefit when interpretation is used. Given
this situation, it seems reasonable to assume that other important
factors act to neutralize or potentiate the impact of interpretation

on patient cutcome (p. 324)."

One of these factors is likely the nature of the patient’s response to
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interpretation. Therapist response modes have consistently accounted for
only very small and nonsignificant proportions of ocutcame variance (Hill,
1990) . Moreover, the impact of therapist interventions have been found to
be more evident when associated with proximal rather than distal ocutcome
measures (Hill et al., 1988). In effect, what may be more important to
therapy outcome is the way in which the patient puts the therapist’s
intervention (interpretive or otherwise) to use.

Hesitant Acknowledgment and Patient Involvement were both found to be
directly associated with the factor representing the independent
assessor’s evaluation of post-therapy ocutcame (External Observer Rating),
for all patients. The two response components thus represent productive
therapy process but differ on a dimension of active engagement, i.e. from
low (Hesitant Acknowledgment) to high (Patient Involvement). Hesitant
Acknowledgment may represent an important process dimension for patients
working within the atmosphere of a healthy alliance, i.e. it may reflect
the patient’s willingness to consider the meaning of any intervention,
however painful or discrepant, provided by the therapist. There were no
studies known in the literature which provide convergent evidence for the
existence of this dimension. The process research literature does provide
numrerous examples of the relationship between Patient Involvement and
outcane. In their review, Orlinsky and Howard (1986) identified 15 of 25
findings that reflect a significant direct relationship between immediacy
of the pai .  :’s affective expression (Patient Involvement) and cutcome.
More specifically, Gomes-Schwartz (1978) identified a direct relationship
between Patient Involvement and cutcame that cut across three forms of
therapy (dynamic, experiential, and therapy provided by lay counselors).
The Games-Schwartz measure was derived from cbserver ratings of the first
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three therapy sessions and was based on cambined scores for the Patient

Participation and Hostility subscales of the Vanderbilt Psychotherapy
Process Scale, thus providing convergent validity for the present
findings. Similar results with a related sample are reported by O’Malley,
Suh, and Strupp (1983). These authors also indicated that the
relationship between their Patient Involvement dimension and treatment
outcame increased as ratings from the first through third sessions were
examined in succession. In their conclusion, O‘Malley et al. (1983) argue
that Patient Involvement may not necessarily arise from "the antecedent
qualities of the patient® (p. 585) but is perhaps more related to "“the
personal qualities and technique of the therapist". In the regression
analysis on the Involvement dimension fram the present study,
interpretation characteristics represented three of the five significant
predictors, the interpretation context ("readiness") accounted uniquely
for the largest proportion of criterion variance, while patient
characteristics were represented by a single predictor accounting for the
smallest proportion of variance among all predictors. In sum, the present
study supports the view that Patient Involvement is predominantly
associated with therapist technique and relationship variables and is a
response camponent important to treatment outcame across patients.

Results of the present study regarding Patient Involvement were alss
supported by the findings of a review of therapist variables and treatment
ocutcame conducted by Beutler, Crago, and Arizmendi (1986). The authors
state:

"Focal interpretations in the presence of emotional involvement and

arcusal appear to produce benefits to psychotherapy process and, to a

lesser degree, to treatment cutcome. However, the effectiveness of
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these interventions may depend on the type used ard the
characteristics of the patients to whom they are directed (p. 294)."

In the present study, patient "readiness" followed by accurate dynamic
and/or transference interpretations were more likely to be followed by
Patient Involvement. In turn, Involvement was directly associated with
therapist ratings of session outcane for low QOR patients, post-therapy
cutcoame (External Observer Rating) for all patients, and follow-up cutcome
(Individualized Objectives) for high CQOR patients (see below).

Two response camponent-therapy ocutcome relationships provided specific
information about the long-term changes made by low QOR patients in STI.
In an independent replication of Games-Schwartz (1978), Beutler and
Mitchell (1981l) found that interpretations of early childhood experiences
were negatively associated with therapy cutcame. Outcaome was represented
by independent clinician and therapist glcbal change ratings. A
contrasting finding was identified in the present study. For the low QOR
subgroup, responses involving the exploration of family relationsliips were
directly associated with follow-up change on patient-rated target
cbjectives. A focus on the historical basis for recurrent relationship
problems apparently fostered the delayed treatment gain earned by these
patients. The mechanism responsible for this relationship may be the
patient’s insight into the historical basis for recurrent relationship
patterns as these are enacted during therapy. This hypothesis is
congruent with the response component—-session cutcome relationships
discussed previously which indicated that the therapist’s task with the
low QOR patient may be to facilitate a profound “relationship
development”. Interpretation of the inappropriate use of familial object
relationship patterns may be useful for the therapy of low QOR patients.
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Further study could clarify if these interpretations are more or less
effective if a therapist link (T/P link; Malan, 1976) is also interpreted.

In further contrast to their high QOR counterparts, exploration of
core aspects of dynamic conflict (References to Anxiety and Wish) in
response to interpretation was found to be inversely associated with
follow-up change (Individualized Objectives) for the low QOR patients.
This finding again supports the therapist’s view that "relationship
develcpment" was more important for the low QOR patient; it also suggests
that therapist efforts to facilitate understanding based on a
"psychoanalytic focus™ may be counterproductive for the low QOR patient.
The findings regarding response component—-therapy outcame relationships
provide substance for the view that the interpretive STI approach probably
does not represent the most optimal treatment for low QOR patients (Piper
et al., 1990).

A larger number of response component-therapy cutcaome relationships
were identified for the high QOR subgroup. Hesitant Acknowledgment was
directly associated with post-therapy symptom relief (General
Symptamatology and Dysfunction) for this patient subgroup, again
reflecting the importance of this response component to treatment gain
(in-session and post-therapy) for the high QOR patient. In contrast,
Denial was found to be inversely associated with post-therapy symptcm
relief for these patients. The Denial component was interpreted as an
increased patient focus on the motivations of others; the response
dimension was negatively related to immediate gain and this finding
perhaps again suggests the importance of appropriate expectations for
therapy. Responses indicative of Patient Confidence were directly

associated with the independent assessment of post—-therapy ocutcome
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(External Observer Ratirng) for the high QOR patients. This relationship
may reflect the experiernxe of mastery associated with active contribution
to the therapy process, i.e. the development of greater morale (Frank,
1974) . Orlinsky and Howard (19386) identified 13 of 20 findings supportive
of a direct relationship between therapy outcome and patient
collaboration, defined as the patient’s assumption of an active role in
resolving their problems. Patient Confidence was a response camponent
similar to the Orlinsky and Howard definition; this relationship thereby
accords well with previcus process research findirgs. Further, Sachs
(1983) reports that patient qualities characteristic of negative attitudes
(Denial) and passivity (Patient Confidence inverted) were inversely
related to outcame in dynamic therapy. The relationships reported by
Sachs (1983) were based on process ratings applied to the third therapy
session. The sample in Sachs (1983) was drawn from the same college
population employed by Gomes-Schwartz (1978) and presented with camplaints
of depressed mood, anxiety, and interpersonal problems—and may thus have
been similar to the higher functioning members of the STI cutpatient
sample.

Patient Involvement was directly associated with follow-up improvement
on target cbjective severity for the high QOR patients. Encounters with
interpersonal difficulties foliowim therapy may require that the high QOR
patient recall the understanding gained by directly expressing feelings to
the therapist and use this as a format for problem resolution. Dynamic
Work also proved to be directly associated with follow-up change for the
high QOR patient. Again, reference to learned skills for dynamic
understanding apparently proved beneficial to these patients as time
progressed following treatment termination. With regard to the response
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canponent~treatment cutcome relationships identified for high QOR
patients, Schauble and Pierce {1974) report that patient “owning of
feeling" (Denial inverted), cammitment to change (Patient Confidence), and
patient self-exploration (Patient Involvement) were significantly
associated with successful treatment cutcame. The sample employed by
Schauble and Pierce (1974) included "neurctic outpatients" and was again
likely similar to the high QOR subgroup from the STI project.

Research reporting that therapist response modes (interventions)
account for only minimal proportions of cutcome variance was referred to
earlier. The position in the present study is that it is the patient’s
response to specific aspects of particular interventions which is crucial
to the identification of ocutcome relationships. Significant relationships
between response camponent scores and indices of therapy ocutcome not only
suggest this may be the case but also provided insight into possible
differential therapeutic change mechanisms for patients of contrasting QOR
profiles receiving the same approach to therapy. Moreover, additional
analyses which partialled cut the association between patient
characteristics and both response components and ocutcame resulted in a
similar pattern of significant correlations between the process variables
and measures of treatment gain. These partial correlations suggest that
variation in cutcome can be attributable to therapy process variables
independently of patient characteristics (Strupp, 1980). In other words,
patterns of patient response can themselves uniquely account for
substantial variance in treatment cutcame. If this perspective is
accepted, therapist interventions (response modes) can be seen to account
for ocutcome only indirectly and then via the mediation of the patient’s

response.
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AN EXPLANATORY FRAMEWORK FOR THE FINDINGS OF THE PRESENT STUDY

Based on their review of psychotherapy process research, Orlinsky and
Howard (1986; p. 366-370) outlined a "generic model of psychotherapy*
which provides an explanatory framework for the findings of the present
study. The model represents both the process and functional context of
psychotherapy. "Context" includes the participants (patient, therapist,
ut also referral agents, supervisors, etc.) as well as "social structural
and cultural aspects of the setting and of the cammmity in which therapy
occurs" (p. 366). The depiction of the therapy process in the model, of
concern here, comprises four interdeperderiz elements: the therapeutic
bond (or alliance), therapeutic interventions, patient self-relatedness,
and therapeutic realizations. Personal characteristics and expectations
of the patient and therapist are depicted as having a direct bearing on
the development of the therapeutic bond. Patient self-relatedness is
defined as the patient’s ability to absorb the impact generated explicitly
by therapeutic interventions, and implicitly by experience of the
alliance. Therapeutic realizations are defined as the effects of
therapeutic interventions and of the therapeutic bond within the therapy
session; realizations include "insight, resolution of conflicts, or
learning of new cognitive and interpersonal skills" (p. 367). The impact
of these four elements in interaction determines the outcome of each
session, or in the vernacular of the model, "micro-outcomes”. The gracdual
accumilation of positive micro-cutcames is held to result in the
consolidation of "macro—outcomes", i.e. significant changes in perscnal
functioning usually tapped at the conclusion of treatment.

A particular form of therapeutic intervention was examined in the
present study. Aspects of dynamic interpretation that were found to be
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salient in the regression analyses included the content focus of

interpretations (wish or anxiety references, references to transference),
the camplexity of the interpretation (single vs. miltiple references to
dynamic comgonents), and the degree of correspondence evident between the
interpretation and dynamic components and dcbject relationships identified
in the initial formulation. The predictor variable reflecting "readiness"
to work in response to interpretation, derived fram the discriminant
function analysis of precondition process measures, appears to be
conceptually similar to "patient self-relatedness". Dynamic Work,
Hesitant Acknowledgment, and Patient Involvement are the dimensions of
patient response that tend to fulfill the definition of "therapeutic
realizations". The remaining response dimensions are hypothesized to be
associated with development of the therapeutic alliance, or facilitation
of patient self-relatedness.

The authors state:

"Patient self-relatedness presumably reflects the degree to which
patients can accommodate or absorb information that is not readily
assimilable to habitual schemata. When patients are open and
nondefensive, therapeutic interventions such as interpretation . . can
be absorbed that may be constructively inconsistent with, and thereby
matative of, their core working assumptions concerning self and
others. Patient self-relatedness should be consistently associated
with outcome, as cbserved, because it is a major precondition for the
production of therapeutic realizations (p. 368)."

Patient "readiness" was identified as a significant predictor for the
response dimensions of Dynamic Work and Patient Involvement; these

response dimensions were also shown to be dirzctliy related to outcome at
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post—therapy for all patients (Involvement) amd follow—up for high QOR
patients (Involvement and Dynamic Work). These findings confirm the
hypothesis offered above. Examination of the correlations between patient
"readiness" scurst aggregated over episodes and indices of therapy ocutcome
was also supportive of the above assumption: "readiness" was directly
associated with the External Observer Rating at post-treatment [r(60) =
-.30, p < .05] and with Individualized Objectives at five-month follow-up
[x(60) = -.28, p < .07].

In their review, Orlinsky and Howard (1986) identified 14 of 18
findings which showed a significant direct relationship between process
events indicative of therapeutic realizations ard treatment cutcome. The
authors suggest further that the consistent positive relationship between
nﬁcro—a.rtccmm and therapeutic realizations suggests that realizations
(i.e. session "events") are involved in the producticn of micro-cutcomes
(i.e. valuable sessions). The response camponents identified in the
present study as similar to realizations were directly associated with
either session and post-therapy (Hesitant Acknowledgment, Patient
Involvement) or follow-up (Dynamic Work, Patient Involvement) ocutcome.
More specifically, the dimensions associated with the curative mechanism
of "understanding" (Dynamic Work, Hesitant Acknowledgment) were important
for high QOR patients across all ocutcome assessments [session and
post-therapy (Hesitant Acknowledgment), and follow-up (Dynamié Work,
Patient Involvement)]. The camponent deemed representative of
relationship development" (Invclvement) was important for low QOR
patients at the level of the session or micro—-outcame, was important for
all patients at post-therapy, and was associated with delayed improvement
for high QOR patients at follow-up. It can be assumed that a single
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response of one type (e.g. Involvement) may be more powerful than a number
of responses of other types. Moving beyond data representative of the
patient’/s Ytypical" response to interpretation, it is plausible that
measurement of a sequence of these "“working” responses (i.e. realizations)
would be more strongly associated with ocutcome measured at the level of
the overall treatment. The development of statistical techniques
applicable to sequential analysis (e.g. Russell & Trull, 1986) would be
applicable to subsequent explorations of this hypothesis.

A strong therapeutic bond (alliance) “should enhance the patient’s
openness to therapeutic interventions by providing a safe, supportive but
stimilating envirormment® (Orlinsky & Howard, 1986, p. 369). The predictor
variable defined by averaged patient ratings of the therapeutic alliance
was shown to be inversely associated with responses characterized by
Demands on Therapist. A strong alliance would therefore act to preclude
oppositional responses to interpretation in favor of more productive
response process. Acting to inhibit defensive responses to
interpretation, the alliance can therefore be seen as a "permissive
factor" for more productive therapy process. The early development of a
healthy alliance is likely a necessary requisite for effective therapy.

It can be argued that a mumber of the response dimensions are
associated with development and maintenance of the therapeutic bond
(alliance). Responses characterized by References to Anxiety and Wish
were inversely associated with follow-up outcame for the low QOR patient.
As the response is oriented more towards "understanding®™ than
"relationship develcpment", References to Anxiety and Wish may be
counterproductive to alliance formation with and treatment gain for the
low QOR patient. References to Familial Objects and Links was shown to be
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associated with interpretations of patient anxiety, the latter found by
Foreman and Marmar (1985) to be associated with improvements in the
therapeutic alliance. The response camponent was directly associated with
follow-up improvement for the low QCR patient, suggesting that
“negotiation® in the relationship prampted by this content focus was an
important element in the therapies for these patients. The inverse
relationship between the occurrence of this response and therapist sessicn
outcane ratings was held to reflect the therapist’s experience of the
effort required in strengthening or maintaining the alliance and providing
a "relationship" therapy. Patient Confidence was earlier described as
similar to "patient collaboration" (Orlinsky & Howard, 1986) and was found
to be directly related to post—therapy outcame for the hiogh QOR patient.
Ihewilljngnesstodevelopasharedmﬂerstarﬂirgwiﬂlthetherapistis
likely a precursor to alliance formation. In contrast, patient Denial
would work against the emergence of a joint perspective and was forxrd to
be inversely associated with post-therapy improvement for the high QOR
patients.

In speculative fashion, arguments can also be advanced to suggest that
the remzining response dimensions are necessary to the develcpment of
patient self-relatedness. These impressions of course require additional
empirical support. Schauble and Pierce (1974) found that cutcome was
significantly and positively related to the way patients viewed and
discussed their problems. Patients who manifested a strong and increasing
sense of responsibility for their own feelings and actions in problem
situations received more benefit than those who viewed their problems
vexternally", as samething that simply happened to them. Internal-

External Focus was unrelated to either session or therapy ocutcome in the
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present study but may represent a necessary precursor to the development
of greater patient openness. In other words, an increased internal focus
in response to interpretation by itself may not be predictive of session
or therapy outcome, but may act as a foundation for other forms of
response that do exhibit such relationships. Nichols (1984), Birenbaum,
Nichols and Schwartz (1976), and Werman, Agle, McDaniel, and Schoof (1976)
provide evidence for a direct relationship between emotional discharge and
treatment cutcame. No evidence was found for a relationship between
Emctionality and treatment ocutcome but there was evidence for a direct
relationship with therapist-rated session cutcome. Emctionality may thus
be regarded as an important substrate for further important work by the
patient. As noted, oppositional responses represented by Demands on
Therapist may preclude further productive process (Thompson & Hill, 1988)
but, if not extreme, may also help identify transference potentials useful
in orienting further patient exploration. Anxicus Speech Production would
be likely to detract from patient comfort with personal exploration and
thus inhibit the dsvelcpment of optimai self-relatedness. Finally,
Relational Work may pramote the patient’s awareness of recurrent
relationship patterms and stimulate curicsity about possible explanations,
again encouraging greater openness to further interpretations.

The "generic model" (Orlinsky & Howard, 1986) serves to place many of
the findings of the current study in context. For certain response
dimensions, there was a relative absence of predictor variable
relationships and associations with session or therapy cutcame. The model
nonetheless suggests possible conceptual linkages for these response
dimensions. Further research is certainly required to substantiate the

identification of variables from the present study as representative of
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"realizations" ard precursors to the alliance and patient "relatedness",
and to provide empirical support for the suppositions advanced for the
LIMITAYLIONS OF THE PRESENT STUDY

Interpretation of the findings of the present study must be qualified
in the face of several conceputal and methodological limitations. The
definitions of what constituted an "interpretation" and "interpretation
episode" had the advantage of providing for improved cbservational rigor
at the expense of constraining the relevance of those dbservations. For
example, the TIRS definition of interpretive interventions is closely
aligned with the psychodyrr.aic approach, and can be applied with strong
reliability. However, the generally accepted definition of
interpretation, i.e. an intervention designed to make conscious same
aspect of the patient’s functioning that has remained unconsciocus, is
constrained by the TIRS criteria. Other interventions having a possible
interpretive function are thus excluded. In similar fashion, the
specificity of the TIRS definition of interpretation means that the
results of the present investigation are not readily contrasted with
previous studies utilizing a more general definition of this therapist
intervention. Beyand the specificity issue, the psychodynamic rationale
of the TIRS also restricts generalizations of the present findings to
other forms of dynamically-criented psychotherapy.

Rigorous criteria governed the selection of interp:wetation episodes
fram the stream of therapy session material; these criteria also proved to
be highly reliable. This demarcation nonetheless constrained the
perspective taken an the im:erpretive process to the immediate context,
i.e. a two-minute "event horizon" before and after the target



141
interpretation. Generalizations possible fram the investigation are
consequently constrained to similar circumscribed “slices" of the
patient-therapist interaction. For example, therapist interventions which
occur earlier and are oriented to preparing the patient for an
interpretation, or patient response behaviors that reflect more delayed
impacts of the intervention, were excluded from examination by this
delimiting of the research focus.

A large battery of patient process measures was employed in the
present study. The expectation that raters attain proficiency with many
camplicated systems likely campromised their develocpment of skill with any
one system. In like fashion, a sizable sample of interpretation episodes
was accumilated for the process analysis. Feasibility constraints
required that the raters worked independently; in this regard, the size of
the sample preciuded the strornger method of consensus or averaged ratings
by sets of judges. The emphases on extensive coverage of constructs and a
considerable mmber of ckservations resulted in definite praoblems with the
reliability of process ratings and likely had adverse effects on the
quality of the episode data. Given that this activity represented the
major data collection aspect of the study, hindsight suggests that the use
of pairs or teams of raters who would be specialists with individual
process systems may have provided for greater efficiency. Effort mavy have
been more effectively expended in greater training of process xat2i.: than
collating the large episcde sample, an important lesson for ivic.m
research. Corncerns with interrater reliability were samss~% calanced by
the strong external validity afforded by the study’s applied setting.

Iay raters were chosen to avoid the particular biases associated with

theoretical adherence or extensive clinical experience. A mumnber of the
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present findings were contrary to a bias in favor of interpretation having
only positive effects (e.g. Demands on Therapist and Denial as dimensions
of patient response), suggesting that such attitudinal influences were not
operative in the rating task. Efforts were also made to control the
presentation of material to raters (e.g. counterbalancing of raters with
rating systems, blindness considerations) in order to reduce the influence
of response sets or halo effects. However, given that the episcde data
consisted entirely of subjective ratings, possible distortions due to
influences such as these cannct be ruled out.

A very broad net was cast to develop a battery of potential predictors
of the patient’s response to interpretation and a great deal of work was
done to reduce this large mumber of variables to more representative
linear cambinations. This activity had the intent of supporting a
hierarchical test of the influence of different classes of predictors on
the patient’s use of therapist interpretive contributions. The manner in
which the data analysis evolved meant that a large proportion of this
interesting information remained unexamined. The predictor variables
eventually selected for the regression analyses were chosen according to
carefully specified criteria. It is not certain, however, that other
variables, perhaps more relevant to the phencmenon under consideration,
were not overlooked.

The issue of nonindeperdence toock two forms in thie present study. One
aspect of this issue which received major emphasis in the analysis
concerned the assumption of nonindependence of observations, a central
recquirement in the application of any infe: intial statistical technique.
Methods employed to measure the degree of dependence in the data (i.e.
intraclass correlation and the autocorrelation transformation) indicated
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that this problem was slight and unlikely to have adverse effects on the

estimation of effects or statistical power. Aggregation of the data for
regression and correlation analyses also diminished the strength of this
concern.

The more problematic aspect of the nonindependence issue concerned the
sheer mmber of statistical tests conducted and the resultant inflationary
effect on Type I error rates. The exploratory nature of the investigation
has been reiterated several times; in this regard, same sacrifice of
statistical validity in favor of statistical power seemed justified.
Methods were employed in each analysis to strike the appropriate balance
between error protection and investigative interest. In the MANOVA on the
therapist behavior variables, a "protected F test" procedure was
enployed. For the discriminant function analysis of precondition measures
and the principal components analysis of response measures, redundant
variables were deleted prior to the analysis being carried cut. Variables
accepted for definition of the discriminant function were required to have
coefficients three times the size of a value significant at the 99% level
of confidence. Both the Kaiser criterion and scree test methods were
utilized to determine the murber of camponents retained in the analysis of
patient response dimensions. As noted previcusly, the episode dataset was
aggregated for the regression and correlation analyses; this had the
benefit of providing mich more reliable score estimates for the measures
involved and consequently reduced the likelihood of chance relationships.
Finally. <riteria were specified for acceptance of meaningful
correlational patterns in the assessment of response camponent-cutcome
relationships.

2s with the limitations discussed previously, the choices made in the
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data analysis resulted in trade-offs between statistical rigor (low Type I
error) and conceptual relevance (power). The relatively liberal
perspective taken in the investigation is subject to criticism according
to methodological desiderata and statistical corvention. The findings do
serve to outline some of the pieces of the puzzle represented by the
technique of interpretation and suggest how same of the pieces may fit
together. The limitations of the study require that interpretations of
the findings be subject to quaiification. Most certainly, meeting the
definite need for replication is the only effective means of
substantiating the choiw.s made in the investigation and validating the
findings the study has furnished.
CLINICAL IMPLICATIONS OF THE CURRENT FINDINGS

The present study had a focus on interpretation episodes from STI
therapy, and those relationships involving dimensions of patient response
process. Inferences about the activities of patient and therapist which
precede and are supportive of "working" episodes cannct be made without
additional empirical study. Similarly, a broader focus in subsequent
research can provide information on the impact of interpretation beyond
the immediate patient response. Clinical recommendations are therefore
advanced only for the timing and technique of interpretive interventions,
and the evaluation of the immediate impact of such interventions, within
short-term psychodynamic psychotherapy.

Early Identification of Potential Patient "Work" Behavior.

"Working" episodes were, in general, characterized by less therapist
activity. an interpretation is likely best delivered when the patient is
struggling to articulate the meaning associated with unresolved issues or

emergent affect. The therapist can be cued that the patient is engaged in
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productive cognitive-affective processing by attending to the
characteristics of patient "readiness". The greater the degree of
self-focus evident across the extralinguistic, intersubjective, and
content “channels'" of the patient’s cammnication, the more the therapist
should "recede" until the interpretation appears timely, i.e. when the
patient’s processing begins to falter or reaches an impasse. When the
patient manifests increased "readiness", the therapist’s task is to allow
it to develop without introducing a new topic focus, i.e. by refraining
fram "unnecessary" interventions. Interpretation can be employed to
provide summarization, the needed linkage between elements of the
patient’s material, or extension of the patient’s focus, at the mcment
when culmination of the immediate processing is required by the patient.

Evaluating the Impact of Interpretations.

Evaluating the impact of an interpretation requires that the therapist
be open to a mltidimgnsional perspective on the patient’s response.
Certain characteristics of the patient’s response are indicative of
productive process, a "hit" or "on-target" interpretation (i.e. an
increased internal focus, Hesitant Acknowledgment, Patient Involvement,
Patient Confidence). Other dimensions may reflect a "miss" or an
interpretation the patient finds threatening (i.e. Denial, Anxious Speech
Production, an increased external focus, or extreme opposition). The
patient’s use of content is indicative of the degree of "psychoanalytic
focus" possible in subsequent dialogue during and following the episode
(i.e. Dynamic Work, References to Anxiety and Wish, Relational Work). The
remaining characteristics of the patient’s response (i.e. Demands on
Therapist, Emotionality, References to Familial Objects and Links) likely

have a curvilinear relationship to productive process. The occurrence of
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these forms of patient response may require adjustment of the "intensity"
of therapist activity, i.e. to push for greater involvement or withdraw
and allow for a decrease in upset, active resistance, or excessive
concentration on certain content areas.

Hesitant Acknowledgment appears to represent a positive response to
interpretation, i.e. the patient’s private attempt to employ the
interpretaticn in the development of greater self-understanding. The
meaning of this response dimension is equivocal but certainly deserving of
further empirical study and clinical attention. Within a healthy
alliance, responses marked by Hesitant Acknowledgment may reflect the
patient’s evaluation of inaccurate interpretations (e.g. transference
interpretations of low correspondence); the patient may then perhaps go on
to provide material which corrects for errors or cmissions in the
therapist’s construction (Casement, 1991). Alternatively, this response
pattern may have value when the patient will benefit at that mament from
insight of a coomitive nature. However, if arotlonal understanding based
on the immediate experience of chronic interpersonal patterns being
enacted in the therapy relationship is the goal of the interpretation, the
therapist should press for greater patient engagement-——through the use of
a transference focus. -

The Use of Transference.

To encourage an active, interactional focus on the here-and-now
rel_a’tionship, the therapist should endeavor to address the transference in
terms which accurately reflect known interpersonal conflicts in the
patient’s history. By highlighting the presence of these conflicts in the
immediate relationship and precisely identifying parallels in earlier

relationships, the therapist can encourage greater patient engagement
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(i.e. increased Patient Confidence, Patient Involvement, and Demands on
Therapist; decreased Hesitant Acknowledgment). As noted above, the timing
of a push for such engagement can be crucial, and an overuse of the
transference technique—perhaps even if accurate—can be detrimental. The
recamendations of Frances and Perry (1983) regarding the timing of
transference interpretations are important in this regard.

The Focus on Components of the Patient’s Dynamic Conflict.

Accuracy is also important for interpretations which aim to represent
the dynamic aspects of the patient’s underlying conflict. Accuracy of
references to dynamic camponents is dependent on the develcpment of a
valid formulation of the patient’s conflict which can have heuristic value
to the therapist’s understanding of the ongoing interaction. The more the
interpretation accurately represents the patient’s hypothesized
conflictual camponents, the greater the likelihood the patient’s
exploration of personal issues will became progressively more meaningful,
facilitating the establishment of an intimate and productive relationship
with the therapist.

Interpretations of the patient’s wish camponent(s) can act to increase
the patient’s internal focus and confidence in the therapeutic process.
Such interpretations may be useful in moving to a deeper level of issue
exploration and/or when strengthening the alliance is called for.

Interpretations of the patient’s fear camponent(sj appear useful
during exploration of details of the family history which perhaps figure
in chronically maladaptive interpersonal patterns. Insight into how these
fears may be inappropriate in the therapy relationship can also serve to
improve the working alliance.
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The Complexity of Interpretation.

An interpretation should be provided in terms simple encugh to allow
it to be accessible for the patient. Recammendations in the clinjcal
literature which suggest using the patient’s language for interpretation
have a similar intent. Overly camplex interpretations—those which
provide representations of more than single aspects of the patient’s
canflict—were shown to have multiple deleterious effects (i.e. decreased
Patient Involvement, Patient Confidence, Demands on Therapist, and 2nxious
Speech Production). The sum total of these effects is to deprive the
patient of a sense of collaboration with the therapist and mastery of the
tasks of therapy. In effect, simple interpretations allow the patient to
immerse him/herself in the work of therapy and consequently may also
contribute to development of the therapy alliance.

The Frognostic Value of Patient Characteristics.

Certain patient characteristics which emerged as significant
predictors of response process can have value in the selection of patients
for brief psychodynamic therapy. Patients reporting a high degree of
distress with experienced symptams evidenced a greater capacity to engage
in fundamental work with interpretations (i.e. greater Internal Focus,
Hesitant Acknowledgment, and References to Anxiety and Wish). Distress
associated with symptaoms is nct to be confused with degree of
psychopathology but represents an index of the patient’s motivation to
correct problems in functioning. A mumber of positive patient capacities
were embodied in the camponent based on therapist ratings of the "good
therapy patient". In turn, this variable was directly associated with
response dimensions having a bearing on session and therapy cutcome (i.e.

Hesitant Acknowledgment and Patient Involvement). The initial assessment
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of the patient’s suitability for STI therapy should therefore pay
particular attention to the level of psychological mindedness (McCallum &
Piper, 1990b) and motivation for therapeutic involvement. Additionally,
use of the initial assessment as a therapy "trial run" is recammended:;
Jjudgementts of the patient’s ability to interact with the therapist,
respond well to interpretation, and to be an individual with wham the
therapist feels comfortable were all constituents of the "good therapy
patient" variable. In a related fashion, attention to the patient’s
expectation that he/she will be active in talking about feelings during
the therapy session would be useful. This expectation was found to be
predictive of the appropriate attitude towards the therapeutic enterprise
(i.e. Patient Confidence) and responses involving content useful to the
psychodynamic approach (i.e. References to Anxiety and Wish, and
References to Familial Objects and Links). Preparation sessions might be
considered in order to inculcate this patient "set" and guard against the
patient’s entry into therapy with unrealistic expectations.

The determination of the patient’s quality of cbject relationships
(Azim et al., 1991) can be useful in predicting the necessary therapeutic
approach (see below). Patients with higher QOR appear more open to
working collaboratively with the therapist in developing a
cognitive-emotional appreciation of maladaptive patterns. In contrast,
patients at lower levels on the dimension appear to require a more
supportive, "holding® therapeutic enviromment oriented towards the
negotiation of a healthy, mutually respectful relationship.

Specific Recommendations for Patients of Differing QOR.

"merapywiththeg:L;dJQORpatierrtismrelikelytoocmrwithinthe
context of a healthy alliance, given the interpersonal history and
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capacity of these patients to establish reciprocal relationships. 2as a
consequence, the high QOR patient may be more open to the receipt of
confrontation or "painful" interpretation. Evidence of Denial in the
patient’s response can and should therefore be confronted; this would
serve to protect against lack of symptomatic jmprovement or even
deterioration at post-therapy.

Within a healthy therapeutic alliance with the high QOR patient, the
therapist may be in a more *forgiving®" situzi ion with regard to
interpretive error. The less accurate a transference interpretation, the
more likely the patient would engage in Hesitant Acknowledgment. In
effect, the patient may use this form of response to covertly evaluate the
nfit" of the interpretation, and then subsegquently provide material which
adjusts for mistakes or oversights in the therapist’s construction. This
hypothesis emphasizes the nature of patient-therapist collaboration ard is
supported by the direct relationship between Hesitant Acknowledgment and
post-therapy symptom change for the high QOR patient. Cornwversely, the
more accurate the therapist’s transference interpretation, the greater the
likelihood of a response reflecting increased Patient Involvement. This
response dimension was in turn difectl}?’ fsg%ociated with follow-up change
on target cbjectives for these patients.

vhile the therapeutic approach with the high QOR patient may allow for
greater interpretive latitude, accuracy of transference interpretation
remains important with these patients. An accurate transference
interpretation may be especially useful when the alliance is faltering
(after Frances & Perry, 1983), given the direct association with increased
Patient Confidence. In turn, Confidence was shown tc be important to the

post-therapy ocutcare for these patients.
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The importance of a transference focus to patient response dimensiaons
associated with the therapy ocutcome of high QOR patients deces not imply
that the therapist should rely exclusively on this technique. The
response dimension of Dynamic Work was also important to follow-up change
for these patients. This form of response, however, tended to be
inhibited by a higher frequency use of transference interpretations.
Consequently, therapists should be judiciocus in their use of the technique
with high QOR patients, attend to the early develcpment and maintenance of
a healthy alliance, and make use of collaborative work with the patient to
refine the accuracy of their understanding of transference patterms.

Therapists regarded Patient Involvement and Emotionality as two
response dimensions important to session ocutcame for the low QOR patient.
According to therapist ratings, a focus on development of the affective
relationship with the low QOR patient was associated with valuable
in-therapy change. Accurate transference interpretations, insofar as they
act to increase patient disclosure and Experiencing, should therefore be
addressed to immediate difficulties encountered in the negotiation of a
give-and-take relationship. In this light, the identification of
parallels between the immediate relationship and historical familial
relations appeared important to follow-up change for the low QOR patient.
This relationship would imply that interpretziion of needs urmet in early
adbject relationships, with sonme gratification of same in the therapy
situation, may be facilitative of long-term change for the low COR
patient. Finally, the response dimension representing References to
Anxiety and Wish was found to be irwersely associated with follow-up _
ocutcome for the low QUR patient grouping. an insight—oriented focus on
the core camponenits of the patient’s dynamic conflict may therefore be
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counterproductive for these patients, certainiy secondary in impact to the

therapeutic emphasis on negotiating a healthy relationship and correcting
long-standing maladaptive interpersonal patterns.
THEMES FOR FUTURE PSYCHOTHERAPY PROCESS RESEARCH

As a final note, themes identified in the present study which have

implications for future process investigations will be reviesed. The

recamendations move fraom specific findings to more general conceptual

issues.

1.

Analyses of therapist behavior in "norwork" versus "work"
episodes suggest the latter result from a patient-driven

process. This conclusion requires a shift in the cammon
perspective on therapy process, i.e. the patient’s behavior is as
mich a determinant of therapist interventions as the reverse.
while the present study adhered to the more traditional view,
future process research should attend to the “sequential
dependencies" (Russell & Trull, 1986) in process data.

The discriminant function analysis suggests that “readiness" may
require more than simple verbal expressions of openness by the
patierit. All channels of patient commmication need to be
assessed for clear determination of the patient state appropriate
for interpretation. This finding also implies that other
channels (e.g. nonverbal) may also be important to the accurate
timing of therapist interveritions.

Assessing the impact of interpretation requires that researchers
and clinicians adopt a multidimensional perspective on patient
respcense, just as assessment of outcome had to move to multiple

perspectives and measures to gain an urderstanding of the
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specific effects of therapy. It is also recammended that future
process research move fram an overly broad consideration of the
effect of different therapist response modes to a more focused
examination on the impact of gspecific aspects of particular
interventions. In this vein, the puzzle represented by the
Hesitant acknowledgment response dimension warrants further
empirical attention.

The developing concept of interpretation accuracy shows promise
for uncovering effective mechanisms of psychodynamic
psychotherapy. "“Correspordence® was shown to be an important
aspect of the interpretive focus both for camponents of dynamic
conflict and the transference. These relationships, in contrast
to a more inferential concept like "campatibility"” (Silberschatz
et al., 1986), were held to result frum the weight giwven the
therapist’s synthesis of the immediate transaction with the
patient. Assessing the match between this synthesis and the
therapist’s original "working model"™ of the patient’s problem
remains close to the concrete phenarena of therapy. It is
recamended that subsequent work on the "correspondence" concept
attend to the validity of therapist formulations and how this
interacts with the concrete experience of the participants over
time, i.e. with the alliarnce.

The therapeutic alliance can be considered a “permissive factor"
for varieties of therapeutic work. It woulid be of interest to
determine what patterns of process became more likely as the
allisnce becomes established and which of these pattemns is

predictive of cutcome. This detexmination would suggest an
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estimate of the "minimal level" of the alliance required for
effective therapy. A related question concerns how variations in
the alliance are predicted by and predictive of variations in
patient process (e.g. Colson, Horwitz, Allen, Frieswyk, Gabbard,
Newsom, & Coyne, 1988).

Patient characteristics found to be associated with
interpretation response process fall into two general

categories. The first includes dimensicns that represent
relatively fixed qualities (e.g. QOR, aspects of the "good
therapy patient"j. These dimensions represent suitability
41evia for engagement in the therapy process. The secord

o ajory concerns patient expectations for the therapy
experience. Expectations (patient "states") are confirmed or
disconfirmed as a function of the patient’s appraisal of the
therapy experience. This appraisal will be accurate insofar as a
pretherapy preparation adequately cutlines the roles ard tasks of
each participant and helps the patient identify realistic goals
for treatment. As a unique patient characteristic, acuity of
symptom distress refers to the patient’s felt need for
therapeutic help and is not meant to suggest a greater degree of
psychopathology. Acuity of symptom distress represents a mutable
patient characteristic, indicative of motivation prior to therapy
and a benchmark for therapy progress during ¢nd after treatment.
Future research should endeavor to identify relationships between
each of these three subclasses of patient characteristics ard
specific patterns of patient process.

Relationships between response camponents and indices of session
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or therapy cutcame highlighted response dimensions important
across all patients, but in particular pninted to possible
differential change mechanisms for patients varying on a
particular aptitude (QOR). The analyses substantiated “he view
fram a previous controlled trial of STI (Piper et al., 1990) that
patients of lovw QOR may not be best served by this approach. The
curative mechanism for high QOR patients appeared to be
"understanding” or insight (presupposing the uncamplicated
development of a healthy alliance). Relationships between
respanse camponents and therapist session cutcame ratings suggest
that a curative mechanism for the low QOR patient may be the
amphasis put on "relationship development". This would suggest
further that establishment of the alliance is the work of therapy
for patients with a poor history of interperscnal relations. an
important characteristic of this focus on "relationship
development® with the low QOR patient was suggested by the
relationship between the References to Familial Objects and Links
response camponent and follow-up cutcame: difficulties with the
therapist can be addressed in terms of needs unmet in both the
family of origin arnd the immediate therapy relationship. In a
more supportive approach to therapy with these patients, same
gratification of these needs may be an important therapeutic
element. In sum, a number of the response campohent—outcome
relatipnships suggested a differential response to the STI
approach as a function of patient QOR. These findings provided
further support for the conclusion of the controlled trial that
the high QOR patient may be especially suited to an
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insight-oriented therapy approach. In contrast, the data also
provides further impetus for considering whether the low QOR
patient may be more appropriate for a supportivc
problem-solvingapproach (e.g. Rockland, 1989). Futwe research
on the process of psychotherapy should insure that attention
contimies to be directed to patient aptitudes which are
clinically salient and possibly associated with differential
therapeutic change mechanisms.

The present study demonstrated the importance of assessing all
facets of the therapeutic enterprise (characteristics of the
patient, therapy relationship, context, intervention, and
outcane) in order to identify possible patterns of relationships
among these classes of variables.

Finally, the present study also demonstrated that examination of
an aspect of the therapy process which has direct clinical
relevance, i.e. the use of interpretation in dynamic therapy, can
have practical benefits for the application of clinical
technique.



Table 1:

Patient Group

High QOR
Inmediate

Delay
SUBTOTAL
Iow QOR
TImmediate
Delay

SUBTCOTAL

GRAND TOTAL

Iegend:

157

Number of Episodes in Sample by "Work", Time in Therapy,

Early

W Nw
32 31
52 34
84 65
4] 30
50 24
91 54
175 119

O0OR, arnd Treatment Condition

Middle
Y NW
72 S0
75 34
147 84
61 34
62 45
123 79
270 163

Time in Therapy

Iate

W NW
56 32
48 37
104 69
49 33
69 30
118 63
222 132

160

175

335

151

181

332

667

W = "Work" or "Successful" Episodes; NW = "Nomwork" or

Nw

113

105

218

97

29

196

414

TOTAL

273
280

553

248
280

528

1081

"Unsuccessful" Episodes. QOR = Quality of Object Relationships
Immediate = Inmediate therapy condition; Delay =
Wait-list control comdition.

designation.
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Table 2: Typology of Patient Process Rating Measures

Coding Strateqy
Classical Pragmatic
e Rati Catego
Content FCRS: Dynamic Components Experiencing Scale
and Objects
Intersubjective -— ECRS: Verbal
{Incention)
Extralinguistic Speech Disturbance Ratio Vosizal Quality
categories
Speech Rate

Silence Quotient

Proportion Utterance

Me=an Iatency

Number and duration of
patient camumnications

Note: The typology of language analysis systems is based on Russell and
Stiles (1979). PCRS = Patient Content Reference System.
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Table 3: Mean Interrater Reliability/Aqgreement Coefficients

By Rating Measure

Rating Measure

Speech Disturbance Ratio (Intraclass r)
Corrections
Fragments
Repetitions
Distortions
Intrusions

Total SIR

Vocal Quality categories (Pearson )
Segment nominal rating (Cochen’s k)
Number of "thought units"
Proportion of Focused
Proportion of Externalized
Proportion of Limited
Proportcion of Emctional

Experiencing Scale (Intreclass x)
Modal segment rating
Peak segment rating

Reliability Adreement

.26
.45
.70
.05
.63

- 68

.30
.79
-42
.56
.52
.70

.50

(.07 to .41)
(.01 to .75)
(.57 to .79)
(-.02 to .09)
(.47 to .78)

(.54 to .76)

(~.13 to .85) .66 (.27 to .95)
(.71 to .84)

(-.23 to .81)

(-19 to .90)

(=.11 to .88)

(-.08 to 1.00)

(.42 to .58) .62 (.58 to .64)
(.46 to .56) .61 (.50 to .66)

Patient Content Reference System - Verbal Response Modes (Intraclass x)

Numbex of "thought units" -
Disclosure

Question

Inform

Acknowledge

Confirm

Reflect

Advise

Assume

.55

.89)
.81)
.57)
.80)
.78)

i X X Xeaime X Y
BHRaN
AL

(.44 to .78)

Patient Content Reference System — Dynamic/Object References (Pearson x)

Dynamic Components:
Wish
Anxiety
Defense
Dyn:mic Expression
All cooponents

Segment "“work" rating

.60
.63
.28
.49
.59
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Table 3 (continued)

Rating Measure Reliability Adreement

Patient Content Reference System - Dynamic/Object References (cont’d.)

Objects:

Father .72 (.61 to .82)
Mother .83 (.56 to 1.00)
Parents .85 (.62 to .99)
Siblings .99 ——
Family of origin .70 (.31 to .90)
Therapist .76 (.67 to .83)
Object (e.g. spouse) .77 (.68 to .89)
Undifferentiated cbject

(e.g. doctors) .66 (.39 to .80)
Across all cbject types .77 (.63 to .86)

Interpretation Correspondence Ratings (Pearson r)
Dynamic Camponents .58 (.49
Objects .62 (.26

to .65)
to .83)

Note: The coefficients employed to assess interrater reliability for each
rating system are indicated in brackets following the subtitle for
the measure. Pearson correlation coefficients reported are the
grard means across all rater pairs and reliability assessments; the
ranges reported are the minimumm and maximmm values attained across
all pairs and assessments. Intraclass correlation coefficients
indicate the average reliability of the individual rater adjusted
for chance agreement. The coefficients reported are the means
across reliability assessments; ranges refer to the minimm and
maximm values attained across assessments. Coefficients for
interrater agreement (W nominal and EXP ratings) refer to percent
perfect agreement adjusted for chance (Tinsley & Weiss, 1975, p.
366-368). In each instance, interrater agreement is significantly
greater than expected by chance (p < .001).

Coefficients are not reported for three VRM categories
(Confirm, Reflect, and Advise) as base rates of occurrence for
these variables were below 1% in the reliability samples. Patient
references to siblings were recorded in only one of the four BCRS
reliability samples; no range for the reliability coefficient is
thus reported.
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Table 4: Discriminant Analysis of Precondition Process Measures

Related to "Normwork-Work"

Discriminating r Between Variable wWilks’s F(1, 1078)
Variable and Function Lambda

Externalized Vocal

Quality -.51 990 10.85%x%
Disclose (=) versus

Inform (+) VRM -.48 .991 9.72%*
Modal Experiencing .45 -992 8.47%%
Focused Vocal Quality .42 .993 7 .29%%
Reflect (-) versus

Question (+) VRM -.34 .995 4.74%
Proportion Utterance .33 .996 4.47%
Speech Rate -.27 .997 3.022
References to "Other"

Chjects -.26 .997 2.852

Note. In nrterpret:mg the direction of the correlaticns between the
discriminating variables and the function as a whole, note should
be made that '"nonwork™ was coded as 0 and "work®™ as 1. Each of the
VRM camponent scores defined a bipolar dimension, represented at
each pole as indicated in the table. 05' the function as a whole,
Wilks’s lambda = .96, distributed as a statistic with df =
and equal to 40.85, p < .001. Group centroids were -.25 and .16
for "normwork" and "work" episcdes, respectively.

2,05 < p < .10.

*p < .05; **p < .01; ***p < .001.
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10

11

12
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Principal Components Analysis of Response Process Variables

1abel and % Variance

Dynamic Work (9.4%)

Iiternal~External
Focus (8.7%)

Hesitant acknowledgement
(6.4%)

Patient Involvement
(5.9%)

References to Anxiety
and Wish (5.2%)

Emctionality (5.0%)

Demands on Thexrapist
(4.8%)

Patient Confidence
(4.5%)
Reference to Familial

Objects and Links
(4.3%)

Anxious Speech
Procduction (4.1%)

R2lational Work (4.1%)

Denial (4.0%)

Variables and
Camponent Iocadings

Dynamic Work rating (.76)

Reference to dynamic
expressions (.69)

Reference to defensive
operations (.56)

Descriptive Work rating (-.54)

Focused VQ RGS (.85)
Externalized V\Q RGS (-.81)

Number of patient commumnications
RGS (.78)
rtion utterance RGS (—.74)
Acknowledge and Confirm VRM RGS
(.68)

Inform vs. Disclose VRM RGS (-.75)
Modal Experiencing RGS (.74)

Reference to anxiety (.78)
Reference to wish (.63)

Emctional W RGS (.81)

Intrusion SIR RGS (.64)

Total SDR RGS (—.42)

Reference to therapist (.73)

Question and Advise VRM RGS (.66)

Reference to other objects (~.56)

Limited VQ RGS (-.96)

Reference to familial objects
(.83)

Reference to cbject links (.61)

ILatency of response (-.78)
Speech rate RGS (.42)

Relational Work rating (.83)

Assume and Reflect VRM RGS (.82)

legend: RGS = residual gain score; VQ = Vocal Quality category; VRM =
Verbal Response Mode camponent; SIR = Speech Disturbance Ratio.
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Variable Iabel
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Predictor Variables Selected for Use in Regression Analyses
on nse nent Scores

Description

Patient Characteristics

1.

TDC1

PATH1

ORREL

PTXPT1

Good_Therapy Patient camponent score, based on
principal camponent analysis of therapist ratings of
patient presentation collected following session two.

Patient Symptom Distress camponent score, based on
principal camponent analysis of patient self-report
pretherapy cutcone measiwves.

Quality of Object Relationships global rating, derived
from semi-structured QOR assessment interview.

Patient Expectation of Own Activity Ievel component
score, based on principal camponent analysis of patient
expectation ratings collected following session two.

Relationship Characteristics

1.

PTALINC

Mean Patient Alliance camponent score, based on
principal camponent analyses of patient ratings of the
work-affective relationship collected following each
third of therapy.

Episode Characteristics

1.

DYNPIDS

DYNCORM

The proportion of interpretations addressing two or
more dynamic caomponents across the episodes within each
case defined Interpretation Complexity.

The mean munber of interpretation references to Wish
across the episcdes within each case.

The mean mumber of interpretation references to Anxiety
across the episcdes within each case.

The mean mmber of interpretation references to Defense
across the episodes within each case.

The correspondence between interpretation references to
dynamic camponents and formalation descriptions
averaged across components and then aggregated across
the episodes within a case. Used to represent mean
Dynamic Correspondence.

(continued)
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Table 6 (continued)

Description

Episode Characteristics (cont’d.)

6.

7.

8.

ITREF

Interpretation references to the person of the
therapist aggregated across the episodes within a
case. Used to represent mean References to
Transference.,

The correspondence between interpretation references to
the therapist and formulation descriptions of
relationship dynamics aggregated across episodes within
a case. Used to represent mean Transference
Correspondence.

Patient Readiness for Interpretation discriminant
score, based on the discriminant function analysis of
precondition process variables, aggregated across the
episodes within a case.
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Table 8: Estimates of RZ shrinkage on Cross-Validation

169

of ion tions
Response Number of %se:ved F imated
Variable IVs Selected value vValue
Dynamic Work 2 .2233 8.20%** .1518
Intermal-External 2 .1759 6.08%%* .1001
Focus
Hesitant 4 .3222 6.54%%% .2138
Acknowledgment
Patient Irnvolvement S .4397 8.48%%* .3276
References to 3 .2237 5.38%% .1305
Arxiety and Wish
Emotionality 0 —_— — —
Demands on Therapist 3 .3826 11.57%%% .3061
Patient Confidence 4 .3046 6.02%%%k .1933
References to 2 .1260 4.11%* . 0500
Familial Objects
and Lirnks
Anxicus Speech 1 .0733 4.59% .0270
Production
Relational Work 0 —— — —_—
Denial 0 —_— e

Note. The estimated cross—-validation R2 is based on the formila from
Stevens (1986; p. 80):

Estimated RZ =1 - (N - 1/N -k - 1) (N + k + 1/N) (1 - R?),

where R? = the cbserved miltiple correlation, N = the number of
subjects (60), and k = the number of predictor variables entered

into the regression equation.

*p < .05; **p < .0l; ***p < .001.
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Taple 9: Pearson Correlations Between Response Canponent__Scores

and Therapist Session Outcome Indices

Therapist Session Qutcome Measure®

DISC ¥U w USE o
Response Camponent
Hesitant Acknowledgment «27% .26% .26%
High QOR «45%% -43% «37*
Iow QOR .06 .06 .13
Patient Involvement .25% .15 .31% .36%%
mgl w —001 -008 -.00 015
Iow QOR «S1%% .41* . 62% %%k « DT H%%
Emotionality .17 .25% .30*%
High QCR -.00 .11 .34~
Low QOR «36%* «36% .26
References to Familial
Objects and Links -.20 ~.39%%
High QOR —.36%* —-.44 %%k
Low QOR .01 ~.35%
Anxious Speech Production - 32%%
Low QOR -.28
Denial —-.27%
High QOR -.26
Low QOR -.30~

aprsc = patient Disclosed; FU = Patient Felt Understood; UW = Patient
Understood and Worked with Interventicns; USE = Session Usefulness; DV =
Depth-Value. Smoothness-Ease has been omitted from the table as there
were no significant correlations involving this outcome measure.

Note. The first row of coefficients for each response camponent
represents the correlations calculated at the level of the entire
sample (N = 60). The secord and third rows of coefficients
represent the correlations obtained for the high and low QCR
subgroups, respectively (n = 30).

~.05 < p < .10.

*p < .05; **p < .0l; %*p < .00l.



171

Table 10: Pearson Correlations Between Response Component Scores

and Therapy Outcome Indices

Therapy Outcome Measure?

FPost-Therapy Follow-Up
F1 F2 ¥3 F1 F2 F3
Response Component:

Dynamic Work -.11
High QOR -.49%
Iow QOR .26

Hesitant

Acknowledgment -.28% —-.28%
High QOOR —.39* -.16
Iow QOR -.01 —.33~

Patient Involvement —.25% -.28~
High QOR -.22 -.53%%
Iow QOR —.36~ -.08

References to Anxiety/Wish .21
High QOR -.16
Iow QOR .50%

Patient Confidence -.13

Hic: Q0R —.43%
Iow :OR .18

References to Familial Objects/Links —.30%
High QGR —-.04
Low QOR -.58%%

Denial <30*

High QOR L46%*
Ly QOR .15

aF1 = General Symptamatology and Dysfunction; F2 = Individualized
Objectives; ¥3 = Exteir:al Cbserver Rating.

Note. The first row of coefficients for each responsz coarponent
represents the correlations calculated at the ievel of the entire
sample (N = 60). 7he second and third rows of ccefficients
represent the correlations obtained for the high and low QOR
subgroups, respectively (n = 30).

~.05 < p < .10.

*p < .05; **p < .01.



Selection of patients from)
STI project sample

Specification of episode
selection criteria
Selection of episodes from
STI session tapes

Checking representativeness/
balance of episode sample

Construction of process and
correspondence rating tapes
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Selection of process
rating measures

Derivation of correspondence
rating measure

Training of proccess raters

Assessment of process rating
reliabilities

1

-r.—ys'-.nn-r-, 3l

Ratings of patient process and
intsspretation correspondence

i £

¥pliability assessments

Incorporation of measures of
patient and relationship
characteristics, session
and therapy outcome from

the 3TI project

Compilation of patient/
episode dataset

1

Statistical analyses

1

Revision of analytic strategy
(aggregation of episnde data,

selection of predictor vuriables;

see text of Results)

Figure 1 - QOverview of Study Methods
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Appendix I: Therapist Intervention Rating System ({TIRS) Categories

Noninterventions (silence of 30 secs. or more).

Formal Interventions.

A. Greetings, farewells. congratulations, cordolences. E.g. "Excuse
me'.

B. Facilitat. wve comminication and simpie agreement. E.g. "MmHm".

C. Nonfacilitative commmication and simple disagreement. E.g. "I
don’t know.

Information-Providing Interventions.
A. Practical. E.g. "Your next appointment is Thursday™®.

B. Informational. E.g. "I will listen and try to help you
urnderstand®.

Cc. Reflection. E.g. "So he didn’t want to marry her®.

D. Clarification without confrentation: Providing additional
jinformation. E.g. "That’s what thkey call having a bad
conscience".

E. Clarification with confrontation. E.g. "That might be true but
no one will ever know for sure®.

Information-Requesting Interventions (Questions). E.g. "How does it
go between yoi?".

Directive Interventions (Advice): Conmmon sense intexventions
concerning extra-session events. E.g. "she should tell him directly
about how she feels®.

Nondynamic Component Interventions: Any of the above categories that
include references to resultant expressions (i.e. patient affect,
cognitions or behaviors) and/or dbjects {other persons in relationship
with the patient). E.g. Category 6.3D: A clarificaticn without
confrontation (3D) including a resultant expression (patient affect)
and an abject: "I gotasenseofacertainpleasureinym that she
failed".

Sirgle Dynamic Camponent Interventions. E.g. Wish: "I think that you
always wanted to get closer to your father*.

Double Dynamic Component Interventions. E.g. Two dynamic components
of the same type (wish) in conflict: "It seems that there’s a battle
between your sexual longings for her and your wish to keep her as a
perfect mother".
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Appendix I (continued)

Triple Dynamic Camponent Interventiens. E.g. A wish, anxiety and
defense: "“Your need to be closer to me appears so threatening that
you paint your therapy im black, saying that you’re not that
involved".

Quadruple Dynamic Component Interventions. E.g. A defense, wish,
dynamic expression (affect to affect) ard anxiety: %So you talk a
dauble lancuage when you say ‘I’m dying to get imvolved’, but then
tumn around and say ‘Whenever I really get involved, I end up badly
bhurt’, so you must be reluctant to pursue it again and, indeed, be
panicking at the thought™.
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Appendix II: Patient Response to Interpretation Category Scale

The patient’s verbal response to a dynamic interpretation i=
categorized alorg a dimension of "norwork-work™. An interpretaticn is
defined according to the Therapist Intervention Rating System (TIRS).
There are three categories for work (Descriptive, Relational and Dynamic)
and one category for nonwork (Avoidance). Patient response ratings are
applied to the first mirute of patient verkalization material following an
interpretation.

Work: There are three criteria that must be satisfied to rate a patient’s
response as indicative of work: 1) The patient must preserve a focus
on him/herself; 2) The patient must presexrve a focus on the meaning of
the interpretation; and 3) The patient must add samethiny important to
what is conveyed by the interpretation.

Descriptive Work provides additional detail (documentation) to the
therapist’s statement. The response elaborates upon the
interpretation without indicating additional objects or situations
that have a similar dynamic relationship to the patient or without
identifying additional dynamic components.

Relational Work provides additional cbjects (1inking response) or
situations (descriptions of pervasiveness of pattexns) that have a
similar dynamic relationship to the patient.

Dynamic Work provides additional dynamic components (wish, anxiety,
defense, or dynamic expression).

Norwork: ‘The patient does not engage in work, i.e. he/she does not add
samething important to the interpretation. There are many ways of
avoiding work by doing samething else. These include: remaining
silent, requesting clarification, reflecting what the therapist said,
changing the dbject of focus to sameone else, and/or changing the
topic (content) of focus. Agreeing with the therapist and/or
expressing feeling are not criteria for work. A patient who expresses
agresment and who enthusiastically reflects what the therapist
said——without making any contribution to exploration of the issue at
hand—-still receives a rating of norwork.
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Appendix ITI: Speech Disturbance Categories

The SDR Categories

Correction. Corrections do not add any significant new information ut
rather act to clarify old information at the level of promunciation,

, or meaning. Corrections involve replacing a word, phrase or
clause; the topic always remains the same. A correction can occur only
within sentences.

E.g. i) Promunciation: "I have two trothers, brothers.™

ii) Grammar: “She said she didri’t, wouldn’t like to go.”

iii) Meaning: ". . we went skating . . no, skiing."
Fragment. Sentences or clauses left incamplete in meaning or grammar

constitute fragments. 7hese items are isolated and "hang® unfinished
within the cammmication. It is often the conclusion of a sentence that
appears to be missing.

E.g. wihen I saw her I said, I had told her about those other
things . .".

"well, if she says something at, my grandmother is really
the boss in the family . .".

Repetition. The model for this category is the stutter. Repetitions

the flow of speech and apply to parts of words, whole words, or
Eartgs of a sentence. Repetition can occur only w1th.1n sentences. .If it

E.qg. "That’s why I don’t, I don’t like it very m—mch."

Intrusion. Intrusions are non-verbal sounds or noises emitted by the

whidlmtnxieupontheflowofspeechardactmeanin;fullyas
"breaks®. Coughs, sighs, laughs, and throat~clearing are typical
examples.

Distortion. This category can occur within a word or within a sentence.
Generally viewed as word mispromunciations or distortions of the grammar
or meaning of sentences, distortions are generally defined as any
jdentifiable speech disturbance which cannot be assigned to any of the
other categories.

E.qg. i) Promunciation: "I have two trothers, John and Jim."
ii) Grammar: "I don’t know other pecple, how they think."

jii) Meaning: ¥"She didn’t want to go so, she was thrilled
to go."
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Break. The contimuity of ane line of thought is broken by the intrusion
of another. A disruption of grammar may but need not occur. There must
be an actual shift of topic. "Off-the—cuff" camments, references or
questions directed to the interviewer can be considered as breaks.

E.g. "I was thinking about you on the way over. There was a
terrific accident at the corner®.

Procrastination. Procrastination is defined as the deliberate use of
sounds, words, or phrases by the speaker to delay verbal camunication.
Cammon examples are "um", "ah", and expressions such as "like...", "you
know...", "well...", "I don’t know?, and so on. In same cases vowels are
elongated to achieve the same effect.

Procrastination is NOT to be coded. However, the coder is expected to
be familiar with this category so as to avoid coding these elements as any
of thie other speech disturbance categories.

General Procedures for Coding Speech Disturbance

1) Thebegi:mingardendjngmrtionsofasegmenttobecodedareoften
incamplete due to the manway in which the segment was recorded. When
this is the case, & w4y those categories that are clearly present.

2) Colloquial speech or slarg should not be @il o speech disturbance.

3) Items should not be double coded. If a saund, word, or phase
qualifies as being a member of two or more categories, the rater must
choose the most appropriate category to the exclusion of the other.

4) Vhen an element is nested or couched within a larger element, e.g. a
repetition within a fragment, both categories are coded.

5) Intonation often serves as an important clue to the identification of
categories. For example, fragments will sametimes have a trailing
quality or sound as though they will be campleted but are not.
Tntonation can also be used to detect distortions. For example, a
camunication may sound camplete or final even though the content
and/or grammar is cbvicusly disjointed or even nonsensical.

6) 'Iheprocedureforcodjngspeechdisturbanceisasfollows: a) Listen
to the segment to be rated once at normal speed. b) Listen a second
time at half speed and code speech disturbances. Make use of the
pause control to be clear about category assigmment. c) Listen a
third time at normal speed to review coding. d) Repeat preceding step
an additional time if still uncertain about codes before going on to
the next segment.
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Appendix IV: Vocal Quality Category Descriptions

Focused (F)

a) Perceived energy is modrrate to high. Voice may be soft but on
platform.

b) Accents are achieved with loudness and/or drawl more than nitch
rise.

) Accentuation pattern is irregular and often ragged.
d) Pace is uneven.

e) Terminal contours are ragged and unexpected.

£) Disruption of pattern does not occur.

Impression: A "turning inward" of attention and a concentration of
energy on internal material. The effort to put things into words
seems more forthespeakert'hanforthellstener Possesses a quality
of "groping", "hesitation", or "“pondering".

Externalizing (X)

a) Perceived enerqy is moderate to high. Voice may be a bit above
platform but push is adequate.

b) Accents are achieved more with pitch rise than with loudness or
drawl.

C) Accentuation pattern is very regular with a "sing-song" quality.

d) Pace is even.

e) Terminal contours are pre-planned and expected.

£) Disruption of pattern does not occur.

Inpression: Attention is deployed "outward" to produce an effect on
the listener. Contentappearsnottoberwlye:q:erlenced energy is
invested in the recounting of material rather than its exploration.
Possesses a quality of "talking at" the listener.

Limited (L)
a) Perceived energy is low. Voice does not appear to rest on

platform and there is inadequate push.

b) Accents are usual for Erglish.

c) Accentuation pattern is usual for English.

d) Pace is usual for English.

e) Terminal contours are usual for English but energy tends to peter
ouat at the end of statements.

£) Disnuption of pattern does not occur.

Impression: Appears to involve a "holding back" or withdrawal of
energy. The effect of "thinness" is proncunced and suggests a
distance from what is being said and/or experienced.
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Appendix IV (continued)

Emctional (E)

a) Perceived enerqy cannot be assessed.

b) Accents cannot be assessed.

c) Accentuation pattern is irregqular.

d) Pace is uneven.

e) Terminal contours are unexpected.

£) Disruption of pattern does occur and is the hallmark of this
category.

Impression: The speaker appears to be fighting for control of his/her
voice.
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Apperdix V: The Experiencing Scale

Stage One

The chief characteristic of this stage is that the content or manner
of expression is impersonal. In same cases the content is intrinsically
i , being a very abstract, general, superficial, or journalistic
account of events or ideas with no personal referent established. 1In
other cases, despite the personal nature of the content, the speaker’s
involvement is impersonal, so that he reveals nothing important about
hinselfandhisremarkscculdaswellbeaboutastrangeroranobject.

The content is not about the speaker. The speaker tells a story,
describes other pecple or events in which he is not involved, or
presents a generalized or detached account of ideas. Nothing makes
the content personal.

The content is such that the speaker is identified with it in
same way but the association is not made clear. The speaker refers in
passingtohjnselfbuthisreferencadorptestablishhis
involvement. First person pronouns only define the speaker as an
cbject, spectator, or incidental participarnit. Attention is focused
exclusively on external events. For example, "As I was walking down
the street I saw this happen . . "} "I read a book that said . . "; "I
put the 1id on the box"; "He stepped on my toe." The speaker -does not
supply his attitudes, feelings, or reactions. He treats himself as an
objectorinstnmentorinsoremoteawaythatthestoxycouldbe
about saneone else. His manner of expression is remote,
matter—of-fact, or offhand, as in superficial social chitchat, or has
a mechanical or rehearsed quality.

The content is a terse, unexplained refusal to participate in an

interaction, or an avoidance or minimizing of an interaction. Minimal
responses without spontanecus coments are at stage one.

Stage Two

The association between the speaker and the content is explicit.
Eitherthespeakeristhecentralcharactarinthenarrativeorhis
interest is clear. The speaker’s involvement, however, does not go beyond
the specific situation or content. All caments, associations, reactions,
ard remarks serve to get the story or idea across but do not refer to or
define the speaker’s feelings.

The content is a2 narrative of events in which the speaker is
personally involved. His remarks establish the importance of the
content but make no reference to the quality of this involvement.
Remarks and associations refer to external facets of the narrative,
other people, the events, cbjects, the speaker’s actions; they do not
give his inner reactions or perspective. If the narrative includes
the speaker’s thoughts, opinions, wishes, or attitudes, these only
describe him intellectually or superficially. Some speakers refer to
ideas and thoughts as if they were feelings; e.g., "I feel that I'm a
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good farmer"; "I feel that people should be more considerate." If

terms like "I think" or "I wish" could be substituted for "I feel"
without changing the meaning, the remark is at stage two.

The events narrated are impersonal but the speaker explicitly
establishes that the content is important to him. For example, he

expresses interest in or evaluates an event, but does not show the
quality or amount of his interest or concern.

The content is a self-description that is superficial, abstract,
generalized, or intellectualized. No reference is made to the
speaker’s feelings or internal perspective. The segment presents the
ideas, attitudes, opinions, moral judgements, wishes, preferences,
aspirations, or capacities that describe the speaker from an external
or peripheral perspective. One sees him from the outside.

The content reveals the speaker’s feelings and reactions
implicitly but not explicitly. If the speaker is emotionally arocused,
it is evident from his wanner, nct from his words. If the content is
the sort that oxdinarily waild be personally sagnificant, the speaker
does not say so. If the speaker mentions his feelings, he treats them
abstractly, impersonally, as cbjects, or attributes them to others.
Third person pronouns, especially "one feels" indicate
depersonalization.

The content is an account of a dream, fantasy, hallucination or
free association. These should be treated as narratives of extermal
events. They are at stage two if the speaker’s remarks associate him
with the account but do not give his feeling reactions to it.

Stage Three

The content is a narrative or a description of the speaker in external
or behavioral terms with added comments on his feelings or private
experiences. These remarks are limited to the events or situation
described, giving the narrative a personal touch without describing the
speaker more generally. Self-descriptions restricted to a specific
situation or role are also at stage three.

The content is a narrative of events or description of an aspect
of the speaker’s enviromment (past, present or, future) with
parenthetical personal remarks that give one of the following:

1) The speaker’s feelings at the time of the event or in retrospect
about it. For example, "He didn’t call me back and I was angry" or
"He didn’t call me back; thinking about it makes me argry."

2) 'The personal significance or implications of the situation by
relating it to the speaker’s private experience. For example, "It
reminded me of being scolded as a child"; "It was one of those queer
moods that comes on me when I get tired.” -
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3) The speaker’s state of awazreness at the time of the event. Such

remarks include details of motives, conscicusness, private
ions, or assumptions which are limited to the event. For

aware of wanting to defend myseif"; "I did it even though I sensed how
foolish I was.” Accaumts of dreams, hallucinations, fantasies, and
free associations should be treated as narratives; they are at stage
three if feelings are mentioned.

The content is a self-description of circumscribed aspects of the
speaker’s life style or role or of his feelings and reactions
presented only in behavioral terms. The speaker might, for exanple,
describe how he functions as a parent or in his job, or tell what he
does when he gets angry. Personal remarks enrich the description of
the situation or reaction to it, but are limited to the immediate
context.

In response to a direct cuestion, the speaker tells what his
feelings are or were. The interviewer’s words are not needed to
identify the feeling.

Stage Four

The content is a clear presentation of the speaker’s feelings, giving
his perscnal, internal perspective or feelings about himself. Feelings or
the experience of wvents, rather than the events themselves, are the
subject of the discourse. Byatte.rxijngtoardpresentingthis
experiencing, the speaker cammmicates what it is like to be him. These
interior views are presented, listed, or described, but are not
interrelated or used as the basis for systamatic self-examination or
formulation. :

The initial content is a specific sitvation that is widened and
’ the s self-references to show what he is like more
generally or more personally. The speaker must describe his feelings

in great detail, refer to feelings as they occur in a range of
situations, provide personal reactions to specific feelings, or relate
preactions to his own self-image. The feelings can be immediate
respcnses or remembered responses to past situations.

self-descriptive caments must deal with internal ard personal aspects

of the speaker, not with moral evaluations or external or behavioral
characteristics.

The content is a story told completely from a _personal point of
view. The details of feelings, reactions, and assunptions are
integral to the narrative, so that what emerges is a detailed picture
of the speaker’s personal experience of the events.

The content is a self-characterization in which the speaker tells
about his personal perspective. In talking about himself he makes
explicit his feelings, personality, assunptions, mct-ives, goals, amd
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private perceptions. By revealing these internal parts of himself,
the speaker gives a detailed picture of one or more of his states cf
being. The material presented is not analyzed or interrelsatani. The
use of abstract terms or jargon to describe elements of i wslddy
mist be exparded with some intermal detail to warrant a Tt ifv o
four. For example, the statement, "My ego was shattered" would nnd:id
elaboration, such as "I felt as if I was nothing, that no one would
ever notice me."

Stage Five

The content is a purposeful exploration of the speaker’s feelings and
experiencirgg. There are two necessary components. First, the speaker
mist pose or define a problem or proposition about himself explicitly in
terms of feelings. The problem or proposition may imvolve the origin,
sequence, or implications of feelings or relate feelings to other private
processes. Second, he must explore or work with the problem in a personal
way. The exploration or €laboration must be clearly related to the
initial proposition and must contain inner references so that: it functions
to expand the speaker’s awareness of his experiencing. Both camponents,
the problem and the elaboration, must be present.

The proposition or problem must be given clearly or strongly and
should include references to feelings or to the personal experience at
issue. If the internal basis of the prcblem is weak, as inn references to
undesired behaviors or styles, propositions about the extermal
precipitants of behavior or feelings, or presentation of the temporal
sequence of feelings, then the exploration or elaboration must have
extensive irward references. It must be clear that the speaker is
focussing on his inner experience rather than simply Jjustifying his
behavior.

The problem or hypothesis about the self imist be oriented to
feelings, private reactions, or assumptions basic to the self-image.
It can be presented in different ways:

1) A feelirg, reaction, or inner process, and in sowme cases a
behavior pattern, can be defined as prcblematic itself or as seeming
o conflict with other feelings or aspects of the self; for example,
"My arger is the problem" or "Why am I so argry?'

2) The speaker may wonder whether or to what extent he has a specific
feeling; not "what do I feel?" which would be stage three or four, but
Do I really feel angry" or “How angry am I, really?¥

3) The problem or proposition can be defined in terms of the personal
implications, relaticnships, and inner ramifications of a feeling,
including its origins and causes, its place in a temporal sequence of
feelings and inner events, its mode of expression, or its personal ard
private implications. For example: "Do I get angry when I feel
inadequate?" or "My getting angry means I've lost control of myself"
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or "I get angry just the way my wother used to."
4) Feelirgs, reactions, and internal processes may be campared.

All prcblems Or Propos jtions about the self must be explored or
elaborated with inner referents. Examples or illustrations may show
how the speaker experiences the problem or proposition in different
settings or at different times; if so, the pertinence of the
jllustration to the problem must be explicit. The prcblem or
proposition may be related to other intermal processes or reactions.
Altermatively, through hypothesis, speculation, or analogy the speaker
clarifies the nature or private implication of the centrai problem,
its causes, or ramifications.

At stage 5 the speaker is exploring or testing a hypothesis about his
experiencing. While he must define the subject of this process clearly
with inner references, his manner may be conditional, tentative, hesitant
or searchiry.

Stage Six

The content is a synthesis of readily accessible, nawly recognized, or
more fully realized feelings and experiences to produce personally
meaningful structures or to resolve issues. The speaker’s immediate
feelings are integral to his conclusions about his inner workings. He
commanicates a new or enriched self-experiencing and the experiential
impact of the changes in his attitudes or feelings about himself. %he
subject matter concerns the speaker’s present and emergent experience.
His manner may reflect charges or insights at the moment of their
occurrence. These are verbally elaborated in detail. Apart from the
specific content, the speaker conveys a sense of active, immediate
j1volvement in an experientially anchored issue with evidence of its
resolution or acceptance.

The feelings involved must be vividly, fully, or concretely
presented. Past feelings or past changes in feelings are vividly
presented or relived as part of the speaker’s current experience.

The structuring process relates these immediately felt events to
other aspects of the speaker’s private perspective. Thus, a feeling
might be related to the speaker’s self-image, his private perceptions,
motives, assumptions, to another feeling, or to more external facets
of the speaxer’s life, such as his behavior. In each case the nature
of the relationship must be defined so that details of how the speaker
works inside and the precise, internal impact of the changes is
revealed. It is not merely the existence of a relationship, nor a
sequential listing of feelings and inner experiences, but the nature
and quality of the association that is made clear.

The synthetic, structuring process leads to a new, personally
meaningful inner experience or resolves an issue. As a result of
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working with his feelings and other aspects of his private
perspective, and exploring their relationship to each othexr, the

has new inner experiences. These may be new feelings or
changed feelings, as when the speaker says, '"Now I’'m beginnirng to see
that my feeling of guilt is caused by my ideas about work, amd it
makes me feel much less worried about that sense of guilt. What a
relief!" Alternatively, an issue may be resolved: "You know, I’ve
always kept my anger bottled up because I’ve been a:’.aid of losing
cantrol of myself. Now I realize it wouldn’t be so wad if I 4&id;
maybe I’d yell or throw samething, that’s all." If the speaker starts
with a concrete external problem, the related feelings must be
pmentedaspartofhispr&entexperienceandtheemexgent
formulation must change his perception of the problem in sane way.
For example, "I never asked a girl ocut because I‘m so short. I’m
still kind of afraid a girl might call me a shrimp or sanething, but
I’m willing to take that risk now. I guess it’s because I realize
that even if she did, it wouldn’t break me up. I wouldn’t like her
very much, but I’d feel better about myself for having at least
tried." Same elements in the emergent structure may be extermal,
behavioral, or intellectual, as in a decision to act in a different
way. Still, they must be clearly grounded to immediate feelings. It
is never sufficient only to state that a resolution has taken place;
the experiences underlying the structuring process must be revealed or
relived to satisfy the criteria for stage six.

stage Seven

The content reveals the speaker’s expanding awareness of his
immediately present feelings and internal processes. He demonstrates
clearly that he can move from one inner reference to ancther, altering and
modifying his conceptions of himself, his feelings, his private reactions
to his thoughts or actions in terms of their immediately felt nuances as
they occur in the present experiential moment, so that each new level of
self~awareness functions as a springbcard for further exploration.

Forrmlations abcut the self at stage seven meet the requirements
for stage six with the additional stipuiation that they be applied to
an e of inner events or give rise to new insights. The
development may follow cne of several different patterms:

1) The speaker may start with an internally anchored problem, explore
it, and reach an internally anchored conclusion that he then applies
to a number of other problems.

2) He may arrive at several related solutions to a single problem and
reintegrate them. Any self-analyz:s is followed by a more
camprehensive or extensive synthesis.

3) The speaker may use several different formalations about himself,
each of which meets the requirements for stage six, and integrate,
relate, or reduce them through a more basic or general formulation.
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4) He may start with one conclusion of the type reached in stage six
and apply it to a range of situations, each with inner referents
explicit, to show how the general principle applies to a wide area of
his experience.

Experiencing at stage seven is expansive, unfolding. The speaker
readily uses a freﬁhwayof}mcminghj:n'selftoexparﬂhisexperiencing
further. Manner at this stage is often euphoric, buoyant, or confident;
the speaker conveys a sense of things falling quickly and meaningfully
into place.
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The Short Form of the Experiencing Scale
Stage Content Treatment
1 External events; refusal to participate. Impersonal, detached.

2 External events; behavioral or intellec-
tual self-description.

3 Personal reactions to exterral events;
limited self-descriptions; behavioral
descriptions of feelings.

4 Descriptions of feelings and personal
experiences.
5 Problems or propositions about feelings

ard personal experiences.

6 synthesis of readily accessible feelings
and experiences to resolve personally
significant issues.

7 Full, easy presentation of experiencing;
all elements confidently integrated.

Inberesteq, personal,
self-participation.

Reactive, emoctionally
involved.

Self-descriptive:
associative.

Exploratory, elabora-
tive, hypothetical.

Feelings vividly ex-
pressed, integrative,
conclusive or affir-
mative.

Expansive, illumina-
ting, confident,
uoyant.
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Asystemwasneededtorecordthemarmerinwhidlthepatient
camminicates to the therapist, and patient references to dynamic
campanents and objects. The PCRS is a miltidimensional system which

i thezatertoidentifythemnsenndesthepatientisusingto
commmicate to the therapist, patient references to dynamic_components and

ic ressions, and patient references to obijects and object links in
each segment rated. The rumber and type (nonintegrated or integrated) of
patient references to dynamic components will be used to determine one of
five categories of patient work for the segment. Categorizations of
patient response mode will be applied to each discrete and independent
nthought unit" within a rating segment; the summary measure will be the
proportion of all "thought units" in the segment devoted to each response
mode. "Thought units" in the PCRS vermacular are similar to the measure
employed with the SDR and W rating systems. References to dynamic
camponents and cbjects will be categorized for the segment as a whole.

The PCRS is comprised of a) an eight category naminal scale for
categorizing the intent of patient statements, i.e. the manner in which
the patient is commnicating to the therapist; b) a descriptive tally of
patient references involving three types of dynamic components and four
types of dynamic expressions; C) five categories of patient work based on
the mmber of dynamic camponents referenced and whether the relationship
between them is identified; and d) a descriptive tally of patient
references involving eight types of cdbijects (individuals external to the
therapy situation, but also including the therapist, that the patient is
involved with interpersonally).

Procedure for Using the PCRS

Raters may rely on different methods for campleting the PCRS task. A
single pass through the material may be sufficient to record all PCRS
category assigmments or the rater may play the segment repeatedly for
assigmment of each type of category judgement (response modes, dynamic
camponents, work rating, and objects).

1) The rater first categorizes the response mode of each "thought
unit" in the segment. Thought units are distinct units of patient
speech which can employ a subject, cbject and verb function; can be
identified as closely as possible with definitive breaks in speech
flow or content; ard serve to express a camplete, indeperdent
thought. A response mode determines the intent of a discrete patient
camnmmnication to the therapist (e.g. the patient intends to disclose
personal information or ask a question of the therapist). For the
segment. as a whole, the rater calculates the proportion of patient
"thought units" which were assigned each response mode oategory, €-9.
of 8 patient "thought units" in the segment, 0.6 (5) were cztegorized
as disclosures and 0.4 (3) as guestions, with no other response mode
categories being assigned.

2) 'IhesecondstepinthePGRStaskistoreoordallp.atient
references to dynamic camponents and dynamic expressions.
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a) For the segment as a whole, the rater tallies patient
references to a wish, a reactive anxiety, a defensive process, or
a dynamic expre:ssion. All appropriate dynamic companents ate
tallied for each reference. For the segment as a whole, the
mmber of each type of camponent is talljed. If different
examples of particular camponents are referenced, these are
tallied as independent. If the patient makes a reference to
different versions of a camponent already referenced, additional
tallies are not assigned for that category. The specific
expressions referenced and any camponents in conflict identified
by the patient are also recorded.

b) The rater next determines whether there are any dynamic
expressions. This is a particularly difficult task and involves
studying each affective, behavioral, cognitive, or vague
expression referenced in the patient’s utterances amd determining
whether it is presented as being in conflict with, causing,
giving rise to, or impacting on ancther expression. The causal
connection must be clear in the rater’s mind. If the expression
is presented as an end state, i.e. as not being part of a
conflict within the patient or not having a dynamic influence on
another part of the patient, the reference is to a resultant
gmsionaxﬂis@talliedinthetotalmmberofdynamic
expressions referenced in the segment.

3) The third step in using the PCRS is to rate the patient’s "“work"
in the segment. This task involves two judgements. First, the rater
counts the mumber of references to dynamic components made by the
patient. Second, if the patient referenced two or more coponents,
the rater judges whether the relationship between the camponents was
identified by the patient. The work rating assigned is thus a
function both of the number and degree of integration evident in
patient references to dynamic components.

4) The final aspect of the procedure is to record all patient
references to ocbjects and cbject links in the segment. To tally an
cbject reference, the patient must indicate the process in which
he/she and the cbject are engaging or the relationship (impact)
between the two. The fact that the person is an important figure to
the patient is not sufficient. When the patient refers to the same
process (affective, behavioral, or cognitive) as occurring between
him/herself and two independent cbjects, an cbject link should be
tallied. Independent object references and links will be tallied for
the segment as a whole.
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Response Mode Categories

Response modes are categories of language which imply a specific
jntention to ancther person, in this instance from patient
to therapist. The categorization is independent of the content of the
cammunication. The phrase "I don’t know" is considered a procrastination
and is not categorized unless in response to a therapist inguiry
(Acknowledgment) .

1. Disclosure. The patient reveals samething about his/her own internal

experience. Direct reports of the patient’s own thoughts, feelirgs,
ions, intentions, desires, or opinions are scored as

disclosure. Rhetorical questions which imply an opinion are also
scored as disclosure. Disclosure form is first-person ("I").
Utterances whose subject is "we" are disclosure form if the referent
does not include the therapist but some other third party (e.g. '"We
both felt angry after that happened”) .

E.g. "I’‘m not sure how to react when you sit there like that.®
nT feel sad that we’ve only got two sessions left."

2. Question. 'mepatientattemptstofillagapinhiswnfraneof
reference by asking for information from the therapist. Questions are
interrogative in form, characterized by inverted subject-verb order
and/or interrogative words such as who, what, when, where, why and
how.

E.g. "What do you think about what I said?
"ihy couldn’t we meet twice a week?"

3. Information. The patient provides statements of fact or cbjective
description. Information need not, however, be true or emctionally
neutral. Informational statements, in contrast to disclosures, could
be judged true or false without access to the patient’s intermal frame
of reference; the cbserver could assess the jinformation’s acauracy if
he/she were in the right place at the right time. Informaticn form is
third-person ("he", "she", 1it" or a noun).

E.g. "She got angry long refore I did."
"That car has been nothing but problems."
"My sister treated me like an idiot."

Acknowledgments are devoid of content and the patient does not convey
or seek any information. Acknowledgment forms include nonlexical
utterances such 2s “mm-hm" and "oh" and content-free lexical
utterances such as "“yeah", "no", or wyessir®. Salutations such as
"hi" or "hello" or names or titles used in addressing the therapist
are also scored as acknowledgment.

5. Confirmation (or disconfirmation). Statements of joint thought or
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action, agreement and disagreement, and expressions of similarity or
dissimilarity of opinion or experience are generally confirmations.
Confirmation form is first-person plural ("we") where the therapist is
included in the referent.

E.g. "We disagree about that part."
"We’ve been through this a hundred times."

6. Reflection. Restatements, summaries, ard clarifications of a
preceding therapist statement(s) are scored as reflection. An
utterance need not be accurate to be scored reflection. Reflection
form is second-person ("you") where the verb describes an action or
experience of which the therapist is presumed to be aware.

E.g. "You seem to feel like I’m avoiding this topic."
"you said I treat him that way because of feelings I have for my
fa .||

7. BAdvisement. The patient’s attempts to guide the behavior of the
therapist are scored as advisement. The patient tells the therapist
what the patient wants done, given his/her view of the situation.
Advice, commands, instructions, suggestions, permission, and
prohibition are scored as advisement. Advisement form is imperative,
with the subject "you" understood but cmitted, or second-person
("you") where the verb conveys permission, prchibition, or abligation.

E.g. "lell me about you for a change."
"It would be a good idea to extend the therapy a few more
sessions."

8. Assumption. Assumption is the patient’s view of ancther’s
experience. Making connections for the person, explaining the person
to himself, confronting, labeling, reassuring, drawing conclusions for
the person, or drawing judgements or evaluations of the person are
generally scored as assumption. Assumption form is second-person
("you®) where the verb describes a state or ability of the individual
the patient is referencing.

E.g. "You‘re absolutely right about that."
"He seems to get uncamfortable whenever I begin to talk about
those feelings.®
"My sister thought I was an idiot."

The rater is expected to code the intent of the patient’s utterance.
The form of the utterance may often not match the category description
and/or intent. E.g. "I want you to give me two sessions this week" is an
advisement made in the form of a disclosure. The rater must ask whether
the patient intended to disclose, question, inform, acknowledge, confirm,
reflect, advise, or assume regardless of the form of the utterance.
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Dynamic Conponent Categories

There are four types of dynamic camponents: wishes, anxiety,
defensive processes, ard dynamic expressions. To be rated, a dynamic
component must belong to the patient, i.e. be part of the patient’s
internal experience. The dynamic camponents are indicated by: W = Wish;
A = Anxiety; D = Defensive Process; and E-E = Dynamic Expression. wWith a
dynamic expression, the affect, behavior, or cognition that is exerting a
dynamic influence within the patient is identified with the appropriate
subscript, i.e. (Ea) = Affective dynamic expression; (Eb) = Behavioral
dynamic expression; and (Ec) = Cognitive dynamic expression. When the
dynamic expression irwvolves the absence of an affect, behavior, or
cognition, or when the rater is unclear how to classify the expression, a
subscript indicating "vague" is coded, i.e. (EvV).

Wish. To tally a wish, the patient’s statement must be about the presence
of a wish, drive, or motive. E.g. "I want him to came back." This
would be tallied under W. If the statement is about the absence of a
wish, itcanberatedasadynamiccalponentif it is presented as a
dynamic expression. E.q. “T didn’t want to get hurt again so I said I
couldn’t make it." The rater would record this statement as (Ev-Eb);
the vague expression standc for "not wanting to get hurt again" and
the bshavioral expressior: for "saying I couldn’t make it". Note the
coding for a dyramic: expression (see below) involves the use of a

to dencte 2 causal lirkage. A dynamic camponent can also be
tallied if the ctsence of a wish is presented by the patient as being
in conflict with another wisi:, E.g. "I want him to come back but I
really don’t want to get hurt again." The rater would tally a wish
and record this statement as (W) (EV). Note that when the patient
prasentstmcmponentsasgivingrisetosm\econflict, the codes are
recorded contiquously. If a wish is presented as a defensive process
in the sense of wanting to defend, the wish is scored. E.g. "I want
to avoid looking at those hurt feelings" would be tallied under W. If
the patient asks a question involving a wish, it must be specifically
identified and described as present (cccurring) .

Anxiety. To tally anxiety, the patient’s statement must present a fear or
anxiety as a causal agent, as in opposition to a wish, or as in
reaction to some internal state. E.g. "I'm afraid of being hurt again
so I refused his invitation." The rater would tally this patient’s
statement under A; the anxiety refers to the "fear of being hurt
again". E.g. "I want to get involved again but I‘m scared." The
rater tallies a wish and anxiety and addresses the patient’s stated
conflict by recording (W) (3); the wish, "to get irnvolved again", is in
conflict with the fear of same. References to fear resulting from
external stimuli are not coded as anxiety. E.g. "T/m scared of the
silence in here." If the patient asks a question irvolving a fear, it
must be specifically identified and described as present (ccourring).

Defensive Processes. To tally a defensive process, the essential idea
that must be cammnicated by the patient is the quality of avoiding,




204
Appendix VI (continued)

resisting, minimizing, distorting, or being reluctant. E.g. "I txy to
ignore how angry I get when he does that."” Camponents being deferded
against may be dynamic (wishes or anxieties) or nondynamic (anger,
helplessness). E.g. "I really downplay my wanting to be in a new
relationship" or "I really downplay my anger". To tally a defense,
however, the statement need not identify what is being defended
against nor how the defense manifests itself. E.g. "I feel reluctant
today." When the patient’s statement does identify a dynamic
camponent as what is being defended against, all references are
tallied. E.g. "This is silly; I do want another relationship but I
keep rejecting your suggestions to tall about that." The rater would
record this statement as representing a conflict involving both a wish
and a defense, i.e. (W)(D) and tally bcth a wish and defense. If the
patient asks a question about a defense, it must be presented as
present (occurring), in opposition to an internal force, and vhat is
being defended against must be specifically stated.

Dynamic Expressions. Dynamic expressions are affective, behavioral,
cognitive, or vague expressions that are presented as exexrting a
dynamic influence on the patient; the patient presents the expression
as part or manifestations of an internal conflict. To tally as a
dynamic component, the expression must be presented as being in
conflict with, causing, giving rise to, or impacting on ancther
expression of the patient. The second or resultant expression must be
stated, and the connection between the dynamic and resultant
expression must be clear in the rater’s mind. Both expressions are
recorded within a parenthesis and connected with a hyphen.

Appropriate subscripts are included. E.g. "I felt guilty about what I
said so I bought her some flowers on the way home' addresses the

of affective dynamic expression, "feeling guilty", to
behavioral resultant expression, "buying flowers", arnd is coded
(Ea-Eb). E.g. "I was so angry with him, I didn’t call him all
week." In this instance, the affective expression gives rise to a
vague expression (i.e. the absence of a behavior), and the rater would
assign a code of (Ea~Ev).

Whenthepatieﬂtexpr&ssestwowish%inconﬂictbutintemsof
"not wanting" something, they are classified as dynamic expressions in
conflict. E.g. "I don’t want him to came back but I don’t want to be
alone either." The rater tallies a dynamic expression and records the
appropriate code; the code in this instance is (Ev) (Ev).

Patient Work Rating

The segment of patient material is assigned one work rating. The
rating is based on a) the mumber of dynamic components referenced by the
patient and b) whether the patient identifies the relationship between
them. A reference to dynamic components is integratid if the patient
identifies the impact of one dynamic component on ancther or clearly ard
explicitly states the conflictual nature of the dynamic relationship. "I
want him to come back but I‘m afraid of being rejected again" is recorded
as (W) (A); since the conflict is specified, the reference results in a
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work rating (4) for the segment. The work categories are as follows:

0 - The patient remains silent, asks for clarification, makes
the object of focus ancther person and/or in sane way is not
addressinghis/heroumexperiem:eorthepersonalmeanings
of situations. No dynamic components are referenced.

1 - No dynamic components are referenced but the patient
provides information which descriptively elaborates his/her
personal caoncerns and/or explores the affective parallels
between two or more relationships or situations. If the
latter, the patient’s involvement in the relationships or
situations must be clear.

2 - A single dynamic camponent is referenced.

3 - Multiple dynamic components of different types are
referenced. The segment includes two or more references to
different dynamic components but the relationship between
them is not identified.

4 - Miltiple dynamic components are referenced and the
relationship between them is identified. The process
occurring between camponents is described or a conflict is
explicitly identified.

Objects and Object Links

Objectsarepe:sorsother‘manthepatient. To score an cbject
reference, the patient’s statement must indicate the process in which the
patient and object are engaging or the relationship (impact) between the
two. The fact that the person is an important figure to the patient is
not sufficient. E.g. "I was angry with my mother" would be coded for a
reference to "mother"; "My mother was angry with my father" would not
receive a code for cbject references as the relationship does not involve
the patient.

The object referenced in the patient’s statement is scored using the
following coties:

F = father or substitute (e.g. stepfather)
M = mother or substitute (e.g. stepmother)
P = parents (both or unspecified)

SB = sibling

SF = family of origin

T = therapist (current), references to vhere" (current therapy)
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O = other real person (e.g. boss, husband, wife)

U = unspecified dbjects, i.e. general categories (men, women,
doctors, friends), imaginary persons

E.g. "Sametimes I feel as if T hate my mother." M
"I was a member of a garg." U
"I’m not sure why I resent him." O
"When I get angry, he (father) withdraws." F

Object Links

When the patient describes a process (affective, behavioral, or
cognitive) that exists between the patient and a first person cbject and
also between the patient and a second person dbject, an cbject link should
be rated. The processes are described explicitly and are not implied by
the patient or inferred by the rater. It is important that both processes
must include a patient reference to him/herself. Links among person
cbjects are indicated with a slash.

E.g. "The feeling of disappointment I have with you (the therapist) is
the same disappointment I feel with my father." T/F

In the above example, the cammon process is disappointment (affective) and
the person objects are the therapist and the patient’s father. Both
processes involve a patient reference to him/herself and the ocbject link
is thus rated. Examples may arise where the patient refers to two cbjects
but fails to indicate that a cammon process occurs between the patient and
each of the dbjects.

E.g. "I hadn’t seen it before; my brother’s anger with my father
occurs in the same way as my anger towards him." F
"Brother’s anger with father® does not include a patient reference to
him/herself and no cbject link rating is possible.

The directionality of the process does not influence the rating of a
1ink, as long as both processes include the patient.

E.g. '"I‘hewaerrNymyfatheristhesameasthewaymyymmger
sister envies me.® F/SB

If the patient’s reference indicates that both the patient and the
object are involved in a process or relationship, it is noted by adding a
subscript "B" to the object rating.

E.g. "Perhaps we can get into that further next session." Tp

whe two of us (patient and spouse) are really in conflict about
having a baby." Op

In certain segments, the patient may use pronouns to refer to cbjects
and the type of cbject referenced may be unclear. If the rater is unable
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to identify the cbject referenced from the context of the patient’s
terial, the category of "O" (other real perscn) should be employed.
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Therapist’s Initiai Formulations

Task:

1. To perform a content analysis of the therapist’s initial dynamic
formalation of the STI patient’s problem.

The cbijective is to identify statements or phrases in the
formulation which are descriptive of five discrete problem parts.
Three problem parts are dynamic (wish, anxiety, and defense) ard two
are nondynamic (maladaptive ocutcames and cbjects). The result of the
content analysis is a formulation breakdown which lists: a) the
wish(es) and fear(s) the therapist describes as determining the
patient’s dynamic conflict; b) the defensive processes the therapist
describes the patient as employing to attempt to manage the conflict;
c) the maladaptive cutccme(s) the therapist describes as resulting
fraom the conflict or failed attempts to manage the conflict; and d)
the dbjects the therapist identifies as those with whom the patient
enacts or experiences the conflict.

2. To rate the degree of confidence with which each problem part is
described in the formilation.

Confidence ratings reflect the degree to which the therapist was
explicit in describing each problem part. The more clearly the
therapist described the problem part, and thus the more easily the
statement or phrase can be assigned to a problem part catezory, the
higher the confidence rating. Confidence ratings are assigned to each
example of a problem part identified in the formulation, i.e. distinct
wishes, fears, etc., identified in the formlation are listed and each
is assigned a confidence rating. The ratings within a problem part
category are averaged to provide a confidence rating for the category
as a whole. Confidence ratings are assigned to the therapist’s
description(s) of each problem part according to the following 5-point
scale. Half-point scale ratings (e.g. 2.5) are permissible.

0 1 2 3 4
No confidence in Slight Scme Moderate Considerable
identification OR confidence in
prcblem part not identification
addressed in
formulation
Definitions:

1. Wishes are defined as the therapist’s description of:
- the patient’s sexual or aggressive impulses;
- the patient’s desire for expression in a relationship towards
the other (e.g. wishes to express anger towards mother) ;
~ the patient’s desire for expression in a relationship from the
other (e.g. wishes to receive approval from father);
~ the patient’s desire for expression (e.g. wishes to be
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assertive); and/or
— the patient’s desire for an cbject (e.g. wishes for a
girlfriend).

2. BAnxiety or fear is defined by the therapist’s description of a
resistance in the patient which arises in opposition to a wish or
impulse. The anxiety will usually be described in texrms of the
patient’s fear(s) of what will occur if a wish is allowed expression.

3. Defensive processes are defined by the therapist’s description of
the patient’s attempts to:

- prevent, contain, or indirectly express the impulse or wish;

- minimize or reduce the level of anxiety; and/or

- establish a compromise between impulse expression, anxiety and

the constraints of reality.

Defensive maneuvers by the patient can be described as enacted
i ically (e.g. transforms positive feelings for wife into
feelings of guilt), behaviorally (e.g. procrastination) or
interpersonally (e.g. avoids intimate contacts). Any statement or

which describes the patient’s efforts to prevent, contain, or

minimize impulse expression and/or anxiety should be considered as
indicative of a defense.

4. Maladaptive cutcomes are defined by the therapist’s description
of negative consequences or results of the patient’s conflict and/or
attempts to manage the conflict. Maladaptive cutcomes can be
described as the presence of certain affects (e.g. anger), cognitions
(e.g. believes that he/she is worthless), or behaviors (e.g.
involvement in abusive relationships) that cause the patient distress,
or as the absence of certain conditions (e.g. inability to have
intercourse), states (e.g. inability to trust), or situations (e.g.
lack of intimacy). Any statement or phrase which describes
problematic "end states" for the patient should be considered as
indicative of a maladaptive outcame.

5. Objects are defined by the therapist’s identification of persons
in the patient’s life with whou the patient experiences or enacts the
stated conflict(s). Objects can be described in specific (e.qg.
spouse, father) or general terms (e.g. men, coworkers). Svecific
cbjects (e.g. mother) may also be part of other cbject groupings (e.g.
parents, family) and both may be present in the formulation.

Rules:

1. Use the therapist’s phrases or statements to describe each
problem part as much as possible. The way in which the therapist has
structured the formulation need not be adhered to, i.e. a dynamic
problem part or nondynamic maladaptive ocutcome may be best described
by canbining statements or phrases from different points in the
formulation. Alternatively, statements in the formulation may be
split between problem part categories, e.g. "The patient
procrastinates to avoid decisions and then becames depressed" could
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be split to yield a defensive process ("procrastinates to avoid
decisions") and a maladaptive outcame (“feels depressed") .

2. Each statement or phrase which describes a problem part should be
assigned to only that problem part category. Categorization problems
are most likely when statements or phrases describe defensive
maneuvers which have maladaptive consequences. For example, the
therapist may have stated "The patient drinks to mumb his angry
feelings." In this instance, the drinking serves the purpose of
minimizing feelings and the statement would be categorized as
descriptive of a defensive process. If the therapist had stated "The
patient abuses alcohol", the minimizing aspect of a defensive process
is_ng_td&cribedaxﬂthestatementvmldbecategorizedasa
maladaptive cutcame. In effect, the quality of resisting, minimizing,
indirect expression, etc., mist be evident in the statement or phrase
to distinguish a defensive process fram a maladaptive outcame.

3. The therapist may address a single general conflict of the
patient in the formulation. However, a general impulse may be
described in terms of various wishes that can be distinguished on the
basis of a) the cbject relationship involved, b) the form of
expression desired, and/or c) the directionality of the expression
(from or toward the patient). For example, the formulation may
suggest that the patient has a general wish to be loved; the therapist
describ@sumwishsas"warrtjrgappmvalarﬂra;pectfrcmhis
father® and "desiring a close relationship with his mother". Since
the cbject relationships and expressions are scmewhat different in
each instance, despite their similarity to a general theme, these

would be indicative of distinct wishes. Each distinct wish
identified in the forrmilation should be listed as separate and each
assigned a confidence rating.

4. A similar rule applies to the identification of the anxiety/fear
side of the conflict eguation. While the therapist may address a
single general conflict, the ncore" anxiety may be described in terms
of variocus fears that can be distinguished in the manner noted above.
For example, the forrmlation may suggest a general fear of aggressive
impulses; the therapist describes fears of "damaging others with his
anger" and "eliciting rejection from others if anger is exp ",
Since the directionality and expressions are different in each
instance, these phrases suggest that distinct fears could be listed in
the breakdown. Distinct fears identified in the formulation should be
listed separately and each assigned a confidence rating.

5. Any statement or phrase which describes the patient’s efforts to
prevent, contain, or minimize impulse expression and/or anxiety should
be considered as indicative of a defensive process. Statements or

which are descriptive of distinct defensive processes should
be listed and each assigned a confidence rating.

6. Any statement or phrase which describes problematic "end states"
for the patient should be considered as indicative of a maladaptive
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outcame. The judge should consider distinguishing different cutcomes
on the basis of whether they describe the presence of an affect,
behavior, or cognition or the absence of a condition, state, or
situation. For example, the formulation may refer to the maladaptive
outcomes of "failed relations with others and feelings of sadness and
disappointment". This phrase could be split to yield an interpersonal
(the absence of satisfying relationships) and an affective maladaptive
outcome (the presence of distressing affects). Distinct maladaptive
axtcmnsdescribedbythetherapiststmldbelistedarﬂeamassigned
a confidence rating.

7. Formilations may refer to specific (e.g. father) and general
(e.g. men) classes of cbjects. In certain instances, specific dbjects
(e.g. mother) may also be part of other object groupings (e.g.

, family). All distinct objects described by the therapist
should be listed separately ard each assigned a confidence rating.
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Interpretations and Patient Problem Formuilation Breakdowns

Materials:

1. Problem Formulation Breakdown. The problem formilation was provided
by the therapist for every STI patient in the early stage of therapy.
Formulations were broken down into five "problem part categories"
which parallel components addressed by the Therapist Intervention
Rating System. The problem parts include wishes, anxiety, defensive
processes, maladaptive ocutcames, and cbjects. In a formulation
breakdown, a maladaptive outcome is regarded as the resultant
"product" of a dynamic expression. For example, the therapist may
state that the patient feels guilty whenever he/she experiences anger
towards their spouse. Guilt represents a maladaptive outcame; in the
TIRS, anger giving rise to guilt represents the associated dynamic
expression (Ea-Ea).

2. Interpretation Correspondence (IC) Rating Tape. The IC rating tape is
camprised of up to 20 segments of patient-therapist interaction. Each
seqgment consists of approximately 2 minutes of patient material
followed by a TIRS-rated therapist interpretation which ends the
segment. The patient material provides a backgraurd context for the
rating of interpretation correspondence.

3. IC Rating Sheet. The rating sheet indicates which dynamic camponents
and/or expressions and ocbjects were addressed by each interpretation
represented on the IC rating tape. The first few words of the target
interpretation are also provided. Ratings of the correspondence
between the interpretation and formulation breakdown are made for each
component/expression and/or object identified in the interpretation
ard indicated on the rating sheet.

Procedure:

The task is to rate the "“match" between the dynamic camponents and/or
expressions and cbjects addressed by the target interpretation in each IC
rating tape segment, and the specific parallel problem part in the
formulation breakdown. In cother words, is the camponent and/or object
addressed by the therapist’s interpretation (e.g. a wish) identical to,
similar to, or different from the specific parallel problem part (e.g. a
wish for acceptance from men) listed in the formilation breakdown?

Co ' rxierx:eratingsaremadeonathree—poirrtsmleforeachaspect
addressed by the interpretation and listed on the rating sheet.
Half-scale ratings are permissible. The rating scale is presented below.

1 The component/cbject is not listed in the formulation
No correspondence breakdown, e.dg. the interpretation refers to a
different wish. Alternmatively, the TIRS rating is
regarded as incorrect.

2 The camponent/cbject is described in terms similar to
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Moderate those of the formilation breakdown. The rater infers
corresporndence thatacampomntisaddrssedinternsofasimilar
dynamic, or that an cbject is addressed in terms of a
similar relationship to the patient.

3 The camponent/dyiect is described in texms very
Strong similar or identical to those in the formlation
correspondence breakdown. canp:nentsareadix%saimternsofthe
same dynamic, cbjects in terms of the same

relationship.

The procedure for rating interpretation correspondence is as follows:

1. The correspondence between the camponent/expression(s) and/or
cbject(s) addressed by the interpretation and the spgcific parallel

scame way similar to, or identical to the aspect listed in the
fermulation breakdown.

2. Formulation breakdowns may list more than a single dynamic component,
maladaptive outcame or object. If correspondence of any degree (i.e.
1.5 or greater) is rated for a problem part category, indicate in
brackets which "version(s)" in the category has been rated.

3. Each "“wersion" within a problem part category in the formulation
breakdown has also been assigned a "confidence rating", i.e. a rating
of how explicit the therapist was in describing that aspect of the
patient’s prcblem. After rating correspondence arnd indicating in
brackets which "version" of the problem part has been rated,
transcribe the confidence rating for that wersion" to below the
rating space.

Example:

The target interpretation addresses a patient wish in terms similar
to the third "“version" listed in the formulation breakdown. A confidence
rating of 4.0 was assigned to this wish. The camplete correspondence
rating for this interpretation reference is:

2.0 (3)
4.0

Rating Qualifications:

1. If the interpretation refers to a dynamic expression, the degree of
correspondence to be rated is between the expression and the
maladaptive outcame(s) listed in the formulation breakdown. In many
cases, however, the dynamic expression may be more suggestive of a
"weak” wish, anxiety, or defense interpretation than strictly a
reference to a problematic pattern for the patient. If this is the
case, the correspordence to the maladaptive outcame(s) is rated
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first, followed by a rating of correspondence to the dynamic
camponent suggested by the expression. This second rating is entered
on the line labeled "Supplemental Rating®.

Half-scale ratings are important for those instances where the
correspondence is only suggested (1.5) or expresses the same idea in
different or approximate terms (2.5). For example, the therapist may
state, "Your behavior suggests a wish to please me". The
interpretation could be regarded as addressing part of the formulated
wish, i.e. "wanting to succeed ard cbtain a positive relationship
with (please) mother". The cbject in the breakdown listing is
different and the behavioral expression (succeed) is more specific
than the therapist’s general use of "behavior". A match is, however,
evident in the "wish to please ancther" and, while minimal, would
warrant a rating of 1.5 for correspondence.

The cbjects to be rated are those listed as part of the formalation
breakdown. An cbject addressed by the interpretation but not listed
in the breakdown automatically receives a rating of 1.0.
Correspondence can only be rated if the therapist makes mention of
the dynamic aspects of the patient’s relationship to the cbject as
outlined in the breakdown. The more this description correlates with
the relationship pattern cutlined in the breakdown as a whole, the
higher the correspondence rating for the object. A sinple reference
to an important cbject in the patient’s life is not sufficient to
rate correspondence.

In a given interpretation, a single cbject may be referenced more
than once. The reference yielding the highest degree of
correspondence is rated.

when addressing objects, the therapist may only imply other pecple
(dencted by an cbject symbol with the subscript "i" on the IC rating
sheet) or may refer to two or more cbjects in the form of an “agbject
1link" (e.g. T/F). Correspordence ratings address the implied or
linked object as above, as if the object were addressed explicitly.

The therapist may address the transference relationship without
specifying links (i.e. T) but still indirectly address aspects of the
patient’s relationship to a significant cbject. For example,
“wanting my (T) attention" may be seen as similar to "*wanting
father’s attention" given the material provided by the patient prior
to the interpretation——suggesting a rating of 1.5-2.0 for
correspondence. If the abject referenced is T, then, there may be
instances where some correspondence to an cbject listed in the
breakdown can be rated.

A similar argument can be made for therapist references to
general classes of cbjects (i.e. U). The class of abjects addressed
may include one or more single cbjects listed in the breakdown (e.g-
"men' could include "boyfriend") and some degree of correspondence
may be rated. Again, context is important.

Occasionally, the therapist may refer to an cbject group which
subsumes specific cbjects listed in the breakdown. For example, the
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therapist may refer to "parents" while the breakdown lists
wmothertand "father”. If the relationship aspects described in the
interpretation parallel those in the breakdown, a correspondence
rating of up to 2.5 may be appropri ~te.

The therapist may use pronouns in the interpretation to stand for
people, feelings, or issues. The material provided by the patient is
again crucial as a context for understanding the interpretation. 1In
rating correspondence, consider the interpretation as if no proncuns
had been used, i.e. the therapist had spelled everything cut in
detail. For example, if the patient had been talking about wanting
acceptance fram F, the therapist could respord with "wou’re afraid
you‘re not good enough to get that." The rating of corresporndence
wculdhavetoass&ssmether“fearsheisnotgoodenalghtowarmnt
father’s acceptance" is similar to an anxiety listed in the
formulation breakdown.
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Measures of Patient "Dynamic Capacity”

1. OOR Assessor ratings. A principal camponents analysis on the QOR
assessor’s additional item ratings identified three factors which
accaunted for 59.9% of the rating variance.

Camponent 1: QOR-Perceived "Good Therapy Patient" (32.9%)
Interaction with interviewer (.77)
Patient likeability (.72)
Psychological mindedness (.66)
Patient motivation for STI therapy (.63)-.

Component 2: QOR-Perceived Affect Requlation (15.4%)
Control of affect (.73)
Appropriateness of affect (.71)
Developmental level of defense mechanisms (.66).

Component 3: QOR-Perceived Focality of Conflict (11.6%)
Focality of conflict (.83)
Ease of psychodynamic formulation (.61).

2. Indeperdent Assessor ratings. The independent assessor (IA)
provided six ratings of the patient as part of the Social Functioning
Interview. A principal components analysis of these ratings resulted
in three factors, accounting for 74.8% of the rating variance.

Camponent 1: IA-Perceived Wasteful Effort (35.7%)
Wasteful effort (.86) ‘
Resourcefulness (.76) .

Camponent 2: IA-Perceived Strengths and Assets (23.1%)
Strengths and assets, in patient’s view (.90)
Strengths and assets, in IA’s view (.73).

Camponent 3: IA-Perceived Minimizing Problems (16.0%)
Minimizing problems (.90).

3. Patient ratings.

Variable 1: Total score, Tolor-Reznikoff Insight Scale.

Variable 2: Defensive Style Questionnaire (DSQ), Maladaptive
Action Patterns factor score.

Variable 3: DSQ, Image Distorting Defenses factor score.

Variable 4: DSQ, Self-Sacrificing Defenses factor score.

Variable S: DSQ, Adaptive Defenses factor score.

Variable 6: Fretherapy expectation for therapy effectiveness
rating.

4. Therapist ratings. The therapist provided 6 item ratings of the
patient following the second session. A principal components
analysis of these ratings resulted in two factors, accounting for
69.8% of the rating variance.
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Camponent 1: Therapist-Perceived “Good Therapy Patient" (55.4%)
Interaction with therapist (.85)
Response to therapist interpretation (.84)
Psychological mindedness (.80)
Patient motivation for STI therapy (.72)
Patient likeability (.69).

Component 2: Therapist-~Perceived Focality of Conflict (15.4%)
Focality of conflict (.96).

B. Measures of Patient "Problems in Functioning"

A total of 15 variables from the STI pretherapy outcome battery were
included in the principal components analysis. The variables included
measures derived for the Social Functioning Interview (SFI) conducted by
the independent assessor, the patient’s ratings of symptom severity and
life satisfaction, and the severity ratings of individualized target
objectives by the patient, independent assessor, and therapist. The
analysis identified four factors, accaunting for 60.4% of the variance
among the outcame variables. The first factor was by far the largest and
captured a general dimension of psychological health-sickness.

Camponent 1: Patient Symptom Distress (36.0%)
Anxiety (Speilberger Trait Anxiety Inventory; .84)
Self-Esteem (Rosenbery Self-Esteem Scale; .80)
Depression (Beck Depression Inventory; -75)
work Functioning (SFI; .70)
Life Satisfaction rating (-.64)
Emctional Reliance (Interpersonal Dependency Scale; .64)
Present-Ideal Discrepancy (Interpersonal Behavior Scale;

.63)

Global Severity Index (SCi~90; .63).

Camponent 2: Patient Interpersonal Functioning (9.0%)
Autonamy (Interpersonal Dependency Scale; .74)
Family Functioning (SFI; .66)

Social Functioning (SFI1; .61).

Camponent 3: Target Severity, Therapist (8.1%)
Target Objective Severity, Therapist rating (.86).

Camponent 4: Patient Sexual Functioning (7.4%)
Sexual Functioning (SF1; .85).

C. Patient and Therapist Expectation Ratings

Patients and therapists were asked to provide ratings of their
veypectations of experience in therapy sessions" following the second
treatment session. Four sets of 15 item ratings were completed, each
participant considering their expectations for themselves and for the
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alternate party. Each set of 15 items was subjected to a principal
camponents analysis.

1. Patient expectations of self. Four factors were identified in
the analysis, accounting for 64.9% of the rating variance.

Camponent 1: Patient’s tion of own activi (38.1%)
Express feelings (.79)
Suggest topics (.74)
Suggest possible prablem solutions (.70)
Talk (.6l).

Camponent 2: Patient-expected content focus (11.2%)
Childhood events (.75)
Physical symptaoms (.71)
Sexual topics (.68)
Links between current and past (.65)
Dream topics (.61).

Camponent 3: Patient—ewpected guestioning (8.7%)
Ask guestions (.80)
Feel camfort in session (.62).

Camponent 4: Patient-expected involvement (6.9%)
Avoid topics (-.90).

2. Patient expectations of therapist. The principal camponents
analysis identified four factors, accounting for 64.8% of the
rating variance.

Component 1: Patient-expected therapist "uyncovering" approach
(35.2%)
Link current to past (.76)
Want to talk about childhood events (.76)
Help discover unaware aspects (.67).

Component 2: Patient-ewpected therapist content focus (12.1%)
Dream topics (.79)
Sexual topics (.78)
Physical symptaoms (.72).

Camponent 3: Patient’s expectation of therapist activity (10.5%)
Encourage patient to feel comfortable (.73)
Ask cquestions (.72)
Talk (.67).

Camponent 4: Patient-expected therapist support (6.9%)
Avoid upsetting topics (.80)
Express feelings (.72)
Suggest possible problem solutions (.67).

3. Therapist expectations of patient. Four factors were identified
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in the principal camponents analysis, accounting for 66.6% of the
variance in item ratings.

Camponent 1: Therapist’s tion of patient activi (24.2%)
Suggest topics (.82)
Express feelings (.80)
Suggest possible problem solutions (.78)
Talk (.72)
Feel comfortable during session (.61).

Camponent 2: Therapist—expected patient dynamic focus (20.9%)
Talk about relationship to therapist (.88)
Dream topics (.79)
Link current to past (.70)
Sexual. topics (.61).

3: Therapist-expected patient relationship disclosure
(11.6%)
Talk about patient’s relationships to others (.79)
childhood events (.67)
Ask questions (-.66).

Component 4: Therapist-expected patient avoidance (9.9%)
Talk about physical symptoms (.71)
Avoid topics (.63)
Discover unaware aspects (-.60).

Therapist expectations of self. Five factors were identified in

the principal campcnents analysis, accounting for 73.0% of the
rating variance.

Camponent 1: Therapist’s expectations of own activity (25.8%)
Express feelings (.90)
Suggest topics (.88)
Suggest possible problem solutions (.79)
Talk (.66).

Camponent 2: Therapist-expected dynamic focus (16.1%)
Link current to past (.86)
childhood events (.81)
want to talk about patient’s relationship to therapist (.70)
Help discover unaware aspects (.67).

Component 3: Therapist-expected "indulgence' of patient (12.1%)
Dream topics (.80)
Encourage patient comfort in session (.66).

Camponent 4: Therapist—expected Yhistory-taking”" (10.6%)
Sexual topics (.80)
Ask questicns (.77).
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Camponent 5: Therapist-expected "focus on conflict
manifestations" (8.4%)
Physical symptoms (.86)
Want to talk about patient’s relationships to others (.70).

D. Patient and Therapist Ratings of the Therapeutic Alliance

Patients and therapists were asked to camplete ratings of the therapy
relationship after sessions 7, 14, and 20. The 21 item ratings concerned
the quality of the affective relationship, the quality of the working
relationship, the degree of positive idealized transference in the
relationship, and the two dimensions (helpfulness, collaboration) of
Iuborsky’s helping alliance concept. Items were summed and averaged for
seven subscales. The subscale scores from each participant at each
assessment were subjected to a principal camponents analysis.

1. Patient alliance ratings, early therapy. Two camponents emerged

from the principal camponents analysis, accounting for 69.6% of
the variance in subscale scores.

Component 1: Early Therapeutic Alliance (53.8%)
Helping Alliance-Collaboration (.85)
Helping Alliance-Helpfulness (.80)
Affective Relationship (.77)

Working Relationship-Disclosure (.75)
Positive Idealized Transference (.75)
Reciprocal Affective Relationship (.70).

Component 2: Early Work: Feeling Expression (15.8%)
Working Relationship-Expressing Feelings (.91).

5. patient alliance ratings, middie therapy. One component emerged
from the principal components analysis.

Camponent 1: Middle Therapeutic Alliance (63.5%)
Affective Relationship (.89)
Reciprocal Affective Relationship (.84)
Helping Alliance-Collaboration (.83)
Helping Alliance-Helpfulness (.81)
Working Relationship-Disclosure (.78)
Positive Idealized Transference (.78)
Working Relationship-Expressing Feelings (.61).

3. Patient alliance ratings, late therapy. 7Two components were
identified in the principal components analysis, accounting for
72.8% of the variance in subscale ratings.

Component 1: Late Therapeutic Alliance (58.1%)
Helping Alliance-Helpfulness (.86)
Helping Alliance-Collaboration (.76)
Positive Idealized Transference (.73)
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Affective Relationsiip (-70).

Camponent 2: ILate Work: Feeling Expression (14.7%)
Working Ralationship-Expressing Feelings (.89).

4. Therapist alliance ratings, early therapy. The principal
analysis identified two campanents, accounting for
68.9% of the variance among the subscale scores.

Component 1: Early Therapeutic Alliance (55.2%)
Helping Alliance-Collaboration (.85)
Positive Idealized Transference (.79)
Reciprocal Affective Relaticnship (.77)
Working Relationship-Disclosure (.76)
Affective Relationship (.76)

Helping Alliance-Helpfulness (.74) .

Component 2: Early Work: Feeling Exuression (13.7%)
Working Relationship-Expressing Feelings (.95).

5. Therapist alliance ratings, middle therapy. Two camponents were
identified in the principal camponents analysis, accounting for
71.5% of the subscale variance.

Camponent 1: Middle Therapeutic Alliance (57.6%)
Working Relationship-Disclosure (.87)
Reciprocal Affective Relationship (.84)
Helping Alliance—Collaboration (.81)
Affective Relationship (.80)

Positive Idealized Transference (.74)
Helping Alliance-Helpfulness (.68).

Camponent 2: Middie Work: Feeling Expression (13.9%)
Working Rela’icnship-Expressing Feelirngs (.96).

6. Therapist alliance ratings, late therapy. One camponent emerged
in the principal camponents analysis.

Camponent 1: late Therapeutic Alliance (66.2%)
Wworking Relationship-Disclosure (.91)
Helping Alliance-Collaboration (.90)
Affective Relationship (.84)

Helping Alliance-Helpfulness (.81)
Reciprocal Affective Relationship (.81)
Positive Idealized Transference (.80).



