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Preface

This book has a long history that can be traced back to 2008, when we—

Omar C.G. Gelo, Alfred Pritz, and Bernd Rieken—met in Vienna. Omar C.G

Gelo had just finished his experience at the University of Ulm, where he

earned his PhD in psychotherapy research under the supervision of Erhard

Mergenthaler and where he was introduced by the latter to the Society of

Psychotherapy Research (SPR), an international scientific association

devoted to research on psychotherapy. At that time, Alfred Pritz and Bernd

Rieken were both engaged in starting an international PhD program in

psychotherapy science at the Sigmund Freud University, Vienna; their main

concern was to develop a curriculum that would bridge clinical practice with

scientific investigation by means of a pluralistic approach to inform a comp-

rehensive understanding of psychotherapy practice and research.

It soon became clear to us how much we had in common, despite our

somewhat different personal and professional experiences and backgrounds.

More specifically, we realized that all three of us were deeply convinced that

(a) psychotherapy is an extremely complex phenomenon that nonetheless can

be adequately investigated using adequate scientific methods; (b) a self-

aware reflection on the foundations of psychotherapy research should neces-

sarily precede its application; (c) scholars should develop a pluralistic atti-

tude toward the sometimes very different existing scientific methods they

might rely upon to conduct psychotherapy research; and (d) the process and

outcome of psychotherapy represent two of the most important (although not

the only) dimensions of the clinical encounter because they primarily

address, respectively, what goes on during psychotherapy and its clinical

effects.

We thus decided to accept the challenge of putting together a book on

psychotherapy research that is informed by these beliefs in an effort to

provide the readers with an overview of the basic issues of psychotherapy

research and some of its most recent developments and applications. Accord-

ingly, the book focuses on the foundations of psychotherapy research (Part I)

and their application to the study of both the process (Part II) and outcome

(Part III) of psychotherapy.

Our general aim is to stimulate a reflection on these issues in a way that, at

different levels and from different angles and perspectives, might be useful

for both researchers and clinicians as well as for undergraduate and graduate

students. This is attempted through a balanced mix of chapters that

v



summarize the state of the art of the field from different viewpoints with

chapters that present innovative topics and perspectives. The contributors are

among the many experts in our national and international professional

networks and were invited in order to represent both traditional and emerging

approaches in the field across several countries. We hope that this will be a

valuable tool for anyone interested in psychotherapy research.

We would like to thank the contributors for their intense and thoughtful

work. We are aware of how demanding it can be to write a chapter for a book

and to deal with the editors; we really appreciated this. In addition, we are

thankful to our extended staff of colleagues and students at our own

institutions—the Sigmund Freud University and the University of

Salento—as well as to the SPR for all the insightful discussions, debates,

and inspiration. Their scientific qualification, passion for knowledge, and

open spirit helped us to be adventurous enough to conceive this book and

make it happen. Finally, we also want to thank Springer-Verlag for all the

support and patience, which such a book needs.

Lecce, Italy Omar C.G. Gelo

Vienna, Austria Alfred Pritz

Vienna, Austria Bernd Rieken
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Abstract

In this chapter, we introduce the subject of the

book, whose main aim is to try to answer the

following questions: “What is psychotherapy

research?,” “What should it primarily

address?,” and “How should it be conducted?”

To accomplish this goal, we rely on the

following four interrelated basic assumptions:

(1) Psychotherapy research and its object

of investigation are social constructions
grounded on the values and beliefs shared by

the members of a specific community at a

certain time and place. (2) For psychotherapy

researchers to be aware not only of what they

do but also of why they do it, they should

engage in explicit and self-critical reflection
on the foundational assumptions of psycho-

therapy research. (3) Pluralism should be

considered not only a valuable stance but

also an a priori condition of any scientific

account of psychotherapy. (4) Finally,

self-reflective and methodologically pluralis-

tic psychotherapy research should be

conducted on the process and outcome of

psychotherapy to determine how and why

psychotherapy works. With these basic

assumptions on the background, in this chap-

ter, we provide a summary of the three main

parts of the book; these parts attempt to

inform the readers of the foundations of

psychotherapy research (Part I) and its

applications to the study of the process (Part

II) and outcome (Part III) of psychotherapy.
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The foundations of psychotherapy research

are described with reference to its historical

development, philosophical underpinnings,

and/or theoretical framework. Process

research is addressed with reference to both

quantitative and qualitative approaches to

reflect the increasing relevance that the latter

has gained in recent decades. Finally, outcome

research is described predominantly from the

perspective of quantitative approaches,

reflecting their predominance in this type of

research, although an overview of qualitative

approaches is offered as well.

What is psychotherapy research? What should it

primarily address? How should it be carried out?

In this book, we attempt to answer these basic

questions, and we do so by strongly relying on

the following four interrelated assumptions:

(1) Psychotherapy research as well as its object

of investigation are socially negotiated and

institutionally legitimated cultural products,

which are grounded on values and beliefs shared

by the members of a specific community at a

certain time and place. This helps to explain,

for example, the historical and contemporary

diversity and heterogeneity of the conceptions

of the nature of psychotherapy and psychother-

apy research (see Frank and Frank 1991; Lam-

bert 2013; Chap. 3). (2) It follows that an explicit

and self-critical reflection on the foundational

assumptions of psychotherapy research, far

from being trivial, is essential to make psycho-

therapy researchers aware not only of what they

do but also of why they do it (Gelo 2012; Slife

1998, 2004; see Chaps. 4 and 5). (3) From the

first assumption, it also follows that different

conceptions and/or theories of scientific investi-

gation in psychotherapy cannot be proven to be

absolutely true or false but rather are evaluated as

more or less plausible, persuasive, and useful.
Thus, pluralism—the stance of acknowledging

and engaging with diversity (i.e., otherness)—

and multiplicity should be considered not only a

valuable attitude but also an a priori condition of

any scientific account of psychotherapy [see also

Kellert, Longino, and Waters (2006) and Teo

(2010)]. Specifically regarding methodology,

this means that several methods and their under-

lying principles and philosophies should be

allowed to complement one another (Cooper

and McLeod 2007; Elliott 2010; Gelo and Gelo

2012; Slife and Gantt 1999, Chap. 4). (4) Finally,

to find out how and why psychotherapy works,

self-reflective and methodologically pluralistic

psychotherapy research should be conducted on

both the process and outcome of psychotherapy.
This would enhance the possibility of producing

results useful in informing the clinical practice of

psychotherapy.

This book, which is organized into three parts,

aims to provide the readers with knowledge of

the foundations of psychotherapy research (part

I) and its applications to the study of the process

(part II) and outcome (part III) of psychotherapy.

1.1 Foundations of Psychotherapy
Research

The first part of the book addresses some founda-
tional issues of psychotherapy research on a his-

torical, philosophical, and theoretical level. Such

issues are usually treated in a sporadic and/or

isolated way in mainstream psychotherapy

research literature; our aim is to try to stimulate

a further reflection on them. Chapter 2 focuses on

the prehistory of psychotherapy and its impli-

cations for psychotherapy science. This issue is

very relevant because it shows how what we

consider to be the object of our investigation

(i.e., psychotherapy) has varied greatly at differ-

ent times and in different places. We believe that

a reflection on the nature of a discipline’s object

of study is fundamental to better understanding

the discipline itself. Chapter 3 offers a review

of the history of psychotherapy research, which

represents for us an indispensable body of knowl-

edge that researchers and clinicians should be

aware of to understand where psychotherapy

research comes from and where it can go.

2 O.C.G. Gelo et al.
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Chapter 4 addresses the extent to which what

we consider to be the appropriate way of conduct-

ing psychotherapy research is necessarily influ-

enced by our deep and hidden but fundamental

philosophical assumptions about the basic

aspects of our world. Mainstream and alternative

views are discussed. Always from a philosophical

perspective, Chap. 5 attempts to provide an epi-

stemological argument for psychotherapy to be

considered an academic discipline. This issue,

which has been addressed since the birth of mod-

ern psychotherapy through Freud’s conceptual-

ization of psychoanalysis, is particularly relevant

to providing an epistemic status to psychotherapy

as science as opposed to psychotherapy as clinical

practice. Finally, a philosophical stance is also

taken in Chap. 6, where the author attempts to

show that interpretation, far from exclusively

being an instrument used in clinical practice,

may be considered one basic cognitive instrument

for the practice of psychotherapy science.

Chapter 7 discusses some of the differences in

the regulation of psychotherapy training in dif-

ferent countries. The issue is relevant because

different formal requirements for psychotherapy

training—which Orlinsky and Howard’s (1984)

Generic Model of Psychotherapy would ascribe

to the domain of input (or antecedents) of psy-

chotherapy—very likely produce different

“psychotherapies” with consequences on the

nature of the object of our investigation (see

also Orlinsky 2009). The implications for psy-

chotherapy research are discussed. The last chap-

ter of this first part, Chap. 8, provides a bridge to

the subsequent two parts of the book by innova-

tively distinguishing three different and alterna-

tive purposes of psychotherapy research: theory

building, enriching, and fact gathering.

1.2 Psychotherapy Process
Research

The second part of this book addresses psycho-

therapy process research, which is very broadly

referred here as any research that focuses on the

process of psychotherapy and, eventually, its

relationship with the outcome. Both quantitative

and qualitative approaches are given equal

consideration in order to reflect the increasing

relevance that qualitative approaches have

gained in recent decades. The first three chapters

of this part provide a general introduction to both

basic and more advanced issues concerning the

psychotherapeutic process and its investigation.

Chapter 9 unpacks the general meaning of psycho-

therapy process research by offering an intro-

duction of its aims, typologies, methodology,

limitations, and emerging trends. In Chap. 10,

the authors outline a general theory of the psycho-

therapeutic process that is described, from a semi-

otic and dynamic perspective, in terms of a

communicational field. The theoretical consider-

ations that sustain such a view are drawn, and the

methodology implications are discussed. Finally,

Chap. 11 attempts to provide an evolutionary-

based, tripartite model of the relationship to

explain how psychotherapy works.

1.2.1 Quantitative Process Research

After these three introductory chapters, a first

group of contributions specifically focuses on

quantitative process research. Chapter 12

provides an introduction to quantitative data

analysis in psychotherapy process research. The

way psychotherapeutic process data can be

organized and structured is described; moreover,

an interesting heuristic framework to organize

the multitude of basic statistical data-analytic

procedures is offered. In Chap. 13, the authors

give an overview of three main quantitative

approaches that differently focus on the process

of psychotherapy and/or its relationship with

treatment outcomes: treatment process, change

process, and process-outcome research. These

are described in terms of research design, data

collection, and data analysis. Chapter 14 offers

an overview of quantitative process research on

group psychotherapy that synthetizes the most

recent developments in the field.

Chapter 15 addresses the process of change in

psychotherapy by introducing the readers to the

debate between common and unique factors.

1 Introduction 3
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This debate is discussed with regard to both

theoretical and empirical arguments. In the fol-

lowing chapter, Chap. 16, the authors focus on

the therapeutic alliance, which over decades of

empirical research seems to have gained the sta-

tus of an empirically supported common thera-

peutic factor in contemporary literature. After an

historical and theoretical introduction and over-

view, the authors focus on some of the most

recent developments in the investigation of alli-

ance ruptures and resolutions. Chapter 17

discusses the contribution of positive psychology

to psychotherapy theory, research, and practice.

The contribution is interesting because it

provides insight into possible change mecha-

nisms that have been largely unexplored up to

now. Chapter 18 reviews empirical research on

the psychotherapeutic process conducted from

the perspective of psychotherapists and discusses

therapists’ experiences of the process. Finally, in

Chap. 19, the authors provide an interesting

account of how the traditional psychoanalytic

narrative case study has evolved into quantitative

single-case research. This latter approach is

exemplified by a description of the research

conducted by the Ulm Psychoanalytic Process

Research Study Group.

1.2.2 Qualitative Process Research

The remaining contributions of the second part of

this book focus, on the contrary, on qualitative
process research. The first two chapters respec-

tively describe the methodology and applications

of qualitative process research. Chapter 20

provides a detailed outline of qualitative research

methods that may be used to analyze the psycho-

therapeutic process. Research designs, data col-

lection, and data analysis are reviewed; with

regard to the latter two, a dimensional conceptu-

alization is offered that aims to provide a heuris-

tic framework to locate the different existing

methods described in the literature. Chapter 21

extensively reviews and discusses applications of

qualitative and mixed methods research for the

investigation of counseling and psychotherapy.

Finally, the last four contributions describe

specific qualitative approaches frequently used

in psychotherapy process research. Chapter 22

focuses on Grounded Theory (GT) and develops

a detailed compilation of interpretation-driven

guidelines for designing and evaluating GT

research. Chapter 23 presents a review of Con-

sensual Qualitative Research (CQR) by focusing

on its background and methods. Chapter 24

provides a practical overview of the principles

of Conversation Analysis (CA) and the main

dimensions according to which it may be applied

in the investigation of the process of psycho-

therapy. Lastly, in Chap. 25, the author proposes

a pragmatic approach to the study of the thera-

peutic interaction that integrates theoretical

propositions derived from developmental psycho-

logy and pragmatics with the methods of CA.

1.3 Psychotherapy Outcome
Research

The third and final part of this book addresses

psychotherapy outcome research, which aims to

investigate whether a treatment produces the

desired and expected clinical results. Unlike the

second part of the book dealing with process

research, this part is focused mostly on quantitative

approaches, testifying their predominance in this

type of research. Two methodological contri-

butions open this part. Chapter 26 reviews the

mainmethodological issues in quantitative psycho-

therapy outcome research. The main character-

istics of Evidence-Based Medicine (EBM) are

sketched out along with the research designs’ hier-

archy of evidence and meta-analysis. The issue of

Randomized Controlled Trials (RCTs) is dis-

cussed, and other relevant issues such as sampling,

treatment manualization, the difference between

efficacy and effectiveness, outcome measurement,

and statistical data analysis in outcome research

are addressed. Chapter 27, on the contrary, reviews

the main qualitative methods used in qualitative

research with the aim of showing that qualitative

methods can complement, enrich, and deepen the

more traditional quantitative methods in the study

of outcomes.
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In Chap. 28, the authors elaborate on research

on the outcomes of grief therapy—one class of

disorder-specific therapy; discuss its efficacy

based on the results of a meta-analysis; and offer

recommendations for future outcome research on

disorder-specific treatments. Chapter 29 reviews

findings concerning the use outcome measures in

routine care to provide therapists with patient

progress feedback; the extent to which such an

approach may enhance therapeutic efficacy is

discussed. Finally, in Chap. 30, the authors discuss

the use of neuroimaging in investigating the out-

come of psychotherapy and review the main

empirical results produced in the field.
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Abstract

The individualization of lifestyles as it devel-

oped only since the beginning of the twentieth

century was accompanied by an increased

complexity at the mental level. The downside

was that this made people more psychically

vulnerable and created a need for specific

occupations focused on the psyche, above all

psychotherapy. Thus, psychotherapy is a

modern phenomenon; it would’ve been a for-

eign concept in past epochs. This does not

mean that mental illness and its treatment

was unknown in the archaic and the

premodern period, but that it required differ-

ent approaches, though those, in their struc-

ture, may show similarities with today’s

methods. This applies equally to the popular

healing methods of shamans in archaic

cultures and folk healers in the premodern

period but also to certain practices of the

Christian religion and philosophy shaped in

advanced cultures. This chapter will first out-

line the differences between a modern and a

premodern or archaic self-concept; second,

the prehistoric precursors of modern psycho-

therapy will be described; finally, the

implications of this outlook for psychotherapy

research will be addressed.

It is not an end in itself to start a book on

psychotherapy research with a historical part.

The intention is to raise awareness that past

eras deserve recognition for their serious com-

mitment to physical and emotional health and
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that there are structural similarities between

their methods and current treatment

techniques that might well give a fresh impe-

tus to current research. In addition, a historical

perspective allows us to consider present life

in Western countries as a specific form of

human existence and reminds us that there

were—and are—most definitely alternatives

to this way of life. This can help sharpen the

gaze for shortcomings and opportunities of

the present. Correspondingly, sciences that

explore the psyche, too, have time-specific

limitations and opportunities. In short and

using the words of German poet Kurt

Tucholsky: “Who wants to measure the

limitations of his home should travel. Who

wants to measure the limitations of his time

should study history” (Tucholsky 1926).

2.1 Collectivism, Epistemological
Egocentrism, and Magic

2.1.1 Collectivism

Psychotherapy is a modern phenomenon that

essentially dates back no further than the late

nineteenth century, because it is closely linked

to an individualization of lifestyles that was not

practicable on a broad scale until the twentieth

century. This was because individualization puts

higher demands on the individual psyche than

life in societies that focus strongly on traditions

and collective patterns of identification (Beck

and Beck-Gernsheim 2010; Hernegger 1978,

1982). And since systems theory has long

established that systems are more susceptible to

interference the more complex they are (Genelot

1992, p. 83; see Schmid GB 2008, Schmid JC

2008), it should not come as a surprise that in

present times there are a variety of occupational

groups that, as specialists for the “spiritual life,”

advise the individual and offer their assistance in

the form of therapy.

From a sociological and cultural-historical

perspective, these developments are associated

with, among other things, the increasing intimacy

brought on by the transition from large to small

family units, with the dynamization and acceler-

ation of living conditions that began in the early

modern period and increased once again in pres-

ent times (Borscheid 2004; Giedion 2009;

Schulze 2005), as well as with the multitude of

roles and identities that characterize the

“saturated self” (Gergen 1991) of western

cultures. This is why sociologists talk about a

“culture of self-help” (Illouz 2008) or the

“advised self” (Maasen et al. 2011) when they

refer to the European and North American

societies of the present.

The relationship between individualization

and “psychotherapeutization” does not imply

that psychotherapy has no precedent, but that

from a historical perspective, as a defined treat-

ment method and a defined research object, it is

an extremely young phenomenon. The origins of

individualization, however, date back to the

beginning of the European modern period, as

historian Jacob Burckhardt pointed out in his

famous work The Civilization of the Renaissance
in Italy when he tried to outline the difference

between the medieval and the modern attitude

towards life:

“In the Middle Ages both sides of human con-

sciousness—that which was turned within as that

which was turned without—lay dreaming or half

awake beneath a common veil. The veil was

woven of faith, illusion, and childish preposses-

sion, through which the world and history were

seen clad in strange hues. Man was conscious of

himself only as a member of a race, people, party,

family, or corporation—only through some gen-

eral category. In Italy this veil first melted into air;

an objective treatment and consideration of the

State and of all the things of this world became

possible. The subjective side at the same time

asserted itself with corresponding emphasis; man

became a spiritual individual, recognized himself

as such” (Burckhardt 1990, p. 98).

That is a pretty pointed formulation, and not a

little one sided, because initially and through the

centuries, the development of the “spiritual indi-

vidual” was limited to a few elites and did not

include large segments of the population. The

quote is still interesting because, on the one

hand, it describes the contrast between
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individualistic and collectivistic or universalistic

ideas of man in a pointed way and, on the other

hand, points out an apparent paradox, as “subjec-

tive” and “objective” are usually considered

opposites. Burckhardt, though, postulates a

reciprocal set of interdependent conditions. This

requires a somewhat more detailed explanation.

The medieval person saw themselves primar-

ily as a member of a community or an estate

system that was considered divinely ordained

(the following see Rieken 2011b, pp. 10–13).

They were mostly a peasant or burgher, a mem-

ber of a family, a profession, a particular region,

or a common and generally binding religion (see

Le Goff 1996). It would have been deemed

absurd to want to change that by, for example,

choosing a different career or switching to a

different social class. That would have been a

violation of the divinely ordained system, and

thus it remained until the seventeenth century.

In the great world dramas of the Baroque period,

such as the plays by Calderon de la Barca and

Andreas Gryphius, there is no individuality in the

modern sense, but only roles as assigned by God.

A person’s only freedom is to play this role

prudently and virtuously or fall victim to one’s

passions and base instincts (Emrich 1981,

p. 113). Accordingly, the concept of tragedy is

different from our modern understanding. While

nowadays it is understood as a conflict situation

unresolvable on an individualistic level (Düsing

2007, p. 666)—“Tragedy is where the powers

that collide each are true to themselves,” writes

Karl Jaspers (Jaspers 1947, p. 934)—in the

Baroque period, tragedy was defined group spe-

cifically as the “drop height”: an event was all the

more tragic the more extreme the drop height

from an upper to a lower social class. This was

exemplified in dramas such as Andreas

Gryphius’ Catharina of Georgia (Gryphius

1981) or Carolus Stuardus (Gryphius 1972)

which depict the falls of great rulers.

The divinely ordained estate system is

reflected predominantly in the visual arts. Medi-

eval sculptures often seem barely “realistic” to

modern people because they contradict their cur-

rent ideas of spatial vision. This is due to the

Bedeutungsperspektive (hierarchic perspective)

which required that important people, such as

God, saints, or secular rulers, were portrayed as

taller, regardless of their actual position in the

image. Less prominent figures or especially

“common” people, however, were depicted as

smaller. Nowadays, such images appear “unnat-

ural” because the proportions are not right as

figures may be larger in the image background

and smaller in the foreground.

In contrast, the transition to an individualizing

perspective can hardly be perceived more clearly

than in the art of the Italian Renaissance, for it

uses the one-point perspective (or central per-

spective), which does not represent parallel

edges in space as parallel to the illustration, but

unites them in one imaginary point, the central

vanishing point (also called principal vanishing

point or center of vision). This is a form of

representation roughly equivalent to seeing

through the human eye or a camera with a normal

lens (50 mm).

This also explains why Burckhardt says that

with the discovery of individuality and subjectiv-

ity, “an objective consideration of the State and

of all things in this world even” was made possi-

ble, for the one-point perspective is synonymous

with the realization of a subjective “standpoint,”

and that is exactly what allows a more realistic

view of the world.

2.1.2 Epistemological Egocentrism

What this means with regard to psychology was

illustrated by Jean Piaget in his famous three

mountains task: children aged 4–6 years were

shown the model of a landscape with three

mountains of different heights and shapes and

were asked to describe them from their position.

They were then asked how the landscape would

look from the perspective of an opposing posi-

tion, but were not allowed to change location.

Their description matched the first one, their

current perspective. Only at the age of 7–12

years did the children begin to understand that

the model of a landscape looked different from

different points of observation, with complete

2 The Prehistory of Psychotherapy and Its Implications for Psychotherapy. . . 11



differentiation usually achieved at 9–10 years

(Piaget and Inhelder 1956, pp. 210–213).

Due to this lack of “decentering,” little chil-

dren believe that the world is indeed exactly as it

presents itself to them. This epistemological ego-

centrism correlates to the “naive” worldview that

shaped, or sometimes still shapes, most cultures

with their ethnocentrism and uncritical “realism”

(in the sense of Piaget) and was curbed only by

the discovery of systematic scientific thought. In

a psychological context, this means that only

when a person is aware of their subjectivity and

individuality do they recognize they see the

world only from a certain perspective (see Köller

2004). Conversely, however, this means that ego-

centric thinking stands at the beginning of devel-

opment, both with regard to the individual and

society. This makes sense, because the environ-

ment of individuals and groups generally appears

to its members as a reasonably ordered, coherent

whole. This is not because it actually is so, but

because people constitute it in such a way in

order to be able to reliably navigate their reality:

“Inevitably, everyone considers themself the cen-

ter of their world. If they want circumstances to be

meaningful, i.e., meaningful for them, they must

assume that these circumstances all, directly or

indirectly, relate to them in some way; it gives

them the impression that, ultimately, ‘everything

revolves around them’ as though they had a part in

the flow of forces that come into effect in the

movements of their environment, as though these

forces streamed to them as it were and were

redistributed back to their environment by virtue

of their actions. Thus, the coherence of their world-

view has, primarily at first, always an egocentric
superstructure” (Müller 1987, p. 198; see Müller

2010, pp. 421–445) and becomes, since the indi-

vidual can only survive in groups, an ethnocentric

structure based on the collective.

2.1.3 Magic

The parallels between individual and collective

development can easily be demonstrated by

means of magical thinking, because egocentric-

animistic and egocentric-finalistic attitudes are of

great importance both in childish and in archaic

thinking. Thus, as Piaget has shown in his

groundbreaking work The Child’s Conception
of the World, any object may have a conscious-

ness at any given time (Piaget 2007, p. 174). For

example, if someone bangs against a chair, this is

not an accident but intentional, because the chair

wanted to hurt the child. And when a bushman

stalks his prey and encounters a chameleon with

a tucked-in, crooked tail, he knows he has to be

careful because this brings about bad luck

(Müller 1987, p. 200). In short, the objects of

this world are all animated and have it in for

people or want to tell them something. These

are universal concepts that follow the basic

conditions of human existence, namely, the ego-

centric and ethnocentric view. And they are the

reason why the child or the archaic person does

not understand themselves as a differentiated

individual as we see it, but as someone who is

“open” to and “porous” for manifold environ-

mental influences that affect them, but that they

may affect in turn: when the child moves, the sun

and the moon they see in the sky move with

them, and when the child stops, so do they

(Piaget 2007, p. 215). Correspondingly, the

archaic person is not helplessly at the mercy of

multiple threats from the environment, but can

defend themselves against them: witches may

conjure a thunderstorm to destroy a crop, but

the farmer in turn may shoot skyward with his

slingshot to hit the demons, or he may ally with

the gods or God against them.

In summary, it can be said that magic as an

expression of epistemological egocentrism is an

essential component in all traditional cultures

known to us (see Müller 1987, 2010) and used

to cope with life in a practical way and to ward

off existential threats. Since every society needs

specialists to contact in case of an emergency, it

should not come as a surprise that, in archaic

systems, these occupations were closely linked

to magical ideas. While Western medicine

specializes in the treatment of isolated

symptoms, traditional cultures do not focus

“just on the content of the disease, but also on

its context” (Selin and Shapiro 2003, p. XIX), in

accordance with the rather egocentric notion that

the human being is an open system in intimate

interaction with the environment and its

12 B. Rieken



influences. One of the prototypes of this

approach is shamanism, which we will now

address.

2.2 The Precursor of
Psychotherapy in Folk Culture

2.2.1 Shamanism and Archaic
Medicine

2.2.1.1 The Shaman
What exactly makes a shaman (the following see

Rieken 2011b, pp. 4–9) is widely discussed

among researchers, but the majority defines the

term as a person “who attained altered states of

consciousness in order to mediate between

human beings and the supernatural world”

(Price 2001, p. I). This is tied to a dualistic

attitude that distinguishes this world as a dwell-

ing of mortal plants, animals, and people from a

beyond, or otherworld, where powerful immortal

spirits reside alongside the souls of the departed.

These dictate “ultimately all that happens on

earth” (Müller 2006, p. 38) and may therefore

also be responsible for sickness.

This becomes much clearer when one

considers that, in the archaic understanding, the

human body consists of three elements: (1) the

ephemeral body, (2) the less ephemeral vital soul

which maintains the organic functions and

provides the body’s life force, and (3) the auton-

omous and immortal free soul (Müller 2006,

p. 11). The “corresponding peer entities” (Müller

2006, p. 114) of the immortal spirits on Earth are

the souls, especially the free souls, and it is one

of the main tasks of the shaman to take care of the

same in critical situations, such as in the case of

sickness, and to contact the otherworldly powers.

To meet these therapeutic challenges, one

needs specific skills and special training, the

aim of which is a fundamental transformation.

This typically includes: (1) vocation by the oth-

erworld in the form of sickness, visions, and

dreams but also one’s own accord, that is, as a

result of social exclusion; (2) apprenticeship with

another shaman in order to get to know the

structures of the invisible world, learn to

diagnose sickness, and take therapeutic

measures; (3) the ability to fall into a trance,

control it deliberately, and withdraw from it vol-

untarily; (4) a public test to demonstrate the

acquired skills; and (5) a vow to use them for

the public good (Müller-Ebeling 2002, p. 19).

This rather prosaic listing already indicates

that not everyone was called to be a shaman

and that it required specific personality traits

and biographical characteristics that show some

similarities with those of psychotherapists. Thus,

from an early age, shamans often appeared

“unbalanced and nervous [. . .] and by nature

reserved, serious, thoughtful or even brooding,

not playful and happy as other children” (Müller

2006, p. 51). The vocation usually occurred dur-

ing and after puberty, usually between the ages of

15–30, and it was accompanied by crises, espe-

cially since the training and future career brought

about hardship, toil, and torment (Müller 2006,

p. 51, 54). The initiation required isolation from

the environment and often a profound change of

the candidate that was induced by going on spirit

journeys and killing his old self to make room for

the new one which, transformed from the ground

up, corresponded with his changed profession

(see Kraft 1995, pp. 20–33; Müller 2006,

pp. 54–61). The parallels to psychotherapeutic

training are obvious, because that, too, requires

isolation from the environment due to years of

psychotherapeutic self-awareness and plenty of

time needed to process in between the therapy

sessions. The candidate also takes a journey

that—while it does not lead to the spirit

world—carries them to the undiscovered country

of the soul where they meet mysterious powers

and experience a transformation that enables

them to deal with themselves and with their cli-

entele and their “demons” better than before (see

Zwiebel 2007).

As a psychotherapist, like the shaman, they

assume a special position; although they

transformed their emotional wounds produc-

tively by using them for the benefit of the com-

munity as a therapist, they often remain marked

to some degree because the emotional distress

caused by their own life history can never be

completely healed. In addition, it is also a part
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of therapeutic work to absorb the patient’s

suffering at least partially, so in principle

therapists remain at risk and must remain at risk

(see Jung 1966, p. 171; Sedgwick 1994). It was

similar for shamans, and possibly their profes-

sion was an even greater burden because

“the burden of their function and the responsibility

they carried for their own clearly weighed them

down. Gaunt and emaciated, often tired and

exhausted by the constant physical and mental

overexertion, they moved slowly, sometimes

downright sluggishly, did not joke and did not

laugh, appeared introspective, thoughtful, serious,

even dark, kept away from others in everyday life”

(Müller 2006, p. 99).

This and the fact that ecstatic states occur in

trances that reportedly include, among other

things, dismemberment and rebirth processes and

flight experiences prompted past research to

reduce shamanism to a slew of psychopathological

phenomena that were even given names, such as

“arctic hysteria “(see Znamenski 2007,

pp. 79–107). This was based on the evolutionism

of the late nineteenth and early twentieth century

that classified indigenous cultures with their belief

in spirits as a “primitive” stage of development,

while the European and North American industrial

societies were considered highly developed and

able to explain the “true” correlations in nature

by using modern science. One of the last well-

known representatives of this line of thinking was

ethno-psychoanalyst Georges Devereux, who

around 1970 still in all seriousness held the opinion

that the acquisition of shamanistic powers was

“ultimately, nothing more than an authentic ‘clini-

cal’ disorder” (Devereux 1974, p. 54) and the

shaman himself “a fundamentally neurotic person”

(Devereux 1957, p. 1044; see Devereux 1961). His

judgment of the shamans’ professional work and

its benefits to the community was similarly harsh

and aggressive: “His immediate clinical counter-

part is the psychotic child that, in a family that

suffers from a latent neurosis, takes on the role of

the ‘acting lunatic’” (Devereux 1974, p. 56).

No one today who is in any way proficient in

ethnology holds such a view, for shamans are

considered to be individuals quite capable of

coping with life and superior to most people in

terms of physical stamina and self-control. The

“illness” overtakes them only during the vocation

and initiation, “then, during all later séances,

they controlled the ‘symptoms’, used them

when their function demanded it, then shook

them off again. The spirits that they called, they

could always get rid of” (Müller 2006, p. 108).

This means that, in contrast to psychotics,

shamans can control their altered states of con-

sciousness, and they also do not cause

disturbances in social interaction as they, quite

the contrary, pursue the aim of overcoming the

same. Accordingly, the indigenous people do not

consider them insane but someone who is able to

reduce emotional suffering (see Kraft 1995,

pp. 34–40; Müller 2006, p. 108; Scharfetter

1983; Silverman 1967).

In summary, it should be noted that shamans

share certain similarities with psychotherapists in

terms of their biography and professional work

and thus may be considered their precursors. As a

kind of footnote, I would like to add that there are

parallels between their initiation and the life of

Jesus. These are especially striking in the episode

where Jesus is led into the desert by the Holy

Spirit and fasts there for 40 days and nights. Not

only is he totally isolated, but he must also resist

the temptations of the devil. Only following that

is he willing to accept his predetermined fate

(Matthew 4:1–11; Mark 1:12–13; Luke 4:1–13;

see Kraft 1995, pp. 96–107). Isolation, tests, and

the willingness to take on the suffering of the

people are clear parallels to the initiation of the

shaman and psychotherapist.

2.2.1.2 Archaic Explanations for Sickness
The analogies between shamanic and psycho-

therapeutic work also exist in terms of archaic

explanations for sickness, because they do share

similarities with present views on the etiology of

mental disorders. Listed below are the most

important ones: they are widely used and can be

found in different parts of the world and also in

Western traditional folk beliefs and traditional

folk medicine.

14 B. Rieken



2.2.1.2.1 Losing One’s Soul

That the “soul,” as an irreplaceable substance

needed to sustain the body’s life force, can

leave the body on its own accord is a view

known to many peoples on Earth (Bacalzo

1996; Ellenberger 1970, pp. 6–9; Elmendorf

1952; Haller 1996; Honko 1959, pp. 27–29;

Vogel 1990, pp. 19–20). For example, it may be

lost when someone is scared to death, when they

sneeze, or when they sleep, but it can also be

stolen by evil spirits. The task of the healer is

then to recover the soul and return it to the sick

person. A famous tool is the “soul catchers” of

the aboriginal peoples along the Canadian Pacific

Coast. These are carved and richly decorated

bones supposed to lure in the lost soul with

their attractive design (Haller 1996, p. 304).

A typical example of losing one’s soul is a

sickness called susto in Central and South Amer-

ica. Susto means “strong fright” (Ellenberger

1970, pp. 7–9; Rubel et al. 1991). It can be

caused by natural forces such as thunder and

lightning or a strong storm, but also by black

magic. A treatment example: the Zapotecs of

the Mexican state of Oaxaca first ask the sick

person where the susto was triggered and what

caused it. Subsequently, a cleansing ceremony is

performed during which an egg is passed along

the body of the patient to dissipate mental and

physical pressure. In the further course of treat-

ment, the patient must return to the place where

they received the susto. There they deliver

offerings to ensure “that the soul held by a for-

eign power will return to the sick person and

restore the mental balance so that the body will

be healthy again” (Hartmann 1997, p. 80).

There are several similarities between this and

psychotherapeutic treatment: the cleansing cere-

mony, which is performed using the egg to pro-

vide mental and physical relief, has its parallel in

the liberating function of talking about the

problems weighing on the soul. Moreover, it is

the connection with the cause in particular that

poses a parallel to psychotherapeutic treatment:

the patient must return to the place of horror to be

able to recover. In behavioral therapy, this

corresponds with the confrontation with the

anxiety-inducing object, while in psychoanalysis

it is the traumas that are traced back to their

origins in order to alleviate their negative effects.

The return to the place of the terror’s origin as

practiced in archaic treatments and the delivery

of offerings thus correspond to Sigmund Freud’s

“remembering, repeating, and working-through”

(“Erinnern, Wiederholen und Durcharbeiten”)

(Freud 1914).

A general parallel to losing one’s soul is that

psychotherapy often talks about self-alienation,

meaning that the patient lacks something or lost

something by losing touch with themselves,

something they need to rediscover in therapy.

Should not, asks Ellenberger, the psychotherapist

who treats severely afflicted patients and tries “to

establish a contact with the remaining healthy

parts of the personality and to reconstruct the

ego be considered the modern successor of

those shamans who set out to follow the tracks

of a lost soul, trace it into the world of spirits, and

fight against the malignant demons detaining it,

and bring it back to the world of the living?”

(Ellenberger 1970, p. 9)

2.2.1.2.2 Spirit Possession

The realm of imagination of most peoples is

inhabited by a variety of spirits, some of which

are given good and others bad attributes. Malev-

olent beings, when they enter the body of a

person, take control of them, which is called

“possession” (Bourguignon 2004; Ellenberger

1970, pp. 13–22; Lewis 2003; Oesterreich

1930). Oesterreich (1930) considers its most

striking feature, “that the patient’s organism

appears to be invaded by a new personality; it is

governed by a strange soul” (p. 17). This changes

physiognomy and voice, the latter not speaking

in a way usually associated with its owner but in

terms of a new individuality: “Its ego is the

latter’s, and is opposed to the character of the

normal individual” (Oesterreich 1930, p. 21).

It is now the task of the healer to drive out the

demon, using spells, commands, curses, and the

like, the Christian version of which, as is well
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known, is called exorcism and still practiced

today by the Catholic Church (see Sect.

2.3.1.3). A common treatment method is the

transference of the sickness, i.e., by casting the

spirit into an animal, a well-known example of

which is the Biblical healing of the possessed

from the Gerasenes region by Jesus. “No one,”

it is said in Scripture, “was strong enough to

subdue him. Night and day among the tombs

and in the hills he would cry out and cut himself

with stones” (NIV Bible 2011, Mark 5, 4–5).

Jesus then drives out the “impure spirits” and

allows them to jump into a herd of pigs. “The

herd, about 2000 in number, rushed down the

steep bank into the lake and were drowned”

(NIV Bible 2011, Mark 5:13).

Another option is that the healer absorbs the

demon and then drives it out. Another example:

“Among the Yakuts, the sorcerer—after a long

period and many phases of shamanistic rites—

touches the patient with his mouth, seeming to

swallow the sickness-demon, then, writhing and

yelling incantations, spits the demon on the floor

in order to kick and beat it out of the yurt” (Honko

1959, p. 31).

While possession is viewed as something

entirely negative in societies that have been

influenced by Christianity and its related belief

in the devil, there are certainly examples from

other regions of the world with a much more

differentiated view of the phenomenon. Posses-

sion is very common in the folk form of Indian

Hinduism, for example, which differentiates

between possession by gods and possession by

spirits. While the former is desirable because it is

considered a communion with transcendent

powers, the latter represents a danger because it

causes sickness (Dattenberg-Holper 2002,

pp. 355–356). According to Hindu belief, spirits

are the dead who for some reason cannot soon be

reborn. These reasons include premature death,

violent death, and immoral behavior. In the

period between their death and rebirth, they

seek to enter living people in order to satisfy

their basic drives, namely, sexuality, power, and

hunger. This is why the spirits of these dead are

viewed as dangerous and/or unhappy creatures

dominated by evil or irrepressible desires

(Dattenberg-Holper 2002, p. 356). From a psy-

chological point of view, one would interpret

them as split personality traits, which Freud

already pointed out in his essay A Seventeenth-

Century Demonological Neurosis:

“In our eyes, the demons are bad and reprehensible

wishes, derivatives of instinctual impulses that

have been repudiated and repressed. We merely

eliminate the projection of these mental entities

into the external world which the middle ages

carried out; instead, we regard them as having

arisen in the patient’s internal life, where they

have their abode” (Freud 1923, p. 72).

In this sense, there are also parallels to psy-

chotherapy when it comes to spirit possession as

a cause of sickness in archaic medicine, espe-

cially with severe symptoms such as personality

disorders or psychoses. These patients often feel

haunted by strange, sinister, and destructive

forces, sometimes they behave as if they were

“possessed” or had “taken leave of their senses,”

and yet they hope for “deliverance” from their

suffering. This puts great demands on the thera-

pist as they have to deal with destructive actions

and withstand massive forms of projective iden-

tification. The actually indigestible is “trans-

ferred” to them; they must, as Honko says,

“swallow the sickness-demon” to later, “writhing

and yelling incantations [. . .] kick and beat it out

of the yurt” or drive it out into a “herd of swine.”

2.2.1.2.3 Taboo Crimes

It is a widespread notion that a transgression of

rules of conduct or a breach of convention,

morals, and the law calls higher powers on the

plan who provide physical or mental infirmity as

punishment. Healing is only possible after

interrogation and confession, and in addition var-

ious reconciliation or cleansing rituals may be

imposed (Dein 2003; Ellenberger 1970,

pp. 22–25; Honko 1959, pp. 23–27; Schmid GB

2008, Schmid JC 2008; Schmid 2010). This was,

writes Ellenberger, “not a‚ ‘disease theory’, but

an actual fact, confirmed by many reliable

eyewitnesses” (Ellenberger 1970, p. 22).

Ellenberger is absolutely right; there is a wealth

of relevant reports from past and present times.

This perception of sickness was particularly
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pronounced in the Inca culture, for example,

which in addition to conventional crimes such

as murder, theft, or fornication also considered

disobedience to the state leaders and even the

mere thought of such acts a taboo crime (Honko

1959, p. 24). This evokes associations with mod-

ern surveillance states, but also with the religious

domain where such ideas are still in vogue, if one

keeps in mind that, for example, according to

Catholic doctrine one must not sin in thoughts,

deeds, or words. Some examples may illustrate

what has been said, the first one from the ethno-

logical field (New Zealand):

“On another occasion, while my informant resided

on the same spot, passing a tapued place one day

he saw some fine peaches and kumaras, which he

could not resist the temptation of appropriating. On

his return home, a native woman, the wife of a

Sawyer, requested some of the fruit, which he gave

to her, informing her, after she had eaten it, where

he had obtained it. Suddenly, the basket which she

carried dropped from her hands, and she

exclaimed, in agony, that the attua of the chief

whose sanctuary had been thus profaned would

kill her. This occurred in the afternoon, and next

day, by twelve o’ clock, she was dead.” (Brown

1845, p. 76)

The second example mentioned, however,

comes from the medical field: when a 42-year-

old patient with left-sided upper lobe pneumonia

threatens to die in the hospital, she tells the

doctor on duty that she is now receiving her just

rewards. The doctor responds confidently: “Well,

then you will not die. We will see to it that you

pay the penalty above the earth and not below”

(Ellenberger 1970, p. 25). She tells him then that

she contracted the pneumonia in the very spot

where she had cheated on her husband. Immedi-

ately thereafter, the symptoms lessen and the

patient rapidly recovers (Ellenberger 1970,

p. 25).

These examples will probably make the

reader draw immediate connections to psychopa-

thology and psychotherapy, since a variety of

mental disorders deal with feelings of guilt or

conflict. This applies primarily to the field of

depression, which is one of the most common

mental disorders. The relationship between guilt

and infirmity is a ubiquitous pattern of

interpretation, but especially common in the pre-

dominantly Christian Western world because of

the close relationship between “sin” and punish-

ment. The Bible refers to this connection as early

as in Genesis, in the context of the flood narrative

(Gen 6–9), and from then on—in some cases up

to the present day (Rieken 2005, pp. 296–301,

pp. 343–362)—it became the most prominent

explanation for disasters: these are always a pun-

ishment from God for the “sinful” behavior of the

people (Rieken 2013). This was illustrated, to use

an example from the recent past, by the

comments of strictly religious groups of people

in connection with the flooding of New Orleans

as a result of hurricane Katrina in 2005 (Rieken

2007).

2.2.1.2.4 Projectile

Sickness can be caused by harmful substances

that penetrated a person’s body in the form of a

projectile. This is one of the oldest and most

widespread ideas, as Finnish anthropologist

Lauri Honko proved in his award-winning dis-

sertation (Honko 1959; see Chaumeil 2004;

Ellenberger 1970, pp. 9–12; Somé 2004). Even

today, German phrases use comparisons such as

something or an affliction having been “driven

into someone” (“in jemanden gefahren”) or

“flown at” (“angeflogen”) them. An echo of

such ideas can be found in the common term

“Hexenschuss” (literal translation: “witch’s

shot”) for lumbago, for example. Martin Luther’s

view, according to which the sudden lower back

or lumbar pain is caused by projectiles

originating from witches (Grabner 1997,

p. 127), is well known.

The task of the healer is to suck the projectile

from the body of the afflicted person, in order to

then destroy it or return it to the sender. Interest-

ing from our perspective is the question of the

reality of the projectile, because healers often

already have an item at hand before the proce-

dure starts that they present as the harmful sub-

stance afterward. This has led to Western

accusations that healers were scammers, but

that is not what this is about, because it is actually

a part of the traditional ritual and the item must
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be presented in the right way at the right moment.

Some people, such as the Dakota tribes, repeat-

edly present one and the same object and put it on

public display when not in use. You could also

say it has symbolic functions and serves to illus-

trate, similar to the Christian communion wafer

(Honko 1959, pp. 204–207; p. 229). Honko thus

aptly refers to the projectile explanation as a

“psychotherapeutic means of illustration”

(Honko 1959, p. 204).

Such ideas may seem strange or absurd, but if,

for example, a patient has been relieved of a

foreign object that caused them acute pain and

the doctor presents it to them, this will likely

trigger a relief similar to what suffering people

feel in archaic societies when they see the

sickness-inducing projectile. The same applies

to psychotherapy when troublesome, formerly

repressed experiences are examined thoroughly

and the patient experiences a feeling of liberation

from something that, until then, distressed or

“poisoned” them. In the process, the psychother-

apist must take the pathogenic patterns into

themselves and then expel them—like the sha-

man does with the projectile. The therapist may

not “suck” on the patient, but it is their task to

draw out the disease. Often, this leads to a trans-

ference neurosis, which, as the therapist works

through it, can be “shown” to the patient like the

projectile is shown to the shaman’s client

(Ellenberger 1970, p. 12). Thus, in this case, the

shamanic and psychotherapeutic works have in

common that a “foreign object” has penetrated

the patient and must be “extracted.” In the case of

psychotherapy, these are, among other things,

problematic internalizations, for example,

“introjected objects” which, when they are pri-

marily aggressive, are construed as “bad”

introjections and thus show phenomenological

similarities with the projectiles of shamanism.

The etymology of the noun “introjection” hints

at this context, as it derives from the Latin “intro”

¼ “inside” and “iacere” ¼ “to throw” or “to

fling.”

2.2.1.3 The Professional Socialization
of the Shaman and the
Psychotherapist: A Comparison

In connection with the projectile explanation, an

autobiographical account of the professional

socialization of a shaman emerged, recorded by

Franz Boas. It is about a member of the Kwakiutl

Indians called Giving-Potlatches-in-the-World,

who as a sorcerer was called Qā’selı̄d (Boas

1930, pp. 1–41; see Ellenberger 1970, pp. 9–12;

Frank and Frank 1993, pp. 95–96; Znamenski

2007, pp. 117–120). Qā’selı̄d “desired to learn

about the shaman, whether it is true or whether it

is made up and (whether) they pretend to be

shamans” (Boas 1930, p. 1). To find out, he

takes part in a shamanic treatment in which the

healer begins to suck on a spot on the patient’s

body where he suspects the seat of the disease

and then pulls a tuft of bloody feathers from his

mouth. This, he placed therein beforehand, but

now explains that he sucked out the disease.

Qā’selı̄d, though irritated, declares himself will-

ing to undergo shamanic training. Soon he starts

to do practical work, and since he is successful

and the people consider him a great healer, he

proceeds to dutifully conduct the shamanistic

rites, defends his method of the bloody feather

against other practices, and is proud of his

achievements. He abandons his original goal of

unmasking the shamans as frauds entirely. This is

even more astonishing since, as Harry Whitehead

found out, Qā’selı̄d was by no means a typical,

indigenous tribesman, but had his roots in West-

ern culture. His real name was George Hunt.

Although his mother was a member of the Tlingit

people in Alaska, his father was an Englishman

who worked as a trader for the Hudson’s Bay

Company and brought him into contact with the

achievements of European civilization (White-

head 2000, 2009).

In his essay “The Sorcerer and his Magic”

(Lévi-Strauss 1963, pp. 167–186), Lévi-Strauss

explains Qā’selı̄d’s conversion from skeptic to

practicing shaman with healer, patient, and
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group being embedded in a common system

where socially accepted symbols—in that case,

among other things, the tuft of feathers as a

manifestation of the disease—would emotionally

affect even people who do not necessarily

believe. Consequently, Lévi-Strauss writes that

Qā’selı̄d did not become a great shaman because

he cured his patients. Rather, the reason why he

was so successful with his therapies was that he

was considered a great shaman by the group and

the sick people (Lévi-Strauss 1963, p. 180). This

view certainly has its place, but it favors a linear

line of argument (“if-then”), instead of assuming

a set of interdependent conditions, especially

since he did achieve demonstrable results at the

beginning of his healing activities—as the text

proclaims—only due to which the people started

to consider Qā’selı̄d a great shaman in the first

place.

Another aspect of Lévi-Strauss’ ideas may be

equally as one sided as the previous one as it also

argues linearly, but is no less interesting. He

postulates a substantial likeness between psycho-

analysis and shamanism, which means he out-

right reverses the pathologization of shamanism

conducted by senior scientists. The only differ-

ence between the two treatment methods

consisted in the fact “that in the shamanistic

cure the sorcerer speaks and abreacts for the

silent patient, while in psychoanalysis it is the

patient who talks and abreacts against the listen-

ing therapist” (Lévi-Strauss 1963, p. 183).

Although this is a somewhat outdated notion

of psychoanalysis, because it neglects the inter-

dependent complexity of transference-

countertransference events—viz., it ignores the

fact that the therapeutic setting produces an inter-

actional field—the indication that the healing

process in both cases is connected with abreac-

tion or emotional release is plausible (for a criti-

cal look at Lévi-Strauss, see Enderwitz 1977;

Schmidbauer 1969; for similarities and

differences between shamanism and psychother-

apy, see Knoll 2012).

However, it is—thus following Lévi-Strauss

and contradicting him at the same time—the inter-

actional aspect in particular that helps explain

structural similarities between shamanism and

psychotherapy. For candidates in psychotherapeu-

tic training programs often respond in a similar

way as Qā’selı̄d, who initially was a skeptic and

then became a practitioner, when they see for

themselves only in the course of training therapy

or training analysis that not everything is about

interesting theories but also about the effectiveness

of therapeutic methods that they are now

experiencing firsthand. This is not only by virtue

of individual experience but is also due to the

interactional events between the teaching therapist,

who generally believes in what she/he is doing,

and their candidates. This mutual experience is at

the same time highly charged emotionally and

cannot be adequately understood in a cognitive

way. From the perspective of natural science,

this is a problem, because traditional science

seeks to gain insight into the subject matter

through a distanced, “objective” stance, but that

is not possible in this case, because in order to

understand the process, one has to “relationally

engage” with it as a subject.

A typical example of this problem is the field

research of Favret-Saada about witchcraft in the

Bocage, a rural area in Normandy (France). The

book carries the suggestive title Deadly Words:

Witchcraft in the Bocage (Favret-Saada 1980),

because the locals are of the opinion that even

words are a dangerous weapon, which is why you

cannot simply talk about magic since that would

already mean to perform magic. Inevitably, this

means one must give up the distanced perspec-

tive of the researcher and engage in the ethno-

graphic “field”: “When I was in the field, I had no

choice but to accept being affected by witch-

craft” (Favret-Saada 1990, p. 189).

Apparently, emotionally highly charged phe-

nomena such as psychotherapy, shamanism, and

sorcery, as well as some scientific approaches for

their study, require an intersubjective methodol-

ogy that relies on empathy in the sense of the

German term Einfühlung: “In German philoso-

phy, Einfühlung refers to an understanding so

intimate that the feelings, thoughts, and motives

of one person are readily comprehended by

another” (Mossière 2007, p. 8).

However, it is necessary to make a distinction

regarding the Einfühlung: while it is possible for
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the researcher to experience this only temporar-

ily, because at some point they can leave the

“field” or the research, with shamans or

psychotherapists, it may result in a long-term or

even lifelong identification. Michael Balint has

drawn attention to the similarities between psy-

chotherapy training and archaic initiation rites as

early as in the 1940s by pointing out, “that the

general aim of all initiation rites is to force the

candidate to identify himself with his initiator, to

introject the initiator and his ideals, and to build

up from these identifications a strong superego

which will influence him all his life” (Balint

1965, p. 261). He wrote this with (self-) critical

intent, since he accuses the training institutions

of “secretiveness about our esoteric knowledge,

dogmatic announcements of our demands and

the use of authoritative techniques” (ibid). This

criticism has still not abated (see, i.e., Kernberg

2000, 2006, 2007; in German-speaking

countries, i.e., Rieken 2003; Streeck 2008), and

it reveals the Janus-faced nature of psychother-

apy, which is profession and science at the same

time and therefore is a field of study that is

located between “faith” and science (Rieken

2011a). While it was relatively normal for the

shaman and his patients—at least as long as they

could be helped—to consider a worldview and

the remedies derived from it as “true,” today’s

psychotherapists are faced with a myriad of plu-

ralistic treatment methods that all claim the right

to exist (see Chap. 15). This does not necessarily

lead to uncertainty within the narrower context of

their own profession, but when one enters the

field of academic research, some problems may

arise. This includes, among other things, the alle-

gation of a lack of intersubjective verifiability of

case vignettes, which conflict with the standards

of contemporary research, but it also includes the

allegation of an inability to develop sufficient

distance from one’s own school of therapy in

order to give unprejudiced consideration to and

appreciate psychotherapy research, which at least

raises the theoretical claim to consider all schools

of psychotherapy equal, “objectively.” On the

other hand, the craft of psychotherapeutic work

cannot simply be regarded as applied science,

since it has a lot to do with life experience,

intuition, Einfühlung, etc. And because the

therapist-client experience is a shared phenome-

non, treatment success is also dependent on how

much the psychotherapist is convinced of the

“rightness” of their method (for a discussion

and empirical evidence, see Leykin and

DeRubeis 2009; Wampold 2001). This tense

relationship between natural science and profes-

sion, between objectivity and subjectivity, and

between distance and “faith” cannot be resolved

entirely (e.g., by revolving to the methods of

human science) but must be endured to some

degree. In this respect, the psychotherapist has

at least one foot in a tradition which originated in

archaic treatment methods, especially in shaman-

ism: the belief in one’s own actions and one’s

own method as the fruit of “archaic” initiation

rites.

This applies, because the therapist-client

experience is also reciprocated by the patient

and his belief in the success of the therapy. The

placebo effect, undisputedly effective not only

with regard to drugs but also surgery, eloquently

attests to that (see Wampold 2001 for a discus-

sion). A well-known example is the study by

Moseley et al., where 180 patients with osteoar-

thritis of the knee were randomly assigned to

receive arthroscopic débridement, arthroscopic

lavage, or placebo surgery. The latter only

received two small incisions that were stitched

up afterward, though these patients were shown

images of a real surgery on a monitor to remove

any doubt as to the performance of the same.

Regarding the treatment success, there was no

difference between the groups; 2 years later, the

patients who received the placebo treatment were

as satisfied as those with arthroscopic lavage or

arthroscopic débridements (Moseley et al. 2002).

2.2.2 Folk Medicine in Europe
and North America

This section cannot offer more than preliminary

observations, because so far, the field of folk

medicine in Europe and North America since

the Middle Ages has not or not explicitly been

examined from the research perspective of to
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what extent it holds precursors of psychotherapy.

This is due to the fact that recorded histories

barely differentiate between the healing arts of

traditional indigenous peoples (see Sect. 2.2.1)

and the healing arts of broad segments of the

medieval and modern population of Western

countries. This is why often enough examples

are drawn from the field of European and North

American folk medicine when archaic-shamanic

healing methods are discussed (Ellenberger

1970; Frank and Frank 1993). One might assume

that another reason for the difficulties in

representing psychotherapeutic treatment

methods used in folk medicine is that the distinc-

tion between physical and mental suffering is

still new and was hardly of great importance in

folk medicine. While this is true, it also applies to

the field of archaic medicine or shamanism

which, as we saw, definitely does share analogies

with the psychotherapeutic experience, so this

argument is invalid.

Nevertheless, there is heuristic value in

distinguishing between folk remedies of archaic

societies and those of Western premodern or

modern societies. The healer of European and

North American societies takes up a different

position than the shaman or medicine man,

because the latter is usually responsible not

only for the health of the individual but also for

the well-being of the group by taking over reli-

gious duties, preserving traditional mythology,

or trying to influence the weather. They take up

a special, exalted position, while the folk healers

of Western societies are usually less isolated, as

they are often people who practice without any

formal training or in addition to their regular job,

because they believe that they are “more capable

than others” in certain areas – a somewhat cryp-

tic description of people who are in any way

considered knowledgeable about magic. In con-

trast to the exclusive character of the shaman,

one should not underestimate the size of this

group of people, because magical knowledge

and magical thinking were widespread in the

(European) Middle Ages and the modern period

(Kieckhefer 2003, pp. 56–57). The existing

source material is misleading, since medical

works were written primarily by scholarly

authors in the religious or medical profession,

whereas folk knowledge was written down only

rarely and, when dealing with magical practices,

also can be problematic to collect empirically in

the present. This is due to the fear of losing one’s

healing abilities if one reveals information about

them, but legal reasons or fear of ridicule plays a

role, too (Simon 2003, pp. 159–163). However,

this problem can be somewhat mitigated by

applying careful methods of field research and

employing confidence-building measures, which

were already discussed in see Sect. 2.2.1.3 in

relation with Favret-Saada’s research and in con-

nection with the German term Einfühlung. And

as for the widespread of magical thinking in the

Middle Ages and the (early) modern period, this

can be accessed indirectly, firstly by ecclesiasti-

cal sources and also by texts of authors in the

Enlightenment tradition, because both groups—

as much as they may differ in their beliefs—pay

considerable attention to the fight against “super-

stition” and often present the contents of the

same in detail.

In addition to the differing functions of the

healer, there is another reason why it makes

sense to differentiate between archaic and

(early) modern folk medicine, and that is the

dominant role of Christianity. This shows,

among other things, in the widespread use of

spiritual healing (faith healing), which assumes

that sickness can be neutralized by divine power,

such as prayers, blessings, and the like. Existing

evidence ranges from the beginning of Christian-

ity, such as Jesus healing the possessed man from

the region of the Gerasenes (see Sect. 2.2.1.2.2

about spirit possession), to the present (Calestro

1972; Ehrenwald 1991, pp. 81–151; Ernst 2011;

Olbrecht 1999, 2000; Schoepflin 1988). The con-

nection with psychotherapy lies in the healing

power of words, the emotions tied to them, as

well as the shared worldview of the clients and

their healers (see Frank and Frank 1993).

Though the Church, as already mentioned, has

always tried to combat magical practices, it

failed again and again, because the majority of

the population saw no conflict between religious

and magical practices but used both of them in

perfect syncretism. The Church’s repeated
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declarations of the dichotomy between religion

and magic did not and do not address the reality

of a broad segment of the population, because “in

popular religiosity within the high religions,

almost all forms of magic, from animism and

magical imagery to elements of sympathetic,

contagious, and imitative magic, are common”

(Petzoldt 1999, p. 9). Therefore, in summary, not

only the person of the healer is diverse, but folk

medicine, too, is an inextricable conglomerate of

empirical, magical, and religious beliefs (Hand

1980; Kieckhefer 2003, pp. 56–94; Kirkland

et al. 1992; Ruff 2003; Thomas 2003;

Wiegelmann 1987).

With regard to the perception of sickness, one

might assume that the field of folk medicine is

similar to shamanism, meaning that it includes

the loss of the soul, possession, taboo crimes, and

the projectile explanation (see Sect. 2.2.1.2).

According to my experiences in this field though,

this is only partially true, namely, with regard to

possession, taboo crimes, and the projectile

explanation. Because of the large number of

cases that involve possession that were reported

in modern period sources, possession is a fre-

quently occurring phenomenon (see Sect.

2.3.1.3), as is the projectile explanation, because

it was a widespread practice in the field of black

magic in the form of the evil eye, curses, and the

like. Taboo crimes also happened a lot, mainly

because of the potential for conflict between

Christian norms and actual behavior, which was

often decried a “sin” by the Church leaders. In

contrast, the loss of the soul appears to have been

too archaic an explanation for sickness to have

spread widely in the folk medicine of the early

modern period. Stories about it exist primarily in

the context of popular belief, the most common

version being that the souls of witches could

leave their sleeping body and cause harm

(Frenschkowski 2007, p. 484; Meier 1852,

p. 184). This is because Christian thinking tended

to project all evil onto marginalized people, and

it need not surprise that not only did “pagan” and

Christian thought go hand in hand but also, as

mentioned above, magical and religious

elements meshed into an inextricable tangle in

folk medical practices. The following example

from the sixteenth century shows this clearly:

“A young woman from Lyon was ailing because a

witch put a hate spell on her at the request of her

jealous mother-in-law. She could not bear the sight

of her husband and his presence. A famous sor-

cerer examined the woman, put her in chains and

rubbed her down with tree bark. Then he filled a

cup with herbs, ensorceled it with incantations, and

bit the young woman in the arm” (Ruff 2003,

p. 80). Gradually, she recovered, but was plagued

by severe pain caused by a needle that had

migrated from her heart. The sorcerer pulled it

out with another bite to the forearm (Ruff 2003,

p. 80). “Meanwhile, an abbot, who had been sent

for, arrived. A lay brother now pulled the

remaining needles effortlessly from the body.

They were kept as evidence for years. ‘The

Abbot touched the wound amid prayers and

swore by the virtue of his faith that no more iron

or steel would come out. And so it happened, alas

the substance changed: small oak or ash wood

chips and thicker blackthorns, sixteen pieces in a

day.’ After prayers, absolution, and the holding of

a mass, the last in a series of wood chips appeared.

It was shown publicly in the chapel. After that, the

patient was healed and appreciated her husband

again” (Ruff 2003, p. 80).

In this example, magical folk medicine and

Christian treatment methods go hand in hand: a

“famous sorcerer” examines the patient; makes a

diagnosis (hate spell), probably with her help;

and takes therapeutic measures that may be part

empirical (herbs), part magical (incantations).

While he is successful, the patient then suffers

from severe pain, the cause of which, however,

he recognizes (needle in the body) and fixes in

accordance with the projectile explanation (bite

to the forearm). But then the clergymen come

along—why, we do not know, maybe the sor-

cerer was overwhelmed, maybe news of the

woman’s sickness had already spread and called

the Church representatives on the plan, because

the expulsion of items was considered a sure sign

that someone had been hexed in the early modern

period (Ruff 2003, p. 79). This also explains why

the objects were shown publicly in the chapel

after the medical procedure: they were meant to

demonstrate the superiority of the Church over

demonic powers and at the same time exhort

people to live a God-fearing life.
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In addition to the projectile explanation, taboo

crimes also seem to play a role, because in the

Christian understanding hating your spouse is a

sin. From a psychotherapeutic perspective, it is

interesting that the source of the curse is the

negative or perceived negative attitude of the

mother-in-law towards the patient, as is the vio-

lent aggression the patient developed towards her

husband. In this context, the swallowing of

objects also has meaning, be it real as harmful

behavior towards one’s own person or imagined

as a hysterical mode, but both probably in the

context of self-punishment mechanisms due to a

guilty conscience.

That apparently the objects contained in the

patient’s body reached the surface through

magical-religious procedures may seem as

strange to us as the curse as an expression of

black magic, but in the context of an early mod-

ern attitude towards life, which was shaped by

magical thinking, these are appropriate therapeu-

tic measures. After all, as we are assured by the

source, they did lead to the desired results, espe-

cially since magical measures were and are an

expression of practical life aid, as anthropologist

Margaret Ruff aptly explained in her thesis (Ruff

2003). In this respect, the folk medical-magical

procedures of the early modern period are indeed

quite important for the history of psychotherapy.

The second example does not lead us into the

past, but takes place in the present and my own

psychoanalytic-therapeutic practice (Rieken

2012). It leads us to magical mental structures

as they are still alive today in Eastern Europe, in

this case in Serbia. One day, an about 35-year-old

woman came to me requiring therapy for a panic

disorder that had started after her husband was

first diagnosed with liver carcinoma and then, on

top of that, suffered a stroke shortly after the

surgery. In the course of the anamnesis, it turned

out that the patient’s relationship with her hus-

band was characterized by vehemently repressed

feelings of hatred that resulted in an unconscious

death wish against him. This was fulfilled in

some way by the liver carcinoma and the stroke,

which is why she responded with extreme

feelings of anxiety, especially since she had

been suffering from massive abandonment issues

since early childhood. A psychoanalyst could

henceforth simply have treated the unconscious

conflict, but the problem went deeper than it

seems. When the patient talked about her fear

of the dark in one of the subsequent therapy

sessions, I asked her if she was afraid of

demons—and she answered this question in the

affirmative. In her village, she explained, there

were two old women who as witches dealt in

black magic. Her husband’s house was also

tainted, because in their parents’ generation,

one of the children died early for a neighbor did

some harm to them with the evil eye. Also,

something had been off with her oldest daughter,

because when she had been a child, she had cried

constantly. Only when a wise woman from her

village had advised her to turn her daughter’s

clothes inside out had she quieted down. This

measure is a common form of defensive magic

in traditional societies: confuse the malicious

spirits—which are not necessarily considered

particularly smart beings—and thus render them

harmless.

In addition, she reported that her husband had

been cursed several times, among others, by a

neighbor of his first wife as well as by the patient’s

sister-in-law, who she said dealt in a particularly

effective form of black magic, because she had

help from a priest of another religion—a common

belief in countries where Catholic, Orthodox, and

Muslim clerics are of equal importance. This

shows that in the popular belief not only is the

perceived or real contradiction of religion and

magic difficult to comprehend, but that, on the

contrary, clergymen who are not members of

one’s own church may under certain

circumstances be considered capable of particu-

larly nasty abilities in the field of black magic.

After the patient gave an account of manifold

curses, I asked her whether she herself may have

once cursed her husband: after some hesitation,

she answered “yes.” This makes the panic attacks

as a result of her husband’s illness even more

understandable: this is not simply about uncon-

scious wish fulfillment in the psychoanalytic

sense and being frightened by it but also about

wish fulfillment and being frightened by it in the

context of magical thinking.
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In this case, it would be a mistake to assume a

severe psychopathology, such as from the areas

of paranoid schizophrenia, paranoia, or

schizotypal disorder, because delusion is

characterized primarily as a private reality

through which the patient is removed from their

relationship with others and their environment.

But the world in which the patient lives is shaped

both by normal social contact and the fact that

she shares her magical ideas with a great number

of people from her home village and also with

some people in Vienna, her current home, who

are important to her (Rieken 2012, pp. 102–104).

This is interesting for several reasons. For

one, it is important for the diagnosis of mental

illness with regard to immigrants from countries

where magical thinking is more prevalent than in

Western societies. With them, one needs to be

careful with hasty pathologizing because it

neglects the cultural context (see Gelo et al. in

press for a discussion), in abovementioned case,

the widespread acceptance of magical thinking in

Eastern Europe. Viewed in this light, the history

of psychotherapy also affects its present. The

premodern period, as already mentioned, is

heavily influenced by a worldview that perceives

people not so much as defined individuals but

rather as open systems, that is, as someone in a

reciprocal relationship with multiple external

influences (see Sect. 2.1).

The fact that a mental illness of the person

concerned is put in a magical context also

demands a “division of labor” type of therapeutic

process. I can explain to the patient, for example,

that the psychotherapist, in this case my person,

is responsible for the psychological treatment of

the panic disorder, something with which I have

made some considerable progress (Rieken 2012,

pp. 109–112), but with regard to the curse she is

under, I do not have the means to help her. Thus

she knows to maintain her contact with people

knowledgeable about magic in order to neutral-

ize the dreaded consequences of the curse, in

addition to the psychotherapy sessions. Under

no circumstances would I advise to try to rid

the patient of their “superstition” in such cases

where there is no doubt about the existence of

black magic, because that would only alienate

the patient from psychotherapy and/or the thera-

pist. Driven by the impetus to “enlighten,” one

would achieve the opposite of what one wanted

to achieve, especially considering how much is

already gained if the patient placed so much trust

in the psychotherapist as a representative of

“enlightened” Western medicine that they admit-

ted to being rooted in magical thinking.

The two case vignettes presented here are

intended to illustrate not only the close relation-

ship between Christian and magical thinking but

also draw attention to a possible link between

magic and psychotherapy. Both examples feature

a curse the clients are diagnosed with, which is

traced back to family dynamics and treated in a

“division of labor” type of process by several

healers, in the first case sorcerer and priests and

in the second case people knowledgeable about

magic and a psychoanalyst. Although the

examples are taken from different eras, namely,

the early modern period and the present, they do

show structural similarities. They illustrate that

magical thinking is an expression of Piaget’s

epistemological egocentrism and that people are

perceived as open systems in intimate interaction

with the supernatural influences that affect them,

but which they are capable of affecting in turn.

These are deep-seated structures that have not

become completely obsolete even in modern

societies and thus count among the vulgus in
populo, the “folk in the population,” to use a

term from older European ethnology

(Hoffmann-Krayer 1946, p. 2). In other words,

they tell of the “simultaneity of the nonsimulta-

neous” as a mark of the modern period.

2.3 Precursors of Psychotherapy
in Advanced Civilizations

2.3.1 Religion and the Church

2.3.1.1 Sickness as a Result of Sin and as
an Expression of the Divine Plan
of Salvation

As mentioned earlier (see Sect. 2.2.1.2.3 about

taboo crime), sickness was often considered a

punishment from higher powers for a violation
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of rules or commandments. In the primarily

Christian world, this was a common interpreta-

tion pattern that, in its specific form, is relevant

for the history of psychotherapy, which is why it

is mentioned here: while the idea of sin as a cause

of sickness is ubiquitous in traditional societies,

the notion that, on top of this, sickness and evil

are to be considered in the context of a divine

plan is characteristic for Christian civilization.

Medical historian Rothschuh called this concept

iatrotheology (Rothschuh 1978, pp. 47–72), a

term that is now enshrined in German-speaking

medical history (Gerabek et al. 2005,

pp. 657–658). In the Old Testament, mental and

physical sickness or disasters such as famines,

floods, and locust plagues are often considered

divine punishment. The following passage from

the Book of Deuteronomy is a typical example

that explains what happens when people do not

obey God:

“The LORD will plague you with diseases until he

has destroyed you from the land you are entering to

possess. The LORD will strike you with wasting

disease, with fever and inflammation, with

scorching heat and drought, with blight and mil-

dew, which will plague you until you perish”

(Deut. 28, 21–22). And a few lines later it says:

“The LORD will afflict you with madness, blind-

ness and confusion of mind” (Deut. 28, 28).

In the course of Church history, the belief that

illness and misfortune were a tool for the perfec-

tion of man in God’s plan of salvation became

equally important as the view that they were

punishments for sinful behavior. For example, it

says in the Lorscher Arzneibuch (Lorscher Phar-

macopoeia), an eighth-century medical compen-

dium: “Very beneficial is indeed a sickness that

shatters the hardness of the spirit, yet very perni-

cious is health that leads man into disobedience”

[Stoll 1992, p. 55; original text: “Valde enim

salubris est infirmitas, quae mentem a durutia

frangit, sed valde perniciosa sanitas, quae ad

inoboedientiam hominem ducit” (Stoll 1992,

p. 54)]. Thus, from an iatrotheological perspec-

tive, sickness may signify many things: it

delivers people from sin and is a means for the

purpose of internal refinement, trial, or purifica-

tion, a sign of God’s omnipotence through

auspicious healing, or the healing itself may be

an act of grace for a soul God loves especially

[Gerabek et al. 2005, pp. 657–658 (with further

references), p. 803; Rothschuh 1978, pp. 47–72;

Vollmer 2011]. Given the importance of the

iatrotheological concept of sickness, the claim

of a well-known psychotherapy textbook that “a

somatogenic (humoral) and demonological

understanding of mental illness” prevailed in

historical times can hardly be maintained

(Hautzinger 2007, p. 10; see Jütte 1996, p. 67).

The interesting thing about the

iatrotheological model is that health and sickness

are relativized before the backdrop of the Chris-

tian doctrine of salvation and thus lose their

unambiguousness. Someone who is bursting

with health my go astray when they forget

about God, while someone else may come to

their senses only due to illness and thus choose

the right path. Similarly to the psychotherapy of

the present, this is about nothing less than the

question of the “right” life. Nowadays, someone

may be professionally very successful, but the

driving force behind it may be narcissistic

deficits, so the outward bustle is supposed to

conceal an inner emptiness. Conversely, some-

one who leads an outwardly diminished life in

comparison to others due to a depressive disposi-

tion may actually be a thoughtful person inside

with a wide knowledge of philosophy and draw

from this to give meaning to their life. The

questions one asks about life that provide infor-

mation about the value of the same are therefore

similar in the context of the Christian worldview

of the past and a contemporary psychotherapeu-

tic framework. Only the answers differ, because

they conform to the respective historical

background.

The similarities between the worldviews

become even more apparent when considered in

the context of Aristotelian causality. A funda-

mental aspect of this is the distinction between

the efficient cause and the final cause (Aristotle

1992, 194b–195b), which in the scholastic recep-

tion of Thomas Aquinas are referred to as causa
efficiens and causa finalis (Thomas of Aquin

2011, lib. 1 l. 4 n. 2; see Chap. 4). The causa
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efficiens is the classic cause of modern under-

standing, because it asks “whence” and “why.”

For Aristotle, however, the final cause was more

important, because it focuses on the self-concept

of people whose actions usually can only be

sufficiently understood when one knows the

goal—aim, intention, purpose, and meaning—

linked to it. However, this is not an attempt to

pit the causa efficiens and the causa finalis
against each other, but to discuss them as equals,

because they complement each other. While the

causa efficiens directs our attention to the past by
asking “whence,” the causa finalis draws atten-

tion to the future by focusing on the “where to”

and “why.” This covers essential areas when

someone is striving not only to understand

problems or setbacks but also to overcome them.

Both causes are essential for iatrotheology as

well as psychotherapy. From an efficient-causal

perspective, God punishes people because they

have sinned in the past. But the action is also final

causal insofar as that he is trying to bring them to

their senses so they will lead a life in accord with

the Christian order in the future. He endeavors to

protect them from further temptations and to lead

them into a more conscious life. The situation is

similar in the psychological field: current

problems that prompt a person to seek therapeu-

tic treatment generally originate in the past.

Someone who cheats on his wife, for example,

may have a shared history with her that has not

been very satisfactory for some time (causa

efficiens). He may want to improve his life by

cheating and unconsciously even give his own

marriage fresh impetus, provided he has the hope

that his wife, when she learns the truth, will not

separate from him but put more effort into their

relationship (causa finalis). If the man is now

having erection problems when having sex with

another woman or is starting to suffer from a

guilty conscience that causes a depressive state,

then this is, from an efficient-causal perspective,

an inner conflict between base instincts and

morality, while from a final-causal point of

view, the unconscious goal is to refrain from

the undesirable behavior.

Thus, there are some analogies to the Chris-

tian context, which would speak of sin, guilt, and

catharsis with reference to the above example,

whereas in the psychotherapeutic context, the

descriptions used would be more along the line

of feelings of guilt and problem handling or sim-

ilar terms. The difference between the two fields

is therefore mainly the fact that a psychotherapist

does not act as a judgmental but as an under-

standing and accompanying instance that does

not lay down rules of conduct but primarily

listens, so that the patient can talk about the

problems that distress them. This, however,

provides another similarity that will be the

focus of the following chapter.

2.3.1.2 Confession
A fundamental connection between psychother-

apy and religion is confession, which is an insti-

tution inherent in Christianity. The commonality

between the two lies in the fact that they both

offer patterns of self-thematization to the indi-

vidual so they may talk about themselves and

their shortcomings (see Scheule 2001, p. 227).

To express something burdensome often has a

cathartic function; this applies to psychotherapy,

which was called the “talking cure” by Sigmund

Freud’s and Josef Breuer’s famous patient Anna

O. (Freud and Breuer 1895, p. 30), as well as to

confession. The etymology of the English term is

narrower than that of the German word

(“Beichte”). While the former is reduced to the

semantic content of an “admission” and further-

more denotes the religious avowal, the latter

traces back to the Old High German noun

“bigiht” (“promise,” “confession”) (Schützeichel

1974, p. 15) which in turn derives from the Old

High German verb “jehan,” which in addition to

the rather specific “confess” also includes the

less specific meanings “speak” and “say”

(Schützeichel 1974, p. 93f.). Thus, an etymolog-

ical connection exists between speech and admis-

sion or confession that provides mental relief,

which demonstrates that homo narrans is a

fundamental anthropological category of our

species, because talking contributes to self-

assurance and problem relief to a decisive extent.

It is primarily about things that have not been

talked about, a secret that burdened the individ-

ual and alienated them from other people. Both,
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however, are essential for psychotherapy as well

as for confession, which was already pointed out

by C.G. (Jung 1933, p. 31; see Kidder 2010,

pp. 230–232).

One big difference between psychotherapy and

confession, however, is that the former is focused

on the major difference between sickness and

health, whereas the latter concentrates on grace

and sin. As already indicated at the end of the

last chapter, this is connected with another differ-

ence, namely, the difference between feelings of

guilt and guilt or sin, meaning between subjective

self-attribution in relation to alleged or actual norm

violations and “objective” violations of the reli-

gious or moral order. Regarding this, the psycho-

therapist is not an attorney of a “higher power”

who sits in judgment over right and wrong, good

and evil, but primarily a companion who is sup-

posed to understand the patient. If Christian

authors of today find that the loss of importance

of confession in present times had to do with the

growing importance of psychotherapy (Kidder

2010, pp. 230–242), then this is due to exactly

this circumstance, namely, that—unlike the

priest—the therapist does not consider themselves

an attorney of an “objective” higher power, but

primarily refers to the subjectivity of the patient.

This is an appropriate attitude towards the plurality

of lifestyles in the postmodern societies of the

present, which have difficulties with “objective”

engagement. The individualization processes of

modern times that implemented this development

require emotional healing in a context where two

individuals meet and learn to trust each other. This

takes time, which is why the relationship between

therapist and patient is much more intimate than

the one between priest and penitent.

Conversely, one might speculate whether tra-

ditional societies with their more hierarchical

structure facilitated mental relief and behavioral

changes by means of confession to a greater

extent than today. That is to say, individualiza-

tion, as already explained in Sect. X.1, also

means an increase in complexity, and as individ-

uality and self-identity played a lesser role in

times past and collective orientation patterns

dominated instead, this may have made changes

easier than today.

In this context, it is perhaps logical—albeit,

from a different perspective, also amazing—that

the European Church throughout its history has

not created any kind of treatment method from

the three elements sin, confession, and repen-

tance, although similarities exist in particular

with regard to taboo crimes (see Sect. 2.2.1.2.3

about taboo crimes). “All elements,” writes Lauri

Honko, “for this are, each on its own, available:
sin, the divine punishment for which is sickness,

and the confession of sin that frees man from sin

and its consequences” (Honko 1959, p. 25). One

may speculate about the reasons; maybe it

seemed sufficient to give moral and educational

instruction—and maybe that was enough in the

context of traditional societies. Regardless, the

Church will have feared a “contamination” with

elements from the field of folk medicine, since

secular healers, as discussed in the last chapter,

usually worked “syncretically” by blending

Christian with magical healing rituals and did

not consider this inappropriate at all.

Let’s leave it at that. Apart from the fact that

an overview cannot delve into the issue in depth,

these are questions that—explicitly in the context

of a psychotherapy historiography—are yet

largely unexplored. Though it would be particu-

larly interesting to see how effectual the options

for relieving mental distress as provided in times

past were in the context of the mental back-

ground of the respective era and insofar compa-

rable with current psychotherapy, which, given

the complexity of the modern individual, is

linked with high expectations. One way to reduce

this academic void, for example, might be to use

sources like autobiographical reports from the

past that focus on personal processes of change,

but also empirical-qualitative research that does

the same for traditional societies of the present.

Even though one must always be aware of the

effects of the industrialized modern period on the

latter, some analogous conclusions should cer-

tainly be possible.

2.3.1.3 Possession and Exorcism
While confession is rather similar to a therapy

session that is carried out in a relatively calm

way, possession is an extraordinary phenomenon
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that matches most closely with certain phases of

very severe mental illnesses, such as psychosis or

some personality disorders. The demons invoked

in exorcism thus correspond with destructive

split personality traits, which was already

pointed out in Sect. X.2.1.2 about spirit posses-

sion, with reference, among other things, to

Freud’s essay A Seventeenth-Century Demon-

ological Neurosis (Freud 1923).

It is interesting that, in the course of history,

possession phenomena were not only observed

with individuals but also entire collectives. Well-

known examples are the Salem (Massachusetts)

witch trials in the late seventeenth century

(Boyer and Nissenbaum 2002; Caporael 1976)

or the Annaberg witch hunts in the Erzgebirge

(Ore Mountains) in the early eighteenth century

(Rychlak 2001, 2009). Depending on the scien-

tific perspective, the assumed causes are social

conflicts and psychological influences such as

mass hysteria, but also physiological

components, ergotism (ergot poisoning), in the

case of Salem and Annaberg. Poisoning as a

cause has been proved, at least for an incident

in the recent past that has gone down in history

under the name of “l’affaire du pain maudit”

(“The Case of the Cursed Bread”). This occurred

in 1951 in the southern French town of Pont-

Saint-Esprit where contaminated bread caused

symptoms of a mass psychosis (see Kaplan

2008). I mention this because a recent publica-

tion argues that the CIA wanted to test the effects

of LSD and for this purpose exposed the popula-

tion of Pont-Saint-Esprit to the drug (Albarelli

2008, pp. 270–279). The legitimate and exten-

sive research of historian Steven Kaplan (Kaplan

2008) proves that this is hardly possible, but it

shows that even in the secular society of the

present, substitutes for the devil and other

demons may be found, in this case the CIA,

which some people believe capable of every

conceivable evil.

It would take up too much space to go into

detail about collective possession here. It makes

more sense instead to focus on a single historical

event in order to illustrate the similarities with

certain phases of the psychotherapeutic process

when it comes to serious mental illness. The one

about to be presented here is well documented

and was also made available to an English-

speaking readership by Ellenberger’s monograph

(Ellenberger 1970, pp. 18–22). It is the case of a

28-year-old woman named Gottliebin Dittus,

who was possessed by demons and was success-

fully treated by the evangelical pastor Johann

Christoph Blumhardt. The story takes place in

Möttlingen, a town in the Black Forest, in the

years from 1842 to 1843 and is documented in

the clergyman’s records (Blumhardt 1979; see

Ising 2002, pp. 148–169); there are also depth-

psychological interpretations of the case, among

which the work of psychiatrist and psychosis

specialist Gaetano Benedetti (Benedetti 1960;

further literature in Ellenberger 1970,

pp. 21–22) should be noted in particular.

Since 1840, Gottliebin Dittus lived in poverty

with her siblings in the downstairs apartment of a

haunted house. “What you heard was a recurrent

banging and slurping in the chamber, living

room, and kitchen that sometimes lasted all

night, which often frightened the poor siblings

very much, also worried the people living

upstairs, as much as they were shy of letting

this be known” (Blumhardt 1979, vol. 1, p. 34).

When the banging increased until it was also

heard by the neighbors and all the attention of

the village focused on the haunted house,

Blumhardt as the local pastor was forced to act.

Following his advice, Gottliebin moved in with a

cousin; while the haunting of the old dwelling

stopped, though, it continued at the new location.

On top of that, Gottliebin was shaken by

convulsions and foaming at the mouth. A few

days later, Blumhardt heard her speaking in a

strange voice. When he talked to her, he learned

that it was the spirit of a deceased woman who

had murdered her two children and could not find

peace. Then Gottliebin told him of many other

demons that were around and inside her, though

at first his intervention caused her condition to

worsen: “She beat her chest, plucked out her hair,

writhed like a worm, and seemed to be a

completely lost person” (Blumhardt 1979, vol.

1, p. 44). Still the pastor stayed loyal to her, and

gradually she started to trust him, especially

when painful bleedings she had suffered and
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which the doctor who had been called had not

been able to stop “ended the day I first began

to seriously attend to her” (Blumhardt 1979,

vol. 1, p. 45). He then also took up the fight

against the demons who felt more and more

pressured: “No one in the world,” they said to

him, “would have cast us out; only you, with

your eternal praying and holding on, prevailed”

(Blumhardt 1979, vol. 1, p. 48). Another demon,

though, showed remorse and wanted to come into

the church. Initially frightened, Blumhardt then

answered: “If you promise me that you won’t

bother anyone and will never become visible,

on the condition that Jesus gives you his permis-

sion, I do not mind” (Blumhardt 1979, vol.

1, p. 53). Only Gottliebin then saw the demon

in the far corner of the church building, but after

some time it disappeared. In the end, she was

completely healed and her strength was coming

back. She was much obliged to Blumhardt, and

after some time she was accepted into his home,

where she became not only “my wife’s truest and

wisest aide in matters of the household and child

rearing” (Blumhardt 1979, vol. 1, p. 77) but also

“virtually indispensable for the treatment of

mentally ill people, because they soon place the

most unreasonable trust in her, so that my dealing

with them requires little time” (Blumhardt 1979,

vol. 1, pp. 77–78).

Benedetti stresses that in the “attempt to inter-

pret the known medical history of Gottliebin

Dittus, which was written down by Pastor

Blumhardt in 1848, [. . .] the similarity between

his experiences and those of our medical proce-

dure” catches the eye (Benedetti 1960, p. 474).

This opinion is justified, because the notable

characteristic in the pastor’s report is that he did

not really carry out an exorcism—thus violently

using force against force—but first of all was

merely there for Gottliebin by giving her pastoral

care and supporting her and her demons, and he

did this, as he points out frequently, through

prayer and fasting. Only after she came to trust

him did he become more active and dealt with

the numinous figures. This at first led to a wors-

ening of her condition, as is often the case in

psychotherapy when changes are imminent, but

he held out against all the hostility. He was able

to do this because of his worldview, namely, that

good may defeat evil at the end if one makes an

effort, which connected him with his identity and

offered him stability much like the therapist

should be convinced of the effectiveness of

their actions. Not only did he remain steadfast,

but, as any experienced therapist, he was also

flexible in the event of unusual questions in

that, for example, he allowed a particular

demon to retreat into the church building,

provided Jesus gave permission.

Other similarities with a professional psycho-

therapeutic attitude are that Blumhardt did not

condemn Gottliebin, who cast the worst

aspersions on him, but held out against them

and tried to understand her: it was the demons

that spoke through her, not she herself. Thus he

saw, without judging her, her ambivalence: “She

felt tied down with a certain force on one side,

the Satanic; and at her core she was searching for

the other side, the divine” (Blumhardt 1979, vol.

1, p. 72). In addition, Blumhardt had a sense for

the importance of childhood influences on later

life, for he writes that the origins of her behavior

were to be found in this period, as sorcerers had

tried to get a hold of Gottliebin from a young age,

by snatching her from her mother: her mother

“often told her that she’d had the child next to her

in bed, and in her sleep suddenly became anxious

about the child [. . .]. Something fell to the

ground by the chamber door, and it was the

child” (Blumhardt 1979, vol. 1, p. 68). Looking

at the symbolism and transferring the results to a

therapeutic framework, one might speculate that

the spatial separation between mother and child

at night, the child falling to the floor, and the

fears of the mother caused traumatic effects.

Also interesting is the happy ending of the

story. A mutually trusting relationship develops,

which is so stable that Blumhardt and his wife not

only assign Gottliebin educational responsibilities

for their children, but Blumhardt also allows her to

attend to “mentally ill people, because they soon

place the most unreasonable trust in her”

(Blumhardt 1979, vol. 1, p. 78). Apparently she

was able, like it is often the case with

psychotherapists, to transform her afflictions and

traumas into something productive—and it was a
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very severe affliction, perhaps comparable with the

well-known case history of psychoanalyst Mar-

guerite Sechehaye, in which she describes how

her patient Renée was cured of psychosis

(Sechehaye 1956)—the same Renée who she

adopted later and who then became a psychoana-

lyst herself under the name Louisa Sechehaye-

Duess (Cifali 2005).

The three elements of pastoral care and of

dealing with problems in life described in this

chapter—sickness as a result of sin and as an

expression of the divine plan of salvation, con-

fession, and the expulsion of demons—demon-

strate that there are remarkable analogies to

psychotherapy. It is possible that this is an ade-

quate response to emotional problems in a thor-

oughly Christian-oriented world that has not yet

been caught up in processes of individualization

and where people identify themselves primarily

through groups and collective orientation

patterns. Under these conditions, people are

more willing to submit to authority than in a

society defined by the idea of self-realization.

In this respect, it seems to be not only the direc-

tive element characteristic for traditional

societies that makes it easier to influence the

psyche than is the case in modern Western

societies, but also dichotomous worldviews that

may lack differentiating nuances but make a

clear distinction between good and evil.

2.3.2 Philosophy

While the Christian religion is steered and con-

trolled by intellectual elites but claims to serve

broad segments of society, philosophy is to a

large extent a concern of cultural elites for cul-

tural elites without direct impact on the majority

of the population. Still it is relevant in the context

of a history of psychotherapy, because the two

fields share some common ground.

The term “philosophy” comes from ancient

Greek and means “love of wisdom.” The latter

is described as a basic human mind-set, which is

based on life experience and the understanding of

life in terms of its origin and its meaning and also

addresses so-called essential questions (see Speer

2004). Similar to religion, the focus is also and in

particular the problem of the “right” life, though

while religion attaches great importance to faith,

philosophy advocates rational activity. From

today’s perspective, which increasingly draws

attention to psychological factors, these

perceptions are too one sided, because they

underestimated or underestimate the role of

emotions and affects. A classic example for this

is the philosophy of the Enlightenment, the first

great practical application of which in politics,

namely, the French Revolution, ended in a blood-

bath and the subsequent reinstitutionalization of

monarchy. Nevertheless, in the long run, the

Enlightenment contributed to the humanization

of society, in that, for example, the Fundamental

Rights have been incorporated in the

constitutions of Western democracies, which

had a broad impact on the distribution of the

ideas of equality and self-realization of man,

among other things, which is also important for

psychotherapy (see Rieken 2011b, pp. 13–21).

However, these are processes that went on for

centuries and effectively changed the lives of

individuals only in homeopathic doses. There-

fore, it is not a surprise that at the end of the

twentieth century, which historian Eli Zaretsky

dubbed “Freuds Jahrhundert” (according to the

German translation of Zaretsky 2004; the English

translation is “Freud’s Century”) and which is

marked to an increasing extent by a “culture of

self-help” (Illouz 2008), philosophy, too, delves

into the issue of how more rapid processes of

individual change might be facilitated. The dis-

cipline that focuses on this was established in the

German-speaking countries in the early 1980s

and calls itself “Philosophische Praxis”

(“Philosophical Practice”) (Achenbach 1984;

Ruschmann 1999; Staude 2010), while the

English-language counterpart is called “Philo-

sophical Counseling” (Marinoff 2002; Raabe

2001) and was established in the United States

in the early 1990s. It is a form of life coaching, its

relationship to psychotherapy controversial (see

Achenbach and Macho 1985; Achenbach 2010a,

b; Brandt 2010; Schuster 1999), but the lowest

common denominator being the “clarification

and orientation through independent, critical
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thinking” (Staude 2010, p. 7), with the addendum

that “the critical reflection of oneself, of one’s

own development and contingencies [remains] a

central challenge of human growth as a person

and a sustainable development of society”

(Staude 2010, p. 7).

An important theoretical basis of philosophical

practice—to circle back to the history of psycho-

therapy now—is maieutic, called the art of mid-

wifery, which is attributed to Socrates

(see Lütchen 2013; Ruschmann 1999; Schuster

1999; see also Overholser 1993a, b, 1994, 1995,

1996, 1999; Maranhão 1986). It was passed down

to us through Plato’s dialogue Theaetetus, where

he puts the following words in Socrates’ mouth:

“All that is true of their art of midwifery is true also

of mine, but mine differs from theirs in being prac-

tised upon men, not women, and in tending their

souls in labor, not their bodies. But the greatest thing

about my art is this, that it can test in every way

whether the mind of the young man is bringing forth

a mere image, an imposture, or a real and genuine

offspring. For I have this in common with the

midwives: I am sterile in point of wisdom, and the

reproach which has often been brought against me,

that I question others but make no reply myself

about anything, because I have no wisdom in me,

is a true reproach” (Plato 2006, 150b, c).

If he says at the beginning of the quote, “all

that is true of their art of midwifery is true also of

mine,” then this refers to a spiritual midwifery,

which explains the paradox in the following sen-

tence that this referred to men and not to women

and also not to the body but to the soul. Because

this was the patriarchal world of ancient Greece,

where philosophy was reserved for men. The

biggest similarity between the real and the philo-

sophical art of midwifery, according to Socrates,

is that one does not give birth oneself, but only

assists in the birth process.

In other words, by asking the appropriate

questions, one can help someone else gain

greater awareness by making them track down

the facts in question independently and thus

“give birth” to insight. At this point, there are

similarities to the psychotherapeutic process,

provided it is designed to be nondirective and

allows the patient to approach knowledge they

already have through appropriate questions.

Another aspect, however, when transferred to

psychotherapy, only works in part, namely, that

maieutic claims to be able to verify whether the

mind of the young man “is bringing forth a mere

image, an imposture, or a real and genuine off-

spring.” Because every psychotherapist knows

errors and wrong turns in the process and more

than a few therapies end with only conditional

success or even cancelation. On the other hand,

when everything goes well, patients are taught to

pay better attention to their own needs, and they

gain autonomy, so that they then are able, to

some degree, to verify themselves whether they

are dealing with “a mere image, an imposture, or

a real and genuine offspring.”

The obvious question for psychoanalysts,

whether the “birthing” of knowledge that some-

one was not previously aware of constitutes

“unconscious knowledge,” will only be touched

upon briefly here. Gottfried Fischer, who has

made great contributions to the philosophical

foundations of psychotherapy as an independent

science see Chap. 4, answered this question with

a resounding “yes” (Fischer 2008, p. 106; Fischer

2011, p. 20). We, however, are a little more

skeptical about this approach, because one must

keep in mind that the concept of the unconscious

was completely alien in ancient times and it

could also only have been applied to the soul if

the authors of that time had made distinctions

between different parts that allowed at least

analogies to the unconscious, preconscious, and

consciousness, or the id, ego, and superego. But

that is not the case, as although there is a tripar-

tite division of the soul in Plato as there is in

Freud, it is designed in analogy to the structure of

the State and its estates as he created them in his

republic. Plato distinguishes the “appetitive”

(epithymētikón), the “spirited/passionate”

(thymós), and the “logical” (logistikón) ability

(Plato 2000, 439d; 441e) and links the logical

ability to the wisdom of the rulers and the spir-

ited/passionate ability to the bravery of the

warriors, while the appetitive ability corresponds

to the third class, the common people, and the

craftsmen. Regardless, one should remember that

maieutic is not less focused on emotional
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processes as on the gaining of knowledge. In

contrast to this, psychotherapy is much more

than a philosophical conversation because,

although new knowledge is generated, it is also

concerned with new relationship experiences and

the satisfaction of emotional needs or deficits.

Nevertheless, Fischer is right about one thing:

the common ground between maieutic and psy-

chotherapy is that both aspire to shine a light on

knowledge that somebody possesses in potenti-

ality but not yet in reality in their “logical abil-

ity,” but which can be teased out by clever

questions. Insofar, philosophy with its specific

technique of maieutic has in fact earned a worthy

place in the history of psychotherapy.

Conclusion

The history of psychotherapy is a short one,

because it barely reaches back to the nine-

teenth century, but the prehistory of psycho-

therapy can be traced back all the way to

illiterate cultures. However, if one was to

measure the practices of the archaic and the

premodern period by today’s standards, then

the methods, particularly in the fields of sha-

manism and folk medicine, would inevitably

appear strange, archaic, or abstruse, especially

since in the perception of human or written

sources, they are often associated with

so-called superstitious and supernatural

phenomena. But when one considers the

traditional treatment methods in the context

of their time, it becomes clear that a large

number of them is used “by modern psycho-

therapy, even though in a different form”

(Ellenberger 1970, p. 3). If you consider that,

you can recognize them as sincere efforts to

deliver people from physical, emotional, and

mental distress. They also demonstrate that,

due to the similarities between traditional and

contemporary psychotherapeutic treatment

methods, it seems that there is a limited reper-

toire of treatment methods in terms of struc-

ture that has proven effective throughout the

epochs (see Frank and Frank 1993; see also

Chap. 4). Thus, people could learn from the

past, the patient, as well as the professional or

scientist.

In addition, the historical perspective

teaches us two things: first, that in ancient

societies, healing usually went hand in hand

with meeting spiritual needs and, second, that

no difference was made between physical and

mental suffering. The former may not be

transferable without modification to the

secularized societies of the Western modern

period, but what is still worth considering is

the question of the meaning of life, which

arises again and again in the case of severe

mental shocks, as demonstrated by the high

suicide rate in certain mental disorders,

among other things. The other aspect—the

unity of body, soul, and spirit—is connected

with this, because it clearly shows that previ-

ous eras favored a holistic approach of

looking at people, which is obviously a basic

human need. It is important to consider,

though, whether the contemporary main-

stream of psychotherapy research is suited to

fully understand phenomena such as whole-

ness and meaning, because the ideal of objec-

tivity in association with the model of

functional dependencies that aims to identify

causal relationships as precisely as possible is

not generally concerned with these phenom-

ena. To answer the question why the main-

stream does not concern itself with this,

another look back in history might be in

order, in this case the history of science,

because this shows that in the course of the

development of modern science since about

1500, important strands for the understanding

of the conditio humana, the human condition,

have been lost. This is what the next chapter is

all about.
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Jütte R (1996) Geschichte der Alternativen Medizin. Von

der Volksmedizin zu den unkonventionellen

Therapien von heute. Beck, München

Kaplan SL (2008) Le pain maudit; retour sur la France des

années oubliées, 1945-1958. Fayard, Paris

Kernberg OF (2000) A concerned critique of psychoana-

lytic education. Int J Psychoanal 81:97–120

Kernberg OF (2006) The coming changes in psychoana-

lytical education: part I. Int J Psychoanal

87:1649–1673

Kernberg OF (2007) The coming changes in psychoana-

lytical education: part II. Int J Psychoanal 88:183–202

Kidder AS (2010) Making confession, hearing confes-

sion: a history of the cure of souls. Liturgical Press,

Collegeville, MN

Kieckhefer R (2003) Magic in the middle ages.

Cambridge University Press, Cambridge

Kirkland J, Mathews HF, Sullivan CW III, Baldwin K

(eds) (1992) Herbal and magical medicine: traditional

healing. Duke University Press, Durham

Knoll A (2012) Resonanzmomente. Beziehung-

sphänomene in Schamanismus und Psychotherapie.

Monsenstein und Vannerdat, Münster
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Zürcher Student 2, 1. Mai 1926: 64

Vogel VJ (1990) American Indian medicine. University

of Oklahoma Press, Norman

Vollmer M (2011) Sünde—Krankheit—“väterliche
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Abstract

The history of psychotherapy research can be

viewed on the basis of four phases that differ

in general streamings, aims, achievements,

and protagonists, respectively. In the first

phase (1920–1954), phenomena of private

practices became objects of scientific investi-

gation and basic outcome research was

“invented.” The first systematic sound

recordings by Carl Rogers and his team

represented the roots of process and process-

outcome research. In the second phase

(1955–1969), pre-post-follow-up designs

were developed. Process research was inten-

sively advanced and questions were posed in a

more complex way. The refinement of

research questions and further development

of methods—especially meta-analytic stra-

tegies that allowed summarizing a large

body of information across outcome stud-

ies—were major achievements of phase III

(1970–1983). The fourth phase (1984 to

now) is characterized by an intensive deepen-

ing of process and process-outcome research

and by the emergence of mixed-method

approaches, the investigation of unsuccessful

cases, intercultural issues, as well as client and

therapist factors and their interaction. Com-

mensurate with the enormously quick increase

of the importance of the Internet in everyday

life, settings of online psychotherapy became

a matter of interest. With respect to the enor-

mous influence the idea of common therapy
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factors that can be observed across all thera-

peutic school settings has won in psycho-

therapy research, a second chapter is

dedicated to a detailed view on the “birth”

and further research developments in this

field. The concluding paragraph offers a

short glance on possible future perspectives.

3.1 Introduction

The historical traces of psychotherapy research

are an essential and necessary context for the

understanding and further development of psycho-

therapy research today. Therefore a chapter in a

handbook on psychotherapy research needs its

introduction from a historical perspective. The

history of psychotherapy research has been

described by several authors (e.g., Lambert

et al. 2004; Muran et al. 2010; Orlinsky and

Russel 1994; Strupp and Howard 1992). The pres-

ent chapter aims at providing the reader with

information on the historical phases of psycho-

therapy research, as they have been already

differentiated by Orlinsky and Russel (1994).

As to the very early roots, the chapter widens the

view and goes beyond the beginning in 1920.

Streamings and paradigms will be described as

well as the role of key persons who affected the

development and whose achievements still radiate

today on the field of psychotherapy research and

its dynamics. The birth and advancement of the

idea of common factors is dealt with in detail with

respect to its timeliness.

3.2 The Phases of Psychotherapy
Research

This chapter is structured by the idea of four

phases of the history of psychotherapy research,

being proposed by Orlinsky and Russel (1994).

Although the division states an oversimplifica-

tion of the history, it provides boundaries that

facilitate the description and understanding as

well as distinguishing between streams and

aims, which differ between the phases. In gen-

eral, there have been two major traditions in

psychotherapy research that have caused a lot

of friction and are still controversial today,

namely, the one being characterized by logical

positivism and operationalism and the other by

structuralism, phenomenology, and herme-

neutics (see Ponterotto 2005 and Chap. 4; see

also Gelo 2012). The two traditions especially

differ in their epistemological pre-assumptions

and have been challenged frequently during the

last decades. Today there are increasingly more

attempts to combine the approaches, to aim at

synergetic effects, and to take a position of

methodological plurality (Muran et al. 2010).

3.2.1 Phase I (1920 to the Birth
of Psychotherapy Research
in 1954) and Some Events
Much Earlier

In general, the main concern of the first phase

was “to demonstrate the feasibility and necessity

of applying scientific methods to the study of

psychotherapy” (Orlinsky and Russel 1994,

p. 191). The beginning of the first phase is mainly

described from the 1920s on, but there are even

some earlier roots we should not forget.

3.2.1.1 Nearly Forgotten Roots
and Famous Ones

Hardly anyone would expect the very first

publications of systematic reflections on psycho-

therapeutic methods to be even enrooted in the

eighteenth century. Indeed, it was more than

100 years before Hippolyte Bernheim

(1840–1919) introduced the term “psychotherapy”

(Bernheim, 1892), see when Karl Philipp Moritz

(1756–1793), a philosopher, writer, and teacher,

founded the Journal Erfahrungsseelenkunde or

Journal of Psychology from Experience. The peri-

odical was created as a reader for scholars and

non-scholars and was published up to 1792. It

provided the possibility to everyone who was

interested to publish knowledgeable observations

and thoughts on issues of mental disorders and

the respective treatment options of that time.
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Many contributions focused on questions of how

to understand mental disorders more deeply but

also how affected authors cured themselves

(Fiedler 2010).

The better-known origins of psychotherapy

research are the Studies on Hysteria by Breuer

and Freud (1895). They contained a number of

case studies reflected from a neurophysiological

and psychological point of view. As it appears

during the early stages of clinical sciences, the

very first research steps were done in the form of

single-case studies that provided the first evi-

dence for theories and practice of psycho-

therapies. Freud’s analytical hypotheses were

mainly supported by clinical case studies, which

are especially applicable to deeply exploring the

therapeutic process and generating new hypo-

theses to be investigated more systematically

(Hersen et al. 1984). To date, it is still difficult

to understand why it was not until the 1990s (e.g.,

Faller and Frommer 1994) that case studies

really had their renaissance in the field of psy-

chotherapy research, except for the maintenance

of more anecdotal case studies in the meantime.1

3.2.1.2 The Early Beginning from
the 1920s to the 1950s

Between 1920 and 1940 there was a slow but

steady rate of publications, with a discontinua-

tion during the war (Orlinsky and Russel 1994).

In the 1930s, institutions started outcome

research activities by documenting treatment

results. The studies were mostly comprised of

simple tallies of therapist-perceived improve-

ment. After the war research activities reoccurred

in the beginning of the 1950s, aiming at

investigating the many facets of psychotherapy.

The Menninger Psychotherapy Project (see also

Sect. 3.2.2.6) started in the mid-1950s and can be

viewed as a major milestone of the reentry into

outcome as well as process research interests

after the war (Strupp and Howard 1992). In gen-

eral, central concerns of psychotherapy research

in the 1950s included patient and therapist

characteristics, process of psychotherapy, and

common treatment factors but also possible

limitations of psychotherapy that were increas-

ingly perceived and observed.

3.2.1.3 The Catalyst Effect: Eysenck
The proliferation of uncontrolled and also anec-

dotal clinical case studies at the beginning of the

1950s became increasingly criticized in favor of

more systematic clinical surveys with increasing

sample sizes and also experimental investi-

gations due to historical trends and important

events (Hersen et al. 1984)—one of them

undoubtedly being H.J. Eysenck’s attack on the

effects of psychotherapy in general. He

provocatively asserted that empirical research

did not support the claim that psychotherapeutic

approaches were more efficacious than neutral

(control) conditions and that recovery of psycho-

pathology was just reflecting spontaneous remis-
sion rates (Eysenck 1952). One early rejoinder

was Lester Luborsky’s rebuttal (Luborsky 1954)

that stressed flaws in Eysenck’s control group

and in the assessment of outcome. Eysenck’s

provocation evoked a challenging starting point

of the career of young Luborsky (Crits-Christoph

et al. 2010). In the same year Rosenzweig (1954),

in his reply to Eysenck, criticized the different

standards of severity of illness and standards of

recovery in his empirical data. He evaluated

Eysenck’s comparison to be of little validity

and his generalizations to be highly questionable

because of low resemblance in the named

standards for the experimental and control

group. Nevertheless, Eysenck’s attack had an

immense catalyst effect on the further develop-

ment of psychotherapy research in general, espe-

cially aiming at refuting his assertions, and

therefore justifying the discipline, as will be

described later in this chapter.

1 Obviously, the reason is that the development of psycho-

therapy research in the beginning happened in accordance

with the imperatives of logical positivism that considers

single-case research as marginal and consequently

excludes it.
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3.2.1.4 The Roots of Outcome Research
3.2.1.4.1 Counting and Statistics

Thirty years after the Studies on Hysteria, the

first statistics-based outcome studies were

published in the late 1920s (Fenichel 1930,

cited in Bergin 1971; Huddleson 1927; Matz

1929). A very early British work by Neustatter

(1935) was even published in the Lancet, which

has continued to be one of the most influential

journals in the field of medical research until

today. This is astonishing, since still today, hav-

ing a psychotherapy research study accepted by

the evaluators of this journal is a difficult and

demanding task. Until 1940 the efforts focused

on very elementary outcome research aimed at a

status of scientific legitimacy. Most of the studies

dealt with therapist-perceived improvement,

diagnoses were vague, and samples were hetero-

geneous and small (Bergin 1971). Therefore,

they did not allow for deep interpretations or

broad generalizations. The efforts were

intensified after Eysenck’s provocative attack

on the efficacy of psychotherapy, as mentioned

above (Eysenck 1952). Psychometric scaling was

used as a means of quantifying phenomena, after

Thorndike (1918) had formulated much earlier,

“Whatever exists at all, exists in some amount.

To know it thoroughly involves its quantity as

well as its quality” (p. 16). He thereby took an

acerbic position of positivism, which was heavily

criticized in later stages of the development of

the field of psychotherapy research.

3.2.1.5 The Roots of Process and
Process-Outcome Research

3.2.1.5.1 The Revolution: Sound Recordings

and Sequential Process Research

The striving for scientific legitimacy of psycho-

therapeutic treatments was consistent with an

inherent characteristic of psychotherapy and its

representatives, viewing psychotherapy as

corresponding to applications of science of the

mind. This means at the same time a theoretical

allegiance to the ideal of natural science, follow-

ing the logical positivism paradigm (i.e., objec-

tivity, replicability, etc.) (Orlinsky and Russel

1994). As a revolution in psychotherapy research

of the 1950s, for the very first time, sound

recordings of therapy sessions were applied as a

means of a scientific approach to psychotherapy.

The beginning of systematic phonographic

recordings of sessions can be viewed as the root

of process research, invented and inspired by

Carl Rogers and his team at the Ohio State Uni-

versity (Rogers 1942b). “The Case of Herbert

Bryan” was the first fully transparent (through

transcriptions) psychotherapeutic case ever

published (Rogers 1942a). With this innovation,

Rogers and his team tried to find an approach to

illuminate the arcane characteristics of thera-

peutic sessions (Rogers 1942a). Classifications

of therapist responses (e.g., questions, giving

information, interpreting) or categorizations of

“directive” vs. “nondirective” therapist behavior

were made in the beginning. The very first

sequential process research study was accom-

plished by Snyder (1945) under the supervision

of Rogers. Both client and therapist responses

were rated, and which therapist behavior

prompted which client reaction was traced.

Among other results, Snyder found that simple

acceptance and clarification of feelings led to a

higher degree of client insight than questions and

interpretations by the therapist (Elliott and

Farber 2010).

Given the pioneer status, Rogers’ significant

contributions were a strong emphasis on the

importance of research in psychotherapy as well

as the attempt to investigate the factors that con-

stitute an effective therapeutic treatment. In this

way, Rogers and his team (Gordon et al. 1954)

invented a new genre of research—the process-

outcome research—with its main characteristic

being the sampling of key therapy process

variables used to predict post-therapy outcome

(Elliott and Farber 2010).

3.2.1.6 Major Developments and
Achievements

As a main achievement the protagonists of the

first phase showed that phenomena in private

practice became objects of scientific investiga-

tion. Outcome research that was very basic in the

beginning was especially refined after Eysenck’s

attack. Studies of this kind still strongly relied on
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a (post)positivistic model of science and empiri-

cal investigation. Moreover, the introduction of

sound recordings meant the first sparks to the

later and still current fireworks of process and

process-outcome research, lighting the darkness

of the therapeutic session.

3.2.2 Phase II (1955–1969): The
Second Attack and the
Advancement of Process
Research

Immense growth in the field of psychotherapy

research could be observed from the middle of

the 1950s. The major task of this period can be

described as fulfilling the promise of building a

scientific field of the study of psychotherapy

(Orlinsky and Russel 1994). A second attack

conducted by Eysenck (see Sect. 3.2.2.1) again

had a catalytic impact on the field and stimulated

many of new investigations. This impetus was

also accompanied by a general, greater concern

with efficacy of psychotherapy by researchers

(Hersen et al. 1984). It shaped in a way the

pursuit of mostly outcome ideas, because general

justification was demanded to help psycho-

therapy to gain an acknowledged position in the

scientific field and society in general. The second

phase was therefore very much characterized by

the aim of justifying the psychotherapeutic pro-

fession through research. Moreover, this phase

was characterized by a proliferation of process

studies, especially by client-centered researchers,

aiming at the validation of Rogers’ necessary and

sufficient factors for therapeutic change (Rogers

1957).

3.2.2.1 Eysenck’s Second Attack
In the 1960s psychotherapy researchers were

again facing a difficult situation, when Eysenck

repeated his provocative thesis, with a second

attack referring to (seemingly) more supportive

data than in 1952 (Eysenck 1960). Although the

body of knowledge in psychotherapy research

had already grown significantly and especially

research questions and associated methods had

reached a much more elaborate and sophisticated

state than ten years before, there was still not

enough solid evidence concerning the general

efficacy of psychotherapy to clearly refute

Eysenck’s assertions. A key event was Bergin’s

(1963) review and scrutiny of data that Eysenck

leaned upon heavily in support of his pessimistic

position expressed in the first and second attack.

From today’s perspective it can be viewed as a

turning point in the altercation. The surprising

part of Bergin’s results was the observation that

therapists could be divided into two groups: one

producing positive and another producing nega-

tive results. Therefore, the calculated mean of the

effects had produced a parameter that seemingly

supported the assertion that psychotherapy was

uniformly not effective. The publication of this

reanalysis in the Journal of Counseling Psycho-

logy stated a milestone for refuting Eysenck’s

attack (Hersen et al. 1984). A flood of research

activities on therapist variables was triggered,

which, among other topics, also investigated the

performance of lay persons (e.g., Rioch

et al. 1965) and paraprofessionals (e.g., nurses;

Tharp and Wetzel 1969), being trained, for

example, for behavior modification.

3.2.2.2 Justification Informed by Logical
Positivism

The prevailing philosophy of science at the

beginning of this period was still logical positi-

vism with the focus on overt behaviors (referring

to observable aspects of behavior like aggression

or anxious avoidance). Subjective states in this

context were mainly considered as objectively

unverifiable, and the role of observers was under-

stood as scientifically trustworthy (Anchin

2008), which from a current point of view, of

course, has to be heavily criticized and viewed as

insufficient to achieve deep knowledge about

changes in experience and behavior. Since a

main concern in the second phase was justifi-

cation, nomothetic group designs and respective

statistical analyses were major elements of the

predominant methodology approaches in process

and outcome research, although they did not

necessarily reflect the researchers’ personal

convictions and interests.
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3.2.2.3 Initial Conferences and
Reorganization of the Field

3.2.2.3.1 Initial Conferences

Three initial conferences in 1958, 1962, and

1966 caused significant interest in psychotherapy

practice and research all over the world. The

venues were Washington, D.C.; Chapel Hill;

and Chicago, respectively. They were organized

by the American Psychological Association

(APA) and financed by the National Institute of
Mental Health (NIMH). The major aims of the

very initial conference were a) the evaluation of

the state of the art of psychotherapy research and

b) the stimulation of research. Significant partici-

pants like Lester Luborsky, Jerome Frank,

Joseph Matarazzo, Morris Parloff, Carl Rogers,

and Hans Strupp exchanged their ideas with

colleagues, and the proceedings were published

by Rubenstein and Parloff (1959).

The two following conferences hosted the full

range of representatives of the psychotherapeutic

schools. Clinicians discussed theory and

concepts as well as methodology, aiming at

elaborating and refining psychotherapy research

(Strupp and Luborsky 1962; Shlien et al. 1968).

The results were significant for the community

for many years, also supporting independent

researchers by providing them with a significant

amount of knowledge and proceedings as well as

inspiration for research ideas.

3.2.2.3.2 Reorganization of the Field

Another major development influenced the field

of psychotherapy research in the 1960s: the

upcoming behavior therapy. The yearly chapters

of The Annual Review of Psychology on psycho-

therapy reveal that at the latest 1965 behavior

therapy was viewed as a new force in the field

(Hersen et al. 1984). Unfortunately, at that time

integration of these two existing psychotherapy

research fields seemed to be nearly impossible

because of differing clinical theories and their

consequences for research approaches, although

it might have had a very fruitful effect on the

general development of research activities.

Hence, during the following years the develop-

ment of the two research branches seemed to be

still quite distant from another.

The growth of the field revealed the need for

new organizational structures that resulted in two

split branches: On the one hand, the provisions of

Kenneth Howard and David Orlinsky found their

culmination point in the first meeting of the Soci-

ety of Psychotherapy Research (SPR) in 1970 in

Chicago (Muran et al. 2010). On the other hand,

ten behavioral therapists (John Paul Brady,

Joseph Cautela, Edward Dengrove, Cyril Franks,

Martin Gittelman, Leonard Krasner, Arnold Laz-

arus, Andrew Salter, Dorothy Susskind, and

Joseph Wolpe) founded the Association for the
Advancement of Behavior Therapy (AABT) in

1966 in Washington, D.C. (Franks 1987, 1997).

According to the development of behavior ther-

apy and its discourses during the following

decades, the AABT was renamed twice, which

resulted in the current name the Association for
Behavioral and Cognitive Therapies (ABCT).

The parallel development of the two branches

symbolized a splitting of the field of psycho-

therapy research, mostly due to differing clinical

theories and their effect on research models.

Although the gap was maintained over decades

and can sometimes still be sensed today, both

“sides” show their commitment to bridge the

gap, aiming at synergies and fruitful cooperation

for the further development of the psychotherapy

research field in general.

3.2.2.4 Outcome Research in Phase II
3.2.2.4.1 Controlled Experiments, Tests,

and Interview Techniques

The activities of outcome research in this phase

were closely linked to the necessity of producing

convincing rejoinders to Eysenck’s provocative

statements. Although some behaviorally oriented

researchers used single-case experimental

designs to support the influences of their treat-

ment methods (e.g., Baer et al. 1968), a major

portion of research activities focused on the

refinement and application of controlled experi-

ments, aiming at proving the efficacy of psycho-

therapeutic interventions compared to control

conditions. Major developmental steps were

therefore a consequence of the context of justifi-

cation. Quasi-experimental pre-post-follow-up

designs (without randomized assignment to clini-

cal groups) were the predominant design,
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comprising assessments of personality and psy-

chopathology as outcome variables (Orlinsky

and Russel 1994). For this purpose, tests and

interview techniques had to be elaborated,

modified, or newly developed.

Analogue research designs were quite promi-

nent, which means that researchers became inter-

ested in contrived or simulated therapy

situations. For example, patient samples with

mild clinical problems (i.e., snake phobia) were

treated by trained graduate students (Lang and

Lazovik 1963). On the one hand, the application

of these studies fostered the shift from survey

research to quasi-experimental controlled

designs (i.e., because of design economy and

avoidance of ethical constraints), and on the

other hand, it was heavily criticized for removing

studies too far from the clinical situations

(Hersen et al. 1984) to allow any meaningful

conclusions for the psychotherapeutic practice.

With respect to the complexity of the therapeutic

process from today’s point of view, single-

controlled experiments are not appropriate to

demonstrate the efficacy of psychotherapeutic

treatment approaches. Nevertheless, the merits

of researchers of that time remain unquestion-

able, taking into account their dependency on

the state-of-the-art methods on the one hand

and being confronted with major pressure to jus-

tify the field of psychotherapy in general on the

other hand.

3.2.2.5 Process Research in Phase II
3.2.2.5.1 Sound Recordings and

Nonparticipant-Observational

Measures

The development of formerly so-called objective

measures for the analysis of sound recordings

made important progress for process research,

which was still conducted quantitatively. For

instance, the counting of self-references in the

verbal behavior, thought units, and chronological

periods were analyzed in the sense of process

variables. In addition, Rogers traced clients’ the-

matic patterns across sessions and change in

clients’ sense of self as matters of interest (Elliott

and Farber 2010). The collection of immense

amounts of recorded sessions led to the necessary

development of approaches toward time sam-

pling (e.g., a proportion of the beginning, middle,

and end of the process). The calculation of

averages served as estimation for specific aspects

of the process. Unfortunately, process indices

often seemed to be far from clinical experiences

and the underlying theoretical pre-assumptions,

but nevertheless stated an important approach,

which provided a basis for the development that

followed (Orlinsky and Russel 1994).

The 1960s were dominated by client-centered

researchers. They primarily tried to validate

Rogers’ necessary and sufficient conditions for

therapeutic personality change (Rogers 1957). A

paradox could be observed in this context: While

emphasizing the importance of the clients’ expe-

rience, he made use of nonparticipant-obser-

vational measures (at least partly based upon

the bias of positivism). These measures were

mostly therapist ratings of client behavior in the

sense of, for example, greater integration, fewer

internal conflicts, or changes toward more

mature behavior. Independent from this critique,

the work of Rogers and his team stressed the

relevance of the therapeutic relationship factors

and made a great effort to investigate them in a

comprehensive and detailed way. Later, from the

middle of the 1970s, a decrease of this specific

kind of work could be observed.

3.2.2.6 Process-Outcome Research
in Phase II

3.2.2.6.1 The Menninger Project

As to the field of psychoanalysis, in the

mid-1950s KarlMenninger, an American psychia-

trist and founder of theMenninger Clinic, initiated

an impressive 30-year longitudinal process-

outcome study to investigate the psychoanalytic

treatment of 42 patients, supported by talented

investigators like Robert Wallerstein, Otto

Kernberg, Lester Luborsky, and others. The defi-

nite closure of this huge project was marked by the

publication of Forty-Two Lives in Treatment: A
Study of Psychoanalysis and Psychotherapy

(Wallerstein 1986). Mainly, two questions were

addressed during the research process: What

changes take place in psychotherapy, and how

do those changes come about? The investigation
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was realized by taking three major cross-sectional

perspectives (“initial, termination, and follow-up

study”). In addition, the patients’ personality

organization and life situation (in the sense of

outcome variables) as well as the therapeutic pro-

cess were taken into account. Various additional

publications arose from the Menninger Project,

dealing with facets of the study like psychological

testing (Appelbaum 1977), the role of situational

variables, factor-analytic aspects (Kernberg

et al. 1972), and individual prediction of thera-

peutic success (Horwitz 1974).

3.2.2.6.2 More Ingredients of the Process

Besides relating client and therapist variables to

outcome of psychotherapy (see Sect. 3.2.2.7),

there was an intense interest in analyzing alter-

native elements that might characterize the psycho-

therapeutic process. Some studies focused on ideas

of verbal reinforcement, referring to the idea—

derived from learning theory—that therapists (not

necessarily consciously) could shape their clients’

behavior through selective reinforcement of behav-

ior patterns or the choice of topics being dealt with

in sessions. In this context, transcripts of sessions

conducted by Rogers were also analyzed by Truax

(cited in Truax and Mitchell 1971, Hersen

et al. 1984). They revealed, for example, that the

selective use of empathy and warmth as reaction to

a client’s reports and behavior seemed to follow

such a shaping behavior. In this context, also psy-

choanalytic interpretations were shown to rein-

force client responses independent from their

accuracy (Noblin et al. 1963). This finding is gen-

erally related to the current evidence-based

assumption that a rationale itself is understood as

a common factor within the complex psychothera-

peutic process because it offers a plausible expla-

nation for psychological problems and a prognosis

for how to change it (Frank and Frank 1991;

Wampold 2001). Therefore, the usage of a ratio-

nale is accompanied by hope and positive

expectancies in clients, independent from the

theory it is based upon. Nevertheless, the former

and the current results differ in their ideas about

the respective mechanisms of change: The expla-

nation of research results in the 1960s was

rooted in learning theories, whereas the current

understanding of the role of the rationale is based

upon more general psychological mechanisms

(e.g., Nelson and Borkovec 1989).

3.2.2.7 Client and Therapist Factors: More
Questions

The crossing from phase I to II was characterized

by interests in the role of client characteristics.

The great variety of dimensions of interest

included age, sex, race, education levels, reli-

gious affiliation, motivation, insight or defensive-

ness, and many more. In addition, differences

between clients with regard to their develop-

mental experiences, personality organization,

social skills, and resources were taken into

account (Hersen et al. 1984). The potential

mediating or moderating effects of the socio-

economic status on the efficacy of psychotherapy

were investigated and became a leading idea of

more complex outcome studies (Rosenthal and

Frank 1958). On the whole in this period’s results

remained contradictory, and numerous new

questions were raised.

Difficulties in identifying significant client

predictors influenced a growing interest in the

relation between therapist characteristics and

outcome. For instance, therapist psychopatho-

logy was found to inhibit efficacy of psycho-

therapeutic outcome (Bandura et al. 1960; Holt

and Luborsky 1958). The 1950s resulted in pos-

ing questions rather than giving comprehensive

empirical answers. One main conclusion from

single studies was that more complex models

were needed that entailed interaction and combi-

nation of client and therapist characteristics,

leading to a great variety and amount of

process-outcome research efforts in the follow-

ing decades.

3.2.2.8 Differences and Common Ground
These examples mentioned above were challeng-

ing peaks of the phase, which somehow sepa-

rated researchers from another, differing in their

beliefs about which elements influence the psycho-

therapeutic process and outcome and to what

extent. These beliefs were (and still are) closely

linked to the respective metatheories of psycho-

therapy. There was a huge amount of research
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activities taking place on a more common ground

for the community. Their main commonality was

the enterprise to understand and improve psycho-

therapy through the identification of key elements

like the therapeutic relationship, client and thera-

pist variables, as well as their match and inter-

action and relating them to outcome variables

(Butler 1952; Strupp 1957; Truax and Carkhuff

1965; Truax 1968; Hagebak and Parker 1969).

These ideas were ancestors of what we consider

today “common factors.” The consistent labeling

as such in the community started with the formu-

lation of the first explicit common factor model by

Frank (1961).

3.2.2.9 Major Developments
and Achievements

3.2.2.9.1 Goodbye Simplicity: Complex

Relationships Between Process

and Outcome

Retrospectively, one might complain about the

naivety of merely considering quantitative vari-

ations in treatment in that time, but studies had

pilot status, in the sense that they stated initial

steps that resulted in more refined and systematic

research.

The results suggested a complex relationship

between process and outcome instead of simple

linear relations that had been assumed before,

and therefore stated a call to further investigate

this complexity in the future.

One achievement was the development of

pre-post-follow-up designs, conducted by

means of elaborate measures, interview tech-

niques, and tests. These steps can be viewed as

(forced) appropriate answers and rejoinders to

Eysenck’s criticism. Subsequently, it is not by

chance that a list of “landmark volumes in psycho-

therapy research” being reviewed and compiled

by Orlinsky and Russel (1994, pp. 187–190)

contains titles with terms like “evaluation,”

“effective psychotherapy,” or “outcome.”

At the end of the 1950s, questions began to be

posed in a growing, elaborate, and complex way,

and also methods and techniques got more

sophisticated. Simple case studies paled in favor

of (many analogues) experimental controlled

studies using elaborate techniques for assessing

the communication of therapists and clients

(Saslow and Matarazzo 1962). Moreover, pro-

cess research was advanced in a very energetic

and fruitful way (Orlinsky and Russel 1994).

This means that the promise of building up a

scientific field was fulfilled with success, inde-

pendent of the fact that still major developments

and changes were expected and were self-

evidently viewed as eligible.

3.2.3 Phase III (1970–1983):
Refinement and Challenge
of the Mainstream

The tasks of the third period were the expansion

and refinement within the methodological main-

stream of process and outcome research. The

experimental mainstream was elaborated and

further developed (Orlinsky and Russel 1994).

The main achievement was the convincing

answer to Eysenck’s criticism that clearly said:

Psychotherapy works! Meta-analyses as a new

statistical technique provided the researchers

with the possibility to ascertain the general

value and utility of psychotherapy (Smith

et al. 1980, see Sect. 3.2.3.3). Process and

process-outcome studies were designed in a

renewed way, including new concepts and

methods (e.g., Gomes-Schwartz and Schwartz

1978; O’Malley et al. 1983; Mintz and Luborsky

1971).

The publication of the first Handbook of

Psychotherapy and Behavior Change (Bergin and
Garfield 1971) amazingly summarized the new

variety of actions and streams in the community.

The significance of this opus for communicating

progress and development in psychotherapy

research is outstanding and unquestionable, readily

integrating new streams into the body of knowl-

edge. The current version is already in its 5th

edition (Lambert 2004).

Generally, researchers felt freed from the

necessity of exclusively justifying and offered

much more variations of research questions.

The emphasis on the psychotherapeutic process

as well as on issues like “psychotherapy in the

ghetto” (Richter 1974), “the lives of
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psychotherapists” (Henry et al. 1974), and the

“therapeutic discourse” (Glaser 1977; Gross

1978) revealed a more playful and creative

approach to the choice of issues, instead of

being forced to work solely on justification.

3.2.3.1 Negative Effects
and Accountability

In the 1970s researchers became concerned with

the possible negative effects of psychothera-

peutic treatments (Bergin 1971; Goth

et al. 1980; Strupp and Hadley 1977). Bergin

(1971) can be viewed as a pioneer who dealt

with this topic by reanalyzing cases with minor

changes in treatment outcome studies. The main

reasoning was that if psychotherapy possesses

the potential to effectuate positive change, the

same potential should be present in a negative

direction, subsequently a deteriorating impact

(Strupp et al. 1976). The explicit identification

and naming of negative effects of psychotherapy

would perhaps have caused difficulties in earlier

justification stages of psychotherapy research,

although of course there already had been aware-

ness in the community for the importance of

respective topics. The issue can therefore be

seen as a sign of more freedom in designing the

research field. This might also have been

associated with an increase of topics chosen

because of personal epistemological interests of

clinicians and researchers, but this has to be

viewed as hypothesis.

The associated issue of accountability also

became a key consideration for psychotherapists

and researchers in the 1970s, most probably with

the greatest impetus toward issues associated

with governmental agencies and insurance

carriers. Under deteriorating economic condi-

tions, third-party payers got more concerned

with the efficacy of psychotherapeutic treatments

offered to patients (Hersen et al. 1984).

3.2.3.2 The Scope of the Community
As already mentioned, this phase was very

important for the scope of the community

in a concrete sense, because the collegial

communication was outstandingly supported by

the creation of the Society for Psychotherapy

Research (SPR) in 1970 and the Advancement
of Behaviour Therapy (AABT) in 1966, which

highly met the needs of the research community.

The aims of the SPR were (and are still today),

among others, (a) to encourage the development

of scientific research on psychotherapy; (b) to

foster the communication, understanding, and

use of research results; and (c) to enhance the

social value and the efficacy of psychotherapy.

The community’s pursuit of an increasing

methodological rigor had its impact on viewing

process and outcome research as two separate

fields, a kind of dichotomization, although there

already have been critical voices against this

artificial separation (Orlinsky and Russel 1994).

3.2.3.3 Outcome Research in Phase III
Once it was shown that psychotherapy works, the

next idea was to find out if some therapeutic

approaches are potentially more effective than

others. Moreover, the proliferation of different

therapeutic models taking place in the third

phase prompted the increasing accomplishment

of comparative outcome studies. In particular,

ambitions for the design of randomized con-

trolled trials (RCTs) emerged. In general, out-

come research by that time was characterized

by keeping up the ideal of controlled conditions

and a growing interest in the use and investi-

gation of manualized treatments.

From the 1970s onward, psychotherapy

research adopted RCT design from pharmaco-

logical research as the new ideal of psycho-

therapy research (Desmet 2013). The main

differentiating characteristics of RCTs (also

referred to as efficacy studies) compared to

quasi-experimental designs are the randomized

assignment of participants to experimental and

control groups and the accomplishment of the

trials under extremely controlled conditions.

The critique from today’s point of view focuses

on ethical troubles as well as a tremendous gap

between research and practice being caused by

RCTs. Instead, naturalistic effectiveness studies
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in the form of quasi-experimental design are

fostered as an alternative.

3.2.3.3.1 The Treatment of Depression

Collaborative Research Program

The launch of the Treatment of Depression

Collaborative Research Program (TDCRP) (e.g.,

Elkin 1994; Elkin et al. 1989), coordinated by Irene

Elkin, represents a very meaningful methodologi-

cal advancement in outcome research in psycho-

therapy. The uniqueness of the study for

psychotherapy research was realized by a collabo-

rative, multisite, controlled, comparative trial

design, investigating a large sample size. The

effects of two manualized psychotherapeutic

treatments for depression, namely, cognitive ther-

apy (Beck et al. 1979) and interpersonal psycho-

therapy (Klerman et al. 1984), were precisely

investigated in an outpatient setting and compared

to the psychopharmacological effects. Besides the

comparative investigation, the TDCRP aimed at

advancing psychotherapy research methods in a

general way by determining the feasibility of the

multisite (collaborative) clinical trial design for the

field of psychotherapy. This design had been

widely used in psychopharmacological research

before. Elkin tried to equilibrate the rigors of

research methods and the preservation of the com-

plex human qualities of psychotherapy by creating

the opportunity to investigatemany key theoretical

and practice-relevant questions about mechanisms

of change to be investigated via precisely collected

and archived TDCRP data beyond efficacy issues,

which is an outstanding and admirable characteris-

tic of her achievements (Moras and Shea 2010).

3.2.3.3.2 Meta-Analytic Strategies

Another major milestone in the field of outcome

research was the development of meta-analytic

strategies. These new statistical methods allowed

the aggregation of the results of single investi-

gations, aiming at proving the effects of psycho-

therapy in thereby summarized research fields.

The prior means of evaluating the effects of

psychotherapy had been the calculation of box

scores. This means simply counting outcomes for

and against the (positive) effects of psycho-

therapy. Rather than relying on simply adding

results, meta-analyses calculate effect sizes.

They are combined in a formula aiming at

increasing the probability that different evalu-

ators will come to the same conclusion. The

first analysis of 475 studies (Smith et al. 1980)

proved the superiority of psychotherapy to no

treatment and treatment control conditions with

effect sizes of up to .85. Although in a later

reanalysis the effect size in the same data set

had to be relativized to .60 (Shadish

et al. 1997), the results showed that psycho-

therapy without a doubt works. This meta-

analytic study and many other reviews came to

the same conclusion then drawn by Luborsky

et al. (1975), suggesting the equivalence paradox

(Dodo Bird Verdict, 3.3.1) that states that all

psychotherapies, regardless of their specific

components, produce equivalent outcomes

(Lambert and Ogles 2004).

The flourishing activities of the former phases

(especially phase II) were strengthened in their

function as a rejoinder to Eysenck by their sum-

mary by means of statistical procedures. This

new period of outcome research provided the

community with new research interests, e.g., in

the effects of components of specific treatments2

and comparisons of alternative treatments for

specific disorders. However, meta-analytic

strategies have been criticized by authorities of

the field (Garfield 1981; Wilson and Rachman

1983), particularly with respect to the possible

biases and arbitrariness of the method, problems

of clinical vs. statistical significance (see also

Sect. 3.2.4.3), and shortcomings in the selection

of studies.

3.2.3.3.3 Outcome Measures and Single-

Case Experimental Approaches

A lot of attempts were made aiming at enriching

and professionalizing the field of outcome

measures. Waskow and Parloff (1975) organized

a panel on outcome measures for the NIMH and

2 This interest mainly implies an adherence to a medical

model of psychotherapy, which has to be differentiated

from a contextual model (Wampold 2010) (see Sect.

2.1.1), which presumes that a “surgical” subdivision of a

treatment approach into its single elements is not possible

because of the interaction and transaction of involved

variables.
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published a comprehensive outcome measure

collection, comprised of variables rated by

patients, therapists, and significant others as

well as independent clinical evaluator variables.

Besides the measures themselves, they tried to

heighten the precision of the process of choosing

the clinically appropriate outcome measures.

Single-case experimental approaches were

conducted in the field of behavior therapy in a

more refined way than before (see Sect. 3.2.2.4),

providing a better control of confounding factors

in comparative studies and permitting an analysis

of the vicissitudes of the treatment by the use of

repeated measures during baseline and treatment

(Hersen and Barlow 1976). A critical altercation

with the methodological and interpretive

problems evolved at the same time, focusing on

problems like decisions on when to alter

conditions in experiments, definition of evalu-

ation criteria for treatments, and the clinical

significance of effects (Kazdin 1978).

3.2.3.4 Process and Process-Outcome
Research in Phase III

3.2.3.4.1 The Working Alliance

Although the beginning recognition of process

research with focus on the complexity of phe-

nomena in psychotherapy already started in the

middle of the 1960s, this approach began to

really flourish in the third phase of psychother-

apy research. In the middle of the 1970s, Bordin

(1979) offered a reformulation of the therapeutic

relationship, and the term “working alliance”

(see Chap. 16) emerged and would not be

changed until today. The working alliance was

conceptualized as a construct with distinguish-

able components; research activities intensively

focused on this concept, including the construc-

tion and application of new instruments in pro-

cess research.

The preparatory period for the emergence of

process-outcome studies as a specific field in

psychotherapy research had already begun in

the 1950s (see Sect. 3.2.2.6). The flourishing of

process-outcome research in this phase depended

on the prior development of systematic outcome

research and objective process research. Many

researchers claimed that solely research activities

connecting process with outcome variables can

really answer the question about the value of

psychotherapy. Process variables that showed to

be quite robustly linked to therapeutic success

were, for example, the working alliance

(or group cohesion in group sessions), patient

openness vs. defensiveness, patient expressive-

ness, or reciprocal affirmation (Orlinsky

et al. 2004).

3.2.3.4.2 Kiesler’s Influence: A Major

Methodological Advancement

Kiesler assumed that the development and main-

tenance of individuals’ patterns of behaving and

experiencing are mainly influenced by inter-

personal relationships through patterned inter-

action styles. His book The Process of
Psychotherapy: Empirical Foundations and

Systems of Analysis (1973) more generally

communicated significant methodological

advances and the refinement of measurements

in the field of process research without being

exclusively circumscribed to alliance issues. It

can be viewed as the equivalent to the outcome

measure collection by Waskow and Parloff

(1975) (mentioned in Sect. 3.2.3.3) for the field

of process research.

Kiesler (1973, 1982a) created a new concep-

tual and methodological basis for analyzing the

therapeutic relationship by developing an obser-

vational system based upon his (nowadays more

than well-known) circumplex model. His work

on this topic can be viewed as a constitutive

milestone for process research, in the form of

offering a comprehensive, precise theoretical

model, a circumplex providing an interpersonal

circle taxonomy (Kiesler 1982), as well as

major methodological advancements, namely,

the development of the Impact Message Inven-

tory (IMI) and Checklist of Interpersonal Trans-

actions (CLOIT). The IMI measures impacts

corresponding to the interpersonal circle cate-

gories and has been widely used in research on

interpersonal elements of depression, personality
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disorders, and other psychopathologies (Kiesler

2001b), whereas studies using the CLOIT rather

focused on interpersonal transactions in therapy

like metacommunication, patient-therapist

matching, countertransference, and therapeutic

alliance (Kiesler 2001a).

Several years before, Kiesler (1966) had

authored his famous article, “Some myths about

psychotherapy research and the search for a para-

digm.” This publication summarized rejoinders

to Eysenck and designed the type of research that

was needed to refute Eysenck’s provocations. By

delineating (among others) the “patient unifor-

mity myth” and the “therapist uniformity myth,”

he reasoned that the question “Does psycho-

therapy work?” should be turned into “What

works for whom?” Based upon the idea that a

minimal but general common paradigm in

psychotherapy research should take into account

current theoretical inadequacies and empirical

learning, he suggested that subsamples of

research groups should be grouped depending

on patient and therapist variables (e.g., experi-

ence, attitudes, and personality variables).

Opposing the uniformity myths mentioned

above, he referred to the idea that patients com-

pared to each other as well as therapists com-

pared to each other are more different than alike:

“Hence, my final point would be that before we can

validly assess the outcome or therapy evaluation

problem, it is vitally necessary that we attempt to

isolate therapist dimensions that will accurately

reflect heterogeneity of therapist performance.”

(Kiesler 1966, p. 113)

Many years later, the Clinician’s Research

Digest identified this publication as one of 12 sig-
nificant articles in clinical psychology (Wagner

and Safran 2010).

Another fundamental contribution of Kiesler

was the refutation of the spontaneous remission

myth, stating a direct counterreaction to

Eysenck’s claims (see Sect. 3.2.1.3). With great

detail, Kiesler carves out that the base rate of two

thirds of spontaneous remission in patients,

stated by Eysenck based upon studies by Landis

(1938) and Denker (1947), and at the same time

being the core of his line of argumentation, is

questionable and invalid for the following

reasons: (1) The studies included problematic

diagnostic groups, (2) the process of remission

was not explained at all, and (3) there is no

support from learning theory that could explain

such a remarkably high spontaneous remission

rate that implies a deep change of attitudes and

habit systems without any intervention (Kiesler

1966).

One example for the currency of the impact of

Kiesler’s model on research and clinical practice

is the cognitive behavioral analysis system of

psychotherapy (CBASP), developed by James

McCullough for patients suffering from chronic

depression (McCullough 2005), which is based

upon the theoretical basis of viewing, observing,

and influencing the therapeutic relationship in

the sense of Kiesler.

As an anecdotal digression, it is worth men-

tioning that Kiesler had quite painful experiences

in his role as a leading team member of Rogers’

innovative process research project on the effi-

cacy of client-centered therapy for schizo-

phrenia. He experienced emotionally escalating

scenarios as a consequence of nontransparent

communication when a major problem with the

database occurred that heavily endangered the

continuance of the project. Undoubtedly, these

experiences fostered his interests in the impact of

incongruent communication on interpersonal

problems (Wagner and Safran 2010).

3.2.3.5 Major Developments
and Achievements

The refinement of research questions and further

development of methods in the sense of more

concisely and detailed formulated issues can be

viewed as one of the major achievements of

phase III. The development of meta-analytic

strategies allowed the summary of a large body

of information across outcome studies inside spe-

cific research fields. It thereby contributed to the

stability of evidence for the effects of psycho-

therapy. Being freed from reduction to justifi-

cation, the researcher utilized the newly won

degrees of freedom to challenge mainstream

approaches, especially in the field of process

and process-outcome research, and finally to
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ask more creative questions and conduct the fur-

ther, associated developments of methods.

3.2.4 Phase IV (1984 to Now):
Discovery and Micro-dynamics

3.2.4.1 From Verification to
Discovery Informed by
Constructivism-Interpretivism

The movement in the fourth phase until today

can mainly be described as a shift from verifi-

cation to the context of discovery which is,

among other aspects, illustrated by the increasing

use of qualitative research. Shapes of process-

outcome relations in the sense of linear and non-

linear models of change represent a return of

major interests to phenomena and exploration.

Qualitative research may be generally framed

within the constructivist-interpretivist paradigm,

which developed as a consequence of the criti-

cisms to the dominant (post)positivistic para-

digm. Its main roots are, among others,

philosophical hermeneutics, according to which

meaning always emerges from a process of indi-

vidual understanding and is, therefore, inter-

pretative, and phenomenology, according to

which investigation of subjective experiences is

considered to be possible only to the extent to

which we are able to assume the first-person

perspective of the subjects being investigated

(see Gelo 2012; see also Rennie 2012; see also

Chap. 4).

Client variables, therapist variables, system-

atic treatment selection and placement, as well as

bridging the chasm between research and clinical

work are some topics that began to receive more

attention in this phase. This development is

highlighted by Orlinsky and Russel (1994), by

summarizing the essence of several authors’

acknowledgment in Reassessing Psychotherapy

Research (1994) that “simplicity has seemed to

have had its day” (p. 204). The role of context

variables is viewed as absolutely crucial, and the

ambiguity of the communication between thera-

pist and patient is stressed. The necessity of

overcoming an oversimplifying view of the

methods needed to empirically investigate them

has been focused and discussed (Elliott and

Anderson 1994).

The major concern in the former three phases

had been the task to demonstrate that psycho-

therapeutic interventions achieve significant

positive effects compared to control conditions.

After this was successfully achieved, a second

exigent question gained increasing weight:

How are the significant positive effects of psycho-

therapy achieved? This question was directly

connected to issues to process and process-

outcome activities because the community had

realized solely that the connection of process

and outcome variables would enable researchers

to answer this question (see Sect. 3.2.3.4).

Of course, the main question of how effects are

achieved implies loads of sub-questions, which

certainly will still be dealt with during the next

decades. Moreover, critical discussions emerged

on different philosophies of science and the

associated methods as well as on issues of clinical

significance and growth models. Therefore, this

phase is also characterized by controversy and

fundamental critique.

3.2.4.2 The Shift of Paradigms
In the fourth phase a relevant shift of paradigms

that were viewed to be legitimately applied in

psychotherapy research could be observed. The

significant rise of qualitative psychotherapy

research was confirmed by the publication of

the special issues or sections on the subject in

the Journal of Counseling Psychology (Hill

1994) and Psychotherapy Research (Elliot

1999). Qualitative research in general aims at a

deep understanding of human behavior, which

especially asks the question of why people

behave in a certain manner. This means that

instead of verification and generalization, discov-

ery is a major aim. This implies (a) a critical view

on traditional quantitative research designs and

(b) the advancement of new research paradigms.

Despite the permanent but slowly increasing

relevance of qualitative paradigms in psycho-

therapy research, still a disbalance in favor of

the quantitative approaches can be observed.

But a major stream and continuous development

aims at methodological pluralism in the sense of
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complementary approaches that in coexistence

should make it more possible to meet the degree

of complexity of phenomena that are dealt with

Lambert (2013).

3.2.4.3 Outcome Research in Phase IV
3.2.4.3.1 Skepticism Toward RCTs

Researchers were faced with the problem that

some treatments with evidence of efficacy gained

under controlled conditions did not prove effi-

ciency in naturalistic designs (Weisz et al. 1993).

Findings like these nurtured the skepticism

toward RCTs, and outcome research had to be

specified in the sense that naturalistic settings of

research had to be heightened. This means a turn

from questions of efficacy to effectiveness. Effi-

cacy refers to research designs under systemati-

cally controlled conditions with internal validity

being paid most attention to. Effectiveness stud-

ies instead investigate the impact of treatments

under “natural” conditions in the sense of clinical

settings, with external validity and generalization

being the most important quality marker (Lam-

bert and Ogles 2004).

3.2.4.3.2 Statistical vs. Clinical Significance

One very closely associated topic is the debate

about statistical vs. clinical significance. As an

example, Nietzel et al. (1987) resumed in their

meta-analytic study about the treatment of uni-

polar depression that “critical scholarship, clini-

cal acumen, and thoughtful debate” (p. 160)

should be utilized to define criteria for clinical

significance in the respective research context.

This suggestion clearly deviates from classical

ways of dealing with outcome scores in an exclu-

sively statistical sense and the according calcu-

lated differences. In this context, the establishment

of a closer link between outcome and epidemio-

logical research is also being discussed (Russell

and Orlinsky 1996). The two most prominent

approaches to measure clinical significance are

the investigation (1) if clients show statistically

reliable significant changes after treatment

(Jacobsen et al. 1999) and (2) if clients can be

empirically distinguished from “normal” control

persons after treatment (Kendall et al. 1999).

Another approach states the calculation of the

reliable change index (RCI; Jacobsen et al. 1984;

Jacobsen and Truax 1991). The RCI is calculated

as a difference score (posttreatment minus pre-

treatment) divided by the standard error of

measurement, based upon the reliability of the

measure. The parameter has been widely used and

can be a valuable assessment of clinical signifi-

cance when used in conjunction with reliable

measures and appropriate cutoff scores (Kendall

et al. 2004). Primary studies as well as meta-

analyses reveal that many clients achieve clinically

meaningful changes, according to the two

approaches. For example, a summary of 28 clinical

trials by Hansen et al. (2002) yielded 58 % of the

clients with clinical significant changes in outcome

variables (Lambert and Ogles 2004).

3.2.4.4 Process and Process-Outcome
Research in Phase IV

3.2.4.4.1 Psychological Processes Instead of

Diagnoses

The major role of the assignment to diagnostic

categories in research designs began to be criti-

cized during phase IV. The single classification

of individuals in the sense of mental disorders,

including labeling them with diagnoses, states an

oversimplification of case conceptualizations and

omits relevant predictive variables and their

complex interaction, being associated with psycho-

therapeutic process and outcome (Clarkin and

Levy 2004). The extent of the problem of

simply classifying clients due to standard diagnos-

tic classification systems becomes even more

apparent, facing the fact that definitions of diag-

noses underlie changes due to regular revisions of

the classification systems (WHO 1992; APA

2000). Therefore, the focus on psychological pro-

cesses underlying the fulfillment of diagnostic

criteria was and is increasingly viewed to lead to

more significant findings (Persons 1986). Subse-

quently, rather psychological variables such as

cognitive functions, emotional regulation, person-

ality structure, and attachment history are dis-

cussed to interact relevantly with treatment than

the nosological diagnoses in the sense of the ICD

or DSM.
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3.2.4.4.2 Elaborated Quantitative Analytical

Methods

Quantitative process approaches have increas-

ingly concentrated on characteristics within and

across session patterns. Examples for elaborated

analytical methods of quantitative process

research applied to respective data bases are,

for example, growth curve analysis (e.g.,

Goldman and Anderson 2007; Sauer et al. 2003;

Tschacher and Ramseyer 2009), dynamic factor

analyses, P-technique (Czogalik and Russell

1995), and multivariate time series analyses

(e.g., Feiler et al. 2005; Pole et al. 2002). The

techniques have in common the consideration of

the development of variables over time. The

flourishing of these approaches finally focused

the refined longitudinal perspective which has

to be taken if we want to deeply understand

psychotherapy as a process that aims at changing

emotions, cognitions, and behavior over time

(Salvatore and Tschacher 2012). These kinds of

quantitative process approaches help to over-

come the problem that cross-sectional data on

the process of psychotherapy disregard its tem-

poral dimension (Tschacher and Ramseyer

2009).

3.2.4.4.3 The Qualitative Helpful Factor

Design

The intensification of qualitative research also

influenced the kind of process-outcome research

being conducted. The qualitative helpful factor

design was developed as an increasingly popular

approach (Elliott 2010) that comprises two main

alternative methods: (1) The application of a

qualitative change interview, asking the patients

at the end of therapy, or partway through, open-

ended questions that focus on what clients

experienced as helpful, important, or hindering

during the process, including delayed effects that

were not immediately apparent as well as to what

they attribute changes that they have made dur-

ing the psychotherapeutic process (Elliott

et al. 2001); and (2) the application of the helpful

aspects of therapy form (HAT, Llewelyn 1988), a

post-session questionnaire prompting clients to

describe the most helpful or important aspect of

the session they just completed. By focusing on

immediate effects of important change processes,

the HAT allows for considerable insight in the

texture of actual therapeutic change (Elliott

2010).

3.2.4.4.4 The Task-Analytic Approach

A major impulse that challenged the traditions of

the mainstream was the emergence of the task-

analytic approach (Rice and Greenberg 1984).

Rice and Greenberg (1984) criticized the main-

stream approach of investigating groups of

participants, which pre-assumed that they react

in a homogenous way to a specific treatment

because of their similarity in certain variables.

Stressing the complexity of human experience

and behavior as well as the richness of the thera-

peutic process, they stated that this approach is

not appropriate for gaining significant answers in

psychotherapy research. Instead, they argued that

change events within sessions have to be focused

and that observable markers of clients’ and

therapists’ behavior must be identified to investi-

gate the process of change (Greenberg 1986).

Subsequently, groups of events should be investi-

gated, indicating that a client is experiencing a

state or significant event at a specific point of

time, rather than groups of people (Goldman

et al. 2010). Through this work, Rice and

Greenberg significantly influenced a paradigm

shift in process-outcome research, assuming

that groups of particular change events lead to a

positive outcome.

3.2.4.5 Cost-Effectiveness
and Sociopolitical Pressure

A generally heightened concern with cost-

effectiveness and cost-benefit analyses reflects

the growing sociopolitical pressure on psycho-

therapy research activities. Outcome of therapy

has to be viewed as relative, and different per-

spectives and evaluation criteria of success cause

problems in research on psychotherapeutic out-

come. Moreover, it is stressed that solely

professionals should be allowed to appraise thera-

peutic success. There is also a deficiency in

taking long-term results as well as on research

of negative effects (e.g., Caspar 2009) so that,
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especially in this field, there are numerous and

concrete future tasks for the community. Cost-

benefit analyses have to consider different aspects

of costs (e.g., direct, indirect, and intangible

costs), in case the economical effectivity—and

therefore also its societal meaning – shall be

ascertained (e.g., Lamprecht 2006). Future

designs in psychotherapy research have to face

these sociopolitical pressures and offer empirical

answers to respective questions.

3.2.4.6 Major Developments
and Achievements

The fourth phase is especially characterized by

an intensive deepening of process and process-

outcome research and by the emergence of qual-

itative and mixed-method approaches which lev-

eraged psychotherapy research not only in

justification but also in discovery. The Psycho-
therapeutic Process: A Research Handbook by

Greenberg and Pinsof (1986) stresses the signifi-

cance of this field of interest. Investigation and

comparisons of successful and unsuccessful

cases (e.g., Detert et al. 2006; Hersoug 2010),

also with respect to client and therapist factors as

well as their interaction (e.g., Macdonald

et al. 2007; Schindler et al. 1989; Wiseman and

Rice 1989), are utilized to depict and analyze the

psychotherapeutic process, revealing that pro-

cess research is increasingly connected to out-

come variables, independent of whether it is

dealt with qualitative, quantitative, or mixed-

method approaches. The deepening of process

and process-outcome research was accomplished

by increasingly focusing on dynamics on a

microlevel (e.g., in-session level). Examples for

client-therapist interaction factors, which allow a

differentiation between successful and unsuc-

cessful cases, are mutual therapeutic engage-

ment, therapeutic negotiation, undirected client

reminiscence, and sustained therapist work

(Czogalik and Russell 1995). Collectively, the

most robust influence on therapeutic outcome,

across single studies and meta-analyses, was

found for the working alliance, especially from

the clients’ perspective (Orlinsky et al. 2004).

The concept of adaptive prognoses entails the

idea that process characteristics allow for more

precise prognosis than comparable stable factors

being measured at the beginning of therapy.

Among others, the very promising impulses might

stem from the field of monitoring the patients’

outcome, such as by the consideration of recovery

curves (Lambert et al. 2001) and the associated

treatment optimization, enhancement of treatment

effects, and avoidance of negative effects.

Commensurate with technical media develop-

ments including the enormously quick increase

of the importance of the Internet in everyday life,

studies also investigate process-outcome relation-

ships in online psychotherapy (individual and

group approaches) and, for example, e-mail fol-

low-up care of inpatient psychotherapeutic treat-

ment (Haug et al. 2008a, b).

3.3 The Birth and Development
of Common Factors

After common factors were introduced under

more general aspects above, the following part

of the chapter offers a more detailed view of

contributions to the development of the concept

by significant persons as well as the shaping of

the construct during decades of research (see

Chap. 11 and 15 for a discussion).

3.3.1 The Origin: Saul Rosenzweig

It was Saul Rosenzweig (1907–2004), an Ameri-

can psychologist and therapist, who gave birth to

the idea of common (pan-theoretical) factors in

psychotherapy, assigning more importance to

them than to school-specific therapeutic elements

(Rosenzweig 1936). Rosenzweig suggested

factors like catharsis, the “indefinable effect” of

the personality of a good therapist, the “formal

consistency” of the therapeutic doctrine as a

basis for the clients’ psychological reintegration

as a sign for their recovery, as well as the alter-

native formulation of psychological events and

the concept of interdependence of personality

organization. He hypothesized the named aspects

to be potent, implicit therapeutic factors in psycho-

therapy that by that time had not been explicitly
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formulated as curative factors. Moreover, he

argued that the coexisting success of different

treatment approaches (as to theory and techniques)

means that the respective “therapeutic result is not

a reliable guide to the validity of the theory”

(p. 412). Given the interdependence of personality

constituents, the particular (theoretical and tech-

nical) point from which change is approached

should not be decisive for the therapeutic effect

(Rosenzweig 1936). The background of

Rosenzweig’s work was a historical research on

(also religious and supernatural) precursors of

psychotherapy, resulting in his finding that they

resemble each other with respect to ideas of

healing (interview with Saul Rosenzweig in

October 2000, Duncan 2010). His creativity and

interest in literature led to the now-famous intro-

duction of the metaphor of the race announced by

the dodo bird in Lewis Carroll’s Alice’s

Adventures in Wonderland (1865). By the use of

this metaphor, he aimed at depicting the state of

outcome research in psychotherapy. The race

ended with the decision that “everybody has

won, and all must have prizes,” which from

Rosenzweig’s point of view stated a perfect illus-

tration of the equivalence of efficacy of different

psychotherapeutic treatments.

A few years later, Heine (1953) referred to

Rosenzweig and agreed to the idea that theo-

retical approaches and specific interventions

might be less important than, for example, the

therapist. In addition, he argued that one single

psychotherapy (an early idea of psychotherapy

integration) should be developed, instead of

keeping up and further developing various thera-

peutic schools.

3.3.2 The Medical Model vs. the
Contextual Model

Two competing meta-models are referred to in

the context of understanding and explaining the

nature of psychotherapy (Wampold 2001). The

idea that treatments can achieve different

punched-out effects is mainly based upon the

idea of a medical model of psychotherapy (e.g.,

Macklin 1973). This model assumes that there is

a disorder or problem that can be psychologically

explained and be related to a specific mechanism

of change that corresponds to a theoretical expla-

nation of the problem. Hence, from this perspec-

tive, particular therapeutic interventions should

be used that are viewed as the cause of the later

positive outcome of psychotherapy. The model is

called “medical,” because of its correspondence

to the way of describing, explaining, and treating

diseases in medicine, with the core characteristic

that a particular disease can be cured by means of

a particular substance or “ingredient.” In the

context of psychotherapy, this idea of particular

effects of treatments is referred to as specificity

(Wampold 2010). On the contrary, the contextual

model is the “derivative of the common factors

view” (Wampold 2001, p. 20). It was originally

proposed by Jerome Frank (Frank and Frank

1991) and stresses contextual factors of psycho-

therapy like the relationship with a helping per-

son, the healing setting, and the conceptual

scheme or rationale that is provided as the

causal influences on clinical change. These can

be considered as common characteristics of all

psychotherapies that, following the contextual

model, can be attributed to the majority of the

benefits of psychotherapy. Following Frank’s

model, specific techniques and ingredients are

necessary to create a treatment setting that is

reliable and conclusive for the client, as well as

evoking hope, and at the same time a frame of

action that the therapist is convinced of (Frank

and Frank 1991).

3.3.3 The First Common Factor Model
and a Gap of References

The contextual idea of therapeutic change was

the basis of the very first conceptualization of a

common factor model by Rosenzweig (1936).

Accordingly, several common factor models

were formulated, one of them being Frank’s con-

textual model (Frank 1961; Marmor 1962;

Garfield 1995). Jerome Frank (1961) was the

first to publish a whole book on common factors

across different forms of mental healing, includ-

ing psychotherapeutic treatment approaches. He
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was also a key person in the Johns Hopkins
Psychotherapy Research Project. Based upon a

conclusion of preceding comparative study of

psychotherapeutic approaches, it investigated

the common healing factors of psychotherapy

(Frank 1992).

In general, he added the idea of potential

effects of expectation and of placebo to the

existing conceptualization of the efficiency of

psychotherapy. He described a search for

similarities between different healing approaches

and identified four features being an integral part

of all effective therapies: (a) an emotional con-

fiding relationship, (b) a healing setting, (c) a

rationale that provides explanation and a curing

procedure, and (d) rituals with active participa-

tion of client and therapist (Frank 1973).

Unfortunately, the development of models

subsequent to Rosenzweig’s considerations and

conceptualizations entailed a gap of references to

Rosenzweig during the following decades which

led to a misconception of the creatorship of the

first common factor model as well as the dodo

bird metaphor. But both, the first model and the

metaphor, have to be clearly accentuated as

Rosenzweig’s brainchild in 1936 (Luborsky

et al. 1975; Duncan 2010). Being asked about

his reaction to this gap of reference, Rosenzweig

himself reacted in a very composed way:

My passion lies in my current work. The joy is the

moment of discovery [. . .] And maybe, somewhere

down the line, someone will pick up on it—if they

reference me fine, if not, that is the way it goes. I

doubt if I’ll notice when it is all said and done.

(quoted from interview transcript, Duncan 2010,

p. 20)

And indeed a lot of “someones” picked it

up. The core similarity of all common factor

models is the significance of the collaborative

work of client and therapist to the disadvantage

of specific ingredients or interventions in

psychotherapy.

3.3.4 The Very First Panel on
Common Factors: Fitness of
Interpretations vs. Correctness

In 1940, a very early panel on—among others—

ideas of common factors was organized by

Goodwin Watson as part of a conference of the

American Orthopsychiatric Society (Goldfried

and Newman 1992). The evolving Areas of
Agreement in Psychotherapy (Watson 1940)

was published, with one main conclusion being

the significance of the fitness of psychological

interpretations (more than correctness) for a

specific client.

Carl Rogers presented his ideas about working

with children, while Rosenzweig depicted his

concept of implicit factors. Although it remains

unclear how much Rogers was influenced by

Rosenzweig’s thoughts on the qualities of a

good therapist, Rogers no doubt kept referencing

Rosenzweig and also invited him to speak to his

colleagues in Chicago in 1945 (Duncan 2010).

Although Carl Rogers is not even mentioned as a

participant of the panel in 1940 in historical

material (interview transcript from 2000, Duncan

2010), he referenced him in his book Counseling

and Psychotherapy, published in 1942, and kept

stressing his impact in later publications.

3.3.5 Evidence for Common Factor
Models

The development of psychotherapy in many

countries has been very closely linked to and

intertwined with medicine. From this perspec-

tive, specific psychological treatment ingredients

have been argued to cause specific changes in

psychopathology. Following Wampold (2010),

“the status of superiority of treatment method,

above all else, may well indeed be a consequence

of history rather of science” (p. 53).
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On the basis of the current state of research,

change in psychotherapy emerges from a core set

of pan-theoretical factors that transcend different

treatment approaches. An analysis by Wampold

(2001) reveals a difference of specific treatment

models accounting for just 1 % of the variance of

psychotherapeutic outcome. This result reveals

an even lower impact than in Lambert’s early

estimation of 15 % (Lambert 1992).

The current interpretation of common factors

and their contextual embedment was aptly

worded by Hubble et al. (2010): “Accepting the

premise that therapeutic factors constitute the

engine of change, then monitoring and feedback

offers the means to deliver them” (p. 40).

The statement summarizes the changes that

recently took place in the common factor

research field: the orientation toward the

contextualization of common factors. Although

there have not been major changes in the type of

common factors of interest, the context of the

factors as well as their interactional relationship

has been the main interest of recent approaches.

Former studies estimated contributions of single

factors (e.g., Lambert 1992). Despite the aware-

ness of this illegitimate oversimplification of the

psychotherapeutic process, the first comprehen-

sive reviews of studies implied the notion of

factors being invariant and proportionally fixed.

Pie chart models were frequently used to illus-

trate estimated proportions (Hubble et al. 2010).

Instead of this linear idea of the effects of

common factors, recent approaches clearly view

therapy as a reciprocal process with the in-

separable, interdependent, fluid, and dynamic

contributions of common factors over the thera-

peutic course being the major catalyst of

therapeutic outcome (Wampold 2010). The inter-

dependent factors that are assigned major signifi-

cance to can be grouped as follows.

3.3.5.1 Working Alliance
A positive alliance from the client’s perspective

states one of the most powerful predictors of

therapeutic outcome (e.g., see Horvath

et al. 2011 and Chap. 16). The alliance is per-

ceived in a positive way in the context of therapy

if it offers a promising notion in direction of

achieving the client’s goals in the given treat-

ment frame. Especially the alliance formation in

the initial stage (usually within the first three to

four sessions) of therapy decrees a positive pre-

dictive power (Horvath and Bedi 2002).

3.3.5.2 Therapist Factors
There is a contradiction between the robustness

of therapist factors as predictors for treatment

outcome and their disregard in research up to

recent times. Major findings support the delicate

idea that some therapists are more successful

than others. The recent state of evidence shows

that better therapists seem to make better use

(also of their knowledge) of the common factors

to strive for good treatment outcomes (Hubble

et al. 2010). Successful therapists seem to make

greater (and more skillful) contributions to the

formation and maintenance of the therapeutic

alliance, taking dynamic and interactional facets

of their contribution into account. Hence, a major

part of the variability in therapists’ efficacy can

be explained by differences in building and

maintaining the therapeutic bond (e.g., Baldwin

et al. 2007). This contains also significant

implications for training or research on training,

because one important part could be improve-

ment of abilities to form alliances while taking

a dynamic perspective.

3.3.5.3 The Rationale
The rationale for the explanation of the client’s

problems and the treatment, also called the

“myth” by Frank and Frank (1991), states an

important common factor, in case it is convinc-

ingly communicated. It does not necessarily have

to reflect “scientific truth,” but has to be accepted

by the client to enfold its impact in psycho-

therapy by leading to adaptive responses (Imel

and Wampold 2008). This view is very similar to

the early descriptions of Rosenzweig (1936),

who stressed the importance of formal consis-

tency (compared to “correctness”). From today’s

point of view, his very early statements can be

viewed as crystal ball insight.

Due to their little differential efficacy, tech-

niques can be viewed as general healing factors.
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This means that they are not viewed as curative

in a specific sense, but generally powerful in

setting up a consistent treatment setting, enhanc-

ing hope, expectations of change, and problem

resolution strategies in clients who have accepted

the rationale as a treatment basis. It has been

found that negative treatment outcome is related

to a lack of focus and structure in the psychother-

apeutic process (Lambert and Bergin 1994).

3.3.5.4 Client Factors
Hubble et al. (2010) stress that clients are the

most neglected impact factor in psychotherapy

research, including internal and external

resources. Strengths and resources as well as readi-

ness to change (McCarthy and Barber 2007), hope

(Hubble et al. 1999; Larsen and Stege 2010),

social support (Marziali 1987), and life events

(Pilkonis et al. 1984) have, among others, been

assigned significance as client characteristics.

Independent of the therapeutic approach, therapy

should therefore be specifically tailored to the

respective client’s needs and conditions. This

idea is closely associated with the claim for the

assessment of the quality, progress, and outcome

of psychotherapy by clients.

3.3.6 Integrative Approaches

The development of integrative approaches for

specific clinical problems can be viewed as a

significant step, being closely associated with

the movement of psychotherapy integration

(Goldfried 2010, overview: Norcross and

Goldfried 2005). Surprisingly, a very early

ancestor can be traced back to the 1930s, when

Thomas French was the first speaker in a meeting

of the American Psychiatric Association who

promoted an integrative idea of psychothera-

peutic approaches (French 1933). More recent

examples like cognitive analytic therapy (Rile

1995), mindfulness-based cognitive therapy

(Segal et al. 2002), or dialectic behavior therapy

for borderline personality disorder (Linehan

1993) should be labeled “integrative” rather

than eclectic, because they combine certain

strategies and techniques from different thera-

peutic schools under the roof of a new conceptual-

ization of change, e.g., in the latter case from a

philosophical dialectic perspective. This has to be

differentiated from being merely eclectic in the

sense that the treatment is based upon a whole

new theoretical building. Despite the proven

superiority of common factor impacts, in the

area of very high symptom severity or severe

personality disorders, the limits of common

factors are to a certain degree tested and

challenged. Therefore, especially for these aims,

respective approaches and their refinement as well

as their scrutiny for effectiveness are relevant also

for future developments and high quality of clini-

cal work and research.

3.4 Future Perspectives

With no doubt the further refinement of research

methods is a topic of the history of psycho-

therapy research but also of the future. Quanti-

tative methods should be enhanced in order to

enable researchers to take the contextuality and

time dependency of change processes more into

account. The current intensive efforts to refine

qualitative process-outcome methodologies,

embracing the complexity of mechanisms of

change, are and will with no doubt be maintained

and intensified. This endeavor entails also the

further consideration of qualitative outcome

criteria. Mixed-method approaches have the

potential to unify the strengths of both quanti-

tative and qualitative and should as well be fos-

tered in the upcoming years. A desirable aim is

not just to strengthen the three branches in a

parallel independent way, but to strive for a per-

manent interaction between the three

approaches. This might impact the amelioration

of especially common factor research in the

future.

Moreover, although much is said and written

about intercultural issues and their relevance for

psychotherapy, the empirical basis for reasoning

in this field is comparatively thin. Various

questions arise in this field, not only giving atten-

dance to the role of cultural characteristics as
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potential relevant client variables but also as

therapist variables and the fit of characteristics

in a therapeutic bond and their interaction. The

same is true for the interaction of client and

therapist variables in general, and respective

research questions will most probably be

investigated during the forthcoming years.

There is a strong need associated with socio-

political pressures to develop adequate evalua-

tion designs for whole delivery systems with a

focus on psychotherapy.

The strict adherence to traditionally dominant

theories of change seems to fade in favor of

micro-theoretical interests, with the central

(more pragmatic) question being, “What works

for whom or with this type of case?” (Lambert

et al. 2004, p. 806).

Fortunately, there are so many creative minds

out there all over the world, being ready and

capable of facing these major challenges; being

interconnected through societies, conferences,

and modern media approaches; being full of

spirit, who will reliably foster the development

of psychotherapy research and will work on the

ongoing insemination of research and practice.
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Abstract

The aim of this chapter is to show that deter-

minism, reductionism, and mechanism have

dominated people’s lives since the early mod-

ern period and, as a consequence, have been

representing a monopoly in sciences in general

and in psychotherapy science in particular ever

since. In addition, it will raise the issue of what

other approaches to understanding reality and

human beings have unjustly been forgotten—

unjustly, because they might contribute to a

more comprehensive understanding and exami-

nation of human life and with it also of psycho-

therapy. These include, as we will attempt to

demonstrate in the following, intentionality,

wholeness, and the analogical thinking, which

lay the groundwork for emerging alternative

research approaches. Finally, the implications

of the above for a pluralistic psychotherapy

science will be presented.

4.1 Introduction

In order to understand the behavior and experi-

ence of a person, it can be helpful to concern

oneself with their life history as well as their

implicit and explicit theoretical beliefs. This is

similar with regard to science: what is natural for

us has its own history which could have taken a

different course and that is why scientific

approaches that were once available to us are
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buried today. Moreover, scientists often tend not

to reflect enough on the implicit presuppositions

of their approaches, and so they pay little atten-

tion to alternatives to their own method(s) (Gelo

2012; Slife 1998).

This actually outlines the topic of this chapter:

the tacit philosophical assumptions of science,

including the aspects of their historical develop-

ment, and how these ground our conception(s) of

psychotherapy science. It makes sense to focus on

this, because our specific understanding of psycho-

therapy science derives from our understanding of

science in general. Usually people do not think

about this, because it is assumed implicitly that

science must be practiced the way it has always

been done—and the way science is mostly

practiced nowadays conforms to the principles of

natural sciences. Only few authors, such as

Gottfried Fischer in the German-speaking world

(Fischer 2008, 2011; see also Rieken 2013) and

Brent D. Slife in the English-speaking world (Slife

2004; Slife and Gantt 1999; Slife et al. 2005; see

also Gelo 2012), have dealt with alternative

approaches and tried to point out that our under-

standing of science in general and its implications

for psychotherapy science depend on ideas, values,

and beliefs that do not only exist “objectively” but

are there because we believe in them.

In the present chapter, we first outline some of

the implicit beliefs characterizing the mainstream

in science and psychotherapy science in its histori-

cal development and highlight its strengths and

weaknesses; thereafter, we draw attention to alter-

native views that are important for human sciences

in general and psychotherapy science in particular.

4.2 Science in the Mainstream

4.2.1 Homo Faber and the
Relationship Between Cause
and Effect as Causa Efficiens

From the plethora of ascriptions that claim to

capture the “essence” of man (see Wuketits

1985, pp. 262–263), the dominating idea since

the science of the modern period has been that

Homo sapiens is primarily a Homo faber (Frisch

1959) who is characterized by the ability to use

or make tools. But this ability does not account

for the exceptional position of humans in evolu-

tion, for they share it with other living beings

such as birds, which build nests, or beavers,

which construct dams. Still it pushes other

concepts of the human being into the back-

ground, especially concepts from the field of the

humanities—such as that of the Homo
symbolicus (Cassirer 1953–1957), the Homo

ludens (Huizinga 1980), or the animal

metaphysicum (Schopenhauer 1958). However,

the view that human beings are primarily

characterized through their activities as Homo

faber and the ability to manufacture or use tools

still continues to shape science and the public

opinion (see Mumford 1967–1970). When, for

example, an article was published in the

Proceedings of the National Academy of

Sciences of the United States of America

(PNAS) in 2013 that had found evidence that

not only Homo sapiens but Neanderthals also

used special tools made of bone, called lissoirs,

to process leather (Soressia et al. 2013), this

message went around the world and quickly

spread in the popular media (about 25,000 results

on Google by entering the keywords “Lissoirs

Neanderthal” on 29/08/2013).

Why does the Homo faber shape humans’

self-image so much even though alternative

attributions are available that are also of signifi-

cance for them? Obviously, there are funda-

mental experiences that reinforce this and

always have: the primitive hunter who shoots

an arrow at a deer and kills it notices causality,

a connection between cause and effect, which is

linked to activity and movement. Thus, the hunter

can actively change the environment which,

simultaneously, does not only lead to practical

certainty, which is essential for life, but also an

understanding of its processes.

Psychological ontogenesis works similarly in

children, as they gradually learn to coordinate

schemata of grasping and looking via the inter-

play of assimilation and accommodation, so that

they can finally reach for an object in order to

examine it more closely, or examine it in order to

touch it more precisely (Piaget 1953). In this

68 B. Rieken and O.C.G. Gelo



respect, the intimate connection between “grasp-

ing” (“grasp” in the sense of “to reach for some-

thing”) and “grasping” (“grasp” in the sense of

“to understand”) is not only semantic but also

real. The child’s “grasping” is followed by an

“understanding,” similar to how the primitive

hunter made the connection between the firing

of the arrow and the killing of the deer. Ever

since Aristotle, the philosophy of science has

called this correlation the causa efficiens; how-

ever, while in Aristotle this is only one of several

causes (see Sect. 4.3.1), in the early modern

period it became the sole cause—the definition

of philosopher David Hume is paradigmatic with

this regard, describing cause “as an object,

followed by another, and whose appearance

always conveys the thought to that another”

(Hume 2007, No. 76, p. 70). This way of

conceptualizing causality is the hallmark of the

modern causal-analytical thinking (see

Sect. 4.3.3, for an antithetical view).

With regard to psychotherapy science, the

textbook examples for this are the efficacy stud-

ies in outcome research in which the isolated and

controlled treatment conditions represent the

causa efficiens and the treatment outcome, sys-

tematically assessed through pre-post measures,

is identified as effect (see Chap. 26 Lambert

2013). Actually, mainstream psychotherapy

research seems not to be able to conceive any

other form of causality legitimately grounding

the scientific investigation of treatment outcomes

(see Slife et al. 2005 for a discussion).

4.2.2 Empiricism, Reductionism, and
Determinism: Observation and
Experiment

The insight gained from everyday life about the

connection between cause and effect is not yet

scientific knowledge, but knowledge gained from

experience. In order to turn it into scientific

knowledge, it needs to be systematized in several

ways. This includes the acknowledgment that

direct perception can be deceptive, which is

why it is necessary to take a step back, so to

speak, to be able to observe what one wants to

examine from a certain distance. In other words,

a separation of subject and object is required

(as discussed in more detail in Chap. 4), dealing

with the fundamental changes of the self and

self-perception in Renaissance culture. This sep-

aration also means relinquishing the magical-

mythical view of nature, which is based on the

notion of humans being a part of and in constant

interaction with nature as a living organism. The

objectification of nature, which goes hand in

hand with the insistence on the human ability to

“create distance,” enhances the status of the

intellectual at the expense of the emotional

capacity. Philosophy henceforth calls the former

“higher faculty” and the latter “lower faculty,”

thus contrasting reason and emotion in a hierar-

chical relationship (see Gloy 1996, pp. 7–8).

The mind may now, without having to rely on

the “lower faculty,” systematically observe its

subject; this should be done repeatedly over

time and by several people independently, so

that the observation becomes verifiable and

repeatable. Moreover, scientists should measure

the phenomena under investigation in order to

carry out reliable observations. It is also possible

to intervene with the observed system in the form

of an experiment and systematically alter

specific influencing (independent) variables

with instruments and devices in order to measure

the resulting changes in other (dependent)

variables. These are important differences that

separate modern from ancient and medieval sci-

ence: first, there was little interest in intersubjec-

tive verifiability and/or shareability in antiquity

and the Middle Ages. This is partly due to an

alternative conception of truth, which was based

on the confirmation by authority and less on

empiricism—according to which knowledge is

derived from our sense experience. Also, the

focus was not on things that change—movement

and variables—but rather on things that remain

static, because ultimately, movement served only

to achieve a “natural” state of rest. Aristotle’s

famous statement that man begets man (Aristotle

1930, II, 2, 194b) makes it clear that what is

reproduced is always the same, in this example

an individual of the same species. A third point is

that the aim of investigation was, in line with the
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primacy of the static, to observe the natural pro-

cesses of the world without interruption, but not

to change them. This is radically different in the

modern period: the experiment has a special sta-

tus in the empirical sciences of the modern era,

because it systematically intervenes in nature and

thus “each experiment [poses] [. . .] a question to

nature,” to quote the famous philosopher

Schelling from the year 1799 (Schelling 2004,

p. 33).

With the experiment, humans develop an

active relationship with nature. They assume

that the bewildering diversity of natural pheno-

mena hides simple, eternal laws. In reality, how-

ever, these cannot be observed in direct form,

though the movements of the planets come pretty

close. Isaac Newton (1643–1727) used them to

develop his three basic laws of motion in the

Philosophiae Naturalis Principia Mathematica:

the law of inertia, the law of force, and the law of

interaction (Newton 1999). The movements of

the planets may occur under conditions that

largely correspond to the Newtonian laws, but

the conditions on Earth are more complicated.

Therefore, in an experiment, the appropriate

conditions must first be created. All factors in

the course of an event that do not correspond to

the postulated law must be declared disruptive

factors and eliminated, regardless of the role they

play in the normal processes that do not take

place under experimental conditions. The suc-

cess of science thus came at the cost of a radical

simplification of natural conditions. Only on this

basis was it possible to attain reliable and gener-

ally applicable scientific data. This means that

the inscrutable wealth of subjective impressions

was replaced by a world of simpler and eternal

laws. In this way, the processes that were studied

could be traced back to the laws of motion and

explained in a strictly deterministic way through

the principle of cause and effect, which led to a

mechanization of nature (Dijksterhuis 1961;

Dupuy 2000; Giedion 1948; see Sect. 4.2.3).

What I have described above holds also and

especially for the empirical sciences of today.

They are characterized by empiricism, which

derives substantiated, “objective” knowledge

from what is gained through sense experience,

specifically through measurement and experi-

ment. A critical point, however, is that the deci-

sion about what makes experience is made

beforehand and thus is not gained by experience

itself. This is what Slife criticizes when he writes

“that the formulation of any method must

assume, before investigation, a certain type of

world in which that method would be effective.

Indeed, every occasion that a method is applied

to a new population, place, or time—and is thus,

in a sense, reformulated—it has to make

pre-investigatory assumptions about the nature

of that population, place, or time” (Slife 2004,

p. 50). The sciences aligned with empiricism are

further characterized by reductionism, because
they simplify spheres of reality in their complex-

ity based on the model of physics and the physi-

cal experiment, and they are deterministic in that
any event is necessitated by an antecedent set of

causally sufficient conditions.

Mainstream psychotherapy science has long

adopted empiricism, reductionism, and deter-

minism. This is evidenced by the fact that, for

example, nonempirical issues (Kukla 1989)

have been marginalized in conventional psycho-

therapy research, with philosophical or theoreti-

cal analysis seen as unnecessary speculation and

“armchair philosophizing” (Barker et al. 2002,

p. 10), at most, as an auxiliary support at the

service of empirical investigation (Salvatore

2011; Slife 2004). This is related to the fact that

the cornerstone of contemporary psychotherapy

research is to provide empirical evidence to the

efficacy and mechanisms of actions of psycho-

therapeutic interventions.1 Methodologically, the

1 It should be noted that, when talking about empirical

evidence, the term “empirical” is most of the time under-

stood sensu stricto as indicating the standardized mea-
surement of a certain phenomenon; as a consequence,

qualitative research is considered not at all, or at least

less, empirical than quantitative research and is therefore

disqualified as pseudoscientific or, in any case, as less

scientific than the dominant quantitative approaches. On

the contrary, we consider the term “empirical” as

indicating the fact that some data about a phenomenon

of interest are systematically gathered and analyzed (see

also Barker et al. 2002); following this, both quantitative

and qualitative researches may be considered empirical

approaches, though different in their foundations and

70 B. Rieken and O.C.G. Gelo



“gold standard” to provide this empirical evi-

dence is the randomized clinical trial (RCT; see

Chap. 26) which, developed in analogy with bio-

medical research, requires the researcher to

manipulate and control the research environment

in order to increase the internal validity of the

results (i.e., that the observed clinical outcome

actually depends on the administered treatment):

treatments need to be manualized, an experi-

mental group and a control group are required,

patients must be randomized to these two groups,

the effects of the treatments have to be measured

by means of standardized instruments, etc.

4.2.3 The Mechanization of Worldview
and Science: Innovation and
Consequences

The term “mechanization” in this context is not

defined in the usual sense as the production or

use of machines to assist people or to increase

productivity, but as a term rooted in philosophy

or the philosophy of science, derived from phys-

ics (Dijksterhuis 1961): mechanics is the branch

of science that deals with the motion of objects

and physical forces producing it, and, in this

context, mechanization means to attribute natural

processes and phenomena of the living to the

laws of motion and to explain them strictly deter-

ministically according to the principle of cause

and movement in the sense of the causa efficiens.

Firstly, mechanization—as already mentioned—

introduced research methods that rely on mea-

surement and experiment as their source of infor-

mation and mathematical formulations as a

means of description and explanation. Secondly,

it promoted the development of technology and

thus led to the industrialization of the world, on

which the following will focus first.

Despite or because of its reductionism and

determinism, mechanistic thinking was a huge

success and changed the world to a degree that

never before occurred in human evolution. This

was because when nature is explained by deter-

mining the laws by which it operates, practical

utilization is not long in coming: “Human knowl-

edge and human power meet in one; for where

the cause is not known the effect cannot be pro-

duced. Nature to be commanded must be

obeyed” (Bacon 2000, Aphorism 3). This is a

key phrase of the modern period, the more popu-

lar version of which is “knowledge is power”

(German: “Wissen ist Macht”). This is a quote

from Francis Bacon (1561–1618), one of the

greatest pioneers of natural science. In the early

modern period, it was mainly inventions such as

the telescope, microscope, compass, and gun-

powder that were used to explain the world and

subdue it. Later, steam engine, internal combus-

tion engine, electric motor, and the computer

were added; they changed the world funda-

mentally by mechanizing, industrializing, and

digitalizing it.

The success of classical physics and in parti-

cular of mechanics convinced and still convinces

generations of scientists so much they also

became the model for various human sciences

that consider themselves “empirical,” such as

medicine, psychology, or sociology. If they

explain the processes they examine deterministi-

cally and reductionistically, according to the

principle of cause and effect of independent and

dependent variables, this means they build on a

mechanistic worldview or a machine model of

man such as was developed as early as the

European modern period based on Newton’s

Principia, René Descartes’ (1596–1650)

Principia Philosophiae (Descartes 1988), and

La Mettrie’s (1709–1751) infamous memoir

Man a Machine (Mettrie 1994). Particularly

interesting with regard to this is Laplace’s

Demon, an idea developed by the marquis de

Laplace (1749–1827) of a higher intelligence

that would one day be capable of accurately

calculating all world affairs in terms of the

mechanistic worldview:

“We ought then to regard the present state of the

universe as the effect of its anterior state and as the

cause of the one which is to follow. Given for one

instant an intelligence which could comprehend all

the forces by which nature is animated and theimplementations (see Gelo, Braakmann, & Benetka 2008,

2009; Gelo 2012).
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respective situation of the beings who compose

it—an intelligence sufficiently vast to submit

these data to analysis—it would embrace in the

same formula the movements of the greatest bod-

ies of the universe and those of the lightest atom;

for it, nothing would be uncertain and the future, as

the past, would be present to its eyes” (Laplace

2007, p. 4).

Similar notions can also be found in standard

scientific works of the present, for example,

when a widely used psychology handbook claims

“that the human soul is moved by the same laws

as other natural objects [. . .]. A machine now is

nothing more than an arrangement of causal

laws,” which is why “there is no avoiding a

machine conception of the human soul [. . .]”

(Dörner 2004, p. 35). This, however, blurs the

principal difference between inorganic and

organic matter. Living beings are characterized

by the requirements of their metabolism; they

exist through exchange and their structure is

dynamic and dissipative, i.e., it must constantly

be supplied with energy, because otherwise the

structure would dissolve. While inorganic matter

is characterized by “uniformity, rigidity, and sta-

bility,” living things excel through “diversity,

dynamic, and flexibility” (Bammé et al. 1983,

p. 134). According to dynamic systems theory,

this difference can be explained considering that

living systems—together with other complex

systems which change over time—are comprised

of a set of mutually interacting elements giving

rise to emergent systemic properties, that is,

properties exhibited by the system as a whole

and not by any of its individual components. To

illustrate this with an analogy, the individual

components of an automobile do not constitute

a vehicle with which you can move. This is only

possible if they are connected with each other in

a specific way, because only then the car can be

started (Wuketits 1985, pp. 96–97). Driving is

therefore an emergent systemic property of the

motor vehicle, just as thinking is an emergent

systemic property of the brain, because the

whole is more than the sum of its parts (see

Sect. 4.3.2). However, this cannot be “seen”

when only the individual parts are analyzed.

Another example, one of the best-known Ger-

man methods handbooks for psychology says

that “it [is] not a difference in principle but only

in degree when new physical phenomena are

‘explained’ by (presumably) true physical laws,

and new psychological phenomena by [. . .] psy-
chological theories” (Bortz and Döring 2006,

p. 17). The authors try to prove this assertion

with two if-then relationships (see Rieken

2010a, pp. 21–22). From physics, they choose

the theorem “if metal is heated, then it expands”

(Bortz and Döring 2006, p. 16) and, from psy-

chological aesthetics research, a phenomenon

from the field of popular music, namely, that

among the most popular hits are often songs

with a particular sequence of harmonies, specifi-

cally those with a medium excitation level. From

this they derive the following hypothesis: “If pop

music follows a harmonic scheme of medium

difficulty, then it is assessed positively” (Bortz

and Döring 2006, p. 17). However, this need not

be the case, because every metal expands when

heated, but not every person takes delight in the

most popular pop songs, because some people

prefer folk music, others New Orleans jazz or

classical music, etc. This means that it is, at

best, only possible to make statements about a

certain number of people, but not about humanity

as a whole. And even the preferences of a single

individual may change depending on their mood.

Sometimes they might want to listen to the

Nocturnes by Frédéric Chopin, then to Glenn

Miller, and then yet another time to the Rocky
Horror Picture Show. It may well be that a

majority of people prefers a “harmonic scheme

of medium difficulty,” but such a statement

should not be elevated to the status of a physical

or physics-analogous law, because it is an

exaggerated claim to want to establish laws

with universal and eternal validity (see Salvatore

and Valsiner 2010 for a discussion).

This claim in turn has to do with the historical

context in which the experiment blossomed—the

Age of Absolutism: “The experiment combines

[. . .] the subjective arbitrariness of researchers

with strict regularity, with methods that should
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allow a precise control and evaluation of reality.

This structure shows in a specific way essential

elements of absolutism. In absolutism, the

reigning sovereign is the ‘absolute master’; all

government action should be centered toward the

position of the ruler. This claim is expressed

precisely by a saying of Louis XIV, the most

prominent ruler of absolutism: ‘L’etat, c’est

moi’—‘I am the state’” (Vinnai 1993, p. 53).

From a depth psychological perspective,

exaggerated claims to power have to do with a

defense against fears. In this respect, the

practice-oriented natural sciences could be seen

as gigantic companies that aim to reduce or even

minimize fears—especially the fear of being

dominated by nature, which is why one seeks to

rule it as completely as possible. Hannah Arendt

has pointed out with regard to the hitherto unsus-

pected power potential of mechanization that all

manufacturing is violent, because humans inter-

fere with the balance of nature by destroying

living things, for example, such as felling a tree

to gain wood or preventing slow natural pro-

cesses from completing when they break iron or

stone from “the womb of the earth” (Arendt

1998, p. 139). And Ludwig von Bertalanffy,

one of the greatest biologists and systems

theorists of the twentieth century, wrote—proba-

bly still affected by the Second World War in the

early 1950s—the following: “The attitude that

considers physical phenomena as the sole

standard-measure of reality, has led to the mech-

anization of mankind and to the devaluation of

higher values. The unregulated domination of

physical technology finally ushered the world

into the catastrophical crises of our time”

(Bertalanffy 1950, p. 165). Sigfried Giedion

expressed something similar in his monograph

Mechanization Takes Command when at the

end of the chapter on the mechanization of the

meat industry he links the same with the allegor-

ical image of the Dance of Death and states that

the associated neutrality of killing was displayed

on a large scale during the Second World War

(Giedion 1948).

This is not an attempt to condemn mechani-

zation lock, stock, and barrel with its belief in

explaining natural and human processes with the

laws of motion and deterministically in line with

causality. Mechanization is like a tool that can be

used for good or evil and can help or hinder the

pursuit of knowledge. It presents a simplification

of the world, which has advantages and

disadvantages, namely, on the one hand the

capacity for targeted and efficient change where

mono-causal relationships dominate but on the

other hand little success or failure where multiple

causes and interactions exist. No one in theWest-

ern industrialized societies would want to give up

the comforts it brought, such as speedy travel in a

car or plane, central heating, or computers. But at

the same time, it had a huge impact on nature,

society, and the individual, through resource

extraction, pollution, climate change, and, for

example, reducing the individual to a cog in the

system of the economy, when you think of Tay-

lorism (“scientific management”). The inner

feelings of the individual often fall to the way-

side, because they are less easily measured than

behavior that can be observed from the outside.

Typical examples are the ideological foundations

of parliamentary democracy and capitalism as

formulated by Immanuel Kant or Adam Smith,

because they are based on mechanistic

considerations. Kant said that even a nation of

devils could be governed, namely, in the follow-

ing manner: “So order and organize a group of

rational beings who require universal laws for

their preservation—though each is secretly

inclined to exempt himself from such laws—

that, while their private attitudes conflict, these

nonetheless so cancel one another that these

beings behave publicly just as if they had no

evil attitudes” (Kant 2003, p. 23). This was not

about the moral improvement of the people but

only about using the “mechanism of nature”

(Kant 2003, pp. 23–24, emphasis added: B.R.),

meaning the system of the separation of powers

in particular: while everyone wants to accumu-

late power, others want the same, and thus they

keep each other in check, push against each other

mechanically as it were. The same applies to

Adam Smith’s theory of capitalism, according

to which mass affluence can be generated
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through the principle of competition, but busi-

nesspeople are prevented from becoming too

powerful because they end up pushing against

other people’s strivings for power. Although

Smith speaks of the “invisible hand” (Smith

2007, p. 352) to prove this success, which sounds

a bit mythological, he is actually referring to a

mechanical process similar to Kant, which is

comparable with colliding billiard balls. Now

undoubtedly democracy and capitalism have

cleared the way for liberties and prosperity—

undisputed advantages of mechanization—but

problems such as the formation of cartels, cor-

ruption, exploitation of natural resources in

developing countries, or the dubious and mostly

failed attempts of the USA to establish demo-

cratic institutions in developing countries show

that the “mechanism of nature” alone is not

enough to solve certain problems, because that

also requires consideration of the inner workings

of the individuals involved.

But back to the questions of science in the

narrower sense, something should be noted:

when contemporary human sciences play the

keyboard of mechanization by following the

example of classical physics, they use

nineteenth-century standards. Anyway, in con-

temporary natural sciences, nobody believes any-

more that “the laws of nature [are] the real

essence of nature, but only a theoretical model:
an idealized concept of nature that does not exist

in reality” (Bammé et al. 1983, p. 128). Mecha-

nics creates—and, at the same time, requires the

reference to—an oversimplified world: mass in

free fall, for example, is considered with a point

source to make it possible to perform calcu-

lations, and interfering factors such as air resis-

tance or wind conditions are neglected, though

they are major factors with other phenomena,

such as the free fall of a goose feather. Newer

approaches such as quantum physics, fuzzy

logic, systems theory, and chaos theory have,

on the contrary, relativized the simple causal-

analytical worldview of mechanics. Quantum

physics, for example, has reintroduced the

observer as an influencing variable, because on

a microscale, the observed is changed by the

observation (Heisenberg’s uncertainty principle),

while fuzzy logic is a theory that operates with

truth values but when applied has proved to be on

a par with the classic causal-analytical models.

Systems theory relativizes the unilinear causality

model in favor of interactions, and chaos theory,

while as deterministic as classical physics, is

based on initial conditions that are so complex

they cannot be determined with existing mea-

surement methods and instruments at present

and probably not in the long term either, such

as the proverbial “flap of a butterfly’s wing,”

which may have unforeseen long-term conse-

quences (see Sect. 4.3.2).

Mechanization is evident in mainstream psy-

chotherapy research and in the prescriptions of

its quantitative methodology (see Chap. 12 and

13): experimental designs should be ideally used

to test models of antecedent causality through the

control of confounding variables and the exclu-

sion of possible alternative explanations for the

observed behaviors; big samples should be

employed in order to allow time- and context-

free generalizations of the results; standardized

measurement by means of questionnaires and/or

rating scales should be used for data collection,

with the consequence of the richness of the

patient’s subjective experience being pushed

into the background in favor of reliable measures

of what is supposed to change; and statistics

should be employed to describe and analyze

relationships among the investigated constructs,

so that the general laws governing the observed

behaviors may be adequately tested.

Such a dominant (quantitative) paradigm of

psychotherapy research has developed coher-

ently with an oversimplified model of the world

borrowed from the physical sciences (mecha-

nics) of the nineteenth century (see Danziger

1985, 1990 for a general discussion; see also

Gelo 2012, Slife 1998) and is therefore based

on simplistic assumptions and related models of

inquiry (Elliott and Anderson 1994); in other

words, mainstream psychotherapy researchers

must make a series of simplifying assumptions

on psychotherapy in order to be able to investi-

gate it, with the negative consequence of increas-

ing the gap between research and practice (see

Kazdin 2008). An example is the drug metaphor
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model described by Stiles and Shapiro (1989,

1994), according to which researchers assume a

direct and linear relationship between the differ-

ent aspects of the therapeutic process (e.g.,

therapists’ interventions, patients’ verbal and

nonverbal expressions, etc.) and the therapeutic

outcome.

4.2.4 Critics of Naturalism in
Psychotherapy Science

As mentioned in the previous section, there are

fundamental differences between living and non-

living systems and between organic and inor-

ganic matter. This distinction is blurred by

reductionism, which aims to explain life through

mechanical principles of movement and also uses

physical standards that have been relativized by

modern physics (quantum theory, fuzzy logic,

etc.). The determinism resulting from this reduc-

tionism is also faced with the problem set of free

will/determination: if you understand life mecha-

nistically, all behavior is causally determined

because for every action there must be a preced-

ing cause which in turn can be traced back to

other conditional causes. This concerns psycho-

therapy science in particular, because it is about

patients freeing themselves from (causal-

analytically) conditional pathological patterns

or at least putting them into perspective. In

other words, it is the goal (“outcome”) of any

psychotherapy to gain a degree of inner freedom

by the end of it. Also, behind this lies a much

more general problem still: without the postulate

of free will, there would be no responsibility and

thus no way, for example, to protect society

from criminals. Thus the special element of the

outcome in psychotherapy and the general ele-

ment of the attribution of responsibility in crim-

inal offenders are reasons not to deny the

postulate of free will entirely, which poses a

conflict with the reductionist determinism of

classical science and the psychotherapy science

derived from it.

Reductionism may also conflict with the

empiricism that is a refinement of objectivism.

The mechanistic view is based on physics, but

nowadays physicists do not consider their

theories to be a reflection of the world but rather

a simplified model. As already stated, empiricism

overlooks that experience is only possible under

the condition of conditions that cannot be experi-

enced. And these conditions are not objective

but, as Immanuel Kant pointed out in his Critique

of Pure Reason, subject to specific categories as

well as forms of intuition, namely, space and

time. Knowledge is therefore not possible with-

out perspective (Kant 1998), which is a view also

shared by some philosophers of language,

according to which language shapes the way

people think and therefore also shapes their per-

ception of the world (Köller 2004).

Therefore, it should not surprise that main-

stream psychotherapy science is not met solely

with agreement, and there are well-known

researchers who have examined its grounding

tacit assumptions critically. Brent D. Slife, for

example, in the fifth edition of Bergin and
Garfield’s Handbook of Psychotherapy and

Behavior Change, addresses the constraints that

arise from a kind of thinking he calls naturalism
(Slife 2004) and that is closely related to mecha-

nization (Slife 2004; see Slife 1998; Slife and

Gantt 1999; Slife et al. 2005). Naturalism as he

describes it is characterized by five attributes that

are all compatible with what has been outlined

here, namely, objectivism, universalism, materi-

alism, hedonism, and atomism. The author’s crit-

icism regarding objectivism is focused on the

supposed value freedom (German: Wertfreiheit)

of the traditional scientific method, which

overlooks the fact that a researcher’s implicit

presuppositions grounding the scientific method

used often remain unquestioned and/or cannot be

tested, but still affect his/her research—in other

words, objectivity cannot be value-free because

it is a value itself. A well-known example is the

work of Grawe (Grawe et al. 2001; Grawe 2004),

whose recommendation for behavioral therapy

might be considered to be rooted in his prefer-

ence for empirical-quantitative psychology; both

these two systems are based on the same mecha-

nistic foundation, so it is not surprising that one is

confirmed by the other. Slife (2004) therefore

advises researchers as well as therapists to be
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aware of their own preconceptions, a view that is

pretty close to the ethno-psychoanalytic mandate

to reflect on one’s “countertransference” in the

research process.

Universalism shares some common ground

with objectivism, because if one thinks it possi-

ble to capture the natural world beyond our per-

spectival perception, it also seems to be within

the realm of possibility to make universal

statements and attain “diagnostic and treatment

‘universals’” in the area of therapy (Slife 2004,

p. 48). This disregards the fact that unforeseen

events happen in the therapy process that are

completely unique, in other words, the fact that

psychotherapy is a “science of subjectivity”

(Pritz and Teufelhart 1996).

The term materialism broaches the issue of

the philosophical mind-body problem, which

may appear to be “solved” from a mechanistic

point of view by advocating for monism but from

a long-term perspective—that of over 2000 years

of history of Western thinking—requires differ-

entiation (see, e.g., Rentsch 1980). Slife (2004)

points out that while biological factors do consti-

tute an important basis for research, human

action and experience cannot be reduced to

them. He exemplifies inter alia using the example

of love, which may trigger biochemical pro-

cesses without there being any empirical ways

to determine “what type of relationship the bio-

chemical substrate has to the phenomenon” (Slife

2004, p. 55).

Finally, Slife also criticizes hedonism and

atomism: the former because it steered toward

selfishness due to misunderstood desires for

self-realization, the latter because it saw the indi-

vidual irrespective of the context. As an alterna-

tive, he recommends the consideration of

altruistic potential as it was laid out, for example,

in Alfred Adler’s individual psychology (“com-

munity feeling”) (Adler 1927), as well as inter-

personal and relational aspects in research and

profession. This set of problems, too, bears rela-

tion to mechanization, as mechanization

analyzes and isolates individual factors in order

to treat them effectively, as happens exemplarily

in conventional medicine, for example, which

successfully treats specific diseased organs but

may not be quite as helpful when dealing with

multicausal diseases or functional disorders with

no organic findings.

Gottfried Fischer’s approach is similar to

Slife’s. His aim is to establish psychotherapy as

an independent science instead of a subdomain of

medicine or psychology (Fischer 2008, 2011).

According to Fischer, an important element in

the conceptualization of psychotherapy science

is ecological thinking in the sense of an inner

reference to the environment, which is tanta-

mount to a rejection of atomism. From there it

is only a small step to intentionality (see

Sect. 4.3.1), which the author considers a central

element in understanding human subjects. That

also provides a major criterion for the demar-

cation from the neighboring disciplines of medi-

cine and mainstream psychology, which

determine suffering with regard to some general

modalities of functioning rather than with regard

to individual personal experience. However, this

does not advocate for subjectivist constructivism,

because the systematic study of subjectivity is

performed ecologically, thus maintaining a refer-

ence to environmental conditions.

This has several consequences for research,

because the scientific objectives in psychother-

apy science are different than in medicine and

psychology: it is not only about the identification

of generally applicable laws—for example, “if

someone constantly washes their hands, they suf-

fer from an obsessive-compulsive disorder”—

but also about the experiences and actions of

people in specific situations as well as their

change or development and the expansion of

possible actions, which poses some contrast to

the static nature of laws. This is why qualitative

methods in addition to quantitative ones are

important, and in addition to explanation—in

the sense of a deterministic, reductionistic,

and mechanistic identification of the causa

efficiens—is understanding, which is a multi-

dimensional phenomenon closely interwoven

with the interpretative elements of intentionality,

wholeness, and analogical thinking. The follow-

ing sections will explain what these three terms

mean and their importance for (psychotherapy)

science.
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4.3 Alternative Perspectives in
Science

So far, this text has outlined a view of science

that may be the dominant perspective in contem-

porary science but by no means the only one

possible. In the following sections, we will dive

into realms that have become meaningless in the

natural sciences of the present and therefore do

not receive much attention in psychotherapy

science either. More specifically, we will focus

on intentionality, wholeness, and analogical

rationality type.

4.3.1 Aristotelian Causality and
Intentionality

Intentionality has always played a central role in

the human sciences and still does so today; one

aim of this section is to make it clear that it

should not be neglected in the study of the

human psyche.

In the science of the nineteenth century, the

modern conception of the term intentionality

emerges for the first time in the works of Franz

Brentano (1838–1917), who used it in his

descriptive psychology. He used the term to

determine psychic phenomena, because in con-

trast to physical phenomena, they were

characterized by their reference relationship to a

content or (mental) object (Brentano 1995).

Another groundbreaking text in this context is

Martin Heidegger’s essay “Being and Time”

(German: “Sein und Zeit”), which calls attention

to the fact that the original approach to the world

was a practical attitude that he described as

“readiness-to-hand” (German: “Zuhandenheit”).

He wrote that, in contrast, the theoretical under-

standing, the “presence-at-hand” (German:

“Vorhandenheit”), was a derivative that isolated

the things of the world and made them lose their

referral to each other: the practical reference was

lost, a hammer was only a hammer, a nail only a

nail, because in isolated analysis no reference

could be formed, such as that someone might

use the hammer to pound nails into wood to

build a house for people. This could only happen

with “readiness-to-hand” (Heidegger 1988).

The reference to content or an object puts the

concept of intentionality in opposition to mecha-

nistic thinking with its analyzing-isolating

approach (“atomism”). However, in order to

avoid playing off one against the other instead

of thinking about how both may contribute to the

enrichment of understanding mental processes, it

seems appropriate to look back to ancient Greece

and take a look at Aristotelian causality; the core

of which is still considered one of the established

parts of standard knowledge in philosophy (see

Tetens 2001). Aristotle distinguishes four differ-

ent forms of causality that in the Latin translation

of Thomas Aquinas (Thomas Aquinas 2000, lib.

1 l. 4 n. 2) are termed as follows: (1) causa

materialis (“material cause”), (2) causa formalis
(“formal cause”), (3) causa efficiens (“efficient

cause”), and (4) causa finalis (“final cause”)

(Aristotle 1930, Book II, Chapters 2–3, 194b;

see Gloy 1995, pp. 116–133; Tetens 2001,

pp. 378–380). Here is an example: If I eventually

buy a particular house, then I may do so

(1) because of the material, as it is made of bricks

that create a good room climate and unlike

prefabricated houses are durable. I will buy it

(2) because of formal reasons, as its appearance

is pleasing. (3) The causa efficiens plays a role

that is understood as the “initial impetus”

according to Aristotle (Aristotle 1930, 194b):

I want to live in a house again because I did so

as a child and I felt very comfortable there, but I

later moved to the city and suffer from the con-

striction of the housing conditions. Finally,

(4) the causa finalis is of importance, because

in order to increase the quality of my life and

really recover from the exertions of my profes-

sional routine, I aim to live in a house again.

It is not necessary to discuss the hotly debated

issues of Aristotle-centered research more

closely at this point, such as whether the doctrine

of the fourfold cause claims to be complete,

whether it is a system of necessary real causes

or more a collection of topoi as methodological

tools, etc. (see Gloy 1995, pp. 116–117; Tetens

2001, pp. 378–380). In this context, it is essential

that two of the four causes, namely, the causa
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efficiens and the causa finalis, were going to be of
major importance in the further course of the

history of science. The causa efficiens (see

Sect. 4.2.1) is the cause that has become essential

for the scientific notion of causality in modern

times. It is the question of why and whence,

which in the sense of the modern period was

the only approved connection between cause

and effect and was considered the link between

independent and dependent variables in an

experiment.

There were several reasons for neglecting the

causa finalis. First, it was not limited to the

human realm in ancient and medieval philoso-

phy, but also applied to animate and inanimate

nature. Thus, for example, Aristotle did not

explain the free fall of a stone with the force of

gravity, as we do today, but with the argument

that it was the stone’s goal to get to the center of

the Earth as the “natural place” of rest. While the

“light elements” strived for the edge of the lunar

sphere, the “heavy elements” aimed for the cen-

ter of the imagined geocentric cosmos (Aristotle

1930, VIII, 4, 255a–255b).

On the other hand, the scholastic view of

science, especially in the reception of Thomas

Aquinas, granted the causa finalis a far higher

priority than the causa efficiens, namely in the

context of the Christian religion, which

understands the world as a creation of God and

thus a realization of a wise plan, which is why it

assumes that there is a hidden purpose behind

everything. In the Catholic Church, this view has

survived to this day, as demonstrated by a

New York Times article by Cardinal Christoph

Schönborn, Archbishop of Vienna, in which he

speaks of the divine design and the higher,

namely, the divine aim of evolution that is

equated “with final cause, purpose, or design”

(Schönborn 2005; see Rieken 2010b).

Thus it should not surprise that the causa

finalis lost more and more of its influence with

the beginning of the success story of modern

science, namely since the early modern period.

It was too attached to metaphysics to be taken

seriously in science, and indeed it does not really

make sense to ask for what purpose, for example,

New Orleans was devastated by hurricane

Katrina in August 2005 (causa finalis), as

opposed to why this happened (causa efficiens).

Only religious fundamentalists advocated the

causa finalis by arguing that God caused the

hurricane with the intent to punish the city, as it

was a den of iniquity built on decadence,

debauchery, and voodoo (Rieken 2007).

Things look different in the human,

non-metaphysical realm, because there, inten-

tionality is equivalent to the question of the

meaning and purpose of certain events and

actions, or even the meaning of life. It is primar-

ily the human science that deals with these

questions and within them philosophy and liter-

ary studies in particular; the latter look for the

meaning of fictional texts that often are closely

connected to life (Gerigk 2006; Schapp 2004;

Searle 2004; Spaemann and Löw 1985). These

disciplines in no way question the validity of the

causa finalis, because it is “based on the model of

human action. Man is capable of setting goals

and acting in order to achieve these goals. His

actions often can only be understood when one

knows the goal linked to the desired final state of

an action” (Schiemann 1998, p. 3). Therefore,

these sciences consider the neglect of the causa

finalis and the sole focus on the causa efficiens
typical of the natural sciences such as psychol-

ogy or medicine reductionist. And in fact, natural

sciences by their own admission do have

problems exploring “research ideas with philo-

sophical content” such as the empirical investi-

gation of the “meaning of life” (Bortz 1984,

p. 16).

Crisis situations, such as mental illness or

traumatic events, in particular raise the question

of the meaning of what happened to someone. To

put it in the words of anthropologist Lauri

Honko, “Every even somewhat more serious ill-

ness is a harrowing event in a human life that

challenges one’s continued existence. All

patients have in common that, from the first

stages of their illness, they try to explain its

nature and causes somehow. The establishment

of some sort of theory almost seems to be a

human need” (Honko 1959, p. 19). And this

theory does not only include the question of

how it came that something happened to oneself
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(causa efficiens) but also what the point is and

what one may learn from it (causa finalis).

For example, in 2008, Rieken conducted a

field research in Galtür, a mountain village in

the Austrian province of Tyrol that was affected

by a catastrophic avalanche in 1999, in order to

ascertain whether and to what extent the inhabi-

tants have processed the disastrous event. The

informants also provided intentional content,

such as that they now live a more conscious

life; that solidarity—in the sense of a social net-

work—has become more important; or that they

have learned to talk about personal problems.

They also variously assumed ecological connec-

tions, such as that the environmental impact on

nature was too much and it sometimes needed to

“discharge,” which then sometimes hit the wrong

people, in this case the people of Galtür. In addi-

tion, in this village that is entirely Catholic,

Christian faith proved helpful as it offered solace

or encouraged the view that the rapid reconstruc-

tion and extensive outside support indicated that

God was helping. All these arguments were

communicated to me during the interview pro-

cess, and they not only testify to an intensive

reflection of the disaster but also make it clear

that intentional aspects are important for compre-

hensive processing (Rieken 2010a). It is not

about the extent to which these views, such as

the reference to ecological aspects or to God, are

“objectively” correct, but only whether they pro-

vide support for the respective subject to process

traumatic events in a meaningful way. This is

confirmed by results of resilience research, as

far as they refer to Antonovsky’s concept of

salutogenesis, who considers comprehensibility

and meaningfulness essential factors for a sense

of coherence. What this means is that events are

structured meaningfully that their internal cohe-

sion can be comprehended and that one’s own

life and actions have a purpose (Antonovsky

1987).

Still, this is not about playing causa efficiens

and causa finalis, natural and human science,

against each other, because both highlight funda-

mental approaches to the human condition.

Humans cannot bear isolated facts, because if

something is not understood or not interpreted,

it is perceived as a threat. This is why people

make every effort to classify the phenomena they

encounter into tangible contexts (see Köller

2004, p. 837), and causa efficiens and causa

finalis are equally suited for this, as it may be

enlightening to ask not only where something

came from but also where it leads, what one

wants to achieve with it and what its purpose

is. This is also demonstrated by different schools

of psychotherapy with their various priorities.

Psychoanalysis, for example, is primarily

committed to the causa efficiens, because it

perceives a close correlation between the

determinants of childhood and later adult life.

The same applies to behaviorism with its connec-

tion between stimulus and response. Conversely,

however, there are also references to the causa

finalis in schools of therapy that, like behavioral

therapy, are firmly anchored in the here and now,

as, for example, the term “reframing” plays an

important role at least in systemic family therapy

and neurolinguistic programming. This means

putting specific conditions into a new frame-

work, for example, by allowing that compulsive-

ness has the goal of trying to achieve order in life

(Andreas and Andreas 1982; Bandler et al. 1983;

Satir and Baldwin 1983). From the humanistic

schools of therapy, it is Viktor Frankl’s logo-

therapy in particular that focuses mainly on the

causa finalis since it considers the question of the
meaning of life paramount and since Frankl

believed that being human had to do with “self-

transcendence,” the ability to relate to others

(Frankl 1975, 2004). This is in contrast to the

before-mentioned atomism and is also confirmed

by resilience research, because the existence of a

well-functioning social network is considered

important for mental health or for the recovery

thereof. Also important in this context is Alfred

Adler’s individual psychology, which draws

attention to unconscious, not conscious, inten-

tionality, unlike in Brentano’s philosophy.

Being both a student of Freud and a psycho-

analyst specializing in-depth psychology, Adler

did believe that the causa efficiens was essential,
because he knew about the formative influence of

childhood on the character and adult life, but at

the same time he focused on the causa finalis,
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because from the child’s sense of “inferiority”

arises the desire for compensation, social equal-

ity, power, and prestige—in short, from the

beginning, people aim to increase their self-

esteem (Adler 1912). In principle, like in individ-

ual psychology, both causes are applied in

Freud’s psychoanalysis, because the libido as an

effective causal driving force simultaneously

pursues the goal of obtaining satisfaction. Still

both authors use a different focus, Freud more on

the causa efficiens and Adler more on the causa

finalis, which is also taken into account in mod-

ern psychoanalysis textbooks. Thomä and

Kächele, for example, write the following about

dreams: “As necessary and important as the

dreamer’s history is with its biographical

obstacles to development, their life takes place

in the here and now and is future-oriented”
(Thomä and Kächele 2006, p. 180, emphasis

added: B.R.).

The difference between causa efficiens and

causa finalis is clearly stated in Thomä and

Kächele’s text. However, things tend to be less

clear in everyday language as, at first glance, it

does not make much difference whether someone

says they go to school because they want to learn

something (causa efficiens) or to learn something

(causa finalis). However, in case of the former,

the focus is on the past; in case of the latter, it is

directed to the future, much as is the case with

Thomä and Kächele. This differentiation is of

particular interest especially with regard to psy-

chotherapy. For example, if someone is suffering

from depression, the effective cause may be a

conflict such as a man cheating on his wife

even though he is a devout Catholic. At least

from a psychoanalytic point of view, an uncon-

scious conflict is a frequent trigger for depres-

sion. In this case, the attention is focused on the

past, because the conflict must already exist in

order to cause the condition. From the perspec-

tive of the causa finalis, on the other hand, one

may ask what the person in question, looking at

the future, wants to achieve with their depres-

sion. The answer could be that he/she wants to

unconsciously avoid the confrontational behav-

ior, because if he/she is depressed, he/she will

have no desire to be unfaithful – true to the

motto: “Who does nothing, does nothing

wrong.” Another example would be inner dis-

tance in personal relationships, “philobatism” in

the tradition of Michael Balint (Balint 1959).

Anyone who has a fear of too much personal

closeness is likely to have suffered through pain-

ful experiences with their parents (causa

efficiens) and is aiming to protect themselves

from further injury by keeping the partner at a

distance so that they will not see one’s supposed

shortcomings (causa finalis).

Maybe these explanations make it clear why it

makes sense to consider both forms of causality,

because the consideration of “whence” and

“why” covers a broader spectrum than the con-

sideration of only one aspect. However, the more

unusual and surprising approach is that of the

causa finalis, because thanks to the dominance

of mechanistic thinking (see Sect. 4.2.3), we are

primarily used to consider the causa efficiens

when asking questions about causes. It is the

same with patients: they suffer; why should

their suffering have meaning, a purpose, and a

goal? But if they have use for this question, this

often means a lot has been gained, because they

no longer see themselves only as a passive suf-

ferer who had something happen to them but

instead realize that they are also actively

contributing something to their suffering and

are possibly even actively holding on to it

because they are afraid of change. Many

therapists know from their practice that patients

“also want to cry or attack, complain and blame,

and sometimes very much ‘need’ their problems”

(Buchholz 1999, p. 72)—the “need” again

representing the intentional aspect. And when

they have realized all of these, then they can

actively distance themselves from it in the longer

term. In other words, the consideration of inten-

tionality can help gain a better understanding of

mental illness and thus also contribute to

recovery.

In the field of psychotherapy research, the

application of qualitative methods (Frommer

and Rennie 2001; McLeod 2013; see Chaps. 20

and 21) may make it possible to adequately take

into account such issues as causa finalis and

intentionality. Consider, for example, being
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interested in the outcome of a treatment: in quan-

titative outcome research, patients are usually

asked to provide information on how they are

doing “at that moment” (for exceptions see

Elliott et al. 1999) before and after the ther-

apy—with the change faced by the patient

being reflected in the pre-post difference. In con-

trast, a possibility in qualitative outcome

research is to explicitly ask the patients, before

the beginning of the therapy, “what they would

change” about themselves, thus calling into play

the intentionality of the patients and allowing to

identify the causa finalis of the treatment

according to their perspective; in a second inter-

view, conducted at the treatment termination,

patients are then asked to critically reflect on

the content of the first interview based on the

changes effectively experienced during the treat-

ment (see Chap. 27 for an overview on qualita-

tive outcome research). Such an approach

presents an example of how it is possible to

investigate the outcome of psychotherapy by tak-

ing into account the in-depth analysis of the final

cause of the therapeutic process. Other examples

are provided by any qualitative research making

use of experiential methods, that is, involving

“the conceptualization of meanings of

experiences” reported by patients and/or

therapists (Rennie 2012, p. 385); in fact, we

believe that any reconstructed experience of the

participants is imbued with their intentionality, at

least in Brentano’s sense.

4.3.2 Wholeness

Intentionality is closely connected with another

term that also has its origin in Greek antiquity

and met the same fate, namely to be marginalized

in the modern period in the course of the mecha-

nization of science: holistic thinking. Although

some representatives of this may be found in the

natural philosophy of the Renaissance and it was

later recognized by well-known authors such as

Schelling and Goethe, it has been doomed to a

shadowy existence ever since (Gloy 1996;

Kaulbach and Beck 1974)—the causal-analytical

influence on the world has become too powerful.

The term “whole” or “holon” takes a prominent

place in Plato, for in the Timaeus he speaks of the

Creator God who wants to create a creature that

is as perfect as possible, lacks nothing, and is

thus labeled “whole” or “holon” (Plato 1929,

32d). Equally well known is the Aristotelian

notion that there are things “which have a plural-

ity of parts, and which are not a total aggregate

but a whole of some sort distinct from the parts”

(Aristotle 1933, book 8.6, 1045a)—a notion that

prompted later generations to formulate the

phrase “the whole is more than the sum of its

parts.” This formulation is, as hinted at in

Sect. 4.2.3, also a key sentence of modern

systems theory (Ropohl 2012, pp. 25–26): if a

number of elements are combined in a specific

way, new system properties may occur that the

individual elements do not possess.

But what now is the connection between

intentionality and wholeness? Hardly anybody

has described this as vividly as the Austrian-

American psychiatrist and individual psycholo-

gist Erwin Wexberg, whose words deserve an

extensive quote:

“Every organism forms a cohesive unit. This is

precisely where it differs from inanimate matter.

One can take away half the stones from a pile of

stones, leaving a smaller pile, but its essence is still

the same [. . .]. An organism, however, cannot be

split, it is indivisible—in-dividual—and is no lon-

ger alive, no longer an organism but dead matter if

separated [. . .]. Thus the concept of wholeness

remains inextricably linked to the concept of liv-

ing, coincides with it. Apparently, there are also

inanimate things that carry the character of whole-

ness, for example a house [. . .]. For a completely

impartial observer, such as a resident of an area

where houses are unknown, a house really is inan-

imate matter, without meaning, without whole-

ness. For them, the building in ruins means

nothing less and nothing other than the intact

building. For us as house-dwellers though, the

house has meaning, because we have given this

pile of inanimate matter a purpose. Thus, for us the

house has a kind of life, though naturally a life that

we have breathed into it. And because it is

organized in the sense of this borrowed animation,

it appears to us as a whole.” (Wexberg 1987,

pp. 12–13)

While you can split inorganic matter without

changing anything except for its size, this is not

something that can be done with living
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organisms or with those phenomena people have

breathed life into. In addition, the above quote

also demonstrates that intentionality does not

necessarily need to involve irrationality or meta-

physics but that it counts as one of the vital needs

of human beings, because it is them and not some

otherworldly entity that are responsible for creat-

ing meaning.

When a person identifies with their house, this

also means a certain lifting of the subject-object

division characteristic for the mechanistic model.

Related to this as a consequence of this “identifi-

cation” is an attachment to the object and a

consideration of emotion to an extent that is at

least equal to the intellectual property. This also

contrasts the mechanistic belief that emotions are

among the “lower faculties” whereas the mind

counts among the “higher faculties.” And finally,

wholeness means a relativization of the quantita-

tive mode of cognition, which is about the isola-

tion and analysis of the individual parts (see Gloy

1996, p. 7).

The desire for wholeness arises from a basic

human need that is mainly addressed in gestalt

therapy. The gestalt is considered “an indivisible,

but transposable relationship structure, like a

melody,” then “a pattern of behavior (i.e., sur-

vival strategies through withdrawal, adaptation,

or preemptive defense),” and finally “a self-

image (the conciliator, the eternal loser, the

one-eyed king, the gray eminence)” (Hartmann-

Kotteck 2003, p. 183). Thus exist references to

the concept of the character as used in psycho-

analysis (König 2011), to the “lifestyle” of indi-

vidual psychology (Adler 1933), and to the ego

identity of psychoanalytic ego psychology

(Erikson 1950).

What has already been formulated in the previ-

ous sections of this chapter applies here, too,

namely, that this is not about playing one off

against the other. It is one of the fundamental

insights of hermeneutics (see Gadamer 1989) that

the whole must be understood through the individ-

ual and the individual through the whole, a princi-

ple that is generally referred to as the hermeneutic

circle (see Chap. 6; see also Chap. 20) but should

more accurately be called “hermeneutic spiral”

because it is about mutually reinforcing processes

that lead to an increase of knowledge. The

associated problem is impossible to solve logi-

cally, because in order to understand individual

parts, one needs a prior understanding of the con-

text, but in order to gain a preliminary understand-

ing of the context, one must already have

understood some of its parts (see Gadamer 1989).

This means, however, that cognitive appropriation

cannot be a purely rational act, because it is also

about hunches, intuition, partial understanding,

etc., from which emerges an increase of knowl-

edge and significance in a spiral pattern. Aside

from that, however, the hermeneutic circle

suggests that analytic and holistic thinking do not

have to remain in opposition, but can complement

each other. A well-rounded picture is only created

by looking at both the details and the whole. This

is particularly important for patients in traumatic

situations, because major life events are often per-

ceived as a turning point, as a radical disruption of

life, which is why therapies are concerned with

mending the “common thread.”

The important question behind this is, “who

am I?” This is a fundamental and very early need,

which—according to Lacan—emerges in a

baby’s life when they discover their mirror

image. Their own form, which previously was

only visible to them in individual parts, is now

perceived as something whole. But at the same

time, the picture they see evokes imperfection,

because they cannot yet experience the body as

such. Someone’s outside appearance can be seen

in the mirror where one is not, and one can feel

what is inside of oneself as something not whole

where one does not see (Lacan 2001). This

causes an alienation that persists for the rest of

the subject’s life in the form of a longing for

unity and should therefore be taken into account

in psychotherapy as a profession and science.

In fact, it can be taken into account by asking

appropriate questions such as inquiring about

formative episodes from the subject’s life history

and trying to learn why (causa efficiens) and for

what purpose (causa finalis) they are of such

great importance to the patient. Other lines of

inquiry that serve to guide the focus to holistic

aspects would be, for example, to ask about the

“common thread” in life or typical character
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traits and then connect those to previously

discussed details of the life history, very much

in the spirit of the hermeneutic circle.

In at least the last two decades, there have

been increasingly more calls for a methodologi-

cal sophistication in psychotherapy research able

to take into account the complex wholeness of

clinical practice (e.g., Elliott and Anderson 1994;

Greenberg 1986; Laurenceau et al. 2007). Tradi-

tional (quantitative) psychotherapy research is in

fact considered to be simplistic by assuming a

direct and linear causality between the phenom-

ena under investigation and by “concentrating on

the isolation of effects and on deriving universal

laws, while the practice of psychotherapy is

characterized by complex and highly individual

interrelations between phenomena” (Smith and

Grawe 2003, p. 275). The processes as well as the

effects of psychotherapy should be conceived in

terms of interacting patterns of reciprocal

modifications instead of as an additive and cumu-

lative collection of independent individual

features (see Chap. 10). When dealing with

reciprocal functional interactions, as is the case

in psychotherapy, the attempt to isolate single

variables has turned out to be problematic

(Salvatore and Tschacher 2012; Schiepek

et al 1992), hence the need to develop new

research strategies which take into account the

patterned complexity as well as the contextuality,
contingency, nonlinearity, and circularity of the

therapeutic process (Greenberg 1991; Stiles and

Shapiro 1994). With regard to this, successful

attempts have been made in the past years.

First is the increasing application of qualitative

methods in psychotherapy research, which

represents without doubt the elective approach in

switching the focus from mechanistic causal

models to holistic ones; in fact, qualitative research

emphasizes the intentional and narrative structure

of meaning through the depiction of multilayered,

circular, and reciprocal interactions and relation-

ships between dimensions of the human experi-

ence as it is reflected in language. An example of

this is the qualitative helpful factors design,
consisting of applying qualitative methods in

order to identify what patients recognize as helpful

factors of their treatment (Elliott 2010; see

Chap. 20 for an overview of the qualitative

methods in psychotherapy process research and

Chap. 21 for an overview of its applications; see

Chap. 27 for an overview of qualitative methods in

psychotherapy outcome research and examples of

its application).

Second is the refinement of existing quanti-
tativemethods and the development of new ones.

An example is the microanalytic sequential pro-

cess design characterized by the question “what

patients processes are triggered by what therapist

responses under what conditions?” (Elliott 2010,

p. 128). It consists of the quantitative within-

session investigation of the turn-to-turn inter-

action between patient and therapist, coded on

rating scales and/or category systems, in order to

test micro-theories of clinically productive pro-

cesses. Another example is the application of

dynamic systems theory (DST) to the study of

psychotherapy (e.g., Pascual-Leone 2009;

Salvatore and Tschacher 2012; Salvatore

et al. 2010; see Chap. 10 for a general account of

psychotherapy process from this perspective; see

Tschacher, Gelo, Koch, & Salvatore (2014) for

some empirical applications); DST describes clin-

ical change in terms of nonlinear and discontinu-

ous dynamics between stability and instability

(i.e., self-organization), thus emphasizing the

complex, multi-determinate nature of the thera-

peutic process. Both of these approaches—micro-

analytic sequential process design and DST—

share the use of modern statistical procedures

able to take into account the time-dependent nature

of the investigated variables (e.g., sequential anal-

ysis, time-series analysis, growth curve analysis),

thus representing “an important conceptual

advance, from a temporally decontextualized syn-

chronic representation of therapeutic process [. . .]

to a truer representation of process as patterns of

change or trajectories across sequential time

points” (Orlinsky et al. 2004, p. 360; see

Chap. 12 for an introduction of statistical data

analysis in psychotherapy process research and

Chap. 13 for an overview of quantitative

approaches to the study of psychotherapy process

and its relation to outcome; see also Chap. 26 for a

discussion of quantitative methods in outcome

research).

Third is the development of complex mixed-
method designs combining both qualitative and
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quantitative approaches. An example is the sig-
nificant events approach, which focuses on clini-

cally relevant moments in therapy such as

insight, resolution of therapeutic tasks, assimila-

tion of problematic experiences, relational

ruptures, etc. (Elliott 2010; see Chap. 21 for an

overview of mixed-method applications to psy-

chotherapy process research). This approach usu-

ally requires the researcher (1) to empirically

identify clinically significant moments and the

related patient’s and/or therapist’s behavior

within the analyzed sessions in order to develop

a qualitative model of in-session change which

takes into account the step-by-step unfolding of

the behavior considered (2) and to quantitatively

connect these within-session processes with post-

session and eventually posttreatment outcomes.

4.3.3 Analogical Thinking

In this section, we will describe analogical think-
ing, which suffered the same fate as the causa

finalis and wholeness—it fell into oblivion due to

the dominance of mechanization, which has defi-

nitely no coincidence as it shares certain

similarities with holistic thinking.

Language is characterized, among other

things, by the fact that it uses images and

metaphors, which are based on analogical

similarities. The analogical relation between a

signifier and signified does not only apply to

language but is also connected with the structure

of thinking (see also Hofstadter and Sander

2013; Lakoff and Johnson 1999). For example,

metaphors play a relevant role in the natural

sciences for concept formation as, for example,

in the case of “atomic nucleus” (German:

“Atomkern”) or “black hole” (German:

“schwarzes Loch”); moreover, we know from

psychotherapy research that metaphorical think-

ing plays a key role in the therapeutic process

(e.g., Buchholz 2003; Gelo 2008; Gelo and

Mergenthaler 2012; McMullen 2008). In modern

cognitive science, analogical thinking (also

called analogical information processing) is

defined as the process of establishing an analogi-

cal correspondence between two different

domains of experience and/or knowledge

(Gentner 1983; Gentner et al. 2001). This kind

of analogical correspondence results from

projecting the relational structure (i.e., the set

of relationships between the elements, indepen-

dently of the properties of the elements them-

selves) of a source domain (usually more

concrete and familiar) into a target domain (usu-

ally more abstract and unfamiliar). In this way,

the target domain is enriched, restructured, or

even generated anew based on the relational

structure of the new one. As a result of this, the

two domains will share the same relational struc-

ture and, as a consequence of this, will show

analogical similarity.

According to Rieken (2010c), the most primal

mode of acquiring the world is in reference to

one’s own person, or, in the language of Jean

Piaget, the epistemological egocentrism as we

find it in the thinking of the child (Piaget 2007)

and also in the mundane imagination not only of

the indigenous but also of modern societies, as

established plausibly by anthropologist Klaus

E. Müller (1987). This is because in order to get

one’s bearings, one’s own lifeworld must make

sense, and it does when it is connected to oneself,

when the person in question focuses on them-

selves and discovers analogical similarities

between themselves and the environment.

Applied sciences do the same thing, provided

they operate with models, such as simulating

actual flow conditions at a particular coastal

strip in a pool of water, for example, or learning

from a specific environmental process. One of

the best-known examples is the work of French

engineer Sir Marc Isambard Brunel

(1769–1849), who was charged with, among

other things, building a tunnel under the Thames

in London. At first, this seemed to be an impos-

sible task: how could one dig a tunnel into soft,

permeable stone without water penetrating? He

didn’t find a solution until he started to pay

attention to the behavior of the naval shipworm,

Lat. teredo navalis: it digs through wood and

secures the rear of the tunnel with endogenous

calcareous secretions. The engineer translated

this process from nature to technology and devel-

oped a construction method that he had patented
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in 1818: he called it shield tunneling, which is

done by successively digging a tunnel and then

immediately securing each newly dug section.

Brunel was successful; the Thames Tunnel was

completed in 1843 (Beamish 1862, pp. 202–225).

Nowadays, it is traversed by subway trains.

Analogical thinking is even tentatively

making an appearance in modern medicine,

namely in the field of vaccination, which is the

administration of antigenic material. This causes

an infection without pronounced symptoms

which in turn causes the immune system to pro-

duce antibodies that preclude the disease for a

time; the principle of analogical similarity in this

case is the limited pathogenicity of the infectious

agents. Except for that this kind of thinking is

only considered important in alternative medi-

cine that is not compatible with the causal-

analytical model, such as homeopathy or tradi-

tional Chinese medicine (TCM), both of

which operate on the principle of analogical

similarity rule.

However, the thing that has made analogical

similarity thinking seem particularly suspect

from the perspective of modern science is its

close connection with magical ideas. Magic

lives, as Klaus E. Müller phrased it, by “two

antithetical principles of force,” is the rule of

similarities that was just mentioned above

(similia similibus) and the rule of opposites

(contraria contrariis) (Müller 1987, p. 202).

According to the rule of opposites, in order to

heal, one has to fight evil with good and cast out

sickness demons with divine assistance, for

example, as is the case with exorcisms.

According to the simile rule, on the other hand,

it is possible to cause a disease by replicating the

target in the shape of a doll and stabbing a needle

in it. The idea of healing according to the simile

rule is widespread: measles is treated using

agents that have a reddish tint, while liverwort

with its three-lobed shape is evocative of the

liver with its three lobes and used accordingly

in liver disease.

It is a fact that analogical thinking cannot be

understood by using conventional causal

relationships as, for example, the behavior of

the naval shipworm (cause) stands in no direct

relation to the possibility of digging a tunnel

under the Thames (effect). But the same problem

also arises in experimental psychology. Strictly

speaking, the Milgram experiment (Milgram

1974), for example, reveals nothing about the

willingness to obey authority, only about the

willingness to obey university psychologists in

the laboratory. This is because the concept of

theory that is used by empirical psychology

“permits, in a strict sense, only laws that are

accessible to experimental testing, it does not

permit laws that give evidence about the ratio

of experimental reality and true social reality”

(Vinnai 1993, p. 43). Even a natural science-

oriented psychologist such as Theo Herrmann

admits this when he writes that for this “a theory

of everyday reality [would be required] that does

not exist, that in relation to scientific theories

would be a superordinate ‘super theory’, but in

its construction the everyday reality itself would

be conceptualized and thus on the one hand

reduced exemplarily and, on other hand,

constituted theoretically, so that it would no lon-

ger be that which is simply experienced which is

by what the theory in question should originally

have been measured” (Herrmann 1979, p. 75).

Although this dilemma could be avoided by cre-

ating analogical similarity between obedience in

the laboratory and in everyday life, this would

not be acceptable for academic psychology.

Thus, following the considerations quoted

above, Theo Herrmann warns explicitly against

“calling the problem areas related to nomological

theories empirical models,” because that “proves

to be a metaphor” (Herrmann 1979, p. 75), which

he apparently does not consider scientific due to

its similarity structures.

This, however, can be critically questioned.

Thinking based on analogical similarity might

be, to quote science historian and philosopher

Karen Gloy, “not accepted as a form of rational-

ity from the perspective of our current type of

science, intent on specification and classification

[. . .], because with the development and enforce-

ment of our conception of science and reason it

was no longer understood, fell into disrepute, and

was finally suspended. However, since it is a

formal method that can be schematized and
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uses generally understandable laws, which is

universally applicable and intersubjectively

communicable and, just like the classificatory

model, follows the scientific criteria of compre-

hensibility, semantic clarity and precision, logi-

cal consistency—although a different one than

specification or classification—operational

handling, etc., it cannot be denied the status of

its own type of rationality” (Gloy 2001,

pp. 207–208; see Gloy and Bachmann 2000).

What is formulated theoretically here finds its

application in everyday thinking but also in the

construction of models in applied sciences, even

though their understanding of rationality follows

the mechanistic design. In addition, the analogi-
cal rationality type, as Karen Gloy calls it, plays

a dominant role at least in psychodynamic thera-

peutic methods, notably with the elements of

(1) transference, (2) projection, and (3) free

association:

1. Transference is concerned with, for a start, a

common human phenomenon, namely, the

ability to enter into closer contact with other

people. But in psychotherapy, “the common

personal encounter becomes the special case

of the analytic situation” (Herold and Weiß

2008, p. 799), during which, spontaneously or

gradually, behavior and thinking patterns

emerge that are similar to those used with

significant attachment figures in the past.

2. Projection shares a certain kinship with trans-

ference, because both will assign something to

someone else that does not exist in the pre-

sumed form; only in the case of projection the

focus is not on early relationship patterns but

on traits a person himself/herself possesses.

The term is somewhat outdated, because now-

adays it is mostly subsumed under the collec-

tive designation of externalization (Mentzos

2008, p. 189), but it does have heuristic value,

because—similar to transference—it starts

with a common human phenomenon that, as

already mentioned, became the center of Jean

Piaget’s theory: the egocentric tendency to

judge the things of this world and the people

with whom one interacts by oneself in order to

transform the unknown into the familiar.

3. In his novel Klein and Wagner, Hermann

Hesse puts the following words in the mouth

of his protagonist: “What you had to seek and

learn was a different kind of thinking. Was it a

form of thinking at all? It was a condition, an

inner state, which could last only for moments

and was spoiled by strenuous efforts to think.

In this highly desirable state you had

inspirations, memories, visions, fantasies,

insights of a special kind” (Hesse 1970,

p. 78). This is a poetic description of free

association, which is of genuine analogical

quality. This is because the question of what

this dream or that event spontaneously

inspires often calls forth memories of similar

constellations from the past. Sometimes, this

causes stressful or traumatic events to surface,

and these must then be worked through, which

means emotionally reliving the same ordeal in

a weakened form. And that now is of genuine

analogical quality, because things are the

same and at the same time different: the

trauma is experienced in a similar way as

before, but the context is different, seeing as

it is a non-damaging relationship in a thera-

peutic context.

In summary, it can be said that analogical

thinking is of great importance not only in every-

day life but also in sciences in the construction of

models. It is also easily substantiated through

scientific theory, as Karen Gloy has demonstrated,

and while it does play a major role primarily in

psychodynamic therapy, it is also a valuable factor

in, for example, gestalt therapy and its perception

exercise of the “empty chair,” which acts as a

transfer object and permits dialogue with people,

parts of oneself, or with actual or imagined

relationships (see O’Leary 2013, pp. 76–77).

Since specific studies exist (Buchholz 2003;

Gelo 2008; Gelo and Mergenthaler 2012) about

special phenomena contiguous with the analogical

rationality type, such as projection (Werner and

Langenmayr 2005a, pp. 82–113) or the compo-

sition of metaphors and analogies (Werner and

Langenmayr 2005b, pp. 14–56), the analogical

rationality type can be employed in psychotherapy

science.
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The relevance of analogical thinking has long

been neglected in mainstream psychotherapy

research that, on the contrary, has heavily relied

on causal-analytical thinking (see Sects. 4.2.1 and

4.2.3). This is especially evident in statistical

hypothesis testing and the related hypothetico-
deductive method that dominates contemporary

research in psychotherapy: one or a few assertions

are derived from a theory, stated in the form

of one or a few hypotheses and compared with

observations gathered from a large, representative

sample in order to find out if the confidence in the

statement(s) is significantly increased (i.e., not due

to chance; p < .05).

Such an approach has several limitations. For

example, researchers working within this frame-

work tend to consider only one—typically, the

favored—hypothesis and ignore alternative

and/or other relevant ones (confirmation bias;

Dunbar and Fugelsang 2005). Moreover, the

assumptions which have to be satisfied in order

to work within a quantitative hypothesis-testing

framework are mostly unable to address the rich-

ness and context sensitivity of clinical theories

(Greenberg 1991; Stiles 2009). In accordance

with these observations, Mahrer (1988) stated

that “hypothesis-testing research is essentially

inadequate and unproductive for serious confir-

mation or disconfirmation of the propositions

that make up theories of psychotherapy and also

for contributing to a purportedly cumulative

body of psychotherapeutic knowledge” (p. 701).

For these reasons, there has been an increas-

ing call for discovery-oriented psychotherapy

research in the past years (Mahrer 1988) which,

contrary to hypothesis-testing research,

emphasizes the intention to learn and the possi-

bility to be surprised by means of adequately

exploring the data with the aim of hypothesis
generation and theory building (see the signifi-

cant event approach described by Elliott 2010;

see also Chaps. 3 and 8). Analogical thinking

plays a significant role in this kind of research.

“Scientists use analogies to form a bridge

between what they already know and what they

are trying to explain, understand, or discover. In

fact, many scientists have claimed that the use of

certain analogies was instrumental in their

making a scientific discovery and almost all sci-

entific autobiographies and biographies feature

an important analogy that is discussed in depth”

(Dunbar and Fugelsang 2005, p. 713). Analogical

reasoning is useful for generating new

hypotheses and to build explicative models of

unexpected findings (Dunbar and Fugelsang

2005; Clement 2008); this is possible because

analogy projects the relational structure of a

source knowledge domain (i.e., what is already

known) into a target knowledge domain (i.e.,

what can be discovered), so that new features of

the latter may be highlighted and/or new sets of

relations may emerge (Gentner 1983; Gentner

et al. 2001). Moreover, analogy may activate

abduction (Clement and Núñez Oviedo 2003), a

form of inference which allows us to use (unex-

pected) observations to recursively and crea-

tively modify and extend an existing theory or

generate a new one (Haig 2008; see also

Salvatore and Valsiner 2010; Stiles 2009; see

Chap. 6).

Conclusion: Toward a Pluralistic

Psychotherapy Science

The history of science shows that the individ-

ual scientific disciplines have branched out

more and more since the early modern period.

While at the beginning of the university

development in medieval Europe there were

only four faculties with few subjects (artes

liberales, law, medicine, theology), over the

past centuries and especially in the decades

after the Second World War, it has been pos-

sible to observe an increasing specialization

which gave rise to, among other things, an

independent psychotherapy science, no longer

considered merely a branch of psychiatry and

clinical psychology (see Rieken 2012, 2013;

see also Chap. 5). The main idea of this chap-

ter is that psychotherapy science could be put

on a broader foundation if it followed not only

the scientific mainstream but also took into

account the alternative frameworks of under-

standing outlined in this text.

In the course of the European modern

period, the assumptions described at the

beginning of this chapter produced—and, at
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the same time, were the expression of—a

mathematical-scientific-technological image

of nature and science (the so-called received

view of science; Suppe 1977) that, with all its

advantages and disadvantages, has changed

the world as never before in the cultural evo-

lution of man. Natural processes are attributed

to mechanical laws and explained determinis-

tically according to the principle of the causa

efficiens. This also applies to many disciplines

usually considered extremely relevant in the

field of psychotherapy, such as biological psy-

chiatry and experimental psychology, since

they share the basic assumptions of the

received view of science. This may have

explanatory value, especially in those areas

in which humans may be considered to behave

“similar to machines” following deterministic

laws, such as in low-level learning processes

(see, e.g., the classic stimulus-response

model) and related targeted interventions

associated with restricted degrees of freedom

(as it might be the case, e.g., in some purely

behavioral interventions). The human psyche

cannot be reduced to this, though, because the

reference to universal regularities by means of

reductionist and deterministic laws cannot

fully take into account the context-bound

development of individuality and subjectivity,

which play such a fundamental role in

psychotherapy.

Thus, we believe that the consideration of

causa finalis, wholeness, analogical thinking

alongside the causa efficiens, determinism,

and mechanism might permit a more compre-

hensive and useful approach to the scientific

investigation of humans, their mental

problems, and the way to treat them than

what the latter can offer on their own. All of

these components could contribute to psycho-

therapy as a science developing a more

embracing profile. From the perspective of

the philosophy of science, mechanization,

causa efficiens, and analytical thinking are

one, and wholeness, causa finalis, and analog-

ical thinking the other side of a coin and from

the perspective of psychotherapy science only

the combination of both these “angles”

provides a more complete view of the human

condition. Slife expressed this in a similar

way when he spoke of a methodological plu-

ralism (Slife and Gantt 1999; see also Elliott

2010), which means that science works with

different methods based on different

philosophies, the use of which depends on

our interests, inclinations, and our particular

research questions.

Such a kind of pluralism may allow us to

avoid the absolutistic monopoly of any spe-

cific scientific approach without falling into

relativism and “anything goes” positions. In

fact, this pluralism underlines that the specific

research method to be used (e.g., quantitative,

qualitative, mixed methods) should be driven

by the subject matter being investigated and

the research questions being asked (e.g., “to

explain a general phenomenon” vs. “to under-

stand a subjective experience”; see Dillon

1984 for a review), and not by the abstract

epistemologies comprising our ideologies

(e.g., “reality can be objectively analyzed”

vs. “reality is a sociocultural construct). In

order to do this, researchers should, first of

all, become aware that any specific research

method they might apply is conceivable only

on the basis of a set of metatheoretical (i.e.,

philosophical) assumptions, beliefs, and

values (Gelo 2012; Slife 1998; Slife and

Williams 1995); and, second, they should

engage in constructive dialogues with the

proponents of different approaches with the

aim of increasing mutual sharing and under-

standing (Gelo and Gelo 2012; Smaling

2000). We hope that this chapter could make

a contribution into this direction.
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function of the I. In: Écrits: a selection (trans. Sheridan

A). Routledge, London, pp 1–7

Lakoff G, Johnson M (1999) Philosophy in the flesh: the

embodied mind and its challenge to western thought.

Basic Books, New York

Lambert MJ (2013) The efficacy and effectiveness of

psychotherapy. In: Lambert MJ (ed) Bergin and

Garfield’s handbook of psychotherapy and behavior

change, 6th edn. Wiley, Hoboken, pp 169–218

Laurenceau JP, Hayes AM, Feldman GC (2007) Some

methodological and statistical issues in the study of

change processes in psychotherapy. Clin Psychol Rev

27(6):682–695. doi:10.1016/j.cpr.2007.01.007

90 B. Rieken and O.C.G. Gelo

http://dx.doi.org/10.1016/j.cpr.2007.01.007
http://dx.doi.org/10.1037//0003-066X.44.5.785
http://dx.doi.org/10.1037//0003-066X.44.5.785
http://dx.doi.org/10.1037/0003-066X.63.3.146
http://dx.doi.org/10.1037/0003-066X.63.3.146
http://dx.doi.org/10.1080/10503309112331334011
http://dx.doi.org/10.1080/10503309112331334011
http://dx.doi.org/10.1037/0022-006X.54.1.4
http://dx.doi.org/10.1037/0022-006X.54.1.4
http://dx.doi.org/10.1207/s15516709cog0702_3
http://dx.doi.org/10.1207/s15516709cog0702_3
http://dx.doi.org/10.1007/s12124-009-9107-x
http://dx.doi.org/10.1007/s12124-008-%209078-3
http://dx.doi.org/10.1007/s12124-008-%209078-3
http://dx.doi.org/10.1080/10503307.2011.629636


Mahrer AR (1988) Discovery-oriented psychotherapy

research: rationale, aims, and methods. Am Psychol

43(9):694–702. doi:10.1037/0003-066X.43.9.694

Marquis de Laplace PM (2007) A philosophical essay on

probabilities. Cosimo, New York

McLeod J (2013) Qualitative research: methods and

contributions. In: Lambert MJ (ed) Bergin and

Garfield’s handbook of psychotherapy and behavior

change, 5th edn. Wiley, New York, pp 49–84

McMullen LM (2008) Putting it in context: metaphor and

psychotherapy. In: Gibbs R (ed) The Cambridge hand-

book of metaphor and thought. Cambridge University

Press, Cambridge, pp 397–411

Mentzos S (2008) Externalisierung. In: Mertens W,

Waldvogel B (eds) Handbuch psycho-analytischer

Grundbegriffe, 3rd edn. Kohlhammer, Stuttgart,

pp 189–191

Milgram S (1974) Obedience to authority: an experimen-

tal view. Harper & Row, New York

Müller KE (1987) Das magische Universum der Identität.

Elementarformen sozialen Verhaltens. Ein ethno-

logischer Grundriss. Campus, Frankfurt

Mumford L (1967–1970) The myth of the machine,

vol 2. Harcourt, New York

Newton I (1999) The Principia: mathematical principles

of natural philosophy. University of California Press,

Berkeley

O’Leary E (2013) Techniques, experiments, and dreams.

In: O’Leary E (ed) Gestalt therapy around the world.

Wiley, New York, pp 61–91

Orlinsky D, Rønnestad M, Willutzki U (2004) Fifty years

of psychotherapy process-outcome research: conti-

nuity and change. In: Lambert M (ed) Bergin and

Garfield’s handbook of psychotherapy and behavior

change, 5th edn. Wiley, New York, pp 307–390

Pascual-Leone A (2009) Dynamic emotional processing

in experiential therapy: two steps forward, one step

back. J Consult Clin Psychol 77(1):113–126. doi:10.

1037/a0014488

Piaget J (1953) The origin of intelligence in the child.

Routledge & Kegan, London

Piaget J (2007) The child’s conception of the world.

Rowman & Littlefield, Lanham

Plato (1929) Timaeus. In: Plato in 12 Volumes, Vol. 9:

Timaeus; Critias; Cleitophon; Menexenus; Epistles.

Harvard University Press, London, pp 1–253

Pritz A, Teufelhart H (1996) Psychotherapie—

Wissenschaft vom Subjektiven. In: Pritz A (ed)

Psychotherapie—eine neue Wissenschaft vom

Menschen. Springer, New York, pp 1–18

Rennie DL (2012) Qualitative methods as methodical

hermeneutics. Psychol Methods 17(3):385–398.

doi:10.1037/a0029250385

Rentsch T (1980) Leib-Seele-Verhältnis. In: Ritter J,
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Thomä H, Kächele H (2006) Psychoanalytische Therapie.

Grundlagen, 3rd edn. Springer, Heidelberg

Thomas of Aquin (2000) Sancti Thomae de Aquino Sen-

tentia libri Metaphysicae. In: Corpus Thomisticum

S. Thomae de Aquino Opera Omnia. Recognovit ac

instruxit Enrique Alarcón electronico Pampilonae ad

Universitatis Studiorum Navarrensis aedes A.D. MM.

http://www.corpusthomisticum.org/cmp0104.html.

Accessed on 28 Aug 2013

Tschacher W, Gelo OCG, Koch SC, & Salvatore S (2014)

Dynamic systems theory and embodiment in psycho-

therapy research. A new look at process and outcome

(Special issue). Front Psychol 5:1089. http://journal.

frontiersin.org/ResearchTopic/1744#overview

Vinnai G (1993) Die Austreibung der Kritik aus der

Wissenschaft: Psychologie im Universitätsbetrieb.
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Abstract

An academic psychotherapy (psychotherapia

academica universitatis) can only be termed

as such when the inhomogeneous movement-

specific models, methods, and practices of

psychotherapy (psychotherapia) enter into a

systematic dialogue of reflection both with

each other and with other cultural constructs

so that an increasingly differentiated level of

self-conception in terms of psychotherapeutic

modes of thinking and acting may gradually

emerge, which, not least, may render visible

their limits of meaning and the commitment

dimensions of various psychotherapeutic

findings.

This chapter methodically provides

arguments for this claim, which I endeavor

with reference to arguments found in Friedrich

G. Wallner’s “constructive realism” (CR). CR

is a cultural-constructivist approach to the phi-

losophy of science which was conceived in the

1990s at the University of Vienna. In the course

of a constructive-realist discussion, it becomes

plausible that scientific activities in the aca-

demic sense are neither the representation,

description, or explanation of a prefabricated

world nor the unraveling, decoding, or

deciphering of some structures of objective

reality, but exclusively the production, applica-

tion, and reflection of various contexts of

argumentation and action (“microworlds”).

A short introduction to constructive-realist

methodology is followed by the philosophical
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argumentation for the academic discipline of

psychotherapy (psychotherapia academica
universitatis) and the application of terminolog-

ical principles of CR to the therapeutic practice

of psychotherapy (psychotherapia). The chap-

ter will demonstrate that, because of its plural-

ism of arguments, its linguistic diversity, and its

methodological heterogeneity, contemporary

psychotherapy has not only a vast head start in

research theory but also enormous reflection-

scientific advantages in comparison with a large

number of other academic disciplines.

5.1 Introduction

Although the therapeutic practice of psychother-

apy (psychotherapia) has been striving for aca-

demic recognition since Sigmund Freud’s

attempts at conceptualizing the first therapeutic-

scientific treatment method, it was continually

refused its long-awaited access to the circle of

established disciplines in university research

throughout the twentieth century. There are sev-

eral reasons for this troubling situation, and all of

them have very little to do with psychotherapy

itself, but rather pertain to the culture and politics

of science, which I shall not discuss here. The

scientific phenotype of psychotherapy has the

ideal preconditions to become an independent

discipline in its own right—not least because

the field of psychotherapeutic practice is split

up into a large number of highly diverse and

varied schools, approaches, systems, models,

branches, and positions. From a science-

philosophical point of view, we are dealing with

various “microworlds” (F.G.Wallner) of psycho-

therapy, that is, constructed, artificial realities of

psychotherapeutic activity which in no way can

be ascribed to a common structural logic or a

paradigmatic basic principle that all commit

to. Each of these psychotherapeutic microworlds
determines for itself how to understand the psy-

chotherapeutic object of research, so that an effi-

cient epistemic approach to it becomes possible,

which subsequently answers questions specific to

the object of research and eventually enables

activities to solve the problem.

In order to be accepted as an academic disci-

pline, psychotherapy first has to operate ade-

quately within its different school contexts

(technical level). If, however, psychotherapy

does not claim more for itself than to operate

adequately, it downgrades itself to a mere tech-
nique of healing and convalescence and thus

remains on the level of psychotherapeutic prac-

tice (psychotherapia). If psychotherapy wants to

position itself as an academic discipline in the

occidental cultural sense (psychotherapia

academica universitatis), it has to make an effort

to gain deep insights into the complex structures

of its professional activities. This means it is

paramount for school-based psychotherapeutic

microworlds to critically reflect their respective

modes of operation in order for a differentiated

self-comprehension of psychotherapeutic

thought and practice to emerge (level of insight

into technical aspects). Critical reflection of a

psychotherapeutic microworld succeeds via dia-

logic encounters with other psychotherapeutic

schools as well as artistic media and other

constructions of meaning. In order to implement

and carry out such dialogic encounters methodi-

cally and systematically, the approach of

transfermeneutic psychotherapy science/experi-
mental hermeneutics has developed special

tools that are applied at the Sigmund Freud Uni-

versity in Vienna (SFU) in research projects

about psychotherapy science (cf. Greiner

et al. 2009; Greiner 2012, 2013a). The reflection

methods are so-called experimental hermeneutic

methods, i.e., innovative tools of meaning com-

prehension which help gain differentiated self-

reflexive insights into the specific modes of psy-

chotherapeutic operations (insight into technical

aspects).

Consequently, we may already state the

following in this introduction: From the point of

view of contemporary scientific theory

(cf. Wallner 1997b, 2002, 2005; Wallner

et al. 2010; Lan et al. 2013), we can speak of an

academic psychotherapy (psychotherapia

academica universitatis) only when the inhomo-

geneous school-specific tenets, methods, and

practices of psychotherapy (psychotherapeutic

microworlds) enter a systematic dialogue of
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reflection both with each other and with other

cultural constructs (dialogue of psychotherapeu-

tic microworlds) so that gradually an increas-

ingly differentiated level of self-comprehension

in terms of psychotherapeutic modes of thinking

and acting may emerge, which, not least, may

render visible their boundaries of meaning and

the commitment dimensions of various psycho-

therapeutic findings.

I attempt to incrementally substantiate this

claim in this essay. The text is structured into two

main parts. Part one, The Two Levels of Academic
Sciences (see Sect. 5.2), introduces readers to the

kind of basic concepts of science and research

which characterize the so-called constructive real-

ism (CR) according to Friedrich G. Wallner

(cf. Wallner 1992a, 1994, 1997b, 2002; Slunecko

1997; Greiner 2005a; Jandl and Greiner 2005). CR

is a cultural-constructivist approach to the philoso-

phy of science (cf. Wallner 2009, 2011; Wallner

et al. 2010), which was conceptualized in the 1990s

at the University of Vienna to tie in

with positions of the philosophy of language

as well as postmodernism, particularly Ludwig

Wittgenstein’s (1966, 1968) andPaul Feyerabend’s

(1985). In the course of a constructive-realist dis-

cussion, it becomes plausible that scientific
activities in the academic sense are neither the

representation, description, or explanation of the

prefabricated world nor the unraveling, decoding,

or deciphering of some structures of objective

environments, but exclusively the production,

application, and reflection of various
“microworlds” (cf. Wallner 2005; Wallner and

Greiner 2006; Greiner and Wallner 2009).

Part two, Academic Psychotherapy (see

Sect. 5.3), deals with a science-philosophical sub-

stantiation of the academic discipline of psycho-

therapy (psychotherapia academica universitatis)
by way of a constructive-realist argumentation,

i.e., by applying the terminological principles of

constructive realism (CR) to the therapeutic prac-
tice of psychotherapy (psychotherapia). This shall

demonstrate that because of its pluralism of

arguments, its linguistic diversity, and its hetero-

geneity of methodologies, contemporary modern

psychotherapy has not only a vast head start in

research theory but also enormous reflection-

scientific advantages in comparison with a large

number of other academic disciplines.

5.2 The Two Levels of Academic
Science: Arguments of a
Contemporary Philosophy
of Science

The philosophy of science of constructive real-

ism (CR) in its current form states that scientific

action and activity may never be associated with

the progress of epistemic approaches about the

methodological orientation toward the object of
observation comprehended as structurally

prefabricated (objective environment). Much

rather, the subject of investigation—the studied,

observed object—is structurally anticipated, i.e.,

the object of investigation is in a way captured

and included and therefore does not encounter

the researcher as an independent entity, a “thing-

in-itself,” so to speak, but is an integral part of

the active or creative research activity from the

outset. This special conception of science obvi-

ously requires explanation, which I shall attempt

in the following pages.

5.2.1 Starting Point: Epistemological
Logics in the Object-Method
Circle

In contrast to conventional realists, for instance,
who cling to the existence of an objective envi-

ronment independent of observers, “constructive

realists” factor in that, on principle, scientific acts

in the context of experiences which can be

argued rationally proceed in a circular, structured

fashion. The specific relation that develops

between the research object and the investigative

method can be termed “circle of object and

method” (Wallner 1992a) or as “object-method

circle” (Greiner 2005a), which means that the

scientific object and the scientific method are in

reciprocal reference to each other, i.e., in an

inextricable interdependence (cf. Wallner

1992a: 39).
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Certain convictions about the quality of the

suitable research method develop for the investi-

gation of a given object structure based on the

conviction and the idea one has about the struc-

ture of this research object. In other words, perti-

nent knowledge about the object of research

already exists before the object’s scientific anal-

ysis. Therefore, the scientist must know the

object he wishes to study and analyze before his

research activity begins in order to be able to

carry it out judiciously. In this sense, Hans-

Georg Gadamer (1989), for instance, also draws

attention to the impossibility of being without

prejudice (“prejudgment,” “preopinion”) in

generating knowledge and insights. From this

we may deduce that the structural specificity

and quality of a science always depend on the

prescientific acquaintance with the object. The

unavoidable reciprocal problem of a scientific

method is evident in the circumstance that, in

order to choose the most rational approach, one

must already be acquainted with the object of

analysis, but in order to recognize it in the first

place, one requires an adequate method of

research (cf. Wallner 1992a: 39–41).

If we look at the basic principles of any form

of science or field of research, we will encounter

this circle. Every academic and scientific institu-

tion certainly is interested in “concealing” the

object-method circle in two ways: They not

only wish to conceal “that the chosen method

do not represent legitimized,” but instead “his-

torically developed decisions” embedded in

research-traditional correlations, but, moreover,

also conceal that “nobody truly knows about” the

object of research, because it is only in the con-

text of the analysis process that it is “defined,”

i.e., constructed and structured (cf. Wallner

1992a: 41).

If we take the epistemologically central figure

of the object-method circle seriously and into

consideration, it becomes clear why the tradi-

tional objectivist motif of conventional real-

ism—which may be conceptualized in the

expression striving for objective knowledge of
observer-independent environment structures—

represents a philosophically untenable ideology.

Therefore, the next logical step is to bid farewell

to the traditional notion that scientific activity

has anything to do with representation, descrip-

tion, or discovery, or with unraveling, decoding,
or deciphering environments, the world, or

nature, and to replace it with a constructivist

notion of scientific and research-related activity.

Constructivist approaches of all provenances

(i.e., not only constructive realists but also

methodical culturalists, radical constructivists,

social constructionist, etc.) indeed work under

the assumption that scientists and researchers

still “create knowledge,” as the German word

“Wissenschaft”—“Wissen schaffen”—insinu-

ates (cf. Hartmann and Janich 1996; Glasersfeld

1998; Gelo et al. in press). Constructivists do not

in any way question whether science works

(technical level) but instead always already

expect the professional qualifications of the

“working scientist” and the professionalism of

his specific actions and their results (cf. Wallner

1992a: 12, 1997a: 20). However, they suspend

the truth of the produced results of a scientific

activity (statements, theories) from the corres-

pondence-theoretical postulate of the (in princi-

ple non-verifiable) correspondence with structures

of an objectively present and observer-

independent, prefabricated environment.

This obviously raises the following question:

If we shift the basic philosophical understanding

of science and reality, because science and

research clearly do not provide knowledge of

objective environments by representation,

description, or explanation, do we not also auto-

matically disband the typically European (West-

ern) claim to gaining knowledge and insight?

In the constructivist paradigm, is science not

instrumentalistically reduced to its applicatory

function and thus downgraded to the purely tech-

nical level?
Of course not! In constructive realism, for

instance, the concept of “knowledge” and

“insight” gets reoperationalized via the tactics
of the about-turn of the object. Because of the

insurmountable basic epistemological problem

(object-method circle), knowledge and insight

are no longer able to refer to the objects of an

(ostensibly) objective environment that needs to

be represented, described, or deciphered.
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Knowledge and insight can, however, be directed

at the actual activities scientists and researchers

carry out professionally when they create knowl-
edge. In constructive realism, knowledge and

insight refer exclusively to gaining deeper

insights into the complex structures of scientific

action and activity, while scientists themselves

need to put a critical-reflexive focus on that

which happens in science on the technical level
in order for differentiated self-awareness and

self-comprehension of scientific thought,

research, and activity to be successful. If

scientists become active in research in a critical,

self-reflexive manner, they move away from the

technical level and toward a level of insight into
technical aspects. Only by combining these two

levels of knowledge can the status of academic

matters be characterized in the occidental cul-

tural sense (cf. Wallner 1992a: 60–66;

cf. Slunecko 1996b: 146).

The epistemological logic within the object-

method circle and the science-philosophical

consequences we can deduce from it and have

briefly mentioned above are the starting points

for further, advanced arguments in constructive

realism. Everything centers on the two basic

levels of a science in the academic sense: 1. the
technical level and 2. the level of insight into

technical aspects.

5.2.2 The Technical Level: Science
Must Work

The technical level is about the actual scientific

activity of creating knowledge. This is not about
the question of how questions or problems can be

answered or solved in a scientific-systematic

way. On this scientific level, functional knowl-
edge is developed and used with regard to the

solution-oriented ways of dealing with a given

object or field.

5.2.2.1 Science Invents Artificial Realities:
“Microworlds”

As we have argued in our starting point, science

and research do not unravel, decode, or decipher

the purported environment; they are in no way

able to describe, explain, or represent the world

(ostensibly objectively present) and environment

structures (seen as prefabricated). By way of

methodical-systematic and intersubjectively

understandable scientific activity, however,

scientists and researchers manage to produce

artificial realities, i.e., artificial worlds, which

need to function meaningfully insofar as they

have to fulfill certain tasks related to given

applications. In the course of their professional

activity within specific scientific communities,

scientists thereby structure and construct specific

manners of environment and do not discover the

world with them but rather invent different

worlds (cf. Wallner 1993: 24, 1997a: 21, 2002:

211 f.). These invented environment structures

which are developed in scientific activity in the

context of specific object-method circles can be

termed “microworlds” (cf. Wallner 1993, 1997a,

2002; Greiner 2005a; in Greiner 2007, they are

termed “scientific microrealities”). We find sim-

ilar considerations in Thomas Kuhn (1970) and

Nelson Goodman (1978).

A concrete microworld thus represents a cer-
tain scientific context of argumentation and

actionwhich is “coherently and logically congru-

ent” and where “scientific experience” is seen as

“true” (cf. Wallner 2002: 204 and 211). Usually,

such microworlds are conceptualized and applied

in institutionalized structures of special academic

disciplines within the organizational framework

of colleges and universities. Thus, one may find

different microworlds of psychiatric thought and

action in the academic discipline of medicine

(e.g., the mighty pharmacological microworld

and various microworlds of psychoanalysis and

depth psychology) and microworlds of develop-

mental psychology, social psychology, differen-

tial psychology, and others in the academic
discipline of psychology. We will discuss the

microworlds of psychotherapy below (see

Sect. 5.3.1).

The larger the number of different micro-

worlds within an academic discipline, the more

varied are the modes of operation of this disci-

pline—i.e., the more differentiated is the level of

functional knowledge in terms of solution-

oriented ways of examining a given object or
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field. Of course, we need to beware of the mis-

conception that what is perceived as scientific

progress in a technical sense has nothing to do

with an increasingly exact approach toward

objective knowledge of prestructured environ-

ments. The actual advantage of the science-

philosophical term microworlds is rather more

in the framework of comparing scientific

conceptualizations (methodologies, theories,

paradigms) far beyond the problematic concept

of science in conventional realism. It is only

through such comparisons and reciprocal

encounters and dialogic confrontations that the

necessary provision of an overview and the crea-

tion of order and rules in scientific language in

relation to scientific practices become possible

(cf. Wallner 2002: 204). Not least this helps

maintain boundaries of meaning and commit-

ment of scientific contexts of argumentation and

action (microworlds). The latter consideration

already focuses our attention on the second

basic level of academic science. However, it is

only possible to explore this level of insight into

technical aspects in Sect. 5.2.3 of our science-

philosophical discussion.

5.2.2.2 The Dependency of Scientific
Knowledge on Culture

The circle problem of the object-method relation

as an integral part of scientific action—which I

have already mentioned above—is illustrated in

the circumstance that one needs to know the

object of scientific research in some way before-

hand in order to be able to investigate it in the

first place. How, then, can this become

actualized? To what extent can we know an

object that is to be studied before the investiga-

tion? Here prerequisites and conditions come

into play that we usually do not normally con-

sider or only barely think about. In every scien-

tific context of argumentation and action

(microworld), a certain conception of the struc-

tural constitution of the object of research

initially exists, in which these specific ideas and

forms of prescientific knowledge of the object

are based on various traditions of comprehension

and approach, which were enabled to develop in

disciplinary and subdisciplinary fields

(cf. Wallner 1992a: 39–41). In this context we

might also speak of object perspectives depen-

dent on the respective research tradition, which,

via the more or less divergent certainties, exam-
ine how a concrete object of research can, in

fact, rationally only be viewed in advance.

We might then infer from these considerations

that the qualitative structure of scientific action is

always dependent on the prior, prescientific

knowledge of reality. With this essential thought

we address the central topic of the basic cultural

dependency of scientific activity, because the

object perspectives dependent on the respective
research tradition, which I have just mentioned,

obviously did not “appear out of nowhere” but

are embedded in the superordinate overall con-

text of a specific cultural development

(cf. Wallner 2002: 197). Culture-specific

potentials of dealing with the world have

emerged in the course of history in sociocultural

overall contexts (world cultures). The analytic-

reductionist approach with its rigorous focus on

the dominating somatic modern medicine is a

typical example of a specific potential of dealing

with the world, which was able to emerge in the

framework of the occidental, Western culture.

Conversely, in the context of Chinese culture, a

specific potential of dealing with the world
becomes distinct only in the system-oriented

holistic approach, taking into consideration the

body-mind relation which characterizes tradi-

tional Chinese medicine (TCM) (see Rieken,

Chap. 2). Although both medical systems have

different prerequisites and operate with

completely divergent instruments, they are—

each in its own specific way—successful

(cf. Lan et al. 2013). The corresponding matrix
of thought, action, and behavior in occidental,

Western culture represents the basis on which

institutionalized activities of systematic research

were able to gradually develop, which may be

summarized in the term academic science. That

the scope of disciplinary production

performances (microworlds) of academic science

98 K. Greiner

http://dx.doi.org/10.1007/978-3-7091-1382-0_2


is limited by the basic conditions of the overall

context of Western culture is a fundamental

insight, and its significance cannot be over-

estimated (cf. Wallner 2002: 197).

In order to keep the terminology manageable,

I will summarize the specific relationship of the

concepts introduced above: The significant cul-

tural sector of academic science, which is

characterized by a multitude of academic
disciplines, within which a diversity of micro-

worlds has been able to develop, has emerged

in the overall sociocultural context of Western
culture. Since scientific performances are in prin-

ciple culture-specific performances, no culturally

independent—i.e., objective—scientific knowl-

edge that is absolutely, universally binding can

therefore exist and can at best only be “feigned”

(cf. Wallner 1992a: 33 ff.).

If we take into consideration the fact of

science’s culture relativity or, more precisely,

culture relationality, it becomes more

understandable that scientific action on the basis

of Western culture must feature other structural

qualities than scientific endeavors in other socio-

cultural contexts, because of this very difference

in the prerequisite knowledge of reality

(cf. Wallner 1992a: 39), i.e., based on the dis-

similitude with regard to the generated culture-

specific potentials of dealing with the world. At

this point I should indicate that the intellectual

value of divergent culture-specific research

activities cannot be determined with the question

of which culture comes closer to the “objective

truth” with its special efforts to gain knowledge.

Much rather, concepts such as Karl Popper’s

“idea of approximation,” i.e., the philosophical

conviction of a gradual approach to truth

(cf. Popper 1963), should be seen as situated in

their own cultural foothold. On the other hand,

the divergent structuring measures of scientific

methods obviously impinge on the technical

usability of their products, which is why—seen

exclusively from the standpoint of this instru-

mental level—culturally determined differences

in the quality of creating knowledge can and

must be assessed.

The character of (prescientific) knowledge of

reality—which in some measure represents the

basis of the structuring quality of scientific

activities as an anticipation of what and how
reality (environment, world, or nature) is—is, in

the end, always dependent on the overall socio-

cultural context. Of course, we need to add: the

more differentiated the manner in which a culture

has developed, the more layers the prescientific

knowledge of reality has and the more diverse

the disciplinary structuring measures are.

We occidental people—conditioned by cul-

ture and milieu—take for granted a culture-

specific way of Western life, i.e., of Western

thought, action, and behavior, to such an extent

that what is specific to this culture often goes

unnoticed. Here one must always consider that

the coexistence of non-Western overall socio-

cultural contexts (world cultures) cannot be

denied (cf. Wallner 1997a: 23, 2002: 207 f.). In

this sense, the term “culture” refers to generated

and established systems of convictions and rules

that prove meaningful and useful because they

have proven functionally valuable over more or

less extensive periods of time (visibility factor).

In this instrumental regard, cultural regulating

systems guide a multitude of everyday conducts

and behaviors, thus minimizing the pressure to

make decisions in everyday situations and, not

least, determining the—more or less nuanced—

culture-relational knowledge of reality,

which eventually also affects microworldly

preconvictions of the only rationally imaginable

structure of a certain object of research

(cf. Wallner 2002: 208 f.).

In summary, a reflection of the combination of

academic science with Western culture makes

evident that certain sciences always belong to

certain cultures—or, to put it differently: “that

different cultures generate different sciences”

(cf. Wallner 2002: 197). Since there can be no

science beyond or outside a specific sociocultural

framework, the following always applies in prin-

ciple: science and research are culture dependent.

5.2.2.3 From the Technical Level to the
Level of Insight into Technical
Aspects

I have already stated that scientific syntactic

systems do not describe or explain an object of

“objective environment” but rather are mere

action regulations which indicate what to do in
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order to reach a concrete goal (technical aspects).

Specific syntactic systems within certain micro-

worlds represent tested and approved rules,

instructions, and guidelines which show how to

adequately handle information or phenomena

and areas where such phenomena occur. This

way, structuring rules are produced within the

professional framework of microworlds which

reveal nothing about the condition of the things

of the world, or the environment’s objects, but

rather how they are to be managed. Whoever

possesses such a system that works and leads to

a successful technical manageability of the

world does not gain a “structural representation

of the world” but rather, and exclusively, an

instrumental-technical knowledge without the

function of insight (cf. Wallner 2002: 200, 211

ff., 215 u. 219 f.). The “instrumentalist” concept

of science that Wallner proposes is, of course,

nothing new. One of the more prominent histori-

cal positions of instrumentalism is “American

pragmatism” (cf. James 2014), but we also find

considerations of this nature in Kant scholar

Hans Vaihinger’s work (1924).

The instrumental manageability of the world

and the technical level are without doubt impor-

tant and fascinating but on their own do not

amount to an academic science. Many of the

present-day scientists and researchers who, in

fact, abandon any claim to scientific insight and

knowledge because to them it seems irredeem-

able apparently do not understand that they ruin

the Western cultural phenomenon of academic
science at large. After all, the pragmatic with-

drawal into pure instrumentalism (technical

level) signifies nothing other than the definitive

disintegration and destruction of the conven-

tional occidental idea of science. In this manner,

science would be replaced by “pure technique”

(cf. Wallner 2002: 193 f., 214–220).

Of course, we might ask: What would be the

harm in all this? After all, it should suffice if

science manages to provide successful basic

services for the development of functioning

technologies. Is it not perfectly enough if science

and research prove useful and suitable in instru-

mental terms (technical level) for the improve-

ment of our living conditions? Why do we still

need “knowledge” or “insight” into the func-

tional level of science (reflection on technical

aspects)?

A substantial number of contemporary

research theoreticians and science scholars locate

the “actual crisis of science” (Wallner 2002: 199)

we lament today in the very circumstance of

losing this dimension of reflection and knowl-

edge. Since there are no insights in the critical-

reflexive sense to be gained on the technical

level, we place purely instrumentalistically ori-

ented science far below the intellectual level of

sophistication that academic science has claimed

for itself for more than two millennia. By forego-

ing the culturally significant aspect of insight,

science and technique de facto coincide in

instrumentalistic thought. What separates the

analytical and interpretive moment from science,

however, not only promotes the “total instru-

mentalization of the world” but also at the same

time arrests or restricts those critically reflexive

references and discussions within one’s own

microworld, which represent the very precondi-

tions that are necessary for creative innovations,

fruitful developmental encounters, and success-

ful possibilities of change (cf. Wallner 2002:

213 f.).

Furthermore, we need to consider the follow-

ing: If one abandons the occidental concept of

science oriented toward insight and knowledge,

one will have to expect unpleasant sociocultural

consequences sooner or later, especially when

taking into consideration the enormous “human

need for knowledge.” With the disappearance of

the epistemological science and its substitution

with a technical science, the phenomena of

“knowledge” and “insight” would slip into the

sphere of influence of dubious ideologies, shady

cults, and other totalitarian entities (cf. Wallner

2002: 194).
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5.2.3 The Level of Insight into
Technical Aspects: Science Must
Critically Reflect Its Modes of
Operation

The level of insight into technical aspects is

motivated by a self-referential interest in knowl-
edge. Here everything revolves around the ques-

tion: How can the specific practices of thought
and action on the technical level be understood

(or conceive of themselves) in a differentiated

manner? On this level of science, functioning

microworlds are analyzed and interpreted, i.e.,

critically reflected.

5.2.3.1 Gaining Critical-Reflexive Insight
into the Factual Mechanisms of
Science

There are obviously good reasons why a critical

reflection and interpretation level should never

be unhitched from scientific action. At the same

time, we need to bluntly remind ourselves again

that endeavors toward knowledge and insight can

no longer be applied in the traditional “objectiv-

ist sense” of conventional realism. From a con-

temporary science-philosophical perspective, the

naı̈ve-realistic program of representing and

describing objective environments must in any

event be viewed as a failure. Interpretation and

critical reflection can only refer to the instrumen-

tal functional level of science, i.e., the technical
level. In this sense, “insight” is clearly no longer

about an explanation of the world but rather

about how to structure artificial worlds
(microworlds), i.e., we are specifically concerned

with gaining critical-reflexive insight into the

factual mechanisms of science (cf. Wallner

1992a: 63 ff., 2002: 209; cf. also Gelo 2012;

Slife 1998).

In contrast to the metaphysical fiction of a

prefabricated, objective environment, constructed

microworlds are epistemologically relevant, as

they represent epistemic objects as fabricated,

self-produced artifacts. Giambattista Vico already

called attention to the fundamental connection

between recognizability of self-created things

(1725, Scienza Nuova Prima), when he claimed

that man cannot recognize nature in the actual

sense and instead only recognizes what he himself

brings forth, i.e., only phenomena created by man

himself (verum et factum convertuntur) (cf. Pompa

1990). To this extent, the basic interest at the core

of scientific endeavors toward insight must be

explicitly geared toward the special construction

methods and structuring activities within concrete

microworlds. Therefore, we need to pose the ques-

tion of which specific actions are necessary to be

able to develop specific statement systems. The

motif of critical-reflexive insight must be carried

by the intent to explore which structure of

preconditions is necessarily prerequisite in order

for a meaningful special argumentation context to

be created and subsequently applied (cf. Wallner

1992a: 40, 2002: 216).

Only by incrementally answering and gradu-

ally clarifying these questions are we able to gain

insight and an overview of the concrete commit-

ment areas of a microworldly syntactic system. It

is, in turn, this very commitment-related manner

of gaining knowledge that is essential and signif-

icant for the question of the position and ranking
of certain scientific activities in relation to

alternatives to such activities. That is to say, the

more one is able to find out about the complex

and, in many cases, unarticulated basic structures

of special scientific manners of construction, the

more obvious a certain manner of

argumentation’s commitment dimensions and

boundaries of meaning will be. We can therefore

also comprehend that, although microworlds are

“purely fictional,” they are, at the same time,

equally “binding”—in a methodical sense

(cf. Wallner 1992a: 33–36, 2002: 218).

In comparison with an action-reflexively ori-

ented epistemological science, pure instrumen-

talism and pure technique have no functions of

insight, because they exist as exclusively

application-related and always within the

boundaries of their own systems. In contrast,

gaining critically reflexive knowledge always

presupposes a transgression of the system,

because only those get to glimpse into its field

of action who manage first to distance them-

selves from conventional, methodically correct,
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and functional activities. Therefore, the converse

also holds: Whoever does not dare exit their

acquired activity territory will not understand it

in a differentiated manner and cannot gain any

critical-reflexive knowledge. Gaining insight and

knowledge in the critical-reflexive sense always

involves questioning, and not describing, the

“given,” and therefore it is necessary to place

this “given” into a “foreign environment” in

order to actually be able to create new knowledge

about the “structure of the given” (cf. Wallner

1992a: 60–65, 2002: 220 f.). In this context, in

the philosophy of science of constructive realism

(CR), we speak of “knowledge by

strangification” and of “insight by change of

context” (cf. Wallner 1992a, b, c, 1997a, 2002;

Slunecko 1994, 1996a, b; Parfy 1996; Greiner

2005a, b, 2006; Greiner et al. 2006).

5.2.4 Summary: The Two
Fundamental Levels
of Academic Science

Thus far, we have placed at the center of our

science-philosophical argumentation the consid-

eration that science in the academic sense is

marked by a combination of the following two

fundamental levels: Specific microworlds are

developed and applied on the technical level, on

which science must operate. The level of insight
into technical aspects, where science must criti-

cally reflect its modes of operation, is concerned

with gaining differentiated insights into the com-

plex structural relations of functioning

microworlds. These two levels—technical and

reflection on technical aspects—characterize

the Western cultural phenomenon of academic

science and therefore offer a distinguishing crite-

rion in comparison with others (e.g., technical-

instrumental, lifeworldly, religious, spiritual-

magical, esoteric, hetero-cultural) forms of

knowledge (cf. Wallner 2002: 214 u. 220).

In this regard, constructive realists give

explicit warning about disregarding the level of
insight into technical aspects. If this knowledge

level is ignored, the occidental invention of aca-

demic science degenerates and intellectually

atrophies to become radical instrumentalism

and eventually disintegrates completely on the

purely technical level (cf. Wallner 2002). Essen-

tially, every scientist needs to fight this sign of

deterioration, since it bears unfathomable

dangers—in both scientific and political respects.

Interestingly enough, it is the therapeutic

practice of psychotherapy (psychotherapia), of

all areas, which has great reflexive potential on

its own turf, which has to do with its singular

methodological phenotype. In comparison, psy-

chotherapy, with its radically pluralistic

approaches, polymorphic concepts and heteroge-

neity in its methods, differs distinctly from all

other academic disciplines and therefore enjoys a

special research-structural position. This struc-

tural attribute characteristic of psychotherapy

will be the focus of our science-philosophical

discussion below, which shall use terminological

principles of constructive realism to argue for

psychotherapy as a new academic discipline
(psychotherapia academica universitatis).

5.3 Academic Psychotherapy: The
Microworlds of Psychotherapy
in a Critical-Reflexive Dialogue

Judging from a contemporary perspective of a

philosophy of science, academic science is com-

posed of two basic levels. Only when the techni-
cal level is combined with the level of insight into

technical aspects can we speak of a science in the

academic sense. To put it differently: Since tech-
nique without reflection on technical aspects

does not yet represent a genuine science in the

academic sense, we can argue that academic

science not only must work, but also must criti-

cally reflect on its modes of operation at all

times.

Against the background of this constructive-

realist understanding of science, the therapeutic

practice of psychotherapy (psychotherapia), of all
fields, emerges as a field of research that veritably

embraces reflection and evokes self-knowledge.
This is a claim which obviously warrants

discussion. In the course of my discussion, I

shall develop science-philosophical arguments
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specifically for psychotherapy as an independent
academic discipline (psychotherapia academica

universitatis).

5.3.1 Technical Level: Psychotherapy
Works in a Multitude of
Microworlds

In our constructive-realist discussion in the first

main part (Sect. 5.2), we were able to gain the

following basic insight in terms of a philosophy

of science: If scientists learn to understand, by

way of critical-reflexive insight (reflection on

technical aspects) into their respective practices

of thought and action (technique), that scientific

activity has to nothing to do with a decoding of

environment structures, but rather, and more

importantly, with the production and application

of functional microworlds, they will gradually

increase their ability to state in a differentiated

manner what they actually do when they create
knowledge. Thus, they will have achieved the

highest state of freedom in the scientific context

of activity. By developing adequate competences

for self-reflection in regard to their scientific

activity, scientists will automatically increase

their creative scope in their own field of thought

and research and will overcome the irrational and

counterproductive fear of an intradisciplinary

pluralism of arguments and the related methodo-

logical heterogeneity.

5.3.1.1 Innovation, Development
Impulses, and Academic
Disciplines

With regard to the question of concrete

possibilities of implementing reflexive

competences with far-reaching consequences

and looking at independent academic disciplines

and the evaluation of their specific

manifestations, we could speak of milieus with

a tendency to promote development and milieus
with a tendency to inhibit development. It is

rather easy to determine that some academic

disciplines are, methodologically speaking, rela-

tively “open” for pluralistic developmental

impulses, and that others in comparison are

rather “sensitive” toward change of this kind

and may even “reject” it. The degree of

structural-scientific elasticity and the methodo-

logical flexibility of an academic discipline are,

of course, also measures of its ability for dis-

course and thus also hint at the long-term

prospects of survival within the territory of

institutionalized science. The question of how

accessible a discipline is to methodological

transformations and tentative expansion is

directed at future opportunities and possibilities

of the continued existence of a scientific domain.

Primarily, branches of study unshakably

rooted in objectivism, fixed in rigorous disci-

pline, and featuring metaphysical claims to com-

mitment are said to tend to inhibit development in

this sense. We might mention the “hard sciences”

as an example, exact biosciences, as well as all

empirical fields of research which strictly follow

the “scientistic” (disciplinary) method-monism

of the world of natural sciences. Of course there

are also other disciplinary fields in the universe

of academic science with an atmosphere that

promotes development. One field of thought and

research which offers a particularly welcoming

general framework and veritably ideal discipline-

related preconditions for critical-reflexive scien-

tific ambitions is the therapeutic practice of psy-

chotherapy in its current status quo. Due to its

science-structural peculiarity and methodologi-

cal extraordinariness, contemporary psychother-

apy stands in stark contrast to all other

established academic disciplines.

5.3.1.2 The Microworlds of
Psychotherapeutic Practice

Both the usual introductory literature and most

psychotherapy textbooks today present an image

of its practice that features a pluralism of

paradigms, polymorphous concepts, and hetero-

geneity in its methods. It presents its various

psychotherapeutic methods in the contextual

framework of their systems of creation and origin

and assigns them to basic superordinate

paradigmatic positions. Among the most

important psychotherapeutic paradigms are,

for instance, the psychodynamic (depth-

psychological), the behavioristic, the humanistic,
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the systemic, and the existential position. Among

the best-known schools of psychotherapy are the

psychoanalytical, cognitive behavioral, person-

centered, gestalt, and logotherapy approaches.

These few examples shall suffice to serve as an

illustrative list, although, of course, we must note

that by now there is an almost unmanageable

number of different psychotherapeutic

approaches and systems, and that psychotherapy

itself is therefore continually diversifying

(cf. Stumm and Wirth 1994: 5 f.; Slunecko

1996b: 128). When we look at the development

of psychoanalysis in the twentieth century alone

and are here confronted with the internal differ-

entiation of psychoanalysis into countless

sub-schools, orientations, positions, and

doctrines (cf. Young-Bruehl and Dunbar 2009),

we gain at least a sense of the claimed

unmanageability in regard to psychotherapy as

a whole.

Evidently, the practice of psychotherapy, with

its genuine pluralism of theories and methods,

has successfully managed to develop a scientific

self-conception beyond the reach of the ideolog-

ical straitjacket of the objectivity craze of

conventional realism (cf. Heinz von Foerster

1981). At least many representatives of individ-

ual psychotherapeutic schools have in their

concepts long been accounting for the grave

epistemological faux pas of the disciplinary pro-

gram and generally reject “the belief in the pos-

sibility of a universal theory of human relations

independent of space, time, observer, and

methods” (Wagner 1996: 243). From the view-

point of a contemporary understanding of sci-

ence, the medical specialist and psychotherapist

Elisabeth Wagner, for instance, already indicates

that “ontological reasons” are insupportable and

observes that

the models and theories of various schools of ther-
apy help to organize the one’s impressions from a
therapeutic situation, and thus allow the therapist
to act rationally and consistently. In their own
right, they do not lay claim to an ultimate knowl-
edge, but represent instructions (for action) to
structure therapeutic phenomena in an individu-
ally corresponding manner. (Wagner 1996: 243)

One might still establish a widespread ten-

dency in psychotherapeutic correlations of

thought and action toward self-conception

aiming for the definition of a “consciously

multi-paradigmatic science” (Wagner 1996:

245) and thus amounting to a specialized self-

conception far beyond the old objectivity-

dogmatic fixation of conventional realism.

There are increasingly clear signs in psychother-

apy of a “perspectival understanding of science

and research,” which is “a position of knowledge

particularly suitable for the psychotherapeutic

situation,” which “leaves the paradigm of truth

and objectivity behind and deals with the con-

struction and deconstruction of different views of

reality” (Wagner 1996: 243).

By bringing forth and developing an almost

inexhaustible science-structural diversity, psy-

chotherapy has attained an incomparable meth-

odological status on the technical level, which

today tends to determine its scientific self-

conception and self-awareness. In their entirety

and from a constructive-realist point of view, the

various and nonuniform systems, approaches,

doctrines, and procedures of psychotherapy rep-

resent the microworlds of psychotherapy. In this

regard, we may speak of, for instance, the psy-
choanalytic microworld according to Sigmund

Freud, the psychoanalytic microworld according

to Jacques Lacan, the individual psychological
microworld according to Alfred Adler, the ana-

lytical-psychological microworld according to

Carl Gustav Jung, the daseinsanalytical micro-
world according to Ludwig Binswanger, the self-

psychological microworld according to Heinz

Kohut, the gestalt-therapeutic microworld
according to Friedrich Perls, the cognitive-medi-

ational therapeutic microworld according to

Richard Lazarus, the cognitive behavioral thera-
peutic microworld according to Aaron Beck, the

holotropic therapeutic microworld according to

Stanislav and Christina Grof, the systemic-ther-
apeutic microworld according to Paul

Watzlawick, the systemic-therapeutic micro-

world according to Steve de Shazer, etc.
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The reason for allowing the diverse, nonuni-

form microworlds of psychotherapy to exist

equally side by side is that there is no immanent,

disciplinary compulsion for uniformity. As long

as no branch lays claim to power within

psychotherapy’s territory of thought and prac-

tice, theoretical and methodical heterogeneity is

guaranteed, which means nothing else than the

wealth of psychotherapeutic science cultures,
i.e., of diverse forms and languages of therapy

(microworlds), will continue to flourish in these

conditions.

No comparable field of study currently exists

in the entire Western cultural phenomenon of

academic science with as highly a differentiated

methodological structure as psychotherapy. It is

exactly because this polymorphism in the struc-

ture of psychotherapy (pluralism of arguments

and heterogeneity of methods) has increased

invariably, i.e., has steadily increased in density,

that it seems ever more pressing to answer the

question of how much claim each specific episte-

mic achievement from the individual psychother-

apeutic microworlds may lay to scientific

commitment.

5.3.1.3 Does Commitment Disintegrate
in the Territory of Heterogeneous
Theories and Pluralistic Methods?

Ultimately, we will, without doubt, attain

completely different results in the course of

examining one particular case within the context

of argumentation and action of psychotherapeu-

tic microworld A (e.g., bioenergetic analysis

according to Alexander Lowen) than within the

context of argumentation and action of psycho-

therapeutic microworld B (e.g., transactional

analysis according to Eric Berne). Results one

attains in psychotherapeutic microworld C (e.g.,

psychosynthesis according to Roberto Assagioli)

may even potentially contradict the results one

may develop in psychotherapeutic microworld D

(e.g., guided affective imagery according to

Hanscarl Leuner) with regard to the exact same

object of analysis and research context. One may

fear that, at worst, the scientific claim to commit-

ment in the psychotherapeutic territory of plural-

istic methods and polymorphic concepts may

disintegrate entirely due to the mutual foreign-

ness of the forms of therapy.

Here I must once again reference the episte-

mological figure of the object-method circle and

remind readers that each microworld has its own

way of conceptualizing, specifying, and structur-

ing the object of research, which immediately

renders mention of “the exact same object of

analysis” obsolete. This also lets the demand for

a commitment related to research and science

lose relevance in an absolute and objective

sense, because we can no longer assume that

such a thing as a knowledge-related approach

(as in, e.g., Karl Popper’s “asymptotic approxi-

mation”) to “objective truth” is even possible in

principle. From a contemporary, science-

philosophical point of view, no single discipline

may legitimately claim for itself a commitment

of the metaphysical or absolute kind in terms of

its results and gained knowledge (cf. Wallner

1992a: 33 ff.)—neither in physics nor in biology

and, of course, also not in psychotherapy.

Yet, the idea of commitment and the claim to

commitment in microworldly contexts of action

remain meaningful and even necessary, although

they must not be applied in a metaphysical man-

ner but should rather be understood in a relativ-
istic sense. To speak of commitment in scientific

contexts is only sensible if one looks, with a

reflective intent to know, at the complex struc-

ture of methodical presuppositions, which must

be presupposed for an instrumental and technical

argument to be added thereafter in a meaningful

(professional) fashion. Commitment in the con-

text of science and research can rationally only

refer to a commitment in the methodical sense.
By self-reflexively clarifying the rational and

methodical commitment of a microworldly pro-

cedure, we gain insight into the legitimate scope

of its obtained results and outcomes, which

means nothing other than that a matter has to be

successfully defendable, communicable, discuss-

ible, and criticizable with regard to the phenom-

enon of relative/methodical commitment, if

science and research are not to be ruined by the

use of undifferentiated, absolute and objective—

i.e., metaphysical—claims to commitment

(cf. Wallner 1992a: 33–36, 1997a: 24 ff.).
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Accordingly, all instrumental and technical

outcomes, results, and knowledge gained in the

specific context of individual psychotherapeutic

microworlds are always binding in relation to the

methodical process of gaining them. Simulta-

neously, they are based on constructed, self-

determined, and fabricated preconditions and

prerequisites and thus exist on a purely fictional

culture-relational basis. In this sense, we may

also claim that psychotherapeutic knowledge—

and also every other scientific knowledge—is

always “binding and chosen freely at the same

time” (cf. Wallner 1992a: 77 ff., 2002: 218). On

the basis of this contemporary scientific perspec-

tive, the following constructive-realistic defini-
tion of psychotherapeutic activity takes shape:

In compliance with its specialist orientation (rela-

tional to therapeutic schools) psychotherapists re-/
produce microworldly ways of therapeutic thought
and action that are specific to each orientation
(theoretical aspect) and thereby create forms of
professional understanding and solution-oriented
practice that are typical for each therapeutic sys-
tem (practical aspect) for complex problems of
individual lifeworlds (treating culturally specific

“suffering”).

5.3.2 Level of Insight into Technical
Aspects: Psychotherapy Reflects
Its Modes of Operation in
Dialogue with
Psychotherapeutic Microworlds

One can get more or less comprehensive infor-

mation about the explicit or manifested axioms,

assumptions, and premises of individual psycho-

therapeutic systems, branches, and procedures

(microworlds) in introductory literature and psy-

chotherapy textbooks. In addition, however, or

rather, beneath all these, there are the implicit,

unarticulated, unreflected, and even latent

preconditions and prerequisites, the unspoken,

unaddressed, and therefore also undetected

basic structures of a scientific context of argu-

ment and action that turn out to be more interest-

ing and, most importantly, much more effective

in terms of the methodological characteristics or

the identity of a special psychotherapeutic

microworld. These fundamental background

(or rather, underground) principles ultimately

determine the blind spots in the researcher’s

own approach to research and practice and may

often seduce researchers to consider their

thoughts and actions “objectively binding,” i.e.,

to metaphysically exaggerate them and thus to

misunderstand them. Therefore, a critique in

terms of a philosophy of science and, subse-

quently, a reflective science have to address this

issue and to attempt to render these unseen,

undetected, and uncomprehended structures visi-

ble, detectible, and comprehensible with text-

and theory-analysis tools (cf. Wallner 1992b:

84–89, 1997a: 26 f.).

5.3.2.1 Quest for Critical-Reflexive Insight
into Implicit Structural Relations
of Psychotherapeutic Microworlds

In keeping with this structure, there is the episte-

mic motif on the self-reflexive level of an auton-

omous academic discipline characterized by the

quest for critical-reflexive insights into the spe-

cific basic structures of created microworlds. To

remind readers, we cannot automatically assume

that scientific syntactic systems are critically

reflexively understood in a differentiated manner

only by correctly applying and adequately using

scientific syntactic systems in microworldly

semantic contexts. Whoever uses disciplinary

modes of thought and action successfully so

that a scientific system is said to work satisfacto-

rily appears to have learned the derivation rules,

sign uses, and application principles correctly

and also to have correct command of them—but

this does not yet give any information about the

extent of the self-reflexive knowledge of action.
Scientific syntactic systems are known to be

structuring rules first and foremost, offering

directions and instructions about how to master

and change phenomena and fields of phenomena

(cf. Wallner 2002: 215). In this respect the vari-

ous syntactic systems of psychotherapeutic

microworlds initially only offer application-

specific know-how, i.e., instrumental and techni-

cal knowledge about how to meaningfully deal

with a subject matter with therapeutic intent.
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In order to gain adequate insight into the com-

plex basic structures of its theoretical steps, its

abstract thought processes, and the resulting

technical maneuvers and strategies as well as

the—related—necessary manageability of the

rational/methodical commitment of its different

microworldly epistemic achievements, it is

imperative for academic science—as I have

pointed out repeatedly—to develop a critical-

reflexive level of knowledge, a successful form

of differentiated self-comprehension (level of

insight into technical aspects). If it fails to do

so, it will not be able to continue to exist as a

science in the occidental, Western sense, because

it will intellectually reduce itself to absurdity by

the obvious danger of unreflected fixation on the

instrumental-technical level (technical level).

The necessary preconditions and prerequisites

that generally need to be created in order for

scholars to be able to strive for critical-reflexive

insights into the implicit structural relations of
microworlds are already automatically on hand

in the therapeutic practice of psychotherapy. Due

to its special science-structural characteristics

revealed in its incomparable wealth of

microworlds, i.e., in its diversity of forms of

therapy and its foreignness to theoretical lan-

guage or its “consciously multi-paradigmatic”

status (E. Wagner), opportunities and

possibilities of reflection-scientific epistemic

approaches through “strangification” and “con-

textual changes” present themselves almost auto-

matically (cf. Slunecko 1994; Parfy 1996;

Greiner 2006). An axiom from the

logotherapeutic microworld according to Victor

Frankl may be transferred or “strangified,” by

way of trial, into the psychodramatic microworld

according to Jacob Moreno, or a theory from the

individual psychological microworld according

to Alfred Adler, into the person-centered micro-

world according to Carl Rogers, or a principle

from the analytical-psychological microworld

according to Carl Gustav Jung, into the

character-analytical microworld according to

Wilhelm Reich, or a formula from the holotropic

microworld according to Stanislav Grof, into the

systemic-therapeutic microworld according to

Paul Watzlawick, etc.

This scientific idea has, in fact, already been

implemented in research practice. In the past

5 years, a fundamental research program in psy-

chotherapy has been established at the Sigmund

Freud University (SFU) under the banner of such

a dialogue of psychotherapeutic microworlds. Of

course this is not an actual dialogue but a ficti-

tious one, i.e., it is about intermedial contacts by

way of pseudo-dialogues initiated by the repre-

sentative of a certain school of therapy and

directed at the theoretical basis of another school

of therapy or a structural logic or formal

principles of cultural constructs with the goal of

attaining critical-reflexive knowledge. The

so-called transfermeneutic psychotherapy sci-

ence (or experimental hermeneutics) is a

theory-analytical approach to research in the

sense that it uses innovative tools of understand-

ing meaning (experimental hermeneutic

approaches) which are all founded on the basic

constructive-realist idea of strangification

(cf. Greiner 2012, 2013a; Greiner and Jandl

2012; Greiner et al. 2013).1

1The individual methods of analysis of transfermeneutic

(¼transfer-hermeneutical) psychotherapy science can be

allocated to the two largest process groups:

(a) experimental hermeneutic processes for dialogue
between psychotherapeutic microworlds and

(b) experimental hermeneutic processes for dialogue
with artistic media. The following list represents

instruments of the process group (a): Experimental
Trans-Contextualization in Therapy Schools Dialogue
(ExTC/TSD), the Intertherapeutic Text Puzzle (ITTP),
the Intertherapeutic Picture Process (ITPP), and

Intertherapeutic Media Games (ITMG) in its three

intertherapeutic process modes of Psycho Mimicry Anal-
ysis (PmiA), Psycho Music Analysis (PmuA), and Psycho
Dance Analysis (PDA) (cf. Greiner 2012, 2013a). Analy-
sis tools of process group (b) are the Psycho Text Puzzle
(PTP), the Psycho Picture Process (PPP), and Psycho
Media Games (PMG), also conceptualized in three

versions, analogous to the ITMG (cf. Greiner 2013b, c).

While the intertherapeutic (¼therapy-school-interdisci-

plinary) analysis process of Experimental Trans-

Contextualization (ExTC), which characterizes the field

of research of the so-called Therapy Schools Dialogue

(TSD), has already proven effective in several research

projects at Sigmund Freud University (cf. Greiner

et al. 2009; Greiner and Jandl 2010; Greiner 2011, 2012,

2013a), the practical scientific suitability of the more

recent experimental hermeneutic methods and techniques

has only been tested in a handful of paradigmatic
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This theoretical representation should be

followed by at least one concrete example from

experimental hermeneutic research practice,

which shows in an exemplary fashion how

Experimental Trans-Contextualization (ExTC)

in Therapy Schools Dialogue (TSD) works.

Since we use special technical terms in TSD,

this practical example should be preceded by an

explanation of terms and the process-related

structural pattern of ExTC, in order to prevent

terminological ambiguities and misunder-

standings in the course of the paper.

The origin context (OC) is the (same) therapy

system in which the TSD user has been

socialized in terms of practical science. In con-

trast to this, the strangification context (SC)

refers to the heteromorphic therapy system in

whose structure an ExTC is to take place. The

discourse field (DF) refers to the thematic or

theoretical basis of the OC from which a “trans-

pose” (T) is extracted (e.g., basic assumptions

and views in anthropology, the philosophy of

science, the theory of socialization, ethics, the

theory of sexuality, the theory of personality,

psychopathology, therapeutics, etc.). The trans-

pose (T) is the sort of typical concept or charac-

teristic statement in the OC which is to be

experimentally trans-contextualized (i.e., is

transferred by way of trial, provisionally trans-

lated) in the chosen SC. Each T must contain in

principle two different Transpose Aspects (TA).

An ostensibly integration-friendly Transpose

Aspect (aifTA) is a TA which promises a high

heterocontextual possibility of integration and a

high aptitude for transference in relation to the

SC, whereas an integration-resistant Transpose
Aspect (irTA) refers to a TA where the

heterocontextual possibility of integration is

highly questionable and the aptitude for transfer-

ence in relation to the SC is called into question.

After determining the OC, SC, and DF, one

will start the actual analysis process (ExTC),

which is called dialogue operation and consists

of five dialogue-operative phases and a dialogue
summary. The first dialogue-operative phase

(1. Transpose Selection and Identification)
conceptualizes the T, its aifTA, and its irTA.

The second dialogue-operative phase (2. Brief

Explanation of the Ostensibly integration-
friendly Transpose Aspect in its Original Struc-

tural Context) gives an overview of the actual

context of use and application of the aifTA in the

OC. The third dialogue-operative phase

(3. Translation and Installment) has three

substages. The first substage of the third

dialogue-operative phase (3.1 Location and Con-

ceptualization of a Heterocontextual Coupling

for the aifTA) seeks the heterocontextual cou-

pling, which is to be presented subsequently.

This is a possibility of integration and a

corresponding opportunity for the aifTA to con-

nect and link in the OC. The second substage of

the third phase (3.2 Brief Explanation of the

Heterocontextual Coupling in its Original Struc-
tural Context) gives an overview of the actual

context of use and application of the found

heterocontextual coupling in the SC. The third

substage of the third phase (3.3 Demonstrating

the Intersections in the Discourse Field)

illustrates the detected number of elements of

conviction, opinion, and comprehension both

dialogue partners or therapy systems (OC and

SC) have in common in the discourse field

(DF). Much as the third phase, the fourth

dialogue-operative phase (4. Critical Testing of

Heterocontextual Integration Attempts) also has

three substages. The first substage of the fourth

phase (4.1 Focus on the Integration-Resistant

Aspect of the Transpose) directs the attention to

the irTA in the context of its original structural

context. In the second substage of the fourth

phase (4.2 Review of the Heterocontextual Apti-
tude for Transference with Regard to the irTA),

critical testing must encounter a contradiction at

a certain point. This is then the “site of contra-

diction,” the point of absurdity in the SC where

the translation attempt definitely fails. Under the

title, Presentation of the Extracted Contradic-
tion, the point of absurdity (site of contradiction)

is ultimately identified. The third substage of

the fourth phase again (4.3 Heterocontextual

procedural examples (cf. Greiner 2013a, b, c). Fortu-

nately, most of these processes obtain their first concrete

opportunities for application within the context of several

current qualification studies at SFU.
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Transference Breach with the Contradiction),
and for reasons of plausibility and better compre-

hensibility, briefly discusses the failure to inte-

grate in a summarizing argument. In the fifth, and

final, dialogue-operative phase (5. Reflection

Profits), the serious and thorough examination

of the contradiction which caused the failure of

the attempt at heterocontextual integration ulti-

mately offers possibilities of insight into the

implicit structure of preconditions and commit-

ment, i.e., in unarticulated structures of

prerequisites which must be at the core of the T

in the OC (context-specific logic), so that

absurdities and contradictions do not arise

there—as opposed to the SC. Reflexive findings

of this kind have inspiring effects and are condu-

cive to creativity; they may thus stimulate theo-

retical, methodological, and process-related

modifications in a researcher’s own therapy

system (OC).

The phase of dialogue summary (summary of

dialogue results) must recapitulate findings in

three individual stages: results of the dialogic

confrontation between therapy system A
(OC) and therapy system B (SC) in the discourse

field (DF) 1 with transpose (T) x according to the

used data base. The first summary stage is enti-

tled Transpose-Relative Intersection in Dis-

course Field (DF) 1 Based on Data Used; the

second stage is entitled Transpose-Relative
Difference in Discourse Field (DF) 1 Based on

Data Used; the third stage is entitled Transpose-

Relative Reflection Profit for Therapy System
A (OC).

5.3.2.2 Experimental Hermeneutics
Practical Example:
Trans-Contextual Dialogue
Operation between Analytical
Psychology (C.G. Jung) and
Structural Psychoanalysis
(J. Lacan)

Within the context of this dialogue-operative

illustrative example, we can develop the process

of an Experimental Trans-Contextualization

(ExTC) which confronts the Analytical Psycho-

logy according to Carl Gustav Jung with the

Structural Psychoanalysis according to Jacques

Lacan. Psychotherapeutic thought and action

according to Jung is tied to the following

subject-theoretical perspective: “[The self] is

strange to us and yet so near, wholly ourselves

and yet unknowable, a virtual centre of [. . .]

mysterious [. . .] constitution” (Jung 1966: 237).

For exemplary purposes, we shall trans-

contextualize this central notion, which can be

viewed as a characteristic structural element of

Jungian Analytic Psychoanalysis, into the

thought and action system of Lacanian Structural

Psychoanalysis (2001) by way of trial.

Definitions Origin Context (OC): The following

example will view Jungian Analytical Psychol-

ogy as the “original” therapy system.

Strangification Context (SC): Lacanian Struc-

tural Psychoanalysis will serve as the heteromor-

phic therapy system in the structure of which an

ExTC shall take place.

Discourse Field (DF): A transpose (¼a theo-

retical statement to be transferred) shall be

extracted from the basic area of subject theory

in the origin context.

1. Selection and Determination

Transpose (T): “[The self] is strange to us and

yet so near, wholly ourselves and yet unknow-

able, a virtual centre of [. . .] mysterious [. . .]

constitution” (Jung 1966: 237).

Ostensibly integration-friendly Transpose
Aspect (aifTA): “[The self] is strange to us

and yet so near, wholly ourselves and yet

unknowable.”

Integration-resistant Transpose Aspect

(irTA): “[The self] is [. . .] a virtual centre of

[. . .] mysterious [. . .] constitution.”
2. Brief Explanation of the aifTA in Its Original

Structural Context

“[The self] is strange to us and yet so near,

wholly ourselves and yet unknowable”—with

this aifTA, Jung informs us that we cannot say

much about the contents of the “self.” In fact,

according to Jung, we can only “experience”

this “self” and cannot rationally grasp it,

which is why each attempt at closer definition

invariably reaches the “limits of our cognitive

faculty”—exactly because we are dealing

with something we are able to individually
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experience and at the same time unable to

conceptually define (cf. Jacobi 1993: 131),

the Jungian “self” is a typical “transcendental

postulate,” which, “although justified psycho-

logically, does not allow of scientific proof”

(Jung 1966: 240). Jung speaks of a “paradox

[which] is inescapable, as always, when we

try to define something that lies beyond the

bourn of our understanding” (ibid: 238). Ulti-

mately, Jung sees in the “self an indication of

a primal psychic source par excellence, which

is not justifiable. It is the ultimate thing in and

of the psyche that one is able to experience”

(Jacobi 1993: 132).

3. Translation and Installment

3.1 Location and Conceptualization of a
Heterocontextual Coupling for the aifTA

As is generally known, “self” is “other”

for Jacques Lacan (2001), who sees the

subject as neither the autonomous center

of itself nor the initiator of its conscience-

based relationship to the world. Lacan’s

notion of I (“je”), which is not me

(“moi”), makes the subjectivity-centrism

of the Cartesian tradition of self-certitude

lose its footing (cf. Pagel 1991: 14 and

24) and, as a provocative understanding

of “subject,” offers a possible connecting

factor for the aifTA from the Jungian

theory of the self. The idea that the self

“is strange to us and yet so near, wholly

ourselves and yet unknowable” seems to

be rather capable of connecting to the

special subject perspective, which

Lacan’s I-formulas—“the I (je) is not the

me (moi)” and “self is other”—offer.

Heterocontextual Coupling for the
aifTA: “the I (je) is not the me (moi)”

and “self is other” (Jacques Lacan).

3.2 Brief Explanation of Heterocontextual
Coupling in Its Original Structural

Context

This consequential “je-moi difference” or

I-me distinction according to Lacan

(2001) has its earliest roots in infantile

experiences during the “mirror stage”

(at 6–18 months of age). Pagel (1991:

33 f.) summarizes the essence of Lacan’s

mirror theory in three points: (1) The

producing-the-self of the “me” is

characterized by an imaginary feature; it

strives toward an illusory unit of what is

produced and producing, which Lacan

characterizes as the difference between

“moi” (“me”) and “je” (“I”) as the true

subject. (2) In Lacan, the moi appears as

the imaginary site of recognition and false

recognition; the movement of develop-

ment is caught by a mirrorlike “whole-

ness.” The “moi” aspires to autonomy

but is thrown back to the state of alien-

ation due to its imaginariness and its hav-

ing been produced. (3) “The mirror stage

represents the matrix of all identification

processes” (ibid). The mirror is meant as a

metaphor and generally constitutes the

description of an imaginary intersubjec-

tivity, with which it illustrates the narcis-

sistic character of finding the self—the

pursuit of a unity of moi and je that is as

necessary as it is futile.

3.3 Demonstrating the Intersections in the
Discourse Field (Df)

According to Lacan, this fictional me

(moi), with its form of intersubjectivity

governed by self-love, is only responsible

for the distance separating the subject

from its “actual (unreflexive) I.” Lacan

calls this “true I” the “je” or “sujet de

l’inconscient,” which as the “subject of

the unconscious” is never directly present

(cf. Pagel 1991: 40 f. and 51). Lacanian

psychotherapists therefore have to clearly

differentiate between the unfolding

speech of the imaginary “moi” and the

concealed “other speech” of the uncon-

scious hidden behind it, in order to per-

ceive this “it speaks” in the first place,

where the “true” subject of the “je”

articulates itself (cf. Pagel 1991: 118).

After all, it is the aim of the Lacanian

analyst “to lead the subject to its actual

being or to his ‘missed being’ in speech in

order to let truth step forward from behind
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the fake objectivism” (Pagel 1991:

122 f.). Apparently, it is unproblematic

to integrate the aifTA from Jungian self-

perspective into Lacan’s representation of

the “true subject” (“je”/I): The self (“je”/
I) is strange to us (“other speech,” “it

speaks”) and yet so near (“actual I,”

“actual being”), wholly ourselves (“true

subject”) and yet unknowable

(“unreflexive I,” “subject of the uncon-

scious,” “never directly present”).

4. Critical Testing of the Heterocontextual Inte-

gration Attempt
4.1 Focus on the Integration-Resistant Trans-

pose Aspect (irTA)

The irTA is: “The self is a virtual centre of

mysterious constitution.” In fact, the

“concentric self-positioning” (a virtual

center) and the “suggested self-

ontologization” (of mysterious constitu-

tion), which Jung also carries out in his

attempt at a definition (transpose), seem

to cause significant transference

difficulties.

4.2 Review of the Heterocontextual Aptitude
for Transference with Regard to the irTA

A main qualitative characteristic of

Lacanian Structural Psychoanalysis is, of

course, the radical transcendence of the

traditional Occidental fixation on “cen-

trism” (critique of logocentrism and ego-

centrism). Such a psychoanalytical

standpoint at least seems incompatible

with a therapeutic enterprise aiming to

make the self the new gravity center of

the individual (cf. Jung 1970: 40),

because it claims to recognize that “the

beginnings of our whole psychic life seem

to be inextricably rooted in this point and

all our highest and ultimate purposes

seem to be striving towards it” (Jung

1966: 238). The concentric and the onto-

logical aspect of the Jungian “self” can in

no way be reconciled with the Lacanian

understanding of “je”/“I.” When asked

about the essence of the “true subject,”

“Lacan allocates it eccentricity’s, or

rather ex-sistence’s way of being. As

such, however, we cannot attribute it a

proper essence. Because no matter how

we call it, we miss its center, its being”

(Pagel 1991: 40 f.

Extracted contradiction: Jacques

Lacan allocates the essence of the “true

subject” (“je”/“I”) “eccentricity’s, or

rather ex-sistence’s way of being. As

such, however, we cannot attribute it a

proper essence. Because no matter how

we call it, we miss its center, its being”

(Pagel 1991: 40 f.).

4.3 Transference Breach with the

Contradiction
The aifTA, i.e., the ambivalent structure

in the Jungian figure of the self, which

reveals itself in the strangeness and simul-

taneous closeness of the ultimately unrec-

ognizable being self, seems to be capable

of being integrated into the Lacanian

thought horizon. Translating Jung’s

concentric-ontological self-definition

into Lacan’s psychotherapeutic domain

fails, however. The transference of this

irTA seems to break due to a different

notion of “being” and “essence” of the

“true subject” (contradiction). Lacanian

analytical work does not aim at an illu-

sory act of centering but rather focuses on

the “other speech,” the dimension of the

“it speaks,” “which we have to reveal and

develop, in order for the subject can

understand and experience itself as a

being and saying subject based on this

eccentricity” (Pagel 1991: 41 f.).

5. Reflection Profit

It is the very fact of heterocontexual failure,

however, which puts some—more or less

implicit—basic prerequisites in psychothera-

peutic thought and action according to Carl

Gustav Jung more clearly into the foreground,

which renders them more accessible to a

reflexive examination. Categories such as,

e.g., “centering” and “positioning” or
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“tangibility,” “essentiality” and “gestalt,”

which seem to play a certain role in Jung’s

self-theoretical context, are definitely dismissed

in Lacan’s structural-psychoanalytic approach.

Yet the concept of the subject may still find a

theoretically meaningful and practical use in

this therapeutic realm. This realization may

now be used by Jungian psychotherapists as a

potential incentive to develop by way of trial an

alternative “understanding of self” beyond the

ontic and concentric dimension. Obviously, a

therapist would have to assess whether such an

innovation actually proves advantageous or

more useful in his or her own practice. It is

only the Jungian psychotherapist himself or

herself, of course, who can make judgments

about this.

Summary of Dialogue Results We shall now

examine the results of the dialogic confrontation

between the therapy system Analytic Psychology

according to Carl Gustav Jung (OC) and Struc-
tural Psychoanalysis according to Jacques

Lacan (SC) in the discourse field (DF) subject

theory based on the transpose (T) of The self is
strange to us and yet so near, wholly ourselves

and yet unknowable, a virtual centre of mysteri-

ous constitution (Jung 1966: 237) and based on

the used database:

Transpose-Relative Intersection in the Discourse
Field (DF) of Subject Theory Based on

Used Data The transpose-related similarity in

subject-theoretical thought between Analytic

Psychology according to Carl Gustav Jung and

Structural Psychoanalysis according to Jacques

Lacan can be discerned in the specific subject-

structural ambivalence which shows itself in the

phenomenon of strangeness and simultaneous

closeness of the ultimately unrecognizable.

What Lacan alleges for the “true subject” of the

“je” or “I” in a similar way also applies to Jung’s

figure of the “self”: The self (“je”/I) is strange to
us (“other speech,” “it speaks”) and yet so near

(“actual I,” “actual being”), wholly ourselves

(“true subject”) and yet unknowable
(“unreflexive I,” “subject of the unconscious,”

“never directly present”).

Transpose-Relative Difference in the Discourse

Field (DF) of Subject Theory Based on the
Used Data The transpose-related difference in

subject-theoretical thought between Analytic

Psychology according to Carl Gustav Jung and

Structural Psychoanalysis according to Jacques

Lacan is represented in the dialogue at hand as

follows: While the analytic-psychological ther-

apy system according to Jung views the “self” as

a “virtual centre of mysterious constitution”

(irTA), the “true subject” of the “je”/“I” in the

structural-psychoanalytic therapy system

according to Lacan is merely a phenomenon of

eccentricity that cannot be further defined.

If Jung at least hints at something like “position-

ing,” “essentiality,” and “tangibility” in connec-

tion with the question of the “self,” in Lacan the

“actual I” radically eludes any kind of closer

assignation, so that, even if one wished to define

it, one will never reach the “true subject.”

Transpose-Relative Reflection Profit for the

Therapy System Analytical Psychology
According to Carl Gustav Jung (OC) Gaining

transpose-related knowledge in the therapy

system of Analytical Psychology according to

Carl Gustav Jung can be summarized as follows:

Both the ontic and the concentric dimensions,

which in Jung’s therapeutic approach have quite

an essential subject-theoretical significance, are

deliberately dropped in Lacan’s therapeutic

approach. Nevertheless, even the Lacanian ana-

lyst can find meaningful and productive use for

subject-theoretical terms in the psychotherapeu-

tic context. An increase in insight of this kind can

potentially inspire methodological steps toward

innovation, which may also contribute to work-

ing out and developing alternative—and perhaps

even useful—“ways of understanding self.”

This illustration from experimental

hermeneutics should demonstrate in what

methodical way the postulate in a philosophy of

science of gaining critical-reflexive insight in

implicit structural relationships of psychothera-
peutic microworlds can be transferred into psy-

chotherapeutic practice at the Sigmund Freud

University in Vienna. Subsequent, more detailed

illustrations of experimental hermeneutics would

go beyond the scope of this science-
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philosophical explanatory argumentation, which

leads me to no other option than to suggest to the

inclined reader wishing to delve into the matter,

to sample the books listed in the bibliography at

the end of this chapter.

5.3.3 Summary: The Two Basic Levels
of Academic Psychotherapy

A science that is no longer interested in the

prevalent fiction of a knowledge-related approx-

imation (“asymptotic approximation”) to the true

structure of objective environments is also no

longer pressured or forced to advance to the

only true statement about reality. In contrast to

the conventional-realistic scientific action of

unraveling, decoding, and deciphering, which is

tied to the correspondence-theoretical truth dog-

matic of a compulsory correspondence of scien-

tific theory with objective environment, a

contemporary research goal with an understand-

ing of science based in cultural constructivism in

no way intends to “reduce a given matter to a few

sentences” or “trace a given matter back to a few

characteristics” (cf. Wallner 1996: 355) but

instead strives for a pluralism of arguments and

a heterogeneity of methods.

It is exactly this science-structural pair of

features—pluralism of arguments and heteroge-

neity of methods—which has been characterizing

the therapeutic practice of psychotherapy from

the outset. From the first successful methodolog-

ical steps of separation and movements toward a

detachment from Sigmund Freud’s psychoana-

lytic therapy monopoly (Alfred Adler, Carl

Gustav Jung), psychotherapy represents a genu-

inely multi-conceptual form of thought and prac-

tice. Compared to established disciplines, the

polymorphism that is typical for psychotherapy

renders it unique in two ways: 1. with regard to

the level of psychotherapeutic functions (techni-

cal aspects) and 2. with regard to the level of
insight into psychotherapeutic functions (reflec-

tion on technical aspects).

5.3.3.1 Academic Psychotherapy and Its
Technical Level

The technological polymorphism of an academic

discipline has the advantage of including many

differently conceptualized research objects in

many different microworlds, which allows for

greater manageability and transparency in a

given field of study and phenomena (polymor-

phic microworldification) than with a voluntary

limitation to the application of a mono-

perspective (scientistic discipline ideal).

Through the very path of generation, differentia-

tion, and application of diverse microworlds

(heterogeneous therapy languages), psychother-

apy manages to produce varied and different

knowledge-related achievements (cf. also

Wallner 1996: 355 ff.).

Only with the help of heterogeneous forms of

argumentation can a larger diversity of knowl-

edge be achieved. It allows for more insights in

terms of different views and approaches in con-

nection with a given field of subjects and phe-

nomena. With this in mind, we may also argue

that we can consequently differentiate and—due

to repeated “views”—are better able to “see” the

research object (cf. Wallner 1996: 357). Without

doubt all fields of research and academic

disciplines of the twenty-first century can learn

from a methodological orientation of this kind

and a contemporary scientific culture such as

what we find in psychotherapy.

5.3.3.2 Academic Psychotherapy and Its
Level of Insight into Technical
Aspects

Due to its specific structure of research and prac-

tice, psychotherapy has a reflection-

methodological competitive advantage in princi-

ple and may therefore also serve as a role model

where reflection on technical aspects is

concerned. Critical reflections on technical

aspects in psychotherapy may be undertaken in

its own scientific domain, because it is structured

multi-conceptually and pluralistic in terms of

methods as well as heterogeneous in terms of
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theories and thus potentially offers ideal

possibilities for “strangification” and “context

changes,” which in many established academic

disciplines are not automatically given.

These factors of a structure which is so

intrascientifically complex and strange that it

seems impossible for all the established aca-

demic disciplines (yet) to implement to the

extent that is specific to psychotherapy are not

only a fundamental methodological criterion of

distinction from other fields of research but actu-

ally also render the characteristic structure of

psychotherapy comprehensible as an exemplary

condition for science-reflexive endeavors. In

fact, no other academic discipline has as high a

level of study-related reflection provocation as

psychotherapy. This quality feature alone

encourages critical-reflexive epistemic acts

which have been systematically carried out at

Sigmund Freud University, Vienna, for years

within the context of the basic-analytical

research approach of transfermeneutic psycho-

therapy science/experimental hermeneutics,

with which psychotherapy also makes its aca-

demic status of a genuine university subject

(psychotherapia academica universitatis)

plausible.
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andere Beiträge zu Psychotherapiewissenschaft und

Philosophie. Sigmund-Freud-Privatuniversitäts-
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Abstract

Interpretation (German: “Deutung”) is gener-

ally regarded as an exclusive instrument used

by an elitist psychoanalysis. In this study we

will broaden this perspective and reconstruct

the cognitive process that is immanent to

interpretations. This will be done against the

backdrop of the discourse of abduction. We

will first present several clarifications of the

concept of abduction with reference to various

forms of deduction and induction and intro-

duce four basic forms of the knowledge-finding

process in the production of “new” insights.

We will then proceed to juxtapose Charles

Sanders Peirce’s ideas on abduction with

Thomas Samuel Kuhn’s theories on “Scientific

Revolutions” and his concept of the paradigm.

Explanations regarding the empirico-

hermeneutic circle of scientific research will

constitute the third part of the background

against which the abductive paradigm shift

will be explored microanalytically as exempli-

fied in the interpretative patterns of Jean

Michel Charcot and Sigmund Freud.

Finally, we will develop a concept of inter-

pretation that can serve as a means for gaining

knowledge in psychotherapy science by

T. Stephenson (*)
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networking six possible definitions in a categor-

ical systematic account. This concept of inter-

pretation will assume its legitimate place in

psychotherapy science understood as a group

of different paradigm-based systems of

interpretation.

6.1 Introduction

To put it simply, the idea of science is research,

that of philosophy interpretation. (Adorno 1973,

334)

In the title of this study, “Deutung” (inter-

pretation) is defined as a cognitive instrument

of scientific research. The above quote, taken

from Adorno, seems to rob this definition of its

underpinnings. Even if we can assume that the

author was not specifically thinking of this tech-

nical term of psychoanalysis, his statement does

in fact point directly to a thorn in the side of

psychoanalysis in particular and in psycho-

therapy science in general. What happens when

both psychoanalysis and psychotherapy science

use “interpretation” as a cognitive instrument?

Are they engaging in a serious type of science?

It is an instrument that is actually “only” used in

the intimate working alliance between analyst

and client, that is “with the exclusion of the

public,” to mitigate “private” states of suffering.

What is more, doesn’t it refer to something that

per definitionem cannot be observed directly and

thus ultimately eludes empirical verification?

And this thorn does not become any less irritating

by viewing human beings as an “interpretative

system” (Straub 2009), that is, as a being that

always has to have first “translated” the stimuli

that it processes into its meaning-constructing

inner systems to be able to explore what these

stimuli signify. The German word “Deutung”

cannot be identified with “interpretation”1 (even

if this commonly done in the psychoanalytic

literature of the English-speaking world), as

will become clear in the following. In this study

I would like to show the following:

1. “Deutung,” understood both in its specific

psychoanalytic sense and in the more general

scientific sense, contains the essence of all

psychotherapy science thought.

2. The essence of all psychotherapy science-

related thought in the sense of scientific

research consists of specific characteristics in

the sequence of abductive, inductive, and

deductive thought which is typical of the

thought process of interpretation.

3. This sequence becomes evident when one

juxtaposes Charles Sanders Peirce’s with

those of Thomas Samuel Kuhn and uses this

link as an interpretative pattern for the birth of

psychotherapy.

4. If one traces the development of psycho-

therapy from this perspective, then one can

note a certain constellation of characteristic

traits in this “process of emergence” with

respect to the inferential reasoning that can

be observed both as a basic pattern inherent

in the process of psychotherapy and a basic

pattern in the diversification of psychotherapy

in various schools.

5. This basic pattern has also shaped the research

of psychotherapy science itself, independent

of its research methodological orientation.

6. The study of this basic pattern is thus the main

task of the theory of psychotherapy science.

In order to substantiate the above claims, I

will proceed as follows. I will first present a

number of “puzzle pieces” taken from various

discourses of psychotherapy science (see

Sect. 6.2) in a seemingly random way so as to

ask the question what “in the innermost sense”

holds these seemingly unrelated facts together.

This will serve to stimulate discussion and to

focus on the issues at hand. I will then examine

more closely three implications of certain puzzle

pieces (see Sect. 6.3) and concentrate on (a) the

discourse of abduction (see Sect. 6.3.1), (b) the
1 The problem lies in the fact that in German, there are two

different terms: “Deutung” and “interpretation,” while in

English there is only “interpretation.” In German the word

“interpretation” has a very wide field of meaning. For

referring to the specifically “psychoanalytical” form of

interpretation, German-speaking analysts always use the

term “Deutung.”
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discourse of paradigm (see Sect. 6.3.2), and,

finally, (c) the development of Freud’s ideas at

the beginning of psychoanalysis (see Sect. 6.3.4).

Against the backdrop of the findings of these

reflections, I will then turn to Freud’s theory of

there being a “link between research and

healing” and examine it from a new perspective,

defining it as a cognitive instrument of psycho-

therapy science (see Sect. 6.4). In closing, we

will attempt to answer some questions arising

from the pieces of the puzzle we have examined

and to take a look at the future of the activities of

psychotherapy science in a theory of science

and/or self-reflexive context.

6.2 Pieces of a Puzzle Taken
from Discourses of
Psychotherapy Science

First Puzzle Piece “Deutung” (interpretation) is

often highlighted as a central instrument of

psychoanalysis. Here there seems to something

like a variation on the Cartesian existential creed

that goes like this: “I interpret, I am thus a psycho-

analyst!” The role of the psychoanalyst is classi-

cally regarded as that of one who uncovers

unconscious contents, memories, connections,

motivations, etc. Interpretation in this sense

(“Deutung”) is a statement that is used precisely

for this process of unearthing, revealing uncon-

scious contents. In interpretation something is

directly and explicitly addressed, which not even

the client was able to recognize—or to put it in

more exact terms, what the client was not allowed

to recognize. In this sense interpretation is clearly

and unmistakably defined as an instrument that is

supposed to lead to “private insights.” What is

realized is a part of the individual’s psychic struc-

ture, the individual’s unique life story, the

individual’s unique movements of thought and

feeling, that is to say the “private logic.”

Second Puzzle Piece Sigmund Freud, the

“founding father” of psychoanalysis, the first

version of modern psychotherapy (and thus ulti-

mately the first pioneer of psychotherapy sci-

ence), is also the “inventor” of (psychoanalytic)

interpretation. He made a claim that is essential

for the question of the scientific status of psycho-

analysis—to the extent that (scientific research

and teaching) psychoanalysis is part of psycho-

therapy science. He claims that in psycho-

analysis, there is a “link between healing and

research”: When a psychoanalyst studies the

“depths” of a client’s psyche, he is also promot-

ing his client’s healing. And, inversely, when he

wants to heal his clients, he has to study them.

Freud himself made the following momentous

statement: “This prospect of scientific gain was

the most dignified, most pleasant feature of ana-
lytical work” (Freud 1927, p. 293). Here, how-

ever, he not only postulates a “scientific gain” of

his procedure, he also exaggerates it with the

assertion: “Our analytical approach is the only

one, in which this valuable convergence is

maintained” (ibid., italicized by TS).

Third Puzzle Piece In the almost 120 years of

the history of the development of psychoanaly-

sis, one can observe a change in perspective that

is often described as a paradigm shift over the

various preliminary stages and interim phases. In

the “classical” interpretation of the analytical

situation, a person who is suffering and does

not know himself sufficiently and seeking help

meets with a highly qualified expert who thanks

to his competence and ingeniousness is able to

offer this person in need of help insight into the

causes of his suffering—according to the princi-

ple: “I know, thus I heal!” In the “relational”

version of psychoanalysis (e.g., Mitchell 1988,

1998), by contrast, which has influenced ever-

greater circles, the psychoanalyst sees himself as

a specific part of the “therapist-client” team

which works together, even if “with separate

roles,” to keep deepening the understanding of

the client’s development (and thus also his

symptoms). Here both partners of this inter-

subjective process try to achieve an ever more

complete and multilayered “reconstruction” of

the client’s biography. An integrative part of

this “reconstructive work” is the reflection of

what is taking place between the two “authors

of the narrative,” of what becomes tangible and

can be experienced in the relationship during this

work or what might be initially excluded from
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this feeling and experiencing and thus repressed.

The motto here is: “Let us re-tell your story!”

Fourth Puzzle Piece A new discipline has

established itself in the distinguished scientific

landscape of this planet.2 After the eventful his-

tory leading up to psychotherapy becoming a

subject of academic study (Orlinsky 2004a, b;

Wallerstein 2009), in 2005, the SFU, the

Sigmund Freud Private University, was founded

in Vienna. It was the first university worldwide to

have made “psychotherapy science” as a separate

(and central) faculty an integrative and auto-

nomous part of university study and research

(Rieken 2013; Stephenson 2011). A number of

vehement scientific, epistemological, andmethodo-

logical discussions were triggered not just in

Austria but here in particular. These discussions

are now in full swing both within this “psycho-

therapy science university” and in the rest of the

scientific landscape. And it does not appear as if

there will be any time soon a broad consensus on

the scientific status of psychotherapy in general and

psychoanalysis in particular.

Fifth Puzzle Piece Psychotherapy science, aca-

demically structured and established as part of a

university, is in a sense paradigmatic within a field

governed by very old but also very new discourses.

These all relate to the question as to the relation of

scientific status and whether a science can be

attributed to certain “camps” within the great

struggle for the “right science.” These “camps”

usually engage in certain polarizations, as are

marked by conceptual dichotomies such as

“nomothetic vs. idiographic,” “sciences

vs. humanities,” “quantitative vs. qualitative,”

and “empirical vs. hermeneutical” (regarding

these polarization discourses, see, e.g., Gelo

et al. 2008, 2009; Salvatore and Valsiner 2010;

Gelo 2012). To put it bluntly, there are two oppos-

ing camps facing each other when the predicates of

science are being assigned to psychotherapy sci-

ence. One subscribes to the combination “nomo-

logical-natural scientific-empirical-quantitative,”

while the other prides itself in being “ideo-

graphic-humanities-hermeneutic-qualitative.”

Sixth Puzzle Piece A different type of trouble-

shooter has become an indispensable basic ele-

ment of almost all textbooks in the realm of

“qualitative research”: abduction. Originally

stemming from ancient times and taken up

again in the nineteenth century by Charles

Sanders Peirce as the only form of inference,

within which something “new” can emerge:

“Abduction is the process of forming explanatory

hypotheses. It is the only logical operation which

introduces any new idea” (Peirce CP 5.172).

Peirce reformulated and expanded this notion,

which pushes itself into the ambivalent link

between the two great sacred columns of logic:

deduction and induction. Abduction first claims

to be an autonomous third form of logical infer-

ence, banking on those (scientific) thinking pro-

cesses in which something “new” is created.

Given the power of the possibilities of argumen-

tation introduced to the discourse on truth and

reality, abduction has, however, from the begin-

ning the worst position. While deductions allow

for crystal-clear insights by means of necessarily

true statements, inductions can only claim to

produce plausible possibilities of true statements.

Abductions, by contrast, only evoke the hope

(according to Peirce himself) that one has found

something true or correct. Nonetheless, precisely

the scientists of the “qualitative research pro-

gram” adopt abduction as the “via regia” to perti-

nent research results with their “idiographic-

humanities-hermeneutic-qualitative” approach

and even postulate abduction as the scientific

approach that is capable of offsetting the draw-

backs and weaknesses of the “nomological-

scientific-empirical-quantitative program.” At

the same time, both camps always claim to

have hegemony and interpretative power in the

social sciences and humanities.

Seventh Puzzle Piece The “humanities” had to

swallow one of the great insults from one man

who with just two terms rose to prominence in

both scientific and nonscientific circles: since

Thomas Samuel Kuhn (1962) introduced them,

the expressions “scientific revolutions” and the

2Why the author is referring to the “planet” will become

clear in Sect. 6.3.1.
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word “paradigm” are quoted on every fitting and

not-so-fitting occasion. And even (rather para-

doxically!) in the social science circles. . . in

spite of the fact that Kuhn discredited the social

sciences in one extremely important respect. As

this great historian of science stated, unlike the

natural sciences, the social sciences had failed to

reach the status of a “mature science” even in the

twentieth century. According to the man who

coined these terms, they had not succeeded in

agreeing on a paradigm. The latter has the feature

of being able to organize the concept of science

and to bundle the forces contained in it so that the

“normal science” that is thus established is able

to intensively pursue its state of knowledge and

to expand it. And if though there is no sign that

this state of affairs could change in the twenty-

first century, precisely the social sciences make

use of the paradigm concept to underline the

scientific status of their results.

6.2.1 Zooming in on the Subject
Matter

As different as the phenomena described here

appear to be, against this backdrop of this subject

of this article, some questions arise:

1. To what extent is “interpretation” (in the sense

of Deutung) an “elitist” instrument that is only

accessible to a (controversial) subgroupwithin

psychotherapy science and one that can only

be used within psychoanalysis?

2. If it is more than just that which status can it

assume within the repertory of research

activities of psychotherapy science?

3. For what kind of knowledge can “inter-

pretation” pertain to?

4. Does its (questionable) usability as “cogni-

tive instrument” in psychoanalysis mean that

“interpretation” cannot be used for “research

from the outside” or precisely can be used?

5. What implications would there be if “inter-

pretation” would not be a cognitive instru-

ment that could “also” be used in

psychotherapy science research but would

even be regarded as a paradigm and core

instrument of all psychotherapy science acti-

vity (and how could such a claim be

legitimized)?

6. What meaning for this whole complex of

questions does the fact have that “inter-

pretation” in its meaning as psychoanalytic

cognitive instrument is directed at something

that per definitionem cannot be observed

directly but only in its effects, namely, the

effects on the “unconscious”?

7. To which “research-programmatic camps”

can “interpretation” be attributed? Does it

allow nomological or idiographical insights,

ones that are natural scientific or humanities

oriented, quantitative, or qualitative?

8. Can it be incorporated in “unifying”methodo-

logical concepts such as that of “triangu-

lation” and “mixed methods”?

9. In what way does it relate to induction,

deduction, and abduction?

10. Is it part of a paradigm or is it itself a

paradigm?

I will try to base my elaborations on these

questions so that the results provide answers to

as many of these questions as possible.

6.3 Paradigms of Knowledge
and the Abductive Birth
of Psychotherapy Science

The ten questions that emerged from our pre-

occupation with the “puzzle pieces” open up a

wide field. In this context, the search for answers

is limited to the triad of knowledge-abduction-

psychotherapy science. In the following, we will

thus only focus on certain aspects of this puzzle

pieces. Here it seems especially important to

clarify the terms “abduction” (see Sect. 6.3.1)

and “paradigm” (see Sect. 6.3.2) in their relation

to “knowledge” (see Sect. 6.3.2.4) and their

interconnections (see Sect. 6.3.3). It is also

important to address the “microanalytical” refer-

ence to abductive and paradigmatic phenomena

at the (historical) beginning of psychotherapy

science (Sect. 6.3.4).
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6.3.1 The Discourse of Abduction

For some considerable time, the concept of

abduction has been assuming an increasingly

prominent place in textbooks from the large

field of “qualitative methods of research” (see,

e.g., Kelle 1994, 2003, 2007; Strübing 2004;

Reichertz 2004, 2010; Bohnsack et al. 2011;

Keller 2013). Similar to the way “interpretation”

(Deutung) was described as a defining feature of

psychoanalysts in connection with puzzle piece

1, we could meanwhile say very simply: “I use

abduction, I am thus a qualitative researcher!” As

always, when a complex term mutates into a

trendy word, which is used programmatically,

its differentiating and clarifying potential is in

danger of degenerating. It is the achievement of

critical thinkers such as Jo Reichertz for having

systematically reviewed the concept that Charles

Sanders Peirce developed and changed numerous

times in the course of his life as a researcher and

having subject it to a clarifying reconstruction

(see also Deutscher 2002). In this connection I

refer the reader to publications (in particular

Reichertz 2011, 2013) for a differentiated recep-

tion of this systematization, and I will also pro-

ceed from these results to develop my own ideas

on this subject.

The following elucidation of the abduction

discourse is based on a few basic clarifications.

The idea of abduction will be limited to the

meaning that can be found in Peirce’s late writ-

ings and will be juxtaposed to the concepts of

“induction” and “deduction.” To offer both a rich

diversity of perspectives and to provide clear

explanation, we will use a descriptive model in

which a fictive “alien example” is developed.

This will allow for a short discussion of the

basic forms of scientific thought (inferential,

argumentative, discursive) and a differentiation

of abductive thought along several lines of scien-

tific action.3

6.3.1.1 Induction, Deduction,
and Abduction in the Context
of the Four Sections of Scientific
Thought

6.3.1.1.1 Induction and Deduction

As all of us learned in school, Socrates is mortal

even though he paradoxically became immortal

for precisely this reason. When we then were

supposed to learn what deduction and what

induction is and how these two can be

represented in a syllogism, we had to juggle

with these sentences: Socrates is a human

being. All humans are mortal. Socrates is mortal.

We then had to give various names to these

three sentences: “premise 1,” “premise 2,” “con-

clusion” or also “top proposition,” “bottom prop-

osition,” and “conclusion.”

The names mark positions in a scheme and

depending on what names and thus what position

we give which of the three sentences, another

logical pattern of thought emerges, in each case

a different process of inference.

If the fact that all humans are mortal received

the name “premise 1” and the even more trivial

insight that Socrates was human was given the

name “premise 2,” then the designation “conclu-

sion” remained for the sentence “Socrates is

mortal”—and the whole thing was then called

“deduction.” If you let this all spin a bit further

in a kind of merry-go-round, induction appeared:

“If Socrates is mortal and if Socrates is human,

then all human beings are mortal!”

This way we not only realized that in scientific

thought logic relates to “thinking about the

world” in the same way as a house built of

Lego blocks does to a castle in Versailles. We

also realized straight away that one procedure

produced no doubt the right results, while the

other one almost provoked doubts.

3 For colleagues who are already taking issue with the

seeming abstruseness of citing an “alien” in this text,

this is less to make science more entertaining (which, I

might add, is certainly underestimated) but more in

response to the need to create a being for this fictive

journey through various “scientific settings”—a being

that can think of “newness” in terms of abduction and

can be used to illustrate a lot of things that are “state of the

art” for us, essentially new and sometimes at least in part

not contextual. It couldn’t be a child because this being

had to be in full possession of the “mental structures” of

an adult. What remained here was a scientist from a

completely different star!
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Why should one believe the assumption that all

humans are mortal results from the fact that we

know that Socrates is mortal and a human? It is

also not correct that all people have white beards

even though Socrates is human and had a white

beard. Now it was also clear that both induction

and deduction had to be linked if one wanted to

obtain the “right” results. It is entirely possible that

an alien (let’s simply call him “Allen”) whowe put

into a time machine that takes him back to 399 BC

and then gets outs at the Acropolis in Athens is the

first person in the world to see Socrates (who has

just emptied the cup of hemlock). He finds out

from us that Socrates is a human and then thinks

to himself: well, if he has a white beard, then all

people might very well have beards.

With this inductively found theory, he would

then have to search for proofs, that is, he would

have to do deductive empirical research. If the

theory, “all people have a white beard” is to be

true, then also the prediction “The next person that

I bump intomust have awhite beard!”must also be

correct. As long as Allen meets on or the other

colleague of Socrates who also has a white beard,

his theory remains valid. But one Allen actually

enters Socrates’ house, the theory would become

falsified: Xanthippe could perhaps have a sharp

tongue, but she would certainly not have a white

beard—yet she would still be human! In order to

not have to ditch his entire theory, Allen can now

try to differentiate his theory. One part of humans

have a white beard, the other part doesn’t. The rest

is then a matter of verification. Since Allen has

other things to do, he comes up with a shortcut. If I

take a certain number from all humans and look if

they each have a white beard or not, then I can, to a

certain degree, infer for all people—statistics is

born! When we then think—Well, that might be

good for an alien, but this is something we could

have told him without all the research, we might

hear our old philosophy professor admonishing us:

“Yes, but only because you have already learned

this thing with the conditio humana, while Allen

hasn’t!” This way we learn that in order to think

scientifically, more is needed than just inferential

thought in and for itself—namely, argumentation!

Then we cannot simply say in a cocky way to

the alien as a scientist: “Tough luck, that’s

something we’ve known for a long time!” Instead

we shouldmake it clear to him thatwe can’t for that

reason believe that all people have to have a white

beard only because Socrates had a white beard,

because there can be other people who don’t have

a white beard and are still people. But, and this we

can assure the alien, we can certainly believe that

Socrates ismortal, simply becausewe know that he

is a human, because “mortality” is part of the

conditio humana, that is, to basic human disposi-

tion or “nature,” and consequently is a necessary

(if not sufficient) trait of the type “human being”—

while “white beard” is not a necessary one!

We can thus say: Dear Allen, you can, if you

now also see that the white-bearded Socrates (who,

as already said, drank from the cup of hemlock and

of whom we know that he is human) dies before

your very eyes, inductively conclude with a clear

conscience that “humans” aremortal.Nowyou can

say that the feature of “mortality” by necessity

belongs to him from the definition of the type

“human” (theoretical argument), and we have yet

to find one single species of this type that does not

show this feature (empirical argument). We have

thus provided himwith an empirical argument why

he should believe in the result of our induction that

we learned in school and, inversely,must relativize

the result of his induction. “Our induction is tena-

ble (albeit not logically “provable”) because we

can show the empirical result that all of Socrates’

contemporaries have died. Your induction is not

tenable, because we are able to present an (empiri-

cal) counterargument. “See, Socrates’ wife is also

human, but she has no beard!”

And if we are lucky enough to have a scientifi-

cally far-developed alien before us, then he can

show us that our approach is not the final word of

all science. After going to church he asked us:

“Was Jesus human?” We answer—a bit hesi-

tantly, as we already sense doom—“Yes, he,

too!” But now the alien has caught us, “Why

could he then arise from the dead?” Now the

inferential thinking that we unfolded in a dia-

logue has obtained the following form: “Since

all humans are mortal, Socrates is mortal,

because he is human, even though Jesus rose

from the dead and was also human!” And how

we have already received the higher honors of
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thinking and have entered the ranks of scientifi-

cally thinking individuals (one of which was

Socrates), namely, the art of discursive though.

Now we have to begin a discussion with the

alien: “Your argumentation, that “mortality” is

not an element of conditio humana, is unfortu-

nately untenable, since Jesus was both man and

the son of God. He died as a man, but he rose

again as God’s son. Now what do you say?” And

if Allen is not smart enough to get back into his

space ship and to fly back to his home planet

where he can enjoy his immortal life (since that

is part of the conditio aliena), then we would still

be sitting there today since there is no natural end

for a scientific discourse, only an end brought on

by time constraints or desperation.

6.3.1.1.2 Abduction

What we can expect of an alien is not something

we can expect of us adult human beings: namely,

induction. The induction “all humans are mor-

tal!” is nothing new, original. Yet for an immor-

tal alien without a beard, the first impression of a

dying, white-bearded person can be surprising,

and his thought “Perhaps all humans are mortal

and white-bearded!” could then be an abduction

in the sense of Charles Sanders Peirce! Why?

Because the decisive difference between

induction and abduction for Peirce only lies in

the fact that in abduction a new rule, a new type

is created in the theory system of the thinker!

From the moment that Allen has performed this

first step in abduction (finding a new rule or a new

type with defined characteristics whose “token” is

the interesting phenomenon) and—maintaining

the claim to the status of science—continues

research to test his new theory, he returns to the

eternal cycle of induction and deduction. From this

moment on his statement: “All mortals are mortal

and have white beards!” is also no longer new for

him! From this moment, also all of his inductions

are only “qualitative inductions”: the next living

being which crosses his path is identified as

“human” because of certain characteristics

(which each time means carrying out a “qualita-

tive” (since it is oriented to certain traits) induc-

tion) and is now deductively examined for the

existence of his mortality and beardedness.

6.3.1.1.3 Types of Abduction in Various

Parts of Scientific Action

Our Allen example allows us to recognize a

further differentiation. Let’s suppose he would

like to find out why all people have to die but also

even the male old humans do not all have a white

beard, even if many do. For him, it is a hypotheti-

cal explanation that goes: “Old male humans let a

beard grow because that way they can document

their social status as ‘wise old men’”—a rather

new idea which helps Allen explain his surpris-

ing experience (and thanks to which he will next

time he sees an old wise man with a beard will no

longer find this surprising but simply something

worth investigating).

His next (scientific) goal, after having, by

means of abduction, reached his mortality and

beardedness hypothesis, will be to find out

whether the “predictions” (“prognostic” claims)

will really take place in an empirically obser-

vable way. And since he knows no other research

method than to study all exemplars of the type

“man,” he soon faces a “surprising” aporia: Not

only that in spite of his own immortality he

would simply need too much time to witness

the death of all of Socrates’ contemporaries,4

since he knows that he had not landed on earth

at a time when already all humans have proved

their mortality by their death (and “man” in this

sense was extinct.) Since it became clear to him

that for reasons of definition, he could never test

never ALL5 humans for their mortality, since the

4 For this, we will simply assume that on his home planet

“economical” has also gained currency as a criterion of

scientificity.
5 Strictly speaking, this means: “All humans who ever

lived + all human who are alive at this moment + all

humans who will be alive until humanity becomes extinct

once and for all (otherwise until the end of all time).” And

since this verification has to be carried out by a human

being (if it is to be valid for human science, that is,

excluding our fictive alien), it could not even determine

the last live exemplar of humanity, since it would then

still be living as a human being. At the moment this last

human being also dies, it cannot make any more

statements. Thus this universal statement is in principle
and non-verifiable a priori (except by a nonhuman being

with the capacity to make rational statements and to verify

them both empirically and logically!) We have been
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time machine in which we put him is unfortu-

nately only able to travel into the past and not

into the future. His method thus does not really

lead him to the goal he is aspiring to: namely, the

confirmation or refutation of his hypotheses. If he

now does not simply blow off the entire project

and instead desperately looks for ways out of his

dilemma—and in so doing “invents” the inferen-

tial statistics, takes a sample, and is able to cal-

culate statistical parameters for determining the

probability of his hypothesis—then he has actu-

ally succeeded in performing an abduction of a

cognitive instrument,6 as opposed to his previous

“typology abduction” (and the “explanation

abduction” cited above!). As with deductions

and inductions, we can thus distinguish at least

four types of abductions: (1) abductions in the

realm of scientific descriptive knowledge

(“typologies” as category systems of pheno-

mena), (2) abductions in the realm of scientific

explanatory knowledge, (3) abduction in the

realm of scientific cognition goals, and (4) abduc-

tion in the realm of scientific cognitive

instruments (methods of study).

The fact that in our example we had to use

Allen as the only exemplar of a separate “spe-

cies” of scientists in order to see in Socrates’

syllogism not just an induction but also an abduc-

tion and we as students (i.e., as “private

persons”) were able to speak with our old philos-

ophy teacher (i.e., a person who pursues a pro-

fession) and in the process kept featuring science

and research, two further dimensions have

emerged which can be used to differentiate our

“typology of abductions.”

1. Private/professional/scientific abductions

(deductions/inductions)

2. Individual/collective abductions (deductions/

inductions)

In the deployment of Peirce’s ideas presented

here, several possibilities emerge that allow us to

differentiate both the concept of abduction and

that of induction and deduction as three forms of

scientific inference and to distinguish them from

other forms (professional, private7)8 (Fig. 6.1).

These three dimensions taken from the model

of the empirical circle (EC) are those of the

“positions” (private, professional, scientific), the

“fields” (description, explanation, goals, means),

and the “spaces” (individual, community) (see

Stephenson 2003, pp. 113–133).

This systematic differentiation also seems

necessary because Peirce usually deals with

“new types” and “new explanations” in the sci-

entific thought of one thinking individual, while

the process of (human inferential) thought in

general and that of inventing/finding the new in

science in particular encompasses much more. It

is thus not clear why abduction should only refer

to one aspect of scientific action. The intellectual

ductus of abduction lies, as said, in the core of the

“late” Peircean concept only in the sequence:

“Surprising outcome” ! “new rule”

Whether this rule only implies the construc-

tion of a new “type” by means of which a

“strange exemplar” (¼“surprising even”) can be

incorporated now as a “token of a (new) type”

(and thus is no longer surprising) or whether an

waiting for a long time to find such living beings like our

alien. But until we actually do find one such example

simply remains thought experiments.
6 “An abduction of a new cognitive instrument” would

thus be a pleonasm on the basis of the definition

presented here.

7 That all three positions can and must also be viewed

from the perspective of logical argumentation is state of

the art for qualitative researchers and/or social scientists.

Qualitative research uses “common-sense constructions”

as its point of departure (Przyborski and Wohlrab-Sahr

2008, 26ff).
8 If, for example, Allen himself (as a “human” based on

the observation of Socrates’ death and his previous iden-

tity) were to infer the “mortality of man,” then this would

first be a private individual abduction in the realm of

categories or types. Since he only “learns” from the

philosophers on earth, he is only adopting a scientific

model of deduction (“humans” are mortal, when the

next being can be identified as human, it automatically

follows (without it being necessary to verify this empiri-

cally) that it is mortal.) If, however, Allen as a scientific
emissary of his planet comes up with the idea that the

surprising fact that no all old men have white beards can

be explained by the fact that the white beard is a sign of

social status, as “old sage” and not all old men have to or

want to bear such a sign, he created a scientific individual
abduction in the realm of explanatory models.
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entire explanatory model is “invented,” which

furnishes us with the missing explanation for

the emergence of a surprising phenomenon,

does not change anything on the basic figure

cited above (“surprising outcome” ! “new

rule”). And this basic figure remains valid, even

when we define as “surprising event” as the

moment at which we (enduringly, following

many failed attempts) must note that the aspired

result of our research with the existing means

that we have learned to apply in “such cases”

cannot be attained—and we thus have to invent a

new method. The history of science is replete

with achievements, which represents something

new in the area of methodology. Each time such

a new method is found or invented, in any case

constructed, abduction is—if we follow Peirce—

at work.9 The demands and test criteria for new

cognitive instruments (or new goals of cognition)

are however different than those that apply in the

introduction of a new phenomenon category for

scientific forms of action of “describing pheno-

mena” or “explaining phenomena”!

Up until now we know that what is character-

istic of abduction is that it creates a new rule for a

surprising result and that the act of thought tak-

ing place in it can be represented at least in its

basic outlines or up to a certain degree in the

form of a syllogism. But we have no idea what

kind of new thing will emerge and to which

elements of inferential thinking this new some-

thing must refer to.

6.3.1.2 Four Basic Forms of Gaining
Knowledge in the Production
of the “Novel”

Before we change sites and let Allen return to

his home planet for the time being and then

witness his flight from this planet back to

earth, where he will land with his time machine

first in 1969 and then in 1895, we must elabo-

rate on several elements that will play a role

in the following: (a) Peirce’s use of the

expressions “result,” “case,” and “rule,” (b) a

differentiation of the “new” and “surprising” in

a scientific research concept, and (c) the steps in

a scientific process of gaining knowledge in

connection with the aspects of induction-deduc-

tion-abduction.

6.3.1.2.1 New “Conclusion” and New

““Result”: “Final Elements” of

Different Interpretations of the

“New” in a Process of Gaining

Knowledge

We used the familiar Socrates example to illus-

trate forms of scientific thought or argumenta-

tion. In the following, we will stick to this

Fig. 6.1 A first systematic

description of cognitive

forms in deductive,

inductive, and abductive

thought on the basis of the

three dimensions of the

empirical circle

(Stephenson 2003)

9 In the next stage of Allen’s journey, we will also cite an

example for abductions in the section on “cognitive

goals.”
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example, because the other often used examples

using a ball or beans can easily lead to confusion.

Let’s revisit the three statements with which

the differentiation of “deduction,” “induction,”

and “abduction” juggles with and categories of

“rule,” “case,” and “result”:

• “All humans are mortal.” (! “rule”)

• “Socrates is human.” (! “case”)

• “Socrates is mortal.” (! “result”)

“Result” here should not be confused with

“conclusion.” The above classification of the

statements according to the Peircean categories

of “rule,” “case,” and “result” always remains the

same, while the three sentences change their sta-

tus as “premise” or “conclusion.” The quality of

“newness” in one or more of these sentences can,

however, be interpreted differently. The result of

inference should in any case not be called a “new

insight” from the outset, even though it actually is

such in any case. When I “have” two or three

elements, that is, the two premises are “familiar”

and thus the “old elements,” then the third ele-

ment, which I use as a documentation of my

insight automatically, becomes the “new” one.

The decisive difference here is to be found in

the fact whether the contents of my conclusion

in my thinking existed before the conclusion

already in my background knowledge. In this

sense “insight” is represented in inferential

reasoning either as a “rediscovery” or as a “new

invention.” In order to illustrate this, we need a

colleague of Allen’s, who comes from a planet of

an even more remote galaxy, where the scientists

do not even know that earth beings exist—those

who Allen knows as “humans” (even if he does

not know they are mortal.) Let’s call this second

“even more ignorant” alien “Tim.”
Tim knows nothing about humans. Allen

knows them, but does not know from his own

conclusions that they are mortal. Both do not

know Socrates before beginning their inferential

act of thought.

For Tim, the statement “Socrates is ‘human’!”

is something completely new as conclusion, that is

the final product of his inferential reasoning—

(¼new in both knowledge-relevant elements

“Socrates” and “human”). It is thus also the result

of the introduction of an unprecedented category

(this is the criterion for inductive thought)—

namely, “human”! For Allen, this conclusion is

only a “new” designation for a new criterion,

namely, “qualitative induction”)! Thus for Tim a

conclusion at the end of which “Socrates is mor-

tal” stands, a multistep process of thinking in

which all partial steps actually contain something

new for Tim. At the end a real abduction takes

place because both the premise “Socrates is

human” and the premise “humans are mortal”

were not part of his background knowledge before.

For Allen, by contrast, “all humans are mor-

tal” is a “simple induction” [i.e., the creation of a

“rule” that did not yet exist in the background

knowledge because of a given case and an obser-

vation that was just made (as a “result”) follow-

ing a previous qualitative induction in which he

identifies Socrates as an exemplar of the category

“human” (which he was already familiar with)].

For us educated people of the twenty-first

century, only a simple deduction can be carried

out in that we show that Socrates who was known

to us as an exemplar of our familiar category man

who is, as we know, mortal, must also by neces-

sity be mortal, but this does not really represent

any “real” new element of our thinking.”10

Figure 6.2 shows the marking points in the

abduction discourse—points that have been

identified in this chapter.

According to this table, deductive thought

works without a new thought element, qualitative

induction as “incorporating” with one

“ampliative” induction (as the “classical” case

of induction) with two and abduction as

“generating induction” with three new elements.

This is accompanied by an ever-greater degree of

“insecurity”—with the conclusions becoming

ever less logically cogent.

In the table, “P” (¼premises) and “C”

(¼conclusion) also always designate the

foundations (i.e., the premises) of our

conclusions and the product (i.e., the conclusion

as inferred knowledge or a goal and final result of

10 Deduction, in its most stringent form, does not expand

or even reform our knowledge—it only shows all what is
implicit in it.
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a given act of thought) of the given form of

logical reasoning, with the product of knowledge

being highlighted with a circle.

The category of the “new” assumes several

differentiations in the table. A distinction is

make between products of thought (individual

statements and systems of statements) that are

either present prior to the process of thinking,

that is “given” or “new,” that is during the pro-

cess of thinking either (a) completely created

new, found, and invented or (b) only “modified,”

that is, “expanded” (that is to say, are then “partly

new”).

6.3.1.2.2 The Sequence of Steps in the

Scientific Process of Finding

Knowledge and the Frequency of

Abductions

How scientists pursue their research in a precise

way, which steps they first take, which next steps

they take, and where they end is, fortunately, not

something that can be defined exactly. And we

certainly have no desire to introduce such fixed

rules.

For the line of thought that we have developed

here, we simply have to take a closer look at this

special procedure called abduction—in its con-

textualization in the entire research process.

The process of abduction on which we are

focusing here, which is part of the research

process, proves, on closer scrutiny, to be a more

complex process, even if we try to simplify and

reduce it. From the many variants, let’s take a

closer look at an “ideal type”:

1. Initial state of research: the existence of a

“surprising event”

2. Attempt, by means of (qualitative) induction

to eliminate the surprise (“IA” ¼ induction

attempt)

3. Lasting failure of this attempt

4. Attempt, by means of abduction, to construct

a new set of ideas which could serve as a

candidate for analyzing and explaining the

surprising event (“AA” ¼ abduction attempt)

5. Successful attempt to eliminate the surprise

6. An attempt, by means of deduction, to apply

the “completely” new “type” or the

“completely” new rule in order to let previ-

ously “surprising” events become “not

surprising” ones (“DA” ¼ deduction attempt)

7. Successful use of the new “type” (“DS” ¼
deduction success)

8. Use of the new type in all further results of the

previously surprising kind—until the next

surprising event occurs.

A crucial aspect is now the successful or

failed attempts to proceed by means of induction

or deduction. Abductions are not used at the

beginning and in every case of a research pro-

cess. On the contrary, in purely quantitative

Fig. 6.2 A second systematic representation of forms of knowledge as deriving, classifying, expanding, and generating

thought (C conclusion, P premise), and conclusions are the final results of each inferential act of thought in the given

cell, highlighted by being circled in
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terms, they are “inferior” to the other forms of

reasoning. In my estimate the average proportion

between derivative, classificatory, expansive,

and generative (that is to say, abductive in the

narrowest sense) acts of thinking is 25:50:24:1.

And this is true for science of all camps—be it

“nomothetical,” “ideographical,” “quantitative,”

“qualitative,” “empirical,” or “theoretical”

research! The crux lies in the course of point 3;

in the vast majority of instances of scientific

research, one or the other variant of elements

already existing in background knowledge can

be successfully used to determine goal, selection

of means, the analysis, and explanation of the

object of study. Abduction takes place—but

extremely rarely. Yet in order to understand the

prerequisites and implications of this claim to the

full, we still need the empirical and theoretical

results of two revolutionary projects of the last

century. So let us once again follow Allen’s

tracks.

6.3.1.2.3 Allen’s Journey Continues

Equipped with the new insight that humans on

earth are mortal, Allen now returns to his planet.

Here he will share this revolutionary discovery

with his science colleagues in a lecture that has

been eagerly awaited. He makes his story more

interesting by predicting that with this new

insight about the earth beings several to date

unexplained phenomena can be explained in a

very simple way. Science on Allen’s planet has

some optical data of the planet earth which

allowed for it to be concluded, for instance, that

there is life on this planet, also thinking beings

with social structures that have a certain resem-

blance to those existing on Allen’s planet.

Allen’s colleagues had, however, initially

assumed that these beings were immortal just

like on their planet. “Mortality” is not known as

a concept in this community where there are only

the most different forms of “change.” Allen’s

report is, however, not met with a wave of enthu-

siasm as he had expected; he did not receive

praise and awards. Rather he was horrified to

see that many of his colleagues showed doubt

regarding the truth of this discovery and some

were even angry and directed hateful accusations

at him. Those who were less furious and even

disturbed and apprehensive voiced the concern

that humanity might have been overcome by a

virus, which had brought on this strange quality

of mortality and were now worried that Allen

may have imported this virus to their planet.

Only a few of them came up to him after his

lecture and congratulated him on this revolution-

ary discovery and asked him to tell them more.

Unlike the others, these colleagues were also

thrilled by the fact that certain phenomena on

earth, which until then had only been explained

by rather obscure ideas, could now be interpreted

in a very simple way against the backdrop of this

new image. Allen’s science colleagues had for

the longest time been mulling over data

according to which humans had places where

individual exemplars of their species were locked

away in boxes and buried under the ground.

Many scientists believed the theory that this

practice was a special kind of torture and punish-

ment, while others suspected that they were

extreme forms of self-discovery attempts or

even spiritual exercises of an especially strict

order. In any case most scientists regarded this

phenomenon as something marginal and not

worth being pursued, while others were haunted

by these strange phenomena. In any case they

were unable to find any reasonable explanation

that seemed to be compatible with all the

available data.

Allen first tried to convince those scientists

who were trying with all their might to discrimi-

nate and marginalize him for his scientific views,

but he soon came to realized that these attempts

would remain fruitless because his enraged

opponents could hardly be reached by rational

arguments and used all legitimate and

non-legitimate means in discussions to maintain

their own view.

Allen was so upset about this development

and the same time so hell-bent to explain it that

he spent a long time trying to find similar cases in

the history of science of his own planet. He
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actually succeeded in discovering some and now

tried to reveal the similarities between these

cases.

He succeeded in identifying a number of such

common features. One thing in particular caught

his attention. On Allen’s planet, there had on

numerous occasions been discourses triggered

by new theories. These were most frequent

when the issue was concepts that pertained to a

given object in the core of its definition, and this

object was the central part of the self-definition

of an entire discipline. There had, for instance,

once been a controversy over a radically new

theory, which was related to the planet earth.

This, however, was the opposite of his case. A

scientist had claimed, before the venerable Gaian

society for biology, that life on its planet

originated on the planet earth and that millions

of years ago people had landed on Gaia to sough

the seeds that had ultimately led to the present

state of living being o that planet. Like his now,

this theory had met with fierce opposition, and

the scientist who had proposed this theory

withdrew to a lonely island and had never again

been heard from. Allen subsequently elaborated

his theory of “scientific revolutions,” the “scien-

tific paragon,” and the “transdisciplinary

nucleodicts,” but he refrained from presenting

them to the science council of the Gaians—

once bitten twice shy—our alien now avoided

all discourse!

After having been admonished by his fans

again and again to pursue his research on the

earth beings based on his transdisciplinary11

nucleodict “Man is mortal,” Allen decided on

day to board his time machine spaceship and

return to earth. He arrived there in the year

1969, where he mingled with the audience of a

lecture being held by an inhabitant of the planet

earth known by the name of “Tom the Bold”

before a community of earth scientists. The lon-

ger Allen listened to Tom, the more restless he

became. This human being was speaking pre-

cisely about those things that he had discovered

with such great effort on the planet Gaia. Tom

the Bold called his “scientific upheavals” “scien-

tific revolutions,” his “scientific paragon”

became “exemplar” and what Allen called

“transdisciplinary nucleodict,” Tom the bold

called “paradigm.” But it was entirely clear that

they were both speaking of the exact thing. And

in the audience, there were intense discussion

going on, but no one seemed to be terribly

excited about Tom’s insights!

Feeling rather frustrated, Allen boarded his

time-space machine and turned at the buttons.

Finally he likes the number 1895, and since he

always wanted to see Paris and visit an opera, he

selects this city as his destination. His meanwhile

rather overstrained time machine dropped him

off about 5 km too far from the Paris opera, and

so he landed in a place called “Salpetrière.” He

was a bit puzzled about this “surprising out-

come” since he now found himself, for the third

time, in a lecture being given by a man who

clearly looks like a scientist to an elegantly

dressed audience. Allen continues to be amazed:

here the subject of the lecture is those patients

who on Allen’s home planet are known as “cha-

meleon patients” suffering from an illness that

has been known for centuries and is meanwhile

curable. By means of joint travels into the

supraconsciousness of the “chameleon,” this ill-

ness can be quickly healed—a procedure which

however has to first be approved by the ethics

council since it always deals with very intimate,

delicate issues and the healers are very much

aware of their responsibility in this delicate inter-

play with the patient. Yet here this scientist was

presenting the chameleon patients as if it were at

a fairground attraction; yes he even tugs at their

tongue and pinched the testicles of some of the

male patients! And there was no mention of the

supraconscious!

Disgusted by all of this, Allen gets the hell out

of there. His next stop is Vienna where he lands

right in the study of an older gentleman with a

beard (he immediately recognizes that it is not

11 The expression “transdisciplinary” also refers to some-

thing over-arching on Allen’s planet which is valid for all

disciplines of a group of sciences (social sciences, natural

sciences, etc.).

130 T. Stephenson



Socrates). This gentleman is just in the process of

filling page after a page with notes, in a visibly

agitated state. As Allen reads while looking over

his shoulder, he grins. The scientist is obviously

just inventing the first transdisciplinary nucleo-

dict, which every kid on Gaia already learns

about in primary school. A bit reassured by the

insight that he Allen and his Gaian community of

scientists have long built up knowledge that is

just beginning to emerge on earth, he collects his

holographic notes and heads back to his home

planet where he wants to share his latest insights

on the specific characteristics of the earth beings

with his small but growing group of followers.

6.3.2 Thomas Samuel Kuhn’s
“Scientific Revolutions”
and “Paradigms” as Special
Cases of the Cognitive Process

Thomas Samuel Kuhn (1922–1996) revolution-

ized thinking about science in the second half of

the last century. He studied physics on his own

and then became more and more interested in the

general emergence of knowledge in the world of

science. Contrary to popular opinion, Kuhn did

not just deal with “natural sciences,” he also

described his experience with social sciences

and claimed that this experience: “in a commu-

nity composed predominantly confronted me

with unanticipated questions about the differ-

ences between such communities and those of

natural scientists among whom I had been

trained. Particularly, I was struck by the number

and extent of overt disagreements between social

scientists about the nature of legitimate scientific

problems and methods” (Kuhn 1962, ix–x).

We have already encountered these

“differences” in several of the puzzle pieces at

the beginning of this text. Kuhn took them as an

occasion for further remarks on the essence of

science and knowledge in scientific communities.

The perception of special problems in the human-

ities prompted him to assume, as we already men-

tioned above, that this group of scientists

apparently does not yet have access to the basic

ideas of order, orientation, and consensus. With

regard to the “overt differences in opinion”

related to the “essence of the meaningful scienti-

fic problems and correct methods,” he notes:

“Both history and my own experience led me to

doubt that natural scientists have more solid or

lasting answers to such questions than their

colleagues in the humanities” (loc.cit, 10). Yet

he also underlines “somehow, the practice of

astronomy, physics, chemistry or biology nor-

mally fails to evoke the controversies over

fundamentals that today often seem endemic

among, say, psychologists or sociologists”

(loc.cit.).

He then develops his basic concept on the

basis of this difference: “Attempting to discover

the source of that difference led me to recognize

the role in scientific research of what I have since

called ‘paradigms’” (loc.cit.). He does not further

pursue the possible applications of his notion of

paradigm in the various different scientific

themes of the humanities but rather develops it

against the backdrop of physics, chemistry, and

astronomy.

Since Kuhn’s most widely read book The
Structure of Scientific Revolutions appeared in

1962, a vast number of people have made use

of this word “paradigm” in private, professional,

and scientific contexts of all kinds. The only

thing that actually links everyone using this con-

cept that we can acknowledge here is the blurred

aspect of paradigm: it appears to be something

important and significant which is present in

every scientific (discipline) but is different in

each case. With this vague and vacuous “smallest

common denominator,” the value of this concept

degenerated to the point of becoming a kind of

jolly joker in the scientific world, a word that,

like in the “Emperors’ New Clothes” only

appeared to represent the illusion of authority in

argumentative discourse. It assumed this role

only after Kuhn and was now in danger of losing

its original value.

This prompted me in 2003, as part of a large-

scale study, to systematically reconstruct the par-

adigm concept (Stephenson 2003).

To illustrate the puzzle pieces described at the

beginning of this text and show that inter-

pretation (“Deutung”) can serve as a legitimate
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“cognitive instrument” for psychotherapy sci-

ence (and not just of it!), I will present the most

relevant results for our lines of thought (see

Stephenson 2003 for an in-depth construction of

the results of the cited study). A link is to be

established between the results we have obtained

and the “abduction discourse.”

6.3.2.1 “Exemplars,” “Paradigms,”
and Kuhn’s View of the “New”
in Science

We must first distinguish between “exemplar”

and “paradigm.” “Exemplar” is a special, parti-

cular phenomenon (that is to say an especially

prominent part of “casuistic (that is empirical)

archives” of a scientific community), while a

“paradigm” is a set of basic assumptions regard-

ing the central subject matter of a discipline (i.e.,

part of a discipline’s system of theories).

In essence, a “paradigm” has three character-

istic features:

1. Creates new elements (in the sense of one’s

not present in the “old” paradigm)

2. In the definition found on the highest level of

abstractions

3. Of the central object of study of the discipline

For the arguments developed here, it suffices

to illustrate this central meaning of “paradigm”

on the basis of the historical example of the

essence of light, which Kuhn himself addressed

so prominently. All of the studies in physical

optics (“light” being the central object of study

in this discipline) had been carried out on the

assumption that “light” consists of “particles”

(“material corpuscles,” eighteenth century),

while “today’s physics textbooks tell the student

that light consists is photons, i.e., quantum-

mechanical entities that exhibit some character-

istics of waves and some of particles” (Kuhn

1969, 11f).

The crucial point here is the “Deutung” (inter-

pretation) of the phenomena related to “light,”

the central object of study: first, “light as parti-

cle,” then “light as wave,” and finally “light as

photons,” with “photons” showing character-

istics of waves and of particles—but in any case

conceived as an “autonomous” and thus as a

really new entity.

Why “Deutung” and not just simply “inter-

pretation”? The reason is that “Deutung” also

essentially operates with the non-observable in

the observable! (19)

This phenomenon of human thinking, to oper-

ate with the non-observable in the observable,

can be found in all realms of human thought, in

scientific thought but also in the natural sciences

and in the so-called humanities. “Gravity,” just

like “the unconscious,” cannot be directly

observed, but the effects of both certainly can be!

In both cases, we are observing certain pheno-

mena in which we can note certain common

features, and so we postulate something that is

“responsible” for these phenomena and for the

common features between them as “something

not observable in the observable” (“gravity,”

“unconscious”). In the following, this something

will be the central characteristic of “thought

based on ‘Deutung’ within inferential

reasoning.”

With this argument, I do not wish to claim that

physics and psychoanalysis do not have many

and also crucial differences in the way they

obtain their insights. I would only like to under-

score this essential fact which they both cannot

elude: at certain points of both theoretical and

empirical thought assumptions must be made

which relate to something that can help us order

the diversity of phenomena. These mental

categories are however not directly observable.

Whether we then assume that this “something”

(be it a “thing,” “process,” or “holon”) is “part of

reality” that can be directly grasped or “part of a

construction” that we produce follows a science

theoretical paradigm, which is the basic

assumptions regarding our cognitive activity.

Yet neither “matter” nor “the construction” nor

“reality” can be directly observed. Rather, what

we observe directly is interpreted “as” that what

the paradigm presents it to be.12 And this is

exactly what Kuhn is referring to when he says:

12 In “interpretation 1” (German: Deutung) we create the
referential categories for our observations; in “interpreta-

tion 2” (German: Interpretation), we incorporate what we
have observed in the referential categories. This distinc-

tion will prove significant in the following!
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“That which knows” first creates a foundation of

knowledge by means of certain fundamental

assumptions so as then, on the basis of these

assumptions, to “see” everything “as” the funda-

mental assumptions claim. The entire mental

work that we perform, be it privately, profession-

ally, scientifically, or theoretically, functions

according to this principle: the observable only

becomes observable by defining and identifying

the “non-observable in the observable.”

6.3.2.2 Individual-Community Paradigm
Kuhn did not claim his understanding of para-

digm to be “absolute” but rather intended it

explicitly to be “relative to what knows.” A para-

digm shift means a change in the basic

assumptions of the central object—but in the

sense of “center of the background knowledge

used in a particular case”! And this background

knowledge can be that of an individual but also

that of an entire community (or one of their

subgroups)!

This distinction opens up the actual field of

scientific revolutions. An individual (“the dis-

coverer”) uses his work on a specific phenome-

non as an opportunity to change his background

knowledge (which he shares with a specific

group, i.e., the scientific community) in its cen-

tral aspects. When this happens, a scientific rev-

olution has taken place. Then the really exciting

part begins: how will the community react to

this? Kuhn claims: by being divided! The larger

part of the community will react the way Allen

experienced on his return to his home planet:

with irritation, anger, resistance, devaluation,

ignorance. . .. Another part will celebrate the dis-

coverer as a messiah and become enthusiastic

followers.

All these phenomena only appear in the inter-

action between individual and community when

the very foundations are shaken, that is, when

knowledge with a high paradigm value13 is at

stake! Only the context of the given community

decides whether these are actually at stake.

Physicists rather stoically took note of the para-

digm shift implied by the interpretation of light

“as photons” and reacted neither with defensive

irritation nor fanatic enthusiasm. Optical physics

was, by contrast, the epicenter of the revolution,

and so this “new” discovery had far-reaching

consequences here. All of its research work was

based on a new foundation in the sense that its

central object of study—“light”—was now

interpreted in a new way. Thus also its empirical

store, the “casuistry archives” of optical physics,

was “purged” and filed with a new type of cases

without this having immediate consequences on

the casuistic archives and theoretical construc-

tions of other subdisciplines of physics (at least

not on all of them.)

The history of psychotherapy is marked by a

long series of new communities being

established—communities that emerged by pre-

cisely such divisions where the “inventors of new

interpretations” of what psychotherapy essen-

tially consists of, attracted followers or dissi-

dents. How much this was actually a paradigm

shift and scientific revolution will be analyzed in

Sect. 6.3.2.

The “place” that can be seen as the “birth-

place” of a paradigm is abductions. That is to

say, each introduction of a new paradigm

constitutes abduction. However, not ever abduc-

tion is a paradigm shift in Kuhn’s sense. What he

refers to as “micro-revolutions” assume a special

position. These are ultimately synonymous with

the concept of induction—and also with the con-

cept of abduction. Each new insight changes—

even if only minimally—both the empirical and

theoretical background system. This pheno-

menon results from the “spiral characteristic” of

two scientific circle processes: the “hermeneutic”

and the “empirical” circles, which can be

regarded as the two basic, interwoven aspects of

all scientific thought. We need them to be able to

grasp more precisely the thought patterns that

have led to the birth of psychoanalysis and con-

tinue to decisively influence them to this

very day.
13 This “paradigm value” is higher, the closer the basic

elements of the statement come to the core of the defini-

tion of the essential aspects of a central object in a given

discipline.
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6.3.2.3 The Empirico-hermeneutical Circle
(Stephenson 2003) and the Four
Segments of Scientific Thought

For two centuries, the concept of hermeneutical

circle has kept haunting the scientific landscape

(Ast 1808, Bohnsack et al. 2011). Without being

able to delve into this far-reaching, ramified dis-

course, I would like to remind the reader of

Wolfgang Stegmüller’s view of the hermeneutic

circle (Stegmüller 1974). Stegmüller showed that

this cognitive process should actually be called

“hermeneutic spiral” (given the fact that “prelim-

inary knowledge” and “case knowledge” mutu-

ally expand each other) while also undermining

the dichotomization of natural sciences and

humanities by describing the interpretation pro-

cesses that take place in the hermeneutic spiral as

ones that all scientific thought is based on.

The four dimensions of scientific thought

(cognitive goals, cognitive instruments, descrip-

tive knowledge, explicative knowledge)

described in Fig. 6.3 and to be found in the

model of the “empirico-hermeneutical circle”14

(EHC) also stand in a circular relationship of

reference. Which goals do we pursue and which

cognitive instruments do we use has a direct

effect on which data we can “wrestle” from the

phenomena. And which data we are able to col-

lect in observation marks the framework within

which we are able to construct our explanatory

models of observation.

The connection between both circular pro-

cesses of cognition is represented in the follow-

ing figure (Fig. 6.3):

In all four dimensions, “theory” furnishes the

“background knowledge” which serves as a

“model” on the basis of which we make case-

related decisions, that is, which concrete goals

we will focus on, which concrete methods refer-

ring to the case we will use in our study, which

concrete contents from the observation of the

given case we will insert in the theoretically

given categories of observation, and finally

according to which familiar models of expla-

nation we will explain the present case.

And the realization of both takes place

through reciprocal enrichment and concentration

but more in the sense of a spiral than a circle (see

Stegmüller 1974).

With the understanding of each case, my

background knowledge also becomes more

differentiated, and with greater background

knowledge, I am able to approach each new

case with a more differentiated perception.

With the understanding of each detail, my

understanding of the entire case grows; with

increased knowledge about the entire case, my

perception of the next detail becomes more

differentiated.

If a symptom becomes an object of study, then

all three components of observation in the her-

meneutical circle are activated. The researcher

approaches the “text”15 of the symptom with

“background knowledge,” and his background

knowledge increases after successfully tackling

the “symptom text.” At the same time, the under-

standing of the current symptoms grows with

knowledge about its development. And while

the dialogue between “subject of knowledge”

and “object of knowledge” aims at understanding

the symptoms, mutual understanding grows.

Up to this point, the issue was always general

principles of scientific thought and inference. And

even though, implicitly, all of the principles

named thus far were also conceived as binding

for psychotherapy science, we will now turn our

attention explicitly (and until the end) to this link

with psychotherapy science. Precisely this last

level is of decisive importance for the phenomena

of psychotherapies. Here the two protagonists of

psychotherapeutic processes are subject and

14 This connection of empiricism and hermeneutics is not

just based on the “mainstream,” where these two often

irreconcilable opposites are often addressed. For an infer-

ence and argumentation of this “new” conceptuality, see

Stephenson (2003).

15 “Text“ here is used in the broadest sense. The Latin

word “textum” is the “tissue” that also “covers” what it

“marks” (and “protects”) as the “tissue”—“tego” meaning

“to cover.” In this sense everything that humans use in

communication (words, gestures, sounds, images, etc.) is

“text,” i.e., both “indicating and covering.” The sense and

meaning of a “textum” must also be first grasped. This is

something that all scientists processing their “raw data”

with natural scientific, nomothetical, empirical means—

this data must first be interpreted before insights can be

inferred from them!
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object at the same time and in a dual sense. The

therapist has to see the client both as (his) “object

of knowledge” and as a (autonomous) “subject of

knowledge.” And the client as a subject of knowl-
edge also has himself as an object of knowledge.

Both are implicated in all of the dimensions of the

hermeneutic circle described above. What

implications this has for psychotherapy science

and “interpretation as a cognitive instrument of

psychotherapy” will be addressed in Sect. 6.4.

6.3.2.4 Knowledge and Change
The reference just made to the psychotherapeutic

situation directs our gaze to a “bifurcation” in the

empirical circle with regard to the “goals and

means” (i.e., the “left half of the circle” of the

empirical circle) in the special case of the psy-

chotherapeutic situation. Diagnosis and therapy

are two processes here, both of which are based

on descriptions and explanations. However, they

are very different in terms of goals and means.

The “diagnostic circle” remains within the realm

of knowledge. Goals here can only be “cognitive

goals”—a “clarification” of the diagnosis will

only be guided by the goal of trying to reach an

understanding of the client’s situation with

greater precision or also with confirmation.

“Therapy” by contrast turns to the goals of

change following description and explanation

of symptoms. If a situation has been sufficiently

grasped and can be explained satisfactorily, then

there is the question how it can be changed to the

client’s benefit. The same is true for the

“instruments” of diagnosis and therapy: diag-

nostic instruments are cognitive instruments;

therapeutic instruments (“interventions”) are

“instruments of change.” We need this distinc-

tion in the following when we would like to try,

at least tentatively, how, by focusing on “inter-

pretation,” it is possible to systematize inferential

thinking in psychotherapy science.

6.3.3 Abductions with Varying
Paradigm Value in the
Empirico-hermeneutical Circle

Before we turn to the situation in which Allen

first observes the scientist “fiddling with his

testicles”16 on the stage and then looks over the

shoulder of the “bearded scientist” writing a text

that is to leave its mark on the world of psycho-

therapy, we should sum up the categories and

distinctions that we have discussed as the foun-

dation of defining “interpretation” (Deutung) as a
“cognitive instrument.”

In inferential thinking, both the descriptive

and explicative knowledge and the goals and

instruments of knowledge and change are

realized as derivative (!deduction),

Fig. 6.3 The empirico-

hermeneutic circle (Th
theory, Em empiricism)

16 From the original text of the lecture where Charcot

actually did this before an audience of men and women:

“You remember that (. . .) on March 15, the continuing

pressure on the hysterogenous zone next to the pen. . . led
to a completely classical hysteroepileptic attack hap-

pened” (Charcot 1886, p. 269).
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incorporative (!qualitative “induction”),
ampliative (!induction), and generative

(!“abduction”) mental acts (and thus as differ-

ent variants and combinations of deductive and

inductive thought).

The “newness value” in the elements of these

mental acts increases from deductive to gene-

rative, while the frequency of these mental acts

drops dramatically from deductive to generative.

In the process, coordination and adaptation

take place within and between the levels of con-

crete phenomena (“empiricism”) and the level of

generalizations (“theory”).

In the course of these empirical and theoreti-

cal inferences, various types of “newness”
emerge. From “expected newness” in deduction,

“newly refound” in “qualitative induction” to

“newly created categories in old systems of
categories,” newness culminates in abduction

by “new category (systems) with types of

cases,” which can also have “the character of

revolutionizing science” in a few cases.

The range of the effects that this “novelty”

then has on all previous and future inferences

determines its “paradigm value” which is basi-

cally to be found in the degree of abstraction in

the determination of an object.
To what extent which type of “novelty” is to

be found in a given insight (as a product of

inferential thinking) depends o the personal con-

text. For two individuals or for an individual and

his community, one and the same insight can be

“new” or “old.” For a group, a new category can

show relatively low paradigm value, even though

a high paradigm value exists for a subgroup.

All these determinations and distinctions can

be used for “private” (psychotherapy clients),

“professional” (psychotherapists), and “scien-

tific” (psychotherapy scientists) insights.

6.3.4 The Abductive Paradigm
Shift in the Interpretation
Patterns of Charcot
and Freud

In 1885 when Allen was able to observe him at

the Salpetriere giving his lectures, Jean Martin

Charcot was a neurologist who was famous and

recognized far beyond the circle of specialists.

His area of expertise was “neuroses” and here,

more specifically, “hysterias.” When Allen

entered the auditorium, Charcot was just

presenting one of his “favorite” group of patients,

the “hysterical paralyses.” What Allen could not

know at this moment is that the man who is

sitting next to him and assiduously taking notes

is the scientist with the beard whom he will a bit

later be looking over his shoulders at Berggasse

19: Sigmund Freud who translated Charcot’s

lectures from French into German and subse-

quently was to do a very different type of “trans-

lation work.”

6.3.4.1 The Failure of Charcot’s Abductive
Attempts at Interpretation

Charcot had “. . . turned away from the study of

nervous disorders that are based on organic

changes . . . so as to devote himself exclusively

to the study of neuroses, in particular hysteria. . .”

(Freud 1886, p. 3). However, he took with him all

of the interpretative patterns of his neurological

perspective. And his cognitive goals and cogni-

tive instruments were influenced by all of the

empirical and theoretical underpinnings of

deduction of this particular community. This

meant that only a certain group of descriptive

insights and only certain types of explanatory

insights were possible for him. Precisely with

these, he constantly encountered in these cases,

which he studied that which Kuhn called

“anomalies.” The “hysterical” paralyses showed

characteristics that let qualitative-inductive

classifications under the “nervous disorders

based on organic changes” fail. For instance,

these disorders could be made to disappear or

reappear through by hypnosis. This is a sign of

“anomaly” to the extent that such phenomena do

not, in certain central elements, correspond to the

“normal” combination of neurological

paralyses—a “surprising outcome” in Peirce’s

sense! An element that in inferential reasoning

could lead to abductions! If we trace exactly how

first Charcot and then Freud reacted to these

anomalies, we are able to recognize the different

character of abductions with low paradigm value

and abductions with high paradigm value—and

to thus pave the way for a further epistemological
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and theory of science definition of interpretation

(“Deutung”).

The decisive passage in Charcot’s conclusions

reads as follows:

The monoplegia in question can, however, be

explained by a lesion in the cortex which mainly

affects the cortical position of the arm, but it is not

a serious, material lesion but only a “dynamic”

one, a lesion “sine material”, in short one that as

we are used to assuming, to explain the develop-

ment and the continuation of the various perma-

nent symptoms of hysteria (loc.cit., 234).

In this way, Charcot is performing an induc-

tion in the sense of an expansive introduction of a

new category, whose abduction character in the

sense of Peirce and whose paradigm value in

Kuhn’s sense can be verified.

Abductive is the conclusion on the basis of

our considerations up until now, to the extent that

a “surprising event” (paralysis that can be trig-

gered and reversed by means of hypnosis) which

strongly resists all attempts to be incorporated in

terms of given qualitative-inductive categories.

For him, this had the result that he introduces a

“new category” (“dynamical/functional lesion

sine material”) in the “old system of categories”

(¼the neurological category system of paralyses)

and at the same time specifies the patient as a

case of this new category.17

The paradigm value of this abduction is how-

ever rather low. The degree of generalization is

high, but the new category is merely a “stop-gap,

it is added as a “complement” to the basic cate-

gory “organic lesion” (“lesion sine material”

which in the organic medical-neurological con-

ceptual system leads to a paradoxical, “non-

organic organic lesion”). This is a typical “cate-

gorical neutralization” of anomalies: All phe-

nomena whose imprecise match we were unable

to explain or change with regard to the previous

categories of comprehension were classified

under “miscellaneous.”

Thus Charcot’s conclusion is also not a

“Deutung” in the following sense—something

we had defined above as its specific

characteristic:

“Interpretation” (Deutung) also operates in

essence with “non-observable in the

observable”!

The “non-observability” is to be found in the

fact that represents a typical sign of a further

“emergency measure” given an imminent para-

digm shift. Before the paradigm shift takes place,

the basic categories of the old paradigms are

expanded and distorted inadmissibly. That he

had carried out such an inadmissible inference

is something that even Charcot recognizes—and

then he tries a further “trick”:

He can only consider those lesions that elude our

present-day anatomical methods of study and for

which one has agreed to use the designation

“dynamical” or functional lesions for lack of a

better expression (Charcot 1886, p. 260).

The “lesion” can thus not be observed because

the investigative instruments of neurology are

not developed far enough for one to be able to

make the “material” of the “lesion” visible. The

paradigm tries to salvage itself.

We thus have to withdraw the title of

“Deutung” from Charcot’s statement (and to put

it down as an inadmissible abduction-deduction

trick) and will not be able to introduce it before

Freud who introduced something per

definitionem non-observable, but something that

can be grasped as a category as an always inclu-

sive element of all his conclusions: the

unconscious!

6.3.4.2 Freud’s Abductive Attempts
at Interpretation Reach
the Necessary Paradigm Value

The element which in the microanalytical study

of the difference between Charcot’s and Freud’s

abductions is the most effective in providing

knowledge is the concept of the “voluntary

motoric actions” of the patients.

Charcot’s and Freud’s patients were not

capable of performing certain motoric acts even

though they wanted to! This fact fulfilled a

criterion for “paralysis.” If a group of muscles

or part of the body cannot be moved, then it is

“paralyzed.” The anomaly only became visible

17 For Kuhn this would be an exemplar used to preserve
the old paradigm.

6 Interpretation as a Cognitive Instrument: Psychotherapy Science as an. . . 137



in the neurological examination, and the anomaly

grew with the intensive, meticulous application

of neurological instruments that were available

at the time. These could not recognize any

physiological or anatomic obstacles for carrying

out the desired movements. When, however, a

functional muscle which could be tensed by

the deliberate will of the individual on the

basis of his physiological disposition and

then in spite of deliberate will could not be

tensed, then abduction will by necessity have

to be directed at something fundamentally

different than physiology, if no permanent

physiological causes for the “paralysis” can be

noted.

And this is something that Freud did: he did

not direct his attention to the nerve cells but to

the will! And his abduction has the highest value

as a paradigm: in addition to deliberate will,

there is a different type of will in us, and this

resides I the unconscious!

Thus he interprets the neurological conceptual

system “neurosis-hysteria”—“hysterical

paralyses”—in such a radically new way that he

not only departed from the field of “medicine-

neurology”; he also created a separate new disci-

pline: psychoanalysis as the first version of psy-

chotherapy science! Here, from the beginning,

what is per definitionem non-observable in the

observable, which can still be grasped in cate-

gory and thus be studied systematically, is an

all-inclusive element of all inferences: the

unconscious! And this basic figure of inter-

pretative thinking does not depend on the selec-

tion of the name “unconscious” but from the

non-observables that can be grasped on

categories on the basis of inferential thought

that can be “seen” in what can be observed.

These “interpretations in the broadest sense”

characterize all versions of PT and psycho-

therapy science to this very day!18

Proceeding from this paradigmatic first step of

founding a specific way of thinking Freud

constructs the first foundations of a new disci-

pline. When Allen looks over his shoulder, Freud

is just writing the following passage in one of his

examples which he uses to create and expand his

paradigm, the case history of Miss Elisabeth

v.R. The analysis had reached a point where a

memory that had been repressed up until now

surfaced in the patient’s consciousness and

Freud rejoices:

Now of course everything was clear. The analyst’s

efforts were being richly rewarded. The ideas of

“defense” of an unbearable idea, the emergence of

hysterical symptoms through conversion of psy-

chic excitation into the physical, the formation of

a separate psychic group through the act of voli-

tion, which leads to defense—all of this became so

clear, so tangible to (. . .) This is the way things

happened and no other way. This girl had given her

brother-in-law a tender gesture. . . She had

succeeded in sparing herself of the painful cer-

tainty that she loved her sister’s husband by creat-

ing physical pains for this, and in moments in

which this certainty sought to impose itself

(on strolls with him, during a morning reverie,

while bathing, before her sister’s bed), those

pains emerged through successful conversion into

the somatic. (Freud 1895, p. 222)

For us, the joy Freud found in such abductive

creation of categories of defense, conversion,

etc., is not so interesting as the fact that Freud

here already begins to differentiate his concep-

tual system, which congruently follows the first

paradigm created. He has already completed the

greatest paradigm shift! For this is a paradigm

shift in the purest sense: located in the highest

generalization of the object “man,” it regulates

the relations of the worlds which “man” partakes

of; mind and matter, the so-called psycho-

physical relation comes into play.

Petra Stoerig’s elaborations on the “psycho-

physical problem” illustrate especially well how

specifications (and thus also abductions) on this

level show the highest value as paradigm and

how this can be demonstrated in relation to the

example taken up by both Freud and Charcot:

“hysterical paralyses.”

The special sciences show which structures are

needed to smoothly execute an arbitrary

18 I know that this is a bold claim. And it is clear to me that

meanwhile even the psychotherapeutic system of behav-

ioral therapy works with a variation of the concept, simply

because it is impossible otherwise to explain certain phe-

nomena. This in itself is an interesting phenomenon.
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movement, in which areas process of the central

nervous system take place, when the activity in the

movement of the muscle groups involved is

coordinated. . . and where and when which patterns
of excitation accompany the deliberate decision of

a motoric act. They thus answer the question as to

the physical foundation of the possibility of volun-

tary movements. . . They thus expand our knowl-

edge of the body and these results can be integrated

specifically in psychophysical solutions attempts.

(Stoerig 1985, 108f, italicized by T.S.)

Can the necessary conditions defined by the spe-

cial sciences . . . be seen as sufficient for the exe-

cution of an voluntary movement?. . . The answer

depends on the psychophysical view that one holds

(. . .) A parallelist, an epiphenomenalist, an identity

theoreticians, will see the conditions as sufficient,

whereas a mentalist, an interaction dualist, an

interaction emergentist will regard the mental act
of deciding as the one actually triggering the

action. (. . .) The active creation of holistic neuro-

nal patterns in the motoric association cortex can

be identified with the decision, can be understood

as parallel action or as something that was men-

tally triggered, but it can also be interpreted as the

cause of the epiphenomenal (. . .) decision. (loc.

cit., italics by T.S.)

Freud in a certain sense changed Charcot’s

interpretation of phenomena “neurosis,” “hyste-

ria,” and “hysteric paralyses,” which gave his

abductions maximum value in the sense of creat-

ing a paradigm. Charcot posits one world in

which all phenomena are material and that

which he calls “psychical” is then merely a “epi-

phenomenon,” that is, a sort of “appendix” in a

world in which everything is in essence matter

and thus all illnesses are physical or organic.

Thus, the appendix “dynamic or functional”

lesions, whose “material” had already been

found or had to be found. What Freud did in

this respect was actually the shift of the paradigm

of the highest order, which influenced all of the

“subordinate” parts of the paradigm. Freud

juxtaposed a “theory of interaction” to Charcot’s

epiphenomenalism and decided to focus of the

world of the “psyche,” the “mind” (or whatever

other name one might give this highest concept),

and to make it the primary object of study. In this

“world of the psyche” which in all explanatory

models of (not only) “neurosis,” “hysteria,” and

“hysterical paralysis” are seen as the “prima

causa,” he then separated, in a second act of

creation, “lightness” from “darkness.” In the

world of the psyche, the “conscious” is now

juxtaposed with the “unconscious,” and they,

too, mutually influence each other just as psyche

and soma also stood in a reciprocal relation on

equal footing.

In summary, we can state the following in the

“language of inferences”:

“Interpretation” in the Freudian sense is every

inference that identifies an “outcome” that can be

observed in the physical or psychical realm as a

“case” of the effect of the unconscious (“rule”) as

the “non-observable in the observable.”

6.3.4.3 The Traces of the “Basic
Interpretative Pattern”
in the History of the
Diversification of Psychotherapy

The claim made at the beginning of this study is

that in the development of psychotherapy, it is

possible to detect a characteristic basic pattern of

both the psychotherapy process and the diversifi-

cation of psychotherapy schools. Here, however,

we can only give a cursory overview of the basic

trait with a few examples.

The “highest paradigm” (“psyche as causa

prima”) retains its effect in all “dissident” cases

of the history of the psychotherapy,19 which

could at the same be described as paradigm

shift. In the structure of the large areas of the

therapeutic process (interpersonal aspects in the

therapist and client and the relationship between

the two, etc.), the later founders of their own

schools again and again posited paradigm-like

abductions of an interpretative nature. Adler,

for instance, undermined Freud’s “monism of

drives” and postulating, next to the sexual

drive, an aggression drive, which resulted not

only on all “subordinate levels” dramatic

changes with implications for personality theory

and practical treatment. Because of the high par-

19 And it gives the entire discipline its name: psychother-

apy science as the science that studies the “treatment” of

the psyche!
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adigm value of his abductions, it also led to Adler

being banished from the Wednesday Society

associated with the Freud paradigm. Jung

postulated, by abduction, his own paradigmatic

realm of the unconscious, which was also forma-

tive for his entire “analytical psychology”: the

collective unconscious. Rogers initiated a para-

digm shift on the level of the relational structure

between therapist and patient, postulating an

existential equivalence of the two persons

involved in the process. He thus undermined the

old “rift between doctor and patient,” lending

humanist psychology its typical characteristic.

In all of these cases and in many others, we can

find the “characteristic of interpretation”

postulated here—the aggression drive, the collec-

tive unconscious, and in Carl Roger’s “organis-

mic valuing” all represent something per
definitionem non-observable in the observable,

which can still be grasped in categories and stud-

ied systematically and is treated as an element

that must always be included in all inferences.

This process reflects a certain sequence of

abductive, inductive, and deductive thinking. In

the beginnings of the schools of systemic therapy,

one finds the new paradigm of the “third beings,”

the personal system that emerges when at least

two people come together, and this is more than

just the “addition of these two individuals.” As

the “third being,” it is invisible but at the same

time it can be grasped in categories as a basic

constant and can thus be differentiated as a foun-

dation for all theories and interventions. Even in

behavioral therapy, one can note such a charac-

teristic from the beginning to the present. The

“black box” of the Stone Age of behavioral ther-

apy is even the most extreme hard-core example

of this. In the observable aspects of the stimuli-

reaction process, there is something

non-observable per definitionem—namely, the

black box. We cannot see into this box, and thus

nothing more is said on what numerous funda-

mental changes took place in the course of the

development of the behavioral therapy schools.

This not only changed nothing about the previous

introduction of the black box as “something lying

between the stimuli and reaction,” it also became

an extreme expression of non-observability.

To what extent the “characteristic of inter-

pretation” and the aspect of paradigm shift can

be applied to the “basic pattern of the process of

psychotherapy” will be examined in Sect. 6.4.

6.4 “Interpretation” as a Means
of Gaining Knowledge
in Psychotherapy Science

At the end of our journey, we can now take a look

at the various discoveries we have made against

the backdrop of our “puzzle pieces” and the

different aspects of “interpretation.” This will

allow us to give a systematic summary. But

before we do that, let’s look over the shoulders

of Tim and Allen and let them have the

final word.

6.4.1 Interpretations in General
Science, Psychotherapy Science,
and Psychoanalysis

In general science, every inference that uses what

is non-observable (in the sense that it can only be

indirectly observed through its effects) in the

observable as part of its premise-conclusion

structure can be seen as a general scientific inter-

pretation (Deutung GS), that is, an interpretation

in the widest sense. From this perspective, the

use of the term “gravity” in physics is an

interpretation.

A psychotherapeutic interpretation (interpre-

tation PTS) as an inferential interpretation in a

wider sense can be found in a premise-

conclusion statement structure, when an infer-

ence is made from an observable surface struc-

ture of human behavior to non-observable deep

structure and the surface structure is interpreted

on the basis of its effect. Here speaking of the

unconscious in this sense as speaking of social

systems of the black box placed between stimu-

lus and reaction and the “organismic valuing”

can be seen as interpretation in a further sense

since in each case it is a construction that cannot

be directly observed.
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And those inferences that refer to a psycho-

analytical deep structure (interpretation PA) can

be seen as interpretation in the narrowest sense.

An explanation of certain behavioral modes

within the therapeutic relationship as the effect

of unconscious components such as transference

and countertransference would be such an

interpretation.

To what extent psychotherapy science

research can identify interpretations in the

widest, wider, or narrowest sense is an issue for

self-reflection in psychotherapy science. In any

case we can note a differentiation as is presented

in Fig. 6.1, elaborated on in the chapter on

“Types of Abductions” (see Sect. 6.3.1) and

summarized in the following in Sect. 6.4.6.

6.4.2 Interpretation in the Context
of Inferential Thinking

Interpretations in the broadest, broader, and most

restricted sense, that is to say interpretations in

general science, psychotherapy science, and psy-

choanalysis, are based on a sequence of various

types of inferences. This mental pattern refers to

the combination of inductive, deductive, and

abductive thought. Here the specific nature of

interpretation only represents the

non-observable deep structure of the object of

study—a structure that is then an integrative

part of the deductive, inductive, and abductive

thought. Figure 6.4 depicts all “stations” from

1 to 10 or steps of interpretation.

1. When what we perceive on the surface struc-

ture of behavior can no longer be grasped

and explained without recourse to the

non-observable, we first use deductive, that

is, derivative interpretations. Here every-

thing we already know about the given

deep structure is used.

2. When a deduction fails, we first

3. try to carry out other interpretive classifi-

cations, i.e., to interpret on the basis of quali-

tative induction.

4. If this succeeds, then everything begins

again with 1.

5. If these attempts fail, then we look for a

solution in ampliative, i.e., inductive

thinking.

6. If existing categories can be expanded by

means of subcategories, then everything

begins again with 1.

7. If the deductive experiment also fails with

the expanding results of induction

(permanently)

8. Then we begin trying abductive inter-

pretations (at first with low paradigm value).

9. If this is successful, then everything begins

again with 1.

10. If attempts at abductive interpretation with

low paradigm value do not prove successful,

Fig. 6.4 Interpretation in

the context of inferential

thinking
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the paradigm value of the next abductive

interpretation is increased until a paradigm

change takes place.

11. From this point on, there is a for the most

part new referential system for the inter-

pretation steps described in 1–9 in which

the steps 1–9 can be carried out over a very

long period of time.

What is activated here is a kind of backup

system which allows for paradigm change only

as a very last resort and lets such events become

extremely rare.

The specific aspect of interpretation as a

means for gaining knowledge is to be found in

the fact that interpretation, proceeding from

grasping an observable surface structure of

human behavior, infers a non-observable deep

structure the effect of which is interpreted as

the surface structure.

“Interpretation” provides “translation” of

everyday descriptions in (special) scientific

“interpretation”—(a) already infers and

(b) using non-observable elements in the

premises and/or conclusions.

6.4.3 Interpretation as Derivative,
Classifying, Expanding,
and Generating Means
of Gaining Knowledge

In the above description of the steps in

inferential-interpretative thought, we postulated

that there are deductive, qualitative-inductive,

inductive, and abductive interpretations—all

with various value as paradigms. These cate-

gories correspond to what we have called deri-

vative, classifying, expanding, and generating

thought. How can we see this in connection

with interpretation?

Examples of interpretations in the most

restricted sense, i.e., psychoanalytical inter-

pretations, are most illustrative here. Simply

put, deductive-derivative interpretations proceed

from already familiar unconscious structural

aspects and contents of a client so as to interpret

“in the usual fashion” surprising current reaction

modes (or also dreams). They sometimes appear

as “predictions,” i.e., as hypotheses on how the

client will react in an imminent situation in

keeping with his familiar transference trends.

Qualitative-inductive interpretation attempts

are activated when the client, for instance,

reports in such a situation that he reacted differ-

ently than expected. Interpretations of this can be

“incorporative” and thus qualitative-inductive in

the sense that others are used from the “pool” of

the client’s already known unconscious struc-

tures and contents so as to be able to interpret

and incorporate the “surprising reaction.”

If this does not succeed definitively, the pro-

cess has reached a point where “new” aspects of

the unconscious deep structure have to be studied

and grasped. A new category of unconscious

conflicts can then be the result of such “induc-

tively expanding interpretation.”

If one encounters a completely new category

of behavioral modes, abductive interpretation is

called for. This can have a “revolutionary” effect

in varying degrees. If it leads to the creation of an

entirely new “section” of unconscious deep

structure, the paradigm value of the corres-

ponding interpretations increases. An example

of this would be “coming out” experiences that

take place in the course of an analysis. Here a

person’s total sexual orientation and/or the entire

gender self-definition become called into ques-

tion, as is the case in transsexuality, undergoing a

radical change. The crux for “interpretation” is

that before the “new” orientation had been one

that was only unconscious.

6.4.4 Interpretation as an Idiographic
and Nomothetic Instrument
for Gaining Knowledge
on Psychotherapy Processes

Using the above example of reorientation, we

can also illustrate the distinction between “idio-

graphic” and “nomothetic” interpretations. “Idio-

graphic” interpretations are in certain sense

“situation-bound” interpretations, that is,

“individualized” interpretations geared to “indi-

vidual instances” of concrete situations. The
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concrete “empirical” scenes that constitute the

client’s biography, lined up like pearls on a

string, are directly interpreted in relation to

the unique situation—taking into account the

unconscious categories appearing here, uncon-

scious explanations, unconscious goals, and

unconsciously used “instruments.”

In the process there are always possibilities of

generalization—common aspects that exist

between scenes or certain reactions and behavi-

oral modes allow us to conclude that we are

dealing here with a general principle in the

client’s perception or behavior (or even of the

therapist as “private person”), a “private law” or

a “private theory” on which the client’s indi-

vidual perceptions and acts are oriented. To

determine these by means of interpretation is

the task of “nomothetic” interpretations.

Such nomothetic interpretations in particular

(but not only) are often the basis for further

deductive interpretations that are oriented on

the found “private unconscious laws”—inter-

pretations of further or newer situations and of

the client’s reactions that can be observed here.

Here Fig. 6.4 comes to mind where we saw that

deduction is the point of departure for every

process of interpretation—no matter how diverse

it might be. “Nomothetic interpretations” thus

exist—just like all other types of inter-

pretations—in both an inductive and abductive

version. Out of the generalization of idiographic

interpretations (i.e., ones oriented to an indi-

vidual situation to be interpreted) nomothetic

interpretations (i.e., interpretations oriented to a

common structure that is superordinate to this

and similar situations) could be generated by

means of generalization.

6.4.5 Interpretation as an Instrument
for Gaining Knowledge
on the Process of Psychotherapy
from Various Positions

Not just the distinction between deductive,

inductive, and abductive thought but also, even

more importantly, the reference to explanations,

descriptions, goals, and instruments and to

“idiographic” and “nomothetic” thought require

that three positions be distinguished in the pro-

cess of psychotherapy: that of the client, the

therapist, and the scientist. In one and the same

situation in the psychotherapeutic process, vari-

ous types, forms, and contents of interpretations

can become visible in the three positions. This is

to be illustrated with an example (see Fig. 6.5).

For the client (see Fig. 6.5 where the psycho-

therapist and the client are marked with an oval

as elements of an interactive “therapeutic team”),

a certain interpretation can be an element of an

abduction with high paradigm value (abduction),

while for the psychotherapist it is a product of his

deductive thinking (deduction). For the psycho-

therapy scientist, it can, in turn, be a premise

which leads to a conclusion of qualitative-

inductive, that is, integrative thinking (induction)

when he assigns the interpretation that took place

in the process of psychotherapy to one of his

categories of interpretation types.

In each of these cases, “interpretative think-

ing” means something different in the various

positions. Most importantly, interpretative think-

ing does not have to be given in all three

positions at the same time. The psychotherapy

scientist can, for instance, keep track of and

compare “not interpreting” the number of

“interpretations in the more restricted sense” as

opposed to two certain time periods in the pro-

cess of the psychotherapy he is observing.

In doing so, he remains completely on the surface

structure of the object of study he has selected

(thus inferring in an interpretive sense, but not

“interpreting”!), while in the “professional”

Fig. 6.5 Three positions (D deduction, AP+ abduction

with high paradigm value, Iqu qualitative induction)
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position and the “private” position, interpretative

thinking and thus an understanding of an un-

observed deep structure is taking place.

For us, the decisive conclusion of this line of

thought where we move from the level of psy-

chotherapy science to the level of psychoanalysis

is to be found in the following thesis: specific

psychoanalytic phenomena such as inter-

pretations (in the most restricted sense) as real-

ization of psychoanalytic knowledge of change

can be interpreted in the sense of psychotherapy

science or research without interpretation! They

have both a surface structure and a deep struc-

ture—and I can study both empirically provided

they are part of a categorical system and can be

realized in time and space as concrete singular

phenomena.

6.4.5.1 Interpretation as an Instrument
for Gaining Knowledge
(for the Psychotherapy Client)

In psychoanalysis the client explores his own

deep structures from a self-reflexive position

(just as the psychotherapist does this from his

professional position and the psychotherapy sci-

entist does from the position of his discipline20).

This requires the client sharing the therapist’s

paradigm, being convinced in one or the other

way that the “unconscious exists.” Many

analyses have an initial phase in which the client

has to be convinced of the purpose of introducing

categories of one’s own unconscious percep-

tions, unconscious systems of convictions, how

the world and life is to be explained, unconscious

(neurotic and non-neurotic) goals of the use of

certain means to reach one’s own unconscious

goals—before analysis “gets going.” If this

succeeds, then this ultimately means that the

client has partaken of the “top paradigm

shift”.21 For most clients this is initially a bit

like entering a new world in which almost all

insights have abductive value, many even resem-

ble paradigm shifts in what is taken for granted.

Idiographic and nomothetic hear also refer to

one’s own “empirical” and “theoretical”

background.

6.4.5.2 Interpretation as an Instrument
for Gaining Knowledge
for the Psychotherapist

For the psychotherapist, each client means a new

realm of experience. The “empirical and theoreti-

cal knowledge” of the therapist regarding the laws

and specificities of both conscious surface

structures and unconscious deep structures is

incomparably greater than that of the client. And

this knowledge refers to what he has learned in

training and what he has learned from experience.

His goals and instruments for gaining knowledge

and bringing about change, the possibilities and

limits thereof, are “professional” and are derived

or created anew for each therapeutic process. They

refer to the work with the client (and to the

reactions that might appear in the therapist during

the therapeutic process) and not to one’s own life

(as in the case of the client).

At the same time, he shares “community

knowledge” with other colleagues who have

received training for the same school of therapy.

This knowledge develops further in the course of

one’s own professional experience. The

psychotherapists who work “in the solitude” of

their own practice, those who do not engage in

any exchange with colleagues, develop a rather

“individual-professional” background knowledge.

A comparison of interpretations and their

backgrounds between psychotherapists of the

same school can yield very different results. For

the therapist, “nomothetic” inferences mean

inductions on the basis of the cases available to

him. It can be assumed that a rather large
20Here we once again have the perspective of a “double

hermeneutics,” as, for instance, is highlighted by Smith

(2004). He refers to “double hermeneutics: The partici-

pant is trying to make sense of their personal and social

world; the researcher is trying to make sense of the partic-

ipant trying to make sense of their personal and social

world” (p. 40).

21 Practical insights to the effect that clients undergoing

Freudian analysis increasingly dream more “Freudian”

(or dream more “Adlerian” or more “Jungian” when

undergoing Adlerian or Jungian analysis) are proof of

even more far-reaching “co-optations.”
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percentage of “solitary” psychotherapists have

already created abductive products of thought

with a high paradigm value and proceed on the

basis of these by deductive means. Who knows

how many “new schools” Allen was able to see

from his space ship—schools that never saw the

light of day in the world of professional

communities.

6.4.5.3 Interpretation as a Means
of Gaining Knowledge
for the Psychotherapy Scientist

In addition to his observations and general-

izations, the work of the psychotherapy scientist

is enriched by yet another dimension, especially

since the scientific principle compels him to

engage in exchanges with his community and

he is able to benefit from ongoing discussions.

He is interested in integrating the processes

taking place between individual therapists and

clients in general models of psychotherapy or

expanding these models and restructuring them

on the basis of new insights. He grasps, inter-

prets, and “reads” interpretations (which results

in a sort of “dual hermeneutics”; see Giddens

1984, p. 200). Within the psychotherapeutic pro-

cesses that he observes or the information he gets

from therapists or patients, he reads these

interpretations as a text.

In addition to the “working conditions” to be

found in all sciences, psychotherapy science

offers a unique case in that it is a special “syn-

thesis/pool of paradigmatic patterns of interpre-

tation.” Most psychotherapy scientists are

psychotherapists (not absolutely necessary but

usually the case). Thus the community (“psycho-

therapy scientists”) is essentially a constellation

of subgroups (“psychotherapy scientists with

psychoanalytic paradigms,” “psychotherapy

scientists with behavior theory paradigms,” etc.)

As we saw above, any psychotherapeutic process

that is governed by the paradigms of a certain

school of psychotherapy can, in principle, be

studied by any psychotherapy scientist (our

“non-interpreting” scientist who counted the

“interpretations” does not by necessity have to be

a psychoanalyst). But for a number of reasons, the

right “expertise” of each school can have

advantages in researching a certain object of

study. Assuming that “critical reflection of the

boundaries of meaning and validity of the schools

and disciplines of thought and action in psychother-

apy” (Greiner 2013, p. 91) can, and should, be

regarded as a special achievement of psychotherapy

science as a timely research platform, then one

could come to believe “that precisely for its plural-

ism of arguments, its diversity of languages and its

heterogeneousmethodology contemporary psycho-

therapy not only has an edge in theoretical research

but also advantages in terms of scientific reflection

as compared to all other academic movements in

science” (Greiner in this volume, Chap. 5).

6.4.6 Interpretation and
the Fundamental Issue
of Psychotherapy Science

The phenomenon in the psychotherapeutic situ-

ation that has been addressed here for illustrative

purposes, namely, the psychotherapeutic out-

come (see parts II and III of this volume), is the

primary issue of psychotherapy science but cer-

tainly not the only one. The study of culture-

specific and social “surrounding conditions” of

this psychotherapeutic phenomenon (e.g.,

Orlinsky 2004a, b) is just as legitimate objects

of psychotherapeutic study and the historical

developments of various schools of psycho-

therapy (Frank and Frank 1993), theoretical and

philosophical approaches (see Chaps. XXX

Rieken and XXX Greiner; Slife 2004), and

much more. Psychotherapy scientists should

have “a model (i.e., a simplified version) of psy-

chotherapy which has a heuristic (orienting,

describing) function” (Gelo 2013) which can be

taken from current discussions.

In such models basic categories and the funda-

mental of the therapeutic process are described.

David Orlinsky, for instance, describes in his

“generic model” six such basic categories: the

therapeutic pact, the techniques used to implement

the pact, the therapeutic alliance, the self-

references of those involved in the interaction,

the repercussions of the given session, and the
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temporal sequence of events within and following

the sessions (Cf. Orlinsky 2004a, b, p. 88).

There are pre-structured “surrounding condi-

tions” that can be used to study the therapeutic

process. Here one also finds the different types of

categories inwhich social, economic, cultural, reli-

gious,22 and other parameters are networked with

the structural elements of the psychotherapeutic

process (see above). Here descriptive and expli-

cative knowledge and the “interpretive patterns” of

inferential thought come to bear in psychotherapy

science. These, too, are pre-structured just as the

respective goals of research and the cognitive

instruments that are used.

In all of the different “models of inter-

pretation” that one can find in the pertinent liter-

ature of psychotherapy science, one is able to

note the typical traits of “interpretative patterns.”

We will hear a little bit more about this from Tim

and Allen, our “alien companions.”

6.5 Outlook

Tim and Allen are getting back into their time-

space machine. They have peeked over our

shoulders, and each has experienced in his own

way the ideas that we presented here as a

“surprising outcome.” Other results that might

strike us as “surprising” are our “old ALTER

HUT” for them. In any case, they found it really

interesting to watch people think on this planet.

They took back a lot of data for their own research

back home. And they will apply for funding from

their ministry of research and provide us, in turn,

with a certain kind of knowledge that cannot even

be sketched in the mental processes described

here. The knowledge regarding the “black box”

in which the unobserved processes, what lies

between the lines of our explicit knowledge,

constitutes the greatest part of our thoughts and

acts, resides here. When they give us this knowl-

edge, the storm of paradigm shifts will be unprec-

edented not just in psychotherapy science.

There is one thing that Allen already learned

when he completed his studies on the old mortal

scientist with the white beard. Socrates was, in

reality, also an alien in connection with Allen’s

and Tim’s knowledge. Their translation of his

most famous statement “ouda ouk eidos” (which

is usually falsely translated as: “I know that I know

nothing!”) “ouda ouk eidos,” in the inversion,

contains a significant reference to this “black

box.” When Socrates exclaimed: “I, a knower, do

not know!” and thus identified the uncertainty of

all our knowledge as a certainty, he was also

expressing the opposite “We non-knowers

know”: Allen and Tim already studied the

foundations of the non-observable in the observ-

able aspects of thought. This refers to what we call

“implicit knowledge” or “intuition”—that which

we only know plays a really crucial role in

psychotherapies and about which we still have

only questions but hardly any answers. We are

thus anxiously waiting for the time-space machine

that will bring us this knowledge for the psycho-

therapy science of the future.
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zwischen Pädagogik, Therapie und Wissenschaft.

Empirie Verlag, Wien

Stephenson T (2011) SFU-IP –Erste Konturen einer sich

neu bildenden Community. In: Rieken B (Hg) Alfred
Adler heute. Zur Aktualität der Individualpsychologie.

Waxmann, Münster, pp S.9–S.39

Stoerig P (1985) Leib und Psyche. Eine interdisziplinäre
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Abstract

Admission requirements for psychotherapy

training have been defined historically and

are different across countries. In European

certificates, which have a synoptic regulation

with modern content and include different

psychotherapy degrees, general basic require-

ments for comparative, empirical psycho-

therapy research are missing or rudimentary.

There is a need to create a better description of

the basic premises in research projects.

7.1 Introduction

Psychotherapy research, which, generally

speaking, measures its worth by results, needs a

mandatory introductory amount of basic data and

a certain homogeneity of the group under investi-

gation. This chapter aims to show that the basic

data and the homogeneity of the researched

group—namely, psychotherapy as it is practiced

by psychotherapists in several countries—are

sparse due to different historical and institutional

developments (Pritz 2002a). It is thus necessary

to communicate the historical facts and insti-

tutional frames in the training of psychotherapy

to foster a comprehensive understanding for any

particular research enterprise on psychotherapy.

Psychotherapy as a human science of subjectivity

(Pritz 1996, 2008) needs to describe its content as

well as its borders.

7.2 On the Regulation of
Psychotherapy Training

Sigmund Freud established regulated psycho-

therapy education in the 1920s. Three elements

were implemented: the training analysis, the

analysis that a psychoanalytic candidate under-

goes, and the theoretical training and the super-

vision of psychotherapy performed by the

candidate. This training triad is found today in

most psychotherapy curricula (Pritz 2002a).
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Only in recent decades has the need for a

regulated training for psychotherapists devel-

oped, mainly due to the intensified focus on the

legalization of psychotherapy as a profession.

Nine European countries have professional regu-

lation for psychotherapists; this first began in

Sweden in 1985. As of 2014, Finland, Sweden,

Italy, Germany, Austria, Switzerland, France,

Netherlands, and Malta have these regulations.

A legal, partially regulated division (sphere/area/

domain) for the practice of psychotherapy exists

in other countries such as Hungary and Bulgaria.

All these countries have legal regulations for

admission to and requirements of the training

and predetermined conditions for completion.

The juristic regulations are different in many

ways, but one commonality is noticeable.

Countries outside the European Union have

regulations for psychotherapy training, but they

are part of the regulations of an occupational

group. There is, for example, a regulation for

psychiatrists who want to practice psychotherapy

in Russia and similar regulations for clinical

psychologists in Chile, Canada, and many states

in the USA (see more different regulations in

Pritz 2002b).

None of the juristic regulations for psycho-

therapists developed in recent decades are

intended for a medical doctor monopoly, mean-

ing doctors’ exclusive access to psychotherapy

training and the authorization to practice. This is

remarkable inasmuch as the struggle for auton-

omy for psychotherapy has been going on for

approximately 100 years (Pritz 2011). The first

hurdle was the emancipation from the exclusive

doctor yoke. Sigmund Freud cherished this

notion in his near-prophetic publication “Zur

Frage der Laienanalyse,” in which he said that a

doctor is an amateur of psychoanalysis if he or

she has not learned it, equal to everyone else

(Freud 1926). This publication came about after

Otto Rank was supposed to take over the admini-

stration of the psychoanalytic outpatient clinic at

the Vienna General Hospital (which was then, as

it is now, the largest hospital in Austria).

TheAustrianMedical Chamber denounced him

in court because as a psychologist he had noauthor-

ization to treat patients. After Freud’s publication,

Rank immigrated to Berlin, and the trial ceased. It

became clear that independence from the medical

profession would need to be fought for because it

put the monopoly doctors had on the treatment of

all illnesses into question. This was not achieved in

Austria until a federal law was passed in 1990.

However, a threefold claimwasmade that included

required training, the requirement to treat psycho-

logical disorders independently from medical

practitioners, and independence from other profes-

sions, such as medicine. The last aspect naturally

reflects the situation of psychoanalysis in the

decade after the First World War, when more and

more psychologists and graduates from other

professions were accepted to psychoanalytic

training.

This conflict would continue in countries like

Germany, the USA, England (which to this day

has no legal psychotherapy regulation), Italy,

France, and numerous other countries, although

a certain tolerance is maintained in countries

without legal regulations, as long as the demand

to treat patients is not raised (like in Great Britain

and Spain).

Another commonality is admission to the

training from different caring professions, and

the differences lie in which lobbies were able to

push their interest during the creation of the law.

Only in the Netherlands, Italy, and Switzerland

were psychologists privileged to be the second

group besides medical doctors admitted into

psychotherapy training, whereas various profes-

sional groups were allowed in other countries.

Furthermore, a commonality lies in the specifi-

cation of training standards, which are also very

different in their details. With the exception of

France, where only professions such as doctors,

psychologists, and, notably, psychoanalysts (all

three professional groups without a proof of edu-

cation) are legitimized, laws across all other

countries require proof of education. The title

of medical doctor is provided after the comple-

tion of training and the permission to practice

as a psychotherapist. Another similarity is the

training for different psychotherapy modalities,

whereby psychoanalysis is legally licensed in all

countries and other psychotherapy schools vary

in licensure.
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Public forms of payment for psychothera-

peutic treatment exist, to a certain extent, in

countries with a psychotherapy law (exceptions:

Italy and France), and payment is usually

regulated by health insurance.

As previously noted, there are considerable

differences in legal regulations between countries;

these differences are illustrated through the

features of the admission to training and the cur-

rent regulated training. Strauss (Strauss, B. cit. in

Pritz 2011) researched completed education prior

to psychotherapy training in Europe (see

Table 7.1).

As seen, psychologists and medical doctors

are the two professional groups most admitted

to psychotherapy training in the 21 EU countries

considered, followed by social workers and

pedagogues. Based on these differences, one

can understand the difficult battle between the

different professional groups; the differences

show who was successful in this battle and who

was defeated. These battles were admittedly

waged with arguments, but from a distant per-

spective, the divide is not really an argument for

the main debate.

For example, how is it that in Switzerland

only psychologists and doctors are admitted to

psychotherapy training, whereas in neighboring

Austria, theologists, communication researchers,

nurses, medical-technical professionals, and

pedagogues, among others, are also permitted?

How does this situation influence psychotherapy

research? There are currently no comparative

data on this topic.

The differences in the training parameters are

also considerably noticeable. For example,

Germany requires a 3- to 4-year postgraduate

training for psychologists and social pedagogues,

whereas non-medical practitioners who have per-

mission to practice psychotherapy need a training

of only approximately a half year (minimum).

There are also considerable differences for doctors

in Germany. If a doctor aspires to complete addi-

tional training, he must complete several hundred

hours to become a specialist for psychosomatic

medicine and psychotherapy to complete a psycho-

analytic or behavioral therapy training. In regard

to legally defined training parameters, Germany

simultaneously has the highest and lowest

requirements for psychotherapy training.

The differences are also particularly obvious

in the recognition of professional training

in individual psychotherapeutic methods: it

ranges from two psychotherapeutic methods

in Germany to 22 in Austria. There are

20 modalities in Italy. It is important to recognize

that psychotherapy training is offered for differ-

ent methods in every country, many of which do

not fall under national laws and therefore, in the

admission of training candidates, have significant

competitive disadvantages and less access to

research funds.

The situation in the nonregulated countries is

more heterogeneous: the training is in the hands

of private training facilities. These are often

societies but are also private institutions that usu-

ally represent a specific school of psychotherapy.

The training programs are organized differently;

some programs have a few courses, and some last

many years. The schools of psychotherapy are

various. The quality requirements are very differ-

ent depending on the training establishment.

In the USA, psychotherapy is essentially

integrated as a part of the professional group of

psychiatrists, psychologists, and social workers.

Training in a psychotherapeutic method is often

offered as part of a PhD program. Furthermore,

there are numerous additional developments

to the integrated training structure as well as a

myriad of training and further education

opportunities for all people with or without the

necessary qualifications; these people are not

Table 7.1 Psychotherapy education of licensed profes-

sional groups in 21 EU countries

Professional group N

Psychologists 21

Medical doctors 21

Social workers 15

Pedagogues 11

Nurses 12

Social pedagogues 5

Teachers 3

Theologians 3

Other professions 10

N number of EU countries
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included in the statistics of the psychotherapy

profession. School specificity is also not

regulated in the USA. Thus, the specificity of

psychotherapy is only structurally recognized

according to internal rules of professional

conduct. Accordingly, the American Psychologi-

cal Association differentiates between

59 “divisions,” i.e., topic-centered areas of

responsibilities of psychologists. One of them,

Division 29, is titled “Psychotherapy.” However,

there are other divisions that could be assigned

to psychotherapy; therefore, there is a separate

division for “psychoanalysis” and “trauma

therapy.” The difficulty with regard to the

qualifications of psychotherapy training in the

USA is that one cannot initially identify whether

a person has completed psychotherapy training

and what level of qualification they have, due to

the overlapping job titles of psychiatrist, psy-

chologist, and social worker.

Meanwhile, there is a new structure of

university-based admission parameters. Since

2005, Sigmund Freud University, Vienna, allows

18-year-olds who qualify for admission to univer-

sity to begin a bachelor’s degree in psychotherapy

science after they have completed the admission

procedure. The admission procedure consists of

two personal interviews and attendance at a self-

experience group. The bachelor’s plus master’s

program includes more than just theoretical psy-

chotherapy content; psychotherapy training is

fully integrated into the curriculum and is scien-

tifically based. Students graduate with a BA and

anMA and are fully trained psychotherapists (see

Rieken 2012, 2013). Since 2013, the Karl

Landsteiner Private University in Krems, near

Vienna, has offered a bachelor’s in psychother-

apy science. The criteria for admission are not yet

known but will be provided.

7.3 The Strasbourg Declaration
on Psychotherapy and the
European Certificate for
Psychotherapy

The European Association for Psychotherapy

(EAP), which was established in 1992, merges

approximately 140 psychotherapeutic

organizations in Europe. The World Council for

Psychotherapy (WCP), founded in 1995, has

chapters on all continents. Both the EAP and

the WCP have established certifications that

lead to the conferral of a diploma, and both

have based their training content on the

Strasbourg Declaration on Psychotherapy,

which is also taught in psychotherapy training.

The idea was to develop a training framework

that is applicable across different schools and

countries and enables students, professionals,

and researchers to have a common structure for

trained psychotherapists (European Association

for Psychotherapy 1990).

Strasbourg Declaration on Psychotherapy

(European Association for Psychotherapy

1990, p. 1)

In accordance with the aims of the World

Health Organization (WHO), the

non-discrimination accord valid within

the framework of the European Union

(EU) and intended for the European

Economic Area (EEA), and the principle

of freedom of movement of persons and

services, the undersigned agree on the

following points:

1. Psychotherapy is an independent scien-

tific discipline, the practice of which

represents an independent and free

profession.

2. Training in psychotherapy takes place at

an advanced, qualified and scientific

level.

3. The multiplicity of psychotherapeutic

methods is assured and guaranteed.

4. A full psychotherapeutic training covers

theory, self-experience, and practice

under supervision. Adequate knowledge

of various psychotherapeutic processes

is acquired.

5. Access to training is through various

preliminary qualifications, in particular

human and social sciences.

The goal of the efforts of these two

organizations is to define the standards for
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psychotherapy education in Europe and world-

wide. In both cases, it is clear that the criteria are

to be kept general enough to include all types of

psychotherapy training under one roof. There-

fore, these trainings described are based on

content and are less formal. Admission criteria

are defined only insofar as the Strasbourg

Declaration’s (see above) statement that human

and social sciences are seen as a qualification for

psychotherapy training.

When discussing admission criteria in

psychotherapy training, some considerations

can be made. It should be noted that as of 2014,

there is no legal training in psychotherapy

provided in most countries worldwide. Neverthe-

less, there are formalized psychotherapy training

establishments in most countries: in all states of

North and South America, in almost all European

countries, in some countries in Asia, in Australia,

and also in some African countries. Psychother-

apy training is in a globalization trend. We have

taken a closer look at the countries that have

legal regulations for psychotherapy as an inde-

pendent profession because they represent a

certain indicator function for future development

(Pritz 2011).

The admission criteria for psychotherapy

training have come a long way in the last

100 years: they have developed from doctors’

privilege—whereby “laypeople,” i.e., not doctors,

were barely tolerated and often prohibited from the

full practice of the profession—to today’s

regulations, which accept many qualifying

professions, to the latest development of an

independent, scientific study with specific entrance

requirements (Rieken 2012, 2013).

To understand the different admission

requirements for training in psychotherapy, one

must review the recent history of modern

psychotherapy, around the turn of the twentieth

century. In 1900, a group of interested people

formed around Sigmund Freud and dedicated

themselves to different educational and ideologi-

cal formations of psychoanalysis and, later,

other schools of psychotherapy. These groups

generated great interest in the media, but they

remained small groups that initially did not have

any specific professional perspective. Only since

the 1950s has there been a worldwide movement

that has led to the development of a psychothera-

peutic practice profession.

Within this development, certain professional

groups demanded that psychotherapy be a part of

only their profession and be excluded from other

professional groups. In 1926, this medical hubris

opposed Sigmund Freud on the question of lay

analysis. The next professional group that wanted

to dominate the field of psychotherapy was

psychologists. This often successful struggle is

reflected in the legal regulations created in

the 1990s. For example, as of 2014, there is still

no law in Germany that regulates the authorization

for psychologists to practice in various professional

fields, but there has been such a law for “psycho-

logical psychotherapists” since 1990. However,

other professional groups, such as social workers,

educators, theologians, nurses, and others, are fight-

ing to get a “piece of the cake.” As previously

mentioned, admission to psychotherapy training

according to pre-psychotherapeutic principles has

been allowed.

In addition to the interest in wielding power,

the lack of authorization is also about substantive

issues, questions of ethics and identity and the

professional self-image, not to mention research

interests and access to research funds. For exam-

ple, doctors argued once that a complete under-

standing of the functions of the human body

enables holistic psychotherapy. Psychologists

argued that a diversity of psychological knowl-

edge should be known before one can even begin

to learn psychotherapy. A particularly popular

argument was the issue of the “maturity” of the

personality, which would be addressed in psy-

chotherapy training. This debate especially

played a role in the academization of psycho-

therapy: on the one hand, people argued that

18-year-olds were too young, possessed too little

life experience, and therefore should only enter

psychotherapy training only after having a previ-

ous profession. On the other hand, proponents for

the academization of psychotherapy thought that

the same requirements might as well be applied

to future physicians, psychologists, nurses,

educators, etc., which are highly specialized

and stressful human professions for which

no one has suggested allowing admission to

the actual career choice only after completing
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vocational training. Rather, the formation of

identity is more moldable if the training begins

early, and the practice of the profession is more

effective after the training. Fiegl (2014) was able

to show that these arguments were based on

traditional patterns and that younger therapists

achieved equally effective results as older

therapists. Specifically, representatives of

“source professions” argue that their specific

trade provides the best conditions for subsequent

psychotherapy training.

For the patient/client in the process of looking

for support and help, it comes down to truth and

guidance. The dilemma that arises in this context

is the often many years of futile searching for the

right treatment. If another professional group

masks as psychotherapy, the search process

often takes a long time or the patient may

encounter false treatment. In this scenario, the

power of better public relations reigns.

Some legal requirements are relatively

specific in the list of seminars, supervision, and

theoretical training (Austrian psychotherapy law,

German law for psychological psychotherapists),

whereas others are more general (Swedish

Psychotherapy Act, Dutch Psychotherapy Act,

Italian Psychotherapy Act), and some mostly

just define admission (French psychotherapy

law, Finnish psychotherapy law). Each psycho-

therapeutic method provides a more concrete

description of the amount of supervision, theo-

retical seminars, and teaching therapy.

The training requirements include current

training courses that have been developed by

psychotherapy associations throughout past

decades and then transformed into law. Since

1996, the European Certificate of Psychotherapy

(ECP) has attempted to subsume the various

types of training to enable registration of

psychotherapists from every European country:

4. Length and Content of Psychotherapy

Training (Excerpt from the ECP; European

Association for Psychotherapy 2012, p. 4)

4.1. The total duration of the training will

not be less than 3,200 h, spread over a

minimum of 7 years, with the first

3 years being the equivalent of a uni-

versity degree. The later 4 years of

which must be in a training specific

to psychotherapy. The EAP will,

in collaboration with NAOs and

EWAOs, determine the proportion of

the training elements that need to be

completed prior to the ECP being

awarded.

4.2. The training meets the EAP’s criteria

for basic professional training, and

includes the following elements:

4.2.1. Personal Psychotherapeutic

Experience, or equivalent: This

should be taken to include train-

ing analysis, self-experience,

and other methods involving

elements of self-reflection, ther-

apy, and personal experience

(not less than 250 h). No single

term is agreed by all psychother-

apeutic methods. Any training

shall include arrangements to

ensure that the trainees can

identify and appropriately man-

age their involvement in and

contributions to the processes

of the psychotherapies that they

practice in accordancewith their

specific methods.

4.2.2. Theoretical Study: There will

be a general part of university

or professional training and a

part which is specific to psy-

chotherapy. University or pro-

fessional courses leading to a

first University degree or its

equivalent professional qualifi-

cation in subjects relevant to

psychotherapy may be allowed

as a part of, or the whole of, the

general part of psychotherapy

theory, but cannot contribute

towards the 4 years of specific

psychotherapy training. Theo-

retical study during the 4 years

of training specific to

(continued)
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psychotherapy should include

the following elements:

– Theories of human develop-

ment throughout the life-

cycle

– An understanding of other

psychotherapeutic

approaches

– A theory of change

– An understanding of social

and cultural issues in rela-

tion to psychotherapy

– Theories of psychopathology

– Theories of assessment and

intervention

4.2.3. Practical Training: This will

include sufficient practice

under continuous supervision

appropriate to the psychothera-

peutic modality and will be at

least 2 years in duration.

4.2.4. Placement in a mental health

setting, or equivalent profes-

sional experience: The place-

ment must provide adequate

experience of psycho-social

crisis and of collaboration

with other specialists in the

mental health field.

4.3. Supervision, training and, where

applicable, personal psychotherapy

should be provided by practitioners

whose training meets the criteria of

the ECP. Advanced trainings for

trainers and supervisors are not

covered by these criteria, but will be

required.

Compared to the attention that has been

focused on the laws of admission criteria, the

content of training steps has been discussed in

less detail. Rather, the law lays out the training

requirements with respect to authorized training

organizations that are required to have the neces-

sary authorization from the state education

authority. Training organizations that do not

have this education authority—because, for

example, they teach a method that is not recog-

nized by the law—can operate their training, but

their graduates have significant disadvantages in

the regulated market for psychotherapy; they

might not even able to practice. The question of

method is slightly influenced by research results,

but it is strongly determined by the influence of

lobbying interests of both health insurance and

course representatives of each method. What one

could expect would be a set of “basic skills.”

These would not be defined in the content of

the laws if not structurally required, for example,

in Austrian law, in regard to an overview of the

psychotherapeutic methods (Kierein et al. 1991).

However, what concrete training for basic skills

looks like is again left to the training institutions.

In some countries, psychotherapeutic methods

are recognized that have very little scientific

basis but have practical competence. However,

a comparison of method-specific training

presents a fundamental obstacle, similar to the

different requirements for admission criteria. The

idea of a synoptic view on psychotherapy is

widespread and must be recognized in the evalu-

ation of research findings (Pritz 1996, 2005,

2008).

In matters of psychotherapy law in Europe,

product safety for the consumer, or patient, is

often argued. A clear designation would help

the consumers of psychotherapeutic services to

separate the wheat from the chaff. Therefore, the

laws in various countries mandate the use of a

title. The violation of this is punishable: if some-

one who is not authorized uses the psycho-

therapist title, they can be punished. However,

the title designation law says that the person

concerned is only authorized to use the title of

psychotherapist—and therefore offer public

psychotherapy services—in their own country.

The mandatory use of a title transnationally

within or even outside the European Union does

not yet exist.

There is, however, the recognition of the duty

of each registrant who wants to emigrate from one

country to another and practice in the host country.

The host country is obligated (EU Directive 2005)

to accept the registration of another country’s

state-approved psychotherapeutic training. Thus,
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a Europeanmatrix of mutual interstate recognition

is slowly being created. However, this is still in its

infancy and involves many bureaucratic hurdles.

This regulation does not apply to countries where

no psychotherapy law exists, i.e., most countries in

the EU. Psychotherapists who emigrate from

non-EU countries in Europe, the USA, South

America, and Russia often have considerable

bureaucratic recognition problems due to the

differences in psychotherapeutic training in their

countries of origin. But the first step has

been made.

7.4 Implications for Empirical
Psychotherapy Research

The dynamics in the development of the psycho-

therapeutic profession are taken into account in

psychotherapy research insofar as the studies

are becoming more refined and adapted to the

psychotherapeutic reality (see also Chap. 3).

However, from the perspective of the different

admission requirements and the different training

curricula, as well as the different statutory and

non-statutory regulations, the question must be

raised as to what extent modern psychotherapy

research should take these developments more

strongly in to account.

Thus, in the future, the following factors

should be givenmore attention in research design:

1. Both admission criteria and training aspects,

as well as the completion situation of the

psychotherapist taking part in the study,

must be explicit. Currently, typically only

the psychotherapeutic method for which the

participating psychotherapist completed train-

ing is taken into account in research studies.

Additionally, the level of experience is usu-

ally not evaluated. In addition, the contextual

conditions in which the study was developed

should be described. Comparative psycho-

therapy research is needed that crosses

national borders (see Orlinsky et al. 1994).

2. The evaluation of psychotherapeutic compe-

tence of the participating psychotherapists is a

prerequisite for the qualitative evaluation of a

study.

3. A synopsis of the psychotherapeutic structural

dimension of the participating psycho-

therapists, along with a description of the

method and the selection of the study partici-

pants, is further prerequisite to accurately

evaluate the results of a research study.

For example, studies in which the head

researcher and the participating psycho-

therapist are the same person have less validity

than a study with many participating psycho-

therapists who have a similar age and experi-

ence and are independent from the investigator.

4. In any case, the aspect of institutional require-

ments in the selection of psychotherapists

should be assessed appropriately and in detail

in both process studies and outcome studies.
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Abstract

In this chapter, I draw distinctions among three

classes of research purposes: theory building,

enriching, and fact gathering. Theory-building

research seeks to test, improve, and extend a

particular theory. Enriching research seeks

to deepen and enrich people’s appreciation

or understanding of a phenomenon. Fact-

gathering research seeks to discover facts

without explicitly focusing on a unified theory

or systematically unpacking the meanings

in a phenomenon. Insofar as the distinction

concerns the purposes of research, not the

methods, any method may be used to advance

any of the purposes.

8.1 Introduction

In this chapter, I draw distinctions among three

classes of research purposes in psychotherapy

research. I call them theory building, enriching,

and fact gathering. Table 8.1 summarizes the

comparison that this chapter elaborates.

Briefly, theory-building research seeks to test,

improve, and extend a particular theory by com-

paring it and reconciling it with observations,

working toward a unified best account within

the domain of the theory. Enriching research

seeks to deepen and enrich people’s appreciation

or understanding of a phenomenon by consider-

ing it in alternative perspectives and unpacking

the explicit and implicit meanings involved.

Note that enriching people rather than enriching

theories is a key feature. Whereas theory build-

ing focuses on a particular theory, enriching

research may consider many theories as alterna-

tive, potentially useful viewpoints. Theory-

building and enriching purposes might be

described as scientific and hermeneutic, respec-

tively. However, the terms science and

hermeneutics carry powerful connotations of

value and status, and they are understood in

widely varied ways by different people, so I

have chosen the terms theory building and

enriching in an effort to remain relatively neu-

tral, descriptive, and stable.

For this chapter, I added a third category,

fact gathering, to an originally dichotomous dis-

tinction (Stiles 2006) to encompass the many

studies in psychotherapy research (probably a

majority) that seem aimed neither at building a

specific theory nor at systematically unpacking

the meanings in a phenomenon. As our field

develops, I would expect increasingly more of

the research to advance either theory-building or

enriching purposes.

My distinction concerns the purposes of

research, not the methods. In principle, each of

the purposes may be addressed with any method.

Thus, although theory-building purposes have

been more often addressed with quantitative

and nomothetic methods, whereas enriching

purposes have been more often addressed with

qualitative and idiographic methods, at least in

psychotherapy research, these previous affinities

are not necessary or fixed. I have argued else-

where that qualitative and idiographic methods

may be particularly appropriate for theory-

building research on psychotherapy (Stiles

2009) and that numbers can be enriching (Stiles

2006). Thus, importantly, the theory building

versus enriching distinction is not parallel to

quantitative versus qualitative research. Both
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qualitative and quantitative methods may be used

to advance any of the three purposes (see also

Rennie 2012).

In academia, theory-building purposes and

enriching purposes are associated with mature

sciences and humanities, respectively. The

distinction overlaps with Guba and Lincoln’s

(1994; see also Gelo 2012) categories of

positivism/postpositivism versus constructivism-

interpretivism/critical-ideological, but without

the implication that each entails distinct methods.

It overlaps to some degree with the distinction

between realism and relativism (see, e.g., Rennie

2000, 2012), though without the ontological

basis. It is an attempt to draw the distinction

between what many have seen as different realms

of research purposes.

Following Kuhn (1970), I understand fact-

gathering research as representing an early stage

of scientific development characterized by the lack

of a paradigm, which can be understood as an

agreed theory together with a body of cardinal

examples, practices, and problems to be addressed.

In the absence of a paradigm, scientists focus on

finding facts rather than interpreting them within

a larger framework. Arguably, psychotherapy

research could be considered as pre-paradigmatic

in Kuhn’s terms. As Kuhn put it, “It remains an

open question what parts of social science have yet

acquired such paradigms” (p. 15). Kuhn’s theory

thus suggests that a good deal of psychotherapy

research may be fact gathering, and my informal

observations confirm this expectation. In a histori-

cal sense, Kuhn described fact gathering as

Table 8.1 Comparison of theory-building, enriching, and fact-gathering research

Section heading Theory-building research Enriching research Fact-gathering research

Goals Work toward a unified account Work toward enriching and

deepening

Build an evidence base

Recent examples Petrowski et al. (2013) Oddli and Rønnestad (2012) Lutz et al. (2013)

Caro Gabalda and Stiles (2013) Harris et al. (2012) Flückiger et al. (2013)

Strategies Hypothesis testing and

qualitative theory building

Unpacking historicity Draws on both theory-

building and enriching

strategies

Generality Scope of theory Transferability Analogy

Meaning of terms Stable meanings of terms

(within theory)

Rich, evocative expression Vulnerable to

inconsistent meanings

Common versus

diverse

understanding

Common understanding Diverse understandings –

Coherence versus

balance

Logically coherent Multiple perspectives, balance,

fairness

–

Locus of the

benefit

Benefit is improved theory Benefit is enriched people –

Written reports Orthodox research reports Conventional and innovative

formats (e.g., performance texts)

–

Investigator

values

Open-minded, dispassionate Fairness, balance, social benefit –

Investigators’

relationship to

theory

Own the theory (able to change

it)

Understand the theory (how to

apply it)

–

Purposes viewed

from each other’s

perspectives

May view enriching research as

scattered and off-topic, fact

gathering as haphazard

May view theory-building

research as narrow and tedious,

fact gathering as pointless or

unexamined

May view theory building

as premature, enriching as

speculative
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preliminary to theory building (Kuhn did not

address enriching research). In practice, however,

fact gathering, enriching, and theory building are

distinct purposes. Investigators do not expect to

start with one and then move on to another; each

is considered (by investigators who have that

purpose) to be complete in itself.

Is it possible for research to have more than

one of these purposes? Perhaps. But the

differences between purposes are more profound

than they may seem at first, and researchers used

to advancing one may not appreciate how differ-

ent the others are (at least this was my personal

experience). Among other things, I think that

readers and reviewers tend to approach research

reports tacitly expecting just one of these purposes

to be advanced. If the authors’ purpose does not

match readers’ expectations, readers are likely to

find the product confusing, unsatisfying, or

wrongheaded, as addressed later. I comment on

combinations of purposes in the final discussion.

After an introductory explanation of what

I mean by the term theory, this chapter is

organized around a series of distinguishing

characteristics: goals, strategies, generality,

meaning of terms, common versus diverse

understanding, coherence versus balance, locus

of the benefit, written reports, investigator values,

investigators’ relationship to theory, and

purposes viewed from each other’s perspectives

(see Table 8.1). In each section, I have tried

to compare and contrast theory-building and

enriching—and sometimes fact-gathering—

purposes with respect to that characteristic.

Fact-gathering research seems less differentiated,

and I have omitted it under about half of the

headings. I believe that particular instances of

fact-gathering research may be oriented toward

theory building or enriching, but in an unarticu-

lated way, so that this dimension of the purpose is

not clear in the research report.

8.2 What Is a Theory?

The concept of theory is central to the distinction

between theory building and enriching, but

theories play very different roles in advancing

these two purposes. Theory-building research

has improving a theory as its product. Enriching

research uses alternative theories as a way of

appreciating a phenomenon. Fact-gathering

research may aspire to either or to being atheo-

retical. I use the term theory extensively in this

chapter, so I begin by trying to say what I mean.

As I use the term (e.g., Stiles 2009), theories

are explanations of aspects of the world, such as

how psychotherapy works, stated in words or

numbers or diagrams or other signs. Signs, as I

use the term (Stiles 2009, 2011), are tangible and

observable—marks on a page or a screen or

vibrations in the air. However, the meanings of

signs are in people’s private experience. Theories

must be distinguished from the epistemologically

private ideas the theories express or convey.

Insofar as the theories are made of signs—

words, numbers, diagrams, and so forth—they

are public and observable, unlike their meanings.

Meaning, as I use the term, is a subjective

process that accompanies hearing, seeing,

writing, or speaking a sign. That is, meanings

cannot be directly observed by others. Insofar as

people never understand each other perfectly, sign

meanings are generally different for the sign’s

author and addressee (e.g., speaker and hearer,

author and reader). They are different or for dif-

ferent authors or addressees (people say, write,

hear, and read things differently). And they are

different at different times for the same author or

addressee (understandings grow and change).

In this chapter, I am concerned mainly with

explanatory theories (cf. Miller 2004; Held

2007), as distinct from treatment theories,
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which are meant to guide clinicians in

conducting therapy. Explanatory theories

express people’s ideas and understandings, for

example, about how psychotherapy works.

They describe things and events in the world

and relations among them. They suggest how

observation of one event may indicate that

other events have taken place or will take place.

Treatment theories may be far simpler than

explanatory theories. “All you need is love” is

psychotherapeutic treatment theory that might

plausibly have some efficacy, but it is a woefully

imprecise explanatory theory. Explanatory

theories may be judged by how general, precise,

and realistic they are (Levins 1968). Treatment

theories may be judged by how well they work,

or more technically, how efficacious and effec-

tive they are (see Sussman et al. 2006). These

two types of theories are often confused in psy-

chotherapy research, I think, because some of our

most familiar treatment theories (e.g., psychoan-

alytic theory, cognitive theory) aspire to be both.

In what follows, when I use the term theory

unmodified, I mean explanatory theory.

Although the discipline of psychotherapy

is, arguably, pre-paradigmatic, the alternative

explanatory theories of psychotherapy may be

considered as candidate paradigms. That is,

theory-building research can be conducted

within them. The theories can also be used for

enriching purposes; the array of alternatives

available (see any textbook of theories or person-

ality or psychotherapy) offers a diversity of

perspectives that can enrich people’s knowledge

and appreciation of the phenomenon.

A theory (i.e., an explanatory theory) is a good

one if people observe what the theory leads them

to expect, that is, if the theoretical descriptions

match the descriptions of the observations, or

still more technically, if people’s experiences of

the theoretical descriptions (i.e., the meanings

of the descriptions) correspond with their

experiences of observing the things and events

in the world that the theory describes. I have

elsewhere called this the experiential

correspondence theory of truth (Stiles 1981,

2006). That is, truth is a property of statements,

including theoretical statements, as understood

by people. It is a correspondence of people’s

understanding of theoretical statements with

their understanding of their observations or

their understanding of others’ descriptions of

observations.

Living theories are never finished. They are

always subject to modification by further

observations, which may strengthen or weaken

confidence in them or illuminate aspects that

might be elaborated or extended. This chapter is

meant as theory building; the typology attempts

an account of research purposes. It is not a fin-

ished product and is subject to evaluation and

change.

8.3 Alternative Goals

8.3.1 Theory-Building Research Seeks
a Unified Account

Theory-building research aims to construct an

internally consistent, explicit explanation. It

need not presume that there is a positivistically

true or crystalline account, but it does seek a

unified and logically coherent account.

Explanatory theories arise and are elaborated

and extended, I think, when people describe their

observations of the world and then revise the

descriptions in light of further observations.

Theory-building research provides quality control

on theories by gathering observations and compar-

ing themwith what the theory leads them to expect

(experiential correspondence). The observations

may confirm or disconfirm or strengthen or

weaken the theory, leading to increased or reduced

confidence in aspects of the theory.

In principle, a theory that fails to account for

even one observation could be rejected (Popper

1959), but this is rare (Lakatos 1978; Meehl

1990). More often, investigators seek methodo-

logical explanations for divergent observations.
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Observations that persistently or convincingly

diverge from theoretical expectations may sug-

gest modifications or extensions to the theory.

Modifications or new tenets may be incorporated

through a process of abduction (Rennie 2000,

2012; Salvatore and Valsiner 2010; Stiles 2009;

see also Chap. 6); investigators reason that if

the modified tenet were part of the theory, then

the otherwise divergent observation would be

expected. This justifies tentatively retaining the

modification and making further observations.

Through this process, the theory changes to fit

new observations.

Most scientific theory-building research aims

to assess and improve existing theories rather

than to construct new theories.1 As Kuhn (1970)

explained, in sciences with an established para-

digm, new theories arise only when the existing

paradigm falters. Even in pre-paradigmatic areas

like psychotherapy research, constructing a

completely new theory forgoes the benefits of

cumulative improvements. Far fewer readers or

researchers are likely to care about a new theory

constructed ad hoc than about extending a famil-

iar theory to encompass new observations.

The purpose that I call theory building

encompasses all stages of the work of

constructing explanatory accounts—exploration,

testing, validating or invalidating, modifying,

elaborating, extending, and so forth. That is, it

encompasses both the context of discovery and

the context of justification. Both quantitative and

qualitative methods can be used for theory build-

ing. Importantly, enriching research is not

another name for the early, exploratory stages

in the development of a science but rather a

separate purpose.

From a theory-building perspective, theories

are important because they knit observations

together. Through adjustments in light of

accumulating observations across many studies,

theories come, in effect, to compactly share the

accumulated experience of many researchers

with readers who have not personally had all

those experiences. Theories can mediate the

effect of research on practice by distilling

observations into theoretical principles and con-

veying them in a way that they can be used.

8.3.2 Enriching Research Seeks a
Richer, Deeper, Broader, More
Profound Appreciation of the
Object of Study

It aims to enrich the experience of readers,

investigators, and research participants. Observa-

tion and interpretation are designed to illuminate

phenomena and perspectives in new, construc-

tive, or satisfying ways. Enriching research uses

multiple and varied methods, qualitative (e.g.,

Madill and Gough 2008) and quantitative (e.g.,

Westerman 2006; Yanchar 2006), to advance the

goal of advancing people’s deeper and richer

appreciation of the phenomenon.

Enriching research considers multiple

perspectives and alternative ways of understand-

ing a phenomenon without necessarily seeking to

resolve them into a unitary account. Enriching

research has also been described as interpretive
(e.g., Kral 2008; Westerman 2006). It makes

distinctions to open possibilities for alternative

interpretations. In the search for alternative

interpretations, the research may draw on a

wide range of scholarly traditions, such as ethics,

aesthetics, political praxis, and epistemology, as

well as pragmatic, cultural, and historical

perspectives. It often uses an evocative descrip-

tive language and explores varied meanings of

terms within the same project. In striving for

greater depth, it may give particular attention to

less-heard views, and for this reason it may give

relative emphasis to oppressed or marginalized

perspectives.

Importantly, enriching research is not a pre-

liminary step in theory building but rather an

altogether different project—an activity that has

a different purpose. I emphasize this because, as

someone whose orientation has long been toward

theory building, I spent many years being

1Despite its name, grounded theory research (Glaser and

Strauss 1967; Levitt 2015) seldom seems to be theory

building in the sense I’m using the term. This point is

addressed in Sect. 8.3.2.
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exposed to enriching research in psychotherapy

and related areas of psychology, often feeling

critical or befuddled about it, without

appreciating that its practitioners had a funda-

mentally different purpose from mine. Enriching

is the point of the project; it is the end in itself

rather than leading toward a statistical test of

alternatives or other empirical assessment of the

validity of the interpretation.

In my use of the term enriching research, it is

people—readers, investigators, participants, and

perhaps others—rather than theories, whose

enrichment I am referring to. That is, the primary

product of enriching research is in the private

understanding of people who encounter the

research. This contrasts with theory-building

research, where the primary product is in the

theory (a semiotic construction) and the under-

standing of the theory by people is derivative.

Both theory-building and enriching research

seek understanding, but understanding has differ-
ent meanings in the two contexts. Theory-based

understanding is a cognitive map of the world, a

grasp of how things work (including, potentially,

people and psychotherapy); Gelo (2012), follow-

ing Dilthey (1977), distinguished this sort of

understanding as explaining. Enriching-based

understanding is an aesthetic, empathic, historical

appreciation of phenomena (including people and

psychotherapy). Both sorts of understanding

seem valuable and desirable (to me at least), but

they are different and attained differently.

As I noted earlier, enriching research might

also be called hermeneutic research, albeit

risking misunderstandings. Many major

investigators have used the umbrella term quali-
tative research to describe the wide variety of

approaches sharing the purpose that I am calling

enriching research (e.g., Denzin and Lincoln

2005; Gelo 2012; Guba and Lincoln 1994;

Morrow 2007). In my view, this use of qualita-

tive research conflates purpose with method,

overlooking the important theory-building

possibilities of qualitative methods (e.g., Stiles

2009) and the enriching possibilities of quantita-

tive methods (e.g., Westerman 2006).

Enriching research informs therapeutic prac-

tice by giving therapists a deeper sense of people

and processes. In psychotherapy, a rich appreci-

ation of the client’s experience and context of

action facilitates appropriately responsive

interventions. One colleague suggested using

the term pragmatic to describe the enriching

purpose in psychotherapy research.

In contrast to theory-building research’s focus

on assessing and elaborating a particular theory,

enriching research often considers multiple

theories and alternative interpretations as well

as the historical and potential meanings of texts

and events. In this respect, enriching research

resembles the work often done by clinicians to

understand a case: applying multiple theories,

not with the goal of improving the theories or

even deciding which theory is the right one for

the case, but rather with the goal of building a

richer and more rounded view of the case.

Enriching research may develop new

interpretations along with exposing, exploring,

and criticizing old ones. It may evaluate alterna-

tive interpretations, rejecting some as inferior or

inadequate, while advocating others. However, it

does not presume that any one interpretation is

the only, best, or final account. On the contrary,

part of the point of enriching research is to

uncover, understand, and appreciate multiple

accounts. Rather than starting with one theory

and seeking to test or extend it (using either

qualitative or quantitative methods), enriching

research starts with a text, a topic, a person, or

a phenomenon and seeks to deepen understand-

ing of it.

Ironically, most grounded theory research

(see Glaser and Strauss 1967; Levitt 2015;

Mörtl and Gelo 2015; Rennie 2000) seems to be

enriching rather than theory building. Although

its nominal purpose is building a theory, this

theory is not meant as the one best account of a

domain, to be incrementally improved in

subsequent studies. Rather, it is meant as a

novel interpretation, an enriching perspective

that grows out of intimate contact with the focal

topic. As Levitt (2015) has put it, “a core premise
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of grounded theory is that many different valid

understandings can emerge from different

perspectives on the same data” (p. 473). This

contrasts with the theory-building project of

working toward a unified best account that is as

general, precise, and realistic as possible.

The difference between grounded theory and

theory building is not so much semantic as stra-

tegic. The word theory has roughly the same

meaning in both contexts, but grounded theory

usually seeks a new and enriching perspective,

whereas theory building seeks to confirm or

improve a unified best account.

When I have previously presented the distinc-

tion between theory-building and enriching

research purposes, some qualitative researchers

have seemed uncomfortable, insisting that their

research purposes encompass both. Of course,

to fully consider this claim, one would have

to examine particular studies. But I think the

research they do usually turns out to be

enriching. Enriching research may develop new

interpretations or comment on various theories as

a way of enriching the readers, but it does not aim

toward a unifying theory. Combining theory

building with enriching is a characterization of

enriching purposes.

8.3.3 Fact-Gathering Research Aims
to Build an Evidence Base

Its goal is making and reporting observations that

might contribute to a future understanding or that

might be pragmatically useful. It seeks to estab-

lish facts with sufficient reliability and rigor that

they can be viewed as trustworthy.

A fact, I think, is an observational statement

about which there is social consensus. That is,

observational statements that are socially shared

and endorsed are considered as facts. This under-

standing of facts seems roughly compatible with

the legal conception, in which facts are decided

by agreement among members of a jury. How-

ever, in research, the facts can be changed by

further observation. If someone observes some-

thing different and so disagrees—or, at least, if

enough people or the right people observe some-

thing different and disagree—then the statement

is no longer a fact.

In Kuhn’s (1970) account, fact gathering is

understood as historically preliminary to theory

building. Fact-gathering researchers sometimes

seem to expect that when enough facts have

accumulated, a comprehensive theory will

emerge or be synthesized. Fact gathering may

also be preliminary to enriching; the observations

might be intended for readers’ own idiosyncratic

use. For example, many studies seem to offer

findings not to confirm, disconfirm, or extend

a theory but rather simply to inform the

reader of facts that may be used as they

see fit. Such studies could be said to be

preliminary to enriching purposes, particularly

if their discussion sections offer alternative

interpretations.

The anticipation of future use is sometimes

explicit; for example, Fishman (2005) proposed

systematic collection of case studies as a data

bank for future theoretical synthesis. Often, how-

ever, I find it unclear whether fact-gathering

researchers understand their work as leading

toward an eventual unifying synthesis (theory

building) or toward varied understandings and

applications by different readers (enriching) or

perhaps toward both or neither. I take the unclar-

ity to be diagnostic of fact-gathering research,

that is, as showing that the interpretation of the

findings is unfinished and preliminary.

An important subcategory of fact-gathering

research can be called product-testing research.

In psychotherapy research, products include

treatment packages and assessment procedures.

Clinical trials seek to evaluate treatment

packages; reliability and validity studies seek to

evaluate psychological tests. Such product-

testing research aims to evaluate packages rather

than to build an understanding. Clinical trials

may aim to evaluate the efficacy or effectiveness

of treatment theories, but they do not primarily

seek to build explanatory theories.

In calling fact gathering an embryonic or pre-

liminary purpose, I do not mean to imply that it is

necessarily unsophisticated. On the contrary,

fact-gathering studies can be methodologically
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sophisticated and conceptually thoughtful, often

more so than theory-building or enriching studies

in psychotherapy research. In Kuhn’s scheme,

fact gathering is an appropriate purpose for

research conducted in the absence of a paradigm.

8.4 Illustrative Recent Examples

To illustrate these purposes using current

research on psychotherapy, I selected articles

from issues of the journals Psychotherapy

Research and Psychology and Psychotherapy:
Theory, Research and Practice that had been

published recently at the time of my revising

this chapter (January 2013).

8.4.1 Theory-Building Studies

Working within attachment theory, Petrowski

et al. (2013) examined the relation between the

therapist’s own attachment representation and

the patient’s attachment relationship to the ther-

apist. Comparisons of 22 therapists’ Adult

Attachment Interviews with 468 patients’ scores

on the Client Attachment to the Therapist Scale

showed that therapists’ preoccupied attachment

status was associated with patients’ preoccupied-

merger attachment to the therapist, while

therapists’ dismissing attachment status was

associated with patients’ avoidant-fearful attach-

ment to the therapist. That is, specific types of

therapist insecurity were associated with partic-

ular patient’s attachment-related experience.

This work was interpreted as evidence

supporting a modification and elaboration of

an attachment theory account as it applies to

psychotherapy.

Caro Gabalda and Stiles (2013) addressed the

contradiction between the assimilation model’s

suggestion that progress in psychotherapy

follows a regular eight-stage developmental

sequence and the common clinical observation

that therapeutic advances alternate with setbacks.

Examination of 466 setbacks in the therapy

transcripts of two clients suggested that most of

what appeared to be setbacks involved switches

to a related but less advanced strand of a prob-

lem. Thus, rather than contradicting the theory,

this study’s results yielded an elaboration of it.

8.4.2 Enriching Studies

Oddli and Rønnestad (2012) examined how

therapists introduce the technical aspects of ther-

apy within the working alliance in a naturalistic

study of the practices of nine experienced

therapists. They focused on the concept of agency,

distinguishing eight therapist action descriptions,

which they categorized as either (1) supporting the

client’s agency or (2) expressing agency them-

selves. They described their method as a variant

of grounded theory analysis. But their purpose,

clearly demonstrated in their discussion, was not

constructing a unified, general theory of agency

but rather exploring varied understandings of

therapist power, negotiation, consensus, and

collaboration.

Harris et al. (2012) applied Interpretative

Phenomenological Analysis (Smith and Osborne

2003) to transcribed interviews with eight service

users about their experiences of being in contact

with an early intervention for psychosis program.

They distinguished five major themes: stigma,

relationships, understanding the experiences,

sense of agency, and impact, and they examined

possible meanings of these themes from profes-

sional perspectives (clinicians, care coordinators)

as well as the service users themselves. Their

purpose appeared not to be specifying a theory

but rather promoting an enriched and empathic

understanding of the experiences of the people in

such health-care systems.

8.4.3 Fact-Gathering Studies

As expected, a substantial majority of the articles

in these journal issues were fact-gathering stud-

ies. The first two fact-gathering studies in the first

2013 issue of Psychotherapy Research—by Lutz

et al. (2013) and Flückiger et al. (2013)—were

both sophisticated analyses of longitudinal

(session-level) data using structural equation
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modeling techniques. Lutz et al. (2013) examined

sequences of session reports, identified clients

who experienced sudden gains and sudden losses

in treatment, and linked these respective patterns

to the degree of treatment success. Flückiger

et al. (2013) examined the relation of early ses-

sion experiences to prediction of psychotherapy

outcome while controlling statistically for intake

distress and early response; results suggested that

these factors were robust predictors of treatment

effectiveness. These studies cited and reviewed

conceptual as well as empirical literature; for

example, Flückiger et al. focused on “dual

models” of psychotherapy, which stress the bal-

ance between interpersonal and task aspects of

the process. In both studies, however, the princi-

pal conclusions were cast in neutral and prag-

matic terms rather than in terms of building a

particular unified theory.

8.5 Alternative Strategies

8.5.1 Two Theory-Building Strategies

Both quantitative and qualitative methods can be

used to provide quality control on theory. To

illustrate, in this section, I contrast statistical

hypothesis testing with qualitative case study.

Both can be effective, but they use very different

strategies (Stiles 2003, 2005, 2007, 2009, 2010).

The familiar (to psychologists) statistical

hypothesis-testing strategy uses the hypothetico-

deductive method. Investigators derive one

statement or a few statements from a theory and

compare the statement with many observations.

If the observations tend to match the statement,

then confidence in the statement is substantially

increased (e.g., not due to chance, p < 0.05).

This confidence in one statement yields a small

increment of confidence in the theory from which

the statement was deduced. For example, empiri-

cal support for a hypothesized association

between therapist attachment representation and

patient attachment relationship to the therapist

yields a small increment of confidence in attach-

ment theory more broadly.

Qualitative theory-building research, such

as a theory-building case study (Stiles 2009),

addresses many theoretical issues in the same

study rather than only one or a few. It does

this by comparing many theoretically based

statements with qualitative observations in the

same case, assessing how well the theory accounts

for the details (see Campbell 1979). Because only

one or a few observations bear on each statement,

the change in confidence in any one statement

may be small. Because many statements are

examined, however, the number of empirical

observations, and hence the gain (or loss) in con-

fidence in the full theory, may be as large as from

a statistical hypothesis-testing study.

Observations that fail to correspond to the

theory—failed hypotheses or unexpected qualita-

tive observations—can stimulate improvements

in the theory. New research results can thus per-

meate the theory in the form of tenets that are

added or elaborated or modified to accommodate

new observations (abduction). However, earlier

thinking and results are retained. For example,

based on his observations and interpretations

in the case of Dora, Freud (1905) began

incorporating the concept of transference into

his developing psychoanalytic theory. Thus,

through changes in confidence and abduction,

observations accumulate in theories.

Qualitative theory-building research has some

advantages for psychotherapy research. Theories

of psychotherapy aim to account for distinctive

details of clinical cases that may not be shared

with other cases. As Rosenwald (1988) argued,

social phenomena are manifested differently in

each case, so it is essential to understand the

distinctive features. Qualitative theory-building

research does not require large number of similar

cases to make observations scientifically useful, as

illustrated in a study by Brinegar et al. (2006)

described at the end of the following Sect. 8.5.2.

8.5.2 Unpacking Historicity as an
Enriching Strategy

One major strategy of enriching research can be

understood as unpacking the historicity of texts,
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objects, and events. Historicity refers to the

meaning that words and other signs accumulate

through use (Bakhtin 1981, 1986; Stiles 2011;

Voloshinov 1986). When you understand my

words, you share some of my experience. That

is, the meaning of my words to you is your

experience of my experience. When you repeat

my words to others, then your audience shares

some of your experience but also some of my

experience, which is carried in the words. For

example, if you now tell someone about the

concept of historicity, your audience will share

not just your experience but also a bit of my

experience. They will also share a bit of the

experience of Leiman (1992, 2011; Leiman and

Stiles 2002), who taught me about Bakhtinian

semiotics, and the experience of Bakhtin (1981,

1986) and Voloshinov (1986), who wrote about

this property of words. To say this another way,

each use of a word (or any sign) changes its

meaning by adding something of the experience

of its author and addressee. In a sense, each word

or phrase or story or image or icon (or number;

think of the unlucky number 13 or the magical

number 7 plus or minus 2) carries echoes of the

experience of all who have used it previously.

Even artifacts and natural objects carry

meanings, which trace to the experience of pre-

vious speakers and authors (e.g., through

previous authors, a fence can be a metaphor for

limits; a flower can be a metaphor for love). In

this view, essentially everything has semiotic

properties and carries meaning derived from

people’s previous experience of it. Insofar as

words and other signs have been accumulating

these meanings though used by people for many

generations, the meanings have enormous depth.

As Bakhtin (1986) put it, “the word . . . is

bottomless” (p. 127).

Unpacking historicity thus involves explicating

the meanings of signs. In psychotherapy, the signs

of particular interest are clients’ expressions of

their experiences (unpacking therapists’ expressions

can be interesting too). The concept of historicity

suggests that people cannot be fully aware of their

own meanings (there are far too many), so that

therapists and, secondarily, researchers can usually

unpack more than the client knew.

As an example of this enriching strategy,

McLeod and Lynch (2000) conducted a qualita-

tive enriching study of the case of Margaret, a

58-year-old woman who was seen for 17 sessions

in a clinical trial of process-experiential treatment

for depression (Greenberg and Watson 1998).

McLeod and Lynch aimed at a broad and deep

understanding, drawing on alternative accounts to

show how “a sense of what is ‘good’ in life, an

implicit notion of the ‘good life’, both underpins

and guides everyday action” (McLeod and Lynch

2000, p. 389). Their aims were advanced by

presenting multiple perspectives, including

Margaret’s own story using her own words, the

therapist’s story, the authors’ summary account of

the case as a whole, and their interpretation in

terms of narrative processes, drawing particularly

on the ideas of Polanyi (1985) regarding the prac-

tice of storytelling and Taylor (1989) regarding

the concept of strong evaluation.

As a contrast, Brinegar et al. (2006) conducted

a qualitative theory-building study based on the

same case material. Margaret’s case provided a

particularly clear example of therapeutic work

between stages 3 (problem statement) and

4 (understanding) in the developmental sequence

posited by the assimilation model. This case

study (like many others; see Stiles 2001, in

press) provided empirical support for the assimi-

lation model by making many observations on

varied aspects of the cases, as described in the

preceding section (see Campbell 1979; Stiles

2009). The work also led to proposing a series

of four substages between stages 3 and 4. That is,

whereas Brinegar et al. (2006) used the case of

Margaret to elaborate a particular theory,

McLeod and Lynch (2000) used it for unpacking

the meaning of the good life as it emerged in

Margaret’s therapy.

8.5.3 Fact-Gathering Strategies Draw
on Theory-Building
and Enriching Strategies

Perhaps the commonest examples of quantitative

fact-gathering psychotherapy research are

hypothesis-testing studies whose hypotheses are

not explicitly derived from theory but rather

come from clinical intuition or lore or intuition
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(Rosenwald 1986, called this pre-theoretical
knowledge) or by analogy from previous research.

If the hypotheses were not derived from a

theory, there is no theory to be strengthened,

weakened, modified, or extended. Instead, the

results may be offered as speaking to several

theories, as illustrated by the fact-gathering stud-

ies reviewed in Sect. 8.4.2. A supported hypoth-

esis from fact-gathering research seems to be

advanced as a free-standing finding (e.g.,

justified as resembling previous results) rather

than a test or extension of a general theory.

Similarly, qualitative studies whose results are

not unpacked or specifically brought to bear a

unified theory may also be considered as fact

gathering. For example, Grant et al. (2012)

interviewed 16 expert supervisors about how

they managed difficulty in supervision and dis-

tilled 4 major approaches that encompassed most

of the responses and discussed these in terms of

their clinical and practical usefulness. The treat-

ment packages or assessment procedures studied

in product-testing psychotherapy research may

be based on treatment theories, but the research

evaluates efficacy or usefulness rather than

examining theoretical tenets.

Fact-gathering studies frequently discuss mul-

tiple interpretations of their results, for example,

comparing their results with those of other stud-

ies. Sometimes it is difficult to distinguish such

discussions from the sort of unpacking used in

enriching studies. However, whereas enriching

studies characteristically offer the multiple

interpretations to foster broader understanding

or deeper appreciation, fact-gathering studies

characteristically offer these as alternative candi-

date accounts to be tested in future work.

8.6 Alternative Understandings
of Generality

8.6.1 In Theory-Building Research,
the Theory Bears the Burden
of Generalization

In principle, each quantitatively or qualitatively

assessed statement is embedded in the theory and

depends on the theory for its meaning. The

theory specifies its own degree of generality—

its range of convenience, the circumstances or

topics to which it is applicable. Evidence

addressing any statement bears on the whole

theory to the extent that the statement is logically

linked to the rest of the theory. If the theory is

general and logically coherent, support for any

assessed tenet strengthens confidence in its

specified generality.

Each study concerns only a part of a theory,

typically a very small part. Its impact is not on

the generality of the theory but rather on confi-

dence in the whole theory. If the hypothesis is

confirmed, the whole theory is strengthened; if

the hypothesis is disconfirmed, the whole theory

is weakened. For example, psychoanalytic theory

describes the situations to which it is applicable.

Empirical findings for or against some small part

of psychoanalytic theory, whether they are statis-

tical hypothesis tests or qualitative clinical

observations, strengthen or weaken the theory.

Sometimes they may suggest ways to broaden

(or narrow) the scope of the theory. That is,

they may suggest abductions that could make

the theory more general. But in theory-building

research, the generality—the range of applica-

tion—is a property of the theory rather than the

finding. In this respect, theory-building research

contrasts with fact-gathering research, where

concern focuses on the generality of the finding

(“external validity”).

8.6.2 The Enriching Research
Analogue of Generality Is
Described as Transferability
(E.g., Lincoln and Guba 1990;
Morrow 2005)

Transferability refers to whether those involved

in the research as researchers, participants, or

consumers can transfer the observations to their

own lived experiences and contexts. It is a form

of usefulness that relies on the users’ own inte-

gration of the understanding rather than their

application of a general theory.

Whereas generality refers to the truth of a

particular statement or theory across contexts,
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transferability refers to the usefulness and appli-

cability of personal understandings gained from

the research. Rather than strengthening a theory,

enriching research deepens and broadens the

practical, empathic, aesthetic, historical under-

standing of those who read or hear about the

research or participate in it. It is successful to

the extent that it can be applied or extended to the

reader’s own sphere, that is, to the extent that the

reader can see implications in their own lives

(e.g., their practice of psychotherapy). Transfer-

ability, then, describes how much the research

affects the world through the activities of the

people who learn about the research.

What is transferred may vary from person to

person. Whereas a theory specifies its own range

of generality, the nature and range of application

of enriching research depends on the needs and

capacities of the people who are influenced by

it. Different people may understand the work

differently and may apply it in different, even

contradictory, ways.

8.6.3 In Fact-Gathering Research,
Generalization Is Mainly by
Analogy

Fact-gathering findings are generalized to

circumstances that seem intuitively similar.

Generality is cast at the level of particular

statements, rather than at the level of a general

theory.

I think the concept of generality of findings
(including qualitative observations) draws on the

concept of statistical generalization. A statistical

hypothesis supported in a sample drawn ran-

domly from some specified population can be

generalized to that population (with specified

confidence). In a technical statistical sense,

there is no basis for generalization of hypothesis

tests beyond the population from which the sam-

ple was drawn. And very few psychotherapy

studies draw samples randomly from the popu-

lation of interest, for practical and ethical

reasons. As a result, the generalization of most

fact-gathering research is technically unwar-

ranted. On the other hand, the findings may

have some transferability; that is, they may

have generality in the sense used in enriching

research.

In fact-gathering research, findings are

formulated in words. Although the statistical

generalization of a finding can be only to the

population from which participants were ran-

domly sampled, the verbal formulation of the

finding may be transferred approximately to

other settings. For example, a tested statement

about one group may be presumed to apply to a

population that seems similar.

In fact-gathering research, this form of gener-

ality is sometimes called external validity, which

can be understood as the strength of the analogy

between the study and the broader clinical situa-

tion of interest. This may be a useful strategy in

clinical trials, for example, but the logic is

sharply distinct from generality in theory-

building studies, where generality concerns the

range of application of the theory.

8.7 Meanings of Terms

8.7.1 Theory Building Requires Stable
Meanings of Terms

Stable meanings of terms are essential for the

logical interconnection that allows empirical

observations on one tenet of a theory to affect

confidence in other tenets (Stiles 2009). Requir-

ing that terms have fixed meanings is major

restriction, frequently violated in practice, as

words change meaning continually in natural

language (Stiles 2009, 2011).

If signs change meaning, logic fails. As I have

pointed out elsewhere (Stiles 2009, p. 12), the

classic syllogism seems unassailably valid on

first reading:

All men are mortal.

Socrates is a man.

Therefore, Socrates is mortal.

Yet any educated person knows that Socrates

is immortal, alive, and influential throughout

Western scholarship through two and a half

millennia.

The verbal paradox arises because the mean-

ing of Socrates and mortal changes from the
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flesh-and-blood man who drank a cup of poison

hemlock and died to his enduring shared memory

and his cultural impact. In the same way, the

logically (mathematically) derived relationship,

E ¼ mc2, is not true for all E, m, and c. We

cannot decide that E now stands for empathy or

extraversion and expect the formula to remain

valid.

The need for stable meanings makes quantifi-

cation attractive. Numbers have the remarkable

property of meaning more or less the same thing

to everyone, across the time and context (Stiles

2006). In the human sciences, where people’s

experience is a central topic and the most direct

access is via verbal report, data are often not

easily quantified, and the precision achieved by

quantification is balanced by an unacceptable

loss of realism or generality.

Meanings of such terms as transference, alli-

ance, conflict, stimulus, automatic thoughts,

emotion, self-disclosure, and empathy shift con-

tinually in informal psychological discussions, so

getting them to hold still within a theory is chal-

lenging, and failures to do so may be overlooked.

Analogous shifts in mathematics or chemistry

would be noticed much more quickly.

Although numbers are attractive, they are not

necessary for theory building, nor are they unas-

sailable. No terms, not even numbers, have

exactly the same meaning to everyone or at all

times. And in psychotherapy research, many of

the most interesting and important phenomena

are not easily quantified. Qualitative methods

may be necessary to address such phenomena.

And we must accept a degree of imprecision in

communication in our field.

8.7.2 Enriching Research Favors Rich,
Evocative Expression

In enriching research, words can retain their nat-

ural language meaning or assume the different

meanings they have in different theories. The

meanings need not be the same throughout a

research report; indeed, an important part of the

work is exploring the alternative meanings that

words or statistics may have (historicity).

Enriching research affords the use of images,

visual and verbal. Thus, enriching research not

only acknowledges the difficulty of achieving

stable terms (particularly in psychological

domains) but may take the diversity of meaning

as a strength and a focus.

Enriching research does not require standard

meanings for terms because internal consistency

is not essential. Even numbers are bottomless,

and their use in a context can be unpacked (e.g.,

they may connote precision, symmetry, luck,

similarities to quantities of other things). Using

and appreciating the diversity of meanings of

signs can be profoundly enriching. For example,

in the Oddli and Rønnestad (2012) study

reviewed in Sect. 8.4.2, unpacking the meanings

of power, negotiation, consensus, and collabora-

tion was a central contribution.

8.7.3 Fact-Gathering Research Seems
Vulnerable to Inconsistent
Meanings

Fact-gathering research often seems to presume

that natural language terms have fixed, shared

meanings, as do technical terms in paradigmatic

sciences. Findings in chemistry or physics seem

expressed in terms with common definitions

because the definitions offered by the underlying

theory are generally accepted. This is not the case

in pre-paradigmatic fields like psychotherapy

research.

Implicitly assuming that natural language

meanings are universal may tempt researchers

to move freely between theories or attempt direct

comparisons of theoretical explanations. How-

ever, terms rarely if ever have common meanings

across theories, and the assumption that they do

can be problematic in studies considered as

preliminary to theory building (Leiman and

Stiles 2002). Operational definitions and stan-

dard measures can provide consistent meanings

within a particular study, but the meanings

lose precision beyond the study if they are not

anchored by an internally consistent theory.

For example, defining depression as score

on the Beck Depression Inventory offers
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standardization within a line of research, but

theoretical uses of the term depression seldom

have precisely that meaning (Leiman 2010).

Maintaining consistent meanings for treatment

package names in clinical trials of psychotherapy

is even more problematic (Stiles 2013).

If a fact-gathering study is considered as pre-

liminary to enriching research, the inconsistency

of term meanings across people and contexts is

less serious, though of course it may still inter-

fere with addressees’ understanding of authors’

meanings.

8.8 Common Versus Diverse
Understanding

I have not included characterizations of fact-

gathering research under this or the subsequent

five major headings because I could not distin-

guish distinctive features in these areas. Insofar

as fact gathering may be considered as a prelimi-

nary stage, it may share some characteristics with

either theory building or enriching.

8.8.1 Theory Building Aims for a
Common Understanding

A good theory says the same thing to everybody

and offers a framework for a common under-

standing of observations. As noted, theory-

building researchers (quantitative or qualitative)

aspire to maintain consistent meanings for terms

throughout the theory and to convey the same

meaning to all users of the theory. There is an

underlying presumption that the world is consis-

tent and an intent to construct the best possible

account of it. If a theory says different things to

different people, yet the world is consistent, then

at least some people will be misled (Stiles 2006,

2009).

8.8.2 Enriching Research Permits and
Encourages Diverse
Understandings

Insofar as enriching research seeks transferabil-

ity rather than generalization, different readers

may understand and appreciate its results (quan-

titative or qualitative) in different ways. The

potential meanings of any text or observation

far exceed any one person’s grasp, so it is under-

stood that different readers will focus on differ-

ent aspects and find different value in them.

There is no presumption that there is a best way

to understand the world—or at least not the

aspect of the world under investigation—so

there is no point in seeking uniformity.

8.9 Coherence Versus Balance

8.9.1 Theory Building Seeks Logical
Coherence

Theories aim to be internally consistent, in the

sense of not including direct contradictions. Its

tenets should also be expressed in a common

set of terms, with logical relations among

tenets. Theory-building research requires that

observations on one part of a theory—or logical

derivations from the theory—bear on the trust-

worthiness of the theory as a whole. The obser-

vation that starlight bends around the sun (Dyson

et al. 1920) made all of Einstein’s general rela-

tivity theory more trustworthy because this deri-

vation was a logical derivation from the theory. If

the theory’s parts were not internally consistent

and interrelated, observations on one aspect of a

theory would not bear on other aspects. To say

this another way, without a logical link between

the theory and the observation, finding empirical

support for a hypothesis would not affect confi-

dence in the rest of the theory. This link is essen-

tial in both statistical hypothesis-testing and

qualitative theory-building strategies.

In particular, then, new empirical

observations must be described in the terms of

the theory and assessed for logical consistency
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with the theory. If observations are not consistent

with theory in this sense, then either there is

some fault in the observation or the theory

requires modification. (In Popper’s (1959) clas-

sical account, the theory is rejected, though in

fact, complete rejection is rare.) Observations

that are not inconsistent but also not logically

linked to the theory may point to abductions—

ways of elaborating or extending the theory.

8.9.2 Enriching Research Seeks Multiple
Perspectives and Balanced
Representation

Whereas theory-building research seeks logical

consistency, enriching research seeks fairness.

For example, insofar as each topic of study

embodies the experience of many people

(because of its historicity), a responsible

unpacking must represent multiple and varied

perspectives. This may take the form of

presenting alternative interpretations or compet-

ing theoretical accounts, perspectives of different

communities or cultures or roles or statuses (e.g.,

client, therapist, observer). The goal is not nec-

essarily to reach a conclusion or a resolution

(though authors often express their opinions

and preferences) but rather to ensure that the

alternatives are exposed. The goal of balance

applies to both qualitative and quantitative stud-

ies; it would apply, for example, both to

enriching studies of interviews with clients’

parents and to enriching studies of distributions

of personality factors in different groups.

The goal of balance and fairness entails special

efforts to represent a diversity of perspectives

including those of people less privileged on such

social dimensions as ethnicity, gender, residence,

age, and class. This is a powerful entailment,

insofar as most published scientific literature,

and indeed most literature of all kinds, is written

from the perspective of individuals who are

respected within society, powerful, and relatively

wealthy. Relative to most other genres, then,

enriching research differentially incorporates and

represents the perspectives of those who are oth-

erwise underrepresented, particularly including

the oppressed, the weak, and the impoverished.

8.10 Locus of the Benefit

8.10.1 The Benefit of Theory-Building
Research Is in an Improved
Theory

As explained earlier, theories are composed

of signs—words, formulas, diagrams, and so

forth—all of which are external and observable,

as distinct from people’s private understanding

of the theory. Thus, the product of theory-

building research is an improved semiotic con-

struction, an observable thing.

8.10.2 The Benefit of Enriching
Research Is in People’s
Experience

The product of enriching research is not a unified

theory but a richer or deeper appreciation of

the object of study by people, including readers,

researchers, and, sometimes, participants.

Whereas the product of theory-building research

is external, represented in words or other signs,

the product of enriching research is internal,

lodged within the experience of the people who

read the research reports and the reverberations

of the ways they change as a result. From their

encounter with the research (e.g., reading a

research report), people find their own meanings

and uses. Arguably, it also extends to others who

are subsequently affected by those who have read

or learned about the research.

8.11 Written Reports

8.11.1 Theory-Building Studies
Characteristically Use Orthodox
Research Reports

They generally follow the introduction-method-

results-discussion outline. The goal of common

understanding tends to favor a common, familiar

format. Even reports of qualitative theory-

building studies are constrained for this reason,

though they may require a broader explication of
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the theory and different quality control criteria

(Elliott et al. 1999; Stiles 1993, 2003).

8.11.2 Enriching Studies More Often
Use Different and Innovative
Formats

Authors of enriching research reports are not

restricted to the conventional forms but can

draw on a wide range of expressive techniques

to convey their observations and interpretations.

Thus, enriching research reports may use narra-

tive, poetry, varieties of performance texts, and

other nontraditional forms (e.g., Glesne 1997;

Lincoln 1997; Richardson 2002). Such formats

may not normally be accepted in many psycho-

therapy research journals, but they are common

in journals devoted to qualitative research, such

as Qualitative Inquiry.

8.12 Investigator Values

8.12.1 Theory-Building Research
Values Open-Mindedness,
Dispassionate Observation

Theory-building research entails a commitment to

a particular theory. This is not an unquestioning

belief in the theory’s current tenets. On the con-

trary, the research enterprise demands open-minded

attention to new observations that put the theory at

risk or that may extend the theory’s scope. Instead,

it values a motivation to check and improve the

theory’s generality, precision, and realism.

8.12.2 Enriching Research Values
Fairness, Relationships, and
Social Benefit

The goal of exposing diversity of meaning tends

to position enriching research in opposition to

forces that would restrict diverse understanding

or dictate meanings. This easily becomes a

political position, insofar as interpretive

orthodoxies tend to go hand in hand with

concentrations of power. Diverse understandings

are likely to challenge authority, including scien-

tific authority.

Whereas theory-building research requires

recognition of inconsistent observations,

enriching research requires openness to alterna-

tive interpretations. Enriching research demands

choices and evaluations and invokes researchers’

values and personal positions. As multiple

perspectives and interpretations are exposed,

researchers’ positions proceed not from consis-

tency with a particular theory but from attitudes

around issues of value and power.

As striving for balance tends to expose

socially suppressed experiences and meanings,

enriching researchers may find that their work

places them actively in opposition to social

injustices and oppression. Social action may be

incorporated into the research (for one illustra-

tive line of work, see Kidd and Kral 2005; Kral

2008; Kral and Idlout 2009).

8.13 Investigators’ Relationship
to Theories

8.13.1 Theory-Building Researchers
Must Feel They Own the Theory
They Are Building

Insofar as theory-building research may lead

modifications of the theory, researchers must

feel entitled to make such changes. If they feel

that the theory is the best available account of the

phenomenon under study, then failures of the

theory to account for their observations represent

problem in their conception of the world, which

demands a solution. If researchers regard the

theory as belonging exclusively to someone else

(e.g., Sigmund Freud, Carl Rogers, Aaron Beck),

then they can comment on it or try it or use it, but

they are likely to feel they lack the standing to

improve it.

Such ownership grows from intimate knowl-

edge of the theory. Theory-building research

requires sufficient familiarity with the theory to

recognize when the theory fails to account for an

observation (qualitative or quantitative). Owner-

ship also involves the courage to propose
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changes in response to observations that can

modify or extend the theory.

8.13.2 Enriching Researchers Must
Understand the Theories
They Apply

Whereas theory-building investigators must

take responsibility for the theory they address in

order to change it, enriching researchers must

understand and convey others’ theories and

perspectives to achieve balance. Thus, breadth

and depth of scholarship are central values

along with the breadth and depth of exploration

of the perspectives of people whose lives are

observed and reported.

In enriching research, then, theories are

treated as the views of their authors, to be

grasped and unpacked. Enriching researchers do

not take ownership but rather respect the owner-

ship of whoever produced them. Alternative

concepts are presented and compared. Often,

critical reflection on alternative views and

theories is central to an enriching contribution.

8.14 Purposes Viewed from Each
Other’s Perspectives

I think the differences among theory-building,

enriching, and fact-gathering purposes are a

source of significant misunderstanding. The

purposes are not opposed to each other, but they

lead to very different expectations about what

will be accomplished and reported. Readers, par-

ticularly other researchers, who encounter even

high-quality research with one purpose when

they expected another are likely to be uncompre-

hending or disappointed and may be disparaging

or even contemptuous.

8.14.1 Readers Expecting
Theory-Building Research

Readers expecting theory-building research who

encounter enriching research may view it as

undisciplined or off-topic, perhaps exploring

interesting possibilities but failing to identify or

resolve contradictions to advance a theory, and

therefore pointless. They may strongly object the

intrusion of subjectivity, or bias (Madill and

Gough 2008). If they encounter fact-gathering

research, they may find it interesting to the extent

that they can find a place for the facts in their own

theory building, but otherwise it is likely to seem

unguided and haphazard, and therefore uninter-

esting, describing findings without showing their

scientific purpose.

8.14.2 Readers Expecting Enriching
Research

Readers expecting enriching research who

encounter theory-building research are likely to

view it as narrow, overly selective, or rigid, arbi-

trarily focusing on one perspective while ignor-

ing other equally important perspectives. The

expectation that there could be a unified theory

may seem restrictive or even arrogant. Both

theory-building and fact-gathering research may

seem narrow and tedious. The findings may occa-

sionally be of interest but picky and interpreted

in unnecessarily conventional ways. It may

appear as part of an established scientific hege-

mony and shaped to preserve existing power

structures. Enriching researchers may oppose

the notion that important psychological phenom-

ena are susceptible of being explained within one

unified theory. Similarly, fact-gathering research

may seem narrow, partial, and incomplete.

8.14.3 Readers Expecting
Fact-Gathering Research

Readers expecting fact-gathering research may

view theory-building research as premature. Pre-

sumably if they were proponents of the theory

being built, they would not be expecting fact-

gathering research. They may view enriching

research as speculative and insufficiently

rigorous.
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8.15 Discussion: Mixed Purposes

Many of the key terms I have used in this chapter,

including theory building and enriching, can

have multiple meanings in colloquial use.

I have tried to make clear the specific meanings

I intend, but I may not have succeeded, and to

the extent I have failed, the chapter is likely to

be confusing. If it still seems to you that the

purposes overlap or are difficult to distinguish,

such a failure of communication about the mean-

ing of terms may be responsible.

Of course, research with one purpose can

serve other purposes than those the researcher

intended. For example, theory-building

researchers may see enriching research (or fact-

gathering research) as exploratory, as research in

the context of discovery, and thus as a possible

source of hypotheses to be tested. The deeper

appreciation or new perspective that comes

from enriching research can inform theory build-

ing. Thus, theory builders may understand an

enriching study as preliminary to a confirmatory

study.

Conversely, good theories and established

facts can yield valuable alternative perspectives,

and in this sense, a theoretical analysis can

contribute to the enriching project. Enriching

researchers may make use of the product of the-

ory building or fact gathering as a perspective to

be included and respected in their own work.

Considering only one theoretical view would be

considered as foolishly narrow in an enriching

study, however.

Fact-gathering researchers may view their

own work as preliminary to theory building,

though the eventual synthesis may be understood

as far away (e.g., Fishman 2005). Or they may

consider their work as preliminary to enriching,

leaving the interpretive elaboration to readers.
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Abstract

In this chapter we unpack what is meant by

psychotherapy process research and what are

the overarching aims of such research. We

then look at types of process research and

some of the methodologies that have been

used in pursuit of these aims. The limitations

of these methodologies are then discussed and

some emerging methods are presented.

9.1 What Is Process Research?

Although we have made great advances in

psychotherapy research, so that we can now say

with confidence that many psychological

treatments lead to significant therapeutic change,

there are still many questions to which we do not

know the answer. Perhaps the most important of

these questions is, ‘What is it that happens in the

psychotherapy session that is helpful?’ or, put

another way, ‘How does psychotherapy work?’

Of course this question is inextricably linked to

the question ‘Does it work?’ But it is the focus

that is different, the focus of what it is that

happens within the system—that of the client,

therapist and their interactions—that somehow

enables change to occur. This is the focus of

process research.

There is a range of definitions of process

research such as that from Greenberg and Pinsoff

(1986) who describe it as the study of the inter-

action between patient and therapist systems,
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with the goal of identification of change pro-

cesses as these systems interact. Other definitions

include the following: ‘addresses what happens

in psychotherapy sessions, examining variables

such as therapist behaviours, client behaviours,

and interactions between therapists and clients

during treatment’ (Lambert and Hill 1994,

p. 72); and our own definition includes ‘the

content of psychological therapy sessions and

the mechanisms through which client change is

achieved, both in single sessions and across time’

(Llewelyn and Hardy 2001, p. 2). All of these

definitions point to the central focus of the

research being on what it is that underlies,

enables or drives therapeutic change.

At their core, psychotherapy processes

include client change processes and how these

may result from therapy interventions and

interactions. These dynamics are not always

straightforward, however, nor are they easy to

observe. Client change processes may or may

not occur within the therapy session; they may

or may not be amenable to verbal description,

and events that occur in the therapy session may

be helpful, unhelpful or neutral with regard to

their impact on client change. As in all areas of

research, it is therefore important to provide both

theoretical and empirical evidence for the way in

which therapy processes or activities are linked

to client change processes. Further, research

must involve identifying and understanding

both client and therapy processes so that, as

Kazdin (2009) states, we can develop ‘evi-

dence-based explanations’ of why a treatment

works and how changes come about.

In 1991, a central researcher in psychotherapy

process work, Robert Elliott, introduced a five-

dimensional model of therapy process. This

model is useful to help researchers and

practitioners think about what process they are

interested in exploring. Elliott’s five dimensions

are (1) perspective of observation, (2) person/

focus, (3) aspect of the process, (4) unit level

and (5) sequential phase. In conducting process

research, Elliott suggests that the researcher first

asks the questions ‘Who observes?’—which

might be the client, therapist, supervisor or

observer—then ‘Who is being studied?’ and

then ‘What aspect of the process is being stud-

ied?’ such as, for example, client or therapist

behaviours, intentions, style or the content or

quality of the dialogue. Next they should clarify

the unit level, which refers to the boundaries of

analysis, such as is the level of focus a single

word, speaking turn event, whole session or the

whole of therapy? Finally, the sequential phase is

determined by whether the focus is on active

processes that are part of temporal or causal

sequences. So, for example, one might look at

clients’ views (perspective) of their therapists’

(person/focus) skilfulness (aspect) in answering

personal questions (unit level) on the quality of

the therapeutic alliance (sequential phase).

Elliott’s model is a good starting point for any

process researcher in considering how their own

area of interest fits in to other works in the field

and what its particular reference points should

be. We will return to this model later in this

chapter.

9.2 Aims of Process Research

There are four primary aims of process research.

The first is perhaps the core aim, which is to

understand the mechanisms of treatment pro-

cesses and client change processes in psychother-

apy. While outcome is the key question for

funding bodies, who want to provide effective

treatments, as it is of course for both clients in

distress and for therapists who want to alleviate

that distress, nevertheless, it is unsatisfactory for

many reasons not to know why something works,

even if it does work. The question of what

exactly are the specific ingredients of change

has intrigued psychotherapy researchers for

many years, although this issue has not attracted

the level of funding that has been provided for

outcome research. Consequently there has been

relatively little research concerning process

issues compared with the number of studies

concerning questions about psychotherapy

outcome. Although psychodynamic therapy

researchers, and other therapies such as

Gestalt, person-centred and psychodynamic-

184 G.E. Hardy and S. Llewelyn



interpersonal, have had a long and distinguished

history of interest in process work, until relatively

recently very few cognitive-behavioural

researchers in particular have addressed this

issue (Lambert et al. 2004). Furthermore, it

seems that this question is considerably less easy

to answer than outcome work, in that the number

of clear-cut and robust research findings about

mechanisms is surprisingly small (Orlinsky

et al. 2004). Nevertheless, most therapists at

some time or another have asked themselves

what it is about their work with clients that

has had the most (or least) impact, and the ques-

tion of mechanism remains an intriguing area

of debate.

The second aim of process research is to

improve the quality of therapy, by understanding

which aspects of treatment are the most impor-

tant in effecting change, and therefore to empha-

sise or develop those aspects, rather than aspects

which are less critical. For example, Scholing

and Emmelkemp (1996) showed that exposure

is as effective as a more complex cognitive-

behavioural treatment in treating social phobia,

suggesting that the quality of the therapeutic

intervention would be boosted by placing rela-

tively more emphasis on this element. Likewise,

process studies of the therapeutic relationship,

and how it is best developed, can improve qual-

ity; for example, Hill and Knox (2002) have

shown how and when therapist self-disclosure

can best contribute to the formation of the thera-

peutic alliance. Importantly, process studies have

also been able to show that some aspects of

therapy in fact have relatively little effect on

the quality of the experience of clients, for exam-

ple, gender (Beutler et al. 2006), age or ethnicity

(Beutler et al. 2004). This is also clearly highly

relevant for service delivery.

The third aim is to contribute to the develop-

ment of theories, which provide the underpinning

rationale and consequently offer a sound struc-

ture to the work of therapy. Therapeutic work

that is not based securely on theory is likely to

have a limited impact and to risk losing focus.

Theoretically based work can also build on what

has been shown to be effective in the past and can

suggest strategies for future interventions which

are likely to be effective. Close examination of a

process can reveal features of the therapeutic

interaction which may not be observed in out-

come studies and which can thereby support or

refute theoretical postulates. Process work on

mechanisms of change, for example, can provide

insight into exactly which features of therapeutic

intervention lead to what outcome, which will

allow the confirmation or disconfirmation of the

theory which proposes that it should be effective.

Hence, the relative importance of some aspects

of theory can be strengthened, while other parts

can be modified or even discarded. An example

is the role of transference interpretations: a series

of studies by Piper and colleagues (e.g. Piper

et al. 1991) examined the number and type of

interpretations in relation to therapeutic out-

come, leading Orlinsky et al. (2004), amongst

others, to conclude that evidence does not sup-

port the use of transference interpretations in

brief psychotherapies, which arguably does

raise questions about some aspects of the under-

lying theory. A related but key issue here has

been the recognition of the importance of the

therapeutic relationship itself and the so-called

non-specific factors in contributing to change

[see, e.g. the review by Cooper (2008)]. Indeed,

there has been research on the process of therapy

which has demonstrated unequivocally that

although therapists from different theoretical

orientations do behave differently from each

other, nonetheless, therapeutic efficacy across a

variety of theoretical approaches is broadly

equivalent (see, e.g. Ablon and Jones 1999; Stiles

et al. 1998).

Finally, process work aims to assist in the

development of effective training, by closely

linking with the other three aims noted above.

Hence, process work aims to enable therapists to

learn to deliver forms of intervention that are

most likely to result in effective outcomes, to

improve quality and to ensure that the theories

that underpin the approaches studied are

supported by evidence. Observation of what has

the most impact clearly has implications for what

should be taught to novice therapists. Likewise

supervision: many therapists routinely listen to

audiotapes of psychotherapy sessions; this
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practice of review shares many of the features of

process research in that attention is paid to

features of the session which may be difficult to

pick up in real-time practice, or which are

characteristics of the client, therapist or setting,

and which can reveal aspects of what is taking

place. This can then lead to effective learning by

the therapist. For example, comprehensive pro-

cess analysis (CPA) was designed to provide a

methodology for an intensive investigation of

some chosen aspect of the therapeutic encounter,

for example, how a client attains insight within a

particular therapeutic model (for an application,

see Elliott et al. 1994). But while CPA is a

research tool, it also has educative functions.

Engagement particularly in qualitative research

such as this can itself act as a forum for learning,

which allows the researcher to gain personal

clinical understandings about what is helpful, as

well as providing data for wider publication

through completion of the formal research proj-

ect or paper.

For example, in Leeds, UK, a research clinic

was set up in partnership with local clinical

psychologists. Therapy training and supervision

were offered to the therapists along with an invi-

tation to take part in research projects. A thera-

pist led one such study and looked at what clients

found helpful in therapy. Post-therapy interviews

were conducted and analysed using qualitative

methodology (Clarke et al. 2004).

9.3 Types of Process Research

There are many ways in which the broad topic of

process research can be approached so that a

study can be focussed on a specific area of con-

cern. For example, the influential series of texts

concerning empirical evidence and psychother-

apy, originally edited by Bergin and Garfield

(1994) and more recently edited by Lambert

(2004), chose to divide the investigation of the

ingredients of therapeutic efficacy to a number

of domains including therapist and patient

variables, comparison and causality factors and

common factors. Cooper (2008) also divided his

succinct and accessible examination of the field

into therapeutic orientation, client factors, thera-

pist factors, relationship factors and technique

factors.

In our own work (Llewelyn and Hardy 2001),

we have used a Kuhnian model of scientific

inquiry to structure and map out the field of

process research. In doing so we outlined three

broad types of process study: descriptive,

hypothesis testing and theory building. That is,

we proposed that a helpful way to structure the

field was to move from observation through

hypotheses building and testing and finally to

theory construction with particular emphasis

on different ways of accounting for change.

Although the Khunian heuristic has anomalies,

it does allow an understanding of the precise

nature of the underlying question posed by the

research. Thus we can ask: is the study trying to

understand what is happening in a complex

encounter or process by carefully observing at

least some of its components without having a

specific model in mind (observation), or is it

trying to examine certain variables or elements

which given theories or models indicate are

likely to be important (hypothesis or theory test-

ing), or is the study examining links between

specific underlying general processes and thera-

peutic change (theory construction)? The

research methods used by each of these three

types also vary, and each approach can include

quantitative and qualitative work, as well as an

intensive and mixed method approach that

integrates the two.

These broad types will now be explained in

more detail.

Descriptive studies are typically those which

aim to provide a clear account of behaviours and

processes which can be observed to occur during

therapy, or in the accounts, beliefs, feelings and

behaviours of participants, and which do not yet

have a theoretical base. Focussing on observation

is a crucial stage of inquiry, where the pheno-

mena of therapeutic interaction or thought can

be examined and key patterns detected. This

approach can make use of the clinical skills and

expertise of therapists who may have developed

a rich understanding of what is happening and

want to start to systematise their perceptions.
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Examples of descriptive studies include the work

of Rennie (1994) who showed by detailed exam-

ination of therapeutic transcripts how clients find

subtle methods of influencing their therapists, of

which therapists may be unaware. Another

example is the study by Macran and Shapiro

(1998) on how helpful therapists consider their

own therapy has been and how they considered it

as beneficial. Such studies do not propose causal-

ity, but suggest that a full understanding of pro-

cess needs to be mindful of its complexity.

Hypothesis testing studies normally attempt to

predict outcome from a number of variables,

which are assumed to be critical in determining

whether or not therapy is effective. The vast

majority of published process studies can be sub-

sumed under this heading, whereby numerous

researchers have attempted to provide evidence

for various aspects of the therapeutic encounter

that are assumed to be crucial. What is striking

about this approach is that despite many

thousands of studies, few variables have been

found to consistently predict outcome across

most therapies. The most robust finding has

been the contribution of the quality of the thera-

peutic relationship and the quality of client

participation (Castonguay and Beutler 2006;

Lambert 2004), although methodological diffi-

culties complicate the picture, for example, it

has been suggested that measures of therapeutic

relationship, which consistently predict outcome,

in fact constitute an early measure of outcome,

thus conflating the measure of process with out-

come, thereby arguably rendering the reported

link theoretically uninformative.

Despite this, there are four main hypothesis

testing approaches which can be distinguished:

studies that examine the impact of specific

techniques, those examining selected patient or

therapist characteristics, those that consider the

timing and context of therapeutic interventions

and those that consider poor outcome and inef-

fective therapy. The first category is essentially

theory driven and may use a variety of research

methods to examine the effectiveness of a theo-

retically important technique. For example,

working within a cognitive perspective, Tang

and DeRubeis (1999) reported that significant

changes in client reporting of symptoms were

preceded by large in-session cognitive changes,

as might be predicted from a cognitive model

of change. A similar result was reported in

psychodynamic therapy by Andrusyna et al.

(2006) who showed that significant change

followed sessions in which there were a greater

number of accurate interpretations and an

improved therapeutic relationship, again both

theoretically indicated variables.

The second category consists of studies

looking at characteristics of therapy participants

which clinical experience, theory or other empir-

ical studies suggest are likely to affect outcome.

For example, Benjamin and Karpiak (2002)

describe a series of studies on client variables

that show how having the diagnosis of personal-

ity disorder impacts on therapy, such that those

with borderline or dependent personalities

appear to have particularly poor outcomes. As

an example of research concerning therapist

variables, Cooper (2008) summarises a series of

studies showing that therapist ethnicity, age and

gender do not have a major impact on outcome,

although there is a link to the frequency of pre-

mature termination and dropout. Looking at

variables concerning both participants, Hilliard

et al. (2000) examined therapists’ and patients’

developmental history and linked both these to

indices of process and outcome.

The third category of hypothesis testing study

concerns timing and context. For example, stud-

ies by Silberschatz et al. (1986) showed that the

impact of interpretations may vary depending on

when they are given, and studies by Meyer and

Pilkonis (2002) showed that clients with dismis-

sive attachment styles develop their ability to

relate to the therapist after initial wariness,

suggesting that the approach of therapists may

need to adapt over time.

Finally, within the fourth category, some pro-

cess studies have focussed on what happens

when aspects of therapy are harmful or ineffec-

tive. For example, Safran and Muran (2002) have

suggested that repair of ruptures may hold a key

to effective therapy, although many therapists

struggle to respond to alliance-threatening events

with appropriate skill and attention. Safran
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and Muran indicate that therapeutic work that

specifically targets the repair of ruptures results

in significant improvement and reduces

dropout from treatment, irrespective of other

interventions in the treatment.

Theory building. The last of the three broad

types of process research, included in our 2001

Khunian model, examines the links between psy-

chotherapeutic processes and theories of change.

Many of these studies concern concepts or

models that are still at the stage of theory devel-

opment. Investigations in this category aim to

examine how psychological change itself occurs,

often from a multi-theoretical perspective.

Examples here include the assimilation model

(Stiles et al. 1990) and Prochaska’s (1999)

model of change. A key component of many of

these models is that they do not assume that there

is only one route to change, but instead that

change is multidimensional, being influenced

by internal and external events. Another key

assumption is that in many respects psychologi-

cal change is understood to be technically cha-

otic, that is, that it is difficult to predict reliable

causal chains and that some key factors may

interact with each other in unique, relatively

unpredictable ways. Noting that a high propor-

tion of other process studies rely on correlational

analyses, these models by contrast assume that

the frequency of a technique or variable does not

necessarily imply its value. Indeed, as noted in

our earlier paper, these models assume that ‘key

components of therapy may have their effect

only occasionally, when conditions are right,

while at other times these same components are

functionally inert. Alternatively, these key

components may set up processes in action that

then have their potent impact at some later

point. . .’ (Llewelyn and Hardy 2001, p. 11).

Related to this work has been the contribution

of writers such as Hubble et al. (1999) who point

out that psychotherapy researchers have system-

atically attended to therapist-driven features of

the therapeutic encounter, whereas it is in fact

essentially the ‘heroic’ client who does the

changing. Possibly understandably, researchers

have examined those aspects of the process

over which they have the most control, namely,

themselves and the techniques that they use,

while ignoring the far more significant client

who inhabits an ever changing and influential

world outside therapy and actually does the

changing themselves.

9.4 Research Methodology

There is no single, widely accepted or aspi-

rational standard for process research methods.

The randomised control trial (RCT) design, a

gold standard for outcome research, does not

seek to answer process research-type questions,

and no equivalent research method has reached

pre-eminence within psychotherapy process

research. However, the development of elec-

tronic methods to record therapy sessions is

probably the most important event that has

encouraged the scientific study of therapy pro-

cesses. Early process researchers only had

therapists’ notes to indicate what happened in

therapy sessions, and this did not of course lend

itself to rigorous methods of study.

Audiotapes and then videotapes have there-

fore provided researchers with rich observable

data that can be measured, examined and

assessed using many methods such as coding

schemes, rating scales, descriptive analyses

and quantitative, qualitative and exploratory

analyses. These have been effectively

summarised in reviews by Kiesler (1973), Bergin

and Garfield (1994), Orlinsky et al. (2004) and

Cooper (2008). These types of data, in compari-

son to self-reported data, however, do not neces-

sarily tell us what is happening inside the

therapist and client—what their intentions,

thoughts, feeling and their experiences of the

therapy events are. The wish to gain greater

access to such ‘invisible’ data has led to the

development of a range of alternative measures

to obtain participants’ perceptions and reactions

to therapy. Examples of these include the thera-

pist session intentions measure and the session

evaluation questionnaire (Stiles et al. 1994, 1996,

respectively). Such measures ask the therapist,

client or both participants to rate their private

thoughts and feelings about the psychotherapy
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session that they have experienced. As with more

observable data, the particular perspective, focus,

aspect, unit and time point will vary from mea-

sure to measure. Indeed, this has led to a complex

matrix of approaches to process research,

summarised in Elliott’s dimensional model of

psychotherapy process, described at the begin-

ning of this chapter.

As with all research, the type of process

research methods used depends on the questions

being asked, and process researchers have

employed both qualitative and quantitative

research methods. What matters most in

selecting the methodology is that it is capable

of answering the question, and both qualitative

and quantitative approaches have a role to play.

Details of these methods will be discussed in

later chapters of this book. Here, we will take

the three broad types of process research

questions that we outlined above and will give

examples of the range of research methods avail-

able to the researcher to answer these questions.

We will then briefly review the limitations of

the methods used in the literature and conclude

with a section describing some promising new

research methods.

Before doing so, a cautionary note must be

sounded. There are now a huge range of

established measures that purport to assess spe-

cific aspects of psychotherapy processes. Hill and

Lambert (2004) have detailed some of the most

common process measures that have been used

to assess constructs focussing on the therapist,

for example, social influence, facilitative

conditions, techniques, intentions, helpfulness

of interventions and verbal and nonverbal

behaviours. They have also listed measures

focussing on the client, for example,

experiencing behaviour, verbal and nonverbal

behaviour, intentions and reactions, as well as

measures focussing on both the therapist and

client, for example, control, dominance, values

and alliance. Hill and Lambert’s chapter includes

measures with good and clearly demonstrated

validity and reliability. However, it is evident

from the wider literature that many researchers

have developed measures and scales for their

own particular study, where few validity and

reliability data are available. These measures

tend to be used only in a few studies and there-

fore make it difficult to compare findings across

studies. The process researcher is well advised to

pay particular attention to issues of reliability and

validity when seeking to evaluate any measures

included in a study or when they themselves

conduct process research. Hill and Lambert

(2004) also discuss a number of additional issues

that need to be considered during data collection.

These include practical factors that could impact

on the quality of data collected, such as partici-

pant burden, missing data and the effects of the

research on the therapy itself. Questions about

sampling and uses of judges (number, level of

expertise, training, bias and drift) are also impor-

tant to consider.

9.4.1 Examples of Research Questions

Descriptive questions are usually answered using

quantitative methods. For example, researchers

might want to know how often therapists use

questions and how many of these are ‘closed’

questions. This could be done by coding the

therapist’s speech, perhaps using a verbal

response mode system (e.g. Hill et al. 1979).

One of the response modes might be ‘closed’

questions, for example, and by coding a session,

estimates of the frequency of such an event can

be measured. Such studies could inform the

researcher about the typical profile of a therapist

using a particular type of therapy or with a

specified client group. Qualitative methods can

also be used for descriptive studies, such as the

work by Rennie (1994).

Examples of the second type of research, that

is hypothesis testing studies, tend to take the

form of quantitative, within-study comparisons,

or correlational studies looking at the frequency

of behaviour in relation to outcome or at which

aspects of therapy vary together. Here, for exam-

ple, the study might test the hypothesis that

cognitive therapists are more collaborative than

psychodynamic therapists, by counting how

many collaborative questions are used within a

specific time frame. The limitations of such
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methods have been well described by Hill

(1982), Stiles (1988) and others. The biggest

problem is that recording the frequency or rela-

tive proportion of a specific behaviour within a

given time frame does not give any indication of

the quality or appropriateness of that behaviour

nor, as noted above, of its clinical or therapeutic

significance.

Designs employing experimental and quasi-

experimental designs have been less frequently

utilised but can be used to look at the impact of

therapy techniques on outcome. In such studies

clients are randomly assigned to receive a type of

therapy that contains or does not contain the

therapist behaviours of interest. For example,

Hoglend et al. (2007) randomly assigned patients

to receive brief dynamic therapy in which trans-

ference interventions were either prescribed or

proscribed. Such studies are often designed

to follow the randomised control model,

although such approaches are fraught with diffi-

culty, given the very considerable problems in

controlling all the salient variables. Other

problems also beset this type of work, not least

of which are issues of client acceptability and

ethical concerns.

Finally, theory development research often

utilises qualitative methodology. This includes

research that is definitional and asks questions

such as ‘What is the nature of this particular

therapeutic phenomenon?’ or ‘What defines it?’

Such studies may employ phenomenological

research or grounded theory methods. Methods

where interpretation of events is the focus

include comprehensive process analysis (Elliott

1989) (noted above), task analysis (Greenberg

1984; Bennett et al. 2006) and narrative

case study (Grafanaki and Mcleod 1999;

Polkinghorne 1988).

What this brief summary of research methods

used by process researchers shows is the huge

variety of data collection methods, ranging from

interviews, questionnaires and therapy review

procedures such as interpersonal process recall

(Elliott 1986, 1989) and brief structured recall

(Elliott and Shapiro 1988) to data derived from

observation or ratings of therapy session audio or

video recordings. Similarly, designs and methods

of analysis are numerous. The types of questions

one can ask include definitional, descriptive,

quantificational, interpretive, critical, compa-

rative, relational or deconstructive, while analyses

can cover all aspects of qualitative and quanti-

tative methods.

9.4.2 Limitations of Process Research
Methodology

As noted above, the range and diversity of

measures used and the varied basis for selecting

units and categories, as well as the repeated use

of new, potentially unreliable content analysis or

categorisation systems for analysis, are highly

problematic for the field. These features of

many existing process studies have limited the

comparison we can make across studies, impede

the accumulation of knowledge and may be

some of the factors that lead to the lack of

consistency in findings in this area.

Other methodological problems include the

use of small unrepresentative samples, the use

of differing definitions of the same construct

and an over-reliance on correlational data.

Researchers have also neglected to use control

or comparative groups and have often not

specified the theoretical assumptions under-

pinning their research. There have been concerns

about the limited ecological validity of some

research, the limited attention to the inter-

personal context and an emphasis on therapist

actions.

9.5 Historical Developments
in Process Research

It is, of course, somewhat arbitrary to separate

the achievements of process and outcome

research. To most observers, the term ‘psycho-

therapy research’ is generally thought of in terms

of whether a particular treatment works, that is,

the evidence base to support the use of a parti-

cular treatment with specific client groups. This

research has largely been driven by the require-

ment to find out if psychotherapy is effective, by
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users and commissioners of services, and has

been structured by available outcome research

methods. However, though important and neces-

sary, such outcome studies do not address the

questions of how an intervention works or of

what particular intervention is most appropriate

with this client at this particular time that process

research seeks to address. Such questions are

important to practitioners, and in fact process

research has the potential for bridging the

researcher-therapist divide by seeking answers

that are highly relevant to practitioner

decision-making. This is indeed another good

reason to support process research, as the gap

between the concerns of practitioners and

researchers does not have positive consequence

for either grouping.

In this final section, we briefly overview the

focus of process research over the last 60 years

(see also Chap. 3). The first generation of research

has been described by Orlinsky et al. (2004)

as ‘justification’ (1950s and 1960s) and was

concerned primarily with describing and measur-

ing therapy processes: What happens in therapy

and can we measure it? As noted, the use of

audiotapes of therapy sessions enabled researchers

to conduct fine-grained analyses of the activity of

the therapist and client. This included the devel-

opment of measures such as the verbal content and

vocal expression of therapist and client speech, for

example, examination of the verbal content of

sessions in psychodynamic therapy by Brody

et al. (1951) and on facilitative conditions in

counselling by Rogers (1957).

This focus on therapy content was subse-

quently replaced by a focus on the links between

the processes happening within sessions and

therapy outcome. This second generation of

research has been called ‘specificity’ and

includes publications from the 1970s to the

1980s. Working in this tradition, Greenberg and

Pinsoff (1986) called explicitly for more research

that aimed to explain exactly how therapy

produces change. The most obvious example of

this type of research is looking at the working or

therapeutic alliance and outcome, such as the

studies by Horvarth and Greenberg (1989), or

empathy (Barrett-Lennard 1986).

Between the late 1980s and the present,

psychotherapy researchers have tended to seek to

identify specific elements in therapy and change

processes within clients that would improve the

quality of psychotherapies, including questions

such as ‘How does change occur?’ Such research

has highlighted markers that impacted on client

outcomes and ways to intervene in those markers.

The seminal rupture and repair work of Safran and

colleagues exemplifies this type of work (Safran

and Muran 2002; Safran et al. 2002).

9.6 Emerging Process Research
Methodologies

Panchankis and Goldfried (2007) have recently

described how advances in statistics have now

made it possible to track much more realistically

client change over time at an individual and

group level, providing ‘individual trajectories

over time, discontinuities and transition points

and dynamic systems of change’. These methods

include growth curve modelling and multilevel

modelling. Such analyses require clients to

complete assessments more frequently and

hence allow researchers who are using these

assessments to identify points of change (either

improvement or deterioration). Such methods

therefore enable researchers to address the

limitations of earlier research by considering

outcomes within a specific context and having

greater ecological validity and offer an improved

opportunity to address the concerns of clinicians

as well as researchers.

Developments in qualitative research methods

have also taken place. These include refinements

of existing methods, but a variety of new

approaches have also been introduced, such as

those described by Elliott et al. (2009) and

Schielke et al. (2009). Elliott and colleagues

advocate the use of mixed methods, borrowing

from the legal adversarial system, to weigh up

evidence in a hermeneutic single-case design. In

this method ‘evidence’ from many sources of a

clients’ progress including questionnaire data,

interview transcripts, process notes, etc. are

presented to and discussed by two groups of
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analysts—those in support of successful change

and those who do not support change. Schielke

and colleagues, borrowing from architecture,

describe a method of building consensus between

different interpretations of qualitative data. They

call this the Ward method, where researchers

cycle between working individually and then in

a group, all the time seeking to come to a com-

mon, agreed understanding. During the meetings

individuals aim to understand the perspectives

of other group members and not challenge or

disagree but to use the information to inform

the next iteration of their own individual inter-

pretation of the data. This process continues until

consensus is reached.

Conclusion

All of the above approaches offer researchers

further opportunities for answering the key

questions in process research, by building on

earlier investigations that used simpler

research methodology. It is hoped that these

more sophisticated approaches will start to

reveal more consistent findings, so that prog-

ress can be made in meeting the four main

aims of process research, that is, the develop-

ment of understanding, the enhancement of

quality, the development of theory and the

provision of improved opportunities for train-

ing and clinical supervision. This will then

also allow process research to contribute

even more significantly to the work of out-

come researchers, in improving the overall

effectiveness of psychotherapy services for

clients.
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Abstract

Psychotherapy process research nowadays is

facing the need to make research evidence

from different clinical approaches recipro-

cally commensurable. This seems possible

through the design of general metatheoretical

models of the clinical process that can both

describe the clinical process and its working

and pinpoint the dynamics regulating this

process as well as the conditions that favour

its functioning. This chapter outlines a semi-

otic and dynamic perspective in which the

clinical process is conceived in terms of com-

municational dynamic field focusing on the

ontological status of psychotherapy and the

modelling of its basic modality of functioning.

Finally, some methodological implications

are outlined in terms of psychotherapy process

modelling as a field phenomenon and

strategies of knowledge building.

10.1 Research In and On the Process

In recent years process research has produced

a huge amount of empirical data as a result

of different approaches (single case studies,

intensive qualitative and/or quantitative analysis,

naturalistic studies and so on) and different data

analysis strategies (use of standardised methods,

hermeneutic approaches, discourse analyses and

so on), and this trend still is ongoing
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(e.g. Lambert 2004; Elliott et al. 2009; Matos

et al. 2009; Pascual-Leone et al. 2009), in the

attempt to recognise the role played by

components/variables in promoting clinical

change (such as therapeutic alliance, therapist

interventions, defence mechanisms, etc.; for a

systematic review of the factors/components of

psychotherapy, see Orlinsky et al. 2004).

However, in recent years some researchers

have pointed out that such progress, despite its

desirability, is still not satisfying: the dynamic

sustaining change in the therapeutic process has

to be explained too, namely, those mechanisms

that allow a specific component of the clinical

process to produce an effect on the patient’s

psychological state (Salvatore 2011). This

underlines the need to develop a general theory

of the therapeutic process (Mergenthaler 1996;

Salvatore and Valsiner 2010a, b) that can show

not only what works in regulating the clinical

process but also why and under which conditions
this happens.

In this perspective, it is possible to identify

and distinguish two different focuses in the study

of the course of psychotherapy: research in the

process versus research on the process (Manzo

2010; Salvatore and Valsiner 2010a, b). The

former focuses on those dimension-specific

constructs acknowledged as being significant

from a clinical viewpoint (i.e. therapeutic

alliance, therapist interventions, defence mecha-

nisms, metacognitive functioning). This

approach considers the clinical process as a con-

tainer in which such variables are displayed—

thus, the process as such does not represent the

target of this kind of research; rather it is the

context within which it operates. The second

perspective, research on the process, reflects a

different and broader aim: the development of a

theory of the clinical process, conceiving the

process as a phenomenon existing per se, which

has to be described and modelled as a whole

(Salvatore et al. 2007b). This research focus

deals with questions like: what does the

psychotherapy process consist of? How does it

work? What is clinical change? What is the

dynamics of its functioning? What are the

vectors and regulators of such dynamics?

Actually, few researchers have addressed the

task of establishing a general theory of the pro-

cess capable of addressing such questions

(e.g. Mergenthaler 1996; Bucci 1997; Gonçalves

et al. 2009; Salvatore et al. 2010a, b). This could

be comprehensible: due to the plurality of

psychotherapeutic approaches, research on the

process is rather complex, since it is strictly

connected to the elaboration of general models

that are both quite abstract and able to grasp the

specificity of the clinical intervention. Nowadays

the definition of a general theory of the clinical

exchange (here and henceforth this term is used

as an equivalent of the psychotherapy process)

is a priority for process research, which

needs to look for a metatheoretical framework

that is transversal to the clinical approaches

(i.e. psychoanalysis, cognitivism, etc.) and thus

capable of orienting analyses focused on specific

aspects of the clinical exchange and to make

them reciprocally commensurable.

The present work addresses this need. It

proposes a semiotic and dynamic view of the

psychotherapy process as a communicational

dynamic field and discusses theoretical and

methodological implications that can be drawn

from it. It is divided into three parts. The first

section outlines the semiotic model of the psy-

chotherapy process as communicational field.

The second section examines in greater depth

some theoretical aspects associated with such a

view—specifically, two aspects will be focused

upon: the ontological status of psychotherapy

and the modelling of its basic modality of

functioning. The third section discusses some

methodological implications of the model—

namely, what modelling the psychotherapeutic

process as a field phenomenon means and

which strategies of knowledge building can be

used to do it.
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10.2 Section I: A Semiotic and
Dynamic Look at the
Psychotherapy Process

10.2.1 Clinical Exchange as a
Communicational Field

The psychotherapy process is a communicative

exchange. From a semiotic perspective

(Salvatore and Gennaro 2012), communicative

exchange represents the very substance of the

clinical process. However, even those who do

not share this theoretical framework should

have no difficulty acknowledging that communi-

cative exchange is the main vector of clinical

factors, namely, that which allows psycho-

therapy to carry out its clinical function. The

therapist operates in terms of acts (not only lin-

guistic acts) which have an impact on the patient

according to the way the latter interprets them in

their role as communicative events (Austin

1962), and vice versa.

In brief, the conceptualisation of the commu-

nicative exchange in terms of field consists of the

basic idea that the experience of the clinical

relationship works as a regulator of participants’

mind processes (Salvatore and Tschacher 2012).

Such a view gives central importance to the con-

ceptual issue of how meaning is intended and

how it works. As the conception of meaning

changes, the view of communication changes as

well, along with the mode of conceiving and

studying the clinical exchange. This conceptual

task has to be considered as a general,

foundational operation that crosses a plurality

of research domains (clinical research, but

also the general modelling of the mind, the psy-

chosocial analysis of economic behaviours, the

analysis of educational, organisational and socio-

institutional settings; see Salvatore et al. 2009b,

2003, 2006/2009; Salvatore and Freda 2011;

Salvatore and Zittoun 2011). It has led to a shift

towards a semiotic view conceiving of human

communication in terms of sensemaking,

namely, as a dynamics of exchange of signs.

According to this view, psychological processes

are sustained and shaped by persons, who

interpret the experience through the mediation

of signs (e.g. words, meanings, images, beliefs,

acts; cf. Salvatore and Zittoun 2011; Valsiner

2007). Communication and the person’s mental

activity associated with it are recursive chains of

interpretations, namely, signs performed in

interpreting the previous signs, in their turn

performed in order to interpret the previous

signs and so forth in an endless forward-

backward process of semiosis (Salvatore 2011).

Thus, to conceive of communication as a semi-

otic dynamic means addressing it as an ongoing

activity of sensemaking. A central aspect of the

semiotic view (in particular in Peirce’s [1897/

1932] version adopted here) is that meaning is

not a fixed entity held in signs. Rather, it emerges

within and through the way signs combine with

each other in the semiotic chain. Thus, meaning

is continuously shaped and reshaped by the inter-

pretative activity comprising communication

(Peirce 1897/1932; Wittgenstein 1958). This

basic tenet has as an important corollary—the

displacement of the theoretical and analytic

focus from the content of signs to their structure

and dynamics. Understanding sensemaking,

therefore, means modelling the dynamic

relationships among signs (Valsiner 2001) or

the action they perform with each other. The

way the experience is shaped and interpreted—

namely, what people think, feel and enact—

reflects this structural and dynamic relationship

among signs.

The model of meaning and communication

outlined above is quite removed from the com-

monsensical standpoint and also from most

models in clinical psychology, which take

meanings to be static and invariant entities,

predefined and discrete properties to be applied

to objects. On the other hand, a plurality of

developments of contemporary psychology, in

particular from what is broadly speaking the

socio-constructivist framework (cf. inter alia

Bruner 1990; Cole 1996; Gergen 1999; Edwards

and Potter 1992; Valsiner and Rosa 2007), has

highlighted the need to focus psychological ana-

lysis on actors’ interpretative activity, intended

as the process allowing the meaning to be

co-constructed, rather than merely applied.
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Socio-constructivism rejects the idea of

meanings as fixed entities in the symbolic uni-

verse and maintains that meanings are not

pre-existent to social and communicative

exchange; rather they are built and redefined

continuously by the communicative exchange

itself. Meanings are contingent to intersubjective

negotiations, and such negotiations, rather than

being the results of abstract rules, are themselves

social acts, oriented and organised by pragmatic

and rhetorical instances of social regulation.

Some characteristics of what meaning is are

outlined below, together with the relevant

implications for clinical practice that can be

drawn from them (Forges et al. 2008; Salvatore

et al. 2009c).

Pragmaticity Thinking is not a neutral opera-

tion; rather, it is always a social act, sourced

and fed by any form of intentionality (whether

it be communicative, expressive or the like). In

other words, the way actors interpret experience

is one of the basic devices through which they are

able to hold and promote their perspectives,

world views, systems of interest and—in the

final analysis—their identity. This means that

people’s thoughts and interactions are not limited

to the aseptic application of computational rules,

driven by criteria of truth, blind to their

consequences. On the contrary, they organise

thoughts, use rhetorical strategies, assume dis-

cursive positions and make use of communi-

cational strategies in order to affirm/sustain a

specific viewpoint, thus regulating the social

exchange in which they are involved. In this

sense thinking and communicating are social

acts. This perspective entails a basic heuristic

and methodological implication: the need to

take into account the pragmatic dimension of

meaning. While this aspect may seem obvious,

it is not always taken into account within the field

of psychotherapy process research, where often

the focus is confined to the semantic and/or syn-

tactic components of language (Manzo 2010).

Contextuality Sensemaking is not the product of

an operative function located inside the mind but

an inherently social process displayed through

communicative exchange. Semantic structures

(frames, schemata, scripts) regulating the

mind’s functioning must not be conceived in

Kantian terms—like a priori forms constituting

the human mind. Rather, they are to be seen as

historical products: symbolic artefacts that the

culture of a certain social group makes available

to its own members (Cole 1996). From a clinical

viewpoint, this means that what happens in the

clinical process has to be considered in the light

of the socio-symbolic context of which it is part,

rather than as the immanent expression of an

isolated mind.

Situativeness Meanings do not lie in a ubiqui-

tous universe, from which they regulate people’s

thoughts and discourses. In fact, after

Wittgenstein (1958), we are aware that meanings

are defined through the way people make use of

signs—thus, through the way they act (Harrè and

Gillett 1994). This means that meanings have to

be considered as circularly connected to the

circumstances of communication and action.

Meanings, on the one hand, allow actors to com-

municate and act; on the other hand, they are

systematically and recursively redefined by

these circumstances of communication and

action. We speak of situativeness of meanings

to discourses, in order to highlight that meaning

is not pre-existent to communication and action

but emerges from such processes (Salvatore

et al. 2006/2009d; Salvatore and Freda 2011),

as a result of the situated modalities of social

exchange (Gergen 1999; Salvatore et al. 2005).

The acknowledgment of the situativeness of

meanings has a significant consequence for clin-

ical research. The super-ordered frames of mean-

ing regulating thinking are defined locally,

within and through the micro-social dynamics

in which they are used. Consequently, in order

to understand the sense of what happens inside

the clinical process one cannot limit oneself to

considering discrete communicational units, as if

they were meaningful entities in themselves; one

also has to take into account the here and now of

the intersubjective micro-dynamics sustaining

the clinical exchange (Stern 2004). The last state-

ment clarifies the meaning of the methodological
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tenet of communicative exchange indexicality

(Salvatore et al. 2007a). This claims that any

act —in our case the acts produced inside the

clinical process—assumes different meanings

according to the intersubjective context in

which it is performed, for instance, the same

utterance can work as an insult, nonsense and a

compliment, depending on the discursive

circumstances in which it is uttered.

10.2.2 Communication as Nonlinear
Dynamic Field

The semiotic dynamic view of the psychothera-

peutic process can be synthesised in the defini-

tion of the clinical exchange as a nonlinear field

dynamics of communication (henceforth, only

communicative field) (as to psychotherapy as

nonlinear, see Barkham et al. 1993; Greenberg

1991; Hayes et al. 2007). The psychotherapy

process is characterised by a huge number of

elements, far more than the ones that psychother-

apy research could ever take into consideration

(Bickhard 2009). Moreover, what has to be taken

into account is the interaction between elements

rather than the elements themselves, namely,

their working as part of a whole (Salvatore and

Valsiner 2010a, b). Consequently, no elements

can be considered as having an invariant clinical

value. Rather, the impact of one factor on the

whole therapeutic process is mediated by the

field, in the sense of the set of dynamically inter-

related co-occurring elements (Salvatore

et al. 2009c).

We claim that the view of clinical exchange as

communicative field is a promising framework in

order to seek a general theory of the therapeutic

process. It represents the convergence of differ-

ent theoretical and clinical approaches. The psy-

choanalytic theory has developed the notion of

therapeutic field as the capacity of the clinical

relationship to be experienced as a salient psy-

chological object, as such able to affect the mind

processes of those who participate in the

exchange (Odgen 2004; Storolow et al. 1994).

Semiotic cultural psychology has elaborated this

idea in terms of generalised and polysemic

meanings (field signs; Valsiner 2007), embodied

in sensemaking (Salvatore and Freda 2011),

working as assumptions regulating the self and

the interpretation of experience (Zittoun 2011).

In the psychotherapy process research field, the

acknowledgment of the field nature of the clini-

cal exchange has led some authors to adopt

concepts and methods developed in dynamic sys-

tem theory (Salvatore and Tschacher 2012).

As intended here, the communicative field is

the context of meaning emerging as the interaction

of the structural (i.e. participant characteristics,

treatment conditions, duration) and dynamic

elements (i.e. therapeutic interventions, states of

mind, elaborative styles, defence mechanisms,

transference and counter-transference dynamics,

narratives adopted, thematic contents, discursive

forms) characterising the hic et nunc—the present
moment (Stern 2004) of the clinical exchange.

The communicative field is constantly fed,

reproduced and modelled over time by the same

communicative acts (and corresponding intra-

psychic configurations) sustaining clinical

exchange. At the same time, the communicative

field works as the semiotic environment in and

through which the dynamics of clinical exchange

unfolds. In other words, the communicative field

defines those conditions and constraints in terms

of which the elements of the therapeutic process

interact and in so doing produce their clinical

effects.

It is worth noting that the construct of com-

municative field does not add elements to the

array of factors recognised as relevant by process

research. Rather, the construct of communicative

field is intended as the ground of a general expli-

cative model of the clinical exchange; in other

words a basic theory aimed at highlighting why

and under which conditions therapeutic factors

are able to produce change. This kind of theory

does not replace specific clinical models, focused

on the role played by particular factors in the

therapeutic process but works as an explicative

framework of such models, for it offers them an

understanding of basic mechanisms mediating

the salience of the factors studied. To express

this with an image, the relationship between the

general theory and specific models is analogous
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to that between molecular biology (i.e. the gen-

eral theory modelling the basic mechanisms) and

pharmacology (i.e. the discipline that studies the

clinical effects of a certain drug).

10.3 Section II: Theoretical
Considerations

10.3.1 The Ontological Status of the
Psychotherapy Process

The view of the clinical process in terms of

communicative field brings the issue of the onto-

logical status of the psychotherapy process to the

foreground. We devote this section to dealing

with this very basic aspect, with the aim of help-

ing to broaden the debate in psychotherapy

research, still too weakly committed to the theo-

retical grounds underpinning empirical investi-

gation (for significant exceptions, Slifes 2004;

Gelo 2012).

To start with, take the following imaginary

situation. Two people are playing roulette on

different tables in a casino. The first person has

come to the casino to have a relaxing night after a

boring psychotherapy research meeting. The

other one is a professional gambler, who lives

thanks to his casino wins. It is easy to see that the

two players have different aims in their gambling

and this will be reflected in the way they play

(betting organisation, reactions to results, atten-

tion to other players’ wins and so on). Yet, the

functioning of the roulette does not change—it

remains constant, regardless of the difference in

the gamblers’ goals.

The same seems not be at stake if one

considers psychotherapy instead of gambling.

As a matter of fact, often clinical researchers

tend implicitly to consider the therapeutic pro-

cess as a specific object with its own functioning,

differing from other human relationships. This

assumption corresponds to believing that a spe-

cific human relationship (i.e. between therapist

and patient) acquires a specific way of function-

ing due to its aim (i.e. psychotherapy).

We have already discussed the epistemologi-

cal and theoretical issues raised by this implicit

belief (Salvatore 2011; Salvatore and Valsiner

2006, 2010a, b; Salvatore et al. 2009a, 2010b,

c). Here we will simply highlight the main point

in terms of a paradox: if the socially defined aims

driving a certain human relationship were able to

configure the basic functioning of this relation-

ship, then a research domain would have to be

defined for each socially defined practice. For

instance, it would be necessary to define specific

theories dealing with having a pizza, visiting a

museum, engaging in a romantic relationship,

playing golf, going to a football match and so

on. Of course someone might object that not all

those process are important enough to justify a

research domain, but this objection will make the

situation even more complicated: without deny-

ing the model-specific characteristics of the phe-

nomenon, it would mean that what is worth

considering of scientific interest is established

by socially defined hierarchies of values and

interests.

The thesis of the ontological non-specificity

of the psychotherapeutic process—as claimed

here—empowers the heuristic possibilities of

process research. Accordingly, the clinical pro-

cess lends itself to be viewed as a local manifes-

tation of general sensemaking dynamics, taken as

the fundamental object of psychological inquiry.

This perspective entails a distinction between the

dynamics of the object and the process
instantiating it (Salvatore and Valsiner 2010a,

b; Salvatore 2011). The dynamics is the constitu-

tive form of the phenomenon, its basic modality

of coming to be. The dynamics is invariant and

atemporal; consequently, it could be modelled in

terms of universal rules. On the other hand,

sensemaking is realised within and through spe-

cific sociocultural contexts, qualifying the aims,

and therefore the conditions and constraints of

happiness of the communicative exchange. Thus,

the same dynamics can sustain different pro-

cesses according to the field parameters (i.e. the

characteristics defining the dynamic organisation

of the field) defining the modalities of its instan-

tiation (Salvatore 2011).

Consider physics. It deals with generalised

phenomena, abstracted from their contingent

empirical content—bodies, rather than stones,
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shoes, dishes and the like. Even if the dynamics

is invariant, it brings about widely differing pro-

cesses, due to the variety of field parameters

involved. The trajectory of a bullet, the falling

of stones, the orbit of a planet and so forth are

covered by the same fundamental dynamics, but

are different processes due to the field parameters

associated with their functioning. Thus, pro-

cesses have to be studied locally. This is what

disciplines like ballistics, astronomy and hydrau-

lics do, as domains of knowledge addressing

specific phenomenic fields. Yet, the shape/way

of functioning of these phenomenic fields (in the

terminology adopted here: the process) always

reflects the basic dynamics concerning the gen-

eral class of phenomena of which such fields are

local instantiations. Thus, for example, the tra-

jectory of a bullet at a level of observation

follows specific rules, different from the ones

followed, say, by the trajectory of a planet or a

stone or a tennis ball; yet at a more general level,

it follows the same dynamics as other bodies.

What makes such processes specific are the

field parameters mediating the instantiation of

their common dynamics. Consequently, to

understand the trajectory of the bullet, one has

to study the bullet but also to refer it to the

general dynamics. In other words, the

modelisation (i.e. the conceptualisation of the

phenomenon in terms of abstract constructs) of

the dynamics is the grounds of the analysis of

local processes.

The analogy with physics allows us to highlight

the distinction process/dynamics, thus to better

understand how the psychotherapy process lends

itself to be considered a specific form of commu-

nication created by particular field parameters—

namely, cultural and institutional (e.g. the social

representation of psychotherapy function, the

organisational forms in terms of which the

psychotherapy is performed), interpersonal

(i.e. quality of the relationship), biopsychological

(states of mind, personality, psychopathology and

so forth) as well as technical (setting parameter)

conditions. Such conditions make psychotherapy

a unique form of human communication, com-

pared with an infinite number of other versions

of the same general phenomenon—i.e. human

communication—such as romantic engagement,

participating in a work meeting, giving a present,

selling a car and so forth.

The distinction of dynamic/process and the

idea of the non-autonomy of psychotherapy are

not a mere philosophical discussion. On the

contrary, it is immediately relevant to research,

due to its conceptual and methodological

implications. Insofar as aspects affecting the

clinical process—be they specific or not—work

on the grounds of basic mechanisms, the same

identifiable in other forms of communicative

exchange, and therefore understanding the psy-

chotherapy process require three complementary

lines of investigation:

(a) Modelling the clinical exchange’s ways of

working.

(b) Interpreting them as specific modalities of

functioning of the basic dynamics of commu-

nication (and more in general of mental func-

tioning) (see the next section).

(c) Identifying the conditions (field parameters)

that constrain/allow such modalities to oper-

ate and produce clinical effects.

In the final analysis, this means reinterpreting

the distinction between specific and nonspecific

therapeutic factors in terms of the specific-

general dichotomy (see Chap. 15).

10.3.2 A Dynamic and Semiotic Model
of the Psychotherapy Process

In what follows a model of the psychotherapy

process is presented: the Two-Stage Semiotic

Model (TSSM, Salvatore et al. 2010a, b, c). The

TSSM is a specific interpretation of the concep-

tual framework discussed in the first section,

namely, the view of the psychotherapy process

as a communicational field. It is based on a basic

tenet and three assumptions derived from the

tenet.

Basic Tenet: Psychotherapy as Sensemaking

Dynamics Clinical exchange is an intersubjective

dynamics of sensemaking aimed at modifying

patients’ affective and cognitive modalities of
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interpreting experience. Patients arrive at psycho-

therapy with a more or less rigid system of declar-

ative and procedural assumptions (conception of

self and others, affective schemata, metacognitive

modalities, relational strategies, unconscious plans

and so on) working as super-ordered meanings—

in other words, premises of sense regulating the

way of understanding their own experience

(Valsiner 2007). Such assumptions represent both

the source of the problem leading the patient to

look for a psychological intervention and the

ground and the constraints of sensemaking.

Symptoms, intrapsychic and relational conflicts

could be conceived of as the consequence as well

as a form of expression of such super-ordered

meanings. This leads us to conclude that the

super-ordered meanings are the motive, the object

and the aim as well as the mediator of the psycho-

therapeutic intervention.

Assumption 1: The two-stage articulation. In the

initial moments of treatment, the clinical dia-

logue exposes the patient to the encounter

with a different system of assumptions,

which is part of and expressed by the clinical

setting (therapist attitude, rules, modalities of

relating). This difference works as a constraint

on patient’s system of assumptions. If it were

not so, the patient could not but generalise

her/his way of interpreting experience to the

relationship with the therapist and in so doing

fully reproduce within the clinical setting

those critical elements (i.e. way of thinking,

feelings, behaviours and attitude) that the

clinical setting has been designed to address.

For instance, a paranoid patient who considers

everyone as wanting to attack and destroy him

will have little chance of benefitting from

psychotherapy if he assimilates the setting to

his paranoid schema and thus feels that the

therapist aims to hurt him. This first stage is

therefore fundamentally a deconstructive pro-

cess, in which the therapeutic dialogue works

as an external constraint on the regulative

activity of the patient’s problematic super-

ordered meanings (Salvatore and Valsiner

2006). The weakening of patient’s critical

super-ordered meaning paves the way for the

second stage of psychotherapy characterised

by patient elaboration of new assumptions.

Thus, in the second stage, patient-therapist

dialogue is supposed to implement new

super-ordered meanings, replacing the previ-

ous system of assumptions regulating the

patient’s sensemaking experience.

Obviously, the two stages are not totally

distinct and mutually exclusive. In any case,

the two-stage assumption asserts that, at the

macro-analytical level, in a clinically effi-

cacious psychotherapy process it is possible

to discriminate between one phase where

deconstructive sensemaking is prevalent and

another where clinical activity works in sup-

port of the patient’s activity of exploring and

creating new super-ordered meanings.

Assumption 2: Nonlinearity of the psychotherapy
process The two-stage articulation of psycho-

therapy described by the first assumption

implies that the clinical exchange performs

different functions in the two stages: a de-

constructive and a constructive function,

respectively. Consequently, despite the tradi-

tional way of viewing the psychotherapy pro-

cess, sensemaking does not follow a linear

way of functioning over the course of the

psychotherapy: sensemaking works in terms

of change of patterns of functioning rather

than as a summative modification of inde-

pendent elements (on the nonlinear nature of

the clinical process, see Russell 1994).

Assumption 3: The quasiperiodic mechanism of
sensemaking. This third assumption concerns

the micro-semiotic mechanism underlying

sensemaking. In accordance with the non-

linearity of the clinical process (Lauro–Grotto

et al. 2009), the TSSM assumes a quasiperiodic

mechanism as the basis of the communicative

exchange. This mechanism is characterised by

a “fits and starts” trajectory, similar to a heart-

beat trend, where moments of “basic” sense-

making are interrupted by circumscribed

outbreaks of semiotic variability, or in other

words of recombination between meanings.
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10.3.2.1 Empirical Evidences About TSSM
A method of psychotherapy process analysis

coherent with TSSM has been developed: the

Discourse Flow Analyzer (DFA, Salvatore and

Valsiner 2010a, b). The DFA has been applied to

a sequence of psychotherapy cases (Gennaro

et al. 2009, 2011; Nitti et al. 2010), in accordance

with the logic of abductive generalisation (see

the next section). A presentation of the method

is provided in Sect. III; in what follows we sim-

ply report the main results, in order to provide

some evidence of the TSSM construct validity:

(a) In each case analysed, the trend of super-

ordered nodes follows a U shape. This trajec-

tory is consistent with the initial deconstruc-

tive phase envisaged by the TSSM, where the

clinical dialogue works in order to reduce

patient super-ordered meanings, followed

by a second constructive phase where the

clinical process is characterised by the devel-

opment of new meanings.

(b) Case analyses have highlighted how the two

stages foreseen by TSSM are characterised

by different patterns of functioning. For

instance, correlations between relevant

variables change—both in terms of their

entity and in terms of their direction—from

the first to the second stage.

(c) Analyses have highlighted a fits and starts

trend of the sensemaking micro-dynamics.

This trend is consistent with the third

TSSM assumption, which claims that the

course of sensemaking is characterised

by circumscribed moments of semiotic

variability breaking into the basic

functioning.

10.4 Section III: Methodological
Implications

10.4.1 Studying the Psychotherapy
Process as a Communicative
Field

The view of the psychotherapy process as a com-

municative field, with the ontological and

theoretical implications highlighted above, leads

us to conceive of the study of the clinical

exchange in terms of two main complementary

aims (Salvatore 2011): on the one hand, the iden-

tification of field parameters marking the dynam-

ics of clinical exchange (in other words, the

understanding of the mechanisms that allows the

clinical exchange to work and make it specific,

unlike other ways of human communication, as a

communicative modality) and on the other hand,

the understanding of the way such mechanisms

mediate the interaction between elements of the

clinical field (setting conditions, patient’s and

therapist’s characteristics, therapeutic orientation,

therapist’s interventions, transference and

counter-transference dynamics, therapeutic alli-

ance, etc.) and their clinical impact. In sum, con-

ceiving the clinical process in terms of

communicative field implies the integration of

two complementary investigative aims: on the

one hand, the building of a model dealing with

its emergence in the clinical process (and its

reproduction over time) as a global property of

the clinical exchange, able to characterise it as

different from other human communicative

forms (upward causality), and on the other hand,

the modelling of the way the communicative field

acts on the clinical exchange itself and on its

ability to produce change (downward causality).

The above general aims can be broken down

into the following complementary goals:

1. To highlight the action in the clinical

exchange carried out by a higher-order con-

text of meaning, which lends itself to be

interpreted as communicative field.

2. To identify the specificity of such communi-

cative field as compared to other forms of

human communication.

3. To describe the dynamics that sustains the

communicative field—that is, its emergence

and its display over time.

4. To analyse the influence of the communicative

field, both on the behaviour of the elements of

the communicative exchange, their interaction,

and on the global qualities of the process. In so

doing one can expect to obtain a typology of

field dynamics that can explain the different

process-outcome trajectories (good outcome,
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drop out, non-good outcome, therapeutic

stalemate).

5. To detect the conditions and modalities

allowing therapeutic interventions—and in a

wider perspective: what happens in the clini-

cal exchange—to affect the communicative

field dynamics.

It is worth noticing that goals 1–5 reflect a set

of working assumptions on the basic mechanisms

sustaining the therapeutic process, taken from the

current clinical literature and from general psy-

chological models dealing with human commu-

nication. These are:

(a) Each therapeutic treatment is characterised

by its own higher-order contextual meaning

(Salvatore et al. 2012a, b).

(b) In the light of some characteristics

(dynamicity, emergence), such meaningful

context can be interpreted in terms of the

communicative field (Salvatore et al. 2006/

2009d; Schiepek et al. 1997).

(c) Independently from its contents, which are

case-specific, the dynamics and the structure

of the communicative field tend to show

prototypical characteristics, which make psy-

chotherapy a unique form of human commu-

nication. Specifically, the communicative field

of the clinical exchange is characterised by an

alternation of phases of opening and closing of

the sensemaking dynamics, corresponding

respectively to moments focusing on the pro-

duction of innovative meaning and moments

in which already consolidated meanings are

used (Mergenthaler 1996; Bucci 1997;

Gennaro et al. 2009).

(d) The communicative field emerges at the

beginning of the clinical exchange between

the first therapist–patient interactions, and it

follows a nonlinear dynamics (Salvatore

et al. 2006/2009d).

(e) The behaviour of salient elements of the psy-

chotherapeutic process and their interaction is

contingent to the communicative field. In

other words, the trend of variables (and their

combination) cannot be mapped as a station-

ary trajectory (i.e. a trend which can be

described by a single model). Instead, it

depends on the field conditions: it changes

its way of working over time (i.e. two

variables could correlate positively in a spe-

cific phase of the treatment and could corre-

late negatively in a following phase, once field

conditions have changed) (Hayes et al. 2007).

(f) Following the above hypotheses, the commu-

nicative field is taken as a main factor on

which the whole clinical quality of the thera-

peutic process and outcome depends. Conse-

quently, one has to expect to find that the

quality and efficacy of the clinical process

are a function of the (dynamic and structural)

model of the communicative field (Kraemer

et al. 2007; Tschacher et al. 1998).

(g) Within the therapeutic process, a dynamics of

upward causality is also in operation: what

happens in the clinical exchange (acts,

meanings, feelings, . . .) is not only influenced
by the field but also influences it. The

modalities and the conditions activated by

such upward causality are—at least at a cer-

tain level of abstraction—similar among

cases and therefore can be generalised.

Before concluding this section, an implication

directly linked to the considerations made above

needs to be highlighted. It is the idea that psy-

chotherapy process analysis could benefit from

different scientific disciplines and approaches,

which developed models for the analysis and

interpretation of human communication pheno-

mena (i.e. ethnomethodology; conversational

analysis; discourse analysis; cultural psychology;

communication philosophy; neuroscience, infant

research). The multidisciplinary dialogue offers

the scientific space useful in understanding

which aspects of the therapeutic process work

(producing effects) as a reflection of more gen-

eral modalities of communicative speech and

which work as a result of specific dynamics of

this peculiar form of communication.
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10.4.2 The New Methodological
Approach

In recent years the acknowledgment of the field,

dynamic and nonlinear nature of the clinical

exchange has led researchers to develop innova-

tive strategies of analysis. For example, Ribeiro

et al. (2012) analysed the semiotic and dialogic

mechanism which, under specific conditions,

sustains the reproduction of regressive and pro-

gressive components of patient narratives,

while—under different condition—it favours

the transition from one to the other. Tschacher

and Ramseyer (2009) analysed the patient-

therapist micro-dynamics of attunement,

showing that an increase in the synchronisation

of nonverbal behaviours of the therapeutic dyad

is connected significantly to the quality of out-

come. Salvatore et al. (2006/2009d) adopting an

analysis method based on the dimensionality of

the clinical exchange’s phase space described the

emergence and the maintenance of a shared

frame of meaning in the clinical exchange,

interpreted as evidence of a discursive attune-

ment between patient and therapist.

In parallel with such methodological inno-

vations, new procedures of data analysis have

begun to be used in the field of psychotherapy

research—e.g. pattern analysis (Santos

et al. 2009), transition pattern analysis (Salvatore

et al. 2012a, b) and network analysis (Nitti

et al. 2010; Tschacher et al. 1998). In most of

the cases, such procedures have been developed

in other consolidated scientific domains

(i.e. mathematic theory of dynamic systems;

cf. Schiepek et al. 1997; Tschacher et al. 1992),

where the dynamic nature of analysed objects is a

consolidated acquisition. These innovative stra-

tegies of analysis, whether they may be different

in focus and aims, share two basic methodo-

logical principles:

(a) The choice ofmicro units as observational data

(e.g. utterances, or words of the clinical

exchange; body micro movements); that is,

observational units whose “resolution” is

higher than the phenomenological experience.

(b) Data analysis is carried out in terms of anal-

ysis of dynamic transitions, based on the

main idea that psychotherapy is a field phe-

nomenon, defined by the interactions of its

microcomponents over time (Lauro-Grotto

et al. 2009; Tschacher and Grawe 1996).

10.4.2.1 The Logic of Investigation of the
Psychotherapy Process as Field
Dynamics

The communicative field represents a higher-

order level of functioning. This high-order level

has to be interpreted in epistemological rather

than ontological terms. In other words, the com-

municative field must not be considered a sepa-

rate reality but an observational level, which

allows a structure of order to be recognised in

the behaviour of specific components of the clin-

ical exchange as well as in their interaction.

This brings into the foreground the methodo-

logical issue of how to model this structure of

order. In what follows we present a logical

architecture informed by the theory of dynamic

systems and designed to address this issue.

It integrates idiographic and nomothetic

perspectives, in a two-step strategy.

Step 1: Intensive Analysis of a Set of Cases

Each case has to be analysed in parallel fol-

lowing the logical phases below:

1. Local analysis of a set of major

components of the clinical exchange

(e.g. therapeutic alliance; defence mecha-

nisms; characteristics of setting, narra-

tives; level/model of patient mentalisation)

and their interaction (e.g. mentalisation/

narratives). This means modelling the

behaviour of such elements over time, in

order to identify markers of field effects

(auto-regression, nonlinearity, bifurcations,

attractors, dissipative dynamics). The

results of this phase will allow the elabo-

ration of hypotheses about the global

dynamics depicting the clinical exchange

(e.g. in terms of periodic trajectories, non-

linear dynamics, self-organisation), which

can guide the subsequent choice of a
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mathematical model to adopt for the

mapping of the communicative field.

2. Individual case analysis in terms of

patterns of functioning. The analysis is

organised in the following substages:

(a) multidimensional breakdown of the

molar characteristics of the therapeutic

process and (b) their bottom-up reaggre-

gation in terms of stable patterns

identified in the multidimensional space

(phase space) obtained from the previous

breakdown.

3. Description of the identified pattern

trajectories through time (in terms of

emergence phenomena, stability, bifur-

cations, peaks, meta-trends). This opera-

tion involves the qualitative-quantitative

description and the formal modelling of

the trajectories that patterns display in the

phase space.

4. Interpretation of the role played by the

patterns identified. Patterns have to be

considered as second-order latent

constructs, working as mediator/modera-

tor in the relationship between relevant

clinical aspects of the process and their

clinical effect.

5. Analysis of clinical exchange conditions

determining pattern evolution—control

parameters, in terms of the dynamic sys-

tem theory. This operation calls for the

identification of clinical exchange’s local

states associated with relevant variation

points in the field dynamics (i.e. the

characteristics of therapist intervention

just preceding a peak in the trajectory of

the communicative field).

The output of this idiographic level of

analysis results in the mapping of each case,

thus in the definition of a pool of explicative

models of the dynamics of clinical change

(in the hypotheses that there will not be a

single dynamics explaining change, but a

limited set of trajectories, each one

associated to specific major characteristics

of the clinical exchange).

Step 2: Generalisation of the Explicative Models

To this end, explicative models can be

validated by evaluating their abilities to

work as models that can explain change in

new cases (estimation of the goodness of fit).

10.4.3 Modalities of Knowledge
Building: The Problem of
Generalisation

The peculiarity of the two-step strategy presented

above lies in the fact that the aggregation of the

information about cases needed for the

generalisation process is developed at the level

of those models, which map the whole dynamics

of the same cases, rather than at the level of the

specific elements (i.e. a specific narrative con-

tent, a specific therapist intervention).

This strategy comes from the recognition of

the fact that, in field phenomena (as assumed for

the therapeutic process), specific elements do not

have one single meaning; rather, their meaning is

contingent to the field; consequently, elements

cannot be directly aggregated among cases

(Salvatore and Valsiner 2010a, b).

10.4.3.1 Field Phenomena Have to Be
Investigated in Idiographic
Terms

The clinical process is a single event, implying

two (or more) persons for a more or less long

time period. On the other hand, scientific

research requires the knowledge concerning sin-

gle events to go beyond the boundaries of the

single and thus become generalisable.

This clash between uniqueness and generali-

sability needs to be discussed in terms of a criti-

cal reading of the classical nomothetic-

idiographic contrast (Salvatore and Valsiner

2009; Salvatore et al. 2009a, b, c, d, 2010a, b;

Molenaar and Valsiner 2009). Following the les-

son of Windelband (1904/1998; see also Lamiell

2003), the terms form a complementary relation-

ship, rather than an opposition. Due to their

dynamic (time dependent) and contextual nature,

psychological phenomena are unique, in the
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sense that their way of working is mediated by

the contingence of field conditions. Conse-

quently, scientific psychology cannot but be

intrinsically idiographic, in the sense that it can-

not but take into account phenomena which are

unique and irreversible (on this topic see also

Toomela 2009). At the same time the aim of

any scientific knowledge is intrinsically nomo-

thetic, that is, devoted to building general knowl-

edge, beyond the phenomenical field that serves

as its source. Hence, the problem of psychology,

therefore of psychotherapy process research, is

the identification of a logical model of general-

isation that is coherent with the idiographic

nature of the object in analysis.

In some recent works (Salvatore and Valsiner

2009, 2010a, b), abduction has been suggested as

the basic form of psychological knowledge.

According to the argument put forward in these

works, the uniqueness of psychological objects

disproves the possibility of making a general-

isation through induction, namely, as accumu-

lation of empirical occurrences, each of which

come from an individual observation. Peirce

(1897) talks about induction in terms of acquisi-

tion of a habit: if an event occurs n times, then we

could induce that it has a regularity that gets one

accustomed to considering valid for the future

too. The conceptual inconsistency of induction

derives from the recognition that individual

cases, insofar they are unique, cannot be com-

pared with each other; consequently, it has to be

concluded that it is impossible to liken obser-

vation coming from different cases. This princi-

ple has been described from a psychometrical

perspective by Molenaar in terms of the violation

of the ergodic assumption characterising psycho-

logical processes (Molenaar 2004; Molenaar and

Valsiner 2009).

Abductive generalisation represents an alter-

native to inductive generalisation (Di Nuovo

2010). Like induction, the abductive general-

isation starts from data but is oriented to the

construction of a theoretical local model, namely,

a model that can depict and interpret the pheno-

menical occurrences of the single case

(to encompass the totality of predicates, to recall

Pierce’s image). On the other hand, the

theoretical local model is produced on the ground

and within the constraints of the general theory

underlying the inquiry. Thus, it is the relationship

between local theory and general theory that is

generalised, rather than the redundancy/regular-

ities of data, as in inductive generalisation. This

is the same as saying that abductive general-

isation concerns the construction of an inter-

mediate model that is between the general and

the local model, namely, a model that can be

grounded and reflect the general theory’s

assumption and at the same time abstract enough

(i.e. expressed in independent terms from the

empirical content of the single case1) to be able

to interpret the plurality of cases.

Let us consider the series C of cases

(1,2,3,. . ..,n) and the set of occurrences Oc of

which any single case c consists. The inductive

generalisation defines the superset (SI) of the sets

of occurrences Oc. SI cumulates all the

occurrences, which are (in accordance to the

observer’s standards) descriptively similar

among them, regardless which cases they belong

to. On this basis, the general rule mapping the

behaviour of the SI set is assumed to be valid for

all c cases too. In contrast, in the case of

abductive generalisation, it is the O1 set (namely,

the occurrences concerning case 1) which is

modelled as a single and unrepeatable phenome-

non, as such not encompassing the occurrences

concerning other cases. This operation generates

the local model L1, which is developed on the

1 For instance, take into account the case characterised by

the occurrences: a, b, b, a, b, b, b, a, b, b, b, b, a. The

empirical content of such a process is unique; thus it could

not be generalised if such content were taken as the object

of analysis. In contrast, the pattern characterising the

relationship a-b could be analysed beyond (but not inde-

pendently from) its empirical content—i.e. in terms of the

tendency of the second element of the dyad (b) to increase

its incidence through time. Now, this model represents an

abstract map of the case, a representation of it devoid of

empirical content. On the other hand, “giving up” the

reference to the empirical makes it possible to develop a

generalisation among different cases through abstrac-

tion—for instance, it could be argued that a case

highlighting the pattern m, n, n, m, n, n, n, m, n, n, n, n,

m, in spite of the different empirical content, follows the

same model as the former case.
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ground and within the constraints of the general

theory (TC) framing the investigation. Once

developed, L1 is used to interpret O2, namely,

the occurrences comprising case 2. In this inter-

pretative process, L1 undergoes abstraction in

order to include the local specificity of case

2. Thus L1 is transformed into a more generalised

model L(1,2). L(1,2) is able to keep the ability of

working as a map of both O1 and O2. Insofar as

L(1,2) proves to be consistent with TC, then L(1,2)
is considered a generalisation of L(1) within the

frame of the general theory. The recursive appli-

cation of such abductive procedure to the succes-

sion of cases C will produce the model L(1, 2,. . .,n)
which constitutes the generalised local model,
endowed with the abstractive level needed to

interpret the specificity of each single case of C.2

In short, the fundamental difference between

induction and abduction is that the former is

aimed at detecting what is common among

cases, while the latter strives to strengthen the

theory, through its accommodation in coping

with the variability of cases. An example might

be useful to highlight this difference. Take two

researchers, Induct and Abduct, interested in

studying the relationship between therapist’s

interventions and symptomatology. Induct

makes use of the inductive approach. Thus she

takes into consideration a single case verifying,

say, the frequencies of certain therapist’s

interventions in each session and patient’s symp-

tomatology at the end of each session. Imagine

that Induct finds that the symptomatology level is

lower at the end of a session characterised by a

higher number of therapist interventions. Now

Induct analyses several different cases discover-
ing that in most circumstances (or in all

circumstances, the difference is irrelevant here)

the results are similar. On this basis, she

concludes: “In the cases analyzed, I observed

systematically that a higher frequency of thera-

pist intervention produces a decrease in patient

symptoms”. Having at her disposal a huge num-

ber of cases supporting this relationship, Induct is

legitimated (is inducted) to conclude that the

relationship between the frequency of therapist

interventions and the reduction of symptomatol-

ogy is a universal rule, valid for all cases. Thus

Induct has operated an inductive generalisation.

To use the terminology adopted above, she has

collected the set of descriptively similar Oc

occurrences (symptomatology and intervention

frequencies) from each case of the series C, in

so doing creating the generalised class SI, where

the map of SI—i.e. symptomatology (S) is a

function of the frequency of therapist inter-

vention (int); in other words, S ¼ f(Int)—has

been invested with the rule valid for all the cases.

From what has been observed above, one can

conclude that inductive generalisation is an

extensional modality of building knowledge,

consisting of the possibility of increasing the

number of cases for which the law—originally

referred to a restricted number of cases—can be

considered valid.

Abduct decides to follow a different stra-

tegy—abductive generalisation. To this end, she

takes as reference a general theory (TC), preced-
ing (and driving) the empirical inquiry. Let’s say

Abduct adopts the intersubjectivist standpoint

claiming the contingency of the patient’s mind

to the clinical relationship; on this basis, she

grounds the inquiry on the general theory (TC),

namely, on the model, S ¼ f(R); the symptom-

atology level S is a function of the patient-

therapist relationship (R). As one can see,

Abduct’s starting point—the general theory—

coincides with Induct’s conclusion. According

to TC, Abduct starts the analysis of case 1. TC
guides and constraints Abduct both in the selec-

tion of the relevant occurrences—i.e. symptom-

atology and markers of the clinical

relationship—and in modelling their linkage.

Thus TC enables Abduct to develop an interpreta-

tive model (L1) of the case 1: S ¼ f(Int). It is

worth underlining that even if it is not different

from Induct’s, this model is strictly local and

therefore, unlike Induct’s, its validity is

circumscribed to case 1—it is a kind of idio-

graphic knowledge. Abduct goes on with her

inquiry and examines case 2, interpreting it in

terms of the local model as previously defined

2An example of a research method following such logic is

task analysis (cf. Pascual-Leone et al. 2009).
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(L1). But in case 2, Abduct identifies a pattern

which cannot be likened to L1: in a limited num-

ber of sessions the higher frequency of inter-

vention is associated to an increase rather than a

decrease in patient symptoms. If Abduct took

into account the global set of occurrences

observed, this would only be a marginal aspect,

an exception that could be put aside. Yet this is

precisely the pattern that Abduct focuses on,

forcing her to accommodate L1 in order to make

it able to encompass the divergent pattern too. In

so doing, Abduct comes to define a new local

model L(1,2), more general than L(1), that can

both interpret case 2 and provide a reinterpre-

tation of case 1. The model, for instance, could

be S ¼ F(Intrel): “the level of symptomatology

depends on the proportion of therapist inter-

vention as compared to linguistic acts produced

by the patient (Intrel)”. It can be observed that

L(1,2) belongs to a more abstract level than L(1) in

the sense that: (a) it concerns a pattern more

distant from contingent empirical data (i.e. the

same value of Int could refer to two different

values of Intrel and vice versa) and (b) it focuses

on a more specific and circumscribed aspect, as a

result of a more powerful operation of selection

of the pertinent elements (about the idea of

abstraction as pertinentisation, see also Salvatore

and Valsiner 2009). Abduct, then, analyses case

3, producing L(1,2,3) and so forth, continuing in

her operation of accommodating the local model

due to divergent patterns retrieved from the other

cases. This process of generalisation through

abstractive accommodation goes on until the

generalised local model is able to work as an

interpretative theory of subsequent cases without

any need for further accommodation. On the

other hand, in parallel, the generalisation of the

local model through abstractive accommodation

generates a “tension” on the general theory TC.

Thus, the development of the generalised local

model works as a dialectic factor for the vali-

dation and/or the redefinition of the general the-

ory—in accordance to TC’s ability to bear the

pressure of the generalisation of the local

model. Otherwise it needs to be developed in

order to allow the latter’s abstractive

accommodation.

One can thus conclude that if inductive

generalisation is an extensional way of building

knowledge, abductive generalisation follows an

intensional logic: a model of knowledge

consisting of the progressive development (arti-

culation/abstraction) of theory through the

dialectics among levels of modelisation (local

vs. general).

Before concluding this section, it is worth

highlighting some implications that make the

discussion on abduction of immediate interest

for clinical research. Firstly, abductive logic

gives primacy back to theory. Abductive

generalisation is driven by theory. Knowledge

is developed as a recursive process of theory

development, resulting from the systematic

attempt to produce local interpretations of

phenomena in the light of generalised assump-

tions. This means that in the abductive logic the

primacy of theory does not mean denying the

role played by empirical investigation. Rather,

empirical research is valorised, not as a substitute

for theory, but it works as the dialectic lever of

the theoretical development.

Secondly, abductive logic activates a peculiar

logic (and culture) of research, which is different

from the one on which induction is based. The

abductive development of theory is committed to

the heuristic valence of theory; the choice of the

phenomena to be studied aims for marginal

and divergent events, namely, data disconfirming

previously acquired interpretations, therefore able

to force the researcher to accommodate

(re-modulate, re-elaborate) the theory. In sum,

marginal cases, which are regarded bymainstream

inductive methodology as noise preventing the

identification of regularities, are conceived of as

source of knowledge in the logic of abduction.

Finally, abductive logic provides evidence of

the utility in psychology (and therefore in clinical

psychology) of developing formalised languages

to carry out case modelling. Insofar as
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generalisation is performed through progressive

abstraction, then formalised languages are useful

tools for the development of clinical theory.

Conclusions

In this work we have tried to highlight the

need for a general theory of the psychotherapy

process and to take some steps towards devel-

oping one. Psychotherapy research calls for a

theory of such kind, because it may not limit

itself to recognise the role played by this or

that element in promoting clinical change—

the empowerment of clinical interventions,

both in terms of effectiveness and efficiency,

requires that research being able to explain

why and under which conditions the clinical

process succeeds in promoting change, too.

In our view, in order to address such a

conceptual task, psychotherapy research has

to rediscover conceptual analysis. Needless to

say, as used here, conceptual analysis is not a

substitute for empirical investigation but its

complement: the awareness of the epistemo-

logical, theoretical and methodological

assumptions on which empirical investigation

is grounded is a way of strengthening the

latter, making it more consistent both with

actual clinical practice and psychological sci-

entific models.
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Abstract

As tension continues to exist between those

who endorse contextual versus medical

explanations for the efficacy of psychother-

apy, it remains undetermined how psychother-

apy works. One of the primary purposes of

this chapter is to provide a rationale on

evolved social and relational characteristics

for the efficacy of psychotherapy. In conjunc-

tion with an evolutionary explanation for why

psychotherapy is effective, we provide com-

pelling evidence that there is a neurological

and social context for three separate

pathways—which we call the tripartite

model of the relationship. The first path

includes the real relationship between the

patient and the therapist. The second path is

comprised of expectations that are maintained

and generated via cogent rationales and

treatments. The third path consists of the

benefits of healthy actions and how specific

ingredients contribute to these behaviors.

11.1 Introduction

One of the primary points of contention among

researchers over the last several decades regards

what makes psychotherapy work. The focus

of this research has varied, from studying
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techniques (e.g., specific ingredients of therapy

such as exposure or systematic desensitization),

common factors (e.g., variables found in most

therapies apart from theoretical orientation,

such as empathy, alliance, acceptance), expec-

tancy (e.g., placebo effects, client and therapist

belief in treatment), and extratherapeutic factors

(e.g., social support, spontaneous remission)

(Lambert and Barley 2002) (see Chap. 15). As

psychotherapy research has continued to evolve

in studying these factors, the focus of research

recently, it seems, is on identifying specific

treatments for specific disorders. Within the

empirically supportive treatment (EST) move-

ment, specific guidelines have been set as to

how researchers can correctly and competently

run a psychotherapy research trial in order to

determine if a treatment is effective, such as

having a tightly controlled randomized trial

with treatment manuals (see Task Force on

Promotion and Dissemination of Psychological

Procedures 1995). Norcross (2011) indicated that

there are three main pieces that are missing from

this type of research: (a) the person of the thera-

pist, (b) the therapy relationship, and c) the

patient’s nondiagnostic characteristics. The

purpose of this chapter is to present a model

that integrates the common factors (e.g., a core

group of therapeutic factors shared by all

treatments that contribute to change) and specific

ingredients, and this integrated model shows why

psychotherapy works. This model is based on

evolved human traits, and it is our contention

that psychotherapy is effective because humans

have evolved to respond to psychotherapy.

11.1.1 Can Common and Specific
Factors Coexist?

In this chapter, we propose a model that

integrates the specific factors and the common

factors at a level of abstraction that does not give

primacy to one over the other or that proposes

that one is necessary but not sufficient (see also

Chap. 15). We make the claim that neither

the common factor nor the specific ingredient

models capture the essence of why

psychotherapy is truly effective. Indeed, we

wish to move beyond the language of common

factors and specific ingredients to talk about the

factors that make psychotherapy therapeutic.

Generally speaking, researchers fall into

two camps: those who believe that treatment

ingredients are the core of effective therapy and

those who believe that common factors, patient

factors, and interactions are important. There is a

partial, although unsatisfying, resolution of these

two positions, by recognizing that the common

factors are in a sense necessary to deliver partic-

ular treatments for particular disorders, but the

specific ingredients “do the heavy lifting.” But

clearly, there remains a divide, well expressed by

David Barlow, who makes a distinction between

psychological treatments and generic psycho-

therapy. Psychological treatments contain impor-

tant “specific psychological procedures targeted

at the psychopathology at hand” which is

differentiated from psychotherapy that is built

on the common factors found in a variety of

treatments, including “the therapeutic alliance,

the induction of positive expectancy of change,

and remoralization” (Barlow 2004, p. 873).

11.1.2 Lack of Treatment Differences
in Psychotherapy

As psychotherapy research has attempted to

attain scientific rigor, a medical model of treat-

ment efficacy has been adopted. It is clear within

medicine that some treatments are more effective

than others in that specific ingredients address

the basic illness processes. As psychotherapy

research has modeled itself, to a great extent,

after the medical field, there has been a focus

on searching for treatment differences—

treatments with ingredients that address deficits

of various psychopathologies should be more

effective than treatments without these

ingredients (Barlow 2004). Indeed, Eysenck

(1952, 1961, 1966) argued that psychotherapy

as a whole may actually be harmful, but that

specific treatments could be designed to pinpoint

symptoms in order to increase positive outcomes.

Although Eysenck discussed this point nearly
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60 years ago, proponents of specific treatments

continue to indicate that therapy will not be

effective unless there are specific treatments for

specific presenting concerns (Barlow 2010).

Although the debate between common factors

and specific factors remains heated, there is an

overwhelming amount of evidence to indicate

that there are more similarities in efficacy

among treatments than there are differences. In

their seminal study regarding treatment efficacy

of psychotherapy, Smith and Glass (1977)

reported two major findings: (a) psychotherapy

is effective, and (b) when controlling for

confounding variables, there were no significant

differences among treatments. One particular

example of this is illustrated in a study conducted

by Jacobsen et al. (1996), where three treatments

were compared: behavioral activation (BA),

activation and modification of dysfunctional

thoughts (AT), and cognitive therapy (CT). Post-

treatment, 6-month, and 24-month follow-up

all indicated that the treatments were equally

effective and that no specific component of

the treatments contributed to the changes. The

authors indicate some surprise by the results, as

theory for behavioral and cognitive treatments

should support differing outcomes.

The majority of treatments in psychotherapy

trials are being tested to prove that one of the

treatments is more effective than another treat-

ment. As noted by the APA Task Force on

Promotion and Dissemination of Psychological

Procedures (1995), one of the methods of prov-

ing that a treatment is an evidence-based treat-

ment (EBT) is to compare one treatment to

an additional bona fide treatment. Bona fide

treatments are provided by trained therapists—

usually at the master’s level—and are based upon

fundamental psychological assumptions and

operable treatments offered in the community

or contain specified elements (Wampold

et al. 1997). Shadish and Sweeney (1991) indi-

cate that the studies that incorporate a direct

comparison between two treatments provide

the best evidence about treatment superiority

because they control for confounds. In order to

address this concern, Wampold et al. (1997)

conducted a meta-analysis of direct comparisons

to determine the differences among treatments.

The results from this meta-analysis indicated that

the treatments were all approximately equally

effective. Since that time, meta-analyses have

shown similar findings when focused on specific

disorders, for example, post-traumatic stress dis-

order (Benish et al 2008), alcohol-use disorders

(Imel et al. 2008), depression (Cuijpers

et al. 2005), and childhood disorders (Spielmans

et al. 2010; Miller et al. 2008).

11.1.3 Common Factors

As the discussion continues to unfold regarding

specific versus common factors that contribute

to the benefits of psychotherapy, so too continues

a discussion of what the nonspecific factors

really are. In 1936, Rosenzweig coined the term

“implicit common factors” to explain how

psychotherapy treatment works. Rosenzweig

discussed four common factors: (a) the

therapist’s personality being perceived as

motivating or encouraging, (b) using a therapeu-

tic theory to apply to the client’s personality,

(c) providing a space for catharsis, and

(d) reinventing psychological events.

Although these four factors contributed

tremendously to the understanding of the

components that contribute to psychotherapy

effectiveness, the most notable model regarding

the common factors was first presented by

Jerome Frank (1961, 1973) and extended in

1991 by Frank and Frank. The common factors

outlined in this model include the following: (a) a

helping relationship that allows therapeutic space

to emote and confide in the therapist, (b) a ratio-

nale rooted in the therapeutic context that is

accepted by both the therapist and the patient,

and (c) the provision of a ritual that ensures both

the patient and therapist are participating in the

process—and that this participation must be

believed as helpful and viable. There are a myr-

iad of rituals that can exist within the psychother-

apeutic context—Frank and Frank outline six

elements that will be common to beneficial

rituals. The first is to attend to the patient’s

experiences of demoralization and continue to
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maintain and develop a relationship throughout

this emotional process. The second is the impor-

tance of the therapist instilling hope and expecta-

tion that therapy will be helpful. Next, the

therapist assists the patient by establishing a

new way of understanding presenting issues

through self-discovery, guidance, and illustra-

tion. The fourth and fifth relate to rituals that

involve emotional arousal and that enhance

patient self-efficacy. Last, the therapeutic context

exists as a forum to practice newfound skills

regarding self-discovery and affective processes.

As the conversation continues to grow in

regards to common factors, the number of factors

has also risen. Prior to Frank and Frank (1991)

publishing their most recent model of common

factors, a content review found that almost

90 common factors had been outlined in the

psychotherapy literature (Grencavage and

Norcross 1990). This content review paired

down the 90 common factors by overlapping

themes, which resulted in five separate domains

that included client factors, therapist factors,

therapeutic processes, structure of therapy, and

relationship factors. As a result of this abundance

of common factors, authors have attempted to

reign in the theory to collapse the fundamentals

of common factors (e.g., Tracey et al. 2003).

There is strong research evidence in support

of common factors. Although the research evi-

dence supporting common factors is primarily

correlational, the amount of evidence is difficult

to dispute. There are several examples of the

evidence for common factors—especially when

the outcome for common factors was unexpected

(e.g., Jacobson et al. 1996). Beyond overall treat-

ment effectiveness, studies have shown that it is

not the specific ingredients that make changes at

posttreatment, but that clients show changes

throughout different phases of the therapeutic

process—which is attributable to common

factors. For example, early responders to a

supportive therapy control group specifically

focused on the relationship had higher rates of

remission than patients in the experimental

conditions (Renaud et al. 1998). Indeed, this

lends to empirical evidence supporting that

patients improve in phases, rather than solely

responding to techniques to improve symptoms.

For example, the phase model of change has been

empirically supported to indicate that common

factors improve well-being, symptom reduction,

and life functioning (Kopta et al. 1994). Com-

mon factors have been shown to be especially

essential within separate phases, such as positive

expectancies, role preparation, and collaborative

goal formation being particularly important

within the early process of psychotherapy

(see Defife and Hilsenroth 2011).

In addition to overall treatment and phase

outcomes, there is a large basis of support for

specific common factors. For example, the alli-

ance has been shown to have an overall effect

size of 0.28 on treatment outcome (Horvath

et al. 2011), 0.22 in child and adolescent

populations (Shirk et al. 2011), and 0.26 in cou-

ple and family therapy (Friedlander et al. 2011).

In addition to the alliance contributing a moder-

ate effect to positive treatment outcomes, several

other common factors indicate similar effects,

such as empathy (r ¼ 0.31; Elliott et al. 2011),

positive regard (r ¼ 0.27; Farber and Doolin

2011), and genuineness (r ¼ 0.24; Kolden

et al. 2011) (see also Chap. 15). While these

effect sizes are indicators of moderate effects

on treatment outcomes, they all account for a

portion of the variance related to the effective-

ness of psychotherapy. The effect sizes presented

in the meta-analyses also provide an undeniable

contribution of the common factors to how

patients respond to psychotherapy.

11.1.4 Healing

One method for bridging the gap that exists

between the two separate schools of thought for

the level of specificity of treatments is to exam-

ine the origins of healing. We contend through-

out this chapter that psychotherapy is effective

because there is an evolutionary basis to the

responsiveness to psychotherapy. Essentially,

the main reason why psychotherapy emerged

was because it employs the human characteristics

that enable healing. We contend throughout this

chapter that, as a field, we have forgotten one of
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the fundamental components of why psychother-

apy research exists in the first place—we want to

know if and how it works. Thus, bridging the gap

between common factors and specific ingredients

is not proving which one works, but coming to a

consensus that both work because humans are

hardwired to respond to psychotherapy.

Although healing occurs in many forms across

species, faith healing is uniquely human. There is

an evolutionary significance related to human

characteristics. Although humans and animals

have evolved in similar ways, there are human

practices that have occurred cross-culturally

from the beginning of humankind that are

universally and distinctively human—and do

not exist in infrahuman species (Wilson 1978).

One of these practices is, interestingly, faith

healing. Jerome Frank (Frank and Frank 1991)

discussed the similarities of faith healing and

psychotherapy:

Methods of supernatural healing highlight the

close interplay between assumptive systems and

emotional states and the intimate relation of both

to health and illness. Healing rituals also bring

out the parallels between inner disorganization

and disturbed relationships with one’s group,

and illustrate the healing power of patterned

interactions of patient, healer, and group within

the framework. . .certain properties of healing

rituals in the nonindustrialized societies resemble

naturalistic methods of psychotherapy in ways that

may serve to increase our understanding in both

(p. 87–88).

Academic discussions regarding faith healing

and mental healing appear to have begun as early

as 1913. Painter (1913) provided the historical

connection between faith and mental healing

where he describes healing practices that were

recorded prior to 1500 B.C., such as healing by

magic at the hands of physicians and priests. He

proceeds to describe a rich cross-cultural history,

spanning from Jews, Babylonians, Egyptians,

Chaldeans, Hindus, Chinese, and early Greeks

who were told by healers to appeal to their imag-

ination, even when drugs were administered.

Shapiro and Shapiro (1997) and Fabrega (1997)

similarly provide a historic account of sickness

and healing. As an extension of healing by the

hands of priests, faith healing and psychotherapy

have been described as similar healing practices

(Dow 1986).

11.2 Humanistic Characteristics

While there are a myriad of ways in which faith

healing and psychotherapy are interconnected,

this chapter will focus on three core evolutionary

hypotheses that explain how humans have

evolved to gain positive outcomes from psycho-

therapy: (a) belongingness and social related-

ness, (b) empathy, and (c) expectations.

11.2.1 Belongingness and Social
Relatedness

According to Bowlby (1969, 1973, 1980),

belongingness and social relatedness are charac-

teristic of humans and are indeed necessary for

survival and fitness. For example, to ensure sur-

vival, infants must have a caregiver who is

responsive to the emotional and physical needs

of the child. Even when infants are provided with

the necessary means for physical survival (i.e.,

food, shelter), they may not survive due to the

lack of emotional connection. One of the primary

examples of this was demonstrated from an

experiment conducted by Harry Harlow in the

1960s when he showed that rhesus monkeys

will choose a surrogate “mother” made of cloth

over a wire “mother” providing milk—indicating

the importance of social comfort and contact.

Provision of food (viz., the milk) was insufficient

as these monkeys failed to thrive, displaying

abnormal sexual and social behaviors in adult-

hood and lacking the necessary provision of care

to their own infants.

In addition to attachment being a necessary

component for survival, belongingness is a basic

evolved human need (Baumeister 2005). One of

the evolutionary reasons that belongingness is

ultimately such a great need for humans is that

it promotes reproduction by bringing potential

mates into contact with one another. In addition,

belongingness also stimulates social relations by

ensuring that groups of individuals will share
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resources and care for one another in times of

need (e.g., fighting off enemies and defending

resources against predators).

The evolutionary evidence of belongingness

is strong—unattached individuals are more likely

to develop cancer, tuberculosis, and heart disease

than those in romantic relationships (Baumeister

2005). As an extension of his argument,

Baumeister provides additional evidence that

social connectedness is a stronger predictor of

happiness than any other factor and that mental

illness is from 3 to 20 times higher among

divorced than married people. Simple acts, such

as being present with a significant other or hold-

ing the hand of a loved one, can increase the

toleration of pain, with the expected concomitant

neural processes (Benedetti 2011). Benedetti

indicates that these specific types of relationships

“benefit from greater regulatory effects on the

neural system involved in negative emotions,

e.g., the affective components of pain” (p. 149).

The evidence indicating that community can

be created through faith healing is compelling.

The concept of integrating outsiders into com-

munity based on faith healing is important; if

belongingness existed only for those who were

already connected, there would be a complete

loss of hope for those who were displaced or

those who needed to change community to gain

a different healing perspective. Bringing in

outsiders to establish belongingness has been at

the forefront of how psychotherapy works—a

stranger is meant to provide a supportive envi-

ronment for one who needs healing. An example

of this phenomenon is best illustrated by the

importance of traditional healers and mental

health professionals within indigenous

communities (Kirmayer 2004). Both types of

faith healing were seen as being an important

aspect of creating belongingness within the

community but also fostered the integration of

those who were not already a part of the

community.

As mentioned earlier in this chapter, social

connectedness has an evolutionary basis, where

attachments are innate connections that form the

moment humans are born (Bowlby 1969) and

that there is a fundamental need to belong that

has been adaptive to help humans survive and

reproduce (Leary et al. 1995). The concept of

social contagion also has interesting implications

for an evolutionary understanding of emotional

reactions and social connectedness. Social con-

tagion has been defined as “the spread of affect,

attitude, or behavior from Person A (the “initia-

tor”) to Person B (the “recipient”), where the

recipient does not perceive an intentional influ-

ence attempt on the part of the initiator (Levy and

Nail 1993, p. 266).” According to Levy and Nail,

the theory of social contagion has been around

for over 100 years; however, recent analyses

of social influence are beginning to shed light

on the impact of social networks and emotions.

For example, Fowler and Christakis (2008)

conducted a study with data from the

Framingham Heart Study, indicating that happi-

ness was correlated with individuals who were

connected within a social network. These data

indicate that those associated with individuals

who were happy also reported more happi-

ness—thus concluding that happiness can be

conceived as a form of “social infection.”

To support the data and theories presented

by Fowler and Christakis (2008), Hill

et al. (2010) present the susceptible-infected-

susceptible (SISa) disease model, connecting

positive and negative affect to the number of

connections that an individual has over periods

of time. There is evidence of the contagiousness

of certain moods, such as depression. In a

meta-analysis with over 4,900 participants,

depressive mood and symptoms were shown

to be highly contagious, especially in studies

with confederates and actual friends and

acquaintances (Joiner and Katz 1999). Regarding

positive mood, Hill et al. report data from the

Framingham Heart Study, indicating that each

content contact with another individual increases

the probability of an individual becoming more

content by 11 %; conversely, each discontent

contact increased the likelihood of becoming

discontented by 100 % per year. The authors
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determined that, after controlling for factors such

as age, sex, or education, the results remained

the same.

11.2.2 Empathy

Empathy is an additional mechanism that

underlies the effectiveness of psychotherapy—

and has evolved mainly to ensure that humans

care for one another. Empathy is very complex

and has many purposes. Beings can share the

emotions of others, evaluate the causes for

others’ affective states, and identify with the

other being by adopting his or her perspective.

Empathy is necessary for the regulation of coop-

eration, goal sharing, and social interactions

and allows beings to rapidly and automatically

understand the emotional states of other beings

(de Waal 2008). Frans de Waal has spent his

career researching primates and emotional

expression in separate species—eventually to

provide evidence that indicates there is evolu-

tionary pressure to have rapid emotional connect-

edness. The origin of empathy likely began with

parental care, where a signaling infant in distress

would urge the caregiver into action. This empa-

thetic reaction led to more global empathetic

aptitude in humans, transformed from raising

children into broader social relationships,

allowing for communities to band together, dis-

tribute resources, and survive (de Waal 2008).

Although the explanation for the evolutionary

basis for empathy is fairly straightforward, the

actual biological and social processes of empathy

are more complex. The perception-action model

(PAM) (Preston and de Waal 2002) describes the

mechanisms of empathy:

At the core of the empathetic capacity lies a mech-

anism that provides the observer [the subject] with

access to the subjective state of another [the

object] through the subject’s own neural and

bodily representations. When the subject attends

to the object’s state, the subject’s neural

representations of similar states are automatically

and unconsciously activated. The more similar and

socially close two individuals are, the easier the

subject’s identification with the object, which

enhances the subject’s matching motor and auto-

nomic responses. This lets the subject get “under

the skin” of the object, bodily sharing its emotions

and needs, which in turn may foster sympathy and

helping (de Waal 2008, p. 286).

PAM is especially important to understand

when looking at the several different layers of

empathy. De Waal (2008) describes these layers

in the metaphor of the Russian doll. The inner-

most doll level is represented by PAM, which

represents the unconscious, strictly biological

mechanisms of empathy—a level at which

motor mimicry (imitation) and emotional conta-

gion (empathy) are engaged. The middle doll is

exemplified by coordination, shared goals (imi-

tation), sympathetic concern, and consolation

(empathy). The outermost doll includes true imi-

tation, emulation (imitation), perspective-taking,

and targeted helping (empathy).

At its most basic, emotional contagion is

demonstrated by feeling alarmed by the distress

of others or a mother’s distress provoked by her

offspring’s own distress. Motor mimicry, a form

of empathy, represents automatically emulating

another’s posture, voice, or facial expressions—

this occurs immediately and microscopically and

often goes unnoticed by the perceiver. On the

other hand, there is much top-down processing

of the information about the internal states

of others, particularly their goals, desires,

motivations, and beliefs (Boyer and Barrett

2005; Hutto 2004; Stich and Ravenscroft 1994;

Thomas 2001). This processing, which is typi-

cally referred to as theory of the mind (although

some theorists refer to it interestingly as folk

psychology—one’s lay theories of behavior),

has been defined as a person’s own “description

and explanation of mental function” (Thomas

2001, p. 3). A theory of mind is arguably

uniquely human. These descriptions allow

humans to understand others, to discriminate

between those who will assist and those who

will be a threat, and to create social groups.

According to Boyer and Barrett (2005), a theory

of mind leads to “coalitional alliance, based on a
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computation of other agents’ commitments to a

particular purpose.. . .as well as the development

of friendship as an insurance policy against vari-

ance in resources” (p. 109). Not unexpectedly,

there are cultural differences in such top-down

processing (Thomas 2001).

Empathy is most often produced through

facial expression of affect and other nonverbal

cues, especially at the innermost perception-

action level. We contend that empathy is an

underlying evolutionary mechanism that

contributes to the effectiveness of psychother-

apy—when a patient expresses affect through

vocal intonation, gestures, or facial expression,

this will elicit the support from the therapist

(Williams 2002). Thus, humans are predisposed

to obtain assistance from designated caregivers

and to depend on social support in times of need.

11.2.3 Expectations

The human brain is designed for the past and

future as well as the present. That is, humans

can recall the past, in vivid imagery, as well as

anticipate the future. The expectations created

thereby have powerful effects not only in the

mind but on the body. The power of expectations

becomes evident from examining the effects of

placebos on humans.

Robust placebo effects have been

demonstrated in many areas of medicine.

The expectation that an inert substance (i.e., a

placebo) will be analgesic not only affects

patients’ reports of pain reduction but demonstra-

bly has been shown to result in the release of

endogenous opioids, a substance with known

analgesic effects (Amanzio et al. 2001; Levine

et al. 1978). In addition, placebo medications

given to patients with Parkinson’s disease result

in visible motoric activity but also result in an

increase of endogenous dopamine (Benedetti

2011). A particularly informative meta-analysis

examined the effects of adherence to medication

regimens on mortality rates of several trials

of effective and harmful drugs (Simpson

et al. 2006). Not surprisingly, patients who

adhered to the regimen of effective drugs had

lower mortality rates than did patients who did

not adhere. However, patients who adhered to the

placebo regimens in these same trials also had

lower mortality rates than those who did not

adhere to the placebo regimen, suggesting that

those who believed that the medication was

effective and used it (ingested the placebo as

instructed) benefited. Although there are other

explanations (e.g., those who take medication

also have healthier habits generally), another

result of this meta-analysis supports the belief-

expectation hypothesis. Not surprisingly, those

patients who took harmful drugs (i.e., those that

were less effective than the placebo) had poorer

outcomes than those who did not take the harm-

ful drugs. What is surprising is that those who

took the placebo still had lower mortality rates

than those who did not take the placebo, even for

a condition in which it turned out the drug was

harmful.

There is accumulating evidence that

expectations created in the medical context are

critical to the effectiveness of many medical

procedures. In a series of studies, Benedetti and

colleagues delivered analgesics to hospital

patients in two conditions: (a) patients were

aware that they were receiving the medication,

as it was administered by a physician who told

them that the medication was a powerful analge-

sic, and (b) patients were given the medication

surreptitiously (i.e., were unaware that they

received the analgesic). Patients in the former

condition reported less pain and needed less

additional medication to control pain than the

patients in the former condition. Benedetti

(2011) estimates that telling a patient that they

will receive a powerful analgesic and getting a

placebo is equivalent to 6 to 9 mg. of morphine.

Kirsch and colleagues (see Kirsch 2009) estimate

that more than 90 % of the effects of

antidepressants are due to expectation effects.

There is evidence, as well, that the attributions

made about the treatment, particularly about

one’s own ability to control internal states and

external events, are critical for the benefits of

treatments (Kirsch 1990). In an ingenious exper-

iment in the 1970s, Jerome Frank and colleagues

(Liberman 1978) designed an essentially bogus
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treatment for outpatient neurotics, which

consisted of various laboratory tasks. Patients

were told that performance on these tasks

would lead them to be better able “to handle”

their problems in real life, and they were given

feedback that they would be gradually improving

at performing the tasks, even if they were not.

Surprising to some perhaps, the patients experi-

enced significant symptom reduction and

improved well-being. Patients in this treatment

were randomly assigned to two conditions,

designed to show the power of expectations.

In one condition, patients were told that their

performance on the laboratory tasks was due

to their hard work—these patients generally

maintained their treatment gains after treatment.

Patients in the other condition had been given a

placebo before treatment and after treatment

were told that their increasingly successful per-

formance on the laboratory tasks was due to the

medication—these patients relapsed (relative to

the other condition), presumably because they

had been induced to attribute their success to

the medication rather than to their ability to

master issues in their lives (Liberman 1978;

Wampold and Weinberger in press). Interest-

ingly, this study was replicated (unknowingly)

by Powers and Emmelkamp (2008) in a study

that gave an herb to patients before they

completed an in vivo exposure treatment for

claustrophobia. Those patients who were told

after the treatment that the herb was a sedative

relapsed to a greater extent than patients who

were told that the herb was a stimulant or that

the herb was inert. Clearly, the attributions that

one makes about one’s efforts and the expecta-

tion that they can control or master their

difficulties have an effect on symptoms (see

Kirsch 1990).

There are instances in which placebo effects

can be induced unconsciously through a condi-

tioning paradigm, but such conditioning effects

are relatively rare and it is difficult to rule out

cognitive mediation of such effects (Benedetti

2011). Generally, there is evidence that the

healing setting, the manner in which the healer

explains the treatment and its effects, and the

healing ritual exert particularly powerful effects

through expectations. Indeed, there is much neu-

roscientific evidence for expectancy effect in the

healing context (see Benedetti 2011).

There is some speculation that responses to

placebos by way of expectancy are an evolved

characteristic, although the evidence here is not

conclusive. Evans (2004) contends that the psy-

chological triggers that elicit a web of chemical

messengers involved in the placebo response

have been the result of millions of years of evo-

lution. He states that one evolutionary argument

for this expectation response is that placebo

effects allowed earlier humans to survive and

reproduce more successfully. For example,

scientists indicate that many different types of

mammals (e.g., rats, dogs, guinea pigs, etc.) are

susceptible to a phenomenon known as immune

conditioning, which is similar to the placebo

response. However, Wall (1999) argues that the

mechanisms involved in placebos and human

pain are much more complex. He states that

pain can sometimes be terminated by social

events, such as care and attention from others

and having the expectation that pain would

decrease from these social events would be evo-

lutionarily beneficial. The effects of expectancy

seems to be a ubiquitous human characteristic,

which is related to the rise of healing practices as

the healer creates the expectations through the

rituals of the practice and the cultural acceptance

of the practice.

11.3 A Tripartite Model of the
Relationship in Psychotherapy

We provide the following tripartite model in

order to elucidate how evolutionary processes

have contributed to the importance of the thera-

peutic relationship. This model was first

presented in Wampold and Budge (2012) and is

expanded upon in this chapter. The three rela-

tionship pathways contribute to mechanisms of

change via separate but complementary paths.

We first describe the real relationship between

the patient and the therapist (Gelso 2009). Next,

we describe how expectations are maintained and

generated via cogent rationales and treatments
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(Wampold 2007). Last, we describe the benefits

of healthy actions and how specific ingredients

contribute to these behaviors. Prior to describing

the pathways, we provide a discussion of the

therapeutic bond and its influence on the real

relationship, the creation of expectations, and

participation in healthy actions.

11.3.1 The Initial Therapeutic Bond

As the initial therapeutic work in psychotherapy

begins, the therapeutic bond is formed—which

then leads to an agreement of tasks and goals

(Bordin 1979). The complex process of the work-

ing alliance includes both bottom-up and

top-down processing that contributes to the

patient’s trust toward the therapist. This is an

almost instantaneous determination. Humans

are evolved to make very rapid determinations

of whether someone is a friend or foe. A series of

experiments have shown that individuals make

explicit trait judgments based on photographic

presentation of faces. Within 100 milliseconds

of seeing a face, judgments are made; when

exposure time increased to 500 ms, conclusions

became more confident and negative (Willis and

Todorov 2006). Benedetti (2011) suggests that

these judgments indicate that exploring the face

is not necessary given the speed at which the

judgments are made. Although trust may be

enhanced through several different mechanisms

within the therapeutic relationship, it is important

to note that patients likely make initial judgments

about whether or not they can trust their therapist

within milliseconds.

This initial judgment may impact therapy

to some extent—however, patients’ previous

predisposition to healing also impacts the thera-

peutic relationship. As healing practices are

ubiquitous across cultures, a positive orientation

toward the healer and the healing setting is

enhanced when the practice is unconditionally

accepted by the predominant culture (Wampold

2001). In addition to a positive predisposition,

patient motivation for change can impact the

patient’s engagement while in therapy, whether

the client stays in therapy, and how positively the

therapy can impact the patient (Prochaska and

Norcross 2001; Ryan et al. 2011). Further

characteristics that may impact the therapeutic

bond include the patient’s perception of

the therapist’s expertness (Frank 1961, 1964;

Heppner and Claiborn 1989; Orne and Wender

1968) and similarity of group identification

(Cabral and Smith 2011).

It would be impossible for patients to engage

in a therapeutic relationship without having

feelings, perceptions, and reactions toward their

therapist—these judgments will most likely be

based on previous or concurrent interpersonal

relationships. According to psychodynamic

schools of thought, this concept is considered to

be transference. Patients arrive to therapy with

predisposed schemas that will be influenced by

the relationship with the therapist; countertrans-

ference will also contribute to the bond and how

judgment is formulated within the dyad.

11.3.2 The Real Relationship

In the psychotherapy context, the real relation-

ship is a connection based on realistic

perceptions and genuineness (Gelso 2009). Real-

istic observations are perceptions that exclude

transferential distortions, and genuineness is the

ability to be transparent, honest, and authentic

(Gelso and Carter 1994). Gelso and Carter

explain:

In general, as the participants work together, and

as their working bond strengthens, they will come

to experience more positive reactions toward

one another. Tied to the manner in which the

participants have worked together (and thus their

working alliance), the client, for example, may

come to see the qualities in the therapist (e.g.,

loyalty or a sense of humor) that the client realisti-

cally admires and likes. (p. 299)

One of the primary effective components

within the therapeutic relationship involves the

patient’s ability to disclose difficult—often

shameful—information and in return has the

assurance of a continuing relationship with a

therapist who is trained and expected to be

empathic. Of course, patients who have had
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difficulty with attachment (e.g., anxious or

avoidant) may particularly benefit from a thera-

pist who understands these difficulties and

replies deeply, authentically, and empathically

to this patient (see Elliott et al. 2011; Farber

and Doolin 2011). The therapeutic benefits of

this relationship should not be underestimated.

The real relationship appears to be widely

accepted as a concept; however there is a lack

of understanding as to how it is therapeutic. We

assert that the main way positive outcomes are

achieved through the real relationship is through

the salutary effects of being connected to another

human being, particularly one who is invested in

the other’s well-being. Earlier, we discussed the

evolutionary bases for belongingness and the

importance of social connectedness for psycho-

logical well-being. We presented research

evidence indicating that there are deleterious

effects when individuals feel disconnected

(Baumeister 2005) and that social connectedness

acts as a buffer for mental health (Benedetti

2011; Hill et al. 2010). Many patients present

with problems with attachment, social

relationships, or insufficient social support—all

prognostic indicators of psychopathology. Sim-

ply said, the real relationship is therapeutic

because it is a real relationship with an important

and significant other.

One of the primary benefits of the real rela-

tionship is that the general well-being of the

patient is the focus of therapy—not symptom

reduction. It is predictable that the effects of the

real relationship would increase with each thera-

peutic “dose” of connectedness. Subsequently,

the outcome of the real relationship is that psy-

chological well-being will increase incremen-

tally over the course of therapy. Academic

scholarship has shown support that receiving

“doses” of connectedness based on experiencing

the real relationship does improve psychological

well-being. The therapist’s perception of the

real relationship has been shown to predict the

reduction of patient posttreatment symptoms,

indicating that the real relationship can provide

positive outcomes within psychotherapy

(Marmarosh et al. 2009). In addition, patient-

rated genuineness of the real relationship and

therapeutic bond were related to improved

outcomes in a brief therapy intervention

(Lo Coco et al. 2011).

11.3.3 Creation of Expectations

We discussed previously that healing practices

characterize all societies, past and present, and

that much of the effect of healing practices

involve expectation. The second pathway for

the relationship is through the creation of

expectations.

The provision of hope (e.g., “remoralization”)

as a positive expectation is a key factor in client

improvement in the therapeutic process (Frank

1973). This concept is practically one in the same

with the concept of expectations. Greenberg

et al. (2006) provide illustrations of instilling

hope, such as a therapist saying “It makes sense

that you sought this type of help for your

difficulties” or “depressions do respond to treat-

ment and the prognosis is quite good” (p. 671)—

which will contribute to positive psychotherapy

outcomes. Before a relationship is even created,

remoralization can occur from the moment the

appointment is made to the minute the patient

walks in the door for the first time (Frank and

Frank 1991; Wampold 2001). In essence, it is

therapeutic to simply seek services and expect

that the services will be effective.

More broadly, this pathway is focused on

specific coping expectations and procedures for

solving specific problems. We contend that these

expectations are generated via the relationship

with the therapist. Patients typically present

with “folk” psychology beliefs about their

problems and do not allow for explanations that

will solve these concerns (Wampold 2001, 2007;

Wampold et al. 2007), For example, “I am lonely

because I am physically unattractive and cannot

therefore make friends.” Of course, this is some-

what circular because if the patient’s explanation

were adaptive, the patient would enact the
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solutions. A primary therapeutic activity of the

therapist is to provide an adaptive explanation.

For example, the patient is lonely because she

does not have social skills necessary to make

friends. The patient’s acceptance of an adaptive

explanation creates the expectation that therapy

will assist in enacting a solution (i.e., “something

can be done to help me”). This explanation is

powerful to the patient because it makes sense

(i.e., is rational from the patient’s perspective)

but importantly because it is provided by a

trusted therapist.

After the patient accepts the explanation, the

patient participates in therapeutic rituals that the

patient believes will be helpful. These rituals

may not make sense necessarily to psychologists,

as was clearly the case in Lieberman and Frank’s

(Liberman 1978) laboratory tasks discussed ear-

lier in this chapter—the important aspect here is

that the patient believes that the tasks will be

helpful in coping with his or her problems,

which then further creates the expectation that

the patient has “control” over their problems.

This “control” has been discussed in various

ways, including mastery (Frank and Frank

1991; Liberman 1978), self-efficacy (Bandura

1986), or response expectancies (Kirsch 1990).

Recent treatments created to contain no active

ingredients, when provided by therapists who

believe in them and they are acceptable to

patients, perform as well as treatments

containing “scientifically” derived ingredients.

One particular example of this is present-

centered therapy for PTSD, which contained nei-

ther of the ingredients specific to the experimen-

tal treatment, but was found to be as effective

(McDonagh et al. 2005, see also Wampold

et al. 2010).

The alliance literature provides the primary

evidence indicating that both agreement to an

adaptive explanation and participation in a thera-

peutic ritual are beneficial. Establishing goals

and providing tasks of therapy are two major

components that contribute to the alliance.

Hundreds of studies show that early therapeutic

alliance is related to outcome (Horvath

et al. 2011). This evidence also indicates that

there are no differences among treatments

regarding the effectiveness of the alliance—that

is, some tasks (e.g., CBT) are not more advanta-

geous than agreement about other tasks that may

be considered “less scientific” (see Flückiger

et al. 2012; Horvath et al. 2011). There has

been specific evidence in the literature that

agreement on goals and engaging in tasks are

related to both the therapeutic alliance and to

positive psychotherapy outcomes, as evidenced

by effect sizes of 0.34 and 0.27 respectively

(Tyron and Winograd 2011). Allocation of tasks

has also exhibited an impact on positive therapy

outcomes. Psychotherapeutic tasks are outlined

in a myriad of ways (e.g., homework, common

factors, therapeutic actions). Homework has

displayed a moderate relationship (r ¼ 0.36)

with therapy outcomes (Kazantzis et al. 2000).

It is critical that our main point is

emphasized—expectations rely on a coherent

explanation and simultaneous therapeutic tasks.

Generating these expectations by merely

connecting to the patient (keeping in mind that

the real relationship is imperative) is not

enough—specific ingredients, a term many use,

are absolutely necessary to create the appropriate

expectations.

11.3.4 Participation in Healthy Actions

We conclude our presentation of the tripartite

model by explaining the third pathway—the

patients’ engagement in healthy behaviors.

Thus far we have described the process of the

relationship being used to incite participation

within the therapeutic environment. Yet, partici-

pation in these activities is therapeutic for an

important reason above and beyond the creation

of expectations. All of these activities induce

the patient to do something helpful—substitute

adaptive attributions for maladaptive ones,

address emotional issues with significant others,

act assertively, develop friendships, express

repressed emotions, and so forth. The particular

activities differ dramatically among therapeutic

orientations. Successful treatments induce the

patient to act in ways that are healthy and
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contribute to increased functioning and more

integration into their community.

As tension still exists between those who

endorse contextual versus medical explanations

for the efficacy of psychotherapy, it remains

undetermined whether the benefits of

participating in healthy behaviors are because

of specific factors. Each of the actions may

speak to a certain patient shortfall or generate a

specific coping skill. Thus, the notion of speci-

ficity is on point in suggesting that the particular

ingredient of treatment is therapeutic. However,

the helpful aspects of the therapy possibly accu-

mulate simply because the patient is engaging in

healthy actions in and of themselves, regardless

of what those actions are—a myriad of healthy

actions for numerous mental disorders are

established as therapeutic (Wampold 2007).

Conclusion

One of the primary purposes of this chapter

was to provide a rationale for the evolutionary

relational bases for the efficacy of psychother-

apy. We believe that the heart of psychother-

apy has been lost in the debate of specific

versus nonspecific factors; in the end, we

know that psychotherapy is effective, yet

there continues to be a lack of understanding

for the mechanisms of change within the pro-

cess. Instead of debating these processes, we

argue that humans are evolutionarily designed

to respond to psychotherapy.

One possible solution in moving away

from specific versus common factors is to

acknowledge that faith healing is ubiquitous

across cultures and that humans are primed to

respond to psychotherapy as a healing prac-

tice. In this chapter, we provided compelling

evidence that there is a neurological and

social context for three separate pathways—

which we call the tripartite model of the rela-

tionship. This model explicates a holistic pro-

cess that may help the field to move forward.

Energy and resources should be propelled into

understanding more about why psychotherapy
works, instead of primarily relying on efficacy

studies that indicate one treatment might work

better than another. Process-oriented research

will most likely dominate the next phase of

psychotherapy research. Researchers should

focus more on ways to test how the

components of the tripartite model are linked

to one another—for example, how empathy

and expectations present and are felt within

therapy to contribute to the relationship and

thus how these are combined with discussions

of tasks and goals to lend to both global

outcomes and symptom-specific outcomes.

Researchers must embrace multiple methods

in order to test the concentration of processes

that occur within therapy—using fMRI tech-

nology to understand biological processes of

empathy, using qualitative methods to under-

stand a more nuanced look at the relationship,

and developing quantitative measures to test

how the processes are related to multiple types

of outcomes. We believe that embracing the

unique characteristics that allow us to respond

to healing will move the field into a direction

of having a richer understanding and appreci-

ation of the process and outcome of

psychotherapy.

References

Amanzio M, Pollo A, Maggi G, Benedetti F (2001)

Response variability to analgesics: a role for

non-specific activation of endogenous opioids. Pain

90:205–215. doi:10.1016/S0304-3959(00)00486-3

American Psychological Association, Task Force on Pro-

motion and Dissemination of Psychological

Procedures (1995) Training in and dissemination of

empirically-validated psychosocial treatments: Report

and recommendations. Clin Psychol 48:3–23

Bandura A (1986) The explanatory and predictive scope

of self-efficacy theory. J Soc Clin Psychol 4:359–373.

doi:10.1521/jscp.1986.4.3.359

Barlow DH (2004) Psychological treatments. Am Psychol

59:869–878

Barlow DH (2010) Negative effects from psychological

treatments: a perspective. Am Psychol 65:13–20.

doi:10.1037/a0015643

Baumeister RF (2005) The cultural animal: human nature,

meaning, and social life. Oxford University Press,

New York

Benedetti F (2011) The patient’s brain: the neuroscience

behind the doctor-patient relationship. Oxford Univer-

sity Press, New York

Benish SG, Imel ZE, Wampold BE (2008) The relative

efficacy of bona fide psychotherapies for treating post-

11 The Relationship: How It Works 225

http://dx.doi.org/10.1037/a0015643
http://dx.doi.org/10.1521/jscp.1986.4.3.359
http://dx.doi.org/10.1016/S0304-3959(00)00486-3


traumatic stress disorder: A meta-analysis of direct

comparisons. Clin Psychol Rev 28:746–758. doi:10.

1016/j.cpr.2007.10.005

Bordin ES (1979) The generalizability of the psychoana-

lytic concept of the working alliance. Psychother The-

ory Res Pract 16:252–260. doi:10.1037/h0085885

Bowlby J (1969) Attachment and loss. Vol. 1: Attach-

ment. Basic Books, New York

Bowlby J (1973) Attachment and loss, Vol. 2: Separation-

anxiety and anger. Basic Books, New York

Bowlby J (1980) Attachment and loss, Vol 3: Loss-

sadness and depression. Basic Books, New York

Boyer P, Barrett HC (2005) Domain specificity and intui-

tive ontologies. In: Buss DM (ed) The handbook of

evolutionary psychology. Wiley, Hoboken, NJ,

pp 96–118

Cabral RR, Smith TB (2011) Racial/ethnic matching of

clients and therapists in mental health services: A

meta-analytic review of preferences, perceptions, and

outcomes. J Couns Psychol 58:537–554. doi:10.1037/

a0025266

Cuijpers P, van Lier PAC, van Straten A, Donker M

(2005) Examining differential effects of psychological

treatment of depressive disorder: An application of

trajectory analyses. J Affect Disord 89:137–146.

doi:10.1016/j.jad.2005.09.001

DeFife JA, Hilsenroth MJ (2011) Starting off on the right

foot: common factor elements in early psychotherapy

process. J Psychother Integr 21(2):172

de Waal FBM (2008) Putting the altruism back into altru-

ism: the evolution of empathy. Annu Rev Psychol

59:279–300. doi:10.1146/annurev.psych.59.103006.

093625

Dow J (1986) Universal aspects of symbolic healing: a

theoretical synthesis. Am Anthropol 88:56–69. doi:10.

1525/aa.1986.88.1.02a00040

Elliott R, Bohart AC, Watson JC, Greenberg LS (2011)

Empathy. Psychotherapy 48:43–49. doi:10.1037/

a0022187

Evans D (2004) Placebo: mind over matter in modern

medicine. Harper Collins, London

Eysenck HJ (1952) The effects of psychotherapy: an

evaluation. J Consult Psychol 16:319–324. doi:10.

1037/h0063633

Eysenck HJ (1961) Handbook of abnormal psychology:

an experimental approach. Basic Books, Oxford,

England

Eysenck HJ (1966) The effects of psychotherapy. Interna-

tional Science Press, New York

Fabrega H (1997) Evolution of sickness and healing.

University of California Press, Berkeley

Farber BA, Doolin EM (2011) Positive regard. Psycho-

therapy 48:58–64. doi:10.1037//0033-3204.38.4.390

Flückiger C, Del Re AC, Wampold BE, Symonds D,

Horvath AO (2012) How central is the alliance in

psychotherapy? – A multilevel longitudinal meta-

analysis. J Couns Psychol 59(1):10–7

Fowler JH, Christakis NA (2008) Dynamic spread of

happiness in a large social network: longitudinal

analysis over 20 years in the Framingham Heart

Study. Br Med J 337

Frank JD (1961) Persuasion and healing: a comparative

study of psychotherapy. Johns Hopkins University

Press, Baltimore

Frank JD (1964) Group psychology and the elimination of

war. Int J Group Psychother 14:41–48

Frank JD (1973) Persuasion and healing, 2nd edn. Johns

Hopkins University Press, Baltimore

Frank JD, Frank JB (1991) Persuasion and healing: a

comparative study of psychotherapy, 3rd edn. Johns

Hopkins University Press, Baltimore

Gelso CJ (2009) The time has come: the real relationship

in psychotherapy research. Psychother Res 19

(3):278–282. doi:10.1080/10503300902777155

Gelso CJ, Carter JA (1994) Components of the psycho-

therapy relationship: their interaction and unfolding

during treatment. J Couns Psychol 41:296–306.

doi:10.1037/0022-0167.41.3.296

Greenberg RP, Constantino MJ, Bruce N (2006) Are

patient expectations still relevant for psychotherapy

process and outcome? Clin Psychol Rev 26:657–678.

doi:10.1016/j.cpr.2005.03.002

Grencavage LM, Norcross JC (1990) Where are the

commonalities among the therapeutic common

factors? Profes Psychol Res Pract 21:372–378.

doi:10.1037/0735-7028.21.5.372

Heppner PP, Claiborn CD (1989) Social influence research

in counseling: a review and critique. J Couns Psychol

36:365–387. doi:10.1016/j.cpr.2005.03.002

Hill AL, Rand DG, Nowak MA, Christakis NA (2010)

Emotions as infectious diseases in a large social net-

work: the SISa model. Proc R Soc B 277:3827–3835.

doi:10.1098/rspb.2010.1217

Horvath A, Del Re AC, Flu¨ckiger C, Symonds D (2011)

The alliance in adult psychotherapy. Psychother The-

ory Res Pract Train 48:9–16. doi:10.1037/a0022186

Hutto DH (2004) The limits of spectatorial folk psychol-

ogy. Mind Lang 19:548–573

Imel ZE, Wampold BE, Miller SD, Fleming RR (2008)

Distinctions without a difference: Direct comparisons

of psychotherapies for alcohol use disorders. Psychol

Addict Behav 22:533–543. doi:10.1037/a0013171

Jacobson NS, Dobson KS, Truax PA, Addis ME, Koerner

K, Gollan JK, et al (1996) A component analysis of

cognitive-behavioral treatment for depression. J Con-

sult Clin Psychol 64(2):295

Joiner TE, Katz J (1999) Contagion of depressive

symptoms and mood: meta-analytic review and

explanations from cognitive, behavioral, and interper-

sonal viewpoints. Clin Psychol Sci Pract 6:149–164.

doi:10.1093/clipsy.6.2.149

Kazantzis N, Deane FP, Ronan KR (2000) Homework

assignments in cognitive and behavioral therapy: a

meta-analysis. Clin Psychol Sci Pract 7:189–202.

doi:10.1093/clipsy.7.2.189

Kirmayer LJ (2004) The cultural diversity of healing:

meaning, metaphor and mechanism. Br Med Bull

69:33–48. doi:10.1093/bmb/ldh006

226 S.L. Budge and B.E. Wampold

http://dx.doi.org/10.1093/bmb/ldh006
http://dx.doi.org/10.1093/clipsy.7.2.189
http://dx.doi.org/10.1093/clipsy.6.2.149
http://dx.doi.org/10.1037/a0013171
http://dx.doi.org/10.1037/a0022186
http://dx.doi.org/10.1098/rspb.2010.1217
http://dx.doi.org/10.1016/j.cpr.2005.03.002
http://dx.doi.org/10.1037/0735-7028.21.5.372
http://dx.doi.org/10.1016/j.cpr.2005.03.002
http://dx.doi.org/10.1037/0022-0167.41.3.296
http://dx.doi.org/10.1080/10503300902777155
http://dx.doi.org/10.1037//0033-3204.38.4.390
http://dx.doi.org/10.1037/h0063633
http://dx.doi.org/10.1037/h0063633
http://dx.doi.org/10.1037/a0022187
http://dx.doi.org/10.1037/a0022187
http://dx.doi.org/10.1525/aa.1986.88.1.02a00040
http://dx.doi.org/10.1525/aa.1986.88.1.02a00040
http://dx.doi.org/10.1146/annurev.psych.59.103006.093625
http://dx.doi.org/10.1146/annurev.psych.59.103006.093625
http://dx.doi.org/10.1016/j.jad.2005.09.001
http://dx.doi.org/10.1037/a0025266
http://dx.doi.org/10.1037/a0025266
http://dx.doi.org/10.1037/h0085885
http://dx.doi.org/10.1016/j.cpr.2007.10.005
http://dx.doi.org/10.1016/j.cpr.2007.10.005


Kirsch I (1990) Changing expectations: a key to effective

psychotherapy. Brooks/Cole, Pacific Grove, CA

Kirsch I (2009) The Emperor’s new drugs: exploding the

antidepressant Myth. Random House, London

Kopta SM, Howard KI, Lowry JL, Beutler LE (1994)

Patterns of symptomatic recovery in psychotherapy.

J Consult Clin Psychol 62:1009–1016. doi:10.1037/

0022-006X.62.5.1009

Lambert MJ, Barley DE (2002) Research summary on the

therapeutic relationship and psychotherapy outcome.

Psychother Theory Res Pract Train 38:357–361.

doi:10.1037//0033-3204.38.4.357

Leary MR, Tambor ES, Terdal SJ, Downs DL (1995)

Self-esteem as an interpersonal monitor. The

sociometer hypothesis. J Pers Soc Psychol

68:518–530. doi:10.1037//0022-3514.68.3.518

Levine JD, Gordon NC, Fields HL (1978) The mechanism

of placebo analgesia. Lancet 2:654–657. doi:10.1016/

S0140-6736(78)92762-9

Levy DA, Nail PR (1993) Contagion: a theoretical and

empirical review and reconceptualization. Genet Soc

Gen Psychol Monogr 119:235–285

Liberman BL (1978) The role of mastery in psychother-

apy: Maintenance of improvement and prescriptive

change. In: Frank JD, Hoehn-Saric R, Imber SD,

Liberman BL, Stone AR (eds) Effective ingredients

of successful psychotherapy. Johns Hopkins Univer-

sity Press, Baltimore, pp 35–72

Lo Coco G, Gullo S, Prestano C, Gelso CJ (2011) Rela-

tion of the real relationship and the working alliance to

the outcome of brief psychotherapy. Psychotherapy

48:1–9. doi:10.1037/a0022426

Marmarosh CL, Gelso CJ, Markin RD, Mallery C, Choi J,

Majors R (2009) The real relationship in psychother-

apy: relationships to adult attachments, working alli-

ance, transference, and therapy outcome. J Couns

Psychol 56:337–350. doi:10.1037/a0015169

McDonagh A, Friedman M, McHugo G, Ford J,

Sengupta A, Mueser K (2005) Randomized trial of

cognitive-behavioral therapy for chronic posttrau-

matic stress disorder in adult female survivors of

childhood sexual abuse. J Consult Clin Psychol

73:515–524. doi:10.1037/0022-006X.73.3.515

Miller S, Wampold B, Varhely K (2008) Direct

comparisons of treatment modalities for youth

disorders: A meta-analysis. Psychother Res 1:5–14.

doi:10.1080/10503300701472131

Norcross JC (ed) (2011) Psychotherapy relationships that

work: evidence-based responsiveness. Oxford Univer-

sity Press, New York, NY

Orne MT, Wender PH (1968) Anticipatory socialization

for psychotherapy: method and rationale. Am J

Psychiatr 124:1202–1212

Painter CF (1913) The evolution of mental healing. Bos-

ton Med Surg J 169:605–611. doi:10.1056/

NEJM191310231691703

Powers MB, Emmelkamp PMG (2008) Virtual reality

exposure therapy for anxiety disorders: A meta-

analysis. J Anxiety Disord 22(3):561–569. doi:10.

1016/j.janxdis.2007.04.006

Preston SD, de Waal FBM (2002) Empathy: its ultimate

and proximate bases. Behav Brain Sci 25:1–72.

doi:10.1017/S0140525X02000018

Prochaska JO, Norcross JC (2001) Stages of change.

Psychother Theory Res Pract Train 38:443–448.

doi:10.1037//0033-3204.38.4.443

Renaud J, Brent DA, Baugher M, Birmaher B, Kolko DJ,

Bridge J (1998) Rapid response to psychosocial treat-

ment for adolescent depression: a two-year follow-up.

J Am Acad Child Adolesc Psychiatry 37

(11):1184–1190

Rosenzweig S (1936) Some implicit common factors in

diverse methods of psychotherapy. Am J Orthopsychi-

atry 6:412–415. doi:10.1111/j.1939-0025.1936.

tb05248.x

Ryan R, Lynch M, Vansteenkiste M, Deci E (2011) Moti-

vation and autonomy in counseling, psychotherapy,

and behavior change: A look at theory and practice.

Couns Psychol 39:193–260. doi:10.1177/

0011000009359313

Shadish WR, Sweeney RB (1991) Mediators and

moderators in meta-analysis: There’s a reason we

don’t let dodo birds tell us which psychotherapies

should have prizes. J Consult Clin Psychol

59:883–893. doi:10.1037/0022-006X.59.6.883

Shapiro AK, Shapiro E (1997) The placebo: Is it much

ado about nothing? In: Harrington A (ed) The placebo

effect: an interdisciplinary exploration. Harvard Uni-

versity Press, Cambridge, MA, pp 12–36

Simpson SH, Eurich DT, Majumdar SR, Padwal RS,

Tsuyuki ST, Varney J et al (2006) A metaanalysis of

the association between adherence to drug therapy and

mortality. Br Med J 333:15. doi:10.1136/bmj.38875.

675486.55

Smith ML, Glass GV (1977) Meta-analysis of psychother-

apy outcome studies. Am Psychol 32:752–760. doi:10.

1037/0003-066X.32.9.752

Spielmans G, Gatlin E, McFall J (2010) The efficacy of

evidence-based psychotherapies versus usual care for

youths: Controlling confounds in a meta-reanalysis.

Psychother Res 20(2):234–246. doi:10.1080/

10503300903311293

Stich S, Ravenscroft I (1994) What is folk psychology?

Cognition 50:447–468

Task Force on Promotion and Dissemination of Psycho-

logical Procedures (1995) Training in and dissemina-

tion of empirically-validated psychological treatment:

Report and recommendations. Clin Psychol 48:2–23

Thomas RM (2001) Folk psychologies across cultures.

Sage, Thousand Oaks, CA

Tracey TJG, Lichtenberg JW, Goodyear RK, Claiborn C,

Wampold BE (2003) Concept mapping of therapeutic

common factors. Psychother Res 13:401–413. doi:10.

1093/ptr/kpg041

Tyron G, Winograd G (2011) Goal consensus and collabo-

ration. In: Norcross JC (ed) Psychotherapy relationships

11 The Relationship: How It Works 227

http://dx.doi.org/10.1093/ptr/kpg041
http://dx.doi.org/10.1093/ptr/kpg041
http://dx.doi.org/10.1080/10503300903311293
http://dx.doi.org/10.1080/10503300903311293
http://dx.doi.org/10.1037/0003-066X.32.9.752
http://dx.doi.org/10.1037/0003-066X.32.9.752
http://dx.doi.org/10.1136/bmj.38875.675486.55
http://dx.doi.org/10.1136/bmj.38875.675486.55
http://dx.doi.org/10.1037/0022-006X.59.6.883
http://dx.doi.org/10.1177/0011000009359313
http://dx.doi.org/10.1177/0011000009359313
http://dx.doi.org/10.1111/j.1939-0025.1936.tb05248.x
http://dx.doi.org/10.1111/j.1939-0025.1936.tb05248.x
http://dx.doi.org/10.1037//0033-3204.38.4.443
http://dx.doi.org/10.1017/S0140525X02000018
http://dx.doi.org/10.1016/j.janxdis.2007.04.006
http://dx.doi.org/10.1016/j.janxdis.2007.04.006
http://dx.doi.org/10.1056/NEJM191310231691703
http://dx.doi.org/10.1056/NEJM191310231691703
http://dx.doi.org/10.1080/10503300701472131
http://dx.doi.org/10.1037/0022-006X.73.3.515
http://dx.doi.org/10.1037/a0015169
http://dx.doi.org/10.1037/a0022426
http://dx.doi.org/10.1016/S0140-6736(78)92762-9
http://dx.doi.org/10.1016/S0140-6736(78)92762-9
http://dx.doi.org/10.1037//0022-3514.68.3.518
http://dx.doi.org/10.1037//0033-3204.38.4.357
http://dx.doi.org/10.1037/0022-006X.62.5.1009
http://dx.doi.org/10.1037/0022-006X.62.5.1009


that work: evidence-based responsiveness. Oxford Uni-

versity Press, New York, NY

Wall PD (1999) The placebo and the placebo response. In:

Wall PD, Melzack R (eds) Textbook of pain, 4th edn.

Churchill Livingstone, New York

Wampold BE (2001) The great psychotherapy debate:

model, methods, and findings. Lawrence Erlbaum

Associates, Mahwah, NJ

Wampold BE (2007) Psychotherapy: the humanistic (and

effective) treatment. Am Psychol 62:857–873. doi:10.

1037/0003-066X.62.8.857

Wampold BE, Budge SL (2012) The relationship—and

it’s relationship to the common and specific factors of

psychotherapy. Counsel Psychol 40:601–623

Wampold BE, Weinberger J (in press) Critical thinking in

the design of psychotherapy research. In: Alarcón RD,

Frank JB (eds) To persuade and to heal: a tribute to

Jerome D. Frank. Johns Hopkins Press, Baltimore

Wampold BE, Mondin GW, Moody M, Stich F,

Benson K, Ahn H (1997) A meta-analysis of outcome

studies comparing bona fide psychotherapies:

Empirically, “all must have prizes”. Psychol Bull

122:203–215. doi:10.1037//0033-2909.122.3.203

Wampold B, Imel Z, Bhati K, Johnson-Jennings M (2007)

Insight as a common factor. In: Castonguay L, Hill C

(eds) Insight in psychotherapy. American Psychologi-

cal Association, Washington, DC, pp 119–139

Wampold BE, Benish SG, Imel ZE, Miller SD, Laska K,

Del Re AC, Baardseth TP, Budge SL (2010) What

works in the treatment of PTSD? A response to Ehlers

et al. Clin Psychol Rev 30:269–276. doi:10.1016/j.cpr.

2010.06.005

Williams AC (2002) Facial expression of pain: an evolu-

tionary account. Behav Brain Sci 25:439–488. doi:10.

1017/S0140525X02000080

Willis J, Todorov A (2006) First impressions: making

up your mind after a 100-ms exposure to a face.

Psychol Sci 17:592–598. doi:10.1111/j.1467-9280.

2006.01750.x

Wilson EO (1978) On human nature. Harvard University

Press, Cambridge, MA

228 S.L. Budge and B.E. Wampold

http://dx.doi.org/10.1111/j.1467-9280.2006.01750.x
http://dx.doi.org/10.1111/j.1467-9280.2006.01750.x
http://dx.doi.org/10.1017/S0140525X02000080
http://dx.doi.org/10.1017/S0140525X02000080
http://dx.doi.org/10.1016/j.cpr.2010.06.005
http://dx.doi.org/10.1016/j.cpr.2010.06.005
http://dx.doi.org/10.1037//0033-2909.122.3.203
http://dx.doi.org/10.1037/0003-066X.62.8.857
http://dx.doi.org/10.1037/0003-066X.62.8.857


Quantitative Data Analysis in
Psychotherapy Process Research:
Structures and Procedures

12

Dan Pokorny

Contents

12.1 Psychotherapy Process in the Mirror

Statistical Data Analysis . . . . . . . . . . . . . . . . . 229

12.1.1 What Is the Psychotherapy Process? . . . . . . 229

12.1.2 Psychotherapy Process Data . . . . . . . . . . . . . . . 230

12.2 The Invention of a Data Matrix . . . . . . . . . 231

12.2.1 History and Philosophy of the Data

Matrix . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 231

12.2.2 Organization of a Data Matrix . . . . . . . . . . . . 233

12.2.3 The Case of the Single Case . . . . . . . . . . . . . . . 234

12.2.4 More Complex Data Organizations . . . . . . . 235

12.2.5 Coding the Events Inside the Therapy

Session . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 235

12.2.6 Data Acquisition and Documentation . . . . . 238

12.3 The Landscape of Data Analysis . . . . . . . . 239

12.3.1 Basic Bivariate Methods . . . . . . . . . . . . . . . . . . . 239

12.3.2 Advanced Methods . . . . . . . . . . . . . . . . . . . . . . . . . 240

12.3.3 Where to Read About It . . . . . . . . . . . . . . . . . . . 242

12.3.4 Interpretation and the Way Back . . . . . . . . . . 242

12.4 Statistical Consultation in the Mirror of

Psychotherapy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 243

Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 244

References . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 245

Abstract

This chapter outlines and discusses the

structures and procedures of quantitative data

analysis in psychotherapy process research.

These aspects will be described in two main

steps: (a) exploring the complex psycho-

therapy process and usefully constructing the

data structures to simplify a targeted reality

and (b) statistically analyzing the data and

testing the results in the original material.

Psychotherapy research is understood as a

process that is substantially influenced by

researchers’ personal perspectives and

attitudes. Finally, the statistical consultation

within this creative process is discussed as

interpersonal activity that relies on the work-

ing alliance of collaborating colleagues.

12.1 Psychotherapy Process in the
Mirror Statistical Data Analysis

12.1.1 What Is the Psychotherapy
Process?

The most open and, therefore, most eloquent

definition describes the psychotherapy process

as “any event occurring during psychotherapy”

(Orlinsky et al. 2004). Consider the following

example of such events:

The patient is sitting in the waiting room with the

questionnaires the therapist asked her to
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complete. (Let us presume first that the patient

is a she and the therapist is a he; please
reread this paragraph once more, later

switching the gender roles.) She is reading

the questions and crossing some answers rap-
idly and hesitating and biting the pencil dur-

ing other ones. The therapist invites her to his
room, and they are speaking with each other

as they do each Friday from 3:00 to 3:50

pm. The voice recorder is recording their
voices. They hear the speech melody and the

pitch of the voice and the pauses; they under-

stand the meaning of the words and try to
understand the messages hidden behind the

words. He observes the rhythm of her breath.

Some neurons in her brain are extremely
activated, and his mirror neurons take note

of it. He does not consciously perceive the

smells coming out of her skin. The therapist’s
dog sitting under the table can do this

500 times better. It licks the hand of the

patient. The patient smiles. The therapist
smiles, too. None of these lastly mentioned

events—the breaking point of the therapy—

was recorded by the high-tech machine.
In this chapter, we will try to describe the

steps on the way there, from the complex nature

of a real psychotherapy process to data structures

that are quantitatively analyzable by statistical

procedures, for one or many patients, as well as

a very short outline of the way back, linking the

statistical results with phenomena observed with

an origin in the therapy sessions.

In our fictitious first example, we will call the

patient Alice and the therapist Bob. These model

names were introduced in cryptography research;

Alice is sending the encrypted message to Bob,

and Bob is trying to decrypt it. This is surely one

of the aspects of communication in the therapeu-

tic setting.

12.1.2 Psychotherapy Process Data

Daniel Stern (2004) has shown in his

experiments that even during very simple

activities, such as eating breakfast, humans

reveal themselves as very complex. Following

his empirical approach, we could fill this book

whole with the description of the Friday session.

Nevertheless, we would never be able to fully

capture what the real psychotherapy process

is. Following Stern’s approach again, let us

observe the activity of the psychotherapy

researcher. The researcher radically reduces the

scope of the empirical observation and gains the

data. The data have the structure of one or more

data matrices; their rows represent the cases, i.e.,

observations, and the columns represent the

observed variables, i.e., their properties. This

radical reduction of uncountable process events

to a simple data structure can be inadequate,

misleading, appropriate, clever, smart, creative,

or—in a lucky case—even ingenious and leading

to new discoveries, such as Luborsky and Crits-

Christoph (1998), or opening new branches of

psychotherapy research, such as Orlinsky and

Howard (1967). Multiple different appropriate

formalizations of the same reality are possible

in most research situations. The search for

correspondences between the complex world

and simplified and useful formal structures is a

basic challenge for data analysis, statistics, and

mathematics in general.

Before we start the often nearly infinite pro-

cess of data collection, as discussed below

(Sect. 12.2.6), we have to consider the nature of

collected data as variables and their organization

into data structures. Variables differ according to

the range of their possible values:

• Dichotomous variables have two possible

mutually exclusive values, such as gender or

secure/insecure attachment.

• Nominal variables have a finite range of unor-
dered categorical values, for example, the

classification of attachment representation

into secure, dismissing, preoccupied, and

unresolved trauma.

• Ordinal variables have a finite range of line-

arly ordered categories; a typical represen-

tative is the Likert scale with five ordered

categories, such as “never,” “rarely,”

“often,” “mostly,” and “always.”

• Interval-scaled variables have a subset of real

numbers as the range, such as the body tempe-

rature of a human being.
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These basic variable types (see also Chap. 13

and Hill and Lambert 2004) are sufficient for

most research situations and for most psycho-

therapy process researchers. Nevertheless, there

are numerous other variable types, such as circu-

larly scaled variables, where values are ordered

in a cycle without a natural beginning or end,

such as 7 days in the week. Circularly scaled

variables are necessary for analyzing cyclic pro-

cesses—for example, seasonal effects or disorder

onsets—that repeat within a day, week, or year.

These are also helpful during analyses of the

circumplex structures introduced by Leary.

Another complexly organized situation—

hierarchically ordered structure—arises in the

classifications issued by diagnostic systems,

such as the International Classification of

Diseases ICD-10 (WHO 2010) or the Diagnostic
and Statistical Manual of Mental Disorders

DSM-V (APA 2013). Hot discussions on the

DSM-V demonstrate the role of subjective

opinions and personal or group interests in any

formalization of real-life issues. A process

research example of this structure is the system

Core Conflictual Relationship Theme—Leipzig-

Ulm,CCRT-LU (Albani et al. 2008, www.ccrt-lu.

org)—which has five hierarchical levels with

2–120 relationship categories.

The scaling is chosen by the researcher rather

than by observed objects per se. Our young psy-

chotherapist Bob might tend to classify patients’

problems into different categories, or he could

prefer a model with more clear-cut ordinal

dimensions. A transsexual researcher would

likely distinguish four gender categories rather

than two; a biologist could even consider gender

a continuum. The choice of variable scaling

could be freely associated to individuals’ pre-

ferred categorical or continuous perspective of

the world.

A statistical investigation of real-world events

reflected in the data has two substantial consecu-

tive phases:

• Design and creation of the data matrix

(or matrices) for the data to be collected

• Statistical data analysis (or analyses)

We advocate strongly, during the planning of

a study, the consideration of these two phases in

this sequence. We discuss these two topics, data

structures in Sect. 12.2, and data analysis in

Sect. 12.3.

12.2 The Invention of a Data Matrix

12.2.1 History and Philosophy of the
Data Matrix

In the pioneer times of statistics, mathematicians

computed using paper, pencils, and their brain.

The emphasis was on finding sophisticated

mathematical formulas suitable for manual

computations. In the pioneer times of computers,

numerous programs were written for a great vari-

ety of statistical problems. Data structures dif-

fered from program to program; thus, it was

necessary to prepare the data from the same

study in multiple different ways to accommodate

different programs. Over time, it became clear

that data analyses could be more comfortable and

efficient when all evaluation procedures operated

with the same data structure.

This led to the development of statistical

packages that used the same philosophy of data

representation for all included procedures. These

packages were developed step-by-step from

samples of similarly designed programs into

integrated systems based on a common executing

engine in the core. Main contributors during this

era were the statisticians at universities frustrated

by user-unfriendly and inefficient software

landscapes. Statistical program packages that

substantially influenced the world of the data

analysis in this period were “Biomedical

Programs” (BMD, later BMDP), “Statistical

Programs for Social Sciences” (SPSS), “Statisti-

cal Analysis System” (SAS), and numerous

others.

The basic data structure of these systems is

composed of the rectangular data matrix and the

describing meta-information. The horizontal

rows of the data matrix correspond to the cases

from the investigated sample (like patients,

sessions, or words) and its columns correspond

to the observed variables (like gender, age,

scores on psychometric instruments, and nearly
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anything else). The values in cells of the data

matrix can be numbers or alphanumerical strings.

Within the descriptive meta-information,

properties of the variables are captured using a

concise variable name (“gender”), a sufficiently

longer variable label (“gender of the patient”),

and—particularly for categorical variables—the

value labels (w ¼ “woman,” m ¼ “man”).

Hence, the system file contains a self-describing

data structure, making the documentation tasks

considerably more convenient.

The system currently most widespread—but

not exclusively used—in the field of psychology

and psychotherapy science is likely SPSS. (See

www.spss.com and the links therein.) The data

matrix is the basic file type of the system; there

are also other file types where computational

procedures (data manipulations, statistical

computations) or results (tables, graphs) can be

stored. SPSS is not the only system in the field;

however, its system file is a de facto standard for

data documentation and sharing between

collaborating researchers and laboratories.

SPSS and similar systems were developed as

program packages of tools and contain a very

broad spectrum of data analysis procedures;

even a very advanced specialist does not use

them all. On the other side, the algorithms out-

side of this portfolio are not realizable in the rule.

For this reason, these systems have been called

“program cans”—you can select the food, you

can warm it up quickly, but you cannot cook your

own. The current system version offers advanced

possibilities for data input and transformation,

step result presentation, etc.; you can at least

modify the canned food.

An alternative approach is offered by the R

Project for Statistical Computing (www.r-proj

ect.org), a high-level programming language ori-

ented to statistical applications that allows a do-

it-yourself development of any statistical proce-

dure. The project is a de facto standard for the

publication or sharing of statistical algorithms.

The system can be acquired as a free add-on of

the SPSS system.

The data matrix is an interface between the

psychotherapy process in the real world and

quantitatively oriented statistical reasoning (see

Fig. 12.1). The key to meaningful and innovative

data analysis lies in finding and designing a suit-

able representation of the psychotherapy process

using the data matrix. This representation (the

black arrow in Fig. 12.1) requires focusing on

selected aspects of the psychotherapy process

and their radical simplification. And, clearly,

there is no unique solution to this task. Once

this part is managed, the next step, i.e., the selec-

tion of appropriate statistical procedures (the

white arrow), will be comparably easy. Design-

ing the data matrix can be a very complex, chal-

lenging, and creative process for some situations

and relatively simple and nearly standard for

others. The meaning of the dashed line will be

explained later (see Sect. 12.3.4).

Fig. 12.1 The data matrix as a bridge between the real world and data analysis
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12.2.2 Organization of a Data Matrix

Let us assume that Bob documented his patients’

basic information. He designed a simple data

matrix (Table 12.1) where gender, age, and

working alliance are recorded. The Working

Alliance Inventory (see Horvath and Greenberg

1989) is a 36-item instrument that assesses the

working alliance attitude. Bob prefers its short

version (Horvath 1981) that consists of 12 items,

such as “My counselor and I trust one another,”

which are answered on a 7-level ordinal scale.

The resulting score for each client is computed as

the mean of the 12 items; the value 1.0

corresponds to the minimum and the value 7.0

indicates the maximum effectiveness of the

working alliance. These data will help Bob mon-

itor the distribution of his clients’ gender and age

and their experience of the therapeutic

relationship.

We have thus simplified Bob’s job. As

discussed below, he stores (and hence

documents) all 12 original items and lets the

program compute the overall score.

Bob is a therapy trainer and is also interested

in the working alliances of his trainees. Bob does

not create two separate matrices for his patients

and trainees; rather, he stores the data of both

groups in one common data matrix and

distinguishes the groups by a dichotomously

scaled variable “group” (Table 12.2). Therefore,

he will immediately be able to compare working

alliances in the groups using an appropriate sta-

tistical test. Moreover, he has the flexibility to

analyze different subsamples by selecting a vari-

able or variables for grouping the data.

After Bob’s patients and trainees finish ther-

apy, Bob is interested in evaluating the change

that occurred during the process. He asks clients

to answer the WAI questionnaire again. Bob

hesitates, wondering if he should add the new

measurements to the bottom of the matrix as

new cases after the rows for persons A, C, . . .,

K or to the right as new variables.

His statistical advisor Dr. L strongly

recommends the second option (Table 12.3).

The reason is that data collected at the beginning

and end of therapy are linked by the investigated

client; both measurements of Alice and the other

clients are in the same line, and the same is true

for Carlos and other persons. This enables the

application of powerful tests designed for

pairwise observation.

Representing one person as two cases—i.e., as

two rows in Table 12.3—would muddle the

important fact that the two cases are related to

the same person. Moreover, this representation

would be statistically incorrect; it would reflect a

sample of 20 persons instead of the actual

10 persons.

The variable WAI-t2 has missing values for

Jana because she was absent for the last session.

The occurrence of missing values in a data

matrix is a rule rather than an exception in psy-

chotherapy science. Using different alternative

strategies, statistical procedures can address

incomplete data pretty well.

The last column was added later using the

transformation function in the program system.

This variable contains the difference between the

second and the first measurement, WAIt2 �
WAIt2. Alice’s working alliance improved at

+5.9 points, Hubert’s alliance decreased by 0.1

point, and Franciscus’ maximum score remained

Table 12.1 Simple data matrix

Person Nickname Gender Age WAI

001 Alice w 18 1.0

002 Carlos m 27 6.5

003 Dolores w 22 3.8

004 Eleonor w 19 4.2

005 Franciscus m 25 7.0

Table 12.2 Simple data matrix with two groups

Person Group Nickname Gender Age WAI

101 p Alice w 18 1.0

102 p Carlos m 27 6.5

103 p Dolores w 22 3.8

104 p Eleonor w 19 4.2

105 p Franciscus m 25 7.0

201 t Gina w 24 6.3

202 t Hubert m 21 6.9

203 t Ivana w 18 6.2

204 t Jana w 19 6.9

205 t Karl m 22 6.0
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unchanged. This once again clarifies the reason

for storing repeated measurements within one

case: It should be possible to create a new vari-

able containing their difference.

Repeated measurements need not concern

only time repetitions. Bob could ask a patient to

estimate his relationship quality with other peo-

ple close to him. In a sample of married couples,

the answers of both partners can build one case

that represents a pair of mutually linked people.

(Note: When presenting the change results, be

sure that mean differences, t-statistics, and effect

sizes are described with a positive sign to indi-

cate an increase and a negative sign to indicate a

decrease.)

Investigation at two (or three or four) time

points during, before, or after therapy is a central

approach of outcome research (see Chap. 26);

the task is to quantify and prove therapeutic

change in large patient groups. On the contrary,

process research is interested in when and how

change happens; it aims to understand what goes

on during the treatment and, particularly, the

dynamics of the personal and therapeutic

relationships (see Chap. 16; see also Chap. 11).

12.2.3 The Case of the Single Case

Bob, interested in investigating the course of

Alice’s therapy, asks her to complete his

instruments immediately after each therapy

session.

The philosophy of the data matrix and data

organization is completely different from

previously discussed cross-sectional designs.

The row of the matrix still represents a case in a

statistical sense. However, the case is one ther-

apy session now, and we address the sample of

one patient’s sessions. Alice is our “universe of

discourse” here.

This type of study is called a single case study
in the fields of medical or psychotherapy

sciences (see Chap. 20); this is sometimes

expressed by “N ¼ 1,” meaning that only one

person is in the spotlight. From a mathematical

perspective, this metaphor is rather misleading.

In the Alice case, 12 sessions constitute the sam-

ple, and the sessions are 12 cases from this

sample.

Bob organizes the data into a data matrix

shown in Table 12.4.; the matrix rows contain

the information from one of Alice’s sessions. The

variables date, or alternatively day, are

Table 12.3 Data matrix with two groups and two repeated measurements

Person Group Nickname Gender Age WAI t1 WAI t2 W2 � W1

101 p Alice w 18 1.0 6.9 +5.9

102 p Carlos m 27 6.5 6.8 +0.3

103 p Dolores w 22 3.8 4.7 +0.9

104 p Eleonor w 19 4.2 5.6 +1.4

105 p Franciscus m 25 7.0 7.0 0.0

201 c Gina w 24 6.3 6.6 +0.3

202 c Hubert m 21 6.9 6.8 �0.1

203 c Ivana w 18 6.2 6.5 +0.3

204 c Jana w 19 6.9 X X

205 c Karl m 22 6.0 6.8 +0.8

Table 12.4 Simple single case analysis, the “Alice case”

Person Session Date Day WAI

1 1 Oct 03 0 1.0

1 2 Oct 10 7 7.0

1 3 Oct 17 14 3.2

1 4 Oct 24 21 3.7

1 5 Oct 31 28 4.5

1 6 Nov 07 35 4.6

1 7 Nov 14 42 4.0

1 8 Nov 21 49 5.3

1 9 Nov 28 56 5.7

1 10 Dec 05 63 6.4

1 11 Dec 12 70 7.0

1 12 Dec 19 77 6.9
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technically important for the therapy to maintain

the time structure. Using these data, Bob can

examine the nature of the development and deter-

mine whether he can see and statistically prove

apparent increasing or decreasing trends.

Bob would likely wish that scores improve

smoothly and steadily. This is usually not the

case in real process research studies; typically,

we see curves that show numerous leaps and

bounds. In our fictitious example, after the first

session, Alice answered all items extremely neg-

atively as an expression of her resistance to the

therapy. After the second session, she answered

all items extremely positively for similar

resisting reasons. After the third session, she

started to collaborate and answer the question

with honest self-reflection. It was the key session

of the therapy when the dog was licking her hand.

Encouraged by the successful analysis of

Alice’s case, Bob started to collect session-by-

session data from all of his patients and clients.

The structure of his database is considerably

more complex than the single case design in

Table 12.4 (one patient with many sessions) or

a cross-sectional design with two repetitions,

such as in Table 12.3 (many patients with two

sessions). Even the design with a fixed number or

repeated measures would be a statistically easy

case (for instance, many patients, each with

exactly four measurements). Bob’s challenge is

that the number of therapy sessions with his

patients differs from case to case. Nevertheless,

within the frame of variance analysis (and else-

where), there is a design for handling this differ-

ence. Bob will ask Dr. L for details.

12.2.4 More Complex Data
Organizations

Until now, we have seen basic examples of how

categorical or continuous data can be organized

into a data matrix suitable for statistical analysis.

Sometimes, the data organization in real-life

research can be considerably more complicated:

More matrices can be necessary for a useful

representation of the situation at hand. For

instance, when investigating the dynamic of the

group therapy, the feelings of the therapist can be

documented in one matrix, the patients’ feelings

can be documented in the second matrix, and the

mutual evaluation of patients can be documented

in the third. Current statistical software systems

can handle these complex situations.

Statistical data analysis proceeds collected

categorical or continuous data mostly in a quan-

titative way: The information in data matrices is

elaborated to be described in terms of means,

standard deviations, frequencies, correlations,

effect sizes, statistics, or significance. The statis-

tical considerations and consultations concerning

the structure of the data matrix or matrices

should take place before the study starts and

focus on the organization of data structures first.

12.2.5 Coding the Events Inside
the Therapy Session

The fictitious single case study of Alice

addresses one aspect of the dynamics of the psy-

chotherapy process, the self-estimation of the

patient, which was performed immediately after
the sessions but not during the sessions; observa-

tion of the process during the therapy sessions is

much more challenging. The variety of channels

and perspectives is potentially infinite and so is

the variety of possible organizations of the data

matrix. Let us mention, or at least imagine, some

of them.

In the 1970s, psychotherapy researchers

started to work very intensively with verbatim

session protocols, and many research methods

considered transcripts the basic data source for

investigations. After a period of typewriting

documents, text analysis assisted by computers

played an increasing role (see Chap. 19 and

Kächele and Mergenthaler 1983). Numerous

computer programs that enabled or facilitated

text analysis were developed, whereas statistical

software systems were designed nearly exclu-

sively to solve quantitative statistical tasks. Dur-

ing recent decades, statistical systems “learned”

to work with textual information and sophisti-

cated functions that manage text strings

completed the traditional numerical functionality
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(cf. www.spss.com). Using these new system

abilities, it is possible to analyze the transcribed

session records step-by-step in the statistical

system.

Using some simple tricks, the transcribed text

can be transformed to the data matrix,

corresponding to the first four columns of

Fig. 12.2. The first three variables are the session

number, the token word within the session, and

the speaker’s role (patient or therapist). The next

variable, a string variable, contains the words in

the sequence of how they were recorded. The

current non-fictitious example presents a small

part of a therapy session that was conducted

using Guided Affective Imagery (cf. Stigler and

Pokorny 2001).

This structure makes it possible to evaluate the

occurrence frequencies of different words (types)

in the whole therapy or differentiated by session

and/or speaker. The vocabulary used by the

patient and therapist can be analyzed by means

of computer-assisted content analysis. Here, the

Affective Dictionary UlmADU (Dahl et al. 1992),

which classifies emotional words into 8 content

categories, was applied. Using the functions of the

SPSS system, the emotion categories could be

added as a nominally scaled variable; see the

fifth column in Fig. 12.2.

During the following technical steps, the nom-

inally scaled variable ADU was expanded to the

vectors of 8 categorical dichotomous variables

that express the occurrence (yes or no) of partic-

ular emotion categories. The ADU category

number 4 in the example is joy, and category

number 8 is anxiety. The file containing this

data matrix was huge; each token word from

the transcript occupied one row in the matrix.

The next step was an operation of aggregation;

a new matrix with 25 lines corresponding to

therapy units was created. Each line contained

the occurrence frequencies of ADU categories.

After transforming the absolute frequencies into

relative ones, the sample could finally be

analyzed by standard statistical methods for

correlations and group comparisons. Hence,

starting with pure text data, it was possible to

continue until the classical quantitative methods

were used, within the same system (here SPSS)

and “under one roof.”

This study has shown remarkable differences

between the 6 imagery sessions and the

remaining standard sessions (Stigler and Pokorny

2001). The positivity index (relative frequency of
positive emotion words compared to all emo-

tional words) was considerably higher in the

imagery sessions than in standard sessions. This

was the case for 5 out of 6 sessions. One imagery

session contained negative emotional words in

the category of anxiety, which was one of the

patient’s problems. The imagery session allowed

patients to speak freely about their problems, and

this session was identified as a key session of the

therapy.

Context-free vocabulary analysis that counts

the word occurrences is, by nature, not very

sensitive to the semantic word meaning with

respect to the given context. Additionally, the

computer can hardly distinguish between a seri-

ous and sarcastic tone of voice. Hence, while the

computer-assisted analysis is considerably quick,

computer misunderstandings are to be expected.

In contrast, ratings issued by human experts are

much more sensitive—and immensely time-

consuming, too.

One such approach is the method of the Cen-

tral Relationship Conflict Theme (CCRT)

founded in the 1970s by Lester Luborsky

(Luborsky and Crits-Christoph 1998) with the

innovated category system CCRT-LU (Albani

et al. 2008). The procedure—analogous to previ-

ously mentioned ones—starts with qualitative

decisions about the type of relationship elements,

as described in Chaps. 19 and 20. The cases in the

data matrix consist of sentences or clauses, the

smallest meaningful sentence part other than

individual words. These text parts are rated by

humans, who produce a huge data matrix over

several months; this matrix is then aggregated to

relatively tiny matrices.

In the sake of controlling the subjective

factors in the rating process, a study of inter-

rater reliability is necessary: Two or more judges

rate the same portion independently, and their

ratings are then compared.
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session token speaker word ADU
… … … … …
18 500 T hmm 0
18 501 P well 0
18 502 P I 0
18 503 P feel 0
18 504 P the 0
18 505 P wind 0
18 506 P and 0
18 507 P the 0
18 508 P air 0
18 509 P that 0
18 510 P I 0
18 511 P can 0
18 512 P breathe 0
18 513 P that 0
18 514 P fresh 4
18 515 P air 0
18 516 P and 0
18 517 P feel 0
18 518 P such 0
18 519 P a 0
18 520 P feeling 0
18 521 P of 0
18 522 P freedom 4
18 523 P but 0
18 524 P if 0
18 525 P I'd 0
18 526 P come 0
18 527 P too 0
18 528 P close 0
18 529 P I'd 0
18 530 P have 0
18 531 P such 0
18 532 P a 0
18 533 P feeling 0
18 534 P in 0
18 535 P my 0
18 536 P stomach, 0
18 537 P well, 0
18 538 P like 0
18 539 P anxiety 8
… … … … …

T = therapist, P = pa�ent
ADU: Affect Dic�onary Ulm, 0 = no emo�onal word (white), 1-8 affect categories (grey).

Fig. 12.2 Simple single case analysis, the “Alice case”. T therapist, P patient, ADU Affect Dictionary Ulm, 0 ¼ no

emotional word (white), 1–8 affect categories (gray)

12 Quantitative Data Analysis in Psychotherapy Process Research: Structures and Procedures 237



Similar to astronomers using instruments for

different types of electromagnetic waves, psy-

chotherapy researchers investigate the process

from different research perspectives and personal

positions. The proceedings of the Society of Psy-

chotherapy Research in Copenhagen (SPR 2014)

and previous regular meetings include reports on

these channels:

• Relationship patterns in transcripts

• Attachment representation in projective or

narrative text

• Affective dictionary

• Affective content coded second-by-second

during the whole course of therapy

• Primary process markers

• Ruptures and their repairment

• Crying during the therapy session

• Laughing during the therapy session

• Stress measured by physiological parameters

• Tone of speech

• Mimic signals

. . . and many other phenomena until . . .

• The commonly shared silence

12.2.6 Data Acquisition and
Documentation

Bob tried to document the data as close to their

original form as possible. He followed the advice

of statistical consultant Dr. L not to lose the

information through premature data reduction.

For instance, he documented the age in years by

the patient’s last birthday like “24”, rather than in

decades like “until 20,” “21–30,” “31–40,” etc.

Anyway, Bob can categorize data from years to

decades later should that be necessary. Further-

more, there is a spectrum of statistical procedures

that can better manage original data in this case.

Bob stores all 12 items of each WAI question-

naire in a similar way and for similar reasons. It

is a good principle to develop the schemes, or

so-called masks, for the data input as closely as

possible to the original sources gained by the

process observation. For instance, many psycho-

metric instruments work with a mixture of items

formulated positively or negatively with respect

to the intended scale concept in the background.

A good strategy is to type the items’ values into

the matrix or mask in their original form. This

makes the task easier for the documenting per-

son; thus, the input process is more reliable and

error-free.

The data can be transformed to the form nec-

essary for computation by procedures that are

saved and documented in a separate file. The

procedures can then reverse the items, summa-

rize them to scale, and do everything else that is

necessary. In this discipline of data transforma-

tion, the computer is better than a human.

The strategy of dividing the phase of data

documentation into two subphases has more

advantages: (a) Bob can compare the original

information with stored data easily and check

its correctness; (b) corrections of mistyped data

can be easily solved; (c) procedures for data

manipulation—like building the scales from

items or aggregating the time-dependent data—

are transparent and can be checked again any-

time; and (d) corrected data can be easily

reanalyzed.

The correctness of stored data is one of the

fundamental issues within the quality manage-

ment of data analysis. In the early times of

computer-based technology, research data were

checked by inputting them manually twice, pref-

erably by two different people. The alternative

option was to read and control all data without

typing twice. This has been called “optical con-

trol” and has been considered a quick-and-dirty

procedure. Currently, this procedure is proudly

called “100 % check.” The data can be inputted

considerably more quickly and easily nowadays;

however, their reliability is lower.

These considerations concern mostly the

smaller projects where manual paper-and-pencil

data input is often still the most effective option.

Anyway, a completely new field of data acquisi-

tion was created by modern computer

technologies, which enabled direct data inputting

through electronic systems, like online

measurements of physiological parameters,

clients answering questionnaires using a tablet,

and Internet surveys. The reliability with respect

to possible local minor mistakes is very high and

satisfactory; the dangers lie instead in possible
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occurrences of global systematic errors. A care-

fully prepared Internet survey can be spoiled by

one hacker unless the researcher prevents it.

Nevertheless, these electronic techniques are

the data-acquisition highways of the future that

have already started being paved. Further

developments are still needed. For example,

Bob successfully dictates his case reports into

his voice recorder, which is equipped with the

newest speech-recognition program. However,

the program is still not able to transcribe reliably

the patient’s speech in the audio recordings of

Bob’s psychotherapy sessions.

12.3 The Landscape of Data
Analysis

Try to imagine the learning of basic statistical

methods as a holiday trip. Within the scope of

this chapter, there are not enough places to orga-

nize this journey. Instead, we will try to present

the map of the landscape of data analysis. We

will refer to literature and software as if we were

referring to travel bureaus organizing the

expedition.

12.3.1 Basic Bivariate Methods

In the meantime, Bob conducted more extensive

process research studies, and he would like to

analyze his data. However, he is scared of thick

textbooks full of mathematical symbols within

the most important explanations. Fortunately,

passing through the entrance gates to the land-

scape of data analysis is not as difficult as it

seems. The prerequisite is to understand the

basic principles of data organization discussed

above and to clearly distinguish the basic vari-

able scales: dichotomous, nominal, ordinal, and

interval.

Most methods for the interval-scaled

variables demand, moreover, a normal distri-

bution, the well-known bell curve introduced

mathematically by Gauss and demonstrated

experimentally by Galton. Two remarks:

(a) Some researchers argue that small sample

sizes in particular should satisfy the normality

condition by nonsignificant results in the

Kolmogorov-Smirnov or Shapiro test. How-

ever, in this case, the normality was not rejected

but it was not proven. (b) Simulation studies

have shown that outlier values or bimodality

can spoil the statistical test substantially. How-

ever, luckily, moderate shape differences of the

normal distribution can be harmless.

Many principal hypotheses in the psycho-

therapy research (and elsewhere) are connected

to bivariate methods that investigate some type

of association between two variables. There are

two basic types of methods: measures, which

estimate the closeness of association between

two variables, and tests, which decide if an asso-

ciation exists at all. Basic methods are mentioned

in Table 12.5.

Bob, using this table for navigation, looks for

methods suitable for his data presented above. To

find the association between the session number

and the WAI score, he applies the Spearman

correlation coefficient. Its value is 0.69—a posi-

tive number which was expected, or at least

wished for—and the significance of the

one-sided hypothesis is p ¼ 0.014. This number

is smaller than a conventional value, 0.050. Bob

is allowed to say that the decreasing level of

Alice’s complaints over the course of the therapy

was confirmed statistically.

The methods in Table 12.5 are generally

intended to support the researcher in making

decisions regarding the independence versus the

dependence of two variables. The dependence

question can be asked by a pair of variables of

any type.

In special cases, the variables are different

instances of the same concept. For instance,

Bob is measuring the same WAI score at the

beginning of therapy (t1) and the end of therapy

(t2). Another example: Bob asks a patient two

analogous questions about the patient’s relation-

ship to his father and his mother. Bob is asking

the analogous question twice or, in statistician

terminology, using repeated measurements. On

the one hand, Bob can test the association

between these two measurements according

Table 12.5 again.

12 Quantitative Data Analysis in Psychotherapy Process Research: Structures and Procedures 239



On the other hand, he can ask a second ques-

tion, such as: Is there improvement in WAI

between the beginning and end of therapy? Are

the estimations of the relationship to the father

and mother different? He will find appropriate

basic tests for these questions in Table 12.6.

Bob has learned the statistical methods from

Tables 12.5 and 12.6 by doing-and-trying using

the statistical system. Even more importantly,

Bob recognized when a question fell outside of

the scope of these tables. This will be particularly

the case as soon as three or more variables are

involved in the analysis concurrently. Multiple

repeated measurements on the group of patients,

comparison of therapy change between two or

more patient groups, investigating psycho-

metrical quality of a questionnaire: these are

just few examples of such situations. Bob will

ask his consultant L for help in such cases. First

after the practical experience and playing with

real and fictitious data, he will go to buy a text-

book on data analysis (cf. Sect. 12.3.3), and he

will likely understand what the people are talking

about.

The number of methods mentioned in

Tables 12.5 and 12.6 is limited. However, by

understanding their nature and using them at the

right place and time, and in a sound way, Bob

will be able to solve maybe 80 % of his statistical

questions.

It is similar to the guitar that Bob started to

play. He can play only ten chords, but it

sounds good.

12.3.2 Advanced Methods

There exists a wide landscape for quantitative

data analysis within psychotherapy process

research, including continuous and categorical

perspectives as well as a confirmatory or explo-

ratory way of questioning. A metaphoric presen-

tation of this landscape is found in Fig. 12.3. (For

a somewhat analogous representation of qualita-

tive data analysis in process research, see

Chap. 20; see Chap. 13 for an overview of the

application of different procedures of data analy-

sis in quantitative research that involves the psy-

chotherapy process.)

The First Dimension in the Landscape At the

beginning of this chapter (Sect. 12.1.2), we

described the different variable types that are

distinguished by their theoretical range. The sim-

plest variable type was dichotomous; on the

opposite pole was the interval-scaled variable

Table 12.5 Basic methods for association between two variables

Association Interval Ordinal Nominal Dichotomous

Interval Correlation test

Correlation r
Test of rho

Spearman’s rho

a a a

Ordinal Test of rho

Spearman’s rho
Test of rho

Spearman’s rho

a a

Nominal One-way ANOVA

Kruskal-Wallis H-test

Kruskal-Wallis H-test Generalized Fisher’s test a

Dichotomous 2-Sample t-test

Effect size d
Mann-Whitney U-test

Man-Whitney U-test Generalized Fisher’s test Fishers’ exact test

association—Yule’s Q

aSee the symmetric table field

Standard font: tests. Italics: measures

Table 12.6 Basic methods for repeated measures between two variables

Repeated measurements Interval Ordinal Nominal Dichotomous

Pairwise t-test Wilcoxon text McNemar test McNemar test

240 D. Pokorny

http://dx.doi.org/10.1007/978-3-7091-1382-0_13
http://dx.doi.org/10.1007/978-3-7091-1382-0_20


type. Some researchers believe that interval-

scaled variables represent the most exact and

consequently the highest quality standard of mea-

surement. In our opinion, whatever scale is most

adequate for observing a particular subject and

for the researcher’s question is the best choice.

The complexity of the variable types constitutes

the horizontal dimension, the x-axis in Fig. 12.3.

The Second Dimension in the Landscape The

goal of the investigation can be, similar to in this

study, the confirmation of one a priori stated

hypothesis or the exploration of the data struc-

ture and search for possible new hypotheses. The

confirmatory analysis is covered by the classical

theory of mathematical statistics, and the need

for exploratory data analysis (EDA) was explic-

itly stated by John Tukey. The realest studies lie

somewhere on the continuum between these two

poles. In typical empirical studies, more

hypotheses are tested, and unexpected other

findings are welcome. The orthodox methodol-

ogy school recognizes only confirmatory studies

with a single hypothesis as the research Lege

Artis. For this reason, many authors try to keep

exploratory parts of their studies secret. One

question remains unanswered: Where are the

hypotheses being born? (See Pokorny 2010)

This confirmatory vs. exploratory continuum

represents the second dimension of our land-

scape, and it is depicted as the y-axis of Fig. 12.3.

Data Analysis Methods As we can see, the

basic bivariate methods for single hypothesis

testing, such as the t-test, correlation, or a Fisher

test, are close to the bottom of the figure. These

methods are frequently used for testing basic

principal hypotheses in empirical studies. As a

metaphor, these methods keep themselves safely

on the earth.

The next level consists of slightly more com-

plex statistical methods for multiple hypothesis

Fig. 12.3 The landscape of psychotherapy research and data analysis methods. The clouds contain different

approaches to data collection
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testing. These methods are used in research that

involves nominal variables with more than two

categories, with more than two independent

variables, etc. In most cases, we address one

general principal hypothesis (such as, “Are the

means of these four groups different?”) and sub-

sequently pose a simpler a posteriori hypothesis

that elucidates the general finding (such as,

“Which of possible six group pairs contain two

different groups?”).

In the last example, we have to consider the

simultaneous inference, which means comparing

three groups, A, B, and C, and testing six a

posteriori hypotheses “simultaneously,” specifi-

cally group pairs AB, AC, BC, BD, and

CD. With ten groups, we have to test

10 � (10 � 1)/2 ¼ 45 group pairs.

The impact of this problem increases in the

subsequent higher levels; finally, we increasingly

have an explorative search for possible models

and solutions rather than stringent hypothesis

testing. This is typically the case with multivari-

ate stepwise methods (linear regression, logistic

regression, and discriminant analysis).

Typical multivariate analyses, such as factor

analysis (“classical” or “exploratory” factor anal-

ysis) or cluster analysis, have a primary goal of

finding structure in hardly comprehensible data

configurations. The findings can be used for

building hypotheses in future studies.

Descriptive or graphical procedures try to

present the data in a visual “at first glance”

way. The prominent example is Tukey’s boxplot,

originally named “box and whiskers,” which

enables the checking and presenting of the

findings of t-tests and other methods of the vari-

ance analysis. The scatterplot does this work for

the correlation of two interval-scaled variables;

some programs allow this by clicking on dots in

the graph to see which case (person, session) is

hidden behind each dot. The MOSAIC visualizes

the association between two nominal variables.

Finally, there are genuine explorative

procedures for the generation of hypotheses

using a sophisticated, exhaustive search of the

vast data material. In the “data analysis heaven”

figure, we see methods such as best subset regres-

sion or procedures for mining interesting facts

from complex databases. The pioneer role within

these approaches used the GUHA method (“gen-

eral unary hypothesis automaton”) proposed in

the 1960s by Prague mathematician Petr Hájek

(cf. Hajek et al. 1966; Hajek and Havranek 1978).

The clouds in Fig. 12.3 note different

approaches to collecting data within process

research. The positions of clouds in the data ana-

lytical landscape indicate the preferable methods

in these fields. Because process research is open

to original and creative ideas, the correspondence

between statistical and psychotherapeutic

methods is neither sharply delimited nor con-

stantly fixed as it is by the clouds in the figure.

12.3.3 Where to Read About It

There are many textbooks on methods of statisti-

cal data analysis; you can search for a suitable

one, looking inside and feeling which one

attracts you, or vice versa; let the book find

you. Anyway, we would recommend combining

the reading with practical experience with a sta-

tistical software using real or fantasy data.

Reading the theory and waiting for later under-

standing can be compared to learning languages

only by studying grammatical theory. We would

like to propose two books oriented to the

learning-by-doing or learning-by-trying or

learning-by-playing, whatever you want to call

it:

• SPSS for Dummies (Griffith 2010) introduces

the SPSS application in an easy way, which is

characteristic for this book series.

• Discovering Statistics Using IBM SPSS Sta-

tistics by Andy Field (2013), a book that is

funny, advanced, and readable.

Recent applications of data analysis in the

general field of psychotherapy research are

reported in a special issue of the journal Psycho-

therapy Research (Lutz and Hill 2009).

12.3.4 Interpretation and the Way Back

A great portion of reports on psychotherapy stud-

ies follows the black arrow from the real-life
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process to the data matrix in Fig. 12.1 (in the

sections called Introduction, Method, and Sam-

ple or Material) and the white arrow from the

data matrix to statistical procedures (in the sec-

tion Results); this direction concludes with sig-

nificant findings. Within the following section

Discussion, limitations of the study and statisti-

cal findings are discussed, and other studies’

results are being compared.

The comparison and a look back to the origi-

nally studied processes are in many cases not

included in the report. We would like at least to

briefly advocate the “back-translation” step

shown in Fig. 12.1, indicated by the dashed

line. We will try to demonstrate it on some ficti-

tious examples:

• Bob has found that Alice has shown a signifi-

cant improvement on the Working Alliance

Inventory scale, and he is eager to start a

highly theoretical interpretation of this result.

He might be recommended to check the trends

of all 12 instrument items: Are nearly all items

involved in this change or are just a few? In

the latter case, Bob might reinterpret the

results.

• After analyzing the affective vocabulary in

transcripts of Alice’s sessions, Bob has

found a significant increase in category

4, joy. Upon inspecting the word occurrences

in context, he discovered depressive idioms,

such as “Not funny.”

• In session 7, there were a dramatically higher

number of words marked by the transcribing

assistant as “not understandable by transcrip-

tion.” Bob connected this to Alice’s resis-

tance, which manifested in unclear

communication and also associated it with

the minor decrease in the working alliance

score. In fact, he was worried about it. A

first look into the transcript reveals a remark

of the transcribing assistant that says, “The

following two minutes are not understandable

because of the noise caused by military

airplanes.”

All three examples are based on situations that

really happened. The “way back” is useful for

three different roles:

• The researcher can check the plausibility of

the results and, moreover, gain highly valu-

able hints for results interpretation and

presentation.

• The therapist gets clinically comprehensible

feedback from the researcher.

• The patient can, when the results are

communicated, better understand the findings

and relate them directly to his personal

experiences.

12.4 Statistical Consultation in the
Mirror of Psychotherapy

We have outlined that the structures for data

acquisition are created by a human, a researcher,

and reflect the psychotherapy process. Plurality

of perspectives is a natural fact; researchers dif-

fer clearly in their opinion of which aspects of the

process are substantial for “useful simpli-

fication.” The design is likely elaborated during

discussions with a statistical consultant. We

understand the psychotherapy research as more

of a manifestation of interpersonal interactions of

involved persons than as an “objective” human-

independent procedure. Therefore, we try to look

at statistical consultation from the perspective of

dyadic processes.

Humanistic scientists say that five experts

have ten different opinions about one problem.

Many of them maintain that in statistics, a part of

mathematics, truths are apparent and exactly

examinable and that statistical consultants must

therefore share the universally true opinions.

Nothing could be less true. Two statistical or

methodical consultants will agree that in the

standard normal distribution, the mean is 0 and

the standard deviation is 1 by definition. When

asked what role, if any, it has within process

research, they will start to argue, and they will

disagree even more about sound strategies for the

consultation/support/supervision of their psycho-

therapy research clients. Not only their opinions

but also their attitudes toward and preferences in

the working alliance differentiated the

consultants. The nature of process research and
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of the particular researcher leads to different

prognoses of the working alliance by different

consultants. We have outlined two possible

prototypes of statistical/methodical consultation

styles in Table 12.7.

This table shows conjectures based on per-

sonal experience; we did no such empirical

study. Without a success guarantee, its lines can

serve a checklist in the search for a suitable

research partner.

The last metaphoric comment can help the

psychotherapist to understand the human being

behind the statistical/methodical consultant.

Looking at the process of consultation as a real

interaction of two real people, we came to an

amazing comparison: The statistical/methodical

consultation has certain aspects similar to those

acting within psychotherapy or counseling:

• Clients claim to have a small question (what

test shall I use here?), but they can have a

large problem (the whole data structure is

not usable).

• Clients search for help too late.

• Clients do not know exactly and consciously

what they are really interested in, but it is

possible for the client and therapist to find it

together.

• Consultation is addressed not to the problem

but to the client.

• The consultant’s feelings about the client and

the study are essential (countertransference).

• A solution the client does not accept is not a

solution.

• No good consultation is without a good help-

ing or working alliance.

• Statistical consultation is an interpersonal

relationship.

Conclusion

This chapter aims to outline and discuss the

methods of data analysis in the area of psy-

chotherapy process research. We have divided

the considerations into two fields. First, think-

ing about data structures, which consist of

two subfields of data acquisition and data

manipulation, and second, thinking about

procedures for exploration and confirmation.

Our attention was more focused on the data

structures than on the data procedures. The

reason was that in our opinion, appropriate

data structures are essential both for reflecting

the research questions and for the sound

choice of statistical procedures. We have

seen that in both fields, structures and

procedures, even the basic options can be

sufficient for studies that substantially con-

tribute to process research and that in both

fields, a nearly infinite spectrum of advanced

method options exists. Finally, we have hope-

fully shared our opinion that psychotherapy

process research can offer a lot for an

engaged, curious, and creative researcher.

What about Bob? He already left this chap-

ter. We guess he is studying other chapters of

this book now. On his desk he left the follow-

ing message (Fig. 12.4).

Table 12.7 Two prototypes of statistical consultation styles

Consultant prototype 1 Consultant prototype 2

Is critical and destructive Is critical and constructive

Knows which methods are allowed and which

methods are prohibited

Understands the nature of methods and can make his/her

judgments independent of authorities

Adapts all problems to [his/her] standard designs Uses standard designs for standard situations and searches for

creative solutions whenever necessary or desirable

Advocates only the confirmatory analysis and

prohibits exploratory procedures

Applies confirmatory and exploratory analyses and

distinguishes clearly between them

Is not really interested in the problems of the client

because he/she is an “objective” expert

Is interested in the client’s research and is emotionally

involved

And has no time for something such as that And hence he/she has time problems as well
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Abstract

To understand how and why psychotherapy

works, it is necessary to focus on (both) the

process of psychotherapy (i.e., what takes

place during the treatment) and the relation-

ship between this process and the outcome of

psychotherapy (i.e., the treatment’s clinical

effects). In the present chapter, we provide

an overview of three main quantitative

research strategies that may be differently

used to fulfill this aim. These include treat-

ment process research (which investigates

what takes place during psychotherapy,

regardless of its clinical meaningfulness),

change process research (which investigates

what takes place during psychotherapy, with

regard to its clinical meaningfulness), and

process-outcome research (which investigates

the relationship between what takes place dur-

ing psychotherapy and its clinical effects). We

first define the process and outcome of psy-

chotherapy; then, for each research approach

proposed, we review the research design, data

collection, and data analysis issues; finally,

we conclude with suggestions for future

research.

13.1 Introduction

The clinical practice of psychotherapy primarily

addresses change, which represents both the
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therapy’s means and end. In the first case, which

is usually described as the process of psychother-

apy, we address modifications of experiences,

behaviors, beliefs, feelings, fantasies, etc. that

are faced by the clients and/or therapists during

the course of a treatment. In the second case,

which is usually referred to as the outcome of

psychotherapy, we address modifications within

those specific domains (affective, cognitive,

behavioral, etc.), which represent the target of

the intervention and occur as the effect of the

therapeutic process.

Since its inception, modern psychotherapy

research has focused on the process, the outcome,

or their relationship (see Chap. 3). After an initial

period when the investigations mainly focused on

the outcome, with the aim of demonstrating the

efficacy of psychotherapy, researchers began to

also turn their attention to the process and its

relationship with the outcome, with the aim of

showing what happens during psychotherapy and
identifying why therapy works, respectively. By

doing this, the scientific investigation of psycho-

therapy has mainly been characterized by a quan-

titative research approach, although the use of

qualitative approaches has been gaining increas-

ing relevance over the last few decades (see

Chaps. 9, 12, 14, 20, 26, and 27 for an introduc-

tion and overview; see Lambert 2013 for an

extensive review).

In this chapter, we focus on three different

ways to investigate the psychotherapeutic pro-

cess, either by itself or in relation to the psycho-

therapeutic outcome (for a general introduction,

see Chap. 9). We distinguish between treatment

process research (which investigates what takes

place during psychotherapy, regardless of its

clinical meaningfulness), change process

research (which investigates what takes place

during psychotherapy, with regard to its clinical

meaningfulness), and process-outcome research

(which investigates the relationship between

what takes place during psychotherapy and its

clinical effects). Our aim is to describe the main

quantitative approaches which may be used to

answer the research questions that are posed by

each of these three different types of research.

Here, a quantitative approach is defined as any

approach that exclusively uses statistical data

analysis to answer the study’s research question

(see Chap. 12 for an introduction), regardless of

whether qualitative procedures of text analysis

may have been used to collect the data (see

Chap. 20 for a discussion on this issue).1 We

first define the process and the outcome of psy-

chotherapy; then, for each research type pro-

posed, we describe the research design, data

collection, and data analysis issues; finally, we

conclude with suggestions for future research.

When doing this, we mainly focus on individual

therapy (for an overview of quantitative research

on group therapy, see Chap. 14).

13.2 The Process and Outcome of
Psychotherapy

13.2.1 The Process of Psychotherapy

The process of psychotherapy represents anything

that can be conceptualized as a constituent of the

psychotherapeutic treatment; more specifically, it

refers to all of the events that, during the course of

a treatment, occur as part of the therapy sessions

and/or may be related to these sessions (Hill and

Lambert 2004; Orlinsky et al. 2004). These events

may refer to any domain (physiological, affective,

cognitive, behavioral, etc.) that is ascribable to the

client, to the therapist, and/or to their relationship.

This definition is highly inclusive and, thus, anal-

ogous to the definition of the treatment process

that is given by Orlinsky et al (2004); therefore, it

should be distinguished from the more specific

change process, which refers to those specific

aspects of the treatment process that represent

any clinically meaningful event “through which

1Actually, quantitative research may also be described

with regard to other aspects that are related to the research
methods (e.g., data collection, sampling, and research

designs) as well as with reference to the methodological
principles that underlie these methods and the philosoph-
ical worldviews that are the basis of these methodological

principles. However, we believe that, at a very pragmatic

and procedural level, considering data analysis is enough

to characterize the quantitative approaches to empirical

research (see Gelo 2012; Gelo et al. 2008, 2009;

Polkinghorne 1983; and Ponterotto 2005 for an articulated

discussion; also see Chap. 4).
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clients or patients are hypothesized to improve”

(p. 312; also see Greenberg 1986; Rice and

Greenberg 1984) (see Fig. 13.1).

Thus, for example, the client’s verbalization

of emotions will be considered an aspect of the

general treatment process, unless it is theoreti-

cally supposed (or empirically shown) to repre-

sent a clinically significant aspect of the process;

in the latter case, it will be considered an aspect

of the change process. In the present chapter,

unless otherwise specified, we will refer to the

treatment process whenever the more general

terms of “process” or “therapeutic process”

are used.

An extremely useful heuristic description of

the different main facets of the therapeutic pro-

cess is provided by the Generic Model of Psy-

chotherapy (Orlinsky et al. 2004).2 These include

the following: (1) the therapeutic contract (refer-

ring to the organizational aspects of the process),
(2) the therapeutic operations (referring to the

technical aspects of the process, including the

client’s presentation, the therapist’s understand-

ing, the therapist’s interventions, and the client’s

responsiveness), (3) the therapeutic bond (refer-

ring to the interpersonal aspects of the patient-

therapist relationship), (4) self-relatedness
(referring to the intrapersonal aspects of this

relationship), and (5) in-session impacts [refer-

ring to the immediate, positive, or negative

consequences that any in-session event may

have regarding the patient and/or therapist (for

this reason, in-session impacts are very similar to

what we have described above as the change

process)]. It should be noted that, with regard to

the distinction that is made above, the first four

facets address the treatment process, and the last

one addresses the change process.3

In the field of quantitative research, several

instruments have been developed to assess the

different aspects of the therapeutic process (for

an example, see Table 13.1; see Elliott 1991;

Greenberg and Pinsof 1986; Lepper and Riding

2006; Hill and Lambert 2004 for a review and

discussion. See Chap. 20 for an overview of

instruments developed to assess the therapeutic

process in the field of qualitative research).

A few of these measures are considered micro-

processual because they provide a turn-by-turn

output that focuses on within-session units that

may vary in content from single words to

sentences, speaking turns, thought units, and

even entire episodes of therapy. Most of them

consist of observational instruments (mostly in

the form of nominal category systems and inter-

val scales) that are applied by a rater (or judge) to

session transcripts or audio/video recordings,

which allows the construct(s) investigated to be

assessed at a moment-by-moment level. In cer-

tain cases, these observational instruments may

be automatized, with the computer working as a

rater alone (e.g., Fertuck et al. 2012;

Mergenthaler 1996; Mergenthaler and Bucci

1999) or in combination with a human judge

(e.g., Salvatore et al. 2012).

In contrast, macro-processual measures use at

least one session as a unit of analysis; they

Fig. 13.1 Relationship between the treatment process

and the change process

2 Elaborated with the aim to coherently organize the

empirical literature that links the therapeutic process to

the outcome (see Sect. 13.3.3 for more details on process-

outcome research), it offers a very useful abstract and

synthetic representation of what can be considered the

main dimensions of the therapeutic process. Beyond this

process, the Generic Model of Psychotherapy also

encompasses the input (i.e., antecedents of the process)

and the output [i.e., the consequences of the process,

which include the therapy outcome (see Sect. 13.2.2)]

(see Orlinsky 2009 for a detailed overview).

3 Actually, a sixth facet exists, temporal patterns, which
was introduced in the fourth edition of the Handbook of
Psychotherapy and Behaviour Change. This facet

describes a specific way of analyzing one or more process

variables and, for this reason, will be introduced later in

this chapter (see Sect. 13.3.3.1).
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mostly consist of self-report instruments (mainly

in the form of interval scales), which are

answered post-session by the client and/or thera-

pist, who, thus, retrospectively express their

appraisal of the session; in certain cases, they

may also consist of observational instruments

(usually in the form of nominal category systems,

interval scales, and Q-sorts), which are applied to

session transcripts and/or audio/video recordings

but only require one evaluation of the entire

session.4

13.2.2 The Outcome of Psychotherapy

The outcome of psychotherapy represents any-

thing that can be conceptualized as a clinical effect

of the psychotherapeutic treatment process; more

specifically, it refers to those clinically meaning-

ful changes that, during the course of a treatment

and/or after its completion, may be observed as

results of the therapeutic process, as defined

above. These changes refer to the client’s prob-

lematic domains (e.g., physiological, affective,

cognitive, or behavioral) that represent the

treatment’s target, and should be observed outside

the treatment situation (Orlinsky et al. 2004).

According to Orlinsky et al. (2004), the thera-

peutic outcome can be ascribed to the therapeutic

output (consequences) of a treatment, which

consists of “the whole spectrum of changes that

may arise as a result of psychotherapy—whether

in patients, therapists, their families and

associates, or the organizations, institutions, and

value patterns of their social milieu” (p. 316); an

example of an output for therapists is the profes-

sional development that results from their being

engaged in a particular treatment (Orlinsky

et al. 2004). What distinguishes the more general

output of psychotherapy from its outcome is

that the latter “is a clinical concept signifying

some degree of improvement or deterioration in

the patient’s condition, as judged from some

observer’s perspective by some value criterion”

(Orlinsky et al. 2004). The several value criteria

that may be employed may differ with regard to

different clinical theories, personal inclinations,

cultural backgrounds, etc. One of the tasks of

psychotherapy research is to contribute to the

identification of a plausible enough set of criteria

that is shared by a specific scientific community.

Regarding the therapeutic process, multiple

levels of descriptions are possible for the thera-

peutic outcome. Similar to Orlinsky et al. (2004),

we distinguish between immediate outcomes

(defined as the client’s improvements observed

at a post-session level), intermediate outcomes

(defined as the client’s improvements observed

over several sessions of a treatment), and final

outcomes (defined as the client’s improvements

observed at a posttreatment level). Our position
is slightly different than that of other colleagues

(e.g., Greenberg 1986; Greenberg and Pinsof

1986; also see Elliott 2010), according to whom

the psychotherapy outcome should not be con-

fined to clinical changes in the client’s problem-

atic target behaviors observable after at least a

single session; according to these authors, in fact,

any in-session clinically meaningful event may

be considered a (micro-)outcome. The careful

reader will notice that what Greenberg and

colleagues identify as a micro-outcome is actu-

ally considered an in-session impact by Orlinsky

and colleagues (see Sect. 13.2.1). It is important

to notice here that Greenberg and colleagues

ascribe in-session clinically meaningful events

to the domain of outcome and that Orlinsky and

colleagues ascribe them to the domain of

process (which is coherently represented in

their Generic Model of Psychotherapy in terms

of in-session impacts). This difference is because

the outcome, according to the latter authors,

“ought to be observed outside the patient-

therapist relationship” because a treatment is

valuable based on how much change it produces

in the “patient’s ongoing life or personality”

(Orlinsky et al. 2004, p. 314; also see Orlinsky

and Howard 1978). Thus, although we agree with

Greenberg and colleagues that it may be helpful

to also focus on micro-outcomes, we consider

that this may be done at a post-session level; on

the other hand, we consider any clinically

4 It should be noted that the observational instruments

used to collect process data at a within-session level

actually make use of qualitative text analysis (see

Chap. 20 for more details; see Gelo et al. 2012 for a

discussion).
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meaningful change that occurs within the session

“as a distinct aspect of process, which we refer to

as in-session impacts” (Orlinsky et al. 2004,

p. 314). Figure 13.2 depicts the hypothetical rela-

tionship between the treatment process, the

change process, and the outcome over the course

of a treatment.

Beyond the fact that in-session impacts should

be ascribed to either the process or the outcome,

which is ultimately a matter of definition and

personal evaluation, an important fact is worth

noting: when we move from a macrolevel to a

micro-level of observation, the distinction

between process (what happens in therapy) and

outcome (what changes, in clinical terms, as a

consequence of the therapy) becomes more arbi-

trary, vague, and fuzzy; this should not be a

surprise because these two concepts are actually

heuristic constructs that we separate to describe

psychotherapy better. However, ultimately, they

are inextricably connected to each other.

Several instruments have been developed to

assess outcomes in quantitative research (for an

example, see Table 13.2; for a comprehensive

overview, see Hill and Lambert 2004. See

Chap. 27 for an overview of instruments

developed to assess the therapeutic outcome in

qualitative research). Traditionally, these instru-

ments may focus on different clinical target

domains (e.g., symptomatology, interpersonal

relationships, personality, well-being, or ad hoc

formulated therapeutic goals). Most of these

instruments used to assess outcomes consist of

standardized self-reports filled out by clients or

observational instruments applied by a trained

therapist. Usually, it is strongly suggested to

assess outcomes that relate to several target

domains by using different instruments that are

applied from different perspectives.

13.3 Treatment Process, Change
Process, and Process-Outcome
Research

Depending on whether we are interested in

investigating the process (either in the form of a

treatment process or a change process) or the

relationship between the process and the out-

come, we may distinguish between treatment

process research, change process research, and

process-outcome research. Each of these three

main types of research will be described in the

following pages with regard to the research

design, data collection, and data analysis (see

Chap. 3 for an historical overview).

13.3.1 Treatment Process Research

Treatment process research (TPR) may be defined

as the scientific investigation of what takes place

during psychotherapy, regardless of its clinical

meaningfulness.5 More specifically, TPR focuses

Fig. 13.2 Relationship between the treatment process, the change process, and the outcome over the course of a

treatment

5 It should be noted that the term of process research may

also be used to refer to any kind of research that focuses

on the process, either alone (see Chap. 1 and 9) or with
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on the treatment process, as defined above (see

Sect. 13.2.1), including “the events—all of the

events—that occur as part of therapy sessions,

without a priori distinctions between neutral and

specifically helpful or hindering events” (Orlinsky

et al. 2004, p. 313). Thus, for example, any treat-

ment process described by the Generic Model of

Psychotherapy (Orlinsky et al. 2004), with the

exception of in-session impacts, may be the object

of this type of research. TPR began to be used in

the 1930s and was motivated by the interest in

“what goes on during a treatment”, which was an

interest that had been completely neglected by

traditional outcome studies of the same period

that exclusively focused on the question of

“whether the treatment produced clinical effects.”

The birth of modern quantitative TPR may be

ascribed to electronic recordings of therapy

sessions in the early 1930s (e.g., Covner 1942;

Lasswell 1935), which was systematized by the

work of Carl Rogers (1942) (see Chap. 3). At this

Table 13.2 Example of instruments developed to collect data about the psychotherapy outcome

Name of the instrument Domain assessed

Type of

instrument

Perspective of

evaluation References

Beck Depression

Inventory (BDI)

Symptoms Self-report C Beck et al. (1961)

Symptom Checklist-

90-R (SCL-90-R)

Symptoms Self-report C Derogatis et al. (1976)

State-Trait Anxiety

Inventory (STAI)

Symptoms Self-report C Spielberger et al. (1983)

Dysfunctional Attitudes

Scale (DAS)

Vulnerability Self-report C Weissman and Beck

(1978)

Clinical Outcome

Routine Evaluation-

Outcome Measure

(CORE-OM)

Symptoms, well-being Self-report C Evans et al. (2002)

Outcome Questionnaire-

45 (OQ-45)

Symptoms,

interpersonal problems

Self-report C Lambert et al. 2004

Inventory of

Interpersonal Problems

(IIP)

Interpersonal problems Self-report C Horowitz et al. (1988)

Rosenberg Self-Esteem

Scale (RSES)

Well-being Self-report C Rosenberg (1965)

Post-Therapy

Questionnaire (PTQ)

Treatment goals Self-report C Mintz et al. (1979)

Patient Target

Complaint (PTC)

Treatment goals Self-report C Battle et al. (1966)

Hamilton Rating Scale

for Depression (HRSD)

Symptoms Observational J Hamilton (1960)

Structured Clinical

Interview for DSM

personality disorders

(SCID-II)

Personality Observational J Spitzer et al. (1990)

Shedler-Westen

Assessment Procedure

(SWAP-200)

Personality Observational J Shedler and Westen

(2007)

Global Assessment

Scale (GAS)

Treatment goals Observational J Endicott et al. (1976)

Therapist Target

Complaint (TTC)

Treatment goals Observational J Battle et al. (1966)

C client, J judge

regard to its relationship with the outcome (see Sect.

13.3.3).
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time, the general aim of TPR, which would

extend to current use, was to develop and apply

specific instruments that would be able to mea-

sure (in a reliable and objective way) what

happens within the therapy sessions (see Dittes

1959; Marsden 1971). The constructs that were

often investigated during this period and during

the following years relate to the therapeutic rela-

tionship, especially from the perspective of

person-centered psychotherapy (Rogers 1975,

1957), although instruments were also developed

during this time to assess the constructs of differ-

ent orientations, such as the depth of interpreta-

tion in psychoanalysis (Harway et al. 1955) or

the quality of an individual’s experience in

humanistic therapies (Klein et al. 1969). Later,

a series of instruments were developed to inves-

tigate different constructs from a transtheoretical

perspective, including different aspects of the

within-session verbal behavior of clients and

therapists (Friedlander 1982; Hill 1978; Stiles

1978, 1979; see Elliott et al. 1987 for a review),

as well as the structure (Benjamin 1974) and

quality (Luborsky et al. 1983; Hartley and Strupp

1983) of the therapeutic relationship (for an over-

view of the instruments used during this early

phase of TPR, see Kiesler 1973). Over these

decades, we observe an increasing commitment

to the principles of logical positivism and the

corresponding logic of justification.

During the 1960s, researchers began to

emphasize the importance of investigating the

therapeutic process from the perspective of the

clients and/or therapists themselves instead of

exclusively relying on nonparticipant-observer

instruments. To address this aim, a series of

instruments began to be developed that asked

clients and/or therapists for their appraisals of

the sessions. A few of the very first instruments

of this type focused on defense mechanisms

(Gleser and Ihilevich 1969) and the therapeutic

relationship (Barrett-Lennard 1962). These were

followed by other instruments that aimed to

investigate the disparate facets of the therapeutic

process (Orlinsky and Howard 1986) or the ther-

apeutic alliance itself (Horvath and Greenberg

1989),

Finally, over the last three decades, we have

witnessed a return of the interests in

nonparticipant assessment of the within-session,

moment-by-moment aspects of the therapeutic

process, with the aim of investigating the

micro-dynamics of therapeutic events; this is

related to the increasing tendency to integrate

the logic of justification and verification with

the logic of discovery (see Greenberg 1991;

also see Hill 1990, 1994; Mahrer 1988). Both of

these events (i.e., the focus on micro-dynamics

and the discovery-oriented approach) are

responsible for the birth, during the 1980s, of a

new type of process research that specifically

focuses on in-session change processes (see

Sect. 13.3.2).

13.3.1.1 Research Designs
TPR is mainly characterized by a nonexperimen-
tal approach (also called passive-observational,

correlational, or naturalistic6), although attempts

to use an experimental approach were made in

the past) (e.g., Hill and Gormally 1977). In

experimental and quasi-experimental approa-

ches, the researcher attempts to establish a

cause-effect relationship between one specific

aspect of the therapeutic process (i.e., the inde-

pendent variable) and another aspect (i.e., the

dependent variable); this is done by manipulating

the independent variable to observe its system-

atic effects within a very controlled setting.7 In

contrast, nonexperimental approaches address

one or more variables that represent different

aspects of the therapeutic process, which are

evaluated in significantly less controlled settings,

either in terms of reciprocal associations or by

comparing them in at least two groups.

An example of experimental TPR is the study

conducted by Hill and Gormally (1977), who

were interested in determining whether a differ-

ent combination of the therapist’s verbal and

nonverbal behavior (independent variable) has a

certain effect on the client’s affect (dependent

6 The term naturalistic is often used to describe the

approach used by qualitative research (see Chap. 20).
7 At a very pragmatic level, the difference between an

experiment and a quasi-experiment is that in the former

case, subjects are randomized to the different conditions,

while this is not the case for quasi-experiments. Both

include the manipulation of an independent variable.
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variable). Clients were randomly assigned to the

different possible combinations of the therapist’s

verbal and nonverbal behavior. This independent

variable was manipulated by the researcher who,

by means of using different-colored lights

located in the consultation room, indicated to

the therapists which type of verbal and nonverbal

behavior they should display during specific

moments of the session. The dependent variable

(the client’s affect) was assessed by trained

judges who rated the session’s transcripts with

regard to the amount of affect that was verbally

expressed by the client.

On the other hand, the work of Williams

and Fauth (2005) is an example of a

non-experimental study of the relationship

between the therapist’s in-session self-aware-

ness, its affective and behavioral manifestations,

the management strategies employed by the ther-

apist, and the client’s perceptions of the therapy

process. Subjects were not randomized. More-

over, the researcher was not interested in the

causal relationship between an independent and

dependent variable, but rather, he was interested

in the different associations between a series of

process variables. None of these variables were

manipulated but rather, they were observed post

hoc without external constraints regarding how

they naturally occurred within the session.

Deciding which approach to use (experimen-

tal vs. non-experimental) is not only a matter of

practical possibilities (e.g., controlled

experiments may be more complex to arrange)

but a matter of personal inclinations regarding

what is considered to be more relevant, espe-

cially in terms of internal and external validity

vs. ecological validity.8

TPR makes use of both cross-sectional and
longitudinal designs (see Elliott and Anderson

1994 for a discussion). In the first case, one or

more aspects of the therapeutic process are con-

sidered with regard to one specific point in time,

with a focus on the between subjects variability.

For example, it is possible to compare the total

amounts of different forms of the therapist’s ver-

bal behavior in treatments of different

orientations (e.g., Tomori and Bavelas 2007) or

to assess the relationship between the client’s

defensive functioning and alliance with the

therapist’s intervention in therapies with a spe-

cific orientation (Siefert et al. 2006). It should be

noted that although data may be collected at

different time points during the treatment (see

the longitudinal design below), the design has

to be considered as cross-sectional if the analyses

are used on data that are aggregated regarding the

subjects.

In the case of longitudinal designs, in contrast,

one or more aspects of the therapeutic process

are considered with regard to their temporal

development; thus, the focus here is on the

within-subject variability. For example, it is pos-

sible to study how the proportions of therapist

interpretations may vary during different phases

of the treatment (Hersoug et al. 2003). The

single-case design, for which there has been a

“widespread resurgence of interest” over the last

few years (Hilliard 1993, p. 373; also see

Iwakabe and Gazzola 2009), is a specific variant

of the longitudinal design that aims to provide an

intensive in-depth investigation of one case

(Grabhorn et al. 2006); another variant is the

multiple case study, where two or more cases

are compared (e.g., Dimaggio et al. 2007) see

Chap. 20 for a description of single-case design

in qualitative research.

One important issue to consider when apply-

ing a longitudinal design relates to how many

observations should be made over time. Of

course, the ideal situation is to have as many

observations as possible; however, this very

often may be rather energy and time consuming,

8Although experimental research presents higher internal
validity (due to the greater control of confounding

variables with regard to the investigated cause-effect

relationships) and external validity (due to the higher

control of sampling procedures that allow the results to

be generalized from the sample to the population),

non-experimental research presents a higher ecologic
validity (which addresses the degree to which we may

generalize our results to real-life contexts outside the

laboratory) due to being characterized by less strict con-

trol. Different researchers, who provide different empha-

sis on either internal and external validity or ecological

validity, will, consequently, prefer to use either an exper-

imental or non-experimental approach.
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especially when data collection requires the anal-

ysis of session transcripts (see Sect. 13.3.1.2).

For this reason, several studies use temporal
sampling, in which the variables of interest are

assessed and analyzed only at specific, a priori

defined time points (e.g., the first 3, the middle

3, and the last 3 sessions of a treatment; the first

5 min, the middle 5 min, and the last 5 min of

each session; see, e.g., Hersoug et al. 2003).

13.3.1.2 Data Collection
Most contemporary psychotherapy TPR

addresses in-session processes, which include

the processes that take place during the treatment

sessions. A within-session assessment of the

variables of interest is a popular way to collect

data about these in-session processes. This is

done by means of nonparticipant observational

instruments, which are applied to the session

transcripts by trained judges (raters) (see Hill

and Lambert 2004 for a discussion; see

Mergenthaler and Stinson 1992 for an example

of the international transcription standards cur-

rently used in psychotherapy research). These

instruments may take the form of a set of dichot-

omous scales [e.g., Defense Mechanism Rating

Scale (Perry 1990), Metacognition Assessment

Scale (Semerari et al. 2003)] or nominal category

systems [e.g., Core Conflictual Relationship

Themes (Luborsky 1998); also see Chap. 19;

Structural Analysis of Social Behavior (Benja-

min et al. 2006); Narrative Process Coding Sys-

tem (see Angus et al. 2012 and Chap. 20)] when

the assessment of different aspects of the process

is made with regard to whether they are present

or not. On the other hand, a set of ordinal or

interval scales [e.g., Comparative Psychotherapy

Process Scale (Hilsenroth et al. 2005),

Psychodynamic Intervention Rating Scale

(Milbrath et al. 1999), Comprehensive Psycho-

therapy Intervention Rating Scale (Trijsburg

et al. 2002)] may be used when the rater’s assess-

ment of different aspects of the process is made

through the use of a Likert scale with regard to

their intensity; finally, Q-sorts may also be used

[e.g., Psychotherapy Process Q-set (Jones 1985),

Defense Mechanism Rating Scales-Q

(Di Giuseppe et al. 2014)] when the items that

describe different aspects of the process are

sorted into a forced distribution.

All of these instruments may focus on the

most disparate constructs related to the client,

the therapist, and/or both; in most cases, they

allow the variables of interest to be assessed at

a turn-by-turn level (micro-processual assess-

ment), although in other cases the analysis of

the transcript is used to produce an overall judg-

ment of the entire session (macro-processual

assessment) (see Table 13.1 for a few examples).

Nonparticipant observational instruments have

the advantage of allowing for an assessment of

the process that is grounded in the examinations

of the audio/video registrations of the session,

but this may be very time and energy consuming

(thus, with the possible result, e.g., of limiting the

sample size).

To overcome a few of these limitations,

computer-assisted procedures of text analysis

that can be applied to session transcripts have

been developed in recent years. In most cases,

they follow a top-down approach where words

from the therapeutic conversation are deductively

ascribed to a priori defined categories; examples

include the Therapeutic Cycle Model (e.g.,

Mergenthaler 1996, 2008), the Computerized Ref-

erential Activity (Bucci and Maskit 2006;

Mergenthaler and Bucci 1999), and the recently

developed Computerized Reflective Functioning

Scale (Fertuck et al. 2012). However, Salvatore

et al. (2012) recently developed a computerized

approach (the Automated Co-occurrence Analysis

for Semantic Mapping), which allows the content

categories in the patient-therapist conversation to

be identified through the use of a bottom-up

approach (see Chap. 20 for a discussion of top-

down and bottom-up approaches to text-analysis

in psychotherapy research).

Another common way to collect data about

the in-session psychotherapeutic process is

through a post-session assessment of the

variables of interest. This is done through partic-

ipant self-report instruments (usually in the form

of interval scales) that are used to ask the clients

and/or the therapist about their subjective

appraisals regarding one or more aspects of

what happened during the entire session
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(macro-processual assessment). Examples

include the Working Alliance Inventory

(Horvath and Greenberg 1989), Therapy Session

Reports (Orlinsky and Howard 1986), the Bern

Post-Session Report (Flückiger et al. 2010), and

the Group Climate Questionnaire (MacKenzie

1983; see Hill and Lambert 2004 for a discus-

sion; see Chap. 18 for an overview of research on

the process from the perspective of therapists).

Similar to the case of nonparticipant observa-

tional instruments, participant self-report

instruments focus on the most disparate

constructs (see Table 13.1 for a few examples).

Participant self-report instruments have the

advantage of allowing for an assessment of the

process from the subjective perspective of the

participants, which is not as time and energy

consuming as nonparticipant observational

instruments (thus, e.g., enabling data to be col-

lected for larger samples).

Although most contemporary TPR over the

last few years has addressed in-session processes,

TPR has witnessed an increasing interest in

between-session processes; these are defined as

those events that occur during the intervals

between at least two treatment sessions and that

may be related to what occurred during the latter

session. This shift in focus is based on the idea

that “patients typically recollect, reflect on, prac-

tice, and imaginatively elaborate on experiences

they had during sessions with their therapists”

(Hartmann et al. 2011, p. 1044) and, thus,

extends the therapeutic process beyond the

walls of the consultation room. To our knowl-

edge, the only instrument developed for this pur-

pose is the Intersession Experience

Questionnaire (Lundy and Orlinsky 1987;

Hartmann et al. 2003), which is a client self-

report where the participant is asked, before the

beginning of a new session, to answer a few

questions about his/her experiences that have

occurred since the last session.

13.3.1.3 Data Analysis
TPR makes use of a vast array of statistical

methods that mainly depend on the research

questions posed and the research design that is

adopted. To compare one or more process vari-

able across different groups or conditions,

chi-squared tests (e.g., Gelo and Mergenthaler

2012), analyses of variance (ANOVA) for

independent measures, and t-tests for indepen-

dent samples (e.g., Jaycox et al. 1998) are usually

employed. Correlations are very often used to

assess the degree of association between two or

more variables (e.g., Michalak et al. 2005),

although researchers may prefer to use regression

analyses (e.g., Kolden et al. 2005) and path

analyses (e.g., Moyers et al. 2005); the latter

two have the advantage of allowing inferences

of a more causal nature to be made for the

investigated variables (see Elliott and Anderson

1994 and Russell and Trull 1986 for a

discussion).

In contrast, researchers who are interested in

the development of one or more process variables

over time typically use an ANOVA for repeated

measures and t-tests for paired samples (e.g.,

Gilles et al. 2007). To overcome a few limitations

of these traditional approaches (e.g., very restric-

tive assumptions, the focus on a group as opposed

to an individual, mean change and variance),

more complex procedures that use longitudinal

data analysis have been developed over the last

few years, such as longitudinal hierarchical linear

modeling and growth curve analysis (Gallop &

Tasca 2009; Tasca & Gallop 2009; Tschacher and

Ramseyer 2009; also see Lutz and Knox 2013).

These procedures allow to investigate the shape

of change of one or more process variables over

time. For example, by using growth curve analy-

sis, Tasca et al. (2006) found that the engaged

group’s climate presented a cubic trend in group

psychodynamic-interpersonal psychotherapy and

that it showed a linear trend in group cognitive-

behavioral therapy.

Another very interesting data-analytic

approach is the Markovian sequence analysis by

Bakeman and Gottman (1997), which allows to

assessed the time-lagged relationship between

categorical variables. For example, Salvatore

et al. (2009) recently analyzed the transcripts of

an entire treatment based on the suggestion by

Russell and Trull (1986) and were able to
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identify how the temporal sequence of the con-

tent of the therapeutic dialogue changes as a

function of the treatment phase.

13.3.2 Change Process Research

Change process research (CPR) can be defined

as the scientific investigation of what occurs dur-

ing psychotherapy, with regard to its clinical

meaningfulness; in other words, it investigates

the process through which clinically relevant

changes occur within psychotherapy. With refer-

ence to the Generic Model of Psychotherapy

(Orlinsky 2009; Orlinsky et al. 2004), we may

assert that CPR is any research that focuses on

in-session impacts, that is, all of the “clinically

relevant consequences” of the treatment process

within the therapy sessions (p. 319).

Because we consider the change process

(as represented by in-session impacts) to be a

subclass of the treatment process (see Fig. 13.1;

also see Orlinsky et al. 2004), we view CPR as a

subclass of TPR that specifically focuses on

those aspects of the treatment process that may

be considered to be clinically meaningful. Thus,

our definition of CPR is slightly different than

that of other authors (e.g., Elliott 2010;

Greenberg 1986) who, by ascribing in-session

impacts to the domain of (micro-)outcomes, con-

sider CPR to be a form of process-outcome

research (see Sect. 13.3.3). For Greenberg

(1986), for example, the core of CPR consists

in the assessment of in-session impacts within a

session (i.e., micro-outcomes) and the identifica-

tion of the in-session treatment processes that

lead to these in-session impacts; moreover, he

also asserts that it is necessary to establish a

relationship between these in-session change

processes and post-session and final outcomes

(see Elliott 2010, for an overview of the different

qualitative, quantitative, and mixed-methods

approaches that may be used for this purpose).

We completely agree with Greenberg (1986) that

(1) the investigation of the process of change is

an essential aspect of understanding how psycho-

therapy works and that (2) process-outcome

relationships should be investigated on different

timescales; however, we do believe that these

in-session change processes (1) are the objects

of process research rather than process-outcome

research and that (2) the smallest timescale at

which they can be related to an outcome is at

the post-session level rather than the within-

session level (see Orlinsky et al. 2004, for a

similar position).9

What constitutes a clinically meaningful pro-

cess is a clinical-theoretical and/or empirical

issue and, thus, may vary from case to case. In

quantitative CPR, researchers usually explicitly

define “clinically meaningful” a priori based on

their clinical theory and clinical experience.10 As

mentioned, we find the reference to the concept of

in-session impacts very helpful and instructive

for understanding the focus of CPR. In-session

impacts represent any clinically relevant conse-

quence of the treatment process that occurs within

a session. Usually, researchers tend to focus on

clients’ in-session impacts, but it is possible to

also consider the in-session impacts of the thera-

pist; moreover, both client and therapist impacts

may be both positive and negative. As clearly

stated by Orlinsky et al. (2004), “patient impacts

may be positive (‘therapeutic realizations’)

and/or negative (‘harms’)—for example, insight

vs. confusion, relief vs. distress, encouragement

vs. demoralization, self-efficacy vs. dependence.

Therapist impacts may be positive (‘returns’)

and/or negative (‘costs’) accruing from their

work investment—for example, self-efficacy

vs. frustration, professional growth vs. burnout.”

(p. 318). Yet, in-session impacts represent “the

‘pot of gold’ (or ‘lead’ in the case of negative

9We should stress that this difference is of a more heuris-

tic and theoretical/conceptual nature and does not neces-

sarily have practical implications for the practice of

psychotherapy research.
10 In contrast, more complex, mixed-method approaches

to CPR, belonging to the so called significant event
approache (see Elliott 2010 for an overview; also see

Rice and Greenberg 1984), make use of a combination

of both theoretical and empirical ways to identify signifi-

cant events. Prototypical examples of this approach

include task analysis (e.g., Greenberg 2007; Pascual-

Leone et al. 2009), comprehensive process analysis

(e.g., Elliott et al. 1994), and assimilation analysis (Stiles

et al. 1990).
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impacts) at the end of the rainbow where the

clinical aspects of therapeutic process collect”

(Orlinsky 2009, p. 327).

CPR was born at the same time as TPR at the

hands of those researchers who were specifically

interested in the clinically meaningful aspects of

the process through which clients might be con-

sidered to improve. Actually, a pioneering form

of CPR may be traced back to Freud’s clinical

(or narrative) case study, which has spanned from

the subsequent decades until recently (see

Hilliard 1993; Iwakabe and Gazzola 2009; see

Chap. 19 for an example). However, the first

“modern” CPR study was conducted by Snyder

(1945), a member of Rogers’ research group, with

the aim of identifying which therapist behaviors

led to higher degrees of client insight (Elliott and

Farber 2010; see Chap. 3). Since then, several

CPR investigations have been conducted that

focus on the most disparate constructs, which

has led to the development of what have been

referred to as the micro-theories of therapeutic

change (see Lambert, Garfield and Bergin, 2004;

see also Rice & Greenberg, 1984).

13.3.2.1 Research Design
CPR is characterized by a non-experimental

approach; we are not aware of any experimental

studies. The research design may be cross-sec-

tional, which aims to provide an overall but static

picture of the phenomenon that is under investi-

gation. For example, Kolden and colleagues

(1996; Kolden et al. 2006) investigated the rela-

tionship between different treatment process

variables (i.e., therapeutic bond, therapeutic

openness-involvement, and self-relatedness) and

the client’s in-session impacts (i.e., therapeutic

realizations) that were assessed early in the

treatment. Kolden (1991) followed a similar

approach, with data collection occurring at sev-

eral time points over the treatment but also

aggregating all of the collected data. However,

most of the designs used in CPR are longitudinal,
which allows the variables of interest to be

investigated over time. The minimal requirement

is to repeatedly assess at least one treatment

process variable (considered to be an indepen-

dent variable) and one in-session impact variable

(considered to be a dependent variable) over the

course of the sessions and/or treatment; three

main approaches are, thus, possible.

In one approach, the behavior of the treatment

process variable is modeled over time, and the

in-session impact variable is used as a criterion

measure; the aim is to assess the extent to which

the former might show a different time course

over the therapy with regard to different values

of the latter. For example, Pascual-Leone (2009)

was interested in the extent to which the different

time courses of clients’ emotional processing

(the treatment process variable) may impact

their level of experiencing (the in-session impact

variable); thus, after having divided the

sessions of several treatments into high vs. low

experiencing, he was able to find that the time

course of clients’ emotional processing signifi-

cantly differed between the two groups.

Following a second approach, which is

quite widespread and usually known as a

micro-analytic sequential process design (Elliott

2010), the treatment process and the change pro-

cess variables are assessed at a turn-to-turn,

in-session level (although they might eventually

be assessed at a post-session level; see Sexton

1993), with the aim of assessing the extent to

which the treatment process variable (i.e., the

antecedent variable) effectively triggers the

in-session impact variable (i.e., the consequent

variable). For example, it might be possible to

test the hypothesis that therapists’ supportive

strategies will trigger more disclosure from the

clients and that interpretive interventions will

trigger more emotional disclosures from the

clients (Milbrath et al. 1999).

Finally, it is possible to combine both of these

approaches to assess, first, the time-lagged

sequential dependency between at least two

treatment process variables and, then, the extent

to which these micro-dynamics are different with

regard to the in-session impact variable used as a

criterion measure. For example, Safran and

Muran (1996) were able to test the hypothesis
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that client and therapist interactional in-session

micro-dynamics differed between the rupture

resolution and rupture nonresolution sessions.11

It should be noted that change dynamics in

CPR may be investigated at an interindividual

level (i.e., individual change dynamics of

either the client or the therapist) and/or an

intraindividual level (i.e., interactional change

dynamics of the therapeutic dyad). In the first

case, at least one variable should be related to

the client and at least one to the therapist (e.g.,

Milbrath et al. 1999; Safran and Muran 1996); in

the second case, we might focus on variables

that are related to either the patient or the

therapist. Of course, a combination of these two

approaches is possible, with a focus on both

the interindividual and intraindividual levels

(e.g., Sexton 1993).

13.3.2.2 Data Collection
As mentioned, in CPR, we need to assess at least

one treatment variable and one in-session impact

variable. With regard to the latter, it should be

noted that in order for any process variable to be

considered an in-session impact variable, it must

be explicitly considered to reflect a desirable and

clinically meaningful aspect of the therapeutic

process. For this to occur, the researcher needs

a clinical theory. Thus, generally speaking, any

instrument that is able to assess any process

variable (see Table 13.1) that is considered by

the researcher to be clinically meaningful in the

process of change is a good instrument for

assessing an in-session impact.

Similar to TPR, data collection in CPR may

occur by means of participant self-report

instruments, which are filled out by the client

and/or therapist at a post-session level and,

thus, provide a macro-level assessment. An

excellent instrument for this purpose is the

Therapy Session Report (TSR; Orlinsky and

Howard 1986; see Kolden 1991, 1996; Kolden

et al. 2006), which was mentioned previously

(see section 13.3.1.2); with reference to the

Generic Model of Psychotherapy (Orlinsky

et al. 2004), TSR allows for the assessment of

different treatment process variables (i.e., thera-

peutic openness-involvement, the therapeutic

bond, and self-relatedness) and in-session impact

variables (i.e., therapeutic realizations) from

the client’s and/or therapist’s perspective. The

different self-report instruments used to assess

the alliance’s ruptures and resolution [e.g., the

Post-Session Questionnaire (Muran et al. 1992)

and the Alliance Negotiation Scale (Doran

et al. 2012)] can also be used when these

constructs are considered to be in-session

impacts (see Safran and Muran 1996). Another

interesting example is provided by Owen

et al. (2012), who used the Intersession Experi-

ence Questionnaire to assess the client’s

experiences after one session, hypothesized to

represent the impact of the alliance in that ses-

sion (Hartmann et al. 2003).

In addition to self-report measures, a second

and more frequently used way to collect

data in CPR is by means of nonparticipant

observational instruments; these allow for a

within-session, turn-to-turn assessment and

may, thus, shed light on the micro-processes of

change. Examples of instruments that have been

used or could be used include the Experiencing

Scale (Klein et al. 1986) which assesses the qual-

ity of clients’ emotional processing; the Depth

Scale of the Session Evaluation Questionnaire

(Stiles and Snow 1984a, b), which assesses the

depth of a therapist’s interpretation (see

Lingiardi et al. 2011); and the Collaborative

Interaction Scale (CIS; Colli and Lingiardi

2009), which assesses the alliance’s ruptures

and repairs. A series of instruments have recently

been ad hoc developed to identify change

episodes and assess their different characteris-

tics.12 Examples of these include the Innovative

Moments Coding System (Gonçalves11 This work of Safran and Muran (1996) actually

represents a more complex design where, prior to the

quantitative assessment of the relationship among the

variables of interest, a performance model was created

following an empirical-rational approach. This is a proto-

typical example of what Greenberg (2007) calls task

analysis.

12 By doing this, these instruments may be ascribed to the

significant event approach (Rice and Greenberg 1984;

also see Elliott 2010).

13 Quantitative Approaches to Treatment Process, Change Process, and Process-Outcome Research 261



et al. 2011), which identifies different types of

exceptions to the client’s usual problematic self-

narrative, and the Generic Change Indicators

(Krause et al. 2007), which assess different

types of psychotherapeutic change from a

transtheoretical perspective.

Currently, the authors know of no studies that

have investigated the change processes at an

intersession level.

13.3.2.3 Data Analysis
As for TPR, various statistical procedures

may be used within CPR. We will mention a

few of them here. Within cross-sectional

designs, rank and Pearson’s correlations may be

used to investigate the relationship between the

variables of interest (e.g., Lingiardi et al. 2011);

however, more complex data-analytic strategies

may be employed that allow researchers to make

inferences of a more causal nature. An example

of these include hierarchical linear modeling

(Raudenbush and Bryk 2002), which is able to

take into account the nested structure of the data

(which is often the case in psychotherapy

research) (e.g., Owen et al. 2012), multiple

regression analysis (Petrocelli 2003; see Kolden

1996), and path analysis (Kline 1998; Quintana

and Maxwell 1999; see Kolden et al. 2006). For

example, Kolden et al. (2006), by means of path

analysis, found a positive reciprocal association

between several treatment process variables (col-

laborative role enactment, empathic resonance,

and mutual affirmation) as well as a positive

influence of two of these latter (empathic reso-

nance and mutual affirmation) on one change

process variable (therapeutic realizations).

On the other hand, when researchers are inter-

ested in the temporal development of the

variables under investigation, several procedures

of longitudinal data analysis may be used. In

designs that aim to investigate the time course

of a treatment process variable with regard to an

in-session impact variable used as a criterion

variable (see Sect. 13.3.2.1), it is important to

first model the time course of the treatment pro-

cess variable and then see whether it differs with

regard to the in-session impact variable; this may

also be done by using relatively classic data

analysis procedures. An example is the study

by Pascual-Leone (2009), who ran a linear

regression analysis of the scores of emotional

processing (the treatment process variable) onto

time for each case in the sample, which allowed

him to obtain a series of slopes that indicate the

degree of improvement of emotional processing

as the session progresses; then, Wilcoxon signed-

rank tests were used to assess the degree to

which the average slopes of the high vs. low

experiencing sessions (the criterion variable)

were significantly different. The results showed

that emotional processing increases more during

sessions that are characterized by a higher level

of experiencing.

Other cases, including the micro-analytic

sequential process design (Elliott 2010), may

use longitudinal data analysis, which aims to

model the time-lagged relationship between the

variables of interest. When data are categorical,

which is very often the case in psychotherapy

process research, sequence analysis (Bakeman

and Gottman 1997) may be used (see Milbrath

et al. 1999; Safran and Muran 1996). For exam-

ple, Milbrath et al. (1999) ran a series of sequen-

tial analyses at different time lags between the

frequency of different therapist interventions (the

treatment process variable) and the frequency of

different clients’ verbal reactions (the change

process variable) to determine which therapist

behavior at a certain point in time triggers

which client behavior (for a similar approach,

see Sexton et al. 1996).

In the case of continuous variables, time-

lagged cross-correlations (e.g., Ramseyer and

Tschacher 2011) or a time-series analysis

(Hamilton 1994) may be employed (e.g., Sexton

1993; Tschacher and Ramseyer 2009; Ramseyer

et al. 2014). For example, the former was used by

Ramseyer and Tschacher (2011) to assess the

extent to which the amount of nonverbal behav-

ior of the client and the therapist may synchro-

nize over time at different time lags, with either

the client or the therapist leading or pacing the

nonverbal interaction. Time-series analysis has

been applied by Tschacher et al. (2000) to assess

the time-lagged relationship between the

patient’s view of the therapist’s contribution,

262 O.C.G. Gelo and S. Manzo



the patient’s sense of self-efficacy, the therapist’s

view of effectiveness, and the therapist’s view of

the patient’s engagement (for a similar approach,

also see Brossart et al. 1998; Ramseyer

et al. 2014). This approach represents a very

valuable way for the bottom-up identification of

change processes, where the predicted variable at

t+1 represents the in-session impact variable and

the predicting variable at t represents the treat-

ment process variable that triggers the former.

13.3.3 Process-Outcome Research

Process-outcome research (POR) can be defined

as the scientific investigation of the relationship

between what takes place during psychotherapy

and its clinical effects (see Orlinsky et al. 2004;

also see Elliott 2010); thus, it focuses on the

relationship between the process of therapy

(either considered to be the treatment process or

the change process; see Sect. 13.2.1) and the

therapeutic outcome (see Sect. 13.2.2). The

birth of POR, in the 1950s, was motivated by

the increasing awareness of researchers that psy-

chotherapy should aim to identify the factors that

explain “why psychotherapy works”: which

aspects of the psychotherapeutic process may

be considered to be responsible for the outcome

of the treatment? This led to an integration of

process research (see Sects. 13.3.1 and 13.3.2)

and outcome research (Lambert 2013; also see

Chap. 26), with the aim of identifying the

aspects of the psychotherapeutic process that

are responsible for the outcome of psychotherapy

(see Kazdin 2009 for a general discussion on the

issue). As stated by Kazdin (2009), “understand-

ing the processes through which treatment

operates can help sort through those facets that

might be particularly influential in treatment out-

come and permit better selection and triage of

suitable patients” (p. 418).

Since its inception, a series of reviews regard-

ing the results of POR have been produced [e.g.,

the work of Meltzoff and Kornreich (1970) and

Luborsky et al. (1971)]. In the second edition of

the Handbook of Psychotherapy and Behavior

Change, these results and many other results

were systematically organized by Orlinsky and

Howard (1978) by means of a theoretically

derived scheme that considered psychotherapy

to be both a system of actions and a system of

experiences. However, the most comprehensive

and consistent review of POR findings was

conducted by Orlinsky and colleagues between

the third and the fifth editions of the same hand-

book (Orlinsky and Howard 1986; Orlinsky

et al. 1994, 2004), where the authors organized

the vast and ever-increasing amount of studies

over the decades by means of the Generic Model

of Psychotherapy (GMP; Orlinsky and Howard

1984; Orlinsky 2009).

The GMP can be considered a “research-based

metatheory of psychotherapy” that can “provide a

coherent account of research findings in a large

number of studies on the relation of varied aspects

of therapeutic process to the clinical outcomes

attained by patients” (Orlinsky 2009, p. 320).

More specifically, it was developed with the aim

of (1) identifying the facets of the psychotherapeu-

tic process that have been mostly investigated with

regard to the client’s outcome and (2) assessing the

extent to which each of them may be associated

with this outcome. These facets, as mentioned in

Sect. 13.2.1, include the therapeutic contract, ther-

apeutic operations, the therapeutic bond, self-

relatedness, and in-session impacts; each of these

components may be considered to represent a

common therapeutic factor across various

psychotherapeutic models (see Chap. 11 and 15

for a detailed discussion see also Chap. 3 for

a description of the historical development).13 In

summary, self-relatedness, therapeutic realizations

(i.e., the client’s in-session impacts), and the

therapeutic bond have been found to be the aspects

of the process that are most consistently associated

with treatment outcome.

Finally, in the last edition of Bergin and
Garfield’s Handbook of Psychotherapy and

Behavior Change, there has been a shift in

emphasis from the common factors represented

13 It should be noted that, beginning with the fourth edi-

tion of the handbook, the GMP was enriched with a sixth

dimension, temporal patterns. Because these address a

specific way of analyzing the process rather than a consti-

tutive conceptual element of it, we will refer to it later

when discussing data analysis in POR (see Sect. 13.3.3.3).
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by the GMP dimensions to the factors specific to

various psychotherapeutic orientations (Crits-

Christoph et al. 2013). The authors first

summarized and updated the POR findings

regarding the relationship between the therapeu-

tic alliance and the outcome; then, they focused

on the POR findings related to the major psycho-

therapeutic orientations. With regard to the first

point, they were able to confirm the general

finding that the alliance plays a key role in the

achievement of a treatment outcome (see

Chap. 15). With regard to the latter point, they

were able to find relatively consistent support for

the fact that emotional arousal in exposure-based

behavior therapy for anxiety disorders, the appli-

cation of “concrete” techniques in cognitive ther-

apy for depression, and the gains in self-

understanding in psychodynamic therapies are

likely to represent very important ingredients in

the achievement of good treatment outcomes

(Crits-Christoph et al. 2013)

13.3.3.1 Research Design
Similar to TPR and CPR, POR mostly follows a

non-experimental approach, although a few

experimental studies have also been conducted.

To be considered experimental, a POR study is

required to manipulate the process variable,

which is considered to be the outcome predictor

(i.e., the independent variable), and randomize

the participants to at least two different

conditions of this independent variable (see the

notion of Randomized Controlled Trial [RCT] in

Chap. 26).

A process variable that can be manipulated is

represented by the therapist’s behavior; for

example, in the study by Barrett and Berman

(2001), therapists were instructed to either

increase or decrease the amount of self-

disclosure during their sessions, with the hypoth-

esis being that higher levels of self-disclosure

would lead to a better outcome. In addition to

procedural complexity and difficulties, this

approach has the limitation of actually reducing

therapist responsiveness (Elliott 2010; see Stiles

et al. 1998 for a discussion). Lambert et al.

(2001) provides an interesting example of an

experimental POR study, specifically aimed at

increasing therapist responsiveness; the authors

investigated the extent to which providing

therapists with feedback on a client’s progress

during the course of a treatment would enhance

the psychotherapy outcome (also see Harmon

et al. 2007). The independent variable (providing

the therapist with feedback) was manipulated by

creating an experimental (the therapist receiving

feedback) and a control (the therapist not receiv-

ing feedback) group. Finally, clients were rando-

mized and sorted into the two conditions.

Although some POR studies may be experi-

mental, most of them make use of a non-

experimental design, where there is no manipula-

tion of the process variable of interest and no

randomization of the subjects to the different

levels of the process variable (e.g., Barber

et al. 2000; Feeley et al. 1999; Hoffart

et al. 2009; Strauss et al. 2006; Weerasekera

et al. 2001; Gonçalves et al. 2012; Mendes

et al. 2010). It should be noted that any RCT

outcome study that either provides an treatment

adherence check (e.g., Hogue et al. 2008) or

investigates a mediator of treatment effectiveness

(e.g., Watson and Bedard 2006; Zuroff

et al. 2000) can be regarded as POR (Orlinsky,

personal communication; also see Hill

et al. 1994). However, in this regard, it is impor-

tant to stress that this type of POR study, although

“embedded” in RCTs, is not experimental

because the manipulation does not relate to the

process variable that is considered to predict the

outcome. For example, the study byWeerasekera

et al. (2001) aimed to investigate the extent to

which the therapeutic alliance predicted the treat-

ment outcome in client-centered and process-

experiential therapy. Although this study is an

RCT that contains a treatment manualization,

randomization, and adherence check, these

procedures affected the treatment administration

rather than the therapeutic alliance; for this rea-

son, in regard to the process-outcome link, the

study that is described above cannot be consid-

ered to be an experimental study.

Different than TPR and CPR, POR exclu-

sively uses longitudinal designs because at least

the outcome variable is always assessed at two or

more time points; moreover, most of these
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studies use group designs because single-case

designs do not allow for an adequate generaliza-

tion of the results regarding the eventual process-

outcome relationship.14

Concerning the assessment of outcome

variables, most POR studies view the process

variables as the predictors of the final outcome

treatment (e.g., Weerasekera et al. 2001;

Gonçalves et al. 2012); however, there has been

an increasing tendency in recent years to use

multiple assessments of intermediate outcomes

over the course of the treatment. This design

offers two advantages. First, it allows us to dem-

onstrate a “time line or ordering of the proposed

mediator and outcome (i.e., the mediator changes

before the outcome)” (Kazdin 2009, p. 420;

italics added) and to examine whether the pro-

cess variable (i.e., the hypothesized mediator)

effectively changes before the outcome, which

is considered an important prerequisite for

demonstrating mediation and mechanisms of

change (e.g., Kazdin 2009; Falkenstrom

et al. 2013; Hoffart et al. 2009; Kolden 1991,

1996; Kolden et al. 2006; Sexton 1993). Second,

it allows for the investigation of process-outcome

relationships at different timescales (see

Fig. 13.2) (e.g., Klein et al. 2003; Strauss

et al. 2006).

Regarding the assessment of process

variables, the latter are usually assessed at time

points that are defined a priori (temporal sam-

pling) (e.g., Klein et al. 2003; Loeb et al. 2005;

Sexton 1993; Strauss et al. 2006; Watson and

Bedard 2006), although there is an increasing

tendency to assess these variables more often,

even in every session (e.g., Falkenstrom

et al. 2013; Ramseyer et al., 2014), especially

when researchers are interested in the extent to

which micro-processual aspects of the treatment

predict its outcome (Gonçalves et al. 2012;

Mendes et al. 2010).

13.3.3.2 Data Collection
POR requires the assessment of at least one pro-

cess variable and one outcome variable (see

Sects. 13.2.1 and 13.2.2). Regarding the former,

most data collection in POR addresses in-session

processes, similar to TPR and CPR. In the major-

ity of cases, these are assessed at a post-session
level by means of participant self-report

instruments that are completed by either the client

and or the therapist (macro-processual assess-

ment). The therapeutic alliance is one of the

most investigated constructs at this

level, although almost all of the aspects of the

therapeutic process have been assessed to evaluate

their relationship with the outcome [see Orlinsky

et al. (2004) and Crits-Christoph et al. (2013) for a

review]. These process variables are usually

assessed at time points that are defined a priori

(temporal sampling); a few studies assess these

variables in only one session (e.g., Kolden 1996;

Kolden et al. 2006), although there is now the

tendency to use a repeated assessment procedure

over time (e.g., Feeley et al. 1999; Klein

et al. 2003; Loeb et al. 2005; Sexton 1993; Strauss

et al. 2006; Watson and Bedard 2006). In certain

cases, process variables are even assessed in every

session over the entire treatment (e.g.,

Falkenstrom et al. 2013; Gonçalves et al. 2012;

Mendes et al. 2010; Ramseyer et al., 2014).

Increasing the amount of assessment time points

has the advantage of improving the dependability

of the study, which “refers to the adequacy of

generalizing over sampling units (e.g., sessions,

patients, therapist) to the universe of such units

from which the samples were selected” (Crits-

Christoph et al. 2013, p. 300).

In-session process variables may also be

assessed at a within-session level, by means

of nonparticipant observational instruments

(micro-processual assessment) (see Table 13.1).

Recent examples of these instruments include the

Innovative Moments Coding System (Gonçalves

et al. 2011), which has been used to assess the

extent to which the exceptions to the client’s

usual problematic self-narrative (i.e., innovative

moments) may be predictive of the clinical out-

come in different forms of therapy (Matos

et al. 2009; Gonçalves et al. 2012; Mendes

14 In contrast to quantitative approaches, in qualitative

and/or mixed-method approaches, single-case designs

within an interpretative, theory-building framework are

used more often (see Stiles 2007; Elliott 2010).
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et al. 2010), and the Generic Change Indicators,

which have been used to assess the extent to

which different types of change processes that

occur at an in-session level may be associated

with different treatment outcomes. Computer-

assisted text analysis has also been used to assess

the extent to which the distribution of different

patterns of in-session emotional-cognitive regu-

lation may be predictive of the clinical outcome

(Erhard Mergenthaler 1996). Also, in this case,

there is an increasing tendency to assess the

process variables over the entire course of the

treatment, especially when researchers are inter-

ested in the extent to which micro-processual

aspects of the treatment predict its outcome

(Gonçalves et al. 2012; Mendes et al. 2010).

Finally, although most of the data collection

in contemporary POR addresses in-session pro-

cesses, it is possible to assess therapy-related

between-session processes, based on the hypoth-

esis that they may be predictor of a good outcome

in therapy [see Hartmann et al. (2010)].

Regarding the assessment of outcome

variables, most POR studies view the process

variables to be predictors of the final outcome

treatment (e.g., Weerasekera et al. 2001;

Gonçalves et al. 2012); however there has been

an increasing tendency over the last few years to

use multiple assessments of the intermediate

outcomes over the course of the treatment. This

design offers two advantages. First, it allows

process-outcome relationships to be investigated

on different timescales (e.g., Ramseyer et al. 2014;

Klein et al. 2003; Strauss et al. 2006). Second, it

allows the researcher to demonstrate a “time line or

ordering of the proposed mediator and outcome

(i.e., the mediator changes before the outcome)”

(Kazdin 2009, p. 420; italics added) and to check

whether the process variable (i.e., the hypothesized

mediator) changes before the outcome, which is

considered an important prerequisite for

demonstrating mediation and mechanisms of

change (e.g., Kazdin 2009; Falkenstrom

et al. 2013; Hoffart et al. 2009; Kolden 1991,

1996; Kolden et al. 2006; Sexton 1993).

Outcome variables can be assessed with a

variety of instruments (see Table 13.2 for a few

examples). In most cases, self-reports completed

by the clients are used. The most frequently used

self-reports include the Beck Depression Inven-

tory (Beck et al. 1961; e.g., Feeley et al. 1999;

Strauss et al. 2006), the Symptom Checklist-90-

R (SCL-90-R; Derogatis et al. 1976; e.g.,

Watson and Bedard 2006), the State-Trait Anxi-

ety Inventory (STAI; Spielberger et al. 1983;

e.g., Beutler et al. 2003), the CORE-OM (Evans

et al. 2002; e.g., Falkenström et al. 2014), the

OQ-45 (Lambert et al. 2004; e.g., Harmon

et al. 2007), the Inventory of Interpersonal

Problems (IIP; Horowitz et al. 1988; e.g., Watson

et al. 2003), and the Rosenberg Self-Esteem

Scale (RSE; Rosenberg 1965; e.g., Watson and

Bedard 2006).

However, observational instruments, which

are usually rated by (trained) therapists, may

also be used. Examples of these include the

Hamilton Rating Scale for Depression (HRSD;

Hamilton 1960; e.g., Hawley et al. 2006; Klein

et al. 2003), the Structured Clinical Interview for

DSM personality disorders (SCID-II; Spitzer

et al. 1990; e.g., Strauss et al. 2006), the Global

Assessment Scale (Endicott et al. 1976; e.g.,

Zuroff et al. 2000), and the Therapist Target

Complaint (Battle et al. 1966; e.g., Stevens

et al. 2007)

13.3.3.3 Data Analysis
Several statistical procedures may be used in

POR. The easiest way to determine the associa-

tion between the process and outcome variables

is to employ correlation indices, which often use

the values of one or more process variables that

are assessed at one point in time (e.g., Feeley

et al. 1999; Strauss et al. 2006). In the case

where outcome scores are used to build poor

vs. good outcome groups, it is possible to use

parametric or nonparametric tests to assess the

different occurrences of the process variables

investigated in the two groups (e.g., Gonçalves

et al. 2012).

However, more complex data-analytic

procedures may be employed that can overcome

the many limitations of purely correlational

approaches, such as the ones described.

Regression analysis (Montgomery et al. 2012)

represents a valuable instrument that allows
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researchers to make causal inferences regarding

one or more independent variable(s) (i.e., the

process) and a dependent variable (i.e., the out-

come). Thus, for example, it is possible to assess

the degree to which different techniques of cog-

nitive therapy predict subsequent symptom

change (Feeley et al. 1999) or the degree to

which early alliance and rupture-repair episodes

predict the final treatment outcome (Strauss

et al. 2006). Path analysis (Kline 1998; Quintana

and Maxwell 1999) may also be used to test

synchronic models of the relationship between

different aspects of the psychotherapeutic pro-

cess and the outcome. For example, Kolden

et al. (2006) was able to model the relationships

between collaborative role enactment, empathic

resonance, mutual affirmation, and therapeutic

realizations in regard to both session progress

and early outcomes.

The data-analytic approaches described above

are characterized by the fact that they disregard

the temporal dimension of the therapeutic pro-

cess; this represents a serious limitation because

“psychotherapy is inherently dynamic, namely a

function of time” (Salvatore and Tschacher 2012,

p. 1; also see Chap. 10). Due to this, an increasing

number of researchers over the last few decades

have begun to systematically “examine outcome

as a function of patterns of sequential relations”

over time (Orlinsky et al. 2004, p. 320).15 This

has been done by applying longitudinal data-

analytic procedures and “has produced an impor-

tant conceptual advance, from a temporally

decontextualized synchronic representation of

therapeutic process (achieved by averaging

across randomly selected process segments) to a

truer representation of process as patterns of

change or trajectories across sequential time

points” (Orlinsky et al. 2004, p. 360).16

ANOVAs for repeated measurements can be

used to assess the extent to which one or more

process variable may present a different time

course over the therapy for the good vs. poor

outcome groups (e.g., Watson and Bedard 2006;

Weerasekera et al. 2001). Another approach

includes running a set of regression analyses,

which allow the researcher to test whether the

independent (process) variable is predictive of

the dependent (outcome) variable at each of the

different time points considered over the treat-

ment. For example, Loeb et al. (2005) used this

strategy to assess whether the therapeutic alli-

ance at sessions 6, 12, and 18 predicted

subsequent post-session symptom change (also

see Barber et al. 2000; Hartmann et al. 2010).

The approaches described, although valuable

in allowing researchers to study the behavior of

one or more process variable over time and the

relationship of this latter with the outcome, con-

tain certain limitations. For example, problems

include their ability to address missing data, their

consideration of time as a qualitative variable,

and not adequately accounting for intraindividual

variability. To address these limitations, several

procedures for modeling longitudinal data have

been developed in recent years and have been

increasingly applied to POR. Two of these

procedures include time-series panel analysis

(TSPA; Hamilton 1994) and multilevel models

(MLMs; Gallop and Tasca 2009; Tasca and Gal-

lop 200917; for further reviews and discussions,

see Hayes et al. 2007; Laurenceau et al. 2007).

These two data-analytic approaches share two

very important characteristics: they consider time

as a quantitative variable and they are able to

model interindividual change (level 2 of the anal-

ysis) based on the interindividual change (level

1 of the analysis). However, these procedures are

also different in certain ways. TSPA focuses on

the “multivariate change patterns among longitu-

dinal variables” (Tschacher and Ramseyer 2009,

p. 478), whose relationship is analyzed at one or

more time lags. These time-lagged associations

15 To account for these results, a sixth dimension, tempo-
ral patterns, was added to the GMP beginning with the

fourth edition of the Handbook of Psychotherapy and
Behavior Change (Orlinsky et al. 1994, 2004).
16 Dynamic systems theory (DST) has been recently

applied to psychotherapy research in order to explain the

dynamic nature of clinical processes. A theoretical and

methodological account of this is offered in Chap. 10. See

Tschacher, Gelo, Koch, & Salvatore (2014) for some

empirical applications.

17MLMs represent a collective group, including, among

others, hierarchical linear models, mixed-effects models,

random regression models, and growth curve modeling

(Tasca and Gallop 2009).
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are very useful for POR because they may be

considered to approximate causal models

(Tschacher and Ramseyer 2009); moreover, as

soon as we analyze the data of both the client

and the therapist, there is the possibility of

modeling their interactional patterns. Once the

parameters of the time-lagged relationships

between the different process variables have

been identified, they may be entered as dependent

variables into a regression analysis to assess their

predictive power regarding the treatment out-

come. For example, Ramseyer et al. (2014) first

investigated the multivariate time-lagged relation-

ship between the patient’s alliance, the patient’s

self-efficacy, the therapist’s alliance, the

therapist’s clarification interventions, and the

therapist’s mastery interventions; then, they were

able to assess the extent to which these variables

were predictive of the final outcome (see Fisher

et al. 2011 for a similar approach).

In contrast, MLMs focus on the univariate

change in one or more of the considered process

variables, which allows their trajectory over time

(i.e., shape of change); to be identified it is then

possible to assess the degree to which the

modeled trajectories (e.g., linear, quadratic,

cubic) may be predictive of the outcome. For

example, Tschacher and Ramseyer (2009) deter-

mined the time course of the patient’s well-being

and the patient’s therapy motivation over the

course of a treatment and then assessed the extent

to which this was predictive of the final outcome.

In another study, Hoffart et al. (2009) modeled

the shape of the change in several common

factors over the treatment; they were then able

to assess the degree to which the ongoing pro-

cesses impacted the weekly fluctuations of the

outcome.

A very interesting and more elaborate exten-

sion of MLMs relates to latent difference score

analysis (LDS; McArdle & Hamagami 2001),

which may be considered to be a type of dynamic

path analysis. LDS combines the features of

latent growth curve models and cross-lagged

regression models, which allows for the

modeling of “dynamic longitudinal growth

within a time series while also examining multi-

variate interrelationships and determinants”

(Hawley et al. 2006; p. 932). This data-analytic

strategy has been, for example, used by Hawley

et al. (2006) to investigate the relationship

between perfectionism, depression, and the ther-

apeutic alliance during treatment for depression.

The authors first modeled the within-subject

change in and growth of perfectionism and

depression over the treatment; then, they were

able to assess the extent to which the therapeutic

alliance may be a determinant of this change (for

another application of LDS, see, for example,

Gloster et al. 2014).

Finally, we would like to mention an approach

that may be very useful when modeling the ther-

apeutic process with categorical data, which is

often the case in psychotherapy process research.

As mentioned in Sects. 13.3.1 and 13.3.2 regard-

ing TPR and CPR, respectively, sequence analy-

sis (Bakeman and Gottman 1997) may be a very

useful tool in assessing the time-lagged relation-

ship between at least two categorical variables.

This includes calculating the transition

probabilities of the different categorical variables

considered. In POR, it is possible to further

assess the extent to which these time-lagged

relationships may be associated with and/or pre-

dictive of outcome. For example, Milbrath

et al. (1999), in one of the very few studies that

adopted such an approach, found correlations

between the combinations of the transition

probabilities, the therapist’s interventions, and

the client’s verbal behavior and posttreatment

outcome scores.

Conclusion

To fully understand what psychotherapy

consists of and how and why it may lead to

change, we need to investigate both its process

and the relationship between this process and

the treatment outcome. In the present chapter,

we have provided an overview of three main

quantitative approaches that may be useful to

reach this aim. Each of them contains its own

limitations and strengths. TPR allows us,

coherently a discovery-oriented and theory-

building approach, to broadly focus on the

main ingredients of the psychotherapy process

and to examine how they may be related. The

relevance of the logic of discovery in exploring

what occurs in psychotherapy has been
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endorsed by various scholars (e.g., Greenberg

1991; Hill 1990, 1994, Mahrer 1988; Meehl

1967, 1978) based on their acknowledgment

that the traditional hypothesis-testing approach

has so far contributed little to the cumulative

body of knowledge in psychotherapy (see

Mahrer 1988). However, TPR presents the lim-

itation of not explicitly focusing on clinically

meaningful events.

This limitation is actually tackled by CPR,

which allows the specific aspects of the treat-

ment process that represent clinically mean-

ingful events to be investigated. A specific

focus on the change processes is relevant

because this may shed light on the

mechanisms through which in-session

impacts are formed (Orlinsky et al. 2004).

One of the core aspects of the clinical practice

of psychotherapy is, in fact, its promotion of

clinically meaningful in-therapy

performances. However, in addition to the

fact that it may be very energy and time con-

suming, CPR’s main limitation lies in the fact

that explaining therapeutic gains does not nec-

essarily describe how these gains may be

responsible for the positive treatment out-

come. This limitation seems to be the main

strength of POR, which allows us to investi-

gate the relationship between what occurs in

psychotherapy and its clinical outcome. The

final aim of psychotherapy is to produce sig-

nificant clinical changes in the client’s prob-

lematic target behavior(s); thus, identifying

the mechanisms that are responsible for this

is fundamental in clinical research (Kazdin

2009). POR also presents limitations. For

example, most POR studies focus on only

one or a small number of process variables

as outcome predictors, which disregards the

patterned complexity of the therapeutic pro-

cess that may be responsible for the outcome.

Moreover, most of the time, these process

variables are measured at a macro-level (see

Sect. 13.2.1), and the outcome is assessed at

treatment termination (see Sect. 13.2.2). Thus,

both the process and the outcome are observed

at a low degree of resolution, which creates a

“distance between the process measured and

the outcome of therapy” (Elliott 2010, p. 124).

Finally, most of the analyses do not allow the

way that the relationship between the process

and the outcome may vary over time to be

taken into account, thus providing results

that may be of little clinical relevance (for a

discussion, see Stiles 1988; Stiles et al. 1998;

Stiles and Shapiro 1989, 1994; Crits-

Christoph et al. 2013; Elliott 2010).

To overcome the limitations of each single

approach and emphasize the reciprocal

strengths of the approaches, we suggest that

it would be profitable to combine them based

on what has been labeled “systematic method-
ological pluralism” (Elliott 2010, p. 131,

italics added; also see Gelo et al. 2008,

2009; Gelo and Gelo 2012; Slife & Gantt

1999). Clinical reality is too complex to be

adequately understood and explained by

means of a single approach. What is needed

is, instead, “a more balanced approach that

brings all available methodological tools to

bear on the problem” (Elliott 2010, p. 131).

This form of pluralism should be achieved by

means of research programs that examine the

cycles of the three different approaches

presented in this chapter, as shown in the

upper part Fig. 13.3.

Starting with TPR may provide meaningful

initial insight into the general occurrences in

the treatment process of therapy, which may

Fig. 13.3 The cycles of treatment process research

(TPR), change process research (CPR), process-outcome

research (POR), and qualitative psychotherapy research

(QPR)
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then be examined in greater depth by CPR

because it more specifically focuses on possi-

ble clinically meaningful events. These results

could then be used to inform POR studies, with

the aim of establishing meaningful associations

between the different aspects of the process

that were previously investigated and the out-

come. Finally, these results could be used to

inform new TPR, as well as CPR, studies, and

so on. During each phase of this process, we

should oscillate between discovery-oriented

and hypothesis-testing approaches; nonethe-

less, we would suggest gradually but defini-

tively moving toward hypothesis testing as we

move from TPR and CPR to POR during

the different cycles of the research program.

At the very end of this continuum, RCTs

should be conducted.

With regard to this process, the following

recommendations can be made.

(a) Researchers should primarily make use of

a longitudinal design to assess how the

variables of interest change over time. Purely

cross-sectional designs are rather useless

because psychotherapy is a dynamic phenom-

enon (see Chap. 10; Salvatore and Tschacher

2012); group comparisons should be made

only when they allow researchers to compare

the behavior of one or more variable over time

(i.e., dynamic patterns in different groups).

(b) Data collection of both process and

outcome variables should occur as frequently

as possible based on the resources that are

available; temporal sampling should be

avoided when possible. Both the process and

the outcome are inherently nonlinear phenom-

ena; thus, when we assess them more often,

we are more able to approximate the “real”

behavior they show over time (Hayes

et al. 2007; Laurenceau et al. 2007).

(c) Data collection of both process and

outcome variables should also occur on differ-

ent timescales. Ideally, the process should be

assessed both at a within-session level and at a

post-session level; similarly, the outcome

should be assessed both at a post-session

level and at a posttreatment level (Greenberg

1986; Orlinsky et al. 2004). When analyzing

the data, the focus should be on the

differential relationship between the different

variables that are assessed on different

timescales.

(d) The data-analytic procedures that are

employed should be able to adequately model

the behavior of the variables under investiga-

tion over time; procedures that consider time

as a quantitative variable should be preferred

(see Fisher et al. 2011; Gallop and Tasca

2009; Tasca and Gallop 2009; Laurenceau

et al. 2007; Tschacher and Ramseyer 2009).

If we have to address more than one variable,

the reciprocal relationship between the

variables over time should be taken into

account. If we intend to observe the behavior

of these variables over the treatment phases,

the time points should not be defined a priori

but should follow a bottom-up approach

where they are derived from the data.

(e) The data-analytic procedures used

should also allow interindividual change to

be modeled without disregarding intraindivi-

dual change. This relates to the idea that

generalized (i.e., nomothetic) knowledge is

grounded in individual and context-bounded

(i.e., idiographic) knowledge (Molenaar and

Campbell 2009; Salvatore and Valsiner

2010).

We would like to conclude with a final

remark. This chapter has exclusively focused

on quantitative approaches; due to this, the

considerations made above address a type of

within-paradigm methodological pluralism.

However, we do strongly believe in the

importance of between-paradigm methodo-

logical pluralism as well. Both of these

forms of pluralism greatly differ from the

dominant methodological monism, which

characterizes contemporary mainstream psy-

chotherapy research; at the same time, each of

them emphasizes slightly different issues. A

within-paradigm pluralism advocates to use

not only of RCTS but also other, more natu-

ralistic quantitative approaches; A between-

paradigm pluralism advocates reliance not

only on quantitative approaches but also on

qualitative ones (see Chap. 4 for the philo-

sophical underpinnings of such a form of

pluralism).
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With regard to this form of between-

paradigm methodological pluralism, we are

convinced that each of the three quantitative

approaches reviewed in this chapter should

be used in cycles with each other, as well as

with qualitative psychotherapy research

(QPR; see Chaps. 20, 21, and 27). As shown

in Fig. 13.3, we believe that the results that

are obtained by the different quantitative

approaches should inform QPR, which, in

turn, would inform the quantitative

approaches as well. A specific qualitative

approach that may be very useful in this

regard is the qualitative helpful factors
design (Elliott 2010); this design aims to

explore the subjective experiences of

clients (and/or therapists) to identify what

they have perceived as helpful in the treat-

ment. Once identified, these helpful factors

could then more specifically be investi-

gated by means of quantitative approaches.

Moreover, in addition to informing each

other, quantitative and qualitative approaches

may also be integrated (see Gelo et al. 2008,

2009 for a general discussion). A prototypical

example of such a strategy, recently reviewed

by Elliott (2010), is the significant events

approach; it is characterized by an integra-

tion of quantitative and qualitative methods

within a theory-building and interpretive

framework, with the aim of investigating

clinically relevant moments of the therapy;

declinations of this approach include task

analysis (Greenberg 2007), comprehensive

process analysis (Elliott et al. 1994) and

assimilation analysis (Stiles et al. 1990).

We believe that methodological pluralism

is an indispensable attitude for any psycho-

therapy researcher. We hope that the present

chapter provides a contribution to how this

may be accomplished within quantitative psy-

chotherapy research, with the aim of finding

out how and why psychotherapy works.
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Abstract

Recent efforts to improve group psychother-

apy have focused on codifying both evidence-

based treatments and therapeutic

relationships. This chapter reviews the numer-

ous advances in empirical research on group

psychotherapy and highlights therapeutic

practices ensuing from the evidence. The

authors synthesize some of the most crucial

development in group psychotherapy

research, such as the effectiveness of group

treatments, the mechanisms of change of

group therapies, the components of group rela-

tionship, and issues regarding methodological

problems associated with the analysis of

group data.

14.1 Introduction: Is Group
Psychotherapy Effective?

Group therapies are important resource by the

managed care industry and mental health and

substance abuse service providers that are pres-

sured by the supply and demand of delivering

services which leads to an increasing provision

of group treatment. Group treatments have his-

torically been seen as a secondary treatment

modality, certainly not on the same level as the

gold standard of individual therapy. Fortunately,

there is a substantial literature comparing the

efficacy of the two approaches that suggests at
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the very least that group psychotherapy is clearly

not a second-rate treatment (Bednar and Kaul

1994). Group therapies have been used in a

wide range of conditions including anxiety and

mood disorders, late-life depression, infertility,

adjustment to personal loss, substance abuse,

schizophrenia, bipolar disorder, post-traumatic

stress disorder, eating disorders, and personality

disorders (Burlingame et al. 2003). They have

also been used across the lifespan and in differing

healthcare settings, including inpatients, day

hospitals, and outpatient settings. Group psycho-

therapy, like individual psychotherapy, is

intended to help people who would like to

improve their ability to cope with difficulties

and problems in their lives. But, while in individ-

ual therapy the patient meets with only one per-

son (the therapist), in group psychotherapy the

meeting is with a whole group and one or two

therapists. There are many kinds of groups in the

group psychotherapy field. The techniques used

in group psychotherapy can be verbal, expres-

sive, psychodramatic, etc. The approaches can

vary from psychoanalytic to behavioral, Gestalt

or encounter groups. Moreover, groups vary

from classic psychotherapy groups, where pro-

cess is emphasized, to psychoeducational, which

are usually focused on the most common areas of

concern (Yalom and Leszcz 2005).

We can affirm that we know far more about

what efficacious group treatments for specific

patient populations than we did a decade ago

(Burlingame et al. 2013). For instance, an impor-

tant meta-analysis regarding outcome of group

and individual therapy found there was virtually

no difference between the two (McRoberts

et al. 1998). Moreover, one of the latest reviews

(Burlingame et al. 2004) examined 107 studies

and 14 meta-analysis published between 1990

and 2002. These authors stated that there was

“sufficient” evidence to conclude that group psy-

chotherapy is as effective as individual therapy

and for clients suffering from severe mental

illnesses. Beneficial effects were also found for

inpatient group psychotherapy in controlled stud-

ies as well as in naturalistic studies (Kosters

et al. 2006).

The efficacy indicated by the research results,

combined with the relative efficiency of the

group modality, makes a powerful argument for

more extensive use of groups in service delivery

settings.

Most reviews which examined the effect of

treatment orientation did not find any significant

difference between the outcomes of groups as a

result of therapy type. For instance, Piper

et al. (2001) found patients with complicated

grief improved in both psychodynamic and

supportive group treatment; there was no signifi-

cant difference between therapy types. Blay

et al. (2002) found brief psychodynamic group

treatment gave clinically and statistically signifi-

cantly greater benefit than usual clinical care for

a mixed diagnosis group at the end of the 8-week

treatment, but at follow-up (9–30 weeks

post randomization), there was no significant

difference. Tasca et al. (2006) found binge-

eating patients gained similar benefit from

psychodynamic interpersonal therapy and group

cognitive–behavioral therapy, both being supe-

rior to no-treatment controls at the end of ther-

apy: follow-up data on the no-treatment control

group were not available.

Recently, Burlingame and McClendon (2010)

tabulated the efficacy and effectiveness of group

treatments by patient population and provided

categorical recommendations for its application.

More specifically, some theoretical orientations

“dominate” particular disorders (e.g., group CBT

for anxiety disorders), although most show sup-

port for a variety of disorders (i.e., mixed). In

short, these results provide evidence for the clin-

ical effectiveness of group psychotherapy

approaches in a various clinical problems, but

not for specific benefits of any particular theoret-

ical approach.

Different studies also examined the relation-

ship between patient characteristics and therapy

outcome, and the role of mediating or

moderating variables. Overall, the evidence

suggests that there may be important effects of

age, sex, self-efficacy, treatment duration, and

psychological mindedness on clinical outcomes

and effects of attachment style and interpersonal
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distress on group attendance. For example, a

significant finding was that the quality of object

relations is an important moderator of the impact

of treatment type on outcome. Patients with high

quality of object relations had better outcomes

from interpretive group psychotherapy than

from supportive group psychotherapy, and this

may be a useful selection criterion for groups

(Piper et al. 2001). Lorentzen and Hoglend

(2008), in a preliminary report, suggest that

patients with more severe pathology (in terms

of depression, other psychiatric symptoms, per-

sonality disorders, and poor interpersonal func-

tioning) require long-term group psychotherapy

to achieve improvements in interpersonal

functioning.

Regarding the research on outcome of

group psychotherapy, psychodynamic group

interventions have been underevaluated, and the

number of high controlled studies (i.e., RCTs) is

sparse. Several researchers issued a call for the

study of psychodynamic group, especially long-

term treatments, as a next step in the group treat-

ment literature. Two recent studies that have

emerged from Norway seem to be a promising

start. Overall, the two prospective naturalistic

studies (Wilberg et al. 2003; Lorentzen and

Hoglend 2004) suggest that long-term

psychodynamic group psychotherapy may be

effective for outpatients with personality

disorders. Moreover, two recent small studies

with eating-disorder outpatients (Valbak 2003;

Prestano et al. 2008) suggest that psychodynamic

long-term group therapy may be of value for

patients with bulimia and anorexia nervosa.

However, since neither study employed a control

group or a manualized treatment approach that

could indicate that psychodynamic principles

were being followed, the validity of these results

are still open to question.

Finally, although the empirical evidence for

the effectiveness of group psychotherapy is

strong, it is important to remind that several

patients experience no benefit and often drop

out from treatment (see Lambert and Ogles

2004). Premature termination rates vary from

20 to 50 % of group members in the extant

literature. Most dropouts, which often involve

30–40 % of a therapy group, seem to occur

early in the life of a group (Yalom and Leszcz

2005). How to help patients who are at risk for

treatment failure? It may be a core question for

researchers and clinicians alike involved in group

psychotherapy. Recently, a study examined the

effects of a feedback intervention directed at both

members and leaders of psychotherapy groups

held in a university counseling center (Davies

et al. 2008). This study adopted the method

developed by M. Lambert and colleagues, who

found that providing therapists with feedback

(using patient self-reported symptom distress)

improved outcome for patients predicted to

drop out from treatment and reduced deteriora-

tion rates (Whipple et al. 2003; Hawkins

et al. 2004; Harmon et al. 2007). In the study of

Davies and colleagues, the feedback consisted of

group climate information using scores from the

Group Climate Questionnaire, completed by

members after each group session. Unexpected

results indicate the feedback intervention had

little impact on the therapeutic factors and out-

come. However, the authors caution overinter-

pretation of these results. Specifically, finding

may be due to the irrelevance of the feedback

provided to patients. Members were given feed-

back on the group climate which may be of little

overall value to them. Moreover, small sample

size may have “hidden” the ability to detect

reliable effects for feedback on outcome.

Addressing the issues of selection and compo-

sition of group may help therapist to reduce

dropout rates. Group psychotherapy is indicated

for clients who manifest interpersonal difficulties

and interpersonal pathology; consequently, the

group literature suggested that clients should

be excluded from group psychotherapy if they

cannot engage in the primary activities of the

group (interpersonal engagement, interpersonal

learning, and acquiring insight) due to logistical,

intellectual, psychological, or interpersonal

reasons (Yalom and Leszcz 2005). The clinical

practice guidelines for group treatment (Bernard

et al. 2008) outlined that clients who demonstrate

poor psychological mindedness, little self-

reflection, poor motivation, high degrees of

defensiveness, and denial and who elicit angry
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and negative reactions from others are at risk of

early dropout.

14.2 Mechanisms of Change
in Group Treatments

Although previous research has demonstrated the

effectiveness of group psychotherapy, the under-

lying mechanisms by which change is achieved

have limited empirical support. In individual

treatment, the therapeutic ingredients arise from

the interventions of the therapist and the nature

of the relationship between therapist and patient.

The therapeutic relationship is the ubiquitous

mechanism of action that operates across all

therapies (Martin et al. 2000). In group psycho-

therapy, the situation is radically different. The

individual patient is interactionally engaged with

each member of the group. The individual also

experiences the atmosphere of the whole group

that results from the mix of all contributions. The

qualities specific to group processes create an

interactional field that is considerably more com-

plex than that in the individual therapy setting.

These features apply mainly to the nature of the

interventions and of the therapeutic bond, which

now involves the entire group membership and

not just the therapist. Greater emphasis is placed

on the importance of using the group environ-

ment as a focus for experiencing typical reactions

involving one’s relationships with others. Groups

provide a distinctly more real relationship envi-

ronment in which the complex reactions of the

individual may emerge through interaction with

a host of protagonists, not just the authority fig-

ure of the therapist. To understand the nature of

personal problems, the patient must consider the

responses of other group members in addition to

those of the group leader. Group members express

numerous interpretations, ideas, suggestions, and

common experiences. This provides each member

with a wealth of feedback for consideration.

Regarding dyadic therapies, a number of

researchers demonstrated that the nature of ther-

apeutic alliance is the strongest single predictor

of outcome in individual psychotherapy. A simi-

lar trend is also found in the group literature.

However, the concept of therapeutic alliance,

and particularly of bond, is more complicated in

groups. The closest analogy to the therapeutic

bond in dyadic therapy is that of group cohesion,

a property of the entire group. There is growing

consensus that cohesion is the best definition

of the therapeutic relationship in group

(Burlingame et al. 2002a, b; Yalom and Leszcz

2005), and it has been described as the “bedrock

of the group experience” (Butler and Fuhriman

1983, p. 500). For Yalom and Leszcz (2005),

cohesion is not just the primary curative factor

in group psychotherapy but a “precondition for

other therapeutic factors to function” (p. 55).

Cohesion generally refers to the emotional

bonds among members for each other and for a

shared commitment to the group and its primary

task. Moreover, it is the group process variable

generally linked to positive therapeutic outcome

(Burlingame et al. 2002a, b).

A recent meta-analysis of 40 studies that

tested the relationship between cohesion and out-

come found overwhelming support for its ability

to predict improvement in group members

(Burlingame et al. 2011). More specifically, the

average weighted correlation between cohesion

and outcome was r ¼ .25, and five variables

(age, theoretical orientation, length, size of

group, as well as interventions to enhance cohe-

sion) were shown to moderate the effects of

cohesion on improvement in outcome. Groups

led by cognitive–behavioral, psychodynamic,

and interpersonal orientations produced reliable

cohesion-outcome relationships. Group leaders

who emphasized member interaction over

problem-specific focused groups posted higher

cohesion-outcome links suggesting the impor-

tance of encouraging member interaction. Cohe-

sion was the strongest predictor of outcome in

groups composed of 5–9 members and that lasted

more than 12 sessions. Thus, cohesion takes time

to build and requires the correct balance of

member–member interaction. Finally, groups

composed of younger members (college age)

produced the largest gains in outcomes when

cohesion was present. No differences were

found in cohesion ability to predict outcome by

setting (inpatient vs. outpatient) or patient
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diagnosis suggesting that it is a robust group

dynamic across diverse settings and populations.

14.2.1 The Process of Group
Psychotherapy

Group process generally refers to what happens

in the group: a widely used definition of group

psychotherapy process describes it as “the study

of the group-as-a-whole system and changes in

its development, the interactions within the

patient and therapist subsystems, the patient and

patient (dyadic or subgroup) subsystems, the

therapist and therapist subsystem if there are

co-leaders, and the way each of the subsystems

interacts with and is influenced by the group as a

whole” (Beck and Lewis 2000, p. 8).

Recently, Burlingame et al. (2008a) offered

an organizing framework to give clinicians and

researchers the opportunity to integrate impor-

tant aspects of the complex system “group” (see

Fig. 14.1).

They differentiate between the “anatomy of a

small group,” which reflects the group structure,

and the “physiology of a small group,” which

reflects dynamic interactions and processes

(such as the therapeutic factors, interpersonal

feedback, and self-disclosure). The group struc-

ture focuses on the group as a vehicle of change

and contains an emergent and an imposed facet

of the group. The second aspect of group struc-

ture, the imposed structure, refers to pre-group

preparation and composition and early group

formatting. Similar to the anatomy of the group,

the physiology of the group is divided into two

parts, the emergent structure and foundational

Content, form & 

Emergent Structure:
- Group development
- Subgroups
- Norms

Imposed Structure:
- Pre-group preparation
- Early group formatting
- Composition

Group Structure—Anatomy
Group as vehicle of change

Group Processes—Physiology
Interpersonal exchange as mechanism of change

Emergent Processes:

- Therapeutic Factors
- Interpersonal feedback
- Self-disclosure
- Cohesion-climate

Foundational Social 
Psychological Processes:
- Reciprocal role functioning
- Conformity, power, & conflict
- Performance
- Decision-making
- Leader style-characteristics
- Social identity theory

Formal
Change 
Theory

Patient &
Therapist
Factors

structure of group 
properties

& processes

Fig. 14.1 The anatomy

and physiology of small-

group treatments
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social–psychological processes (e.g., reciprocal

role functioning, power, conflict, performance,

decision-making, leader style characteristics),

and considers the interpersonal exchange as a

mechanism of change. Therapeutic factors, inter-

personal feedback, self-disclosure, cohesion, and

group climate are facets of the emergent process

and are often subject matter in research on topic

of small-group processes. Great importance is

attributed to the leaders of a group, even if their

impact is not directly evident most of the time.

Helping the group in developing and maintaining

a therapeutic milieu that is conducive to benefi-

cial member interaction, with the goal to facili-

tate changing long-standing behaviors, beliefs,

and skills, is a fundamental responsibility of the

leader [according to Yalom (1995)]. As a result,

the group leader does not only have the responsi-

bility to perceive the emergent processes in the

group but also to influence the process of change.

A recent and well-conducted review of rela-

tionship constructs on group psychotherapy

(Johnson et al. 2008) found that group climate,

cohesion, alliance, and empathy had mixed to

positive results predicting outcome in group

treatment. Moreover, we have well sound

measures of these four therapeutic relationship

constructs (i.e., the Group Climate Question-

naire, GCQ; the California Psychotherapy Alli-

ance Scale-Group, CALPAS-G; the Working

Alliance Inventory, WAI; the Curative Climate

Instrument, CCI) which are widely used in group

psychotherapy research.

We will show only few key findings about this

topic (see Burlingame et al. (2004) and Johnson

et al. (2008) for a complete review): the group

climate subscales have been associated with

levels of other therapeutic factors (Johnson

et al. 2006; Kivlighan and Goldfine 1991) and

behavioral observations of self-disclosure and

therapeutic work. A high level of engagement

seems to be associated with other positive

aspects of therapeutic relationship and to provide

a foundation for other group processes that

are considered to be helpful (Castonguay

et al. 1998). Several studies have investigated

the association between group cohesion and ther-

apeutic improvement and reported beneficial

effects in a variety of settings and therapeutic

approaches (Budman et al. 1989; Marziali

et al. 1997; Ogrodniczuk et al. 2006). Moreover,

higher levels of cohesion as well as an increase in

cohesion over time were related to symptom

improvement (Dinger and Schauenburg 2010).

However, some other studies failed to detect a

positive association between high cohesion and

symptomatic improvement for psychodynamic

groups, CBT groups, and different patient

populations (e.g., Gillaspy et al. 2002; Lorentzen

et al. 2004; Oei and Browne 2006). Cohesion is

also widely agreed to be a helpful foundation for

other curative factors to operate (Yalom 1995).

Group alliance too has been found to predict

outcome in psychotherapy groups (Marziali

et al. 1997; Strauss and Burgmeier-Lohse 1994;

Lorentzen et al. 2004; Lo Coco et al. 2012). Sev-

eral studies have also found alliance to be related

to other therapeutic relationship variables such

as cohesion (Budman et al. 1989; Gillaspy

et al. 2002; Joyce et al. 2007; Marziali

et al. 1997) and empathy (Horvath 1994).

Two of the most neglected areas in group

research literature, regarding the study of group

therapeutic factors and of group leader

interventions, have been improving our knowl-

edge for the last 10 years, by establishing the

validity of new group assessment tools.

Regarding the study of therapeutic factors in

group treatment, Yalom (1995) suggested that

there is a core of therapeutic factors that

therapists agree on independent of their therapeu-

tic orientation. His view of the therapeutic factors

comprises 11 elements: instillation of hope, uni-

versality, imparting information, altruism, the

corrective recapitulation of the primary family

group, development of socializing techniques,

imitative behavior, interpersonal learning, group

cohesiveness, catharsis, and existential learning.

The broad clinical adoption of this classification

of therapeutic factors did not lead to a strong

empirical basis for understanding helpful process

patterns, because too many divergent and psycho-

metrically questionable measures exist (see

Bednar and Kaul 1994). The Therapeutic Factors

Inventory (TFI) by Lese and MacNair-Semands

(2000) has been designed to assess all of Yalom’s
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factors; it is psychometrically sound and differen-

tially correlates with interpersonal problems of

individual members and is sensitive to group

development.

Regarding the group research literature on the

leader effects on groups, a new measure of group

leader interventions, the Group Psychotherapy

Intervention Rating Scale [GPIRS; Sternberg S,

Trijsburg W (2005) The relationship between

therapeutic interventions and therapeutic out-

come (Unpublished manuscript)] is promising.

The GPIRS evaluates group leaders on the basis

of their ability to perform interventions aimed

at enhancing mainly group cohesion. The

GPIRS is an observer-rated, behavioral measure

consisting of 48 items, aimed at assessing three

dimensions: (1) group structuring, which

assesses the leader’s ability to establish rules

and norms, define therapist and member roles,

and address fears regarding self-disclosure;

(2) verbal interaction, which measures the

therapists’ ability to perform interventions that

have been shown to facilitate the development of

therapeutic verbal interactions; (3) emotional cli-
mate, which includes items assessing the group

leader’s ability to create and maintain an emo-

tional climate in the group and to perform

interventions shown to help create a safe milieu

allowing for meaningful self-exploration by

group members. Recent findings with the

GPIRS (Chapman et al. 2010) support the concept

that therapists who implement appropriate struc-

ture, facilitate member–member interactions, and

interact with a warm and empathic interpersonal

style tend to have stronger, more therapeutic

groups.

Some recent studies also investigated the role

of coleadership in group interventions: the

coleadership team cognition-team diversity
model suggests that group coleaders will be

most effective when coleaders share cognitions

about the group but are dissimilar in terms of

their skill sets and behavior within the group

(Miles and Kivlighan 2008). In other words,

this model suggests that diversity in leadership

style would be associated with more effective

group processes because dissimilar coleaders

bring complementary skills to the group. A

recent study provided empirical data on the rela-

tionship between the coleaders and suggested

that dissimilarity in how coleaders behave in

their group may facilitate positive group member

outcomes through the creation of a productive

group climate (Miles and Kivlighan 2010).

These findings also suggest that the issue of

coleader similarity or dissimilarity is more com-

plex than suggested by the coleadership model,

because the importance of coleader similarity

versus dissimilarity changed as a function of

time. The pattern of conflict development found

in this study suggests that coleader behavioral

dissimilarity may be related to a pattern of

decreasing conflict over time.

Finally, the interpretations of empirical studies

on the therapeutic relationship are still compli-

cated by two methodological issues (Johnson

et al. 2008). The first is that interpretations

of therapeutic relationship constructs differ some-

what depending on whether the group

or individual is the unit of analysis. The second

is that the interpretations of findings for open

and closed groups differ (see Kipnes

et al. 2002). Moreover, a recent review

(Burlingame et al. 2002b) found that two

thirds of the literature had focused on a single

relationship, member–group. Studies investigating

member–member and member–leader relation-

ships were far less frequent. Finally, it is still

difficult to compare different studies on group

therapeutic relationship because these process

variables may be measured by vastly different

instruments, and differing findings may be directly

due to differing measures and definitions.

14.2.2 A Three-Component Model
of Group Relationship

Although there is consensus about the major

ingredients of group process mechanisms, there

are also a wide variety of conceptualizations of

single process components that resulted in a

diversity of empirical approaches, leading to

difficulties in summarizing the empirical support.

Previous research has identified the relationship

cultivated by the group setting as cohesion, group
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climate, alliance, and empathy, which has con-

sistently been linked to patient improvement and

low dropout rate (Burlingame et al. 2002b).

Although containing important differences,

these therapeutic relationships are closely inter-

related (Johnson et al. 2005). The process studies

that have examined the empirical overlap

between cohesion and alliance (see Gillaspy

et al. 2002; Marziali et al. 1997; Piper

et al. 2007), alliance and empathy (Horvath

1994), and empathy and group climate (Phipps

and Zastowny 1988) have suggested that they are

highly related to one another.

Johnson et al. (2005) analyzed the

associations between different relationship

aspects (group climate, cohesion, alliance, and

empathy) in group treatment. They found consid-

erable overlap between different relationship

measures and came up with three latent variables

(positive bonding, positive working, and nega-

tive empathy) that best represented the relation-

ship constructs in their data. The first component

represents the positive relational bonds in the

group: the individual member’s emotional con-

nection or attachment to the other members of

the group, including the therapist and the group

as a whole. The second component represents the

positive working relationships in the group: the

individual member’s collaborative engagement

in therapeutic work with the other members, the

therapist, and the group as a whole for the pur-

pose of progressing toward treatment goals.

Finally, the third component represents the neg-
ative relationship factors that may be operating

in the group: those aspects of the group process

that may adversely affect member attachments or

impede the therapeutic work.

Bormann and Strauss (2007) followed

Johnson’s study by collecting data on the same

measures from 15 hospitals in Germany and

Switzerland, and the same three factors emerged.

Recently, Bakali et al. (2009) in a study from

Norway reported a similar 3-factor model.

Results from these studies are leading to the

development of a composite measure of the

group relationship by eliminating items with

redundant information or poor fit (Burlingame

2010).

14.3 A Methodological Issue:
The Nested Data Structure

Given the complexity of the group treatment,

research programs that analyze relationships

between characteristics of patients, specific pro-

cess patterns, mechanisms of change, and

outcomes are very composite. Several previous

studies have addressed problems associated with

the analysis of group data, particularly regarding

evaluation of intervention effects (Kenny

et al. 2002; Roberts and Roberts 2005). The key

issue in the analysis of group data is within-group

dependence, because members who are in the

same group exercise a mutual influence on each

other, which means that individuals who attend

the same group are more similar (or dissimilar) to

one another than individuals who participate in

different groups. This nonindependence can be

viewed as a correlation between observations

(Kenny et al. 2002) and determines a violation

of key assumption of most statistical analyses,

increasing the risk of type I errors (Baldwin

et al. 2005; Burlingame et al. 1994).

However, there is general agreement among

researchers that although the group data structure

complicates research design and statistical

analyses, it is not simply a methodological nui-

sance. Of course, mutual influence is often at the

heart of group interventions; the group leads

numerous opportunities for group members to

interact and influence each other. Consequently,

in recent years many authors tried to provide a

guide to group treatment researchers and devel-

oped several methods that are specifically

designed to model and analyze group data.

Before illustrating these strategies of analysis,

it is important to highlight that correlations

within a group can be either positive or negative.

Since group members share a common environ-

ment, their behaviors and their response to inter-

vention can become more homogenous (positive

correlations), especially in long-term group psy-

chotherapy. For example, rates of cohesion, attri-

tion, and attendance can impact outcomes in

group treatment (Burlingame et al. 2002a, b).

The sharing of environment can also, in opposite
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way, differentiate members’ response to the

intervention. As Kenny et al. (2002) suggested,

in the group there may be fixed resources (such

as time or attention of the leader); thus, for

instance, the percentage of time that one member

spends talking in a group discussion is inversely

proportional to the percentage of time that

remains to the other members.

The most common approach to analyzing

group data was, for a long time, to consider the

individual-as-unit analysis, and ignoring within-

group dependence. The 2005 review by Baldwin

et al. found that in the 33 studies examined

(among those that met criteria for empirically

supported treatments, ESTs; Task Force, 1998)

none of these studies assessed for dependence in

their data.

Behind this article, several others (Baldwin

et al. 2008; Imel et al. 2008) have evaluated the

extent and variability of dependence in data

taken from previously published randomized

clinical trials of group psychotherapy. Taken

together, these studies found a moderate to

large (0.03–0.12) within-group-dependence

effect, even if Baldwin et al. reported that the

majority of statistically significant results

reported in these studies would no longer be

significant if one assumed a moderate level of

within-group dependence (0.05). On the other

hand, statistical effects of within-group depen-

dence are now clear, because it does bias signifi-

cance tests (Wampold and Serlin 2000), and

several authors recommend to assess and report

the degree of within-group dependence for all

group treatment studies.

Group nonindependence is typically indexed

by an intraclass correlation (ICC). There are two

methods for estimating the ICC. The first

approach uses ANOVA, treating group as the

independent variable in a one way, between-

subjects ANOVA. The second method uses the

correlational method for group data, creating

every possible pair of scores in the group and

computing Pearson’s r on these pair of scores.

A relatively new approach in group psycho-

therapy research is to consider data from small-

group research as hierarchically structured. The

individual participants are nested within groups;

thus, there are two possible levels of analysis in

group data: individual (level 1) and group (level

2). Multilevel model (MLM) or hierarchical lin-

ear model (HLM) is used to accomplish the

nested effect of the groups (Tasca et al. 2009).

One of the primary advantages of HLM is that

they allow one to simultaneously investigate

relationships within a particular hierarchical

level, as well as relationships between or across

hierarchical levels. In order to model both

within-level and between-level relationships,

HLM consists in two stages of estimation

(Kenny et al. 1998); the first involves computing

an analysis across individuals within each group

separately (level 1), and the second involves

aggregating the first stage results across groups

(level 2). Furthermore, when groups are nested

within therapist and clients are nested within

groups, the three-level HLM can be used; in

this model therapist is level 3, group is level

2, and client is level 1.

Longitudinal data can be also analyzed within

the paradigm of multilevel models. In the three-

level growth HLM, one can estimate variables at

level 1 of the model as a function of time

(repeated measurements of group outcome or

group process across sessions). At level 2, the

level 1 parameters are nested within each person,

and at level 3, each person is nested within a

group.

It is important to highlight that the magnitude

of the nonindependence can fatally reduce the

power of the study (Murray and Blitstein 2003).

Although the best way to increase power is to

plan for within-group dependence when design-

ing a group-based intervention study, a possible

solution is to base degrees of freedom on the

number of groups because it has little effect on

power (if there are sufficient groups or more

groups across all conditions).

Beyond the analytic strategies, from the theo-

retical and clinical perspectives, within-group

dependence sets a series of important issues.

According to Baldwin et al. (2005), one of

these issues is to identify the sources of within-

group dependence, as Kenny et al. (2002) tried to

do describing three possible sources: the group

composition, the common fate, and the mutual
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influence. Within-group dependence likely

reflects psychological and social processes cen-

tral to group-based interventions and leads one to

think it could be important to explore how it

changes during the group psychotherapy, how is

it associated to the outcome, and how is it related

to the process variables (e.g., cohesion).

14.4 The Need to Bridge the Gap
Between Science and Practice
in Group Psychotherapy

Psychotherapy research has witnessed increased

attention for the need to bridge the gap between

science and practice. Often the arguments have

been that the practitioners were not practicing

what researchers had found to be efficacious. It

is also worth noting that rarely were practitioners

actively informing researchers of the topics to

be investigated. Most professional associations

underscored the importance of bridging this

gap. However, research evidence indicates that

in the majority of clinical settings, this has not

occurred. In this decade, the “bridging the gap”

mantra pertains to evidence-based practice.

Results from these evidence-based studies have

led to recommendations for best practice based

on criteria proposed by a variety of scientific

committees (Norcross et al. 2006).

Two documents of the American Group Psy-

chotherapy Association (AGPA) may be repre-

sentative of the connections between clinical

practice and group psychotherapy research, by

supporting practitioners in their practice of

group psychotherapy. The first is the CORE-

revised (CORE-R) battery (Burlingame

et al. 2006). The goal of the CORE-R Task

Force was to provide clinicians with the best

recommendations regarding psychometrically

sound and empirically tested selection, outcome,

and process instruments that have shown to be of

value in the group literature (Burlingame

et al. 2008b). The revised CORE (CORE-R)

Task Force was charged with reviewing the orig-

inal recommendations of the CORE battery

(which was developed in the 1980s) and

advances in the literature in the subsequent two

decades so that the CORE-R would be suitable

for both clinical practice and research endeavors.

The CORE-R is divided into three main sections

related to materials and measures that can assist a

clinician in: (a) starting a group and/or preparing

group members, (b) assessing group member

outcomes, and (c) tracking group-level pro-

cesses. Regarding point a, the CORE-R is pri-

marily focused on the beginning group leader

who may be less familiar with how to set up a

group and select members. This section identifies

empirically and clinically grounded principles

for selecting group members and preparing

them for treatment in a group format. Regarding

the outcome of group member, it is noted that

outcome measures allow therapists to supple-

ment their clinical judgment regarding client

progress with information about client change

derived from formal assessments. The CORE-R

Task Force only suggests measures which are

brief, comprehensive, easy to administer, opti-

mally free from theoretical biases, sensitive to

change (with established reliability and validity),

and widely used (i.e., the Outcome Questionnaire

[OQ-45], and the Inventory of Interpersonal

Problems [IIP]; see Lambert et al. 1996;

Horowitz et al. 2000). The process section of

the CORE-R relied on the model developed

empirically by Johnson et al. (2005), which

found three main components of group psycho-

therapy process (positive bonding relationship,

positive working relationship, negative relation-

ship). The analysis of group process may provide

clinicians with important distinctions concerning

the quality of the group functions and the foster-

ing of a therapeutic environment. This process

not only examines the interactions between

group members but also the interactions of the

therapist and the group itself.

The second document developed by a task

force of the AGPA is the clinical practice

guidelines for group psychotherapy (CPG)

which “is intended to be a relevant, flexible,

accessible, and practical document that respects

practitioners and the clinical context of their

work” (Bernard et al. 2008, p. 457). These

guidelines are distinct from treatment guidelines,

and aim to augment, not to supplant, the clinical
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judgment of group practitioners. The CPG

addressed some core issues of group psychother-

apy, such as creating a successful therapy group

from the perspectives of clients, therapists, and

referral sources; understanding mechanisms of

action in group psychotherapy; selection of

clients and composition of therapy groups;

pre-group preparation and training; group process

and development; and therapist’s interventions.

Taken together, these two documents support

practitioners of group psychotherapy to meet the

appropriate demands for evidence-based practice

and greater accountability in the practice of con-

temporary psychotherapy.

Finally, it is noteworthy that despite an

increase in qualitative methods and studies, the

arrival of qualitative approaches into mainstream

research on group psychotherapy remains tenta-

tive. We agree with Dattilio et al. (2010) that

“information from controlled studies on the effi-

cacy of treatments needs to be complemented by

information about the contexts in which the

treatments are delivered and the processes set in

motion in their delivery. A balanced picture can

only be achieved by gathering information by

means of a range of methods, both quantitative

and qualitative, and synthesizing it reflectively

and critically” (p. 436). However, there is still a

dearth of research investigating the effectiveness

and process of group treatments by means of both

quantitative and qualitative methods. The chal-

lenge of integrating science and practice in group

psychotherapy is still alive.

Conclusion

In summary, this review highlighted some

core issues in group psychotherapy research:

(a) group psychotherapy has been shown to be

effective for a variety of psychological

disorders; (b) apart from questions regarding

the effectiveness of group treatments, psycho-

therapy researchers have been interested in

mechanisms of change for group therapy,

and different components of group process

have been investigated; (c) while there are

important methodological improvements

being made in group psychotherapy research

studies, there is still room for improvement—

needed improvements may include the use of:

(a) some measures tied to past research

increasing generalizability between studies,

(b) increasingly complex hypotheses that

simultaneously test multiple sources to

explain outcomes, and (c) increasingly com-

plex analytic models (Burlingame et al. 2004).

Although there is much to be done to improve

the group psychotherapy literature, much has

been accomplished, and important advances

are being made.
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Abstract

As a field, psychotherapy has long been

dominated by the different types

(or orientations) of psychological therapies

in practice. Though there are hundreds if not

thousands of different kinds of psychotherapy,

in many ways some are quite similar—they

share some common factors. In other ways,

each orientation may possess some unique

elements, or combinations of elements not

found in most other kinds of therapy: unique

factors. In this chapter, we describe how the

theoretical and empirical discussions of com-

mon and unique factors have progressed his-

torically, highlighting major contributions in

identifying and organizing the influential

components and active ingredients of psycho-

therapy. It can be shown that both common

factors and more unique factors can be reli-

ably identified, and that these factors can be

linked with outcome, and may both be neces-

sary to the successful application of any psy-

chological therapy. Ultimately, the distinction

between “common” and “unique” factors may

be a false dichotomy when comparing many

face-to-face psychotherapies, because neither

common factors nor unique factors can exist

without the other. Common factors rely on

specific treatments, and unique factors exist

in the context of common variables.
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15.1 The Process of Change
in Psychotherapy: Common
and Unique Factors

Over the last century we have seen a proliferation

of varieties of psychotherapy, many with vastly

different scopes and aims. This proliferation

seems to have been both a cause and effect of

an equally astounding number of researchers,

theoreticians, and clinicians specializing and

honing their practices in increasingly diverse

ways. The increasing demands from governmen-

tal, healthcare, and research organizations in

recent years have led to pressure on these many

camps to demonstrate that their practices are

effective, or else suffer the possibility of limited

reimbursement, loss of clientele, or both. Despite

this increased scrutiny on individual

psychotherapies, it has been noted for several

decades that many psychotherapies that are the-

oretically different (at least according to their

proponents) in fact share many attributes.

Rosenzweig (1936) is often regarded as one of

the first to have addressed this issue, and his short

article foreshadowed major themes of compara-

tive psychotherapy research to the present:

psychotherapies that are different do indeed

have many similar features, and these similar

features may be responsible in some way for

the fact that proponents of many treatments

report success. As he wrote: “besides the

intentionally utilized methods and their con-

sciously held theoretical foundations there are

inevitably certain unrecognized factors in any

therapeutic situation–factors that may be even

more important than those being purposely

employed” (p. 412). Still today, writers

concerned with documenting and explaining the

effects of psychotherapy have been faced with a

central question: Are the effects of diverse

psychotherapies due to those elements that

make them unique (or specific), or are they better

explained by what these diverse approaches

share with one another?

While much can be said about the so-called

Dodo bird verdict (Luborsky et al. 1975)—the

finding that several kinds of psychotherapy pro-

duce roughly equivalent outcomes across a range

of disorders—which itself is still a focus of hot

debate (e.g., Crits-Christoph 1997; Norcross

1995; Wampold 2001), the subject matter of

this chapter is only tangentially related to

it. Though many authors view outcome equiva-

lence as the main reason to study common

factors in psychotherapy, we cheerfully disagree.

Regardless of outcome, it is noncontroversial to

say that psychotherapies of many origins share

several features of process and content, and it

follows that better understanding the patterns of

these commonalities may be an important part of

better understanding the effects of psychother-

apy. That is, irrespective of whether some

psychotherapies are equivalent to others in symp-

tomatic outcome, understanding what part of

clients’ improvement is due to factors that are

shared by several approaches appears to us to be

a conceptually and clinically important question.

In this chapter we will examine the issue of

whether common factors can be viewed as empir-

ically and theoretically valuable, or whether they

are epiphenomenal to the real work of psycho-

therapy. That is, are common factors real, and are

they important to the therapeutic effect of psy-

chotherapy? It is our distinct impression that the

work that is undertaken in psychotherapy is much

too complex and nuanced to describe common

and unique factors as being mutually exclusive

descriptions of psychotherapy process. Instead,

we believe that the common and unique factors

most likely work symbiotically (and sometimes

parasitically) with one another, and it is likely

that in any given psychotherapy both common

and unique aspects will be present and potentially

relevant. Importantly, studying the interaction of

common and unique factors in psychotherapy is

likely to be a productive path to improve psycho-

therapy as it is practiced around the world. Thus,

in our opinion, the question of whether common

or unique effects are more important than the

other forecloses on the very reasonable conclu-

sion that both are significant contributors to the

therapeutic process, and both require further

understanding.
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15.2 Common Factors

15.2.1 Common vs. “Nonspecific”
Factors

In this chapter we use the term “common factors”

to refer to those elements of psychotherapy that

are so frequently present in different psychother-

apeutic treatments that they cannot be considered

to be restricted to one school of psychotherapy

(as discussed later, there are also some who have

distinguished between common therapeutic

factors and the relatively inert common factors).

Though the term “common factors” has become

increasingly popular, an alternative has also been

present in the field: “nonspecific factors.” While

some authors have used the terms nonspecific

and common interchangeably to refer to the con-

struct we intend, “nonspecific” has additional

meanings beyond “common,” and at times some

authors have used it to mean those elements of

psychotherapy that are either somehow unspeci-

fied at present, inherently unspecifiable and

therefore unobservable, or else elements of ther-

apy that are auxiliary to the technical variables

that are primarily responsible for producing ther-

apeutic effects (Castonguay 1993). Many authors

have suggested that since these statements are

not generally true of the common factors any-

more, the term “nonspecific” should be dropped

from the lexicon entirely (e.g., Castonguay 1993;

Castonguay and Grosse Holtforth 2005;

Lampropoulos 2000; Omer and London 1989;

Weinberger and Rasco 2007). As we will see,

increasing evidence supports several common

factors as specific contributors to the therapeutic

process which have been identified, isolated, and

sometimes manipulated, and the use of the term

“nonspecific” to describe them constitutes an

undeserved continued belittling of these impor-

tant therapeutic elements.

15.2.2 Identification of Common
Factors

Several attempts have been made to describe

common factors of psychotherapy, based on the

experience and expertise of preeminent

researchers and clinicians. These attempts have

been made by leaders from all orientations and

schools of psychotherapy and differ in terms of

scope and detail. Rosenzweig (1936) was cer-

tainly one of the first, and in his brief article he

identified several possible factors that may oper-

ate across diverse therapies, including therapist

adherence to a system of treatment, client devel-

oping some new understanding based on a coher-

ent model of personality, and several “implicit”

factors such as the therapist’s personality and

catharsis. Since Rosenzweig, several avenues of

study regarding common factors have been

followed.

In particular, a great debt is owed to several

individuals who generated early lists and/or

categories of common factors that have

influenced later conceptual and empirical efforts.

Though we refer later to a few works that have

attempted to integrate and synthesize common

factors into a single comprehensive and coherent

framework, it is important to recognize the

contributions of such influential figures as Frank

(1961), Marmor (1976), Garfield (1980), Marks

and Gelder (1966), Karasu (1986), Prochaska

and DiClemente (1984), Sloane (1969),

Masserman (1980), and Strupp (1973). These

lists stimulated research and theory, with each

taking a different approach to the common

factors. Frank (1961) and Frank and Frank

(1991) contributed a particularly influential list

of several common factors and provided a ratio-

nale for their effects. Though few contemporary

writers have maintained this distinction, Frank

usefully divided the common factors into the

common features (aspects of the situation,
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observable components behaviors of the

participants, and so on) and common functions

(impacts on the client; what the therapy does to

the client that is different than ordinary life) of

psychotherapy. This distinction itself is an

important clarifying element in dialogue regard-

ing common factors, since it highlights what has

already been discussed: while many psychother-

apeutic treatments share components or observ-

able features (e.g., a helping relationship, a

socially sanctioned healing setting), the debates

surrounding common factors more frequently

surround the question of common functions or

impacts (e.g., the significance of corrective

experiences and behavior change across

treatments). Frank’s four common features were

a helpful relationship, a healing setting, a ratio-

nale or “myth” explaining the client’s problems,

and a “ritual” implied by the myth that is

believed to help solve the problem. The six com-

mon functions that he proposed include a

decrease in alienation through the therapeutic

relationship, expectations of improvement,

providing new learning experiences, emotional

arousal, enhancing a sense of mastery and self-

efficacy, and providing opportunities for practice

(Frank and Frank 1991). Although published in a

book that is now more than 50 years old, Frank’s

list has helped to spur one of today’s zeitgeists in

psychotherapy: identifying, exploring, and

explaining factors that cut across different

theoretical orientations.

15.2.3 Integration of Common Factors

As the number of lists of common factors has

increased, perhaps to the point that these “lists of

lists” have become unwieldy (Castonguay 2009),

several authors have attempted to organize and

understand the common factors by integrating

them using empirical and theoretical means. In

this chapter we will focus our discussion on a few

empirical approaches to documenting common

factors and then describe two particularly impor-

tant systems for understanding common factors

that have influenced the field greatly.

One important empirical contribution is the

work of Grencavage and Norcross (1990), who

systematically reviewed the literature for any

mentions of common factors and then divided

them into thematically similar categories of

common factors. These authors identified 89 dis-

tinct factors in 50 published works, which

they divided into five categories: client

characteristics, therapist qualities, change pro-

cesses, treatment structure, and therapeutic rela-

tionship. These categories were derived from the

authors’ reading of the theoretical literature and

are therefore quite consistent with much of the

extant literature itself. Interestingly, only one of

these five categories clearly corresponds with

Frank’s (1961) common functions of psychother-

apy, while the rest may be defined as primarily

common features.

Tracey et al. (2003) reported a different

attempt to understand the varieties of common

factors that have been identified, and in this study

they used statistical dimension-reduction

strategies. These authors took as their starting

point the 35 commonalities identified by at least

10 % of the sample reported in Grencavage and

Norcross (1990), and they then had experienced

professionals and expert researchers rate these

common factors for similarities. The resulting

data was amenable to scaling and cluster analy-

sis, and rather than the five categories identified

by Grencavage and Norcross (1990), Tracey

et al. identified three distinct clusters of common

factors: bond, information, and structure. This

suggests that, in terms of how psychotherapy

experts think of common factors, there are essen-

tially three different types of common factors:

those related to the therapeutic relationship

(e.g., warmth), those related to specific informa-

tion and conceptual knowledge (e.g., direct feed-

back), and those related to the roles of

psychotherapy (e.g., being a healer). This is a

stark departure from the 89 initially found by

Grencavage and Norcross (1990) and even com-

pared to the five superordinate categories that

they identified. It should be noted that this study

suggests that these clusters share features in com-

mon, not that they are the same factors.
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Common factors have also been identified

using methods of factor analysis and self-report

measures. In one recent example, McCarthy and

Barber (2009) reported the development of

the Multitheoretical List of Therapeutic

Interventions (MULTI), which is a self-report

and observer-rated measure of therapist

behaviors. They developed the instrument using

input from experts in several orientations of psy-

chotherapy and showed that the subscales of this

measure differentiate between seven orientations

of psychotherapy and common factors in terms

of the reported therapist techniques. On the

MULTI, the common factors subscale comprises

items on basic helping skills and relationship

maintenance behaviors like focused listening

and general warmth. Interestingly, in their stud-

ies and that of Boswell et al. (2010), the common

factors subscale of the MULTI has been rated as

more prevalent than any theory-specific subscale

across several therapeutic orientations—that is,

therapists in these samples typically use common

factors as much or more than other techniques,

when measured on the MULTI. Similarly,

Larsson et al. (2010) reported another effort that

identified common factors based on therapist

self-report, but rather than reported or rated ther-

apist behaviors, the Valuable Elements in Psy-

chotherapy Questionnaire (VEP-Q) which these

authors developed is based on therapists’

attitudes about what is most helpful in therapy.

The authors showed that the VEP-Q

differentiated between cognitive-behavioral and

psychodynamic therapists in terms of how much

they value orientation-specific mechanisms, but

these psychotherapists did not differ on how

much they valued the common factors items

included in the VEP-Q (which include items on

the alliance, empathy, positive regard, and goals

of therapy). Interestingly, psychotherapists who

were treating more clients valued common

factors more, holding all other variables constant.

Other studies have also identified commonalities

across types of psychotherapy using therapist

self-report, for instance, in terms of therapists’

intentions across treatment types (e.g., Hill and

O’Grady 1985). Such quantitative measures pro-

vide evidence that common factors can be

empirically identified as specific therapeutic

interventions that cut across therapies and that,

on the whole, therapists of different orientations

seem to value them roughly equally.

Thus, while the number of essential common

factors is in question, empirical evidence appears

to support that certain aspects of psychotherapy,

including both circumstances and processes of

therapy, are present in many types of psychother-

apy. How we understand these common factors

and their operations in psychotherapy, however,

is a more difficult question than whether we can

simply observe them. Although several authors

have offered reviews of common factors and/or

models of psychotherapy based on these factors

(e.g., Castonguay 2006; Weinberger 1995), two

particular systems of understanding have

inspired much of the theoretical and empirical

work on common factors in recent decades: the

Generic Model of Psychotherapy and principles

of change.

15.2.3.1 The Generic Model
The work of David Orlinsky, Ken Howard, and

their colleagues has been indescribably impor-

tant to the study of common factors and psycho-

therapy process more broadly. These authors

produced some important early empirical

research on sessions of psychotherapy (e.g.,

Orlinsky and Howard 1967) and have developed

a unifying framework by inductively reading the

psychotherapy process research literature, known

as the Generic Model of Psychotherapy, that has

been applied around the world. Since one of the

original purposes of this model was to organize

the results of psychotherapy research studies, this

model has been designed and revised so as to be

inclusive of all psychotherapy events as well as

extra-therapeutic environments and conditions.

Recently summarized by Orlinsky et al. (2004)

and Orlinsky (2009), the Generic Model

categorizes processes of psychotherapy into six

categories: therapeutic contract, therapeutic

operations, therapeutic bond, self-relatedness,

in-session impacts, and temporal patterns.

While these categories are broad, they are

designed to describe and organize a complex

system of interconnected events, personalities,
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and interactions. One of the impacts of

attempting to inclusively describe all therapeutic

context and activities is that the Generic Model

inherently provides a framework for both

identifying common factors of psychotherapy

and identifying ways that theoretical orientations

differ from one another. For instance, the thera-

peutic contract is seen in the Generic Model to be

a common factor of psychotherapies. The con-

tract itself may be quite different between a CBT

and a psychodynamic treatment for depression,

for instance, because in CBT the therapist is

typically more didactic and directive than most

psychodynamic treatments for depression (as in,

for example, Jones and Pulos 1993). From a

common factors perspective, however, the fact

that the two treatments both create an unwritten

contract regarding the role of the participants in

therapy may be more significant than the

differences between the two: the socialization

process required by establishing a therapeutic

contract in any particular model of therapy is a

useful and necessary component of treatment.

The Generic Model has also inspired empiri-

cal research, such as the work of Kolden (1991,

1996) on process (e.g., client openness, therapist

interventions, and therapeutic bond) and out-

come (e.g., session progress). In addition, several

other lines of research inspired by the Generic

Model are worth noting, including dose effect

and phase models of change in therapy (e.g.,

Howard et al. 1986, 1993) as well as patient-

focused research (e.g., Lambert et al. 2001) and

research on therapist effects (e.g., Lutz

et al. 2007).

15.2.3.2 Principles of Change
A conceptually different paradigm for under-

standing common factors was put forward by

Goldfried (1980), who suggested the organizing

framework of therapeutic principles or

strategies of change. Principles of change are

likely, Goldfried suggests, to reveal more

commonalities between psychotherapies

because they occupy a conceptual middle

ground between theories of change (how

therapists suppose that meaningful change

comes about, which varies widely between

therapeutic approaches) and psychotherapy

techniques (the interventions derived from or

prescribed by the theories of change, which

may also vary widely across orientations).

Principles, Goldfried suggests, represent some-

what more universal aims of psychotherapies:

short-term goals of therapists of nearly all

orientations. This is similar to the distinction

between tactics and strategies: the former

representing the small-scale constituent steps

(techniques) which are contextually dependent

and different in every situation, whereas the

latter represent general intentions or goals in

the absence of any specific context (principles)

but which may be applied to a situation by using

any number of tactics.

Goldfried proposed five common strategies,

based on clinical reasoning and a broad reading

of the theoretical and empirical literature:

providing the possibility of corrective

experiences and new behaviors, feedback from

the therapist to the client to promote new under-

standing in the client, promoting an expectation

that psychotherapy can be helpful (that is, hope

and expectancy that the client will get better),

establishing the desired therapeutic alliance and

relationship, and promoting ongoing reality test-

ing by the client (Goldfried 1980; Goldfried and

Padawer 1982). These principles are not meant to

be inclusively descriptive of the events in psy-

chotherapy as the Generic Model is but instead

provide two noteworthy contributions with

regard to the process of change. First, and as

described in more detail later, they challenge

the false dichotomy between common factors

and unique variables by showing that some

elements of therapy can be both transtheoretical

(as general strategies of intervention) and unique

(as when they manifest in particular ways within

specific approaches). Second, they allow

therapists to broaden their clinical repertoire by

informing them that they can use a wide range of

therapeutic procedures to achieve important ther-

apeutic goals such as improving clients’ interper-

sonal functioning. Thus, therapists may be more

easily able to assimilate interventions that are not

typically emphasized in their preferred theoreti-

cal orientation.
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Goldfried showed that using principles of

change, it is possible to understand why different

techniques may have similar (and similarly ben-

eficial) effects. In some ways this is the opposite

side of what Messer (1986) described as “choice

points” that distinguish the techniques of various

therapy orientations. Messer suggested that

psychotherapists of different orientations elect

interventions in order to pursue theory-specific

goals, whereas Goldfried’s (1980) concept of

principles of change suggests that sometimes

the goals that therapists pursue (the clinical

strategies) are the same across orientations, but

it is the techniques and theory of change that are

distinct to a given theory. Goldfried gives the

example of psychoanalysts and behavior

therapists who have noticed that the simple pro-

cess of paying close attention to one’s thoughts or

behaviors often leads to new understandings on

the parts of their patients (p. 995). Here, the inten-

tion and effect can be identical across two overtly

different psychotherapy orientations, whereas the

techniques that these psychotherapists use are

effectively quite varied (free-associative analysis

and daily monitoring of explicit behaviors). Thus,

the common factors between psychotherapies

may not be obvious on the level of techniques

but may emerge when studying a deeper level of

strategies and principles.

In fact, one of the lasting legacies of

Goldfried’s (1980) work has been an increase in

empirical investigations of the process of change.

The introduction of principles was partially

responsible for a de-emphasis on technique as

the only relevant process variables, including an

increase in the study of the therapist’s focus of

intervention (Hill 2009). For instance, the Cod-

ing System of Therapist Feedback (CSTF,

Goldfried MR, Newman CF, Hayes AF (1989)

The coding system of therapeutic focus. Unpub-

lished manuscript, State University of New York

at Stony Brook) was developed and has been

used to rate therapist comments across a range

of psychotherapy orientations. Goldfried

et al. (1998) used the CSTF to rate pre-defined

high- and low-significance segments of psycho-

therapy sessions by master therapists of either

cognitive-behavioral (CBT) or psychodynamic-

interpersonal (PI) psychotherapy. They found

that orientation was only significantly related to

a few foci of intervention (e.g., CBT therapists

focused more on between-session experiences,

while PI therapists focused more on the therapist

themselves) but that clinical significance of the

segment was related to many differences. For

instance, compared to the nonsignificant

segments, during segments they identified as

being highly significant therapists focused more

on themselves, connections between time periods

and people in the clients’ life, new information,

and the future. There were very few significant

interaction effects, which in sum suggests that

these therapists did not select different foci of

intervention on the basis of their therapeutic ori-

entation alone, but rather, the moments of psy-

chotherapy identified as significant by both

groups of therapists tended to have different

foci than the less-significant segments. That is,

master therapists from different orientations

appear to focus on similar topics in general, but

in moments of clinical significance, they focus

on different topics than their usual while

continuing to appear similar to one another. In

part because of findings like this, Goldfried’s

work on principles of change has also been

regarded as one of the key catalysts of the psy-

chotherapy integration movement (e.g., Wachtel

2009), which has certainly come to define a

major trend in psychotherapy for the last

30 years (Castonguay 2009).

15.2.4 Common Factors and Outcome

While it is clear that common factors of psycho-

therapy can be identified and studied empirically,

the fact that diverse psychotherapies share cer-

tain features does not necessarily mean that these

features actually promote positive outcomes in

psychotherapy. Lampropoulos (2000) discussed

this issue in some depth in a thoughtful summary

of the difference between “common factors” and

“common therapeutic factors,” the latter of

which is a label he reserved for those

commonalities that have been shown to be

important to the process of change. Some
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common factors of psychotherapy may be ubiq-

uitous for reasons other than their efficacy, one

example being the typical length of psychother-

apy sessions (frequently 45 or 50 min long),

which may have started as early as psychother-

apy itself but now is often perpetuated more by

expectations and demands on participants’ time

from other activities rather than because it has

been clearly demonstrated that 50 min represents

an optimal dose of psychotherapy. Though

50 min is a common time, there is no sufficient

evidence to say that this common factor produces

psychotherapeutic change itself.

Although many common factors now have at

least some empirical support as correlates or

facilitators of change, many (or possibly most)

have not been the focus of enough empirical

research to either support or refute the signifi-

cance of their role. Weinberger and Rasco (2007)

provide a similar distinction and concept in what

they call “empirically supported common

factors.” They discuss five such empirically

supported common factors: the therapeutic rela-

tionship, expectations of treatment effectiveness,

confronting the problem (exposure), mastery or

control experiences, and attribution of therapeu-

tic outcome. This list is hardly intended to be

inclusive but rather to capture those elements of

therapy that have been found to be generally

beneficial and organize them in a coherent way.

Lambert and Ogles (2004) provide a longer list of

32 common factors, divided into three presumed

phases of treatment (p. 173). These authors con-

tend that each of these factors has received

empirical support in relation to outcome and

that the process of therapy progresses in part by

the provision of these common factors.

While it is clear that there are numerous rea-

sonable approaches to this topic, in this chapter

we will limit our discussion to a less-than-com-

prehensive discussion of the empirical support

for common factors in order to accommodate a

discussion of their context. Therefore, we will

focus on a subset of the factors that have received

recent support and accept the fact that we cannot

do justice to certain common factors, despite

their importance. The factors that we will touch

on are Rogers’ facilitative conditions and the

therapeutic alliance.

15.2.4.1 Rogers’ Facilitative Conditions
One of the most significant conceptualizations of

the therapeutic relationship is Rogers’ (1957)

assertion that genuineness (congruence), accu-

rate empathy, and unconditional positive regard

are the necessary and sufficient conditions of

therapeutic change (see also Chap. 11). Since

this assertion, these facilitative conditions have

been the focus of much research. When the

American Psychological Association’s Division

of Psychotherapy Task Force on empirically

supported therapeutic relationships organized

their findings (Norcross 2002), the significance

of Rogers’ contribution was clear, as this task

force devoted separate reviews to the effects of

empathy (Bohart et al. 2002), positive regard

(Farber and Lane 2002), and congruence (Klein

et al. 2002). Based on these and other literature

reviews (e.g., Asay and Lambert 1999; Lambert

et al. 1978; Orlinsky et al. 1994), Rogers’ (1957)

facilitative conditions have been linked to out-

come across therapeutic orientations and numer-

ous clinical problems.

These findings have been supported by recent

meta-analyses. Specifically, Elliott et al. (2011)

reported a meta-analytic effect size (r) of .31 for

empathy, Farber and Doolin (2011) reported

r ¼ 0.27 for positive regard, and Kolden

et al. (2011) reported r ¼ 0.24 for congruence/

genuineness. Conventionally, an r value of 0.10

is considered small, 0.30 is considered medium,

and 0.50 is considered large, in the psychological

sciences. At first glance, therefore these effect

sizes may be unimpressive—they are small to

medium sized. However, aside from the fact

that numerous factors impact psychotherapy

outcomes, creating very “noisy” data, small

correlations between process and outcome may

be obtained even when the processes under

investigation are important to therapy outcome.

Stiles (1988) clearly described the confound of

therapist responsiveness: a nonsignificant corre-

lation between process and outcome would be

expected if the process being investigated was
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consistently being started and stopped in good

outcome cases, modulated by the therapist to fit

the client’s needs and resources. This is consis-

tent with what Horvath and Luborsky (1993)

suggested regarding the alliance (which is

discussed below): small overall correlations

between the alliance measured at several times

in therapy might be small, even smaller than the

correlation would be with some specific early

sessions, due to the hypothesized rupture-repair

cycle that is thought to characterize successful

cases of therapy. Thus, though the effect sizes of

these correlations are often low, there may be

reason to believe that the relatively consistent

positive correlations reflect meaningful

relationships between therapist facilitative

conditions and outcome.

As an example, one prominent study that has

influenced much of the subsequent psychother-

apy research was that of Sloane et al. (1975), who

conducted retrospective assessment with clients

of psychodynamic psychotherapy and cognitive-

behavioral therapy. Part of this process included

asking clients about what aspects of their therapy

they perceive to have been most beneficial to

their treatment. Perhaps surprisingly, clients in

both treatments identified many similar aspects

of treatment as useful, nearly all of which were

related to the therapy relationship and provision

of basic conditions such as an understanding

therapist to talk to. This suggests that, at least

from the clients’ perspective, relationship factors

are particularly important to the process of suc-

cessful therapy across treatments. Since the pub-

lication of this investigation, numerous other

studies have produced similar findings,

suggesting that relationship variables like empa-

thy are related to outcome across many kinds of

psychotherapy (e.g., Burns and Nolen-Hoeksema

1992).

More recently, Hoffart et al. (2009) conducted

a study of residential group and individual psy-

chotherapy for social phobia. In this study the

authors had patients and therapists rate several

common factors (including therapist empathy,

alliance, and patient expectancies) at multiple

times during treatment and also assessed

symptomatic outcomes during treatment

simultaneously. Using advanced statistical

techniques, the authors concluded that there is

general support for several common factors

influencing subsequent symptomatic improve-

ment, as evidenced for the fact that change in

the common factors predicted subsequent

decrease in symptoms. The authors also found

some support for certain feedback loops from

improved symptomatic functioning to stronger

ratings of common factors, suggesting that posi-

tive therapeutic processes are self-perpetuating

with improved outcome.

Drawing conclusions about direct or indirect

causation between these relationship variables in

psychotherapy is often difficult or impossible due

to the frequency of correlational rather than

experimental designs in this literature. However,

some noteworthy studies have provided the

empirical background for such a position. In an

early attempt to assess its effect, Morris and

Suckerman (1974) conducted an experimental

study of therapist warmth. These authors found

that systematic desensitization was more effec-

tive at reducing snake phobia when conducted by

a warm therapist (speaking softly, expressing

concern) than by a cold therapist, though the

technique itself was delivered in both instances.

Interestingly, these results were not consistent

across all behavioral techniques tested using sim-

ilar methods, for instance, Morris and Magrath

(1979) reported opposite results for contact

desensitization. Unfortunately, very few true

experimental studies like these one have been

conducted on common factors of therapy, and

the reasons for the observed differences are not

clear. Despite some limitations in the literature,

these and other studies certainly suggest that the

continued emphasis on basic therapeutic rela-

tionship variables in the clinical and research

literature is likely appropriate.

15.2.4.2 The Therapeutic Alliance
Perhaps the most prominent common factor

investigated in psychotherapy research is the

therapeutic alliance, a multifaceted construct

that has been the subject of over 1,000 empirical

findings (Orlinsky et al. 2004) and several

volumes (e.g., Barber and Muran 2010; Horvath
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and Greenberg 1994) (see also Chaps. 11 and

16). The therapeutic alliance is clearly related

to the provision of the facilitative conditions

discussed above, but it has a distinct theoretical

history and meaning. The alliance is often

defined by Bordin’s (1979) tripartite model,

encompassing the bond between client and ther-

apist, agreement on the goals of treatment, and

agreement on the tasks of treatment. While the

alliance is derived from psychoanalytic theory

and research (Constantino et al. 2002), in recent

decades proponents of most, if not all, psycho-

therapy orientations have adopted the alliance in

some way (Castonguay et al. 2006). The adop-

tion of the therapeutic alliance across psycho-

therapeutic orientations has come in tandem

with two facts: first, that the alliance has been

operationalized and studied empirically in many

treatments and settings, often correlating with

outcome in diverse treatments; and second, the

recognition that the therapeutic alliance may dif-

fer across therapies both in terms of its role in

promoting change and the way that a “good”

alliance may appear.

The first fact, that the alliance has been found

to be empirically related to outcome in many

forms of psychotherapy, has been the subject of

the majority of discussion of the alliance. Most

studies and meta-analyses in this topic have

found that there is a relatively small but signifi-

cant positive correlation between alliance

measured early in therapy and overall symptom

outcome: for instance, Martin et al. (2000) found

the average correlation to be r ¼ 0.22 across the

samples they included, and Horvath et al. (2011)

found an aggregate effect of r ¼ 0.275. This

effect size is not overwhelmingly large, but it

appears to be a robust and consistent finding in

such meta-analyses.

However, there continues to be considerable

controversy about what this correlation means.

Several authors have pointed out that since the

alliance is often measured a few sessions into

psychotherapy treatment, whereas outcome is

typically assessed by comparing overall change

from pre- to post-treatment, it may be the case

that the alliance is partially a result of early

symptomatic change (e.g., Barber et al. 2010).

The intricacies surrounding this issue are com-

plex and deserve attention on their own, but

suffice it to say that when researchers have

attempted to statistically control for prior symp-

tom change in interpreting alliance-outcome

correlations, results have been inconsistent (Bar-

ber 2009). This has sparked perhaps the most

substantial debate surrounding the alliance:

whether it is a cause of therapeutic change, an

epiphenomenal result of productive therapy, or a

combination of useful precursor and marker of

productive psychotherapy. Because of the vol-

ume of work on the alliance as it relates to

outcome, the equally important investigation of

the different roles of the alliance across therapy

orientations has been relatively obscured.

Nevertheless, it is worth nothing that

proponents of many psychotherapy orientations

have reported that the alliance is an important

therapy process variable in their preferred orien-

tation, including psychodynamic (Messer

and Wolitzky 2010), cognitive-behavioral

(Castonguay et al. 2010), and humanistic (Watson

and Kalogerakos 2010) psychotherapies. Interest-

ingly, particular orientations also emphasize and

use the alliance slightly differently. For instance,

Castonguay et al. (2010) and Watson and

Kalogerakos (2010) both note that the develop-

ment of more directive forms of their orientations

has required that the relationship and alliance be

used by therapists to facilitate adherence to the

prescribed processes of the treatment, but these

different authors also describe the unique

mechanisms through which the alliance may

itself be useful in CBT (e.g., as a vehicle for

social learning and in vivo behavior-modification

techniques) and in humanistic psychotherapy

(e.g., facilitating the client’s exploration and

processing of emotions).

Thus, the relationship variables in diverse

psychotherapies share much in common and

also differ in meaningful ways. This dynamic

interplay between common and unique factors

is frequently overlooked, though it has become

the focus of research in more recent years

(Horvath and Bedi 2002). Because of their con-

stantly and intrinsically enmeshed effects, no

discussion of common factors is complete
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without a discussion of orientation-unique

factors as well.

15.3 Unique Factors

Unique factors are those elements of a given type

of psychotherapy that are uncommon, absent, or

inert in other types of psychotherapy. Like com-

mon factors, unique factors can be divided into

many different categories, including techniques

(e.g., the provision of daily thought records in

cognitive therapy), impacts (e.g., insight into

the developmental roots and conflictual

reproductions of maladaptive patterns in tradi-

tional psychoanalysis), mechanisms of change

(e.g., increase in reflective functioning in certain

psychodynamic approaches), and others. Since

unique factors tend to be paid substantial atten-

tion in the literature, we will only provide a

limited overview of this important topic here. It

should be noted first that neither common nor

unique factors of psychotherapy operate in the

absence of the other (at least in the context of any

bona fide psychotherapy), and it will be clear that

this distinction between common and unique

factors represents a false dichotomy. For exam-

ple, an important part of the construct of the

alliance is a sense of shared goals between client

and therapist, but there are no goals without a

theoretical forecast (most frequently based on a

particular model of change) of what the immedi-

ate and long-term objectives ought to be to

improve functioning and reduce symptoms.

That being said, it is clear from empirical

research that a number of factors emphasized in

some psychotherapeutic treatments do have sup-

port. One example of an empirically supported

unique variable is homework. The incorporation

of explicit and cooperatively assigned homework

into psychotherapy is largely unique to

cognitive-behavioral therapy (though it must be

noted that integrative work in other orientations

has sometimes incorporated this as well; Nelson

et al. 2005). Burns and Nolen-Hoeksema (1991)

have shown that client rates of completion of

therapist-suggested self-help homework predict

outcome of therapy in cognitive therapy for

depression. Building on this, Burns and Spangler

(2000) used structural equation modeling (SEM)

in an attempt to separate the effects of homework

on symptoms from the reverse effects and found

that homework compliance was generally a more

powerful predictor of symptomatic improvement

than the other way around in CT for depression.

This finding is consistent with theoretical

formulations of CBT that suggest that homework

assignments can provide opportunities for appli-

cation of new skills, new opportunities for mas-

tery experiences, generalization of learned

behavior outside of the therapy hour, and

increased interactions with positively reinforcing

stimuli.

However, one of the best experimental

designs to test any specific or unique factor in a

particular therapy may be a dismantling or com-

ponent analysis design, rather than the quasi-

experimental designs described above. Jacobson

et al. (1996) provided an excellent example of

such a design, in which they treated major

depressive disorder with either complete cogni-

tive therapy or two of its components: cognitive

processes aimed at changing automatic thoughts

(ATs) or treatment focused solely on behavior

activation (BA), which primarily consisted of

activity monitoring and planning. In the

Jacobson et al. study, as well as a number of

subsequent explorations (e.g., Dimidjian

et al. 2006), the behavioral activation treatment

has been shown to be as effective in treating

depression as the full CT treatment. This line of

research helps support the notion that increasing

enjoyable and therapeutic behaviors in the treat-

ment of depression is an efficacious part of the

CBT protocol and therefore that the techniques

of providing clients with behavioral homework is

a viable unique factor (though, of course, other

factors in the BA treatment, including a strong

therapeutic relationship, may be active as well).

While much of the published and well-

controlled empirical research on psychotherapy

has been conducted on cognitive-behavioral ther-

apy, there is also support for certain unique

factors from other therapies. For instance,

psychodynamic researchers have focused on

the technique of interpretation (especially
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transference interpretations), and a body of work

now suggests that interpretations are valuable

unique interventions in this orientation. Interest-

ingly, two elements of this intervention have

been highlighted in the literature: frequency and

accuracy.

There is some evidence suggesting that the

overall frequency or concentration of

interpretations is either negatively related or

unrelated to outcome. Using correlational

methods, both Piper et al. (1993) and Schut

et al. (2005) found that the overall frequency of

interpretation was not positively linked to out-

come in psychodynamic psychotherapy. In addi-

tion, a recent experimental study of

psychodynamic psychotherapy with and without

moderate levels of transference interpretations

(Hoglend et al. 2006) failed to find differences

in outcome between the low transference inter-

pretation and moderate transference interpreta-

tion groups. However, they did find that some

patient variables moderated the relationship

between interpretation and outcome, and

subsequent analysis has suggested that, as

would be expected by theory, insight mediated

the effect of transference interpretations on out-

come (Johansson et al. 2010). This finding

suggests that interpretations are not always ben-

eficial (so just doing more is not recommended),

but when they are used in an appropriate context

(and/or with attunement to the client’s needs),

they can be helpful.

Crits-Christoph et al. (1988) conducted an

important study on interpretation accuracy, a

variable that would be expected to improve the

chances that an interpretation would be effective.

These authors found that in cases in which

therapists used more accurate interpretations

(meaning that the interpretation was relevant to

an important conflictual relationship theme, as

rated by an independent observer), treatment out-

come was better than when interpretations were

less accurate. This finding held true when alli-

ance scores were statistically controlled, which is

important considering that the interpretations

assessed were early in treatment but the outcome

was assessed much later. Using similar methods,

Crits-Christoph et al. (2010) found that accuracy

of interpretation was positively related to out-

come in interpersonal therapy for depression

but that the opposite was true in cognitive

therapy.

Andrusyna et al. (2006) also found support

for the use of accurate interventions in a

psychodynamic psychotherapy, but in this study

the authors examined changes on shorter

time spans: large intersession reductions of

symptoms, or rather sudden gains. These authors

found that in sessions prior to sudden gains

(pregain sessions), interpretation accuracy was

significantly higher than control sessions. In

addition, they found a higher number of accurate

interpretations in pregain sessions as compared

to control sessions. Taken in total, it seems that

accurate interpretation is empirically related to

outcome in psychodynamic psychotherapy (but

not in cognitive therapy), though the raw

frequency of interpretation is less important.

It is clear from these examples that certain

psychological treatments contain theoretically

identified elements that can be empirically

assessed, manipulated, and linked to outcome

within their respective treatments and deserve

the term “unique factors.”

15.4 Common and Unique Factors
in Context

While the evidence reviewed here suggests that

both unique and common factors operate in psy-

chotherapy, much of the discussion on this topic

has either subtly or overtly assumed that only one

of these groups of effects is actually essential or

that one of them is inherently more important

than the other. A closer examination of the issues

suggests that even the conception of common

and unique variables as separate entities is mis-

guided. As Castonguay (2000) has discussed, this

is a false dichotomy. That is, several theoretically

unique factors operate in treatments other than

the one in which they were developed, and it is

more than likely that common factors always
operate within the context of a unique psycho-

therapy orientation. Castonguay pointed out the

necessity of understanding common factors from
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an established theoretical orientation, as the case

formulation derived from this orientation

provides the necessary context for implementing

any effective interventions, common or unique.

Some empirical basis for this statement has been

found. In a recent paper, Tschacher et al. (2012)

used results of a survey of psychotherapy

research experts to identify potential

relationships between common factors and spe-

cific psychotherapy techniques. These authors

found that each of the 22 common factors they

included in their survey was significantly related

to orientation-specific techniques in practice,

suggesting that the common and unique pro-

cesses of psychotherapy are systematically

linked. Thus, discussing common and unique

factors in absence of each other fails to reflect

the complex reality of therapeutic change.

Castonguay (2011) suggested that the study of

two concepts could provide a useful integration

of common and unique factors: faux-unique

variables and change principles.

Faux-unique variables are those psychothera-

peutic processes that are expected to operate

within one orientation but may also be present

in others, even though the theoretical framework

of the other orientations may not account for

them. That is, any component of psychotherapy

that is claimed to be a “unique” part of a certain

psychotherapy orientation may actually be found

outside its orientation of origin. These faux-

unique variables are not specific or intentional

integrations or the result of eclectic practice but

rather represent commonalities between

treatments that are either not anticipated by the-

ory or are not explicitly included within a

therapist’s explanation of change. The identifica-

tion of faux-unique variables has been a hallmark

of the integrative movement in psychotherapy for

many years. There may be countless examples of

identified faux-unique variables in psychother-

apy. For instance, Murray and Jacobson (1971)

summarized that clear processes of social influ-

ence operate in the therapeutic work of Carl

Rogers, despite his original theory that his work

was explicitly nondirective and exclusively

enacted clients’ change mechanisms. In addition,

the presence (and importance) of transference in

behavior therapy has been noted for many years,

in spite of many behavior therapists’ sense that

psychoanalytic constructs are not applicable to

their practice (e.g., Rhoads and Feather 1972).

Several studies have also shown that emotional

deepening and exploration of the past

(techniques clearly associated with humanistic

and psychodynamic treatments) have been linked

with outcome in CBT (see Castonguay 2011).

The near ubiquity of these faux-unique

variables provides both promise and disillusion-

ment to psychotherapy researchers: On the one

hand, it suggests that if we look close enough, we

will find important and nearly universal pro-

cesses underlying psychotherapeutic change

(ultimate common factors). On the other, the

observable differences between orientations

would be obscured beyond recognition in this

exclusively common factors description, and

this may not be sufficient to guide the process

of psychotherapy, as discussed above. It is diffi-

cult to conceive the provision of a stand-alone

treatment that comprises all of the common and

faux-unique factors of psychotherapies without

incorporating any factors that could be identified

as truly unique. It is just as hard to believe that

any psychological treatment can be accurately

described as devoid of any common factors of

psychotherapy.

One path forward is provided by the second

concept advocated by Castonguay (2000, 2011):

Goldfried’s (1980) concept of change principles.

Focusing on principles can often help delineate

both the shared and distinct features of an inter-

vention or therapeutic process. For instance, one

principle of change identified by Goldfried and

Padawer (1982) is the provision of alternative

views of self. While therapists from various the-

oretical orientations have identified this as an

important task and/or goal of therapy, the techni-

cal procedures that are prescribed to achieve it

vary from one orientation to another (e.g., cogni-

tive restructuring, transference interpretation,

etc.). Thus, these principles can identify empiri-

cally testable and clinically useful commonalities

between treatments while simultaneously

accounting for real differences between

treatments in terms of both the rationale for
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understanding the principles and the implemen-

tation of principles in practice.

Castonguay and Beutler (2006) provide one

example of an initiative demonstrating the poten-

tial of these principles of change in improving

our understanding of the process of change in the

context of evidence-based practice. Castonguay

and Beutler brought together many influential

researchers from diverse orientations to review

the research on psychological treatments for four

major types of psychopathology (dysphoric

disorders, anxiety disorder, personality disorders,

and substance use disorders) and develop empir-

ically anchored principles for their treatments. Of

the 61 identified principles of change, the task

force identified 26 of these principles that may

not only cut across treatments for specific

disorders but also cut across disorders—that is,

principles that are likely to be beneficial when

used by therapists of different orientations and

when implemented for clients with diverse clini-

cal problems. Some examples include: “Positive

change is likely if the therapist provides a

structured treatment and remains focused in

the application of his/her interventions,” and

“Therapists should be able to skillfully use “non-

directive” interventions” (Castonguay and

Beutler 2006, p. 361). These principles are pre-

cise enough to provide clinicians with effective

guidelines and/or focus of intervention, yet they

also reflect strategies that are general enough that

they could be implemented by various technical

procedures. In doing so, they avoid the “either/

or” trap of common versus unique factors and

allow for a large repertoire of interventions, fos-

tering a flexible approach to evidence-based

practice.

Conclusion

The process of change in psychotherapy is

extraordinarily complex. While it is important

that we seek to identify the mechanisms of

this change, it is equally important that we

not lose sight of the variety of factors (and

their interactions) involved in therapy, so that

we do not oversimplify and unnecessarily

limit our ability to both understand why ther-

apy is helpful (when it is) and to further

develop and improve our existing treatments

as much as possible. There is good evidence to

support the assertion that certain common

features of several different psychotherapies

are beneficial to the process of change across

disorders and treatments. Similarly, there is

good evidence that some treatments differ

meaningfully from others and that certain pro-

ductive elements of some treatments may be

viewed as unique contributions from particu-

lar types of psychotherapy.

Based on this, it seems that one important

goal of psychotherapy research over the next

several years and decades will be to better

understand how common and unique pro-

cesses operate simultaneously, rather than to

determine which one is the “true” or best

mechanism. Several patterns and conventions

may need to change in order to accomplish

this goal. For instance, there is a need for more

empirical studies that evaluate both common

and unique effects in the same cases of psy-

chotherapy, and it is important that we con-

duct more studies on the same variables in the

process of different psychotherapies. Readers

may have noted that many of the studies cited

in this chapter have been primarily quantita-

tive studies rather than qualitative. This

represents another important area for future

research: increasing the use of qualitative

research methods to investigate common

factors, unique factors, and their interactions.

Qualitative methods (see Chap. 20) allow for

a unique set of research questions and provide

researchers with the opportunity to discover

new phenomena that may not be easily

described in quantitative studies. As an

attempt to begin addressing this gap of

research, a number of qualitative analyses

have recently been published as part of two

books focusing on specific common factors:

insight or the acquisition of new understand-

ing (Castonguay and Hill 2007) and corrective

experiences (Castonguay and Hill 2012).

Future empirical studies, both quantitative

and qualitative, are likely to provide the field

with helpful information to improve explana-

tory theories of how and why different factors
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of psychotherapy are beneficial. In our view,

new theories are likely to be most useful if

they are based on (and provide expansions to)

existing theoretical structures, such as the

models of personality and psychopathology

that drive our major orientations at

present: cognitive-behavioral, humanistic,

and psychodynamic theories. That is, in our

minds there is no reason to create new models

of human functioning from scratch, to prevent

reinventing the therapeutic wheel. Using these

theories as the lenses through which we view

commonalities of psychotherapy, it may be

possible that we can better understand how

best to help a given client that seeks treatment.

In the long run, this is the most important

outcome of our collective work as psychother-

apy researchers, and the task is monumental.

However, by proceeding in ways that will not

obscure real differences between treatments

while also permitting the recognition of the

valuable commonalities, it is our hope that we

will be able to achieve this goal sooner rather

than later.
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Abstract

Therapeutic alliance is one of the most impor-

tant and investigated constructs in psychother-

apy research. In this chapter we first discuss

the historical development of therapeutic alli-

ance, from psychoanalytic theory to empirical

research, and then its measurement and the

problematic issues related to it. Then we will

focus our discussion on the therapeutic alli-

ance ruptures and resolutions construct, which

represents one of the most interesting but, at

the same time, controversial issues of contem-

porary therapeutic alliance research. Finally

we propose a brief research agenda about

therapeutic alliance ruptures and resolutions.

16.1 Introduction

Therapeutic alliance, also described as the quin-

tessential integrative variable (Wolfe and

Goldfried 1988), is probably the most cited

“common factor” in psychotherapy and one of

the most investigated constructs in psychother-

apy research. Just consider that in a recent meta-

analysis, Horvath et al. (2011), using as key

words alliance, helping alliance, working alli-

ance, and/or therapeutic alliance, found over

7000 published papers on electronic databases.

Although the concept has its origins in the psy-

choanalytic field, its relevance now is recognized

across several therapeutic approaches.
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The aims of this chapter are (1) to provide a

brief historical review of the construct, (2) to

discuss one of the most important aspects of

empirical research on therapeutic alliance—its

measurement—and the critical aspects related

to this topic, and (3) to discuss the therapeutic

alliance ruptures and resolutions construct, its

measurement, and the critical aspects related to

it. In relation to therapeutic alliance ruptures and

resolutions, we will discuss the problems related

to the construct definition and assessment, and

we will present the most relevant research

findings. Finally, we will discuss some future

directions about therapeutic alliance and thera-

peutic alliance ruptures and resolutions.

16.2 A Short History of Therapeutic
Alliance: From Therapeutic
Alliance to Therapeutic
Alliance Ruptures and
Resolutions

The construct’s evolution can be divided into

three periods (Lingiardi 2002; De Bei 2006;

Hatcher 2010). A first period, of concept defini-

tion, starts from first Freud’s writings on thera-

peutic relationship (Freud 1910, 1912) until

Greenson’s paper (1965) on the three elements

of therapeutic relationship: transference, work-

ing alliance, and real relationship. A second

period, from the mid-1970s to the early 1990s,

is characterized by several attempts to measure

the construct and to empirically investigate its

relationship with therapy outcome. Finally, in the

third period, from the 1990s until now, several

researchers place a great emphasis on clinical

practice (Hilsenroth et al. 2012; Ackerman and

Hilsenroth 2001, 2003) and, in particular, on

alliance rupture and resolution processes.

16.2.1 First Period: Theoretical
Definition

The origins of the concept can be traced in

Freud’s early writings on transference (Freud

1910, 1912). Although he did not use the term

therapeutic alliance, in “Dynamic of

Transference” Freud (1912) described a concept

that can be assimilated to therapeutic alliance:

the unobjectionable positive transference.

Freud divided the transference, in a positive

translation, which keeps the patient in treatment,

helps overcome doubts, and promotes coopera-

tiveness, and in a negative translation, which

interferes with the analytic process and takes

the form of resistance. In this way Freud partially

resolved the paradox that transference is the

vehicle for the expression of the patient’s uncon-

scious desires, supplies the underlying emotional

force that binds the patient to the doctor, and

hence commits him or her to the treatment pro-

cess but simultaneously powers the patient’s

resistance to the doctor’s influence and, by exten-

sion, to the requirements of the treatment

(Friedman 1969).

In one of his last publications, Freud specified

that the analytic situation is also based on an

alliance between the analyst and a more rational

and mature part of the patient’s ego (Freud

1937). This idea was introduced by Sterba

(1934) who first used the term “alliance” and

expanded the idea that the patient has a rational,

observing capacity with which the analyst can

ally against the irrational forces of the patient.

Sterba’s conceptualization was the starting

point for Zetzel’s reflections about alliance.

Elizabeth Zetzel (1956), who first introduced

the expression “therapeutic alliance,” describes

a part of the ego of the patient as an “observing

ego” that is allied with the analyst. This relation-

ship is based on a real object relation and on a

patient’s capacity to maintain a significant one-

to-one relationship. Differently from Sterba,

Zetzel also stressed the contribution of the thera-

pist—not only as a transference object but also as

a real person: also, the analyst must ally with the

patient. In some way, Zetzel first explicitly

recognized the bi-personal and interactive

essence of therapeutic alliance (Zetzel 1958).

A cornerstone of the therapeutic alliance defi-

nition is represented by Greenson’s (1965) paper

“The Working Alliance and the Transference

Neuroses.” In this paper the author introduced

the term working alliance to stress “the patient

ability to work in the analytic situation”

(Greenson 1965, p. 157). An innovative part of
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Greenson’s contribution was to talk directly with

his patient about alliance issues and not only as

transference or defense manifestations. Greenson

describes three levels of the analytic relationship:

(1) transference, (2) working alliance, and

(3) real relationship. It is important to observe

that for Greenson “real” has two different

meanings: (a) real as realistic, as opposed to

transference deformations, and (b) real as genu-

ine and authentic, as opposed to false (Greenson,

1965, p.235).

16.2.2 Second Period: Empirical
Research and the Relationship
Between Therapeutic Alliance
and Outcome of Treatments

In the mid-1970s, interest in the construct gradu-

ally shifted from psychoanalysis to empirical

research. In this period the therapeutic alliance

crossed the psychoanalytic boundaries and was

recognized as a relevant construct across differ-

ent therapeutic approaches.

Bordin’s pan theoretical definition of the alli-

ance as a “mutual understanding and agreement

about change goals and the necessary tasks to

move toward these goals along with the estab-

lishment of bonds to maintain the partners’

work” (Bordin 1994, p. 13) stimulated a vast

array of research studies on alliance that continue

today. The basic idea of Bordin’s conceptualiza-

tion is that (a) every form of therapy has its

demands and expectations to patient and thera-

pist (“embedded working alliances”) (Bordin

1979, p. 253) and (b) that alliance is strong to

the extent that patient and therapist can jointly

negotiate the expected work and, especially, are

able to negotiate the three elements of therapeu-

tic alliance: tasks, goals, and bond.

From this point of view, Bordin’s conceptual-

ization is not only a therapeutic alliance defini-

tion but also a pan theoretic theory of

psychotherapy process and furnished the basis

for more recent contributions on therapeutic alli-

ance, for example, as we will see later in the

chapter, Safran and Muran’s (2000a) concept of

alliance ruptures and resolutions. Bordin’s

conceptualization, which includes some aspects

of Greenson’s (1967) and Zetzel’s (1956)

formulations, represents the major theoretical

change about therapeutic alliance since Freud’s

early contributions: he emphasized the curative

aspects of the alliance in itself, without consider-

ing it only as a precondition for other “main”

curative factors such as interpretation.

In this period, stimulated by the Dodo verdict

(Luborsky et al. 1975)—which stated that all

psychotherapies, regardless of their specific

components, produce equivalent outcomes—

several authors focused their work on

investigating the influence on therapy outcome

of common factors across therapies rather than

specific factors [see McAleavey and Castonguay

(2015); see also Budge and Wampold (2015)].

Among common factors, therapeutic alliance

was one of the most fashionable, probably

because its clinical relevance, on one side, and

its lack of complexity permitted its operationa-

lization and measurement. Since the mid-1970s,

there was a flourishing of alliance measures. It is

possible to describe the construct’s evolution

through the evolution of the measures built to

assess it (Elvins and Green 2008). Some of

them conceptualized the alliance only as a

patient dimension (Helping Alliance Counting

Signs, Luborsky 1976), others recognized also

the therapist contribution to alliance formation

(Working Alliance Inventory, Horvath and

Greenberg 1989), some scales also explicitly

evaluated negative therapist contributions

(Vanderbilt Therapeutic Alliance Scale, Hartley

and Strupp 1983) and his/her emotional involve-

ment (California Psychotherapy Alliance Scales;
Marmar and Gaston 1988).

In this period many researchers investigated

the relationship between therapeutic alliance

and therapy outcome, taking into consideration

several variables such as the perspective of

evaluation (patient, therapist, or observer), the

time of evaluation (early, middle, late, averaged),

and the kind of therapy (psychodynamic,

cognitive–behavioral therapy, interpersonal psy-

chotherapy, etc.). The results of this research

have been summarized in several meta-analyses

(Horvath and Bedi 2002; Horvath and Symonds
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1991; Martin et al. 2000; Horvath et al. 2011)

that indicated a moderate but consistent relation-

ship between therapeutic alliance and outcome.

Summarizing very briefly the results of these

meta-analyses, we could say that:

This result strongly supports the claim the impact of

the alliance on therapy outcome is ubiquitous

irrespective of how the alliance is measured, from

whose perspective it is evaluated, when it is

assessed, the way the outcome is evaluated, and the

type of therapy involved. (Horvath et al. 2011 p. 13)

16.2.3 Third Period: Bridging the Gap
Between Empirical Research
and Clinical Practice

Until the 1990s, most research investigated the

relationship between therapeutic alliance and

outcome. These studies permit us to recognize

the importance of aspecific factors for therapy

outcome. At the same time, because this research

partially neglected the processes andmechanisms

implicated in the formation and development of

the therapeutic alliance, the results were not very

relevant for clinical practice.

Starting from the 1990s, there was a growing

interest in the processual aspects of therapeutic

alliance and in techniques that could affect its

quality and formation (Ackerman and Hilsenroth

2001, 2003) with a greater emphasis on practical

aspects of therapeutic alliance construction

(Hilsenroth et al. 2012).

At the same time there was a growing interest

in the treatment of the kind of patients, such as

personality disordered patients, who chronically

present problems in the therapeutic alliance. This

led to a change in the conceptualization of alli-

ance from a prerequisite to a goal of the treat-

ment (Roth and Fonagy 2004). In this period

Safran and Muran begin to elaborate a conceptu-

alization of therapeutic alliance based on rupture

and resolution processes (Safran et al. 1990,

1994). The authors, starting from a seminal idea

of Bordin who highlighted the importance of

“tear and repair” processes (Bordin 1979),

redefined therapeutic alliance as an ongoing pro-

cess of intersubjective negotiation between

patient and therapist characterized by the

presence of moments of deterioration in the qual-

ity of therapeutic alliance (ruptures) and

moments in which this tension is resolved

(resolutions).

In general, we could say that different

research increased the awareness that the alliance

represents:

An emergent quality of partnership and mutual

collaboration between therapist and client. As

such, it is not the outcome of a particular or typical

intervention. Its development can take different

forms and may be achieved quickly or nurtured

over a longer period of time depending on the kind

of therapy and the stage of treatment. (Horvath

et al. 2011, p. 11)

Moreover, in this period several authors

suggested looking in a different way at the rela-

tionship between therapeutic alliance and ther-

apy outcome. As observed by Barber

et al. (2010), many researchers who investigated

the predictive validity of therapeutic alliance did

not examine the possibility that therapeutic alli-

ance was a product of a priori change: some

research suggested in fact that therapeutic alli-

ance could actually be a product of a priori

symptomatic reduction rather than a prerequisite

for change (Barber et al. 1999, 2000; DeRubeis

and Feeley 1990; Gaston et al. 1991).

In conclusion, it is important to observe how

the emergence from empirical research of some

controversial issues about therapeutic alliance and

the increasing complexity of clinical questions

regarding the construct also suggested the impor-

tance of returning to the roots of its conceptuali-

zation, trying to give more clarity to its definition

boundaries (Horvath 2011; Colli 2011).

16.3 Assessing Therapeutic
Alliance: General Issues
and Critical Aspects

16.3.1 General Issues

As we already observed, there is a multitude of

measures for the assessment of therapeutic alli-

ance. In a review, Elvins and Green (2008) found

34 instruments developed for this purpose. Many
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scales were designed for use with adult patients.

More recently other measures were developed

for use with children, adolescents, and in differ-

ent settings such as family, couple, and group

therapy.

In spite of this abundance, the bulk of alliance

research is conducted with few core measures

(Table 16.1): the Working Alliance Inventory

(WAI) (Horvath and Greenberg 1989),

California Psychotherapy Alliance Scale

(CALPAS) (Gaston and Marmar 1994), Helping

Alliance Questionnaire (Haq) (Alexander and

Luborsky 1986), and Vanderbilt Psychotherapy

Process Scale (VPPS) (O’Malley et al. 1983). If

we consider that these four measures accounted

for two-thirds of the 201 studies included in the

latest published meta-analysis on therapeutic

alliance (Horvath et al. 2011), the imbalance

between the multitude of therapeutic alliance

measures and their effective use becomes

evident.

Every measure refers to a different therapeutic

alliance conceptualization and as consequence

evaluates different dimensions of the construct.

In most of the cases, these measures are

constructed in three forms—patient, therapist,

and observer—based on Likert scales.

The Working Alliance Inventory (WAI)

(Horvath and Greenberg 1989) is designed to

capture Bordin’s (1979) pan theoretical concep-

tualization of the working alliance and consists

of three subscales: the goal subscale addresses

the extent to which therapy goals are important,

mutual, and capable of being accomplished; the

task subscale focuses on the participant’s agree-

ment about the steps taken to help improve the

Table 16.1 Core measures of therapeutic alliance

Measure Background Dimensions Form

Working Alliance Inventory (WAI;

Horvath and Greenberg 1989)

Pan theoretical. Designed to

measure the three dimensions of

Bordin (1979) working alliance

concept in adults across all types of

therapy

1. Bond

2. Goals

3. Tasks

Patient

Therapist

Observer

California Psychotherapy Alliance

Scales Alliance Scales (CALPAS;

Marmar and Gaston 1988)

Primarily from a psychodynamic

point of view and empirical results

of older alliance measures in adult

populations

1. Patient Working

Capacity (PWC)

2. Patient

commitment (PC)

3. Working strategy

consensus (WSC)

4. Therapist

Understanding and

Involvement (TUI)

Patient

Therapist

Observer

Penn Helping Alliance Scales

(PHAS; Luborsky et al. 1983)

Luborsky’s (1976) psychodynamic

conceptualization of the helping

alliance, measuring both Type

1 signs (the patient’s experience of

the therapist as providing the help

that is needed) and Type 2 signs

(the patient’s experience of

treatment as a process of working

together toward goals)

1. Type 1 Helping

Alliance signs

2. Type 2 helping

alliance signs

Patienta

Therapista

Observerb, c

Vanderbilt Therapeutic Alliance

Scale (VTAS; Hartley and Strupp

1983)

Influenced by the Orlinsky and

Howard (1975) self-report

instrument and combining

psychodynamic and pan theoretical

conceptualizations of the alliance

1. Therapist and

Patient Contribution

2. Patient/Therapist

interaction

Observer

aHelping Alliance Questionnaire (HAq-I; Luborsky 1976)
bHelping Alliance Global Rating (HAr; Luborsky et al. 1983)
cHelping Alliance Counting Signs (HAcs; Luborsky et al. 1983)
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client’s situation; and the bond subscale assesses

mutual liking and attachment by focusing on tone

of voice, empathy, and comfort in exploring inti-

mate issues. The WAI in the full-length version

is composed of 36 items and evaluates therapeu-

tic alliance from the patient, therapist, and

observer perspectives.

The California Psychotherapy Alliance Scale

(CALPAS) (Marmar and Gaston 1988) draws

from a psychodynamic perspective, including

Freud’s concept of the patient’s affective bond

with the therapist and Bordin’s conceptualiza-

tion. It is composed of four subscales: Patient

Working Capacity (PWC), Patient Commitment

(PC), Working Strategy Consensus (WSC), and

Therapist Understanding and Involvement (TUI).

The PC scale items describe the patient’s confi-

dence that efforts will lead to change, view of

therapy as an important experience, and trust in

therapy and therapist. The PWC scale is com-

posed of items measuring the patient’s capacity

to self-disclose intimate and salient information,

to self-observe reactions, and to explore contri-

bution to problems. The WSC scale encompasses

the patient–therapist similarity of goals, joint

effort, and agreement on how people are helped

and how therapy should proceed. The TUI scale

reflects the therapist’s capacity to understand the

patient’s point of view and sufferings, to demon-

strate a nonjudgmental acceptance of the patient,

and to intervene with tact and timing. The

CALPAS is composed of 21 items that evaluate

the therapeutic alliance from a patient, therapist,

and observer perspective.

The Penn Helping Alliance Scales (PHAS)

(Luborsky et al. 1983; Alexander and Luborsky

1986) are several measures based on Luborsky’s

conceptualization of alliance and focus on two

types of alliance: type 1, which refers to the

patient’s experience of the therapist as providing

the help that is needed, and type 2, which refers

to the patient’s experience of treatment as a pro-

cess of working together toward goals. Three

main different forms exist: the Helping Alliance

Counting Signs (HAcs) (Luborsky et al. 1983)

that evaluates the presence of 14 types of patient

helping alliance signs (positive and negative) and

18 types of therapist signs (positive and negative)

of helping alliance statements; the Helping Alli-

ance Global Rating (HAr) that evaluates the

same signs as HAcs but through a rating scale

(Luborsky et al. 1983); and the Helping Alliance

Questionnaire (Alexander and Luborsky 1986), a

19-item questionnaire that evaluates alliance

from patient and therapist perspectives. The

HAcs and HAr assess the alliance from the

observer perspective, while the HAq-I assesses

from the patient and therapist perspectives.

The Vanderbilt Therapeutic Alliance Scale

(VTAS) (Hartley and Strupp 1983) represents a

theoretical blend of dynamic and pan theoretical

frameworks. The VTAS consists of 44 items

within three subscales: therapist contribution to

the alliance, client contribution to the alliance,

and client–therapist interactions.

Every measure gives a different emphasis to

different aspects of the alliance. The WAI seems

to better capture the aspects of generic agreement

on tasks and goals; the CALPAS emphasizes the

patient’s working capacity and also the emo-

tional involvement of the therapist; the PHAS

underline the process of change of therapeutic

alliance across time, and the VTAS is more

focused on the therapist’s negative contributions

and the quality of client–therapist interactions.

Despite their conceptual differences, all of these

measures cover two main common core aspects

of the construct: the “personal alliance,” refer-

ring to the interpersonal relationship between

client and therapist, and the “task-related alli-

ance,” addressing the more contractual aspects

of treatment planning and goal orientation

(Hougaard 1994) or, in other words, “the per-

sonal attachments and collaboration or willing-

ness to invest in the therapy process” (Horvath

and Luborsky 1993, p. 564).

Therapeutic alliance research is usually car-

ried out using quantitative methods as the scales

mentioned above. Another way to investigate

therapeutic alliance makes use of qualitative

methods, as post-session interviews or open-

ended questionnaires (Bedi and Richards 2011).

These methodologies do not produce a quantifi-

cation of therapeutic alliance and, as conse-

quence, they use qualitative methods of analysis

as, for example, consensual qualitative research
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(CQR) (Hill 2011; Hill et al. 2005, 1997; see Hill

2015; see also Mörtl and Gelo 2015).

16.3.2 Critical Aspects

Although therapeutic alliance measures, in par-

ticular the ones used most often, were developed

25–30 years ago and have been validated and

used in much research, they present some prob-

lematic aspects.

In order to develop alliance measures,

researchers have been using two different

approaches, each of which presents some

advantages and limitations. One approach is to

begin with a theory of the alliance and select or

create items considered to reflect the essential

concepts of the theory. The second is to begin

with a collection of alliance-related items and

examine the factor structure of the responses for

coherent groupings (e.g., Hartley and Strupp

1983). Concerning the first approach, several

therapeutic alliance measures have been devel-

oped and structured in different subscales

reflecting specific alliance definitions, but this

composition is not fully confirmed by factor

analysis. The subscale composition of WAI

(task, goal, and bond), for example, when

confronted with empirical evidence, is not so

clear: some research using factor analytic

methods reported a two-factor solution with

goal and task items loading on one large factor

and the bond items loading on another smaller

factor (Andrusyna et al. 2001; Hatcher and

Gillaspy 2006; Reynolds et al. 1995).

The second approach to constructing thera-

peutic alliance measures is to develop them by

factor analytic methods with a bottom-up logic:

in this case, the researcher does not assume an a

priori subscale composition but, starting from a

wide pool of items and collecting a large number

of evaluations, performs a factor analysis in order

to observe how the items collapse together in

various factors/dimensions that will constitute

the subscales of the measure. Although this pro-

cedure avoids the pitfalls of an a priori conceptu-

alization, it could be lacking in terms of

theoretical coherence in fact, as observed by

Hatcher and Barends (2006):

The alliance concept is further blurred when alli-

ance measures are formed by factoring item pools

that include a very wide range of properties of the

client, the therapist, and their relationship. Thus,

the alliance loses its conceptual moorings and

becomes an atheoretical amalgam, the relationship

or therapeutic climate. (p. 296)

A second critical point of therapeutic alliance

measures is represented by the fact that all of the

most important alliance measures contain items

that give an overall description of the state of the

collaboration between patient and therapist but

seem to lack the measurement of specific alliance

features characteristic of a therapeutic approach

(Hatcher 2010). This bias could lead to a low

sensibility of the measures and a low capacity

to capture important aspects of the relationship

related to a specific therapeutic approach.

Another critical aspect of therapeutic alliance

self-report measures is represented by how

clients and therapists use the Likert scale to pro-

vide their answers. As noticed by Jenkis and

Dillman (1997), researchers who create

questionnaires do not always know how

respondents will answer them. This is also the

case of therapeutic alliance. Despite using differ-

ent instruments to assess the client–therapist alli-

ance, authors of studies frequently comment that

both clients and therapists tend to rate the alli-

ance highly (i.e., Hilsenroth et al. 2004; Lingiardi

et al. 2005; Tryon and Kane 1995). For example,

Hatcher and Gillaspy (2006) found that clients

tend not to use the lower 5 points of the 7-point

Working Alliance Inventory (WAI) (Horvath and

Greenberg 1989). Thus, clients used just the top

30 % of the rating points of the WAI when

evaluating the alliance with their therapists.

Another study noticed a difference in the use of

Likert scale between patients and therapists:

clients tended to use only the top 20 % of rating

points and therapists only the top 30 % of rating

points on alliance measures (Tryon et al. 2008).

The tendency to rate highly by patients and

therapists may be explained as a form of a certain

loyalty to each other and thus a discomfort with
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providing lower alliance ratings. This consider-

ation conducts us to the other bias of self-report

measures. Researchers in various fields who uti-

lize survey instruments have commented that

these measures are prone to response distortions

(Lanyon and Goodstein 1997), including those of

acquiescence, social desirability, extreme

response sets, and dissonance reduction.

16.4 Therapeutic Alliance Ruptures
and Resolutions

As we have already observed (see Sect. 16.2.3),

we are now in a third phase of therapeutic alli-

ance studies: research is now more focused on

the investigation of how patients and therapists

build a positive relationship or deal with negative

reactions rather than only on the relationship

between therapeutic alliance and outcome.

From this point of view, the alliance is no longer

considered as a static phenomenon and a prereq-

uisite for treatment but as an ongoing

co-construction between patient and therapist

and an objective of treatments. The study of

alliance ruptures and resolutions is a good exam-

ple of this change in the conceptualization of

therapeutic alliance.

Generally speaking, with the term therapeutic

alliance rupture, we refer to a moment of the

therapy characterized by a weakening in the

quality of the alliance. Several terms have been

used to describe this phenomenon: challenges

(Harper 1989a, b), misunderstanding events

(Rhodes et al. 1994), impasses (Hill et al. 1996),

alliance threats (Bennett et al. 2006), and

transference–countertransference enactments

(Safran and Muran 2006).

As observed by Safran and Muran (2006),

“alliance rupture” is a “very slippery concept”

(p. 288); in fact we have different definitions of

the construct that reflect different theoretical

nuances. The construct has been defined as a

tension or breakdown in the collaborative rela-

tionship between patient and therapist (Safran

et al. 2002), a deterioration in the relationship

(Safran and Muran 2000b), and a problem in the

quality of “relatedness” or a “deterioration in the

communicative process” (Safran and Muran

2006). In our opinion, a particularly clear and

useful definition of the construct identifies the

alliance rupture as “an impairment or

fluctuations in the quality of the alliance between

the therapist and client” (Safran et al. 1990,

p. 154). To the contrary, alliance resolutions

can be defined as the patient’s and therapist’s

willingness to participate in a process of collabo-

rative inquiry about what is going on in the

therapeutic relationship (Safran and Muran

2000a, p. 145).

The quality of the therapeutic alliance can be

defined as “a function of the degree of agreement

between therapist and client about the goals and

tasks of psychotherapy that is mediated by the

quality of the relational bond between therapist

and patient” (Safran et al. 1990, p. 154). To

establish the quality of the therapeutic alliance

is, in our opinion, the central problem of the

definition of the alliance rupture and resolution

construct. In fact, in some way this construct

requires theorists and researchers to define what

they consider a good alliance and what they

consider a bad alliance.

Two opposite ways to conceptualize alliance

ruptures and resolutions may be identified: the

rational and the relational. If we adopt a rational

point of view, we could see a rupture or a

breakdown in the collaboration process if a

patient does not agree with her/his therapist

about a task of therapy (e.g., “I don’t think it is

important for me to speak about my childhood”).

Conversely, if we adopt a relational point of

view, the content of the communication (the

disagreement) is less important than the way

the patient communicates about the disagree-

ment and negotiates it with the therapist. Follow-

ing a rational approach, we could consider as a

sign of collaboration a patient who always

agrees with his/her therapist although, from a

relational perspective, this agreement could be

interpreted as a sign of acquiescence of the

patient; conversely, the patient’s communication

of disagreement with her/his therapist could be

interpreted as the patient’s need to negotiate

his/her need rather than a sign of alliance

deterioration.
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The rational point of view, which is charac-

teristic of standard cognitive therapy and ego

psychoanalysis, has its roots in one-person psy-
chology and has an implicit assumption that the

therapist is the owner of the truth and that thera-

peutic alliance impasses are derived from

patients unwilling to accept what therapists pro-

pose to them. On the contrary, from a relational

point of view, the therapeutic alliance is seen as

“an on-going process of intersubjective negotia-

tion” (Safran and Muran 2000a, p. 165), and the

objects of this negotiation are the patient’s

agency and relatedness needs. This model is

based on a definition of psychotherapy processes

and therapeutic impasses and resistances in light

of a two-person psychology. From this point of

view, any “apparent obstruction in the therapeu-

tic process must be understood as a function of

the interaction between the patient and the thera-

pist.” For example, “a patient who has difficulty

accessing painful emotional material is having

difficulty accessing it in a specific relational

context” (Safran and Muran 2000a, p. 80).

From a relational and interpersonal perspective,

resistance is interpreted not only as a patient’s

character issue but also as the product (at both the

conscious and unconscious level) of the interper-

sonal matrix in which it is produced. Similarly,

a therapist’s negative contributions to the

relationship are interpreted not only as a

therapist’s problem but also as the product of

the interpersonal matrix in which they are

produced.

In our opinion, this is the main theoretical

feature that differentiates an “old” conceptuali-

zation of patient resistance from the more current

concept of alliance ruptures and resolutions.

16.4.1 Assessing Alliance Ruptures
and Resolutions: General Issues
and Critical Aspects

As suggested by Eubanks-Carter et al. (2010a),

there are at least three methods for assessing

alliance ruptures and resolutions: direct self-

report, indirect self-report, and observer-based

measures.

16.4.1.1 Direct Self-Report
The main characteristic of direct self-report

measures for therapeutic alliance ruptures and

resolution assessment is that they directly ask

the patient and therapist, through items based

on a Likert scale, if alliance ruptures have

occurred in the session, of what kind, and how

they felt during the session. An example of direct

self-report for the assessment of alliance ruptures

and resolutions is the Post-Session Questionnaire

(PSQ) by Muran et al. (1992). The PSQ consists

of several measures assessing session impact and

the therapeutic alliance and includes the 12-item

version of the Working Alliance Inventory

(WAI) (Tracey and Kokotovic 1989), the Session

Evaluation Questionnaire (SEQ) (Stiles 1980),

and also three direct questions regarding ruptures

and their resolution; all items are scaled in a five-

point Likert-type format, plus an open-ended

description. Another example of direct self-

report is the Alliance Negotiation Scale (ANS)

(Doran et al. 2012) that evaluates from the

patient perspective the degree to which patient

and therapist are able to constructively negotiate

disagreements about tasks and goals.

The major advantages of this kind of measure

are that we can have information from the per-

spective of patients and therapists and they are

quite economical to administer. However, as has

been pointed out (Colli and Lingiardi 2009;

Westen and Shedler 1999a, b), these kinds of

measures can be faulty (a) because of poor self-

reflection or any type of bias on either the

patient’s or the therapist’s part and (b) because

they use a retrospective (post-session) recollec-

tion of the session. For example, using self-

reports, patients could not remember the effort

made by the therapist to overcome a rupture

because they were in an angry state after the

session; other patients could acknowledge with

difficulty the idea that the therapist did his or her

job in creating a negative atmosphere; others

might simply dissociate emotionally marked

relational episodes after the session. Moreover,

these measures could have the same problems of

Likert utilization by patient and therapist that we

have reported above for therapeutic alliance self-

report (see Sect. 16.3.2).
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16.4.1.2 Indirect Self-Report
The main characteristic of indirect self-report

measures is that they do not specifically assess

the presence/absence of alliance ruptures and

resolutions. This methodology is similar to direct

self-report because the evaluators are patient and

therapist, but it differs from direct measures

because participants complete measures of the

overall alliance such as WAI or CALPAS and

the presence of alliance ruptures and resolutions

is only inferred through fluctuations in the alli-

ance scores across sessions. This kind of meth-

odology was applied in several studies (Stevens

et al. 2007; Strauss et al. 2006; Stiles et al. 2004;

Kivlighan and Shaughnessy 2000) that

investigated the development pattern of the alli-

ance over time.

The criteria to establish whether a fluctuation

can be considered as a rupture or as a resolution

are different across studies (Eubanks-Carter

et al. 2012). We can divide these criteria into

two main groups (for some more strategies see

Eubanks-Carter et al. 2012): studies that

identified rupture and resolution sequences

using criteria based on shape of change
parameters calculated for each patient’s profile

of patient report alliance scores (Stiles

et al. 2004) and studies that identified rupture

and resolution sequences looking for fluctuation

in overall alliance scores taking as parameter the

mean standard deviation (Strauss et al. 2006;

Stevens et al. 2007).

The approaches just described may well pres-

ent some shortcomings. Traditionally, therapeu-

tic alliance measures such as WAI and CALPAS

(including their observer versions), which evalu-

ate the therapeutic alliance at a macro-level,

seem more suitable for assessing therapeutic alli-

ance as a general factor related to the outcome

than for “depicting the idiosyncratic interactional

patterns that unfold between patient and thera-

pist” (Charman 2004, p. 18). Because these

measures can only study shifts between sessions

rather than within the session itself, some rupture

events may go undetected (Stevens et al. 2007).

In short, these methodologies “described shifts in

alliance but did not directly examine in-session

transactions. We can only infer that ruptures

were captured by our quantitative method”

(Strauss et al. 2006, p. 344).

16.4.1.3 Observer-Rated
Considering the limitations we reported above,

some researchers have focused their attention on

the evaluation of alliance ruptures and resolutions

and of alliance and collaboration fluctuation

through observer-based/within-session methods.

These methods share two important features:

(a) they use external raters to evaluate alliance

ruptures and/or collaboration fluctuations, and

(b) the rater does not give a global evaluation of

the session, as happens with other observer

measures to evaluate therapeutic alliance, but

gives a rating at a within-session level, searching

for alliance ruptures and resolutions markers or

evaluating shift in collaboration between patient

and therapist at a speaking turn level of analysis.

Although there is a proliferation of

instruments to assess therapeutic alliance, there

is a shortage of measures assessing within-

session therapeutic alliance fluctuations and alli-

ance ruptures and resolutions. Some measures

are developed to assess alliance ruptures and

resolution markers (Eubanks-Carter et al. 2009;

Samstag et al. 2000); other measures evaluate

exclusively shifts in the patient collaboration

(Allen et al. 1984), and some evaluate

dimensions, alliance ruptures, and resolution

markers and shifts in the collaboration of patient

and therapist (Collaborative Interactions Scale

[CIS]) (Colli and Lingiardi 2009). Some

instruments require session transcripts (Ribeiro

et al. 2012; Colli and Lingiardi 2009) and others

require videotapes (Rupture Resolution Rating

System [3RS]) (Eubanks-Carter et al. 2009).

The utilization of session transcripts for the

evaluation of therapeutic alliance ruptures and

resolutions is controversial. Evaluating transcripts

is very time- and money-consuming. At the same

time, the evaluation at a micro process level of

every single conversational turn between patient

and therapist permits “depicting the idiosyncratic

interactional patterns that unfold between patient

and therapist” (Charman 2004, p. 18), and this is
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in line with a relational point of view in which

great emphasis is given to micro processes and

mutual influences (Siegel 2002). Video recordings

have the advantage of giving important informa-

tion about patient’s and therapist’s nonverbal

communications, helping raters in detecting very

subtle tears in the alliance. At the same time,

video recordings can be more difficult for

clinicians, especially in private clinical practice,

and could make patients feel too exposed.

In the last years we have developed a new

measure for the assessment of alliance ruptures

and resolutions and patient–therapist collabora-

tion fluctuations based on transcript evaluations:

the Collaborative Interactions Scale (CIS) (Colli

and Lingiardi 2009). The CIS is the result of

10 years of ongoing research on transcript-

based investigation of therapeutic alliance and

rupture/repair processes. The first version of the

scale, formerly known in Italian as IVAT (Indice

di Valutazione dell’Alleanza Terapeutica [Ther-

apeutic Alliance Evaluation Index]), was

presented at the 2001 conference of the Italian

Society for Psychotherapy Research (Colli and

Lingiardi 2001). The scale has been revised and

tested in several pilot studies (Colli and Lingiardi

2002, 2003, 2005, 2006). The scale is structured

into two main scales: one for the evaluation of

patient contributions to the process (CIS-P) and

one for therapist contributions (CIS-T), each

with subscales. The CIS-P is composed of three

subscales evaluating patients’ positive and nega-

tive contributions: the Collaborative Processes

scale (CP), the Direct Rupture Markers scale

(DRM), and the Indirect Rupture (IRM). The

scale, which was largely derived starting from

the seminal empirical works of Safran and

collaborators on alliance ruptures (Safran

et al. 1990, 1994) and at a theoretical level was

based on the work of Safran and Muran (2000a),

has in our opinion two important characteristics:

(1) it evaluates positive and negative

contributions of patient and therapist to the qual-

ity and construction of the relationship, and (2) it

permits study at a micro level of the negotiation

process between patient and therapist and depicts

the idiosyncratic interactional patterns that

unfold between patient and therapist.

16.4.2 Therapeutic Alliance Ruptures
and Resolutions: Empirical
Findings

The alliance rupture and resolution construct

as suggested by Eubanks-Carter et al. (2010,

unpublished manuscript) has been investigated

principally in four kinds of studies: (a) quantita-

tive process studies, (b) quantitative outcome

studies, (c) task analytic studies, and (d) qualita-

tive process studies.

(a) In quantitative process research the principal

focus is the study of the occurrence of ruptures

and resolution in psychotherapy and, in some

cases, the link between these processes and

therapy outcome. Across several studies the

occurrence of alliance ruptures varies from

19 % of the sessions (Eames and Roth 2000)

to 100 % (Colli and Lingiardi 2009; Eubanks-

Carter et al. 2010a). Withdrawal markers are

generally present in every session, while con-

frontation ruptures are less frequent. A differ-

ence has been observed between the

perspective of evaluations: therapists tend to

report a higher number of ruptures than

patients (Eames and Roth 2000; Muran

et al. 2009), and external observers tend to

report a high number of ruptures compared

to patients (Sommerfeld et al. 2008). These

results suggest that there is a great variability

in the occurrence of alliance ruptures and also

that some rupture processes, such as with-

drawal ruptures, are physiologically present

in every session.

In other research, the authors found a

significant association between the occurrence

of ruptures and the presence of dysfunctional

relational schemas involving the therapist

identified by using the CCRT method

(Sommerfeld et al. 2008; Luborsky and

Crits-Christoph 1998), while in other research

the authors found an occurrence of therapist

rupture interventions in 31 % of the sessions

and a significant correlation between therapist

negative intervention and the occurrence of

more disruptive patient alliance rupture

markers (Colli and Lingiardi 2009). These

results seem to confirm two important
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“relational” ideas: (1) that an alliance rupture

is a patient’s vehicle for the expression of core

relational problems and (2) that alliance is

mainly a patient and therapist co-construction.

(b) In quantitative outcome studies researchers

compared the efficacy of treatments focused

on alliance rupture and resolution with other

forms of intervention (Muran et al. 2005;

Constantino et al. 2008). One study compar-

ing a specific therapeutic alliance rupture-

focused intervention, the brief relational

therapy (Muran et al. 2005), with short-term

psychodynamic therapy and cognitive–be-

havioral therapy, found significant

differences in clinical significance change

and dropout rates. It was found that brief

relational and cognitive–behavioral models

produced more clinically significant change

than short-term dynamic psychotherapy, and

brief relational therapy had significantly

lower dropout rates than the other forms of

treatment (Muran et al. 2005). Other

researchers evaluated the efficacy of an inte-

grative form of cognitive therapy (ICT) for

depression that incorporates specific

strategies for addressing alliance ruptures

and compared it with a traditional cognitive

therapy (CT): Effect size estimates revealed

that ICT patients evidenced greater posttreat-

ment improvement and more clinically sig-

nificant change than CT patients

(Constantino et al. 2008). A similar effort to

incorporate rupture and resolution strategies

into CBT for generalized anxiety disorder

was proposed by Newman et al. (2008). The

study found that the integrative treatment

significantly decreased GAD symptoms,

yielding a higher effect size than the average

effect size of standard CBT reported in liter-

ature. In a recent study, based on a sample of

128 patients randomly assigned to three dif-

ferent time-limited psychotherapies for per-

sonality disorders (cognitive–behavioral,

brief relational, and short-term dynamic),

results indicate that lower rupture intensity

and higher rupture resolution are associated

with better ratings of the alliance and session

quality, and lower rupture intensity predicts

good outcome on measures of interpersonal

functioning, while higher rupture resolution

predicts better retention (Muran et al. 2009).

(c) In task analytic studies, researchers analyze

the processes involved in producing change

(Greenberg 1986). Greenberg (Greenberg

1986; Greenberg and Foerster 1996), using

a combination of quantitative and qualitative

approaches, pioneered the use of task analy-

sis for the intensive analysis of events in

therapy. Greenberg and Foerster (1996)

outlined six steps of analysis: (a) select a

specific type of problem-solving task and

operationalize in-session markers;

(b) devise a rational (ideal) analysis of how

the problem might be solved using experts

(i.e., identify a rationally derived range of

strategies for problem solving); (c) carry out

an empirical study of actual problem solving;

(d) progressively correct the rational model

using empirical data (i.e., form a

rational–empirical model); (e) refine the

model by successively completing rational

and empirical analyses; and (f) verify the

model by comparing successful and unsuc-

cessful problem-solving tasks to identify the

impact on outcome. Thus, task analysis

utilizes an observational, inductive, and iter-

ative strategy in which investigators use

observations of individuals performing tasks

to progressively improve descriptions of how

the task can best be performed. In other

words, task analysis studies what patient

and therapist do, at a micro analytic level,

to resolve a task relevant for the process of

change in psychotherapy. Safran, Muran, and

colleagues, in a series of studies, investigated

through task analytic investigation paradigm

the process of rupture and resolutions (Safran

et al. 1990, 1994; Safran and Muran 1996).

These studies permitted the authors to con-

struct a rupture resolution model (Safran and

Muran 2000a).

The model consists of four stages. In the

first stage the therapist recognizes a rupture

and tries to disengage from it by inviting the
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patient to explore the event. In stage 2, the

therapist and patient explore their perceptions

of the rupture. In stage 3 the therapist and

patient explore avoidance maneuvers in rela-

tion to stage 2. Finally, in stage 4 the therapist

and patient move toward clarifying the wish

or need that underlies the patient’s problem-

atic interpersonal behaviors. Safran and

Muran (2000a), in accordance with Harper’s

work, have organized patient ruptures into

two main subtypes: withdrawal and confron-

tation (Harper 1989a, b).

In withdrawal ruptures, “the patient

withdraws or partially disengages from the

therapist, his or her own emotions, or some

aspect of the therapeutic process” (Safran

and Muran 2000a, p. 141). Withdrawal

markers include patient behaviors such as

verbal disengagement (e.g., changing the

topic, long silences, or use of vague, abstract

language) or a mismatch between affective

expression and narrative content. In this kind

of marker, the patient indirectly expresses

disaffection or disagreement about the tasks

or goals of therapy or about the relationship.

Withdrawal markers also include patient

avoidance maneuvers such as skipping from

topic to topic in such a way as to prevent

therapist interventions in order to reduce

patient anxiety associated with a rupture in

the alliance. Another maneuver involves self-

esteem-enhancing operations, in which the

client may attempt to justify or defend him-

or herself during the process of a rupture as a

means of boosting a deflated sense of self-

worth. As observed by Safran et al. (1990),

avoidance maneuvers and self-esteem-

enhancing operations can be considered as

reflections of what Sullivan (1953) termed

“security operations.” Conversely, in con-

frontation ruptures, “the patient directly

expresses anger, resentment, or disaffection

with the therapist or some aspect of the ther-

apy” (Safran and Muran 2000a, p. 141).

Examples of this kind of marker are most

evident in the patient’s verbal criticisms of

the therapist, either as a person or in terms of

his or her professional qualifications. These

generally appear as hostile or dismissive

manners of communication.

Agnew et al. (1994), starting from the

work of Safran and Muran and using a task

analytic paradigm, tested a psychodynamic

interpersonal model of resolution of con-

frontation ruptures. This model is quite sim-

ilar to Safran and Muran’s but differs from it

for a greater focus on linking the alliance

rupture to situations outside of therapy and

discussing new ways to handle those

situations. In the same way, another study

that investigated alliance rupture and reso-

lution in cognitive analytic therapy of bor-

derline patients (Bennett et al. 2006) shares

many similarities with Safran and Muran’s

model (2000a) but differs from it for a

different way of dealing with the fourth

stage: Bennett et al. placed greater emphasis

on linking rupture to a preestablished

case formulation and to the patient’s other

relationships.

(d) In qualitative process studies researchers

have focused their attention on negative

experiences, impasse, and misunderstanding

events (Hill 2010),1 with an emphasis on the

perceptions of the events by patient and ther-

apist captured by the use of interviews with

open-ended questions. Some researchers

found that clients had and hid negative

feelings about their therapies (Rennie 1994;

Regan and Hill 1992) and that experiences of

anger toward the therapist occur quite often

(Dahlenberg 2004). Rhodes et al. (1994), in a

sample of 19 cases characterized by the pres-

ence of a misunderstanding event,

investigated the differences between the

cases in which the misunderstanding event

was resolved (11 cases) and the unresolved

cases (8 cases).

1 In this section we gave emphasis to qualitative studies

related to alliance ruptures and resolutions, but it is impor-

tant to underline that there are also several qualitative

studies that investigated the construct of “therapeutic

alliance” from a qualitative point of view (Bedi and

Richards 2011).
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The main difference was that in the

resolved cases, clients reported a good qual-

ity of the relationship before the event

(patients felt safe and supported by the ther-

apist); conversely, in unresolved cases

clients reported a poor quality of the relation-

ship (therapist was critical, did not remember

important facts). In another study, a follow-

up to the Rhodes et al. study (1994),

therapists interviewed about therapeutic

impasses that occurred during therapy

reported that the impasse clients had a con-

siderable pathology (such as personality dis-

order) and interpersonal problems or

problematic current intimate or family

relationships. Through therapists’ interviews

it emerged that impasse generally involved a

lack of agreement about tasks or goals of

therapy and, rather being a single event,

thus involved a general disagreement and

power struggles related to the way therapy

should be conducted (Hill et al. 1996). In

another study Hill et al. (2003) investigated

the inner experience of therapists working

with angry patients. Researchers investigated

the different impacts on therapists of patients

who directly expressed their anger and

patients who did not directly express anger.

Not surprisingly, therapists reported more

difficulties with the first group (direct expres-

sion of anger) than with those who did not

express their anger, and quite often therapists

tended to respond to client hostility with

mutual hostility.

16.4.3 A Brief Research Agenda About
Therapeutic Alliance Ruptures
and Resolutions

As observed by the interdivisional task force on

evidence-based therapy relationships (Norcross

and Wampold 2011), alliance ruptures and

resolutions represent a promising effective ele-

ment of the relationship, but we need further

research to evaluate their role and importance in

contributing to psychotherapy efficacy. In our

opinion, future research will have to resolve

some problematic points of therapeutic alliance

rupture and resolution processes investigation:

(a) Definition of the construct: In psychother-

apy we have a clear problem of a “Tower of

Babel” (Horvath 2011): sometimes we use the

same words but with different meanings or con-

versely we use different terms but with the same

meanings. The problem of construct definition is

crucial because the definition we adopt influences

how we operationalize the construct and what we

evaluate. From this point of view, therapeutic

alliance but much more alliance ruptures and res-

olution constructs need additional work to clear

similarities and differences among the definitions.

For example, looking closer inside and beyond the

therapeutic alliance ruptures and resolutions

definitions, we can find several constructs such

as transference–countertransference enactment,

empathic failure, impasses, etc., that are hard to

differentiate from it (Safran & Kraus, 2014).

(b) Evaluation perspective: Every perspective

has its strengths and limits. According to the

interdivisional task force on evidence-based ther-

apy, relationship researchers are encouraged to

address the observational perspective (i.e., thera-

pist, patient, or external rater) in future studies.

Agreement among different perspectives

provides a solid sense of established fact; diver-

gence among perspectives holds important

implications for construct definition and for prac-

tice. For the same reason we think it necessary to

also improve studies to evaluate convergent

validity between different measures in observer-

rated versions.

(c) Patient characteristics: Until now research

has partially excluded the investigation of the

relationship between patient characteristics and

different modalities to break the alliance and to

repair it. For example, it could be useful to dif-

ferentiate the stage process model proposed by

Safran and Muran in relation to different

patients’ interpersonal style, such as different

attachment styles. It is clinically realistic to

think that different attachment styles will lead

to different alliance rupture and repair processes.

Another variable to take into consideration could

be the patient’s level of functioning in terms of

patient defense level, object relation level, and
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reflective functioning. For example, with high-

functioning patients, it could be useful to focus

resolution strategies more on connecting past

relational experience to the here and now of the

therapeutic relationship (transference

interpretations), while with low-functioning

patients, it could be useful to limit resolution

strategies to the here and now of the relationship

or a redefinition of task and goals of therapy or

validating strategies.

(d) Intensive and processual investigation:

Although we have a growing amount of (but

still insufficient) research investigating the rela-

tionship between alliance ruptures and

resolutions and therapy outcome, very few stud-

ies investigated the processes through which alli-

ance ruptures are resolved: this kind of research

could help us in promoting more effective reso-

lution processes, taking a balance between the

need of replication and relationship guidelines

and the need to reflect the uniqueness of every

patient–therapist dyad.

(e) Statistical analysis: The last point concerns

the use of statistical procedures more able to

capture the interactive and time-related nature

of the alliance, such as time series analysis and

growth curve analysis (Tschacher and Ramseyer

2009). We consider it the last point because we

strongly believe that the abovementioned points

are necessary prerequisites that permit the crea-

tion of reliable data to analyze.

Conclusions

In this chapter we gave a short review of what

we consider some of the main aspects of ther-

apeutic alliance and research focusing on it,

trying to make a journey from the historical

therapeutic alliance construct, passing

through the evaluation of therapeutic alliance

and the problems connected to its measure-

ment, to more recent studies focused on alli-

ance ruptures and resolutions. Considering

that the literature about the topic is so wide,

we did not examine in detail a lot of several

important issues related to therapeutic alli-

ance, such as the relationship between thera-

pist interventions and the formation of

therapeutic alliance and the resolutions of

therapeutic alliance ruptures (Hilsenroth

et al. 2012; Lingiardi et al. 2011), the relation-

ship between therapeutic alliance formation

and patient personality (Smith et al. 2013),

the problem of the efficacy of psychotherapy

training focused on therapeutic alliance build-

ing skills in therapists (Safran and Muran

2000a), or the overlaps between therapeutic

alliance and other confining constructs such as

transference–countertransference (Safran and

Muran 2006; Betan et al. 2005; Colli

et al. 2014) and real relationships (Gelso

2009a, b; Horvath 2009). As we have seen,

therapeutic alliance construct has spread dur-

ing the years, crossing the boundaries of the

psychoanalytic field and becoming a central

issue in all therapeutic approaches. Moreover,

the construct today cannot be considered a

separate variable of the psychotherapy pro-

cess and must be studied in relation with

other variables such as therapists’

interventions (Lingiardi et al. 2011) and

patient diagnosis (Bender 2005). From our

point of view, to study therapeutic alliance in

a modern fashion requires maintaining a bal-

anced focus on theoretical, empirical, and

clinical issues and a balance between the

need to use sophisticated statistical analysis

and to perform research that can inform

clinicians in their clinical practice.
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Abstract

In this chapter we discuss the contribution and

integration of positive psychology concepts in

psychotherapy theory, research, and practice.

In the first part we introduce the basic tenets,

axioms, and foundational concepts of positive

psychology followed by the presentation of

the broaden-and-build theory of positive

emotions and the research findings that sup-

port it. We argue that the broaden-and-build

theory contributes to psychotherapy theory

and research and practice. We focus on the

concepts of broadening, undoing, and build-

ing and their potential contribution to psycho-

therapy. In the last part of the chapter, we

focus on the methodological and conceptual

research issues that need to be addressed in

order to facilitate research initiatives.

17.1 Introduction

After years in which the landscape of psychology

was pathology, psychology has begun to culti-

vate the terrain of the positive (Maddux 2008). A

corner of that terrain is the field of positive

emotions. The purpose of this chapter is to

review what is known about positive emotions

in the realm of psychotherapy. We begin with a

brief look at positive psychology to establish a

context for understanding positive emotions and

their role in human functioning. Using a frame-

work called the broaden-and-build theory
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(Fredrickson 1998), we present an understanding

of the role of positive emotions in our lives. The

research support for that model both outside and

within psychotherapy is reviewed. We will also

suggest that positive emotions have a generative

role of change in psychotherapy and then discuss

the psychotherapeutic findings as a framework

for considering methodological strategies and

challenges for psychotherapy researchers who

study positive emotions.

17.1.1 The Growth of Positive
Psychology

Prior to World War II, psychology had three

missions: curing mental illness, making the

lives of all people more fulfilling, and identifying

and nurturing talent. In the period following the

war, thousands of veterans with psychological

problems needed treatment, and psychology

responded by shifting its research and treatment

emphasis toward curing mental illness (Seligman

1998). The other two important missions—the

improvement of normal life and the identification

and nurturing of talent—were largely set aside.

The question “What is wrong?” guided the think-

ing of applied psychologists throughout the

twentieth century. Diagnostic and measurement

methods for disorders such as schizophrenia,

depression, anxiety, and alcoholism were devel-

oped, and many effective treatments were

validated for specific disorders (see Champless

and Hollon 1998). Psychotherapists engaged in

helping their patients face and overcome

struggles. However, the focus of the pathology

model on accurate descriptions of specific

problems is somewhat incomplete; problems are

only part of humankind. This attention to the

negative has come at a price. With little research

support in the domain of what makes life worth

living or how normal people flourish,

psychologists must either proceed without an

empirical basis or ignore the positive emotions

of their clients.

Positive psychology emphasizes the explora-

tion of people’s strengths along with their

weaknesses. It is the scientific study of optimal

human functioning that aims to discover and

promote the factors that allow individuals and

communities to thrive (Seligman and

Csikszentmihalyi 2000). In the twenty-first cen-

tury, positive psychology has increased in influ-

ence; its ideas have grown not only within the

psychology community but in the larger society.

This growth has probably been fuelled by a con-

fluence of factors, in particular the satiation of

pathological models to explain well-being, the

increase in pathology in spite of the psychother-

apeutic and medical developments for combating

it, and the increasing cost of psychological

treatments. Theories with alternative depictions

of human structure, development, and function,

and research developments in areas, such as neu-

ropsychology (e.g., Isen 2002), neurophysiology

(e.g., Fredrickson and Levenson 1998;

Fredrickson et al. 2000), and psychobiology

(e.g., Ashby et al. 1999; Fredrickson and Joiner

2002; Fredrickson et al. 2000; Watson

et al. 1988a), have provided alternative concep-

tual and empirical frameworks.

17.1.2 Positive Emotions: The
Broaden-and-Build Model

Fredrickson’s (1998) broaden-and-build theory

is one prominent and useful theoretical frame-

work situated within the positive psychology

domain. Her model has shifted attention to posi-

tive emotions and spawned a body of research.

Instead of attempting to shoehorn an understand-

ing of positive emotions into existing ideas

developed from studying negative emotion, her

model is built on the premise that there is a

unique evolutionary importance and purpose to

positive emotion. Positive and negative emotions

are understood to have distinct and complemen-

tary adaptive functions, and cognitive and physi-

ological effects (Tugade and Fredrickson 2004,

p. 321). The experiences of positive emotions

broaden a person’s thought-action repertoire,

meaning that a wider array of thoughts and

actions become available (Fredrickson 1998,
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2001). This broadening process results in the

building of enduring personal and social

resources, which can be drawn on when neces-

sary. The resources can be cognitive, like the

ability to mindfully attend to the present

moment; psychological, like the ability to main-

tain a sense of mastery over environmental

challenges; social, like the ability to give and

receive emotional support; or physical, like the

ability to ward off the common cold. This is the

broadening aspect of the theory. People with

these resources are more likely to effectively

meet life’s challenges and take advantage of its

opportunities, becoming successful, healthy, and

happy in the months and years to come

(Fredrickson 2008); this is the build element of

the broaden-and-build theory.

Fredrickson describes two hypotheses for how

positive emotions generate change: the upward

spiral and the undoing hypotheses. The upward

spiral includes increases in positive emotion that

lead to cognitive broadening; increases in cogni-

tive broadening further facilitate the experience

of positive emotion. The net result is that of an

upward spiral that leads to increases in well-

being. The undoing hypothesis refers to the idea

that positive emotions reduce the autonomic

arousal caused by negative emotions by speeding

the recovery from the cardiovascular effects of

fear, anxiety, and sadness. Positive emotions

loosen the grip that negative emotions hold on

thinking; individuals experience a distance that

can prompt them to explore alternative thoughts

and actions other than those prompted by the

initial negative emotion (Fredrickson and

Branigan 2005).

17.1.3 Broaden-and-Build Research
in General Psychology

These fundamental hypotheses of the broaden-

and-build theory have garnered substantial

empirical support. Relative to the broaden

hypothesis, positive emotions have been shown

to produce patterns of thought that were notably

unusual (Isen et al. 1985), flexible (Isen and

Daubman 1984), creative (Isen et al. 1987),

integrative (Isen et al. 1991), open to information

(Estrada et al. 1997), and efficient (Isen and

Means 1983; Isen et al. 1991). Isen and

colleagues have also shown that positive

emotions increase people’s preferences for vari-

ety and their openness to new experiences (Kahn

and Isen 1993). These cognitive effects of posi-

tive emotions have been linked to increases in

circulating brain dopamine (Ashby et al. 1999;

Isen 2002). Studies examining positive emotions

relative to neutral and negative states showed

that induced positive emotions widen the scope

of people’s visual attention (Fredrickson and

Branigan 2005; Rowe et al. 2007; Wadlinger

and Isaacowitz 2006), broaden their repertoires

of desired actions (Fredrickson and Branigan

2005), and increase their openness to critical

feedback (Raghunathan and Trope 2002). At the

interpersonal level, induced positive emotions

increase people’s sense of “oneness” with others

(Hejmadi et al. 2008), their trust in acquaintances

(Dunn and Schweitzer 2005), and their ability to

accurately recognize individuals of another race

(Johnson and Fredrickson 2005).

Relative to the build dimension, the theory

suggests that the cognitive broadening

accompanying states of positive emotion builds

personal resources that expand and improve the

ways people cope during crises. Laboratory

experiments have shown that positive emotions

facilitate attention to, and processing of, impor-

tant self-relevant information (Reed and

Aspinwall 1998; Trope and Pomerantz 1998;

for reviews, see Aspinwall 1998, 2001). Consis-

tent with these experimental data are naturalistic

studies that also support broaden-and-build pro-

cesses. Longitudinal studies of bereaved

caregivers found that those who experienced pos-

itive emotions in the midst of their bereavement

were more likely to find positive meaning in their

experiences (Moskowitz 2001). Similarly, those

who experienced more positive emotions during

bereavement were more likely to develop long-

term plans and goals. Together with positive

emotions, plans and goals predicted greater

well-being 12 months after bereavement (Stein

et al. 1997; see also Bonanno and Keltner 1997;

Keltner and Bonnano 1997). A study of stress
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and coping among college students linked posi-

tive emotions to a style of coping characterized

by taking a broad perspective on problems, see-

ing beyond immediate stressors, and generating

multiple courses of action. Positive emotions and

broad-minded coping enhance one another; ini-

tial levels of positive emotions predicted

improvements in broad-minded coping over

time and initial levels of broad-minded coping

predicted increases in positive emotions over

time (Fredrickson and Joiner 2002; see also

Fredrickson 2000). This body of work

demonstrates that positive emotions do more for

people than simply causing them to feel good in

the moment. By improving the ways that people

cope with adversity, positive emotions also

increase the odds that people will feel better

and do better in the future. Moreover, as the

study by Fredrickson and Joiner (2002) shows,

this upward spiral toward improved emotional

well-being is linked to the broadened thinking

that accompanies positive emotions.

Empirical evidence for the upward spiral

effect has been largely indirect. Prospective cor-

relational studies have shown that people who, for

whatever reasons, experience or express positive

emotions more than others show increases over

time in optimism and tranquility (Fredrickson

et al. 2003), ego resilience (Cohn et al. 2009),

mental health (Stein et al. 1997), and the quality

of their close relationships (Gable et al. 2006;

Waugh and Fredrickson 2006). The first experi-

mental evidence testing the upward spiral hypoth-

esis came from a field experiment with working

adults, half of whom were randomly assigned to

begin a practice of loving-kindness meditation

(Fredrickson 2008). Results showed that this

meditation practice produced increases over

time in daily experiences of positive emotions,

which, in turn, produced increases in a wide range

of personal resources: increased mindfulness,

purpose in life, and social support and decreased

illness symptoms. In turn, these increments in

personal resources predicted increased life satis-

faction and reduced depressive symptoms.

Relative to the undoing hypothesis, research

suggests that positive emotions undo the cardio-

vascular aftereffects of negative emotions.

Contentment-eliciting and amusing films pro-

duced faster cardiovascular recovery than neutral

or sad films (Fredrickson et al. 2000). Laboratory

experiments have shown that experiences of pos-

itive emotions can quell or undo the lingering

cardiovascular effects of these negative

emotions. Compared with neutral distractions

and sadness, positive emotions produce faster

returns to baseline levels of cardiovascular acti-

vation following negative emotional arousal

(Fredrickson and Levenson 1998; Fredrickson

et al. 2000). It is notable that this undoing effect

of positive emotions has been demonstrated for

high-activation positive emotions such as joy or

amusement as well as for low-activation positive

emotions such as contentment or serenity. The

body of research strongly suggests that positive

emotions promote cognitive functioning

(Alvarez and Nemény 2001), broaden attention

focus (Fredrickson 2001; Fredrickson and

Branigan 2005; Isen and Shmidt 2007), and reg-

ulate both the psychological and physiological

effects of negative emotions (Fredrickson

et al. 2000).

Positive emotions also contribute to valuable

life outcomes (Lyubomirsky et al. 2005) includ-

ing greater satisfaction and success at work

(Losada and Heaphy 2004), greater marital satis-

faction (Waldinger et al. 2004), and better coping

(Folkman and Moskowitz 2000; Tugade

et al. 2004). Research investigating the relation-

ship between positive affects and health has

associated positive affectivity with longer life

(e.g., Danner et al. 2001; Levy et al. 2002; Ong

and Allaire 2005), lower risk of developing a

disease (e.g., Cohen et al. 2003; Ostir

et al. 2001), survival from life-threatening

diseases (e.g., Carver and Scheier 1993;

Kubzansky et al. 2001, 2002; Middleton and

Byrd 1996; Moskowitz 2003), and reporting of

fewer symptoms, less pain, and improved health

(e.g., Cohen et al. 2003; Gil et al. 2004; Salovey

and Birnbaum 1989) ( for review, see Pressman

and Cohen 2005). Positive emotions are

correlated with increased life satisfaction

(Schimmack et al. 2004) and a sense of subjec-

tive well-being (Hooker et al. 1992; Khoo and

Bishop 1997; Sweetman et al. 1993).

334 A. Stalikas et al.



While research throughout the twentieth cen-

tury focused largely on negative emotions, that

trend has shifted. Following the lead of Isen and

colleagues (for reviews see Isen 2000, 2008), the

evidence began to accumulate to indicate that

positive emotions function in a different way

than negative emotions. An alternative theoreti-

cal framework, the broaden-and-build theory of

positive emotions (Fredrickson 1998, 2001) has

spawned a large body of research. The conclu-

sion that positive emotions are implicated in

protecting us during difficulties and enhancing

our lives now has a strong empirical base. How-

ever, most of this research relates only tangen-

tially to psychotherapy.

17.2 Positive Emotions and
Psychotherapy Research

17.2.1 Therapeutic Outcomes of
Broadening and Positive
Emotion

Fitzpatrick and Stalikas (2008) have suggested

that irrespectively of the way they are named in

the different treatment modalities, “change

events in successful treatment often involve a

process of broadening within the client that

builds toward successful therapeutic outcomes”

(p. 141). Sequences at the level of a change

process or change event can be described as

common factors in psychotherapy (Grencavage

and Norcross 1990). However, a strong evidence

base is needed before arriving at the conclusion

that broaden-and-build is a therapeutic common

factor. Positive emotions may function as

generators of change by either directly promoting

change or indirectly by facilitating as mediators

the psychotherapeutic change process

(Fitzpatrick and Stalikas 2008). Research is

needed to study how the broadening process

undoes or replaces the narrowed or negative

perspectives of the individual and if positive

emotions build toward change in psychotherapy.

Studies across major therapeutic modalities

have already provided strong links between

broadening and positive therapeutic outcomes.

In the framework of psychodynamic

psychotherapies, Gelso et al. (1997) showed that

the interaction of transference and emotion

insight predicted therapeutic outcome. Kivlighan

et al. (2000) have found that increases in insight

predicted decreases in target complaints. Alvarez

and Nemény (2001) suggested that positive

experiences and pleasurable states promote cog-

nitive functioning; introjection, internalization,

and sharing of positive experiences were pro-

posed to promote emotional and mental develop-

ment. In the humanistic tradition, the construct or

experiencing came from the work of Carl Rogers

and Eugene Gendlin. Experiencing refers to a

process of cognitive-affective exploration of

feelings related to self or others, in which clients

turn their attention inward and attempt to get in

touch with the edges of their own personal expe-

rience (Gendlin 1996). At higher levels, this

cognitive-affective exploration is used to ask

questions that challenge current modes of func-

tioning—effectively to broaden the experience of

the client. A review of 91 studies examining

experiencing in different treatments indicated

that higher levels of experiencing related to better

therapeutic outcomes (Hendricks 2002). In cog-

nitive and behavioral therapies, cognitive chal-

lenging of automatic thoughts and beliefs and

modification of core schemata have been linked

to positive therapeutic outcome for different

types of psychopathology (see Butler

et al. 2006). The strong support for the relation-

ship between broadening and outcome in psycho-

therapy begins to suggest the potential of the

broaden-and-build theory within the therapeutic

process. However, the role of positive emotions

needs further exploration.

Boutri and Stalikas (2009) examined the appli-

cation of the broaden-and-build model in psycho-

therapy sessions. For the purpose of the study,

they first constructed an instrument for locating

the process of broadening in psychotherapy pro-

cess (Broadening Inventory; Boutri and Stalikas

2005). The instrument consists of 22 statements

that describe various manifestations of broaden-

ing during the session, at the cognitive, emo-

tional, behavioral, and process levels. At the end

of the session, clients were invited to select the
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statements that accurately describe their

in-session experience. Results with 35 psycho-

therapy sessions indicated several interesting

findings: (a) clients experience the process of

broadening in therapy sessions; (b) broadening

is related to both depth and smoothness of the

session, as measured by the Session Evaluation

Questionnaire (Stiles and Snow 1984), and thus

the quality of the session; (c) broadening is

conceptually different, yet related, to in-session

therapeutic phenomena such as insight,

experiencing, and reflecting and serves a distinct

function; (d) the occurrence of the broadening

experience during the session is related to the

experience of the positive emotion of enthusiasm

at the beginning of the session; and

(e) broadening leads to the experience of more

positive emotions at the end of the session, espe-

cially the positive emotions of feeling “strong”

and “inspired.” Finally, (f) clients’ experience of

positive emotions at the end of the session leads to

the experience of more positive emotions, in gen-

eral, and more enthusiasm at the beginning of the

following session (Boutri and Stalikas 2009).

Overall, this early investigation of Fredrickson’s

model in psychotherapy process provided initial

support for several links between broadening and

positive emotions and the upward spiral and

revealed the importance of broadening to the

outcome of the session.

Several studies have suggested that the expe-

rience and expression of positive emotions

potentially plays an important role in treatment.

Pennebaker et al. (1997) investigated the associ-

ation between the words people use to process

their grief in writing interventions and improve-

ment in their physical and mental health. Their

findings indicated that those who more fre-

quently used positive rather than negative emo-

tion words in the writings had better mental and

physical health; the more frequent use of nega-

tive emotion words was associated with poorer

outcomes in the subsequent months. Joiner

et al. (2001) studied suicidal individuals and

found that those who were prone to positive

mood showed more positive problem-solving

attitudes following treatment of suicidal

symptoms and a better response to treatment

compared with those less prone to positive

moods. Piper et al. (2002) studied complicated

grief and found that the experience and expres-

sion of positive emotions was associated with

positive therapeutic outcome, while the intense

expression of negative emotions was related to

negative outcomes in short-term group psycho-

therapy. Mergenthaler (2003) showed that thera-

peutic change seemed to follow the experience of

positive emotions; the experience of only nega-

tive emotions was found to be related to negative

therapeutic outcome.

The cross-theory support for the importance

of broadening to outcome, together with research

suggesting that positive emotions also relate to

outcome, begins to suggest the potential of the

broaden-and-build theory within psychotherapy.

For the broaden-and-build theory to have utility

in psychotherapy, however, research is needed to

link broadening and positive emotion in an

upward spiral and to indicate how positive

emotions undo or transform negative emotions.

17.2.2 The Upward Spiral and the
Undoing Hypothesis in Therapy

17.2.2.1 The Upward Spiral in Therapy
Direct examinations of the broaden-and-build

hypothesis have produced preliminary research

support of the upward spiral in therapy. Stalikas

and colleagues (Seryianni et al. 2004; Stalikas

et al. 2004) conducted a series of psychotherapy

studies designed to explore the implementation

of the key constructs of Fredrickson’s theory.

With 30 client-therapist dyads, they assessed

the emotions of the client before entering the

session using the Positive and Negative Affect

Scale (PANAS; Watson et al. 1988b). After the

sessions, they assessed the therapeutic alliance

(Working Alliance Inventory; Horvath and

Greenberg 1989) along with the clients’ evalua-

tion of the sessions using the Session Impact

Scale (Elliott and Wexler 1994) and Session

Evaluation Questionnaires (Stiles and Snow

1984). According to their data, clients who

reported experiencing positive emotions before

a session reported higher levels of insight,
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understanding, and depth in their session

(Seryianni et al. 2004). This is the link from PE

to broadening. In addition, clients who reported

higher broadening levels during a session

reported higher levels of positive emotions

immediately after that session (Stalikas

et al. 2004). This is the link in the opposite

direction, from broadening to PE. Finally, clients

who reported higher depth and alliance in their

sessions reported also higher levels of positive

emotions before their next session (Seryianni

et al. 2004); clients who reported higher positive

emotions before the session evaluated alliance

and the quality of the session as better (Mertika

et al. 2005). Together these data indicate the

presence of an upward spiral in psychotherapy.

17.2.2.2 Undoing in Therapy
The other change process of the broaden-and-

build model is undoing. Experiencing positive

emotions “undoes,” counteracts, and minimizes

the effects of experiencing negative emotions.

Greenberg and Pascual-Leone (2006) have

suggested that there are four types of emotional

processes that are useful in therapy: emotion

awareness and arousal, emotion regulation,

active reflection on emotion, and emotional

transformation. One of the main outcomes of

experiencing negative emotions is their influence

on the creation or modification of the emotional

schemata, the effects of those new schemata on

perceiving and experiencing the self and the

world. The modifications lead to changing the

perception, experience, and labeling of the emo-

tion. An example of this would be the transfor-

mation of the perception of the desire to be close

to someone from neediness, weakness, and hand-

icap to desire for intimacy, togetherness, love,

and mutual caring.

The work of Leslie Greenberg within the

framework of emotion-focused therapy (EFT)

provides evidence of emotion transformation. In

EFT, a maladaptive emotion state can be

transformed by replacing the maladaptive emo-

tion with another, more adaptive emotion. This is

not replacing bad feelings with happy feelings or

simply looking at the bright side but rather evok-

ing meaningfully embodied alternative

experiences that undo perceptions that had been

established because of experiencing negative

emotions (Greenberg 2008). Research on the

in-session resolution of two different kinds of

tasks—resolving splits and unfinished busi-

ness—in emotion-focused therapy (Greenberg

2002) indicated that tasks involving emotional

transformation predicted outcome at both termi-

nation and 18-month follow-up. The perfor-

mance of the emotional processing tasks

predicted was associated with fewer relapses

over the follow-up period (Greenberg and

Pedersen 2001), indicating that this undoing of

negative affect had impacts on outcome.

Fosha (2004) accelerated experiential

dynamic psychotherapy (AEDP) proposes a ther-

apeutic version of emotional transformation. In

AEDP, positive emotions function as affective

markers that signal that healing transformational

processes are at work. Through meta-therapeutic

processing—a set of interventions developed for

working with emotions, involving alternating

waves of experience and reflection—the positive

affective experiences that arise as an integral part

of healing becomes a sustained focus of experi-

ential exploration. Positive affective states in

AEDP do not refer simply to feelings of happi-

ness but rather to experiences that feel right or

true, even when painful. Positive affective phe-

nomena occurring within the AEDP stages of

transformation can include a sense of ease,

calm, openness, connection, faith, hope, creativ-

ity, enthusiasm, liberation, truth and meaning,

competence, agency, initiative, and action

(Fosha 2009). These positive emotions instigate

a transformational process that can undo the

effects of painful experiences.

Research studies offer support for the concept

of undoing in psychotherapy across a range of

problems. Experiences of positive emotions are

momentary. When they accumulate, they undo

the impacts of the negative experiences that

brought people to therapy and can lead to posi-

tive outcomes. In other words, experiencing pos-

itive emotions not only initiates the broadening

process but changes the maladaptive

perspectives, narratives, and meaning making

established by experiencing negative emotions.
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For people who are grieving, laughter has been

found to predict recovery; being able to remem-

ber the happy times, to experience joy, serves as

an antidote to sadness (Bonanno and Keltner

1997). For people who are depressed, a protest-

filled, submissive sense of worthlessness can be

transformed therapeutically by guiding them to

the desire that drives their protest—a desire to be

free of their cages and to access their feelings of

joy and excitement for life (Greenberg 2008,

p. 96). In women experiencing postpartum

depression, instilling an optimistic outlook and

attitude had a significant effect in reducing

depression (Moraitou and Stalikas 2004). For

those who have had a distressing experience,

resilience was associated with generating a posi-

tive feeling (often through imagery or memory)

in order to soothe and combat negative feelings

(Whelton and Greenberg 2004). These studies

indicate that positive emotions are useful in

regulating or transforming emotions in a thera-

peutic framework.

The growing evidence for the efficacy of posi-

tive emotions in the therapeutic context has cre-

ated momentum. A number of intervention

modalities and practices that attempt to harness

positive processes in helping people to live better

have emerged along this slipstream. While these

interventions do not necessarily work directly with

positive emotions, they do provide a framework

for research initiatives. As positive emotions

would be expected to occur with some frequency

in these kinds of interventions, they would offer

opportunities to study the therapeutic micro-

processes in which positive emotions play a role.

17.2.3 Positive Interventions

A range of new clinical approaches within posi-

tive psychology offer these opportunities (for a

review see Magyar-Moe 2009). In the framework

of psychotherapy, these interventions focus not

on the reduction of symptoms but on the

enhancement of well-being (Fava and Tomba

2009). A number of them focus on the enhance-

ment of positive affect both in clinical and non-

clinical populations (Sin and Lyubomirsky

2009). Most of the interventions are oriented to

client strengths and are used to overcome

problems and enrich lived experiences. Below

we highlight several of these approaches and

indicate how they actively engage positive

emotions to create change.

Hope therapy (Lopez et al. 2000, 2004) is an

approach that uses the experience of positive

emotions to create and develop hope. In this

modality, hope is the active agent of therapeutic

change. Strengths-based counseling (Smith 2006)

also has a hope component. This ten-stage model

with elements from a number of different thera-

peutic modalities draws on emotional strengths,

such as insight, optimism, perseverance, perspec-

tive, purpose, love of life, and hope. It offers

clients feedback that emphasizes their efforts to

improve rather than the outcomes of their efforts.

Well-being therapy (Fava 1999; Fava and Ruini

2003) is based on a multidimensional model of

psychological well-being suggested by Ryff

(1989). Positive emotions facilitate personal

growth, autonomy, positive relations with others,

purpose in life, and self-acceptance.Quality of life

therapy (Frisch 2006) uses positive emotions for

finding meaning, attaining goals, and recognizing

strengths. This life satisfaction approach

encourages clients to find and pursue goals and

satisfy their needs and wishes. Positive emotions

are linked to meaning making and to the active

search for the ingredients that generate life satis-

faction. Strength-centered therapy (Wong 2006)

emphasizes empowerment of clients’ character

strengths and virtues (Peterson and Seligman

2004). The experience of particular positive

emotions helps to identify strengths and virtues.

Recognizing and harnessing strengths and virtues

also generate positive emotions and increase well-

being.

One clinical approach that has begun to accrue

research support is positive psychotherapy (Rashid

2008). The approach is based on the idea that

happiness comes from leading not only a pleasant

but an engaged and meaningful life (Seligman

2002). Research studies have indicated that posi-

tive psychotherapy results in a reduction of depres-
sion symptoms and more cases of complete

remission of depression in comparison to treat-

ment as usual with or without medication and

also leads to increased happiness (Seligman
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et al. 2006). Group positive psychotherapy for

college students resulted in reductions of depres-

sive symptoms and increases in life satisfaction

over a year (Seligman et al. 2006), and a brief

version of group positive psychotherapywith chil-

dren led to increases in well-being (Rashid and

Anjum 2007). Many of the homework exercises

utilized in positive psychotherapy have been

validated through a variety of web-based studies

conducted by Seligman et al. (2005).

Another therapeutic model that emphasizes

the positive is REACH (Recall the hurt, Empa-

thize with the one who hurt you, (offer the)

Altruistic gift of forgiveness, (make a) Commit-

ment to forgive, and Hold on to the forgiveness).

This model specifically includes a place for neg-

ative emotion, helping clients to move toward

forgiveness and reconciliation (Worthington

2001). There are at least eight controlled out-

come studies assessing its outcome. In the largest

and well-designed study, a consortium of

Stanford researchers led by Thoresen

et al. (2001) randomly assigned 259 adults to

either a 9-h forgiveness workshop or to an

assessment-only control group. Sizable effects

were observed relative to reducing anger and

stress and increasing optimism and health as

well as forgiveness.

Clearly applications of positive psychological

principles are increasing including approaches

that actively harness strengths and positive

emotions to help clients to effect important

changes in their lives. As the aforementioned

research findings indicate, there is at least a pre-

liminary support for facilitating beneficial thera-

peutic processes and contributing to therapeutic

outcomes. Some interventions attribute a healing

role to experience of positive emotions; others

propose that positive emotions facilitate other

therapeutic processes such as the creation of

meaning, and still others suggest that positive

emotions are part of the attainment of well-

being and happiness. However, research is pre-

liminary and work still needs to be done to link

the processes that engage positive emotions to

the promising outcomes. For research to move

forward, a number of methodological issues need

to be addressed.

17.3 Challenges in Studying
Positive Emotions in
Psychotherapy

There are several methodological and conceptual

issues that make research on positive emotions a

substantial challenge. We begin with considering

the challenges inherent in defining any emotion

and discuss how those definitional issues become

increasingly complex when considering positive

emotions. Finally, we consider particular issues

related to the assessment of positive emotions in

psychotherapy.

17.3.1 Definitional Issues

The problems in accurately defining emotions

have been extensively reviewed (see Lewis

et al. 2008). These problems include issues

related to discriminating between different

emotions, describing the relationships between

emotions, mapping their structure, identifying

basic emotions, and grouping emotions with sim-

ilar qualities. Most emotion theories define

emotions as including four components: (a) a

specific event that elicits the emotion, (b) an

appraisal process of the event, (c) the neurophys-

iological arousal that accompanies the appraisal,

and (d) a specific action tendency or behavioral

response (i.e., Frijda 1986; Izard 1977; Panksepp

1982; Plutchik 1980; Rosenberg and Ekman

2000; Tomkins 1984). While the first three

components may apply to the definition of a

positive emotion, the fourth does not.

Experiencing a negative emotion is most often

related to an action tendency; experiencing a

positive emotion is different. The most common

ways of differentiating emotion from mood or

affect involve the existence of a perceived trig-

gering event, the duration of the emotional expe-

rience, and its intensity. Emotions are closely

related to the occurrence of the triggering event.

The response to the triggering event is brief and

intense and leads to specific actions. Moods, on

the other hand, develop in more subtle ways and

last for longer periods of time (Fridja 2000).
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Despite the vivid scientific dialogue around this

definition, emotions and moods are often

conflated in research measures along with a

variety of other emotion-related constructs such

as affect and emotional states, which are

sustained and not momentary experiences.

Emotion research is often conducted with ref-

erence to emotion models that fit into three

categories: (a) models of basic emotions (e.g.,

Ekman 1992; Otorny and Turner 1990; Panskepp

1992), (b) dimensional approaches, (i.e., Russell

1980; Schimmack and Grob 2000; Watson

et al. 1999), and (c) hierarchical approaches

(Watson and Clark 1992). Basic emotion

research has identified discrete emotional states

like anger and fear that can be reliably elicited

and identified. Dimensional or circumplex

models of emotion suggest that affective states

are the end product of a complex interaction of

arousal (level of activation or alertness) and

valence (positive and negative) systems (Posner

et al. 2005). Research on the valence and arousal

systems has consistently suggested two factor

solutions for each of these dimensions, dividing

valence into positive and negative affect

(Anderson and Phelps 2002; Northoff

et al. 2000) and arousal into activation and deac-

tivation (Nesse and Ellsworth 2009; Posner

et al. 2005). Hierarchical models of emotions

constitute the integration of those two traditions,

proposing two (Watson and Tellegen 1985) or

three (Tellegen et al. 1999) levels of hierarchical

structure. For example, in the two-level model,

positive and negative valences form the higher

order factors, whereas the lower level reveals the

content of the mood descriptors in the form of

correlated but discrete emotions (Watson and

Tellegen 1985).

Fredrickson (1998) proposes that positive

emotions and moods are incompatible with

these traditional definitions and models. The

central idea is that positive emotions are rather

diffuse and difficult to differentiate. She draws

on a body of literature to assert that positive

emotions are not initiated by discernible

appraisal processes, are not connected to distin-

guishable autonomic responses, do not tend to

have unique facial configurations, and do not

lead directly to specific action tendencies. Posi-

tive emotions are even experienced in a less

distinctive manner; they tend to be less keenly

felt than negative emotions. Effectively, the

characteristics that defined the construct of nega-

tive emotions are different for positive emotions.

This represents a particular challenge with

respect to understanding and ultimately measur-

ing positive emotions.

17.3.2 Assessing Positive Emotions
in Psychotherapy

The definitional and structural issues highlighted

above become methodological issues for psycho-

therapy researchers. These issues have

implications for what, where, when, and how to

assess positive emotions. However, all of these

questions ultimately need to be decided based on

the overarching research question of why we

measure positive emotions. Fitzpatrick and

Stalikas (2008) have suggested that in psycho-

therapy positive emotions have generative

qualities that relate to important kinds of broad-

ening processes. The research that we have con-

sidered to this point provides evidence to support

that suggestion both outside and inside the psy-

chotherapy realms. With the potential generative

quality of positive emotions as answer to the why

question, we will now consider the what, where,

when, and how issues and suggest possible

strategies and directions for psychotherapy

researchers.

17.3.2.1 What to Measure: Selecting and
Developing Instruments

Clearly psychotherapy researchers need

validated process measures of both positive

emotions and what positive emotions gener-

ate—the broadening dimension. Within positive

psychology, scales and instruments have been

constructed to measure concepts like forgive-

ness, gratitude, altruism, flow, broadening, com-

passion, and self-compassion, just to name a few.

Discrete positive emotions can be analyzed

separately, can be combined into groups or
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families of emotions that act in similar ways, or

can be conjoined to form a general positive emo-

tion variable. Fredrickson (1998), for example,

has suggested that there are families of positive

emotions including joy, interest, contentment,

and love. More specifically, joy is described to

share conceptual space with other positive emo-

tional states such as happiness, amusement,

mirth, exhilaration, elation and gladness, interest

with challenge and intrinsic motivation, and con-

tentment with mild or receptive joy, while love is

considered to include a number of discrete posi-

tive emotions among which are joy, interest, and

contentment.

In measuring positive emotions, researchers

also need to take a stand on the issues of whether

positive and negative emotions are two indepen-

dent variables or two opposite poles that function

in contrasting ways (Lucas et al. 2009).

Depending on the researchers’ stance on this

issue, positive emotions investigations may look

at positive and negative emotions together or

measure positive emotions independently. The

PANAS (Watson et al. 1988b) is a popular

research instrument that can accommodate either

strategy (for a review of the issues involved in

measuring positive emotion see Larsen and

Fredrickson 1999). In PANAS positive emotions

can be calculated in two ways: either as the total

sum of discrete positive emotion items or as the

result of subtracting the total sum of the negative

emotion items from the total sum of the

positive ones.

Positive emotions alone are particularly diffi-

cult to measure because they are diffuse and

difficult to differentiate. To study negative

emotions, researchers have developed

instruments that can tap aspects such as voice

quality, paralinguistic characteristics, neuro-

physiological changes, and facial expressions. If

Fredrickson is correct and positive emotions are

not connected to distinguishable autonomic

responses and do not tend to have unique facial

configurations, these strategies will tend to yield

little. Foa et al. (2010) have developed a prelimi-

nary vocal profile for interest, distinguishing

between the vocal acoustical properties of ani-

mated and contemplative interest. However,

vocal acoustics alone are not sufficient to identify

emotions that are relatively subtle. Additional

work is needed to complement these parameters

in order to make reliable identification possible.

In the context of psychotherapy research,

potentially useful process measures include the

Client Perceptual Processing Scale (CPPS;

Toukmanian (1994, 2004), the Therapeutic

Realizations Scale–Revised (TRS-R; Kolden

et al. 2000), the cognitive-emotional processing

category of the Change and Growth Experiences

Scale (CHANGE; Hayes et al. 2006), and the

Experiencing Scale (Klein et al. 1986). These

are observer-based measures that include aspects

of the elaboration that can represent the broaden-

ing construct. The Broadening Inventory (Boutri

and Stalikas 2005) has been constructed specifi-

cally to measure this construct and includes items

that tap the cognitive, affective, and behavioral

dimensions of broadening separately.

17.3.2.2 How to Measure: Finding
Positive Emotions and Selecting
Measurement Strategies

As most clients come to therapy with a surfeit of

negative emotions, in order to know how positive

emotions operate in the therapeutic setting, we

need to be able to find them. While positive

emotions presumably operate in all therapeutic

modalities, therapies that actively prescribe the

therapeutic elaboration of positive emotions such

as accelerated experiential dynamic psychother-

apy (Fosha 2000), process-experiential therapy

(Elliott et al. 2004), and emotion-focused therapy

(Greenberg 2002) would seem to be good places

to readily find examples for study. Given the

building component to which positive emotions

are theorized to contribute, we also need to

examine extra-session processes in order to fol-

low positive emotions in the upward spiral. It

will also be important to explore client processes

over a longer time frame than the course of the

session in order to trace the ongoing role of

positive emotion in building necessary resources

that support change.

Self-report questionnaires are one way to

access client’s positive emotions. Most emotion

measures include at least a few positive emotions
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or a general factor of positive emotionality or

pleasantness [i.e., Affect Balance Scale

(Bradburn and Caplovitz 1965), PANAS

(Watson et al. 1988a), modified Differential

Emotions Scale (Fredrickson et al. 2003), Mood

Adjective Checklist (Nowlis and Green 1957),

Affect Grid (Russell et al. 1989), Multiple Affect

Adjective Checklist (Zuckerman and Lubin

1985)]. Having clients report on positive

emotions raises an important definitional issue.

Are positive emotions those that have a pleasant

valence or those that lead to approach behavior

(Lucas et al. 2009)? The answer to this question

will ultimately be embedded in the research

question. However, asking clients to report on

positive emotions probably will only access

experiences that have a positive valence. A fur-

ther limitation to the self-report strategy is that

we can only ask clients to report after sessions on

what happens in the process. This limits access to

positive emotions as they are happening and

introduces the possibility that clients are not

reporting on the phenomenon itself but on a

recreation of it from memory.

Using clinical judges is another common psy-

chotherapy process research strategy. The use of

clinical judges allows researchers to review a

session at a later time, locate the segments of

interest, and investigate them thoroughly, with-

out disrupting the natural course of the session.

The method usually entails a set of comprehen-

sive instructions, training of the clinical judges,

and a consensus process. The difficulty with this

strategy is that positive emotions could be con-

sidered as semiprivate phenomena, since they are

not necessarily accompanied by observable

change in the clients’ appearance or specific

behavioral responses, thus yielding few valid

and observable indices to guide the assessment.

A possible way to overcome this obstacle is

expert training in identifying specific signs of

emotional expression, such as facial muscle

movements (i.e., facial action coding system—

FACS, Ekman and Friesen 1978), a method that

requires extensive training and considerable

amount of time. However, the nature of positive

emotions represents an ongoing challenge for

those interested in investigating this potentially

fruitful variable.

17.3.2.3 When to Measure
Deciding the place to focus our investigations is

always a challenge to psychotherapy process

researchers. It is a particularly salient challenge

when the purpose of the research is to relate the

emotional experience with other significant ther-

apeutic phenomena. Events-based research may

hold promise for the investigation of broaden-

and-build sequences. This approach draws on

the tradition of critical incident research

(Flanagan 1954) and of protocol analysis in

which specific verbal behaviors or interactions

are examined to understand the nature of change

(Elliott and James 1989; Greenberg et al. 1996;

Greenberg and Pinsof 1986). It requires

researchers to isolate “key episodes” in order to

gain a better understanding of change processes

in clinically meaningful units. Examining ther-

apy events or episodes has three advantages:

specificity, richness, and immediacy (Greenberg

and Pinsof 1986). Events can be isolated using

markers of a key process such as in task analysis

(Rice and Greenberg 1984; Pascual-Leone

et al. 2009). Client input is also extremely valu-

able in locating key incidents of their own emo-

tional experiences. Combining self-reports with

brief structured recall interviews (Elliott 1986) in

which clients review recordings of their sessions

to identify the place where positive emotions

begin or peak would seem to offer a solution to

this dilemma. Clients are also capable of

providing rich information about the complexity

involved in therapy events, increasing our under-

standing of how particular change processes

work in therapy. In addition, immediate post-

session reports of events are not contaminated

by the subsequent effects of other therapies or

life experiences.

17.3.2.4 Integrating the What, How,
and When to Study Positive
Emotions

In the previous sections, we separately presented

the three basic questions a researcher answers

regarding the what, how, and when to study
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positive emotions in psychotherapy. These

answers are not independent from one another

since most often decisions regarding the “what”

are related to the “how” and the “when.” There is

a relationship among the choices. Deciding on

the “what” to assess creates a conceptual frame-

work regarding the “how” and the “when.” For

example, if the “what” is the assessment of the

frequency of the different types of positive

emotions appearing during the session (e.g.,

joy, interest, pride, etc.), a self-report assessment

after the session, and an interpersonal process

recall (IPR) procedure represent two very differ-

ent but acceptable choices. If, however, the IPR

interest of the researcher focuses on the agree-

ment between client experiencing and therapist’s

perception of client experiencing, then the

choices regarding how and when to assess are

different. Ultimately, the criteria regarding what,

how, and when to assess are related to: (a) the

aim, goal, or research questions of the study,

(b) the nature and assessment of the other

variables in the study, and (c) the epistemologi-

cal foundation and overall design of the research

program.

The research questions of the study guide the

researcher for the identification of the exact

aspect, facet, or content of the variable measured.

For example, for research questions aiming in

identifying the emotional state of the client before

or after a session, assessing overall mood or nam-

ing the experience of specific emotions (what)

using self-report scales (how) before and after

the session (when) is an appropriate choice. On

the other hand, research questions aiming in

studying carefully selected session segments, or

session events for their therapeutic significance

and contribution to change (like incidents of client

insight, events characterized by high levels of

experiencing, etc.), and the possible contribution

of positive emotions preceding the onset of the

event may use an IPR process (how) where the

client recalls-describes right after the session

(when), in an either quantitative or qualitative

way, the nature, experience, valence, and intensity

of the emotions present at that moment (what).

One of the ways to safeguard the statistical

validity of a research study is to properly assess

the variables under study using valid tools and

collecting data for all variables using compatible

measurement scales among variables that allow

the application of the appropriate statistical

analyses. For example, data collected on a nomi-

nal measurement scale (e.g., category of

emotions) are not compatible for statistical

analyses with data collected on an ordinal mea-

surement scale (e.g., number of session).

Finally, the setting where the research will be

carried out, the sample size, and the number of

variables under study will also influence what,

how, and when to assess positive emotions.

Large samples allow for complex and multivari-

able analyses. Small samples and special settings

(e.g., prisons) provide unique opportunities for

qualitative descriptions.

To date, most research initiatives involving

the study of positive emotions fall in the quanti-

tative research strategy. This preference is to be

expected, since it is customary to apply quantita-

tive assessment to new concepts aggiungi

crossreference con stiles. The quantitative “scru-

tiny’ produces the first wave of research findings

and provides for the initial support (or not) of the

new concept. In a sense, descriptive quantitative

research strategies first establish the presence,

variability, and strength of the new concept

(in our case positive emotion), followed by the

establishment of their relationship with other

psychotherapy concepts. Qualitative research

strategy initiatives often follow this first wave

in an effort to provide better descriptions and

conceptual clarity. In addition, positive emotion

research was initiated within the domain of social

psychology where there is a preference for quan-

titative research designs.

Given the relatively recent development of

concepts such as broadening, positive emotions

as generators of change, and the upward spiral,

most studies in psychotherapy research focus in

providing research support and apply quantita-

tive methodologies. This initial focus on quanti-

tative assessment resulted in the design of several

instruments, scales, self-reports, and quantitative

rater assessment procedures. Qualitative research

initiatives are rare for the moment. As it has been

aforementioned, this absence of qualitative
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studies may reflect the lack of an initial quantita-

tive research framework which can be used as the

basis for developing conceptual clarity. Having

said that, there are presently several ongoing

qualitative projects which study the role of

positive emotion in specific therapeutic

approaches, with distinct client pathology and

from different perspectives (Pagnini 2013;

Vandenberghea and Silvestreb 2013; Willutzki

2013).

Conclusion

This chapter has provided a theoretical frame-

work, the broaden-and-build theory, which is

a useful model for the operation of positive

emotions in psychotherapy. The model

represents a way of understanding the opera-

tion of positive emotion that is compatible

with existing cognitive theory and provides

additional insight into change processes that

have been largely unexplored in psychother-

apy process and outcome research. We have

reviewed the preliminary research findings

that bear on the role and the value of positive

emotions in the therapeutic healing process

and found evidence that positive emotions

are part of a process that contributes to

improved therapeutic outcomes. Some of the

clinical approaches associated with positive

psychology are presented here in order to ori-

ent psychotherapy researchers to the core

concepts and variables that need to be under-

stood in research initiatives in this area. Our

final goal has been to identify salient research

challenges and issues. We believe that the

study of positive emotions has the potential

to make an important and lasting contribution

to our understanding of psychotherapeutic

change, a contribution with significant clinical

implications. A systematic and sustained

focus by psychotherapy researchers is needed

to address the conceptual and methodological

difficulties and realize this potential.
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Abstract

Process research began with therapist-

reported case studies describing therapeutic

practice but conflating data and analysis.

Audio recordings of therapy shifted the focus

towards a third-party perspective, avoiding

previous bias but marginalising therapy

participants who alone can supply first-hand

reports of the process. Today, both patients’

and therapists’ experiences remain

underrated. We seek to redress the balance,

highlighting empirical studies of the

therapist’s perspective on process that avoid

the limitations of early case study research.

Our review starts with the broadest per-

spective on therapists’ experience, using data

from a large international study. Analysing

self-reports of specific aspects of process

experience yielded two dimensions, Healing
and Stressful Involvement, leading to distinct

patterns of work experience.

The subsequent section affords a sharper

focus, using observations within sessions

gathered through structured questionnaires,

particularly the Therapy Session Report.

Completed by both therapists and patients, it

allows progressively complex stages of

analysing experience, from describing spe-

cific facets, via constructing individual

profiles from latent patterns, to generating

conjoint dimensions, characterising a

therapist-patient dyad.
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Finally, we exemplify a close-up view by

examining therapeutic difficulties, an aspect of

therapists’ process experience particularly rel-

evant for clinical practice and supervision.

Qualitative and quantitative studies have

yielded distinct dimensions, individual profiles,

and markers for problematic processes.

At all levels we demonstrate the feasibility

of moving from therapists’ experience-near

reports of process to empirically derived

dimensions transcending what is accessible

to self-awareness, thereby facilitating reflec-

tive practice. Investigating process in terms

congruent with therapists’ own experience

helps close the gap between research and

practice.

18.1 Introduction

For approximately 50 years, from the earliest

days of modern psychotherapies (e.g. Breuer

and Freud 1895/2009), essentially the only

access that readers had to information about the

psychotherapeutic process—that is, psychother-

apy as it is really practised—was through case

histories written by therapists. Consequently, all

knowledge concerning psychotherapeutic pro-

cess was based on the psychotherapist’s perspec-

tive. These case histories were impressionistic, in

the sense that the observational data and the

method of data analysis were commingled,

observations were selectively rather than system-

atically collected, and methods of data analysis

were implicitly applied and reported. In addition,

such impressionistic case histories were typically

motivated by the writers’ desire to validate their

treatment procedures, and thus for the most part

were theoretically driven and often polemical in

tone (Kächele et al. 2008).

A wholly new avenue of access to therapeutic

process that bypassed the therapist’s perspective

altogether opened with the advent of audio

recording of therapy sessions in the early 1940s

(Porter 1943; Rogers 1942). Psychotherapy pro-

cess research in the modern sense began at that

point, when investigators felt that they finally

could hear (and later, see) for themselves ‘what

really happens’ in psychotherapy, without having

to depend any longer on the quite probably

biased reports written by therapists. This resulted

in the accumulation of a large body of systematic

and seemingly ‘objective’ data (i.e. data based on

non-participant observation) about therapeutic

processes, as observers repeatedly listened to

and rated diverse aspects of what could be

heard from recordings of conversations between

clients and therapists (e.g. Rogers and Dymond

1954; Rubinstein and Parloff 1959) or simply

counted the frequency with which certain words

or vocalisations occurred (see Marsden (1971)

for examples). For more than a decade thereafter,

the psychotherapist’s own perspective on the

psychotherapeutic process was essentially

unwanted and unsought.

Not until the early 1960s did dissatisfaction

with the limitations of recording-based psycho-

therapy process research emerge, and a few

investigators began to study participants’

(mainly clients’ but also therapists’) experiences

of their therapy sessions (cf. Elliott 2008; Elliott

and James 1989; Feiffel and Eells 1963; Kamin

and Caughlin 1963; Orlinsky and Howard 1967;

Snyder 1961; Strupp et al. 1964). The studies

conducted by these researchers were based on

the premise that clients and therapists, as partici-

pant observers, could provide reliable reports of

their experiences in therapy which could be sys-

tematically collected from them and analysed

independently by the investigators, avoiding the

limitations inherent in the prior case history

literature.

By definition, all empirical studies entail

observations, whether formulated quantitatively

(in numbers) or qualitatively (in text). Although

this chapter focuses primarily on quantitative

studies, all of these observations inevitably

reflect the perspectives from which they are

made. The important distinction is not between

‘subjective’ and ‘objective’ but rather between

participant and non-participant observation. Par-

ticipant observers are only in a position to report

about first person experiences (of myself) and/or

second person experiences (of you, my interac-

tion partner). Thus, in observing the therapeutic
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process, therapists as participant observers are in

a position to report their self-perceptions (first

person), their perceptions of the client (second

person), and their perceptions of interacting in a

relationship with their client (first and second

person). Similarly, as participant observers,

clients are in a position to report their self-

perceptions (first person), their perceptions of

the therapist (second person), and their

perceptions of interacting in a relationship with

their therapist (first and second person).

Non-participant observers (as external

witnesses to a situation) are only in a position

to report on their third person experiences of

what others said and did (about them), within
the further limitations of the observational and

recording equipment used. It is, of course, possi-

ble to have external raters make judgements

about the ‘inner’ psychological processes of

participants in therapy—for example, by using

the ‘Experiencing Scale’ (Klein et al. 1986)—but

the data produced are still ‘third person’

judgements based on non-participant

observations of others and are methodologically

quite distinct from the ‘first person’ or ‘second

person’ perspectives of participant observers.

This distinction between observational

perspectives applies as much to qualitative

analyses of text-based data as to quantitative

analyses that rely on checklists or rating scales.

Indeed, it might be argued that ‘what really

happens’ in psychotherapy may be better viewed

in terms of what the participants experience

together (first and second person observations)

than what external auditors are able to glean from

recordings of the speech and movements of the

actors (third person observations).

Given the independent if inherently

circumscribed validity of each observational per-

spective, a more comprehensive view is that the

three basic observational perspectives comple-

ment and supplement one another, each

providing access to one aspect of the total situa-

tion, and all are together being needed to form a

more comprehensive picture of the situation

(as classically illustrated in Akira Kurosawa’s

iconic 1950 film Rashomon). Furthermore,

researchers must also study the interrelations of

these perspectives, which are clearly not identi-

cal, so that they can translate between them and

make findings based on one perspective accessi-

ble to observers from alternate perspectives (see

Feiffel and Eells (1963), or Orlinsky and Howard

(1975), for some early examples of inter-

perspective coordination). It is critically impor-

tant to include studies of the psychotherapist’s

perspective on therapeutic process in such inter-

perspective ‘translations’, since therapists cannot

apply research findings unless they are framed in

terms of phenomena that can potentially be per-

ceived by the therapist (Orlinsky 1994).

In addition, clinicians frequently discuss the

process of psychotherapy from their own point of

view, be that formally in supervision or case

conferences, informally in meetings between

colleagues or debriefings between co-therapists,

or communally in published case studies or clinical

conference papers. Although a few researchers

have examined therapists’ experiences of psycho-

therapy, or included therapist measures along with

measures based on client and external

perspectives, the field of psychotherapy research

has continued to focus primarily on clients’ or

raters’ views of process. This chapter aims to

shift the focus back to the psychotherapist’s per-

spective and show how that has been and can be

done in a systematic, quantitative, and objectively

analysed fashion. In principle, such analyses not

only reflect therapists’ perceptions of psychother-

apeutic process but can also reveal patterns of

experience that are beyond their immediate aware-

ness (e.g. by correlational and factor analyses).

The studies described in this chapter are

organised along a dimension reflecting breadth

of focus or levels of analysis. As in photography,

it ranges from a wide-angle perspective, giving a

panoramic, multifaceted picture of therapists’

overall experience of therapeutic practice, to a

close-up view, focusing in detail on one particu-

lar aspect or strand of practice experience.

Between these, the intermediate perspective

takes phenomena within single sessions or across

a series of sessions as the relevant unit of obser-

vation. Using the level of analysis concept as its

organising principle, this chapter will be

presented in three parts: The first takes the
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broadest view and concentrates on the most com-

prehensive study of the therapist’s perspective

undertaken so far, using data from the Develop-

ment of Psychotherapists Common Core Ques-

tionnaire (Orlinsky et al. 1999); the second

features the intermediate view, based on the

Therapist Session Report (Orlinsky and Howard

1966, 1986) and related instruments; and the

third focuses intensively on therapeutic

difficulties to exemplify the fine-grained explo-

ration of the therapist’s experience of process,

using a quantitative approach based on an initial

qualitative study.

18.2 Therapeutic Practice: A
Panoramic Perspective
on Process

Although there have been recent attempts to

gather data from large numbers of therapists

(see for instance Cook et al. 2010), by far the

largest survey of therapists’ experience of their

work can be found in the data acquired as part of

the International Study of the Professional

Development of Psychotherapists (ISPDP)

conducted by the Collaborative Research Net-

work (CRN)—a group of clinically active

researchers who joined together under the aus-

pices of the Society for Psychotherapy Research

(Orlinsky et al. 1999). This cooperative venture,

which began in 1989 and has continued to the

present, set out to investigate therapeutic practice

and professional development from the

psychotherapist’s point of view and to survey

the very varied professional and personal

characteristics of psychotherapists in many

countries. By now, the principal instrument of

the ISPDP—the Development of

Psychotherapists Common Core Questionnaire
(DPCCQ)—has been completed by more than

10,000 therapists from a wide range of theoreti-

cal orientations, professional backgrounds, and

experience levels. Over 30 countries are

represented in the current data base, with the

largest samples having been collected to date in

Australia, Germany, Norway, the United King-

dom, and the United States. The DPCCQ is a

comprehensive questionnaire, modelled initially

on the concept of an in-depth interview to gather

information on therapists’ characteristics and

experiences including demographics, theoretical

influences, training and personal therapy

experiences, work settings and modalities, client

characteristics and caseload, experience of cur-

rent therapeutic work, past and current develop-

ment, and personal life and experience of self.

Most of the items have structured response

formats (rating scales or checklists), although

some open-ended questions requiring qualitative

analysis are also included. In the following

paragraphs, we summarise the results of initial

statistical analyses, as previously reported in

book format by Orlinsky and Rønnestad (2005).

Based on information from nearly 5,000

therapists, two broad domains of

psychotherapists’ experience could be discerned,

encompassing therapeutic work and professional

development. The first of these is of particular

relevance to the topic of this chapter.

Table 18.1 presents a conception of therapists’

experience of their practice, based on the struc-

ture of the ‘generic model’ of psychotherapy

(Orlinsky 2010; Orlinsky et al. 1994), as this

can be interpreted in terms of the DPCCQ. The

conceptual model underlying the table is the

generic model, while the process concepts in

the table (skills, difficulties, etc.) are aspects of

therapists’ experience empirically surveyed in

the DPCCQ. At the top, input variables reflect

the institutional context and therapeutic

objectives characteristic of each respondent’s

practice, as well as their customary adherence

to therapeutic frames. At the bottom, indices of

outputs can be found in therapists’ satisfaction/

dissatisfaction with their work, felt professional

growth or depletion, and the nature of client-

related experiences between sessions. The

realm of therapeutic process is examined in the

broad band between inputs and outputs.

Although input and output variables are also

surveyed by the DPCCQ, the primary data that

constitute the domain of process experience—

and will be discussed in this chapter—were sup-

plied by those sections of the DPCCQ that

enquire about therapists’ self-reported clinical
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skills, therapeutic difficulties and coping

strategies, manner of relating to patients, and

in-session feelings. These were transformed

through item and factor analyses into reliable

scales representing specific facets of work expe-

rience (Orlinsky et al. 1999; Orlinsky and

Rønnestad 2005). Subsequent second-order fac-

tor analyses yielded two broad independent

dimensions of therapists’ overall experience of

therapeutic process, integrating and subsuming

the DPCCQ item scales and the first-order ana-

lytic dimensions constructed from them. One of

the overall process experience scales, labelled

Healing Involvement, was defined by first-order

dimensions reflecting a general sense of thera-

peutic efficacy, skilfulness in current practice,

and experiences in sessions of deep personal

interest [called ‘flow’ by Csikszentmihalyi

(1990)], in the context of an affirming and

committed therapeutic relationship, with infre-

quent experiences of therapeutic difficulties

that, when they occur, are approached by using

constructive coping strategies.

By contrast, the second broad dimension

described a pattern of experience best

characterised for therapists as a Stressful Involve-

ment, featuring frequent experiences of therapeu-
tic difficulties that are typically met

unconstructively by therapists with defensive or

avoidant coping strategies, accompanied by

feelings of anxiety and boredom.

Some therapist characteristics surveyed in the

DPCCQ emerged as clear predictors of Healing
Involvement, most notably the breadth of

Table 18.1 Conceptual analysis of therapist’s experience of therapeutic practice

Category Subcategory Aspects of therapist’s experience

Inputa Therapist’s professional environment: autonomy and support

Therapist’s treatment goals: typical aims with clients

Therapist’s frame management: degree of boundary flexibility

Process Specific aspects Therapist’s current clinical skills

Therapist’s difficulties in practice

a. Professional self-doubt

b. Difficult treatment case

c. Negative personal reaction

Therapist’s coping strategies

a. Constructive coping

b. Avoidant coping

Therapist’s manner in relating with clients

a. Warm

b. Directive

c. Guarded

d. Organised-effective

Therapist’s feelings in sessions

a. ‘Flow’

b. Boredom

c. Anxiety

Overall experience Therapeutic work involvementb

a. Healing involvement (skills, constructive coping, warmth, flow)

b. Stressful involvement (difficulties, avoidant coping,

boredom, anxiety)

Outputa Therapist’s work satisfaction

a. Satisfaction with one’s work as a therapist

b. Dissatisfaction with one’s work as a therapist

Therapist’s intersession experiences

Ongoing professional development

a. Currently experienced growth

b. Currently experienced depletion

aFor therapists
bDerived from specific aspects
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therapists’ repertoires in terms of the variety of

theoretical influences they had assimilated and

the range and depth of their experience in a

number of treatment modalities. Other important

variables predicting Healing Involvement were

therapists’ positive work morale and their sense

of having adequate support and satisfaction in

their work settings. The most important

predictors of Stressful Involvement were a felt

lack of support and satisfaction in the work

setting, a sense of having little professional

autonomy, having no private practice, and a gen-

eral sense of demoralisation. The level of Stress-

ful Involvement seems to depend more on the

therapist’s work situation, while the level of

Healing Involvement was more closely related

to therapists’ characteristics.

As the two dimensions of work experience are

statistically nearly independent of each other,

therapists can report high (or low) levels of

each simultaneously. This allows for the con-

struction of a simple 2 � 2 contingency table,

cross-tabulating two levels of Healing Involve-

ment (‘much’ or ‘not much’) with two levels of

Stressful Involvement (‘little’ and ‘more than a

little’), yielding four distinct patterns of practice

experience, each represented by a significant seg-

ment of the highly varied group of therapists in

the sample (see Table 18.2).

The largest group, comprising 50 % of

therapists, showed a pattern of Effective Prac-

tice, combining ‘much’ Healing Involvement

with ‘little’ Stressful Involvement. The next larg-
est group, comprising 23 % of therapists, also

experienced ‘much’ Healing Involvement but

‘more than a little’ Stressful Involvement. They
appear to be clearly engaged in their work but

have conflicting experiences, so this pattern was

named Challenging Practice.

Another 17 % of therapists reported only ‘lit-

tle’ Stressful Involvement but also ‘not much’

Healing Involvement, being apparently untrou-

bled by but also not greatly invested in their

work, in a pattern of experience that seemed to

reflect an overall sense of Disengaged Practice.

The smallest group, including only 10 % of the

therapists (which unfortunately still numbered in

the hundreds), reported experiencing ‘more than

a little’ Stressful Involvement and ‘not much’

Healing Involvement—an alarming state of

affairs for which the label Distressing Practice
was chosen. This last group is comparable to one

reported by Pope et al. (1987), who found that

10 % of the therapists in their sample described

themselves as frequently being too distressed to

do their work.

If the Effective Practice and Challenging
Practice groups are combined, it will be seen

that almost three out of four therapists experi-

enced ‘much’ Healing Involvement—a position

which one might hope and expect to be the norm

for flourishing practitioners, but which for nearly

a third of them was tempered by a concurrent

experience of some Stressful Involvement. One

might say that therapists in this latter group feel

tested but not unduly troubled by their profes-

sional practice.

The remaining quarter of the total sample give

more cause for concern as they appear to have

found no adequate response to the challenges of

therapeutic work and are consequently either

suffering and running the risk of burnout, or

attempting to cope by withdrawing subjectively

and potentially heading for professional stagnation.

The question arises whether these findings

hold true for different stages over the course of

a therapist’s career. For the answer, we must turn

to a cross-sectional analysis that formed part of

the study of professional development (Orlinsky

Table 18.2 Patterns of therapeutic work experience

Healing involvement

Stressful involvement

Little More than a little

Much Effective practice (n ¼ 1,802, 50 %) Challenging practice (n ¼ 821, 23 %)

Not much Disengaged practice (n ¼ 629, 17 %) Distressing practice (n ¼ 377, 10 %)

Note. Adapted from Orlinsky and Rønnestad (2005). Scales range from 0 to 15; n ¼ 3,629. For Healing Involvement,

much >9.55, not much �9.55; for Stressful Involvement, little �4.75, more than a little >4.75
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et al. 2001; Orlinsky and Rønnestad 2005).

Therapists were differentiated into six career

cohorts according to how long they had been

practising with real patients since starting their

professional training. These were called novices

(less than 1.5 years in practice), apprentices
(1.5–3.5 years in practice), graduates (3.5–7

years in practice), established therapists (7–15

years in practice), seasoned therapists (15–25

years in practice), and senior therapists (with

25–50 years of practice).

Applying these categories, it emerged that

extent of clinical experience was clearly related

to practice patterns; for example, while only

40 % of novices were within the Effective Prac-
tice group, the proportion rose to 60 % among

senior therapists. Similarly, only 60 % of novices

but 80 % of seniors report ‘much’ Healing
Involvement. By contrast, as many as one in

five novice therapists experienced a Distressing

Practice, whereas only 6–7 % of established,

seasoned, and senior therapists did so. To some

extent, these discrepancies may be accounted for

by seriously distressed therapists leaving the pro-

fession, but it appears that the accumulation of

professional practice offers therapists some

degree of protection against distressing work

experiences.

There are many other questions that can be

asked of the data collected with the DPCCQ, and

a number of additional analyses have been and

are currently being undertaken (cf. Orlinsky

et al. 2010). What they have in common is that

they reach beyond a simple reflection of experi-

ence as recounted by therapists to a higher level

of analysis, thus creating a picture that while

grounded in self-report is framed by empirically

derived indices of process and practice. For

instance, the DPCCQ items that constitute the

dimensions of Healing Involvement and Stressful

Involvement have been combined into a self-

monitoring scale (Orlinsky and Rønnestad

2005) that allows therapists to assess the quality

of their current work involvement in a way that

goes beyond what they could readily access

through introspection and can be a resource to

help them monitor and enhance their develop-

ment (Duncan 2010).

18.3 Therapy Sessions: A Focused
View of Process

Therapists’ global experience of their work, as

captured by the dimensions of the DPCCQ

described in the section above, reflects the entire

span of their current practice, aggregated from

many treatment cases with many different

patients. Each of those cases in turn consists of

a number of single sessions. These were studied

by Orlinsky and Howard (1967, 1975, 1977)

from both the patient’s and the therapist’s view-

point using the Therapy Session Report (TSR;

Orlinsky and Howard 1966, 1986), and in this

section we focus on findings derived from this

instrument. The TSR is a 152-item questionnaire,

covering 10 facets of experience, endorsed on

3- or 4-point anchored scales. There are

parallel versions for both parties in the thera-

peutic encounter. In the therapist form, six

facets of experience encompass therapists’

perceptions of their patients’ topics of dialogue,

motives, concerns, feelings, interpersonal beha-

viours, and self-management, while the remain-

ing four facets comprise therapists’ appraisals of

their own treatment goals, interpersonal beha-

viours, feelings, and evaluations of session

development.

When the TSR is completed by therapists on a

session-by-session basis, it can be analysed at

successively greater levels of complexity:

(1) individual item frequencies to show the rela-

tive salience of therapist experiences; (2) factor

analysis of the items representing each facet of

experience to shed light on the dimensional

structure of that particular area; (3) factor analy-

sis of the facet dimensions across the varied

facets of experience to reveal the global

dimensions of therapist experience in sessions;

and if parallel patient TSRs for the same sessions

are available, (4) comparisons between the

dimensions of therapist and patient experiences

to expose dimensions of conjoint experience that

are not discernible when patients’ or therapists’

perspectives are separately considered. The fol-

lowing illustrative examples are taken from a

study involving 17 therapists treating 32 patients
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in treatments ranging from 5 to 64 sessions

(Orlinsky and Howard 1975, 1977).

Therapists’ aims in sessions were assessed by

14 TSR items selected on the basis of clinical

relevance. Most therapists (more than 85 %)

endorsed the following goals for sessions: help-

ing patients to talk about their feelings and

concerns, helping patients realistically evaluate

their reactions and feelings, and getting a better

understanding of the patient. By contrast, only

one quarter of therapists endorsed helping

patients get better self-control as one of their

session aims. The factor structure of this facet

shows therapists’ objectives of promoting insight

and enhancing the therapeutic relationship as the

prevalent patterns.

The therapist’s interpersonal manner with

patients was gauged by eight items. Modal

experiences were being warm and attentive,

which also form one salient first-level factor ana-

lytic dimension. Another prevalent pattern first-

level dimension for this facet shows therapists to

assume expressing relational agency: by talking,

expressing feelings, and (to a lesser extent)

providing structure for the sessions.

Therapists’ perceptions of patient motives

were evaluated by 14 items. The motivations in

sessions that therapists most frequently reported

for patients were (1) wanting to understand the

reasons for their problematic feelings and actions

and (2) seeking relief from tension or unhappy

feelings. The least common session motivation

attributed to patients was wanting to evade or

withdraw from contact with the therapist, as a

form of resistance. Salient dimensions of

patients’ aims in sessions included (1) a desire

for understanding and insight, which is congruent

with therapist aims; (2) a desire for therapist

involvement, which is well matched with

therapists’ manner of being; and (3) the less

frequent but factor analytically distinct wish to

avoid therapeutic involvement.

Taking all facets of the therapist’s in-session

experience as the unit of analysis, a second-level

factor analysis found these dimensions to gener-

ate several broad dimensions. Of the 11 second-

level therapist process factors that Orlinsky and

Howard (1975) identified, four that have clear

clinical relevance are cited here as illustrations

of the results obtained:

1. Depressive Stasis vs. Effective Movement.
Components of the negative pole of this factor

include therapists seeing their clients as

depressed, not making progress, wanting to

gain sympathy, and aiming to obstruct ther-

apy; while viewing themselves as feeling

resigned, not being motivated and understand-

ing, and relating in a frank manner. At the

positive pole of this dimension, therapists per-

ceive their clients as not depressed, as making

progress, as wanting to work on their

problems, and as seeking insight; while

regarding themselves as being motivated and

understanding, relating in a supportive man-

ner, and not feeling resigned.

2. Uneasy Intimacy. This factor is characterised
by the therapist experiencing an uneasy sense

of nurturing warmth with a patient seen as

warm and seductive. At the intense end of

this dimension, therapists look upon their

patients as trusting and warm but also as flir-

tatious and provocative, while considering

themselves tender and close, but also playful

and embarrassed.

3. Engagement with a Patient Perceived as
Enthusiastic and Open vs. Reserve with a

Patient Seen as Feeling Uncomfortably

Involved and Mistrustful. The engagement

pole of this dimension is epitomised by

therapists’ perceptions of their patients as

trusting, relaxed, and relating to them with

enthusiastic acceptance; and of themselves

as animatedly responsive in return. At the

opposite end, therapists experience their

patients as mistrustful, embarrassed, and relat-

ing with ambivalent involvement; while

experiencing a sense of independence in the

relationship.

4. Collaborative Relationship vs. Abiding a

Patient Perceived as Assertively Narcissistic.
The constituents of the collaborative pole of

this factor are therapists’ views of their

patients as not feeling good, but wanting to

gain insight and relating collaboratively and

with mutuality; and of themselves as relating

collaboratively and as personally involved
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and responsive. Conversely, at the opposing

pole, therapists see their patients as feeling

good, but as seeking to obstruct therapy by

engaging assertively in unresponsive

activities; while experiencing themselves as

relating with attentive compliance, unrespon-

sive activities, and neither influencing nor

being influenced by the patient.

Taken together, scores on the 11 therapist

dimensions were used to create a distinctive pro-

file of session experience for each therapist.

When a cluster analysis of these profiles was

done, two broad patterns of therapists’ session

experiences were identified, one that brought

together various strands of Helping Experience

and a contrasting one that wove together aspects

of Stressful Experience—which, quite indepen-

dently (30 years earlier and with a completely

different sample), resemble Healing Involvement
and Stressful Involvement viewed from the ‘pan-

oramic’ perspective highlighted in the second

section of this chapter.

The cluster of therapists whose session dimen-

sion profiles defined Helping Experience had

distinctively high scores on (1) Progress with a
Patient Seen as Responsive and Motivated,

(2) Active Supportive Involvement with a Patient

Seen as Anxious and Communicative, and

(3) Engagement with an Open, Enthusiastic

Patient and distinctively low scores on

(4) Uneasy Intimacy, (5) Erotic Countertransfer-
ence, and (6) a Sense of Failure with a Patient

Perceived as Feeling Inferior. At the heart of this

pattern were dimensions in which therapists per-

ceived themselves and their patients in several

ways as positively and comfortably engaged in a

productive relationship, while avoiding potential

pitfalls inherent in a relationship that requires

keeping an effective balance between profes-

sional and personal aspects of involvement.

By contrast, the cluster of therapists whose

session dimensions comprised Stressful Experi-

ence for therapists included distinctively high

scores on (1) Reserve with an Uncomfortably

Involved and Mistrustful Patient, (2) Enduring

an Assertively Narcissistic Patient, (3) Erotic
Countertransference, (4) Uncaring Detachment,

(5) Calm Frank Facilitation with a Hostile

Withdrawing Patient, and (6) a Sense of Failure
with a Patient Perceived as Feeling Inferior. In

these, the balance between professional and per-

sonal aspects appears to have been lost, such that

either therapist or the patient has become overly

involved or, perhaps as a defensive reaction,

insufficiently involved in their relationship.

So far, we have illustrated three levels of

analysis available when focusing on therapists’

in-session experiences. Similar to the analysis of

panoramic data from the DPCCQ described in

the previous section, the most basic level is that

of direct self-report, which is experience-near

and within the conscious awareness of

informants—even though therapists may have

been prompted by some questions to focus on

aspects of their experience which had hitherto

been outside their awareness. Descriptive data,

such as those reflecting modal experiences, por-

tray what therapists can readily say about thera-

peutic process from their perspective. Derived

from this, the next level goes beyond simple

description by extracting latent patterns of expe-

rience. Some factors may be readily recognised

by informants, others less so. A third level,

generating broadly inclusive dimensions, allows

the construction of profiles of therapists’

experiences of process within sessions which

permit a systematic, empirically grounded exam-

ination of variability between therapists.

Finally, an additional level explores intersub-

jective dimensions of conjoint experience by

analysing dimensions of therapist experience

together with corresponding dimensions of

patient experience derived in a similar fashion.

Despite the fact that there is no one-to-one corre-

spondence between patients’ and therapists’

observational perspectives, these fourth level

intersubjective dimensions allow us to determine

what the therapist’s experience of process never-

theless can actually tell us about the patient’s

experience, in a way that likely would not be

available to observation from the perspective of

‘objective’ non-participant observers.

Conjoint dimensions of experience were

generated by Orlinsky and Howard (1975) by

factor analysing a correlation matrix of the

11 dimensions of therapist experience and
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11 corresponding dimensions of patient experi-

ence. We illustrate the results by describing two

of the seven conjoint factors that seem to have

special clinical relevance:

Healing Magic Versus Uncomfortable
Involvement The patient’s contribution to this

factor consists of the dimension of Therapeutic

Satisfaction, which is characterised inter alia by

patients experiencing themselves as feeling

good, getting relief and insight, making progress,

and wanting to win their therapist’s respect,

while viewing their therapists as feeling pleased

and effective and being understanding and help-

ful. This is matched in the therapist’s own expe-

rience by a high score on Engagement with a

Patient Perceived as Enthusiastic and Open and

a low score on Uneasy Intimacy. Orlinsky and

Howard (1975) described this somewhat play-

fully as Healing Magic, alluding to the ‘placebo’

aspect of this highly positive pattern. The nega-

tive side of this bipolar dimension was called

Uncomfortable Involvement, defined by a low

score on the patient dimension of Therapeutic
Satisfaction, and high scores on the therapist’s

dimensions of Uneasy Intimacy and Reserve with

a Patient Seen as Feeling Uncomfortably
Involved and Mistrustful.

The second conjoint dimension showed

another bipolar relationship pattern as viewed

from an intersubjective perspective. The positive

pole of Therapeutic Alliance vs. Defensive

Impasse combines patient experience dimensions

in which the therapist is perceived as Involved and

Helpful and patient experiences of Painful Self-

Exploration in a Collaborative Exploration of
Emotionally Significant Relationships combined

with therapist experiences of Effective Movement

in a highly Collaborative Relationship. The nega-
tive pole,Defensive Impasse, is constituted mainly

by patients perceiving their therapist as being

Mean and Attacking, while the therapist’s own

experience is that of Enduring a Patient Perceived

as Assertively Narcissistic. It is notable that each

person views the other as the aggressor in this

negative therapeutic impasse.

More than three decades have passed since the

studies outlined above were undertaken. There

have been some further efforts to broadly

investigate therapists’ and patients’ session-by-

session experiences with the TSR, notably those

by Kolden (1991, 1996), Kolden and Howard

(1992) and Saunders et al. (1989). Following

this approach, similar instruments were devel-

oped to assess aspects of in-session therapeutic

process including the Session Evaluation Scales

(Stiles and Snow 1984a, b), the Working Alli-

ance Inventory (Horvath and Greenberg 1986),

and, in German, the Session Report (Grawe and

Braun 1994; Grawe et al. 1990). Recent studies

that focus on in-session processes in relation to

outcome include Flückiger et al. (2010, 2013)

and Lutz et al. (2013).

Complementary to session process measures

is another called the Intersession Experience

Questionnaire (Orlinsky et al. 1993) which

focuses on clients’ and therapists’ experiences

regarding their therapy during the intervals

between sessions. An interesting series of studies

have been conducted by Hartmann, Zeeck, and

their colleagues to explore the relation of inter-

session process to in-session process and out-

come for different types of patients, in different

treatment settings (e.g. Hartmann et al. 2003,

2010, 2011; Zeeck et al. 2004, 2006). Schröder

et al. (2009) have adapted part of this instrument

for use in the DPCCQ.

The potential of this line of enquiry lies in the

promise of determining markers of therapist

experience that may be indicative of client

experiences, as, for instance, if therapists experi-

ence Uneasy Intimacy combined with Reserve
with a Patient Seen as Mistrustful, a reasonable

working hypothesis they might explore in ther-

apy would be that patients concurrently are

experiencing very little Therapeutic Satisfaction.

We explore the potential of using therapists’

experience of difficulties as a marker variable

of troublesome process in more detail in the

section below.

18.4 Therapist Difficulties: A Close-
Up View of One Process Aspect

Again and again, in our analyses of

psychotherapists’ experiences, one facet

emerged as particularly meaningful: the

360 T. Schröder et al.



difficulties that psychotherapists encounter in

their work with patients. Such episodes are also

paramount in psychotherapists’ working lives:

more often than not, when therapists meet

colleagues over coffee, they recount the trials

and tribulations from their latest session (within

the bounds of confidentiality). That is, they focus

on discrete, and often impactful, difficulties they

are experiencing with some client during their

treatment sessions. It was this common experi-

ence which initially led a group of clinician-

researchers in the UK to initiate a collaborative

study analysing written self-reported accounts of

therapists about difficulties in their practice, with

the aim of constructing taxonomies of therapist

difficulties and coping strategies (Davis

et al. 1987a, b). The studies resulted in categories

of difficulties (for instance, ‘therapist feels. . .
incompetent; . . .threatened; . . .out of rapport’,

‘therapist experiences. . . ethical/moral dilemma;

. . .painful reality’) and of coping strategies (such
as ‘therapist turns. . . to patient; . . .to others;

. . .against patient; . . .away from difficulty’) that

could be used reliably to classify narratives of

difficulties, such as might be related in supervi-

sion or peer consultation (Schröder et al. 1987a,

b). Apart from clinical applications, the

taxonomies also showed potential for further

research. In one development, they were

transformed into self-report scales, which

provided two facets of therapists’ work experi-

ence in the DPCCQ that was described in the

second section of this chapter. Factor analyses

of the 20-item difficulties scale identified three

separate dimensions, labelled respectively as

(1) Professional Self-Doubt [perhaps better

named more neutrally as Professional Uncer-

tainty, in light of findings recently reported

by Nissen-Lie et al. (2012)], (2) Frustrating
Treatment Case, and (3) Negative Personal

Reaction—the first of these being the most

commonly experienced kind of difficulty.

The work by Davis and collaborators focused

on difficulties that psychotherapists experience

as persons across all their patients. This is an

important perspective, as psychotherapists’

personalities and their more or less professional

habits contribute to the atmosphere and the

process of psychotherapy. Still, it is only one

part of the story, in that the difficulties which

psychotherapists encounter in their daily practice

are partly but not exclusively related to the ther-

apist as a person. Some patients have interper-

sonal styles or specific problems that interact

with their psychotherapists’ individual

personalities and their ability to deal with these

problems. Moreover, the psychotherapist may try

to cope with the difficulties in a way that is at

least partly specific for the particular patient.

Thus, an interaction between patient’s and

therapist’s inputs to the psychotherapeutic pro-

cess develops which can have a more or less

beneficial impact.

To focus specifically on the inputs to

difficulties of individual therapist and patient

pairs, the 20 DPCCQ items were adapted by

Willutzki et al. (1997) for use with each patient

that a therapist treats. The items stayed the same,

but the entry question was changed to the follow-

ing stem: ‘In your current work with your patient

Mr. X, how often do you experience these

difficulties. . .?’ Following this perspective,

since 1997 about 200 therapists have reflected

on the difficulties they encountered in their

work with about 1,800 patients.

Factor analyses of all difficulty items extracted

three subscales, differentiating between the

sources of difficulties as (1) originating from the

psychotherapist, experienced as Professional

Self-Doubt; (2) originating from the patient,

experienced as Difficult Patient; or (3) deriving
from the context, experienced as Difficult Con-

textual Factors. Across all patients and all

therapists, Professional Self-Doubt was most

prevalent, followed by the experience of Difficult

Patients. Therapists differed substantially from

one another, particularly concerning the amount

or level of difficulties they reported. Moreover,

some reported that they hardly ever experienced

their patients as difficult; others rarely regarded

the context as a problem in their therapeutic work.

While some therapists generally experienced

only few difficulties in their work with patients,

most reported mixed patterns, that is, with some

patients work seemed fairly easy, whereas others

were quite a challenge, leading to much
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Professional Self-Doubt and the impression of a

very Difficult Patient. This work shows that the

difficulties a therapist experiences in psychother-

apy partly seem to depend on the therapist as a

person. Not surprisingly though, difficulties are

often influenced by patients’ characteristics or

are a phenomenon emerging from the particular

patient-therapist interaction.

In a separate development, Schröder and

Davis (2004) followed up a previous finding

which had suggested that therapists may have

specific individual difficulty profiles reflecting

their professional and personal characteristics

(Davis et al. 1987a, b). Two consecutive studies

investigated the pervasiveness of difficulty

experiences within and between therapists, draw-

ing on written narratives. Using trained, clini-

cally experienced judges, they established

reliable distinctions between three different

types of difficulty experiences: one that was

located in the situation or the specific patient

and would be found problematic by most

therapists regardless of their level of experience;

one that was related to gaps in the therapist’s

skills, knowledge, or experience and was

associated with early career stages; and one that

was idiosyncratic and emerged as personally

characteristic of the therapist reporting the diffi-

culty. Each of these types of experience might

call for a different remedial or supervisory

response. For example, situational difficulties

require humility and acceptance from the thera-

pist; competence deficits highlight the need for

additional training, broadened repertoires, and

opportunities for wider experience, while idio-

syncratic difficulties are best addressed through

reflection and enhanced self-awareness gained

either in supervision or the therapist’s own per-

sonal therapy.

These latter difficulties, which resonated with

informants’ experiences from their family and

social relationships and hence appear character-

istic of them as persons as well as professionals,

came into sharper focus in a second investiga-

tion. In that study, a subsample of 100 English-

speaking therapists, mainly drawn from the UK,

each provided two accounts of difficulty

experiences, one with a ‘difficult’ and one with

a ‘not-so-difficult’ patient, together with a num-

ber of both situation-specific and general self-

report measures. Unlike situational difficulties,

which were associated with ‘difficult’ patients,

idiosyncratic difficulties were reported equally

with both patient types, but were more likely to

occur with patients whom therapists saw as simi-

lar to themselves. In addition, they had high

emotional impact on therapists, evoked in them

internal states similar to their worst self-images

and appeared related to internalised attachment

conflicts. Perhaps most alarmingly, when

experiencing such difficulties, therapists reported

an inclination to exert hostile control over their

clients, even though they did not perceive them

as being hostile themselves (Schröder 1998).

The expression ‘conscious countertransfer-

ence reaction’ (Torres 1983) goes some way

towards capturing both aspects of the experience

of such difficulties: On the one hand, therapists

know that something has gone awry and thus

report the incident as a difficulty; on the other

hand, it requires a third-party perspective to

capture the full impact of such experiences on

the therapist and the therapeutic process,

either through use of process measures or the

clinical judgement of an external observer

(e.g. supervisor reviewing a recorded session).

Many supervisors will recognise this constella-

tion from their work with their more open and

perceptive supervisees.

One experience that appears to be particularly

difficult for therapists to acknowledge is that of

shame. As Scheff (1987) observed in a clinical

paper, if unrecognised and left unprocessed,

shame may lead to critical alliance ruptures

with damaging impact on patient engagement

and the eventual outcome of therapy. With this

in mind, Schröder et al. (2013) developed a

typology of difficulty experiences involving

self-conscious emotions such as guilt, shame,

and humiliation. They demonstrated that raters

can reliably detect such feelings in written

accounts, using a manual with descriptions and

definitions, which in itself can help clinicians to

identify and acknowledge shame experiences in

supervision or private reflection. To this end,

both the above typologies have been
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incorporated in a self-monitoring form (Schröder

2007), which is currently being evaluated as an

aid to reflective practice.

Some valuable lessons can be drawn from

this highly focused view of therapy process as

seen through the close-up lens of therapists’

accounts of difficulties. While therapists may

not be particularly reliable in predicting therapy

outcomes (Lambert and Shimokawa 2011) or

their patients’ experiences of process (Orlinsky

and Howard 1975; Stiles and Snow 1984a),

they are still expert observers of their own

experience during therapy sessions and can

report on it in considerable detail when

prompted. However, they also know more than

they can say and their self-report can be

enhanced both through standardised measures

(like the DPCCQ and TSR) and through the

additional understandings generated be a clini-

cally sensitive observer.

A Concluding Thought

What general lessons can we draw from our

entire outlook on the therapist’s experience of

process, ranging from the most general to the

most detailed perspective? Answering this,

we believe we can say that systematically

collected observations from therapists can be

used to generate quantitative, empirically

derived dimensions and measures of process

that can help practitioners reflect upon their

own practice, and do so in ways that go

beyond what is immediately accessible to

their awareness but is nevertheless latent in

their experience. Such quantitative

investigations of the therapist’s experience of

process are complemented by qualitative

enquiries, mixed method studies, and rigorous

case study research (McLeod 2010). In under-

taking studies that illuminate psychotherapeu-

tic process from the therapist’s perspective,

we may also help clinicians to interpret the

findings of process research that has been

conducted from the separate perspectives of

patients and external observers, in ways which

make those research findings more accessible

to them, and so have a better chance of

influencing clinical practice.
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Development of a taxonomy of therapists’ coping

strategies: initial report. Unpublished manuscript,

University of Warwick, Coventry, UK

Duncan BL (2010) On becoming a better therapist. Amer-

ican Psychological Association, Washington, DC

Elliott R (2008) Research on clients’ experiences of psy-

chotherapy: introduction to the special section.

Psychother Res 18:239–242. doi:10.1080/

10503300802074513

Elliott R, James E (1989) Varieties of client experience in

psychotherapy: an analysis of the literature. Clin

Psychol Rev 9:443–467

Feiffel H, Eells J (1963) Patients and therapists assess the

same psychotherapy. J Consult Psychol 27:30–318

Flückiger C, Regli D, Zwahlen D, Hostettler S, Caspar F

(2010) Der Berner Patienten- und Therapeutenstun-

denbogen 2000. Ein Instrument zur Erfassung von

Therapieprozessen (Bern post-session report for

patients and for therapists: measuring psychotherapeu-

tic processes). Zeitschrift für Klinische Psychologie

und Psychotherapie 39(2):71–79. doi:10.1026/1616-

3443/a000015

Flückiger C, Holtforth MG, Znoj HJ, Caspar F, Wampold

BE (2013) Is the relation between early post-session

reports and treatment outcome an epiphenomenon of

intake distress and early response? A multi-predictor

analysis in outpatient psychotherapy. Psychother Res

23(1):1–13. doi:10.1080/10503307.2012.693773

Grawe K, Braun U (1994) Qualitätskontrolle in der
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Schröder TA, Davis JD (2004) Therapists’ experience of

difficulty in practice. Psychother Res 14:328–345.

doi:10.1093/ptr/kph028
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Abstract

Narrative case studies concerning the psycho-

analytic process date back more than a cen-

tury; Breuer and Freud were the pioneers of

this research path. A great shift in methodol-

ogy occurred after the development of

computers that could work with both text

and numbers. On the one hand, it became

possible to store detailed, verbatim protocols

of therapy sessions. On the other hand, it was

possible to analyze derived quantitative data

by using sophisticated statistical procedures.

This is exemplified in three different methods

that analyze different psychoanalytical cases.

We conclude by mentioning that research on

the psychoanalytic process has to start with

clinical experience, which can be used when

introducing new observational tools to check

for the appropriateness of each tool. This is

made possible by the synergetic work of peo-

ple and processes that were mentioned above.

19.1 The Psychoanalytic Narrative
Case Study

Historically, in psychoanalysis’ oral tradition and

loosely documented cases, vignettes were used

as the principal means of reporting the insights

that originated from the therapeutic situation.

Breuer’s (1893–1895) reporting on a young
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lady’s (Anna O.) cloudy talking nourished in his

colleague Freud the idea that one should tell

these clinical observations as stories to accu-

rately depict what had transpired.

Freud was aware of the imperfections of his

case histories. In his Studies on Hysteria, we
detect a note of both amazement and self-

justification in his remark that indicated that his

case histories “read like short stories” and “lack

the serious stamp of science” (Freud 1895,

p. 160). Yet, in the very next sentence, he also

rejects artistic ambitions: “I must console myself

with the reflection that the nature of the subject is

evidently responsible for this, rather than any

preference of my own” (ibid).

The model that Freud suggested was crea-

tively continued by the growing number of

psychoanalysts who reported the discoveries

from the consulting room, mainly in the form of

case vignettes (e.g., Ferenczi 1927). Until today,

in the psychoanalytic literature, the “vignette” is

still the primary form of presentation. A vignette

is characterized by unity, subtlety, and refinement

and serves to illustrate typical psychodynamic

connections. In regard to vignettes, the

implications for the analyst’s therapeutic actions

are secondary when compared to this focus of

interest. Therefore, they hardly describe how the

analyst actually works and what he feels, thinks,

and does. Therefore, it seems useful to at least

distinguish between case histories that focus on

the psychodynamic properties of a disorder and

treatment reports that focus on the technicality of
how to perform the therapeutic work.

The genre of treatment reports is clearly

characterized by a quantitative increase over the

last few decades, which was detailed by Kächele

(1981; see also Kächele et al. 2009, Chap. 3).

More analysts have been willing to make their

clinical work accessible to readers (e.g., Klein

1961; Winnicott 1972; Dewald 1972; Thomä

1961). Providing adequate presentational critical

discussion within the profession could be on

sound footing.

Thus, psychoanalysis became a narrative sci-

ence by using narration that led to narrative truth

(Forrester 1980; Spence 1982). To highlight the

importance of this methodological decision, one

has to imagine what the development of chemis-

try would be like if chemists would have started

the habit of providing stories about what they had

observed in their test tubes: a science of chemis-

try based on reported colors, of blue and red and

green reactions in the little tubes after having

performed a certain experiment. Imagine a sci-

ence of musicology with musicians sharing their

most personal experiences by writing case

histories or by letting consumers speak about

their emotional involvement after a piano con-

certo. What is wrong with such an approach? It is

possible that a person could build a science of

musical experience by collecting a large sample

of these reported subjective testimonies. This

approach would not work for chemistry, which

is why the alchemist tried in vain to find the

recipe for how to make gold. One should remem-

ber the work of the brothers Grimm, the two

professors from Göttingen in Germany, who sys-

tematically started out collecting orally transmit-

ted fairy tales. After many decades, a well-

developed field of fairy-tale research exists that

uses highly sophisticated methods to analyze the

available large collections of fairy tales from all

over the world (Propp 1928).

Until today, we encountered prominent

authors who emphasized that the clinical encoun-

ter was best reported via the narrative (Michels

2000). Indeed, there are good reasons for

maintaining the tradition of clinical reporting

because it conveys the subjective evidence of

the reporting person (e.g., a therapist or a

patient). Therefore, describing the origin and

changing functions of case studies have become

a topic that is discussed by qualitatively minded

researchers who examine the place of novellas as

a scientific form of representation and communi-

cation (Frommer and Rennie 2001).

The problem that we face is that in psycho-

analysis, each of the diverse psychoanalytic

cultures often remains within its own confines

and largely ignores case studies from other

branches of the discipline (Luyten et al. 2006).

Therefore, more research-minded psychoanalysts

have explicitly indicated the following:
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Today, the historically fertile narrative procedure

of Freud is no longer able to carry the responsibil-

ity for the existence of psychoanalysis, even

though they still are still a major tool for didactic

and identity formation of the members of the ana-

lytic community because case stories may be a rich

material means of communication (Stuhr 2004,

p. 63).

19.2 Empirical Single-Case Studies

In 1971, Wallerstein and Sampson concluded

that it was necessary to conduct formalized and

systematized examinations of the therapeutic

process in psychoanalysis: “Our central convic-

tion is that the informal case study, in spite of its

forceful power of conviction, has certain realistic

and obvious scientific limitations” (p. 47). In the

same year, Luborsky and Spence (1971) asked

the psychoanalytic community to provide “spec-

imen cases”:

Ideally, two conditions should be met: the case

should be clearly defined as analytic. . ., and the

data should be recorded, transcribed and indexed

to maximize accessibility and visibility (1971,

p. 426).

A few years later, Hartvig Dahl introduced the

term “the specimen hour” (Dahl et al. 1988) to

provide for the interested public the transcript of

session five of the completely tape-recorded treat-

ment ofMrs. C. This implied that there are not only

“specimen dreams” in psychoanalysis, which is a

term that Freud coined, but there are also specimen

cases that have to be studied in their own rights. In

our view, the decisive criterion that should be used

to attribute the label “specimen” should be its

public accessibility, which allows for critical, non-

partisan discussion. The development of textbanks

has become part of this requirement (Mergenthaler

and Kächele 1988).

However, the number of papers that call for

formalized single-case research far outnumbers

the number of papers that report on such detailed

single-case studies (Leuzinger-Bohleber 1995).

Single-case studies are not confined to tape

recording; any systematic gathering of treatment-

relevant material can be used to document a

treatment (see Chap. 20 with regard to the

possibility of considering the narrative text that

is produced by clinicians in regard to their treat-

ment being a form of secondary qualitative data

that needs to be further analyzed by using the

specific procedures of qualitative data analysis).

Detailed clinical case reports are, in our view,

necessary and act as a bridge to the more

formalized systematic case studies. Given their

material qualities, they could have been and still

can be the object of more formal empirical stud-

ies. A few of the detailed case reports that are

mentioned above provide sufficient material that

can be used as a starting point in formalized

evaluations.

The introduction of tape recording into the

psychoanalytic treatment situation opened a

new window in the process that was ardently

debated for a long time, and for most analysts,

it is still controversial. Audio recordings of the

psychoanalytic dialogue do pose a number of

substantial clinical and ethical problems,

although, in regard to scientific reasons, they

provide true progress (Kächele et al. 1988).

They allow an independent, third-person per-

spective on the analytic, interpersonal transac-

tion; in regard to the analyst’s and the patient’s

internal modes of experience, they are silent, but

ideally, they may be able to provide an estima-

tion of this based on the participant’s testimony.

The recording of these cases has led to the crea-

tion of many theoretical and technical issues.

Overviews of the methodology were

presented by Kazdin (1982), Hilliard (1993),

Iwakabe and Gazzola (2009), and Fonagy and

Moran (1993). The latter summarized the topic

succinctly:

Individual case studies attempt to establish the

relationship between intervention and other

variables through repeated systematic observation

and measurement .........The observation of

variability across time within a single case

combines a clinical interest to respond appropri-

ately to changes within the patient, and a research

interest to find support for a causal relationship

between intervention and changes in variables of

theoretical interest. The attention to repeated

observations, more than any other single factor,

permits knowledge to be drawn from the individ-

ual case and has the power to eliminate plausible

19 From a Psychoanalytic Narrative Case Study to Quantitative Single-Case Research 369

http://dx.doi.org/10.1007/978-3-7091-1382-0_20


alternative explanations. (Fonagy and Moran

1993, p. 65)

The most prominent case in the Anglo-

American literature is the case of Mrs. C who

was treated by Hartvig Dahl (as we know by

now). Weiss, Sampson, and their research team

(1986) reported on a host of experiments that

were performed on the case material. Within

this team, G. Silberschatz was an important

member who was guided by Dahl in his doctoral

dissertation in New York on Mrs. C in 1978.

Years later, Dahl presented his FRAMES con-

cept on the material of session five (1988); his

colleague Bucci (1988, 1997) approached the

case from a different vantage point by identifying

emotional structures. Another major work on

Mrs. C was the application of the Jones Psycho-

therapy Process Q-Set (PQS) as a method for

systematic inquiry of the whole process (Jones

and Windholz 1990).

19.3 Psychoanalytic Process

For many years, the Ulm Psychoanalytic Process

Research Study Group has implemented a pro-

gram that examines the material bases of psycho-

analytic therapy. We were and are convinced that

only the careful exploration of the patient’s inter-

action with the analyst can illustrate the central

aspects of psychoanalytic treatment and enable

an empirically driven theory of the process.

However, we encounter a multiplicity of

meanings and models regarding the notion of

the “psychoanalytic process” (Compton 1990).

Opinions differ regarding whether models have

to be tested, but language games are useful for

those who use these models (Wittgenstein 1921/

2014). Our investigations were guided by a

working model of the process, which

encompasses all of the steps of the process,

from the start of a patient/analyst contact to the

termination of this relationship. The methodolog-

ical specificity of the psychoanalytic process is

produced by the analytic method, which

prescribes a specific discourse—with evenly

hovering attention and free association being

functional units. The impact of these rules on

both of these parts sets a process in motion that

transforms the covered processes within the

patient (e.g., transference dispositions) into rela-

tionship patterns between the patient and the

analyst.

In psychoanalysis, similar to other fields of

human intervention, theories exist about how

the process should be supported empirically; at

present, these thoughts are used to a much greater

extent as instruments for theory criticism. The

process model of psychoanalytic therapy as an

“ongoing, temporally unlimited focal therapy

with a changing focus,” which was described in

the Ulm textbook Psychoanalytic Practice by

Thomä and Kächele (1987, Chap. 9), has been

posited as a claim that is based on one’s own

clinical experience. After all, the aim suggests

guidelines regarding how psychoanalytic pro-

cesses are currently conceived and practiced.

Our starting point for this conception was the

awareness of various technical elements, such as

working alliance, transference and countertrans-

ference phenomena, and resistance, whose

combinations then generated the different forms

of psychoanalytic therapy. The manifold thera-

peutic processes that exist in reality between the

poles of macroprocess and microprocess reveal

fluid boundaries in the macro field, which

comprises so-called psychoanalysis proper, ana-

lytic psychotherapy, and short therapy in the field

of individual therapies (Kächele 2010). These

generic descriptions were questioned when the

criterion, which is unable to be specified exter-

nally, of the “analytical process” was introduced

on the basis of variables that concerned the

setting. For instance, the extensively published

case of Dewald (1972) was described by two out

of three training analysts of the American Psy-

choanalytic Association as being psychoanalysis,

but by the third only described it as analytical

psychotherapy. Even the use of the couch by no

means guarantees that the process will be

described as “psychoanalytic” when it exists by

virtue of functioning transference/countertrans-

ference (Schachter and Kächele 2010). Process

models at a micro level, which is formulated, for

example, by von Zeppelin (1987) who used the

cognitive-affective regulation system for intra-

psychic processes, are claimed to be valid for
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all of the psychoanalytically oriented therapeutic

approaches (Kächele 2010).

In its use of the focus concept, the Ulm pro-

cess model primarily aims to have a medium

level of description. The concept of “focus” is

semantically quite diffuse because we also speak

of “focusing” and may be referring to relatively

short-term processes. The focus concept that was

introduced by French (1952) formed a part of his

cognitively oriented analysis of dreams; this con-

cept was used by Seitz (1966) in the Chicago

consensus study, in which French was also

involved. Here, the focus came to be seen as the

least common multiple, which was understood

clinically by the concept of “prevailing transfer-

ence.” An interactive, process-oriented concep-

tion of the focus was crystallized from the work

that was developed in Malan’s focal therapy

workshop (1963, p. 272). Our conception of the

focus relates to a structure that extends over a

longer period of time and involves a longer

sequence of sessions. For quite some time, the

Ulm Psychoanalytic Process Research Study

Group has been working on the empirical identi-

fication of such structures. A number of methods

at different levels of abstraction from the clinical

work have been used for this purpose. It seemed

obvious to organize research along poles that

stretch from the traditional case history to very

formalized methods, which correspond to quali-

tative approaches and hard-nosed quantitative

methods (Kächele 1992; see Chap. 13 for an

overview of quantitative approaches to the

study of the psychotherapy process).

19.4 Methods

We shall illustrate empirical approaches in

regard to our recorded cases:

First, we introduce our method of systematic

longitudinal description and Dahl’s (1983) eval-

uation strategy of the therapist’s topic index (see

Sect. 19.4.1). Second, we refer to the systematic

analysis of the method of Core Conflictual Rela-

tionship Theme (CCRT; Luborsky and Crits-

Christoph 1998) and its Leipzig-Ulm category

system (CCRT-LU; Albani et al. 2008) in a lon-

gitudinal fashion (see Sect. 19.4.2). Third, we

present results that relate to the empirical identi-

fication of process phases on the basis of system-

atic clinical ratings that are given to the first half

of another psychoanalytic case (Kächele 2009)

(see Sect. 19.4.3). Finally, a future strategy that is

based on computer-aided text analysis will be

mentioned as an outlook to future sophisticated

approaches in psychoanalytic process research.

19.4.1 Systematic Longitudinal
Descriptions

Systematic longitudinal descriptions require

quite a different way of approaching the clinical

material that is in contrast to the episodic, highly

selected narrations that are at the heart of

vignettes. The decisive feature resides in a prese-

lection of points of interest from the researcher’s

point of view and of a sampling procedure, which

is independent of the clinician’s point of view.

The raw material may consist of session notes or

be available via transcripts. The complex array of

interactions of a treatment process is considered

with the help of these preset points of view: these

clearly represent the researcher’s interests. They

might vary from case to case. For example, for

patient “Christian Y,”1 anxiety and transference

were the key notions; for “Amalia X,” hirsutism

was the key notion (male type of hairiness),

along with the development of her quest for

heterosexual relations, that was of prominent

interest. The material basis of these systematic

descriptions was based on verbatim transcripts of

different samples that were created during the

history of the purposes of different studies.

First, the contiguous groups of 5 sessions that

started the blocks of 50 sessions were transcribed

(sample a1 below). Second, the sample (a1) was

enhanced by the sample (a2), which led to a joint

sample (a) that consisted of the contiguous

groups of 5 sessions that started the blocks of

25 sessions. The strategy (b) had the goal of

investigating the subsequence of sessions with

1 Throughout this text, the patients are named in concor-

dance with our procedure that is explained by Thomä and

Kächele (1987).
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regular distances. In contrast, the strategy

(c) targeted the irregular distances; the aim was

to exclude the bias that was caused by potentially

possible periodically occurring events. Finally,

the strategies that were mentioned under strategy

(d) were used for particular research questions.

The concluding sample of available transcribed

sessions is a union of these particular samples.

Sampling Strategies (Examples)

(a) Sessions 1–5, 26–30, 51–55, 76–80,

101–105, 126–130, . . ., 501–505, 513–517.

(a1) Sessions 1–5, 51–55, 101–105,

151–155, . . ..

(a2) Sessions 26–30, 76–80, 126–130,

176–180, . . ..
(b) Sessions 1, 11, 21, 31, 41, 51, 61, 71, 81, 91,

101, . . ..

(c) Blocks of limited numbers of sessions that

are drawn in random distance from one

another out of the total population of

sessions.

(d) Selected session segments, such as dreams,

were transcribed.

The task of systematically reading the verba-

tim records of the sessions and then writing up

condensed summaries of the content and

transactions of the sessions still remains very

close to clinical narration. When third party,

uninformed people produce these descriptions,

we feel that they can procure a fairly reliable

perspective of what happened. This clinical-

descriptive step permits an evaluation that is

under certain formal constraints: the report is no

longer dictated by the narrator’s epic perspective

that characterizes the traditional case study

approach. Instead, by using a systematic sample,

the assumption is made that repeated descriptions

in fixed time intervals capture the decisive pro-

cesses of change that have occurred.

We have prepared a fairly extensive report on

our first case of Christian Y through the joint

endeavors of the treating analyst, a second psy-

choanalyst, and a clinical psychologist who

worked together through group discussion

(Kächele 2009, Chap. 4). A similar systematic

description was prepared for our second research

case, patient Amalia X, by two graduate students.

They focused on systematic changes of the

patient’s transference and other aspects of the

treatment (Kächele et al. 2009, Chap. 4).

Two medical students succeeded in creating

the report regarding the story of Amalia X’s

analysis by repeatedly reading the 110 sessions

that represented one-fifth of the analysis. There-

fore, their narrative achieved an acceptable

“interreader” reliability according to the treating

psychoanalyst and other colleagues who worked

with the material (Leuzinger-Bohleber 1989).

We think that they have achieved more than

narrative truth.

The material that was available after such an

effort was generated into a report; the volumi-

nous collected verbatim records (thousands of

pages) were elegantly compressed into a readable

hundred-page account. Such a booklet can serve

many purposes in addition to it being a valuable

achievement in itself. It provides easy access

regarding the orientation for the whole case,

and it is more detailed and more systematic

than a traditional case history, which tends to

be more novella-like. However, the systematic

description record marked the orderly progress

of things. One can rearrange the qualitative data

by concatenating all of the transference

descriptions, and by doing this, one can gain a

good view regarding the development of major

transference issues, which are investigated

through the use of the CCRT. Based on these

analyses, the following titles for groups of

sessions that were established by the sampling

strategy (a, see above) were formulated.

1–5 The analysis as confession

26–30 The analysis as an examination

51–55 The bad, cold mother

76–80 Submission and secret defiance

101–105 Searching for her own rules

116–120 The disappointing father and the

helpless daughter

151–155 The cold father and the daughter’s

desire for identification

176–180 Ambivalence in the father

relationship

201–205 The father as seducer or judge of

moral standards

226–230 Does he love me—or not?

251–255 Even my father cannot change me

into a boy
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276–280 The Cinderella feeling

301–305 The poor girl and the rich king

326–330 If you reject me, I’ll reject you

351–355 The powerless love to the mighty

father and jealousy

376–380 Separation for not being deserted

401–405 Discovery of her capacity to criticize

426–430 I’m only second to my mother, first-

born are preferred

451–455 Hate for the giving therapist

476–480 The art of loving consists in

tolerating love and hate

501–505 Be first in saying goodbye

513–517 Departure symphony

It is not by chance that these descriptions

sound similar to titles of fairy tales. At any

given point in treatment, the relationship

between the patient and the analyst is couched

in a narrative pattern that clinicians are very apt

to spot. Systematic clinical descriptions thus rely

on the very capacity of narrative accounting, but

by using the systematic sampling technique,

these accounts change in their nature. Systematic

clinical description is a way to recount the treat-

ment in a mixed mode. To introduce some objec-

tivity into the narrative accounts that are based

on verbatim records, we recommend using two

readers who are to agree about the information in

their accounts.

A similar task was performed by other

students who went through the video recordings

of the 29 sessions of the patient “DER STU-

DENT” many times and wrote down an account

of the treatment in a short form (one page per

session) and a long form (three pages per ses-

sion), which have been distributed within the

PEP study group2 to provide a shared basis for

detailed discussion of the results that use differ-

ent methods (Kächele et al. 1990a, b).

19.4.1.1 Topic Index
For the determination of thematic structures, it is

necessary to be certain of what is being

discussed. An initial convenient approach might

be to use the therapist’s process notes; however,

a more exact observation should be based on the

evaluation of video or audiotape recordings by an

observer who was not involved in the process.

Dahl introduced the method of the Topic Index to

psychoanalytic process research in a seminal

paper in 1972; this became an important source

for our ideas regarding how to organize a work-

ing model of focus-oriented process research.

The method of the Topic Index assumes that

patterns of thematic work can be represented by

configurational analyses of the statistical patterns

of single topics that are a part of the conversa-

tion. By using the therapist’s detailed knowledge

of his patient, “the analyst had identified

58 variables of specific interest in the case and

had coded the presence of each of these in

abbreviated transcripts of 363 sessions” (Dahl

1983, p. 42). Through the use of the statistical

technique of factor analysis, Dahl could extract

common variability among several of these clin-

ical topics, which were then represented as

descriptive mathematical organizations. The six

factors then were named, taking into account the

leading topics. A graphical representation

portrayed the type of information that resulted

from this procedure. Thus, the descriptive rich-

ness of a clinical case description was replaced

by quantitative preciseness, which allowed for

the determination of phases and foci.

It may be of historical interest that the case

was treated by an experienced analyst who, for

personal reasons, had to stop the treatment, and

the patient was handed over to a young female

candidate. The findings of Dahl’s study clearly

demonstrate the downhill course of the

treatment.

We first used this approach for a comparative

descriptive study of a patient’s and her analyst’s

topics over the course of the psychoanalytic case

of Amalia X: again, the two medical students

rather than the analyst extracted from the verba-

tim transcripts the presence or absence of topics

2 The PEP study group that was directed by Klaus Grawe

and Horst Kächele “Psychotherapeutische Einzelfallpro-

zessforschun” investigated two cases, one from Ulm (The

Student) and one from Berne (The Forward) with quite a

variety of process methods.
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in a sample of evenly distributed blocks of five

sessions over the whole course of treatment

(22 � 5 sessions) and weighted them in a simple

fashion. The resulting graph is a map of thematic

events and was used for the purpose of descrip-

tively mapping out the expansion of focal themes

(Thomä 1975).

We also used this approach for a systematic

description of the video-recorded, psychodynamic

short-term therapy (DER STUDENT), again by

using two external observers who recorded the

presence or absence of the tailored topics every

10 min. This procedure led to a fine-grained web

of a 5 � 29 session topic index for 10 topics. A

first version of the description was supplemented

by the therapist’s comments (Kächele et al. 1999,

Unpublished manuscript).

The summarizing technique regarding the

interrelations of the various topics is a special

issue that is still open because a correlational

approach implies that the correlations between

the variables remain stable over time (see

Luborsky’s comment to the P-technique 1995).

Stable correlations only report on the change of

factors’ scores; however, they miss the aim of

treatment, which relates to changing the

connections between topics. Therefore, other sta-

tistical models have to be used; as Russell and

Czogalik (1989) demonstrated, Markov models

can be useful for the analysis of the interlinking

of thematic sequences.

19.4.2 Core Conflictual Relationship
Theme

The second approach for identifying focal areas

was first performed by a continuous analysis of

the sessions of the case THE STUDENT by using

Luborsky’s CCRT method, with original cate-

gory system of Luborsky and Barber. The results

showed that ramifications of the wish formula-

tion can be found over the course of the

29 sessions, and these relate to the clinically

formulated focus topics (Kächele and Albani

2001). This same strategy was applied after

studying a large longitudinal sample of the psy-

choanalytic case of Amalia X (Albani

et al. 2003). The study used the hierarchal system

CCRT-LU of relationship categories.

The method of Core Conflictual Relationship

Theme (CCRT) was invented in the 1970s by

Lester Luborsky, and it was developed by him

and his collaborators at Pennsylvania University.

The method was intended for analyzing narrative

material in therapy session transcripts. Within

the relationship episodes, three types of relation-

ship elements were able to be identified and

coded, according to the three lists of standard

categories. The most frequent elements

constituted the core theme.

The development of the system CCRT-LU at

the universities of Leipzig and Ulm began with

the aim to rectify certain minor discrepancies in

the original CCRT category system. This led to

the complete redesign of the system structure

(Albani et al. 2008; www.ccrt-lu.org)—logically

unified is the second meaning of the acronym

suffix LU. The rich database that was available

made it possible to analyze the absolute

frequencies of CCRT-LU components, as well

as the complex structure of the data.

For the first time, the process of a long-term

psychoanalytic therapy was studied with the

CCRT method. The relatively large number of

reactions on the subject when compared to the

reactions for other CCRT studies may be because

this was a psychoanalytic therapy and the patient

was particularly encouraged to reflect her

feelings and thoughts. Though the negative

reactions of the objects and of the patient still

predominate the final phase of the therapy, a

significant increase in the positive reactions of

the patient became apparent. The patient also

described the reactions of the objects more posi-

tively at the end of the analysis, but these

changes could not be statistically established.

The component “subject-related wishes and

reactions of the subject” reveals that over the

course of the therapy, the patient was able to

expand her freedom of action and acquire new

competencies, and her depressive symptoms

decreased. Starting in therapy phase VII, Amalia

X (out of XXII) was in a position to perceive and

express aggressive wishes, and starting in ther-

apy phase XV, these gain relevance in action.
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Particularly, when this was contrasted with the

dominant feelings of dissatisfaction and fearful-

ness at the inception of the therapy, the change in

Amalia X became apparent.

Alongside the basic theme that was

manifested in each of the absolute highest fre-

quency categories (“nuclear conflict”), each of

the therapy phases also showed typical categories

that characterize thematic foci in the sense of

French’s focal conflicts and that can be

operationalized by the CCRT-LU method.

Thus, the CCRT-LU method makes it possible

to structure this material by content.

In contrast with a clinical description, which

uses metaphorical language to highlight a theme

according to the subjective assessment of the

clinical judges, investigation of the therapy

phases by the CCRT-LU method makes a more

differentiated (and less subjective) analysis of the

themes possible, which is observed in therapy

phase III. In the clinical description, the “bad

mother” takes center stage, while in the CCRT-

LU evaluation, other aspects emerge: “I feel

good” (regarding the patient’s newly gained/

regained freedom of action). While the clinical

description is limited to the transference config-

uration, the CCRT-LU method makes it possible

to access interpersonal aspects inside and outside

of the therapeutic relationship.

The CCRT method distinguishes different

dimensions of relationship elements. This can

be a reported reaction (R) that happened or the

wish of the patient (W). Reactions are divided

into the reaction of other relationship objects

(RO) or of the patient—subject (RS). The hierar-

chical system of CCRT-LU goes a step further:

ROS are the reactions of objects towards the

subject, while RSO is the opposite; ROO or

RSS are self-reactions of objects or subjects.

The strengths, as well as the limits, of the

CCRT-LU method stem from its confinement to

reports on relationship experiences by the patient

herself. In other words, the investigation remains

limited to those relationship experiences that the

patient perceived and verbalized. The method

provides no direct way of focusing on uncon-

scious material or of assessing defense

mechanisms at particular transcript points.

However, the patients follow—often uncon-

sciously—the repetitive schemas when describ-

ing the course of relationships. Hence, the

evaluation remains very close to the clinical

material, though it does reflect intrapsychic pro-

cesses in the narratives of the interactions.

In the case of Amalia X, one central relation-

ship pattern was found, which was represented

by the most frequent CCRT-LU categories and

could be seen as a “basic theme” or Freud’s

“Klischee” (Freud 1912):

• W: Amalia X wants to be understood by others.

• RO: Others are unreliable, dominant, and

refusing.

• RS: She, by herself, responds with anxiety and

feelings of guilt and draws herself back.

Moreover, the CCRT-LU category system

allows for the determination of specific relation-

ship patterns with different objects, including the

instant, repetitive schemes of Amalia X, the

teacher, with her school class (Albani

et al. 2008):

• WOS: She wants to be accepted and respected

by her pupils.

• WSO: She will be a good teacher for them.

• ROS: The pupils are undisciplined and do not

respect her.

• RSO: She manages to discipline the class

successfully.

• RSS: When reflecting upon this at home, she

is depressed and disappointed by herself.

Apart from this, we captured object specific

relationship patterns by using alternativemethods

of analysis (for detailed descriptions, see Pokorny

2008). For instance, similarities in her

descriptions between her relationships with her

father, her analyst, and her partner were found.

In this way, parallels between the patient’s

descriptions of her relationship with the therapist

and other objects can be examined by using the

CCRT method. Thus, the method makes it possi-

ble to capture structural aspects of the clinical

transference concept. Nevertheless, the interac-

tive aspects of the work on transference and the

concomitant countertransference are not cap-

tured by the CCRT method.

In regard to the CCRT method itself, it is not

possible to clarify how therapeutic changes arise.
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On the whole, the relationship between the

patient and her therapist seems to have been

satisfying and positive for her—no other relation-

ship is described with such a high rate of positive

reactions towards the object of interaction.

This study shows that the CCRT method

makes it possible to capture clinically relevant

interpersonal aspects of the psychoanalytic pro-

cess from the patient’s point of view, which

supports the Ulm process model. The analyst’s

contribution, however, is reflected only in the

patient’s narratives regarding her relationship

with the therapist. Use of the CCRT method

provides a way to structure the clinical material,

develop clinical hypotheses, and check therapeu-

tic focus during the course of therapy. This

method is easily learned for clinical application,

and the time that is required in formulating the

psychodynamic connections for clinical use is

minimal. Therefore, the method can accompany

treatment over time.

The CCRT method can also be used to ana-

lyze manifest dream contents along the treatment

process, which we demonstrated in a study on the

psychoanalytic case of a patient with an anxiety

neurosis who was called “Franziska” (Albani

et al. 2001a, b). Differences between relationship

patterns from episodes in dreams and from

narratives apart of the dream session could be

demonstrated. Relationship patterns in dream

episodes revealed wishes more explicitly, and

the most frequent responses were characterized

by wish fulfillment and satisfying relationship

experiences. However, narratives’ objects were

described as being distant and reluctant, and the

patient felt anxious and nervous.

19.4.3 Clinical-Guided Judgments

Our third approach to the identification of the-

matic foci refers to the application of scaled

assessments of clinical concepts in the case of

the patient Christian Y (Kächele 2009). The basis

of our study consisted of 11 � 5 sessions, which

were selected at intervals of 50 sessions. The

status of the treatment was evaluated by the sys-

tematic description of the process on the basis of

the five-session periods. This joint clinical dis-

cussion of the research group was preceded by a

classification of the 55 sessions, in random order,

in accordance with the following clinically rele-

vant concepts, which had to be rated on five-

point Likert scales with regard to their intensity

and degree of consciousness:

¼ Positive transference

¼ Negative transference

¼ Separation anxiety

¼ Castration anxiety

¼ Guilt anxiety

¼ Shame anxiety

¼ Diffuse anxiety

¼ Insight

¼ Working alliance

Evaluation of this guided clinical rating was

carried out by three judges; the therapist was one

of these judges. By using the factor analysis, the

following five factors were identified:

Factor 1: Working alliance (assessed by rater B

and C)

Factor 2: Positive transference as a defense

against separation anxiety

Factor 3: Diffuse anxiety with aggressive

transference

Factor 4: Working alliance (assessed by the

analyst)

Factor 5: Shame and guilt anxiety

On the basis of our detailed clinical knowl-

edge and of the understanding of the course of

treatment that was achieved by the research

group in the systematic description study, we

tentatively formulated four focus-related periods

of treatment (we call them “periods” here to

distinguish them from “phases” that are

described above):

Period 1 (sessions 1–5, 51–55, 101–105): main-

tenance of defense

Period 2 (sessions 151–155, 201–205): intensifi-

cation and access to consciousness of the early

positive object relation in the transference

Period 3 (sessions 251–255, 301–305, 351–355):

alternation of pregenital-positive clinging

transference and aggressive distancing in the

transference

Period 4 (sessions 401–405, 451–455, 501–505):

consolidation of the aggressive transference
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Period 1 is characterized predominantly by

a friendly attitude on the part of the patient,

who approaches the analytical process with a

great deal of interest and seemingly good

defenses, which is judged based on the verbal

exchange within the sessions. The problem of

separation emerges only incipiently in the

transference; the aggressive transference is

predominantly unconscious and not very

intense. Feelings of guilt and shame alternate

in their intensity.

Period 2 is characterized predominantly by

the mobilization of the separation problem in

the analytic situation; aggressive aspects of the

transference are manifested only in individual

sessions.

In period 3, the therapeutic aim of reactivating

aggressive impulses in the transference, which

underlines the severe anxieties, is achieved for

the first time; at the same time, the alternation

with a symbiotic-clinging position is marked.

In period 4, one can discern a perceptible

decline of the friendly, conciliatory object rela-

tion, which is replaced by an openly negative

aggressive transference.

It should be noted that this study was

performed when the treatment was not yet

completed; therefore, future periods are to be

expected when the entire course of analysis that

lasts for approximately 1,200 sessions is studied.

The clinically derived focus formulations

were then checked by a formal algorithm. By

using the five factors of the rating investigation,

discriminant analysis was used to calculate linear

functions by which the membership of the indi-

vidual session within the four periods can be

predicted (see Table 19.1). In this way, each of

the 55 h is assigned by the discriminant analysis

to one of the four periods. The comparison of the

predicted and real period membership confirmed

the relative homogeneity of each of the four

periods in terms of the sessions that were

assigned to them.

The overall rate of the correct prediction,

58 %, is 2.3 times higher than the 25 % that is

expected by random rating. With the exception

of period 3, we find a dominating type of session

in each period; the results of period 3 clearly

indicate that all four types of sessions are parsed

over this period, which indicates that there was

no stable topical preference. Let us note that this

prediction was based on the values of the five

factors only, which correspond clinically to the

focal schemes, which we created based on our

joint clinical discussion.

Conclusion

The empirical approaches mentioned in this

chapter are just a few examples from the field

of single-case methodologies that have been

developed over the last few decades. A future

step in our endeavor regarding the develop-

ment of descriptive tools for the identification

of focally determined phases in analytic

treatments is based on the combination of

the clinically derived, through the use of sys-

tematic and controlled judgment procedures,

ratings of clinically relevant concepts with a

more stringently definable computer-assisted

content analysis tool (Kächele and

Mergenthaler 1983; Mergenthaler 1985;

Kächele 1986). We would underscore that

the empirical attempt to test psychoanalytic

process theories needs descriptive tools that

are capable of mastering the large amount of

data that is involved in such a task.

We are convinced that psychoanalytic pro-

cess research has to start from the clinical

experience, which can lead to the introduction

of new observational tools that can be checked

in regard to their appropriateness. Once we

are able to go beyond clinical descriptions,

we may be in a better position to decide

which model of process fits the data best.

Then, the clinical issue can be solved

Table 19.1 Classification matrix of the discriminant

analysis in the case of Christian Y

Observed

period

Predicted period

Total Correct1 2 3 4

1 12 0 2 1 15 80 %

2 2 6 1 1 10 60 %

3 3 4 5 3 15 33 %

4 5 1 0 9 15 60 %

Total 22 11 8 14 55 58 %
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regarding what the relationship between the

various phases of treatment may be and what

its relevance for the ultimate treatment

outcome is.
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Kächele H, Albani C (2001) Die Arbeit an einem

zentralen Beziehungsmuster als Musterbeispiel

klinisch relevanter Empirie (Work on a core conflic-

tual relationship pattern as a sample of clinically rele-

vant research). In: Cierpka M, Buchheim P (eds)

Psychodynamische Konzepte. Springer, Berlin, pp

169–190
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und Theorie der Pubertätsmagersucht. Huber/Klett,

Bern/Stuttgart; English (1967) Anorexia nervosa.

Yale University Press, New Haven
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Abstract

This chapter describes a variety of qualitative

methods that can be used within psychother-

apy process research (PPR). After a general

introduction of qualitative PPR, this chapter

focuses on research design, sampling, data

collection, and data analysis. This chapter

offers a dimensional conceptualization, espe-

cially for data collection and analysis, which

provides organization to the different methods

employed to collect and analyze data in quali-

tative PPR. Finally, quality criteria for this

type of research are examined and briefly

discussed.

20.1 Introduction

Teaching qualitative research methods in

psychology-related fields is often a qualitative

endeavor in itself. How do we create a space for

the curious mind to understand the nature of this

research attitude while providing specific tools so

students can leave the classroom and start with a

research project?

Teaching is our fascinating work, which

motivated us to think deeply about how to intro-

duce methods so that they accompany and
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stimulate students as they develop into academic

researchers. This is the starting point of this

chapter. First, we present the landscape of the

qualitative research field. In a recently published

special issue, “Qualitative Researchers at Uni-

versity” (Mörtl 2012), generations of qualitative

researchers (graduate students, research

assistants, and professors) voice their

experiences and perspectives on the practice of

qualitative research in the academic setting. They

indicate that the following three factors are

needed to become a good qualitative researcher:

(1) Knowledge of methodology to master the

general principles inspiring and governing

qualitative inquiry, which is assured by

acquiring an understanding of the theory (phi-

losophy) of science and related historical

knowledge

(2) Knowledge of methods to master the ability to

select and implement the appropriate research

design, sampling, data collection, and data

analysis procedures for a specific qualitative

project, which is assured by learning many

classic and contemporary methods

(3) Nurturing professional relationships to main-

tain equilibrium between freedom and struc-

ture to conduct a project, which is assured by

supportive colleagues and supervisors

accompanied by critical reflection and dis-

cussion within the research project

This chapter contributes to knowledge of the

methods used in qualitative PPR, though we will

also address general methodological issues at the

beginning and end of the chapter (for more on

these issues, see Frommer and Rennie 2001; Lutz

and Hill 2009; McLeod 2011, 2013; Timulak

2008). For an application of qualitative methods

to process research, see Chap. 21). We first intro-

duce the reader to qualitative PPR as well as the

research design and sampling issues encountered

in this type of research. Then, we turn to methods

of data collection and data analysis. We conclude

by addressing quality criteria within qualitative

PPR (for an analogous treatment of qualitative

outcome psychotherapy research, see Chap. 27).

While it may be easier to clearly distinguish

between the investigation of the process and out-

come using a quantitative approach (see, e.g.,

Chaps. 13 and 26), in qualitative research,

processes and outcomes are more often studied

with reference to their connections. This is why,

unlike in quantitative research, in qualitative

research, several overlaps exist between the

methods used to investigate the process and

those used to investigate the outcome.

20.2 Qualitative Psychotherapy
Process Research

20.2.1 Quantitative Versus Qualitative

Quantitative and qualitative1 approaches are the

most widespread empirical research approaches

in contemporary social, psychological, and

behavioral sciences. At a general and pragmatic

level, quantitative research relies on numbers to

fulfill its research goals, while qualitative

research relies on words and language (Gelo

et al. 2012; Hill and Lambert 2004). Nonetheless,

these two approaches may be differentiated by

the historical, philosophical, and methodological

issues about which there is a richly articulated

discussion in the scientific community (see,

e.g., Gelo 2012; Slife 2004; and Chap. 4).

Our experience as researchers suggests that

the blunt categorization of a research approach

as either qualitative or quantitative is void in

conducting actual research. For example, com-

plex interpretive text analyses are often

supported by frequency calculations, while

numerical data must be conceptualized before

statistical analyses can be conducted or

interpreted. Quantitative and qualitative research

approaches should be considered the prototypical

extremes of a continuum along which each

research project is located. Nonetheless, we con-

sider it useful to summarize the aspects that dif-

ferentiate these poles.

1 Quality and quantity were two of Aristotle’s ten

categories in which quality refers to the nature of an

object (What is it? white, black, straight, curved, etc.),

while quantity refers to the amount of an object or its

attributes (How much? two, three, a specific length, etc.).

Kant (2002/1788) revised these categories and formulated

the following four categories (with three subcategories

each): quality, quantity, modality, and relation.
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According to Gelo et al. (2008, 2009), for

example, the following key terms may be used

to describe the quantitative-qualitative dichot-

omy: nomothetic (generalizing) vs. idiographic

(individualizing), explanation (prediction)

vs. comprehension (interpretation), deduction

(theory driven) vs. induction (data driven),

experimental vs. naturalistic, causal validity

vs. interpretive validity, and generalizability

vs. transferability (see also, Ponterotto 2005). In

a standard German textbook on qualitative social

research, Lamnek (2010) provides a similar out-

line with two poles. In addition to the differences

described by Gelo et al. (2008), Lamnek

distinguishes among the following categories:

objective vs. subjective, ahistorical

vs. historical, closed vs. opened, predetermined

by researchers vs. relevance system of the

investigated, distance vs. identification, statisti-

cal vs. dynamic procedural, rigid vs. flexible,

particular vs. holistic, and high vs. low scales of

measurement. McLeod (2011) also distinguishes

among paradigmatic vs. narrative approaches.

Again, these authors argue that these

dichotomies are ideal—or extreme—types

along a quantitative-qualitative continuum.

They do pinpoint some implicit and explicit

differences, but these rigid categories can never

do justice to the internal complexity of any

method. The properties by which we distinguish

quantitative from qualitative research should be

considered, although to different extents, com-

plementary, and enmeshed.

Furthermore, quantitative and qualitative

approaches can be formally combined through

the so-called mixed-method research (Gelo

et al. 2008, 2009; Hanson et al. 2005). The core

idea guiding such an approach is that quantitative

and qualitative approaches may be combined

either concurrently (as in the very popular trian-

gulation approach) or sequentially (in which a

researcher follows a qualitative and then a quan-

titative approach, or vice versa) (see Hanson

et al. (2005) for a systematic review). Finally,

this chapter will clarify that some qualitative

methods tend to be more closely associated

with quantitative research than others are, espe-

cially methods for data analysis.

20.2.2 Qualitative Research

Outlining the field of qualitative research prac-

tice is a challenge. In the introduction of the

classic Handbook of Qualitative Research,

Denzin and Lincoln (2005) provide the following

definition of qualitative research:

Qualitative research is a situated activity that

locates the observer in the world. It consists of a

set of interpretive, material practices that make the

world visible. These practices transform the world.

They turn the world into a series of

representations, including field notes, interviews,

conversations, photographs, recordings, and

memos to the self. At this level, qualitative

research involves an interpretive, naturalistic

approach to the word. This means that qualitative

researchers study things in their natural settings,

attempting to make sense of, or interpret, phenom-

ena in terms of the meanings people bring to them.

(p. 3).

The authors continue by stating that qualita-

tive research emphasizes “processes and

meanings that are not experimentally examined

or measured (if measured at all) in terms of

quantity, amount, intensity, or frequency”

(p. 10), while quantitative research “emphasizes

the measurement and analysis of causal

relationships of variables and not processes”

(p. 10). Similar outlines can be found in the

qualitative method textbooks written by McLeod

(2011) and Barker et al. (2002). As McLeod

(2011) affirms, “the primary aim of qualitative

research is to develop an understanding of how

the social world is constructed” through social

practices, actions, conversations, and stories,

which, in turn, present a narrative structure

(McLeod 2011, p. 3). Therefore, qualitative

research may be placed within a constructivist-

interpretivist framework (Gelo 2012; Ponterotto

2005), which emphasizes emphatic participation
and interpretative processes of a hermeneutic

nature (Rennie 2012) aimed at incorporating the

individual, particular, in-depth, and contextual
nature of meaning (see Rennie (2012) for a

meta-methodology of qualitative research).

However, qualitative research is not necessar-

ily characterized by a single paradigm, method-

ology, theory, method, or discipline (Denzin and
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Lincoln 2005; Mcleod 2011; Hill and Lambert

2004; Ponterotto 2005). To the contrary, qualita-

tive projects are often influenced by paradigms

besides the constructivist-interpretivist view, are

multi-method, and apply more than one interpre-

tive practice on a variety of empirical material

depending on the context (see Nelson et al. 1992

cited in Denzin and Lincoln 2005). Polkinghorne

(2005) affirms that qualitative research is an

“umbrella term” (p. 137), which can include a

variety of approaches and methods. Denzin and

Lincoln (2005) define the researcher as a

“bricoleur” or “quilt maker” who will use,

invent, or combine the necessary tools to investi-

gate the phenomenon of interest (see also,

McLeod 2011). Taking these considerations to

heart, our attempt to map qualitative methods in

PPR seems futile and necessarily limited. None-

theless, it is worth outlining some of the common

core aspects of this type of research.

20.2.3 Qualitative Research and the
Psychotherapeutic Process

The psychotherapeutic process includes all the

events occurring either within or between therapy

sessions, which include the “actions, perceptions,

intentions, thoughts, and feelings of the patient

and therapist, as well as the relationship between

them” (Orlinsky et al. 2004, p. 313). Thus, quali-
tative PPR investigates these therapy processes,

and their eventual contribution to a successful

outcome, through qualitative methods.2

Notwithstanding the differences that may be

observed among the existing approaches, quali-

tative PPR may be generally characterized by the

following: (1) primary use of non-numerical,

languaged data Polkinghorne 2005; (2) data

that are analyzed through interpretative-herme-
neutical procedures Rennie 2012; (3) provide a

deep understanding of participant perspectives

on the therapeutic process, their experience dur-

ing the course of therapy, and the communicative

(inter)actions through which this process is

shaped (see Lutz and Hill 2009; Lutz and Knox

2013; Frommer and Rennie 2001; McLeod 2011,

2013).

Point (3) highlights the fact that qualitative

process research includes several aims at two

main degrees of resolution, which we will illus-

trate using the metaphor of a photographic lens

[for an elaborate discussion, see Mörtl and

Lamott (2010)]. Qualitative PPR uses a wide-

angle objective to capture a whole scene and

obtain a view of the gestalt of the phenomenon

at a low degree of resolution. This, which may be

called qualitativemacro-process research, occurs

when broad research questions are posed about

the general subjective experiences about the

therapy process of clients, therapists, and, even-

tually, third parties, such as family members

[e.g., “How does the expectation of cognitive

behavioral therapy differ in good and poor out-

come clients” (Westra et al. 2011) and “Patients’

experiences of change in cognitive–behavioral

therapy and psychodynamic therapy” (Nilsson

et al. 2007)]. A second research strategy zooms
into the details of an image to visualize as much

microscopic detail as possible. This, which may

be called qualitative micro-process research,

occurs when less holistic questions are posed at

a high degree of resolution about specific phe-

nomena. The focus here is on the way clients and

therapists organize their experiences during the

course of the sessions [e.g., “Narrative processes

in the formation of a therapeutic system” (Laitila

et al. 2001) and “Clients’ subjective experience

of significant moments during the exploration of

problematic reactions” (Watson and Rennie

1994)] as well as about the properties of the

within-session conversational and dialogical

exchange between the client(s) and therapist

(s) [e.g., “How therapists and clients comanage

relational disaffiliation” (Muntigl and Horvath

2014)].

Both approaches are qualitative in the more

conservative definition provided by Denzin and

Lincoln (2005) or Gelo et al. (2008). On the one

2Although investigations of the contribution of the thera-

peutic process to clinical outcomes is known as process-
outcome research (see Orlinsky et al. 2004), sometimes

the term process research is used to refer to the investiga-

tion of the process as well as of the process-outcome

relationship (see Chap. 13).
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hand, macroanalytic studies usually make use of

data collected through qualitative interviews and

open-ended questionnaires completed after several

sessions or the end of the treatment. These data are

then analyzed by focusing on the content of the

collected material as in grounded theory

(Chap. 22) or consensual qualitative research (see

Chap. 23). On the other hand, microanalytic

approaches utilize the data collected mainly by

recording and transcribing therapy sessions,

which are then analyzed with procedures that

focus on the structure of the transcribed material

as in conversational analysis. Some microanalytic

approaches involve a second quantitative step.

This occurs when transcripts are analyzed through

category systems or ratings scales and when the

results of an initial qualitative interpretation of

transcripts are transformed into frequency counts

and then analyzed statistically.

20.3 Research Design

In the method-supervision work, our experience

is that students come with a more or less specific

research idea. After facilitating a space to think

and elaborate more what the specific phenome-

non they are interested in, students usually strug-

gle with how to practically design the research

study. Gelo et al. (2008) describe the research

design as “the plan of actions or structure which

links the philosophical foundations and the meth-

odological assumptions of a research approach to

its research methods [. . .], to provide credible,

accountable and legitimate answers to the

research questions” (p. 272). Research design

decisions are sometimes challenging for less

experienced students and must be made along

the following three dimensions: (1) naturalistic

vs. experimental, (2) single case (intensive)

vs. group (extensive), and (3) cross-sectional

vs. longitudinal.3 Each dimension is presented

as a dichotomy for heuristic reasons but

represents a continuum.

20.3.1 Naturalistic Versus Experimental

Naturalistic design refers to the limited degree of

control that can be imposed on the research

setting and structure. The fundamental assump-

tion of such a design is that the phenomenon is

best observed and understood when investigated

without external constraints or control. The nat-

ural context of observation is considered essen-

tial for a deeper and articulated understanding
rather than a source of variability to be con-

trolled. Most qualitative psychotherapy process

studies are naturalistic in this sense.4 Experimen-
tal designs, on the contrary, are characterized by

a high degree of control over confounding

variables, which is necessary to make valid

causal inferences about the relationship between

independent and dependent variables (Barker

et al. 2002; Campbell and Stanley 1963; Kazdin

2003). To our knowledge, no qualitative study

within PPR has adopted an experimental design,

which is not surprising because some qualitative

researchers believe that experimental control

denatures the object being investigated. How-

ever, it is possible that you could use research

results on the effectiveness of psychotherapy

interventions and manualize their causal link, so

therapists can test the hypothesis in an experi-

mental clinical setting. We do not need to men-

tion the ethical implications of such an approach,

and hence the reason why there have not been

experimental studies in this sense. Nonetheless,

studies adopting a mixed-method approach [i.e.,

studies combining quantitative and qualitative

methods; see Gelo et al. (2008, 2009) and

Hanson et al. (2005)] may combine a quantitative

3Decisions about these three dimensions must also be

taken when following a quantitative or mixed-method

approach (see Chaps. 12 and 13).

4Within the context of quantitative PPR, some authors

use the term naturalistic to refer to non-experimental
research designs. We prefer to reserve the term naturalis-

tic for qualitative research designs and use the term cor-
relational or passive-observational for non-experimental

quantitative research designs.
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experimental design with a qualitative naturalis-

tic design (e.g., Palmer and Cochran 1988).

20.3.2 Single Case (Intensive) Versus
Group (Extensive)

The next research design decision must be made

about adopting a single-case (intensive) or group

(extensive) design (Barker et al. 2002; Chassan

1979; Swanborn 2010). In qualitative single-case

(intensive) designs, the researcher aims for an

in-depth analysis by reconstructing and under-

standing an individual case (N ¼ 1; within-case
variation). These designs belong to a qualitative

subclass of so-called systematic case studies,

which distinguishes them from clinical case stud-

ies in which no systematic procedure for data

collection or analysis is used (Iwakabe and

Gazzola 2009, p. 603). An interesting variant is

themultiple-case design (Yin 2003) in which two

or more single-case cases are investigated to

highlight differences not only within but also

between the cases (e.g., Stiles 2001). In qualita-

tive group (extensive) designs, the researcher is

interested in the in-width analysis of several
subjects (between-case variation) that may be

considered with reference to one or more groups

(e.g., Nilsson et al. 2007).5

20.3.3 Cross-Sectional Versus
Longitudinal

Finally, students have to decide about whether to

adopt a cross-sectional or longitudinal design

(Barker et al. 2002; Kazdin 2003). Qualitative

cross-sectional designs are used to investigate

one phenomenon in one or more groups of

subjects at one specific time. For this reason,

they may also be referred to as synchronic

designs. Most studies that use qualitative

interviews are of this type (e.g., Nilsson

et al. 2007). Qualitative longitudinal designs are

used to investigate temporal developments and

changes over time for a phenomenon of interest

in one or more subjects. For this reason, they may

also be referred to as diachronic designs. Most

qualitative studies examining session transcripts

or open-ended questionnaires adopt such a

design (e.g., Stiles et al. 1991) (Information can

be collected from participants that spans time

retrospectively, e.g., by asking what happened

during the course of a treatment, or prospec-

tively, e.g., by asking what you think will happen

during the course of a treatment. As long as this

information is collected at a single time, this

represents a cross-sectional design.) Qualitative

single-case designs are generally, but not always,

longitudinal, while group designs are cross-

sectional.

20.4 Sampling

Sampling strategies address the selection of the

participants to be investigated and the criteria

according to which they should be identified.

These may be subjects, processes, events,

contexts, settings, etc., depending on the nature

of the research question. In the following, how-

ever, we will talk about participants, as this is

usually the reference point in qualitative research

sampling techniques. In empirical research, two

general classes of sampling strategies can be

identified: probabilistic and non-probabilistic
(see Onwuegbuzie and Leech 2007). Probabilis-

tic sampling [e.g., simple random sampling, sys-

tematic random sampling, stratified random

sampling, and cluster random sampling; see

Gliner et al. (2009)] makes use of randomness

to ensure that each participant in the population

of interest faces the same probability of being

included in the sample. This type of sampling is

considered the gold standard of quantitative

research, especially the randomized clinical trial

(RCT; Hsu 1989; see Chap. 26), because it

maximizes the likelihood of adequate generaliz-

ability of the results from the sample to the pop-

ulation. Conversely, non-probabilistic sampling

requires that the researcher “purposely” use

5 The difference between extensive and intensive designs

(Sayer 1992) is analogous to the difference between

P-technique and R-technique (Cattell 1952; see Molenaar

and Campbell 2009) and is very generally related to the

nomothetic vs. idiographic distinction (see Molenaar

2004; Salvatore and Valsiner 2010).
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criteria besides chance to select the units to be

included in the sample (Patton 1990). For this

reason, it is also referred to as purposeful sam-

pling. This type of sampling strategy is the gold

standard of qualitative research in psychotherapy

and most quantitative process and process-

outcome research (see Chap. 12) because it

maximizes the collection of rich data and

produces a deep understanding of the phenome-

non under investigation (Flick et al. 2004; Patton

1990).

Depending on the research purpose of a quali-

tative study, several types of purposeful sam-

pling strategies may be identified within the

qualitative approach as currently applied in PPR

(see Flick et al. 2004; Koerber and McMichael

2008; Luborsky and Rubinstein 1995;

Onwuegbuzie and Leech 2007; Patton 1990).

These may be considered with regard to basically

two conditions: (1) you a priori know who you

want to sample because they have relevant infor-

mation regarding your research question, or

(2) you are not entirely sure who might give

you uncovering insights into a specific phenom-

enon, and you decide on the way which people

have to be selected. In the first case, you may

decide to make use, for example, of convenience
sampling (which selects participants based on

their accessibility), homogeneous sampling

(which selects participants based on

commonalities), maximum variation sampling

(which selects cases based on their being differ-

ent from each other), and typical and extreme/
deviant case sampling (which selects cases based

on their being, respectively, usual or unusual);

these strategies of purposeful sampling are typi-

cal of most qualitative studies (see Onwuegbuzie

and Leech (2007) for a more exhaustive

account). In the second case, you will make use

of theoretical sampling [which selects

participants based on the theoretical relevance

they show to have during the analysis process

which goes parallel to sampling and data collec-

tion; Glaser and Strauss (1967); see also Imelda

(1997)].6 Purposeful sampling is also typical of

qualitative studies that utilize grounded theory

(see also Chap. 22).

20.5 Data Collection

After designing, the next step in a study process

is to start collecting the data. At a very general

level, data collection is the process of systemati-

cally gathering information about the phenomena

under investigation. (According to its etymology,

from the Latin datum, something given, data are

themselves the result of a process of

co-construction among those involved in the

research: the one giving information and the

one receiving the information. It might even be

possible to talk about data construction (see

Valsiner 2010). In qualitative research, we

address qualitative data, which are characterized

by their non-numerical, languaged form.

According to Polkinghorne (2005), “languaged

data are not simply single words but interrelated

words combined into sentences and sentences

combined into discourses” (p. 138). Note the

two observations. The languaged format can be

the final format that qualitative researchers

examine. In most cases, the data are collected

directly in this format through both observation

6 Theoretical sampling was introduced into the classic

grounded theory by Glaser and Strauss (1967). The

researcher cannot know whom to interview a priori

because the phenomenon is still being explored. Sampling

begins with one subject who promises “to maximize the

chances that aspects of the phenomenon will emerge

clearly in the initial stages” (Dourdouma and Mörtl

2012, p. 99). Then, after having analyzed the data pro-

duced by this first subject, the researcher uses this new

understanding to decide which subject should be selected

as the second case, etc. (see the concept of the hermeneu-
tic circle). This process stops when informational and

theoretical redundancy (i.e., saturation, Morse 1995) is

reached. In their first study about awareness of dying

(1965), Glaser and Strauss examined the clinical practice

with dying patients in medical institutions [interview with

Strauss, published in Mey and Mruck (2007)]. Led by

their personal experience with dying relatives, they

began with an implicit hypothesis that influenced their

sampling. They began with a premature infant station

and progressed to a cancer station, which provided them

with a broader understanding of the phenomenon of inter-

est. During their fieldwork, they documented new theoret-

ical insights that influenced the subsequent collection,

which is the principle of theoretical sampling (Legewie

and Schervier-Legewie 2004, p. 72).
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and self-reporting (see below in this section).

Qualitative researchers may also be interested

in pictorial or video information. Once collected,

this information must be translated into a

languaged format to be analyzed (see Przyborski

and Slunecko 2012). Sometimes this means tran-

scribing the data, but also if you apply computer

techniques which do not make transcription nec-

essary, the categories that you will develop dur-

ing the analysis will, so to say, create languaged

data on a secondary level.

Turning now to the specific methods of how to

collect the data, within the domain of PPR, qual-

itative researchers are usually interested in two

main types of phenomena: patient or therapist

subjective experiences related to in-therapy pro-

cesses and the communicative (inter)actions

shaping these processes (see Rennie 2012). Dif-

ferent strategies and procedures of data collec-

tion may be used depending on the interests of

the researcher (see Fig. 20.1, x-axis) [see Elliott

et al. (2001), Lutz and Hill (2009), McLeod

(2011, 2013), Timulak (2008). For an account

in clinical psychology, see Barker et al. (2002)].

Researchers interested in in-therapy communica-

tive (inter)actions primarily utilize qualitative

observational methods through which they pro-

duce a narrative account of naturally occurring

talk and (inter)action, such as recording psycho-

therapy sessions. However, researchers inter-

ested in patient or therapist subjective

experiences primarily utilize self-reporting

methods to elicit personal (spoken or written)
accounts of their inner state of affairs from the

subjects, such as qualitative interviews and

questionnaires. In some cases, a combination of

these methods may be used.

However, these different strategies and

procedures for data collection may also vary by

their degree of structuredness (i.e., less

structured vs. more structured; see Fig. 20.1,

y-axis). We define the structuredness of a data

collection method with regard to two main

aspects: the degree of standardization of the

information sought (i.e., the extent to which the

composition of a method is always the same and

thus imposes constraints) and the degree of free-

dom in how the information is gathered (i.e., the

extent to which a method is flexible and the data

obtained can be more freely produced by the

participants).7 Thus, some of the methods of

data collection described above are less

structured, while others are more structured (see

Fig. 20.1, y-axis).

These different strategies and procedures of

qualitative data collection both allow the

researcher to gather data in the form of

languaged text (compared to quantitative data

collection methods, which allow data collection

in the form of numbers; see Chap. 12), which will

be then analyzed through specific data analysis

procedures. The less structured the data collec-

tion, the more possibilities for data analysis. On

the contrary, the more structured the data collec-

tion, the more confined the choice of data analy-

sis method (e.g., if a highly structured open

questionnaire produces one-sentence answers,

an in-depth qualitative analysis will not be

feasible).

20.5.1 Qualitative Observation

There are two main ways of producing textual

data through observation in qualitative PPR

(on the use of observation in qualitative outcome

research, see Chap. 27). One prominent method

consists of audio or video recording therapy

sessions. These represent a specific case of social

interaction in its natural occurrence, which may

be of great interest to researchers. Audio and

video recordings have become more popular dur-

ing the last decade due also to technical

developments. Video recordings often yield the

richest data because they capture the spoken

words as well as body language, tone, speed,

etc. Some of the data-analytic methods focus on

clinically meaningful processes, may utilize

these tools. Nonetheless, many researchers prefer

to obtain verbatim transcripts from the audio and

video recordings according to transcription

standards (e.g., Mergenthaler and Stinson 1992;

Jefferson 2004) that allow transcription not only

7 The distinction is usually made between open-ended
(i.e., with low constraints) and closed-ended (i.e., with

high constraints) modalities of data collection (see Barker

et al. 2002).
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of linguistic but also of para- and extralinguistic

speech features to different degrees. This

method, although extremely time and energy

consuming, may represent an advantage for

researchers specifically interested in the

in-depth analysis of the conversational structure

of a patient-therapist talk but is also used to

analyze clinically meaningful processes.

Depending on the research interests, recordings

may be produced of one, several, or all sessions

of one or more treatments.

Audio and video recording psychotherapy

sessions and their eventual verbatim transcriptions

represent the least structured way of collecting

languaged data. Other low structured strategies of

qualitative observation exist, which are very simi-

lar to field observation in traditional ethnographic

studies. This is the case, for example, when the

researcher following an open-ended strategy takes
notes or keeps diaries regarding different aspects

of the therapeutic process (see Fig. 20.1, y-axis).

This method represents a second, less widespread

method of collecting data in PPR through qualita-

tive observation (of naturally occurring contexts).

When, as in most of these cases, the researcher is

the therapist, this type of observation is a special

case of participant observation (Barker et al. 2002;
Flick et al. 2004), which is frequently used in

narrative/clinical case studies (see Barker et al.

2002; Iwakabe and Gazzola 2009). Finally, many

languaged documents reflecting the activity of the

clinician as observer, such as medical termination

reports in a psychiatric institution, are examples of

data collected through more structured qualitative

observation.8 Data collected in this way are usually

analyzed through content analysis and sometimes

depict the subjective experiences of the therapist as

a participant observer.

20.5.2 Qualitative Self-Reports

While in the natural sciences observation is the

only way of collecting data about a phenomenon,

IPR, BSR 
Narra�ve interview, 

Free associa�on

- Observa�on -
Documenta�on

by therapist or researcher
about the observed process

- Wri�en self-report -
Ques�onnaires or documenta�on

by pa�ent or therapist
about their experienced process

Explora�ve/
Low structured

Confirma�ve/
Highly structured

- Verbal self-report -
Interviews

with pa�ent or therapist
about their experienced process

Projec�ve tests 
(e.g. AAP, Rorschach)

Semi-structured interviews
(e.g. Change Interview, NAI, 

Private Theories)

Highly structured interviews 
(e.g. diagnos�cs: SCID)

OPD interview, AAI

Clinical process documenta�on,
Free observer/field notes

Recorded therapy sessions,
Process documenta�on and

Free self-reflec�ve notes

Ques�onnaires with open 
response fields (e.g. HAT)

Structured observer 
documenta�on 

Fig. 20.1 Qualitative data collection methods map.

Arrows indicate that the application of the relating

methods can vary in a specific range. Methods mentioned

in the map (from top left to bottom right): SCID
Structured Clinical Interview for DSM-IV, OPD

Operationalized Psychodynamic Diagnostics, AAI Adult
Attachment Interview, NAI Narrative Assessment Inter-

view, AAP Adult Attachment Pro- jective, IPR Interper-

sonal Process Recall, BSR Brief Structural Recall, HAT
Helpful Aspects of Therapy

8When the researcher employs data previously collected

by someone else for purposes other than those of the study

in which the researcher is currently engaged (such as

reports collected with diagnostic or documentary aims),

these data are secondary (or archival) data. Primary data
represents information collected for the first time by the

researcher for that study.
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in the human and social sciences in general, and

in the psychotherapeutic sciences in particular,

asking the subject directly about the phenomenon

of interest is possible. In these self-report

methods, the participant is asked to provide the

information of interest to the researcher (Barker

et al. 2002). The advantage of asking the partici-

pant about his/her inner experiences directly is

that you will get accounts that might not have

been explicit in the observation, for example,

experiences in moments of silence and in general

feelings and thoughts that are not expressed to

the therapist and stay unspoken of on the record-

ing. It should be thus noted that the difference

between textual data collected by means of,

respectively, qualitative observational and quali-

tative self-report methods is a difference of per-

spective: the perspective of the observer/

researcher in the first case vs. the perspective of

clients and/or therapists in the second case.Qual-

itative self-report methods are characterized by

open-ended questions, which prompt the subject

to provide a languaged answer about the

investigated issue.9 Depending on whether these

questions are posed within a conversational con-

text, we may distinguish between methods that

produce spoken accounts (i.e., qualitative

interviews) and methods that produce written

accounts (i.e., qualitative questionnaires and

other written accounts) (see Fig. 20.1, x-axis).

20.5.2.1 Qualitative Interviews
Qualitative interviews may vary by their degree

of structuredness (Barker et al. 2002; Knox and

Burkard 2009; Patton 1990; see Fig. 20.1,

y-axis): the less structured the interview protocol

used by the interviewer, the more explorative and
idiosyncratic the process of data collection (as in

the case, for example, where a researcher is flexi-

bly interested in the elaborate exploration of a

few issues), and, consequently, the more articu-

lated and in-depth the collected subjective

experiences.

The most unstructured and explorative

method is free association. A more concrete but

still explorative method is the narrative inter-
view [Schütze (1983); see also McLeod (1997)]

in which the interviewee is simply invited to

narrate (i.e., to tell a story) the phenomenon of

interest (see Fig. 20.1). The interview protocol

consists of one opening question (e.g., “Tell me

about moments of silence in your psychother-

apy”) and then allows the interviewee to struc-

ture the narration (see Kvale 1996). These

methods not only allow content analysis but

also a structural analysis of the given data,

because of the way a participant decides to nar-

rate his story in his very unique way. The

researcher will not direct the participant and

will not introduce a priori formulated themes.

At an intermediate level of structuredness are

semi-structured interviews, which are among the

most commonly used methods of data collection

in qualitative PPR. The protocol is organized

around a relatively small number of topics,

which represent the main issues of interest to

the researcher. For each topic, an open-ended

question is prepared. Nonetheless, depending on

the course taken during the interview, both the

formulation and sequence of the questions may

be changed in a flexible and creative way by the

interviewer (Knox and Burkard 2009). The more

topics you include in a protocol, the less articu-

lated and in-depth the information collected.

Consistent with the notion of qualitative research

as bricolage (Denzin and Lincoln 2005; McLeod

2011), the researcher can tailor ad hoc interview

protocols consistent with the specific project and

research questions (e.g., Williams and Levitt

2007). Nonetheless, some researchers have pro-

posed standardized semi-structured interviews to

increase the comparability of results. A prototyp-

ical example is the Change Interview (Elliott

et al. 2001), which includes eight questions

exploring the client’s subjective experience:

(1) “how was being in therapy”; (2) “what has

changed”; (3) “which were the causes of the

changes (both inside and outside the therapy)”;

(4) “what was helpful about the therapy”;

(5) “what was hindering about the therapy”;

(6) “what was difficult but OK”; (7) “what was

missing from the treatment”; (8) “what has it

9 On the contrary, quantitative self-report methods are

characterized by closed-ended questions, whose answers

are recorded on a scale, generating thus numerical data
(see Chap. 12).
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been like to be involved in this research”; and, as

a final question, (9) “what are the suggestions for

the therapy of the study.” Although the Change

Interview is usually considered a data collection

instrument used in qualitative outcome research

(see Chap. 27), because it explores not only cli-

ent experiences about what changed but also why

it might have changed, it is also a method of

qualitative data collection for process research

[for an example of a semi-structured interview

that may be used for qualitative psychotherapy

outcome research, see the Narrative Assessment
Interview (Hardtke and Angus 2004; see

Chap. 27)].

At the highest level of structuredness is the

structured qualitative interview, which is

characterized by a fixed set of questions that is

usually much larger than a semi-structured inter-

view. The questions are always posed in the same

order by the interviewer. Moreover, although the

formulation of the question may be open-ended,

the answer is recorded by the interviewer in a

closed-ended format. As stated by Knox and

Burkard (2009), structured qualitative interviews

“have the potential advantage of greater unifor-

mity across respondents but inhibit the

uncovering of participants’ rich and unique

experiences, especially those that lie outside the

bounds of the interview questions themselves.”

This is likely one reason why this type of inter-

view is not popular in psychotherapy process

(and outcome) research, while they find a broader

application in clinical psychology, especially for

diagnostic purposes (e.g., the interview of the

Operationalized Psychodynamic Diagnosis

(OPD-2; OPD Task Force 2007) and the

Structured Clinical Interview of the DSM-IV).

Let us recapitulate the three main aspects in

learning how to do qualitative research. We said

it needs knowledge about the methodology

(especially in designing the research), knowledge

in methods (especially in data collection and

analysis), and the third aspect: the professional

relationships which influence all levels in the

study process. There is one more ingredient that

we need to underline at this point—the choice of

data collection method—that will have a huge

influence on which method students will use: the

student himself/herself. Using an explorative

data collection method, such as the narrative

interview, is accompanied with uncertainty and

the necessity of a high level of flexibility during

the interview. More anxious or inexperienced

students will ask for more structure and more

guidelines by their supervisor. Our experience

as supervisors is that students need a good por-

tion of support and training if they want to use

open and explorative methods. Too many

guidelines intended to be supportive will lead to

a bad application of an explorative method.

However, for some students it might be more

fitting and appropriate to use structured methods

that give them a sense of security. In the end, the

quality of a good research project will be judged

by how valid and reliable a student succeeded to

collect and analyze the data. Without confidence

and a good amount of fun for the respective

student, the results will be impaired. This

means the choice of method also needs to be

considered as a personal choice, thus supervisors

need to take into consideration which methods fit

to the student, to avoid under- or overestimating

their specific talents; and this, again, refers to the

importance of the interpersonal level that makes

a good qualitative researcher: the relationship

between supervisor and student.

20.5.2.2 Qualitative Questionnaires and
Other Invited Written Accounts

While qualitative interviews are used to generate

spoken accounts from participants by asking

questions within a conversational context, a sec-

ond subset of self-report methods may be used to

ask the participants to produce written accounts

within a non-conversational context.

The first way to do this is through qualitative

questionnaires. A questionnaire consists of “a

structured series of written questions, which usu-

ally generate written responses” (Barker

et al. 2002, p. 97). In qualitative questionnaires,

questions are open-ended, so that the respondent

may provide languaged answers about the issue
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of interest to the researcher.10 The number of

questions may vary depending on the

researcher’s interests and focus and range from

a couple (semi-structured qualitative

questionnaires) to several questions (structured

qualitative questionnaires) (see Fig. 20.1,

y-axis). Two observations should be made.

First, the less structured and the more fill-in

space on the sheet of paper participants have to

answer, the more explorative and idiosyncratic

the process of data collection gathering client or

therapist subjective experiences in a more artic-
ulated and in-depth way. Second, qualitative

questionnaires collect data that are less articu-

lated and in-depth because the context of a ques-

tionnaire is non-conversational and no follow-up

or clarification questions can be posed.

Process researchers usually develop ad hoc

qualitative questionnaires depending on their

research interests, although some standardized

versions have been proposed (for the use of qual-

itative questionnaires in qualitative outcome

research, see Chap. 27). This is the case, for

example, with the Helpful Aspects of Therapy
(HAT) Form (Elliott et al. 2001; Llewelyn

et al. 1988), developed within the event para-

digm of psychotherapy change process research

(Elliott and Shapiro 1988a; Greenberg 1986;

Rice and Greenberg 1984) to identify and

explore change-enhancing (i.e., helpful) events

within one or more therapy sessions. The most

used version (see Elliott et al. 2001) includes

seven questions administered to the client after

one or more therapy session: (1) what was the

most helpful for him/her during the considered

session, (2) why it was considered helpful,

(3) how helpful it was, (4) about the session in

which the helpful event occurred, (5) about how

long the session was, (6) the nature of any other

eventually helpful events in the session (with a

rating of its helpfulness), and (7) the nature of

any hindering event that might have occurred

within the session (with a rating of its

hindrance).11

Beyond qualitative questionnaires, other

forms of invited written accounts may be used

to ask clients or therapists about their subjective

experiences in therapy. For example, clients or

therapists may be asked to take extensive notes,

maintain diaries, or engage in creative writing

tasks about the relevant treatment.

Qualitative questionnaires and other invited

written accounts are not frequently used in quali-

tative PPR (with the former preferred to the latter).

They represent valid alternatives to qualitative

interviews, especially when collecting data from

larger samples. Finally, the data collected through

such methods are mostly analyzed by data analy-

sis that focuses on the content in a structured way.

20.5.3 Tape-Assisted Recall

Another approach to collecting data about

participant’s subjective experiences in the pro-

cess of psychotherapy is to use tape-assisted

recall methods, also known as Interpersonal Pro-
cess Recall [IPR; Elliott (1986), Elliott

et al. (2001); also see the Unstructured Recall

introduced to counseling and psychotherapy

research by Rennie (1990)], which uses self-

report methods combined with session tape

recordings. This method overcomes the

limitations of a retrospective free recall in

which the subjects must rely upon their

memories of what happened during one or more

sessions of the treatment as in the traditional

application of self-report methods. Instead, the

researcher provides participants with retrieval
cues, which facilitate a more valid and

10On the contrary, quantitative questionnaires are

characterized by closed-ended questions in which the

subject must mark an answer on a scale to generate

numerical data (see Chap. 12).

11 Questions (3), (6), and (7) are also answered on a Likert

scale (1 ¼ extremely hindering to 9 ¼ extremely help-

ful). Thus, technically, the HAT form is a mixed-method
questionnaire, that is, a specific method for data collection

(self-report) where the information of interest is gathered

both in a languaged and numerical format. Because most

of the focus is on the information collected in a qualitative

format, we included it in this chapter.
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articulated recall of their subjective experiences

about the session under investigation.

In IPR, “tapes of therapy sessions, or parts of

sessions, are played back for the participant

while the researcher assists in eliciting

descriptions of the experiences and perceptions

of particular conversational events” (Elliott

et al. 2001, p. XXX). The researcher plays the

segments of the tape that are of interest, stops,

replays the segment of interest, and prompts the

participant to talk about their experience

(thoughts, intentions, emotions, etc.) in that

moment of therapy as well as reflect upon them

retrospectively. The participant is thereby

encouraged to place himself/herself back in the

conversational moment to avoid a solely abstract

reevaluation of the episode and to distinguish

between the “here and now” and the “there and

then.” This stimulates a more complex, articu-

lated retrieval of his/her subjective experience of

the episode (Elliott et al. 2001). IPR is thus a

valuable method of linking reported subjective

experiences to observed (inter)actions (Elliott

et al. 2001).

A particular form of tape-assisted recall is the

Brief Structural Recall (BSR; Elliott and Shapiro

1988b; Elliott et al. 2001), which was developed

to collect data to be further analyzed by compre-

hensive process analysis (CPA; Elliott 1989;

Elliott et al. 2001). The peculiarity of BSR is

that the tape of the session is used in combination

with the HAT to locate the event of interest more

clearly. Instead of reviewing the entire session,

the significant event is first identified through

HAT and the researcher is then able to find this

event on the tape. Then, a semi-structured quali-

tative interview is usually conducted with the

participant. In its simplest version, this interview

is conducted with the client and focuses on the

context of the event, the major processes

involved, and the effects of these processes on

the client. In more elaborate and structured

versions, the same domains are explored with

the therapist, especially the within-session

behavior, to obtain a detailed picture of the

sequential interaction of the two during the

sessions and the associated subjective

experiences. For IPR, quantitative measures

focusing on such domains may also be used to

provide for the possibility of triangulation.

20.6 Data Analysis

20.6.1 Interpretation and Methodical
Hermeneutics

Before we will go into the specific analysis

methods in PPR, we will again approach this

section with a methodological and historical

framework. In empirical research, data analysis

is generally defined as the process of elaborating

previously collected data to answer the research

question(s) posed by the investigator. In qualita-

tive research, this elaboration uses interpretative

processes governed by the principles of methodi-
cal hermeneutics (Rennie 2012) applied to

languaged data (Polkinghorne 2005) (on the con-

trary, quantitative data analysis makes use of

mathematical calculations based on probabilistic

principles applied to numerical data; see

Chaps. 12 and 13). Interpretation is defined as

the process through which a subject (in our case,

the qualitative researcher) ascribes a meaning to

a string of text according to its semantic, syntac-
tic, or pragmatic components. According to this

definition, meaning is much broader than is con-

veyed exclusively by the content of a text; it

involves structural and contextual aspects.

Thus, ascribing meaning is a process of semantic,

syntactic, and pragmatic categorization [i.e., to

establish a relationship among the elements of

the text and classes that share attributes at a

semantic, syntactic, or pragmatic level (see Gam-

bier et al. 1997)].

The logical and procedural rules governing

how valid meanings can be ascribed to texts are

provided by methodical hermeneutics, which is a

theory and methodology of interpretation

(Sandage et al. 2008; Seebohm 2004) that

originated during the Greek Enlightenment and

later spread through philology, textual criticism,
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and exegesis. In modern times, Schleiermacher

(1768–1834) extended it beyond theological

texts into other texts, and Dilthey (1833–1911)

extended it beyond texts into human behavior

and cultural products—thus paving the way to a

conception of hermeneutics as the methodologi-

cal foundation of the human sciences rather than

the natural sciences (Sandage et al. 2008).

Methodical hermeneutics should be distin-

guished from philosophical hermeneutics,

which was initiated in modern times by

Heidegger (1884–1976) and continued by others

such as Gadamer (1900–2002), in that it is more

concerned with the existential implications of

considering humans interpretative beings

(Sandage et al. 2008).

Rennie (2012) demonstrated that qualitative

data analysis may be considered to be ruled by

the principles of methodical hermeneutics

through the following propositions:

(a) Qualitative data analysis entails the applica-

tion of the hermeneutic circle to texts about sub-

jective experiences or (inter)actions according to

which interpretation emerges from the recipro-

cal, cyclical, and spiral interaction among the

parts and the whole of the text, the investigator

(pre)assumptions (what he already knows), and

the characteristics of the text (what can be found

in the text). (b) The use of the hermeneutic circle

implies a cycling among education [i.e., the ini-

tial clarification of the meaning of a text prior to

logical analysis based on the analyst’s embodied

experience; Rennie and Fergus (2006; Suppe,

1999, p. 253)], deduction (i.e., the inferences of

particular instances with reference to a general

law or principle), induction (i.e., the inference of

a general law from particular instances), and

abduction (the inference to the best explanation

from a single, often unexpected, instance) (see

Chap. 6; see also Haig 2008; Salvatore and

Valsiner 2010). (c) The validity (also called cred-

ibility;) of the interpretation of the text under

examination is supported through demonstrative

rhetoric, which consists of the investigator

(s) persuasion through arguments grounded in

the text, that is, by providing examples

supporting the results of the performed analysis.

(d) To enhance the demonstrative rhetoric used

to support the validity of the analysis, disclosed
reflexivity is used, which consists of the investi-

gator making explicit the perspective(s) and

assumptions that frame the analysis. Disclosed

reflexivity is strictly interconnected with

bracketing, that is, the temporary setting aside

of these assumptions to avoid an (over)imposi-

tion of the researcher’s meanings onto the

research process (Fischer 2009). (The last two

propositions are not always applicable to qualita-

tive data analysis exhibiting a high degree of

structuredness. In those cases, the validity of

the analysis is supported by the calculation of

quantitative indexes (e.g., inter-rater reliability;

Gelo et al. 2012).

These four propositions are sustained by a

relativistic ontology and transactional episte-

mology ascribed to the constructivist-
interpretivist paradigm, which in turn provides

a philosophical foundation for the human

sciences (Gelo 2012; Polkinghorne 2005;

Ponterotto 2005; see also Chap. 4). One major

implication is that the human sciences involve a

double hermeneutic, a subject-subject relation-

ship (i.e., the investigator interpreting the

interpretations of the subject being

investigated).12

20.6.1.1 A Map of Methods
In the current landscape of qualitative PPR,

many, sometimes very different, approaches

exist to analyze data with these aims. In this

chapter, we place some of the most relevant

approaches on a map (see Fig. 20.2), which was

inspired by our teaching. In our qualitative

research methods courses, students often miss a

pragmatic (and hence reductive) overview of

methods to provide a basic orientation of the

field. Inspired by an open discussion during the

42nd Annual Meeting of the Society for

12 The natural sciences are sustained by a realist ontology
and objectivistic epistemology that can be attributed to the

(post-)positivist paradigm. These are involved in a single
hermeneutic, that is, a subject-object relationship (i.e., the
investigator interpreting the objects being investigated).
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Psychotherapy Research held in Bern in 2011,13

we recognize that a pragmatic map cannot fully

acknowledge all the existing approaches; how-

ever, it does simplify the complex range of qual-

itative data analysis just as a roadmap simplifies

terrain by neglecting the full complexity of the

land. We hope that our map is elaborate enough

to account for the historically “big methods” as

well as newer “patchwork methods.” Our attempt

to create this map is a qualitative project in

itself.14

All existing different approaches to qualita-

tive data analysis in PPR are concerned with the

following: (1) a process of segmentation through

which the text to be analyzed is divided into parts

(segments) of various length (lines, meaning

units, conversational turns, etc.) representing the

units of analysis; (2) a process of coding

consisting of sorting and categorizing the text

through codes, where a code represents “a word

or short phrase that symbolically assigns a sum-

mative, salient, essence-capturing, and/or evoca-

tive attribute for a portion of language-based [. . .]
data” [Saldaña (2013, p. 3); for the concept of

coding as essentially a process of categorization,

see Patton (1990), Saldaña (2013)]. We will add a

couple of remarks about the definition of “code”

and “category” later.

Notwithstanding these very basic similarities,

the existing approaches are quite different (and

the differences may be analyzed) along two main

dimensions: (1) bottom-up vs. top-down and

(2) content vs. structure. Our map (see

Fig. 20.2) describes the differences among the

approaches to qualitative data analysis in PPR

with reference to these two dimensions.

Bottom-up vs. top-down The bottom-up vs. top-
down dimension (see y-axis of Fig. 20.2) refers to

the general approach to text/data analysis.15 Bot-

tom-up approaches are data driven, that is, the

coding process is driven by the investigated data,

and the resulting categories emerge post hoc as

products of the analysis. They are of an inductive
and abductive nature (Lipscomb 2012; Reichertz

2004b; see also Chap. 6), reflexive, flexible, and

communicative. Thus, they fully exploit the dis-
covery-oriented potential of text analysis and are

traditionally qualitative. The methods following

such an approach may focus on the content,

13We thank Clara Hill, Denise Deffey, Bill Stiles, John

McLeod, and all the participants for their important

contributions.
14 Based on our research experience and review of the

literature (methodology and methods textbooks and

empirical articles in select journals in psychotherapy

research), we present a conceptualization of qualitative

methods. In this sense, this chapter is a qualitative study,

and we contextualize this study by disclosing our

motivations for writing this chapter. The primary author,

Kathrin Mörtl, has been engaged with qualitative methods

for 11 years. She has been a lead investigator in ten related

projects and accompanied many others as a second coder

or auditor in her supervisory work with students. She has

lectured about qualitative methods in Germany, Austria,

Canada, and France and has conducted workshops on

computer-assisted qualitative research as an official

ATLAS.ti trainer for North America. Kathrin Mörtl and

Omar C.G. Gelo met in Ulm, where they conducted dif-

ferent research projects in the Department of Psychoso-

matic Medicine and Psychotherapy. He has worked with

quantitative text analyses on metaphors, developing a

special interest for methodology and epistemology in the

years following his PhD. He has supervised students in the

application of various psychotherapy process and out-

come research methods and has cooperated and published

with various colleagues in the field that are interested in

how methods are applied in psychotherapy research. The

two have worked together for years and bridged the qual-

itative and quantitative shores in their specific and collab-

orative work. For both, their international cooperations

have opened an understanding of “different qualitative

cultures,” which are reflected in the maps. Nevertheless,

the conceptualization must be understood as product of a

circumscribed research community (psychology, psycho-

therapy process, hermeneutics, academia, medical, and

psychosomatic institutions, Europe and North America)

and research era (between post-positivism and construc-

tivism). Gaps between coordinates of the maps will occur

naturally, are inevitable, and hopefully motivate the

reader to think about these issues and become part of a

reflective, informed research community.

15 Lepper and Riding (2006) differentiate PPR into gen-

eral theory testing (the coding approaches) and micro-

theory building (the discourse approaches) (p. 4). Our

method map locates specific methods differently. For

example, we neither equate discourse with theory build-

ing nor consider grounded theory to be a discourse strat-

egy. The presented conceptualization is clearly distinct

not least because Lepper and Riding (2006) include both

quantitative and qualitative approaches in PPR.
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structure or both (see below) and are located at

the bottom of our map.

The top-down approaches are theory driven,

that is, the coding process is driven by the

researcher’s theoretical considerations prior to

the analysis, and the categories employed during

the analysis are defined a priori by the researcher

and organized in a so-called category system.

They are of a deductive nature, standardized,

and rigid. They are thus often used within quan-

titative studies. The methods following such an

approach may focus on the content or a combi-

nation of content and structure but rarely exclu-

sively on the structure of a text (see below). They

are located at the top of the map.

In the middle of the top-bottom axis of our

map, we located methods that are mainly

bottom-up but theory driven to some extent as

well as methods that use either bottom-up or

top-down techniques.

Content vs. structure The content vs. structure

dimension (see x-axis of Fig. 20.2) relates to the

aspect that the methods of text/data analysis

address. Methods addressing the content depict

what is communicated by focusing on the seman-
tic aspects of the text under investigation.

Applied to data collected through self-reports or

session transcripts, they allow inferences about

the subjective experiences of the participants

(in the first case) or the clinical processes taking

place during the treatment (in the second case).

Methods focusing on content may be related to

categories such as struggles with autonomy,

fights with husbands, support of the therapist,

fear, maladaptive emotion, and client struggles

with guilt. Methods focusing on the content are

located in the left part of our map.

On the contrary, methods addressing structure

depict how things are communicated by focusing

on the syntactic and pragmatic aspects of the

Predominantly accompanied by 
quan�ta�ve data analysis

Emerging 
categories/
Bo�om-up

Set 
categories/

Top-down

Discursive Applica�ons (e.g. 
Feminist research)

What is communicated?
Content

How is it communicated?
Structure

NEPCS

Conversa�onal 
Applica�ons, SFL

Interven�on Ra�ng Scales (CPIRS, PIRS, ..)
Alliance Ra�ng Scales (VTAS, ..) 

FACS,  AAI Analysis

Q
ua

n�
a�

ve
Q

ua
lit

a�
ve

DSA, Narra�ve iden�ty, 
Metaphor Analyses

Qualita�ve Typology, Objec�ve Hermeneu�cs, 
Ethnography, IPA,

Grounded Theory Applica�ons, Phenomenology

Psychoanaly�c text interpreta�on

Deduc�ve qualita�ve content/  
thema�c analyses, 
Standardized CCRT

Induc�ve qualita�ve content/thema�c 
analyses, Tailor-made CCRT, CQR

TACS
APES, HSCS, SASB,
DMRS, IMCS, NPCS

JACOB, CPA, FRAMES 
Task Analyses

Assimila�on Analysis

Fig. 20.2 Qualitative data analysis methods map. Arrows
indicate that the application of the relating methods can

vary in a specific range. Methods mentioned in the map are

as follows (from top left to bottom right): FACS Facial

Action Coding System, AAI Adult Attachment Interview

Analysis, CCRT Core Conflictual Relationship Themes,

CPIRS Comprehensive Psychotherapeutic Intervention

Rating Scale, PIRS Psychodynamic Intervention Rating

Scale, VTAS Vanderbilt Therapeutic Alliance Scale,

NEPCS Narrative-Emotion Process Coding System,

TACS Therapeutic Activity Coding System, APES

Assimilation of Problematic Experiences Scale, HSCS
Heidelberg Structural Change Scale, SASB Structural

Analysis of Social Behavior, DMRS Defense Mechanism

Rating Scale, IMCS Innovative Moments Coding System,

NPCS Narrative Process Coding System, JAKOB JAKOB

narrative analysis, CPA comprehensive process analysis,

FRAMES fundamental, repetitive, and maladaptive emo-

tion structures, CQR consensual qualitative research, IPA
interpretative phenomenological analysis, SFL systemic

functional linguistics, DSA dialogical sequence analysis
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investigated text. Mostly applied to session

transcripts, they allow inferences about how the

conversational and communicative (inter)actions
of participants shape the therapeutic process. For

this reason, such methods may be related to

categories such as argumentative talk, avoidant

response, fragmented story, rejecting therapist

intervention, repair sequence, etc. Methods

focusing on the structure are located to the right

of the map.

Our map (see Fig. 20.2) displays some of the

major approaches to qualitative data analysis

used in PPR. In the following, we present a

selection of these methods based on our knowl-

edge and competences. To facilitate reader

understanding, we connect our description of

the method to a practical text example, which

was analyzed using the presented methods. We

sent a short text to representative researchers for

each method to invite them to provide an exam-

ple analysis for this chapter. The text is an epi-

sode taken from an original therapy session.

However, it has been summarized and modified

to provide a dense but comprehensible and man-

ageable text segment. This is the 9th therapy

session (of 19 sessions) with Sarah, a client

treated throughout the York Depression Study I

by a female therapist (Greenberg and Watson

1998). In the middle of this session, Sarah is

talking about a man she is interested in whom

she met a few months ago.

(. . .)

Therapist: So you get some mixed

messages from this man, or you perceive

them as mixed.

Sarah: Yeah. Oh it’s (10 second pause).

I guess one of the things was like when

we were talking once about relationships,

friendships, uh, he just, he goes, well, I am

glad that we are just good friends. And I

couldn’t really, I didn’t really want to com-

ment on it because it was just like, what’s

going on here?

Therapist: You’re just stunned, sort of like

a slap in the face.

Sarah: Yeah, literally. It’s almost like the

same way as with my father.

Therapist: Somehow, I’m not completely;

I’d like to understand better what feels like

your father when these things happen?

Sarah: Um, like . . . I really . . . I really,

well you know it’s the same like here I’m

trying to let him know like what I’m up to,

like how I feel about things, and, like, he

turns around like either ignores it or talks

against it (sigh). I mean, I like this man; I

would like to spend time, more time

together . . ., and like, he literally

undermines it because, I mean, now like

after he has said this, there is no way on

earth that I’m going to admit that I care.

(. . .)

Not all invited analysts could conduct the

required analysis. In some other cases, this

short text did not provide enough information.16

Especially for some bottom-up methods, an anal-

ysis of a micro-segment is unfeasible due to the

lack of contextual information. Hill’s method of

consensual qualitative research (CQR; see

Chap. 23), for example, would require more

than one therapy session to create specific

domains that are compared as does Stiles’ assim-

ilation analysis (Stiles 2001; Stiles and Angus

2001; Stiles et al. 1990). Although this limits the

selection of data-analytic methods presented in

this chapter, we hope the examples underline our

differentiation of the two dimensions described

above. For a deeper understanding of the specific

16We thank the following researchers for responding to

our invitations: Michael Buchholz (metaphor analysis),

Philipp Mayring (qualitative content analysis); Brigitte

Boothe (JAKOB); Xiaorong Zhou (CCRT); Emily

Bryntwick and Tali Boritz (NPCS); Alessandra Vicari

(AAP); David Rennie (grounded theory); Clara Hill and

Sarah Knox (CQR); Michael Constantino (SASB);

Georgia Lepper (conversation analysis); Fabiano

Molinaro (CPIRS); Joerg Frommer and Gerald

Poscheschnik (psychoanalytic text interpretation);

Gabriele Lucius-Hoene (positioning analysis); Bill Stiles,

Isabel Caro, Hugo Schielke, and Carol Humphreys

(APES); and Paula Miceli (phenomenology).
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approaches, we refer the reader to the appropriate

handbooks and coding manuals.

20.6.2 Bottom-Up Approaches

Among bottom-up approaches, we distinguish

between those that are strongly data driven and

those that are theory driven.

20.6.2.1 Bottom-Up and Data-Driven:
The BIG 4

Typical methods employing a bottom-up and

strongly data-driven approach include grounded

theory, phenomenology, qualitative types, and

objective hermeneutics. The first three focus

mainly on the content of the text under investiga-

tion, while the fourth may also consider some

structural aspects. For this reason, they may be

differently located at the bottom of our map (see

Fig. 20.2).

20.6.2.1.1 Grounded Theory

Grounded theory (GT) has become a methodol-

ogy (Mey and Mruck 2007; Dourdouma and

Mörtl 2012) that includes different GT methods

of analysis (see also Chap. 22). Still, these differ-

ent methods share common ground: they start

with a research question that aims to uncover

the structure of a specific phenomenon,

categories are created (emerge) throughout the

text analysis, and the conceptual work yields

results that go beyond pure description of

contents. However, the idea of GT (as a method-

ology) has yielded different contemporary GT

applications (methods). Due to a historical

schism between Glaser and Strauss, there are

rather different approaches. To describe the spe-

cific coding strategies common in all GT

approaches, we cite Mey and Mruck (2007),

who give a thourough summary of the common

and separate voices of Glaser and Strauss:

The basic idea of a grounded theory methodology—

as outlined in the concept-indicator-model by

Glaser (1978, p. 62) picked up by Strauss (1991,

pp. 54)—is the following: based on the data about

the phenomenon of interest (e.g., interview

segments, protocols, documents of any type, but

also, following Glaser’s dictum ‘all is data’, statis-

tics about a specific social events), a term/

denomination (code) is assigned to specific

incidents. Through this assignment, the data itself

becomes a set of indicators that describe an

implicit concept that is denominated by the code.

Throughout the subsequent coding work and con-

stant comparisons, codes are condensed to theoret-

ically relevant concepts. These are condensed to

categories that then lead to the formulation of a

core category. This core category is connected to

all the categories in ways that need to be defined.

Thus, a relational network is established that in

turn constitutes the (new substantive) theory.

(p. 2517)

Below we list some typical procedures in GT

applications:

• Identification of meaning units: The

researcher chooses text segments (quotations)

that are relevant to the phenomenon. These

meaning units vary in length (by project) but

are usually a couple of sentences long

(depending on the individual coding style of

the researcher; this can take the form of line-

by-line coding or coding entire pages of the

material).

• Open coding: Labeling quotations by forming

first codes18 in the form of paraphrases that

remain close to the text (low abstraction).

• Memo-ing:Writing memos (notes) is essential

to GT. Memos can refer to quotes, categories,

and conceptualizations and can be directed

towards theoretical considerations.

• Constant comparison: New understanding

emerges by constantly comparing existing

codes and categories. Codes, categories and

later concepts are created in comparison to

one another. This is an essential method or

attitude in interpreting the data.

• Axial coding: Connecting codes and possibly

categories. This step might include a more

theoretical procedure, including concepts and

ideas that extend beyond the data. It is

17 This segment was translated from German to English

by Kathrin Mörtl.
18 Codes were traditionally compared to categories in

grounded theory: codes often resembled paraphrases of

quotation that were low in abstraction, while categories

implied interpretation and were usually more abstract.

Nowadays, some authors avoid the term code and talk of

first- and second-order categories (thus admitting that the

creation of a label (coding) includes interpretation).
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important not to force a foreign theory or

network onto the material.

• Selective coding: In later steps of the analysis,

specific categories that have been connected

to each other become central. This leads to a

more selective process that zooms into spe-

cific aspects of the material. It is important not

to exclude important information that may

emerge during the later phases of the analysis.

• Conceptualization: The term used to describe

the final steps in analysis in which the forma-

tion of a concept can result in one grounded

theory or a set of core categories.19

Analysis Using Grounded Theory

(Conducted by Kathrin Mörtl, Sigmund

Freud Private University Vienna)

The text segment taken from the Sarah case

is defined as one meaning unit. If the ther-

apy transcript was available as a whole, the

meaning unit would likely be larger and

there would be a set of meaning units.

Because this is a transcript from a psycho-

therapy session, including an interaction

between therapist and client, we include

both perspectives in our analysis.

Memo 1: Including the therapist and

client talk in our analysis means that we

will interpret the segment as the client’s

experience even if the therapist introduced

a thought and the client responded posi-

tively. For example, in Quotation 2 (see

below), the therapist interprets what the

client has said and offers a metaphor

(“this must have felt like a slap in the

face”). Sarah answers with “yes, literally.”

Therefore, the “slap in the face” can be

categorized as her experience even when

explicitly offered by the therapist. This

understanding is based on the idea of ther-

apy (and experience and experienced

change process) as co-construction. This

idea can be found in narrative theory. In

psychoanalysis, one would argue that the

therapist is noticing the client’s experience

and voicing it (making some possibly

unconscious experience conscious through

interpretation). This co-construction will

serve as a basic principle of my analysis

of the text. However, if the client does not

notice an offer or answers affirmatively but

does not elaborate, we will not include that

as the client’s experience. This specific

method of analysis will require further dis-

cussion and complex text segments will

need further memo-ing and reflection.

Quotation 1:

Therapist: So you get some mixed

messages from this man, or you perceive

them as mixed.

Sarah: Yeah. Oh it’s (10 second pause).

I guess one of the things was like when we

were talking once about relationships,

friendships, uh, he just, he goes, well, I am

glad that we are just good friends. And I

couldn’t really; I didn’t really want to com-

ment on it because it was just like, what’s

going on here?

Therapist: You’re just stunned, sort of

like a slap in the face.

Sarah: Yeah, literally.

Assigned Open Codes:

– Mixed messages are confusing.

– Mixed messages disappoint/hurt and

make her withdraw.

Quotation 2:

Sarah: It’s almost like the same way as with

my father.

Therapist: Somehow, I’m not

completely; I’d like to understand better

what feels like your father when these

things happen?

Sarah: Uhm like . . . I really . . . I really,
well you know it’s the same like, here I’m

(continued)

19 To offer an adequate differentiation between the later

GT applications by Glaser on the one hand and Strauss

and Corbin on the other hand, we refer to a comparison of

coding procedures presented by Mey and Mruck (2007,

p. 26ff). While Glaser (1978) differentiates between

grounded coding (open coding and selective coding) and

theoretical coding, Strauss and Corbin (1990) understand

the techniques as interconnected, including open coding,

axial coding, and selective coding. A more elaborate

account on GT techniques and its developments was

published by Dourdouma and Mörtl (2012).
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trying to let him know like what I’m up to,

like how I feel about things, and, like, he

turns around like either ignores it or talks

against it (sigh). I mean, I like this man; I

would like to spend time, more time

together . . ., and like, he literally

undermines it because, I mean, now like

after he has said this, there is no way on

earth that I’m going to admit that I care.

Assigned Open Codes:

– Experiences with men and father are

similar/the same (disappointing).

– When she tries to open up to men she is

being ignored or talked against.

– Men are undermining her wish to be

close and trusting.

– His mixed messages (saying he wants to

be friends) are rejections.

– Being rejected makes her withdraw

completely—also from her own

feelings/wishes(!).

Axial Coding: The open codes are

sequential and one open code or experience

that leads or causes the next experience.

Memo 2: This text is a nice example

of a narrative sequence that exemplifies

how Sarah makes sense of her reaction

based on retrospectively conceptualizing

the situation—a situation that led to her

complete withdrawal from a man she

was interested in. I have to note that

I am thinking about narrative theory a lot

while reading this text—I was reading and

preparing classes about narrative theory

and therapy, so this clearly influences me

right now. I will need to reflect on this once

categories are created or more text material

is available for comparison. Additionally,

the idea of sequences reminds me of the

sequential models formulated in task anal-

ysis (and my preoccupation with this also

needs to be bracketed - excluded - from

further conceptualization).

Formulated Categories (Higher

Abstraction) and Subcategories

• Receiving a mixed message is painful.

– (Property or subcategory): Mixed

messages are confusing.

– Mixed messages disappoint/hurt and

make her withdraw.

• No attempt to clarify when confused.

– Mixed messages disappoint/hurt and

make her withdraw.

– Being rejected makes her withdraw

completely—also from her own

feelings/wishes(!).

• Opening up to men (father and men) is

risky.

– When she tries to open up to men, she

is being ignored or talked against.

– Men are undermining her wish to be

close and trusting.

– His mixed messages (saying he

wants to be friends) are rejections.

– Experiences with men and father are

similar/the same (disappointing).

• Withdrawing from men and own

feelings when ignored.

– Mixed messages disappoint/hurt and

make her withdraw.

– Being rejected makes her withdraw

completely—also from her own

feelings/wishes(!).

Memo 3: I need to note that Sarah is

talking about a fear of rejection. Even

when the man described their relationship

as “just good friends,” Sarah never clarified

what he meant by being friends; neither did

she disclose her own interest to him—out

of fear to be rejected. Who knows what

could have happened if she would have. It

(continued)
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is important here to understand this mean-

ing unit as anticipated rejection (triggered

by the early experience with the father—

see Quotation 2). (I will try to not include a

psychoanalytic perspective of projection,

although it is in my mind, being psychoan-

alytically informed myself). The word

“trigger” might be capturing this phenom-

enon of current experience and past expe-

rience well, also expressing the sequential

order of events here. Also this fear is

completely hindering her from the (risky

but possible) experience of being loved and

being close to someone or also loving

someone and actively stepping close to

someone herself. This must be compared

to other meaning units though (constant

comparative method) right now we only

talk about this very short text segment.

Selective Coding: There is no selective

coding step because there is not enough

data to yield a selective focus during the

analysis process. Condensing the

categories, axial coding, and memos, the

following grounded theory is formulated.

Formulation of Core Category/

Grounded Theory:

“When Sarah’s fear of rejection is trig-

gered by men, she withdraws from

relationships and her own wish to be close.”

The procedures described above are inherent

in all applications of GT but are not exclusive to

GT. To the contrary, these techniques can be

found in all bottom-up approaches described in

the previous section and are located at the very

bottom of our map. Moreover, GT is clearly

concerned with the content (see Fig. 20.2). The

data analysis work (reading through the texts,

understanding, forming first categories, creating

categories of higher order, understanding and

acknowledging the hermeneutic circle, and

establishing a conceptualization of the phenome-

non) in GT, phenomenology, objective

hermeneutics, and qualitative typology is very

similar. Hence, the following approaches are

based on the principles described in GT and will

not be repeated. While the principles are similar,

the language is different at times. For example,

while some methods talk about phenomena,

others talk about interactions.20Wewill complete

this thought at the end of the section.

20.6.2.1.2 Phenomenological Analysis

Giorgi (1997, Giorgi and Giorgi 2003) describes

the empirical descriptive phenomenological psy-

chological method, which is based on the philo-

sophical considerations of Husserl (1970/1910)

and Merleau-Ponty (1962/1945). The following

description of phenomenology is based on a book

chapter by Giorgi and Giorgi (2003), which

provides an exemplary guide to phenomenologi-

cal analysis. In phenomenology, the researcher

tries to grasp the essence of a phenomenon “from

the point of view of the behaving organism”

(Giorgi and Giorgi 2003, p. 243 quoting Snygg

1941). To do so, the researcher follows certain

steps in the methodical application of

phenomenology:

• Read for a sense of the whole: The researcher

must provide an overview of all the material.

Using the attitude of phenomenological

reduction, the researcher will grasp the basic

sense of the phenomenon in this first step.

• Establishing meaning units: Here, the

researcher creates units every time he/she

experiences a novel meaning while reading

the text.

• Transformation of meaning units into psycho-

logically sensitive expressions: Every day

expressions in the text are transformed into

psychologically informed expressions. The

balance between staying with the described

experience and using abstract psychological

20 One might think that a translation of terms in different

methods might be sensible. However, this is not as easy as

it may sound. Simple translation would be simplistic

because it could not incorporate some basic methodologi-

cal differences that are reflected by the use of specific

language. This cannot be discussed in depth in this chap-

ter. For more reading, we refer the reader to Roth (2005).
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terms is crucial during this phase. This is

achieved by maintaining an attitude of free

imaginative variation.

• Determination of the structure: At this stage,

the researcher establishes the structure of the

phenomenon by describing it with its essential

aspects, excluding nonessential aspects found

in the analysis.

• Poststructural analysis: Based on the empiri-

cal information of the structure of the phe-

nomenon, the researcher must consider the

complexity of the phenomenon under investi-

gation, take a step back, review the material as

a whole, and then form careful generalizations

about the phenomenon.21

As with GT, phenomenology is clearly

concerned with the content of the text.

20.6.2.1.3 Qualitative Types

Based on Max Weber’s ideal types, Kluge

(1999, 2000) presents the Empirically
Grounded Construction of Types and

Typologies. In her 2000 article, Kluge provides

a short overview of the different applications

that use qualitative types (e.g., ideal types,

empirical types, structure types, and prototypes)

by referring to experts in this field (Gerhardt

1991; Haupert 1991). Based on the content,

typologies group specific aspects that are as

similar as possible into one type (low internal

heterogeneity) and that differ from another type

as strongly as possible (high external heteroge-

neity) (in this way, types are similar to

categories). Although not highly diffused in

qualitative process research, qualitative types

can often, but not exclusively, be observed

when researchers describe different types of

biographies (Buchholz et al. 2008; Kuehnlein

1999). Hug and Poscheschnik (2010) introduce

it as follows (p. 154): “Researchers interested in

biographies might see that some people tell their

life stories as if they themselves had no impact

on their life at all. Life happens to them. Others

believe that they have total control over their

lives in the decisions they make. This produces

two types: victim of one’s fate and architect of

one’s fortune.” Kluge (2000) described four

steps of the analysis:

• Development of relevant analysis dimensions:

Systematic analysis of attributes/properties as

described in the GT approach by Strauss and

Corbin (1990).

• Grouping cases and analysis of empirical

regularities: By carefully examining all pos-

sible combinations of attributes within cases,

the researcher forms groups of cases. Similar

cases that are grouped must sufficiently differ

from other groups of cases.

• Analysis of meaningful relationships and type

construction: Based on the groups of cases,

the researcher will now form groups of typical

attributes that present meaningful

relationships among similar cases. Types are

constructed and are defined by the presence

and absence of specific attributes.

• Characterization of constructed types: Each

type must be defined by their constituting

attributes.

In successive analysis, more cases are

assigned to types, which will be modified by

integration or disassociation of emerging

attributes. In the end, cases are assigned to a

21Another type of analysis that is explicitly based on the

phenomenological method developed by Giorgi is inter-
pretative phenomenological analysis (IPA). This method

is rather popular in the UK, and described by Smith (1997,

Smith and Osborn 2008). Just as Giorgi’s phenomenol-

ogy, IPA tries to grasp the essence of a phenomenon from

the perspective of the participants (Smith and Osborn

2008, p. 54) but acknowledges the interpretive act imma-

nent in the analysis and thus introduces the perspective of

the researcher to the phenomenon. This method seems

similar to GT in its application. Procedures for IPA

include [according to Smith and Osborn (2008, p. 66ff)]

reading of the text, free textual analysis by forming mean-

ing units, and commenting on units. Comments can be

summaries or paraphrases. In later stages, the comments

become more abstract as they are compared and modified

with each new analyzed case. Comments will be linked in

terms of sequences, differences, contradictions, etc. The

comments are transformed into concise phrases to capture

the essence of the text (also called themes). Examining

this practice (and the introduction of interpretation to

Giorgi’s phenomenology), IPA might share a broader

methodological base with GT than with phenomenology,

but we leave this judgment to the informed reader and

leaders in each method.
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specific type although the individual case never

shares all aspects of just one type [henceWeber’s

ideal types (Weber 1972)].

20.6.2.1.4 Objective Hermeneutics

With reference to the left-right axis of our map

(see Fig. 20.2), objective hermeneutics
(Oevermann et al. 1979) is located at the bottom

middle between content and structure, which

suggests an approach that focuses on both what

is communicated and how something is

communicated. The aim is to reconstruct the

objective meaning of an interaction dismissing

the subjective intention the actor might have had

(Reichertz 2004a, p. 290). Like GT, objective

hermeneutics has evolved as a method. In the

beginning, the primary objectives of analysis

were textual protocols of everyday interaction,

but the method is currently applied to paintings,

architecture, and criminal activity (Reichertz

2004a, p. 290). While classically material is

recorded in its original occurrence, contemporary

projects also involve interviews. Unlike the many

variations of GT, objective hermeneutics has pre-

served some of its classic procedures, such as the

single-case design (one influencing factor here

might be that objective hermeneutics is applied

by a rather exclusive and consistent group of

researchers, especially in German-speaking

countries). The typical procedures include three

phases that are summarized by Lamnek (2010):

• Fine analysis: The context and type of a spe-

cific interaction are coded, focusing on the

content: what happens before the interaction,

paraphrasing the interaction, and explicating

the intent, motives, and function of an inter-

action. Explication of general correlations

among these aspects and comparison with

further cases is another important aspect.

• Sequential analysis: The interactions are

analyzed systematically following the specific

sequential occurrence. The structure of narra-

tion (how and when is it said during the inter-

action) is central.

• Structural analysis: The focus here is how the

specific sequential contents are presented in

the interactions, e.g., biographical events over

time, what happened in the beginning, and

what happened at the end (how and when it

occurred in the subjective narration, not the

interaction).

The specific techniques for the three phases

are described similarly or even based on GT

techniques: open coding, creation of meaning

units, higher aggregated concepts that bind

together partial meaning units, and interpretation

being falsified, modified, and extended (Reichertz

2004a, p. 291f). However, the next steps in analy-

sis soon switch to the structure of narration (the

“how” was something said), thus being allocated

in the middle of our content-structure axis.

According to Oevermann et al. (1979), the analy-

sis cannot be conducted by one researcher but

requires a research team. The researchers control

and inspire each other, and through intense

discussions and arguments, they will uncover the

objective meaning structures of a social event.

The actual analytical work in each method of

the bottom-up BIG 4 is similar: reading the text

and providing an interpretive framework for the

emergence of categories that are later

conceptualized. What clearly differentiates the

methods is an epistemological criterion. Without

diving into issues of methodology and philoso-

phy of science (see Chap. 4; Gelo 2012;

Ponterotto 2005; Slife 2004), we must address

the issue of epistemology briefly. How do

researchers using a specific method think about

knowledge? What do they know about the phe-

nomenon at the end of their analysis? Did they

present one possible conceptualization or the

only true conceptualization? A grounded theore-

tician will say that the same analysis on the same

phenomenon undertaken by a different person

might yield a different grounded theory. This

would not mean that these two different theories

are contradictory or invalid but that two theories

have illuminated the phenomenon better than

one. Objective hermeneutics as performed by a

group of researcher may capture the objective

reality [or more accurately, the objective mean-

ing possibilities; Lamnek (2010)] of an interac-

tion. All irrelevant aspects have been excluded

through group discussions, which also excluded
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any subjective blind-spot interpretations

provided by a single researcher. The results of a

phenomenological analysis resemble the essence

of the phenomenon. According to this view, the

results will be similar if two researchers conduct

an analysis of the same phenomenon. In a quali-

tative typology, the results do not claim to

describe or explain the specific case but to elicit

abstract but typical structural aspects among

many cases. The types are empirically

constructed; however, the individual, naturally

occurring case never equals an ideal type but

represents an assortment of aspects from differ-

ent types. The reader might identify positivist

(we uncovered the true meaning), post-positivist

(we approximated the true meaning), and con-

structivist (we uncovered one structural meaning

but there is no empirical and individual true

meaning) inclinations that are more or less inher-

ent to the BIG 4 methods (see Ponterotto 2005).

20.6.2.2 Bottom-Up, Partially Theory-
Driven Approaches

Some approaches are bottom-up and are more

(but not exclusively) theory driven than the BIG

4. These approaches are characterized by the fact

that in the process of creating categories from the

analysis, the researcher is influenced by a specific

theoretical framework. There are several

approaches of this type, which are used in PPR.

In this chapter, we focus on metaphor analysis,

JAKOB narrative analysis, discourse analysis,

and conversation analysis. For other relevant

methods of analysis that can be described by

this type, such as psychoanalytic text interpreta-

tion (Leithäuser and Volmerg 1988), comprehen-
sive process analysis (Elliot 1984), assimilation

analysis (Stiles and Angus 2001), and task anal-

ysis (Greenberg 1992), we refer the reader to the

existing literature (please note that in these three

examples, especially in the last two, the qualita-

tive conceptualization may be intertwined with

quantitative aspects).

20.6.2.2.1 Metaphor Analysis and JAKOB

Narrative Analysis

These methods focus on both the content (what is

communicated) and structure (how something is

communicated) of the text under investigation.

They are located in the middle of the x-axis of

our map (see Fig. 20.2). In metaphor analysis
(Buchholz 1993, 2003), researchers examine the

specific use of metaphors that resemble creative

cognitive accomplishments. In JAKOB narrative
analysis (Boothe et al. 2010; Boothe 2000), the

investigator is interested in how the description

of the narrated self changes over time. Both

approaches are clearly influenced by a

constituting theory based on which they will

analyze the material. While metaphor analysis

uses a set of theoretical assumptions borrowed

from linguistic and cognitive theory (Lakoff and

Johnson 1980), JAKOB narrative analysis is

grounded in a psychoanalytic framework.22

However, the circumscribed theoretical frame

of reference can still be the starting point for a

hermeneutic analysis where the categories

emerge as result of the analysis itself. The two

following example analyses begin with a brief

theoretical depiction made by the analyst. Let us

begin with metaphor analysis.

Metaphor Analysis (Conducted and written

by Michael B. Buchholz, University of

Hildesheim and International

Psychoanalytic University Berlin)

It is an interesting adventure to analyze

such a short piece of a therapeutic dialogue

when qualitative researchers normally

use more.

My method is the analysis of metaphor.

A few words about the method. A meta-

phor is not only a linguistic thing. George

Lakoff and Mark Johnson have convinced

me that metaphor is an object of interest for

(continued)

22 JAKOB (acronym that stands for “actions and objects”)

analysis has evolved since 1989 and produced different

applications. While the present example is rather intuitive

and inductive, another form of JAKOB is highly

structured and standardized: the autoJAKOB is conducted

via a computer program that operates with set

dictionaries. The automatically yielded results are statis-

tically analyzed; therefore, autoJAKOB is a method con-

sistent with the top-down coding paradigm.
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the cognitive sciences. A metaphor belongs

to the cognitive domain because by the use

of metaphor, we structure how we experi-

ence the world. This shift from linguistics

to cognition is highly important because

we can learn that people have embodied

experiences, which are termed by other

concepts. Metaphors have a source domain

and a target domain. In the classical exam-

ple, “Achilles is a lion,” Achilles is the

target domain. The target is conceptualized

in terms of another concept that is embod-

ied in the sense of having a sensory or

imaginative experience. In the more com-

plex conceptual metaphor, argument is

war, the argument is the target domain

that is conceptualized by the experience

of war. Thus, we can understand why peo-

ple speak of defeating or fighting an enemy

while engaged in a scientific argument.

Arguments often are understood as war.

The small word “as” achieves a very

important meaning because it often

designates this conceptualization of a tar-

get in terms of a source domain, which

stems from embodied experience.

With this very brief information, we

turn to the dialogue. The first metaphor is

used by the therapist: “mixed messages.”

The source domain is the experience and/or

imagination of some “mixed” substance,

which is transferred to the target domain:

messages. Sarah begins to analyze this

condensed version of her experience with

“this man.” She adds that she could not

“comment on it,” which is a next metaphor

showing the beginning of a process of self-

exploration why she herself could not have

her own standing. The therapist offers the

next metaphor: this man’s messages might

have been experienced by Sarah “like a

slap in the face.” This is a strong embodied

metaphor responded to by Sarah with “lit-

erally,” which we commonly use when,

strictly speaking, the correct formulation

is “metaphorically.” She had not been

beaten. She experienced the man’s

messages “like” a slap in the face.

The whole construction of this embod-

ied experience is then expanded to a more

complex metaphor, which is not explicitly

formulated. One could describe it like “the

experience with this man (target domain) is

the same ‘as’ the experience I had with my

father (embodied source domain).” The

therapist pushes her a little bit by uttering

that she is not “completely” informed. She

does not have the full picture of

this metaphorical equation that brings

“man” and “father” together in a way

that makes this experience analyzable as

transference—the ancient Greek meaning

of metaphorein is the same as “transfer-

ence” which means literally “bringing

something from one place to another

place.” This is what a metaphor does. The

therapist’s push brings Sarah to explore

this metaphorical relationship between

“man” and “father” a little bit more, and

so she can begin to tell scenarios with these

two important figures. So, she can bring

before her mind one scenario (with the

“man”) and the other scenario (with her

father) to compare both experiences. This

active comparison—which must be consid-

ered a basic cognitive activity—brings her

to create a new metaphor of being

“undermined.” The source domain allows

one to conclude that she imagines some-

thing breaks down like a hill or a building

being “undermined.” Having concluded

this imagining, she is on the way to devel-

oping her own standing.

This analysis shows a process of differ-

entiation—to differentiate between father

and man—and a process of integration in

developing a new standing for both

experiences. The integrative process is

accompanied by a new metaphor. This

analysis further shows how much of a

(continued)
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short therapeutic dialogue is structured by

the use of metaphors. However, what can-

not be decided due to the paucity of mate-

rial is the degree of adaption to the

therapist’s experiences or other variables

that influence the process. Additional

material would enable differentiation of a

genuine therapeutic process from a more

superficial self-adaptation to another

person’s expectations.

Let us turn to JAKOB narrative analysis [for

more details about narrative approaches, see

Labov and Waletzky (1997), McLeod (1997)

Joshua].

JAKOB Narrative Analysis (Conducted and

written by Brigitte Boothe, University of

Zuerich)

When patients tell a story during psycho-

therapy sessions, it is both mutual interac-

tion between patient and therapist and a

presentation of personal experience. The

patient calls up and recreates a biographic

occurrence and places it before a listener,

enacting it verbally in the perspective of

wish fulfillment and anxiety coping.

JAKOB narrative analysis, situated in the

field of psychoanalytical and narrative ana-

lytical research, is an encoding-supported

qualitative instrument for systematic

reconstruction of verbal everyday

narratives in the context of psychothera-

peutic processes.

The goals are as follows:

(1) Reconstruction of the narrative dynam-

ics of a patient’s narrative (according

to the following dimensions: reenact-

ment, stage direction, subdivision of

segments, dramaturgical coding, social

integration, and rules of the narrative)

(2) Formulation of psychodynamic

hypotheses (according to the following

dimensions: wish/anxiety/defense and

conflict dynamics). The unit of

analysis is a patient’s narrative, which

is defined as a self-contained verbal

account with a beginning, middle, and

end, in transcript material from therapy

sessions. The method combines two

levels: a first level of lexical analysis

of the story organization and its com-

municative function (narrative dynam-
ics) and a second level in which the

narrative is understood as

psychodynamic compromise forma-

tion between wish and anxiety themes

and defense mechanisms and is stated

as a conflict (conflict dynamics).

Narratives in the JAKOB analysis are

understood as episodic courses of action

that are fixed in space and time and construct

a progression with start, story development,

and outcome. The persons providing the

accounts are a type of stage director setting

up the scene with figures (characters), props,

and backdrops and stage their own actions

and the actions of the other figures. In the

role of storyteller, the patients perform a

scene and present themselves as actors in

this scene—that is, as a narrating ego or

ego figures. For the analysis, the narrative

text is subdivided into individual segments

(simple sentences or subject/predicate

combinations) as seen in the example narra-

tive. We label the segments of the narrative

phases start (SD), development (ED), or

outcome (EG). The starting conditions are

the segments that initiate the dramaturgical

development in the narrative and introduce

the figures, actions, and backdrops. These

terms are used for determining the rules of

the narrative.

The narrative episode’s starting

conditions (SD segments 2–3) are:

“one of the things was like

we were talking once about

relationships, friendships, uh.”
The segments of story development

(ED segments 4–6) take the dramatic

events further:

“he just, he goes well,

(continued)
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I am glad

that we are just good friends.”
Then, the action sequence comes to an

episodic ending (outcome, EG segments

7–9):

“And I couldn’t really; I didn’t really

want to comment on it

because it was just like,
what’s goin on here?”

The episode starts (segments 2 and 3)

with the ego figure and the man in conver-

sation. The theme of the talk is friendship

and relationship. Before the story begins,

the reader is oriented towards Sarah’s emo-

tional interest in the male protagonist.

Special attention to the starting
conditions of a story reveals expectations

for the best and worst end of the story in the

narrator’s horizon. Expectancies are of

high importance for the narrator’s interpre-

tation and evaluation of the situation. The

best end of “just good friends” would be

the transformation of the communicative

theme (relationship) into interactive reality

(ego and alter in love). The worst end of

“just good friends” is total communicative

failure and refusal of the ego figure by the

male protagonist.

In the center of story developments

(segments 4–6), a direct citation of the

male protagonist is placed: I am glad/that
we are just good friends. Just good friends

is in the given context a formulation of

restriction and demarcation.

The episodic ending (outcome,

segments 7–9) presents the ego figure

remaining without open response, not will-

ing to answer with an open response; she

reacts astonished: what’s going on here?

In the beginning of the story, a dyad is

presented; a “we” is in dialogue. The

development of the story presents the

male protagonist as sole actor, decisive

and determining. The story ends with an

agency-reduced ego figure leaving the dia-

logical space. Being confronted with the

male protagonist’s just friends declaration,

the ego figure withdraws in silence.

The male protagonist’s demarcation

and refusal of intimacy is evaluated in the

following passages. First the therapist, in

identification and sympathy with the nar-

rator, offers a dramatic evaluative out-

come formulation: you’re just stunned,
sort of like a slap in the face. He construes

the male protagonist using the metaphor of

physical attack as humiliating offender;

so, the male protagonist’s declaration of

friendly distance turns into violating, mor-

ally disqualified behavior. For Sarah, the

path is prepared to articulate herself as

violated, ignored, and refused, and indeed,

encouraged by the therapist, she expands

the refusal experience of the actual epi-

sode to her childhood experience with a

father who did not want to “know like

what I’m up to, like how I feel about

things.”

All the same, Sarah is not “just stunned,

sort like a slap in the face.” She is not

unable to comment but “didn’t really

want to comment.” She decides not “to

admit that I care.” In the refusal narrative,

she enacts dependence and demanding-

ness, but she is not completely victimized.

The male protagonist is narratively con-

strued as the ambivalent, loved, and hated

object, which plays a central role in the

depressive conflict.

Let us take a second look at these two

examples. While the researchers do analyze the

content of the material, they prominantly consider

the structure of narration too: consider the struc-

ture of narration. Buchholz notes that the therapist

is pushing, and Sarah reacts in an active produc-

tion of a new metaphor. Boothe notes that Sarah is

encouraged by the therapist. These structural
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aspects extend beyond the analysis of the content

and help the researchers understand and concep-

tualize the analyzed text. At the same time the

presented analysis is data driven (understanding

emerges from the text) as well as analyzed in a

specific theoretical framework that has an influ-

ence on how this understanding is conceptualized

later.

Another group of partly theory-driven, bot-

tom-up approaches zooms into the structure of

narration (how something is communicated). The

two primary methods focusing on the structure of

a text are conversational analysis and discourse

analysis, which are placed on the right side of our

map (see Fig. 20.2). Poscheschnik (2010)

differentiates them from content methods as

follows: “In comparison to other [content] anal-

ysis methods that focus on the thoughts and

experiences of the individuals, conversational

and discourse analyses focus on the exchange

between individuals. Thus, they are directed

towards social processes” (p. 15823). Rennie

(2012) further describes these methods as discur-

sive (contrary to methods focusing on the con-

tent, which are described as experiential), which

are “applied to the study of pragmatics or func-

tion of language-use” to investigate the

“assumptions people use implicitly when

interacting” (p. 385).

20.6.2.2.2 Discourse Analysis

There are different forms of discourse analysis,

but most practices are associated with the critical

discourse of Foucault [see overview article by

Diaz-Bone et al. (2007)]. In discourse analysis,

researchers are interested in understanding con-

troversial exchanges of groups of people who are

embedded in a specific societal context. Social

perspectives, opinions, prejudices, and media

representation are typical research interests. Prom-

inent discourse research includes studies of femi-

nism, gender, identity, and minorities. In

psychotherapy research, discourse analyses are

often found when “the institution” takes a key

position in the research question. Especially in

forensic psychotherapy and psychiatry, the insti-

tution plays a major role [see the forensic work on

group psychotherapy of sex offenders in jail by

Buchholz et al. (2008)]. However, discourse

analyses are not prominent in contemporary

PPR. Additionally, discourse analytic applications

are manifold, and published projects often lack an

exact description of specific coding techniques

because coding strategies are emerging

(Poscheschnik 2010, p. 160). Because of this,

discourse analysis is located at the very bottom

of our map (see Fig. 20.2). This method is not

feasible with a short summary, and we refer the

interested reader to the extensive theoretical liter-

ature in this field (e.g., Parker 1998; Potter and

Wetherell 1987).

20.6.2.2.3 Conversation Analysis

Conversational analyses (CA) have been

increasingly applied by psychotherapy

researchers in the last decade (see Madill

et al. 2001; Peräkylä et al. 2008; Lepper 1967).

In its original form (Sacks 1972), CA focused on

specific actions in everyday situations [close to

the practices of ethnomethodology elaborated by

Garfinkel (1967)] and analyzed text segments in

detail by considering each sentence and each turn

in a speech act. The transcription of a CAmust be

very specific with regard to paraverbal aspects of

language [e.g., guidelines by Jefferson (2004)]:

pauses, intonation, and overlapping speech are

just some indicators that are necessary for

CA. In the field of psychotherapy and

counseling, several authors have begun to inves-

tigate the clinical process through CA [e.g., see

Chaps. 24 and 25; Muntigl et al. 2012; Muntigl

and Horvath 2014; for a comprehensive over-

view of exemplary CA psychotherapy process

and outcome studies, see Peräkylä

et al. (2008)]. Typical CA categories describe

question-answer behaviors (turn by turn)

between two or more participants. Applied to

psychotherapy, this means that the researcher

examines therapist interventions and client

respones (and vice versa). As Peräkylä

et al. (2008, p. 13) summarize, “with the help of

qualitative analysis of numerous instances of

23 Translated from German into English by the first

author, Kathrin Mörtl.
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such actions, conversation analysts seek to expli-

cate in detail how these actions are performed

and responded to: what type of words and syn-

tactic structures are involved in them, what type

of presuppositions about the participants are cre-

ated through them, and how the participants align

or misalign while producing them.” Categories

are usually created throughout the coding proce-

dure (emerging) but follow a specific theoretical

guideline for language and social interactions.

CA methods, hence, can be found in the middle

of our y-axis, a bit higher than the discourse

analytic methods described above. Typical con-

versational features considered during CA

include turn taking, sequence organization,

repair, word selection, action formation (see

Chap. 24), attitudinal stance, and affiliation

(Muntigl et al. 2012; Muntigl and Horvath

2014). These CA categories are relevant for the

investigation of interpersonal processes occur-

ring within the sessions. More specifically, typi-

cal CA categories could be labeled: accepting or

rejecting a therapist’s intervention, client’s resis-

tance, therapist’s reformulation, transference-

interpretation, and relational ruptures and

resolutions. CA is still on the right side of our

map but a bit higher than discourse analysis (see

Fig. 20.2).

20.6.2.3 Bottom-Up and/or Top-Down
Approaches

While the above methods clearly are bottom-up

approaches, some methods can be applied

according to either a bottom-up or top-down

approach (this means that each of these methods

exists as a bottom-up and a top-down approach).

In this section, we present Qualitative Content

Analysis and Core Conflictual Relationship
Themes.

20.6.2.3.1 Qualitative Content Analysis

Qualitative Content Analysis (QCA; Elo and

Kyngäs 2008; Mayring 2000) is a foundational

method in qualitative data analysis focusing on

the content of a text. Because of this focus, we

direct the reader to the left side of our map (see

Fig. 20.2). In English literature, QCA is some-

times referred to as thematic analysis (Braun and

Clarke 2006), while the term “quantitative con-

tent analysis” or, simply, “content analysis”

refers to QCA procedures that provide frequency

counts and allow for statistical calculations. In

this chapter, we consider QCA and thematic

analysis as synonyms, but some differences

may be observed, especially concerning the

units of analysis (see Braun and Clarke 2006).

Inductive QCA Inductive QCA represent a bot-

tom-up (i.e., data-driven) approach to the analy-

sis of content. In this approach, the coding process

usually takes place at different levels of increasing

abstraction. The analysis of a rather descriptive

nature begins at a low level of abstraction by

focusing on small segments where codes (also

called first-level codes) are developed to denote

the meaning of the single segment. This is done

through wording as close as possible to the text

(analogous to open coding in GT). Then, the anal-

ysis of a more interpretative nature takes place at
successively higher levels of abstraction where

codes that are higher in abstraction (second

level, third level, etc.) are progressively developed

to denote commonalities among lower-level

codes. (Although the analysis at lower levels of

abstraction is considered rather descriptive, it

already involves interpretation according to the

hermeneutical nature of any text interpretation,

as described before). This process (which is anal-

ogous to what GT analysts call constant compari-

son) stops when saturation is reached: when the

emerged categories present informational redun-

dancy (i.e., no new categories are generated by

further cycles of analysis) (Lincoln and Guba

1985; Morse 1995; see also Strauss and Corbin

1990). Finally, the categories must be

conceptually linked by articulating the relation-

ship among them and demonstrating how this

answers the research question(s) (analogous to

what GT researchers call axial coding). The valid-

ity and credibility of the analysis is supported by
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demonstrative rhetoric, which may be achieved

through peer review, group discussion, or

supervised discussion.
The process of bottom-up QCA is not linear

but circular. This means that to reach increas-

ingly high levels of abstraction in coding, it is

necessary to review the categories being

identified and the text cyclically and reformulate

them as necessary. Although this method is

called inductive to stress the process of

generating categories in a bottom-up, data-driven

way, abductive processes also play a relevant

role, especially in the revision of category

(see Lipscomb 2012). Finally, the general

principles governing this method may be consid-

ered to ground all the bottom-up approaches

described above as well as the data-analytic

procedures used in qualitative meta-analysis
(see Timulak 2009). Because of the

characteristics described above, inductive QCA

is located at the very bottom of our map in the

left corner (see Fig. 20.2).

In his book, Qualitative Content Analysis,
Mayring (1990) described a model of this analy-

sis (from selecting the material to differentiating

the formulation of the research question and to

defining the unit of analysis). Let us examine

how Mayring analyzed the Sarah segment.

Analysis of an Inductive QCA (Conducted

and written by Philipp Mayring, University

of Klagenfurt)

Definition of Categories: Reactions of per-

son S (emotional, cognitive, or behavioral)

to the mentioned man

Level of Abstraction: Direct

formulations (not only affirmations of

interviewer questions) on a concrete level

C1: Unwillingness to discuss (comment)

his reactions—line 4 and line 14

C2: Uncertainty about motives of his reac-

tion—line 5

C3: Appraisal of ignorance of my

feelings—line 12

C4: Thinking that he talks against me—

line 12

C4: Appraisal of undermining my offer—

line 13

A frequency analysis is possible (C1 is

most frequent), but this makes sense only

in large text corpora. In a second step, a

theory-driven formulation of the main

categories and frequency analysis is possi-

ble, e.g., emotion-centered categories and

communication-centered categories.

A couple of observations may be made with

regard to the example above. First, the author,

before beginning with the analysis, explicitly

defines what he is interested in and the level of

abstraction at which the content addresses

it. This helps the analyst maintain focus. Then,

the author proceeds with the open coding of the

text, which results in labels that allow him to

refer to the content Sarah spoke by lines. Here,

the author calls a category (C1, C2, etc.) what

another author might call a first-level code. The

inductive analysis stops here because of the brief

text. With more textual material, it would have

been possible to obtain more first-level codes, to

group and label them according to similarities

and differences, to revise them when necessary,

and to identify conceptual relationships among

the different identified categories. Moreover, it

should be noted that Mayring explicitly suggests

that a different, theory-driven approach might
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have been possible. This leads us to the second

type of QCA.

Deductive QCA Deductive QCA represents the

top-down (i.e., theory-driven) approach to the

analysis of content (Elo and Kyngäs 2008; May-

ring 2000). In this approach, the coding process

consists of applying to the text under investiga-

tion a previously developed category system,

which may be eventually organized at different

levels of abstraction (i.e., containing main

categories and subcategories). The theory allows

the researcher to define the content of the

categories that the text must be searched for and

their abstraction level. Once developed, the cate-

gory system is applied to bigger or smaller
segments (depending on the research aims and

the degree of resolution) to collect portions of

texts, which may be ascribed to each category.

The validity and credibility of the analysis is

supported, as in bottom-up QCA, by demonstra-

tive rhetoric. Another approach is quantitative
and provides the frequency of occurrence of the

different categories, which will be then analyzed

statistically (the methods described below are a

typical example of this approach). In this case,

quantitative indexes of agreement among the dif-

ferent analysts must be calculated (e.g., inter-

rater agreement). At the end of his analysis, May-

ring suggests how the example might be first

analyzed deductively and then subjected to fre-

quency analysis.

Deductive QCA also entails a circular pro-

cess, though more constrained than in inductive

QCA. In fact, in this case, the text may require

more than one reading, with the possibility of

eventually modifying previous coding across dif-

ferent rounds of analysis. Abductive inference

may help in this process. Moreover, the general

principles governing deductive QCA may be

considered to ground all top-down methods,

which we will describe in the next section.

Because of these characteristics, deductive

QCA is located at the very top of our map in

the left-upper corner (see Fig. 20.2).

These two approaches to QCA may be com-

bined. For example, it is possible to embed an

inductive QCA within a main, dominant deduc-

tive QCA as in the inductive articulation of a

deductively obtained set of categories. In this

case, after having deductively coded the text

with regard to some a priori defined categories,

we might decide to inductively articulate the con-

tent of each of these categories based on the text

that has been previously coded to them. Another

possibility is to apply each of the two variants in

sequence. For example, we might first use induc-

tive QCA to develop a category system, which

might be then used for deductive QCA in other

studies or on related material of the same study.

20.6.2.3.2 Core Conflictual Relationship

Themes

The Core Conflictual Relationship Themes

(CCRT) approach is an example of how the gen-

eral principles governing both deductive and

inductive QCA may be implemented to analyze

a clinically relevant concept. In fact, the CCRT

method is deeply grounded in the

psychodynamic concept of transference, but it

can be applied to any relationship episode
(RE) and observed in therapy sessions of all

therapy schools, as well as interviews, novels,

poems, movie dialogues, etc. Within the context

of PPR, a RE is defined as “a part of a session that

is a relatively discrete episode of explicit narra-

tion about relationships with others or with the

self” (Luborsky 1998, p. 16). To be applied,

CCRT requires the following: (1) the segmenta-

tion of the text into REs, (2) the identification of

the components of the RE, and (3) the coding of

the identified REs with regard to the relational

properties of the patient-therapist interaction.

Some classical and recent developments exist,

which differ with regard to 2 and 3. In the
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classical CCRT formulation (Luborsky 1998),

within a RE, it is possible to identify the follow-

ing components: a subject who expresses a wish
(W, e.g., “I want to. . .”), a response of the other

(RO, “The other does. . .”), and a response of the

self (RS, “I do. . .”). Once these components have

been identified within the different REs, each

must be coded through a standardized category

system (Crits-Christoph and Demorest 1988;

Barber et al. 1998), which includes 96 categories.

Of these, 35 are specific to W and further

organized into 8 clusters (which include wishes

“to be independent and have individuality,” “to

hurt and control others,” “to be controlled and

hurt,” “to withdraw,” “to be close,” “to be loved

and understood,” “to feel good,” and “to

achieve”); 30 are specific to RO and further

organized into 8 clusters (according to which

the others are viewed as “strong and indepen-

dent,” “controlling,” “upset,” “bad,” “rejecting,”

“helpful,” “liking others,” and “understanding”);

and 31 are specific to RS and further organized

into 8 clusters (according to which the subject

feels “open and helpful,” “unreceptive to others,”

“respected,” “in opposition to others,” “self-con-

trolled and confident,” “helpless,” “disap-

pointed,” and “anxious or ashamed”). The

coding may occur at the level of the single

categories or general clusters. A second way to

apply a CCRT analysis is the tailor-mademethod

based on the inductive creation of W, RO, and

RS categories (hence tailor-made). In this case,

after having identified the REs and considered

them with regard to their components, the

researcher must formulate a code that adequately

describes the content of the components of that

RE. This is a clear example of applying the

CCRT according to a bottom-up approach, con-

trary to the top-down approach followed when

applying the standardized category system. For

this reason, the standardized CCRT is placed on

the upper-left corner of our map, while the tailor-

made application on the left side but a bit below

(see Fig. 20.2). Finally, some researchers com-

bine the approaches and first apply the tailor-

made method and then translate tailor-made

categories into standard categories.

A more recent development is the CCRT-LU

(Albani et al. 2008; Pokorny 2014; see www.

ccrt-lu.org), which differs from the classical

approach in the composition of the RE; the Ws

are further divided into wishes of the other

(WO) and wishes of the self (WS). Moreover,

each wish (WS and WO) and response (RO and

RS) is further differentiated into the following

categories:

WOO Wish of the other directed towards him-

self/herself

WOS Wish of the other directed towards the

Self

WSO Wish of the self directed towards the

other

WSS Wish of the self directed towards him-

self/herself

ROO Response of the other to himself/herself

ROS Response of the other to the self

RSO Response of the self to the other

RSS Response of the self to himself/herself

Second, a different category system is offered,

which produces 120 categories that are valid for

every component of the RE; these 120 categories

are then organized into 30 clusters (see Albani

et al. (2008) and www.ccrt-lu.org for more details).

The exemplary analysis of our Sarah text

below includes both tailor-made and

standardized applications of the CCRT-LU.
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This type of CCRT-LU application would

usually be further analyzed quantitatively

using statistical strategies to test specific

hypotheses (e.g., changing specific categories

over the course of therapy, pre-post treatment,

in relation to a specific relationship, comparison

among diagnostic groups or good vs. poor

outcomes, etc.). However, a qualitative concep-

tualization (e.g., types of wish-response in

anorexic clients) is conceivable. Considering

this idea, the testing of hypothesis, we transition

to the methods that are exclusively top-down

approaches.

20.6.3 Top-Down Approaches

The methods we describe in this final section

represent the instantiation of a specific type of

deductive QCA in which the researcher, after

having coded the text into different a priori

categories, uses statistical tools to answer the

research question. For this reason, these methods

combine aspects of traditionally qualitative (the

coding process itself) and quantitative (the trans-

formation in frequencies and use of statistics)

research [see Gelo et al. (2012) and Lamnek

(2010) as presented in the introduction]. The

core component that justifies their inclusion in a

qualitative method map is that hermeneutic inter-

pretive practices must be conducted for the

deductive coding required by these methods;

however, the fact that the results of the coding

process are transformed into frequency counts

also places these methods in the domain of quan-

titative research.

More than in any other described section in

this chapter, we are faced with a number of

specific methods each providing its own coding

manual characterized by rather strict rules for the

coding process, assessment of validity, and

assessment of reliability in terms of inter-rater

reliability. Examples of these methods include

the Core Conflictual Relationship Themes (stan-

dard categories) (Luborsky 1998), the Structural
Analysis of Social Behavior (SASB, Benjamin

1974), the Vanderbilt Therapeutic Alliance

Scale (VTAS; Hartley and Strupp 1983), the

Defense Mechanism Rating Scale (DMRS;

Perry 1990), the Psychodynamic Intervention
Rating Scale (PIRS; Milbrath et al. 1999), the

Metacognition Assessment Scale (MAS;

Semerari et al. 2003), the Narrative Process
Coding System (NPCS; Angus et al. 1999), the

Assimilation of Problematic Experiences Scale

(APES; Stiles 2001), the Innovative Moments
Coding System (IMCS; Gonçalves et al. 2011),

the Therapeutic Activity Coding System (TACS;

Krause et al. 2009), and many others [actually,

almost any of the observational methods typi-

cally applied to transcripts within quantitative

PPR may belong to this group of methods; see

Gelo et al. (2012) for a discussion].

Because of these characteristics, these

methods are located at the top of our map (see

Fig. 20.2). Some of them clearly focus on the text

content (e.g., standardized CCRT), being thus

located on the upper-left part of the figure.

Other methods may eventually take more into

account also structural aspects of the text (e.g.,

SASB, MAS, VTAS, PIRS, IMCS, NPCS,

APES, NEPCS, TACS), and can thus be found

more in the upper-middle and upper-right part of

the figure. Coding is usually done on a nominal
scale, and the text is assessed for either the pres-

ence or absence of the category under scrutiny,

which usually results in mutually exclusive cod-

ing (e.g., CCRT, IMCS, TACS, NPCS, DMRS)

or an ordinal scale that ranks categories by

intensity on a Likert scale (e.g., APES,

VTAS, PIRS).

In some cases, such as the CCRT or the APES,

the interpretive practices connected to the top-

down coding do not necessarily serve the pro-

duction of a dataset that is further analyzed sta-

tistically [when APES is used within a more

general qualitative approach, it is called assimi-

lation analysis (see Stiles and Angus 2001)].

This is an interesting example of the fact top-

down methods can yield results that are either

“quantified” or further “qualified.

In the remaining pages of this section, we

focus on three methods: Therapeutic Activity

Coding System, Narrative Process Coding
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System, and a variant, the Narrative-Emotion
Process Coding System.

20.6.3.1 TACS
The Therapeutic Activity Coding System

(TACS; Krause et al. 2009) was developed to

analyze the verbal activity of therapists and

clients during clinically relevant episodes within

the therapeutic process. The TACS represents a

particular case in which a conversational analysis

can be applied with a top-down category system

approach. Therefore, it is located at the top right

corner of our map (top-down approach focusing

on the text structure with some inclusion of con-

tent). Their category system differentiates among

following aspects that are coded (explicitly)

qualitatively for each single turn and segment

while a coding-score sheet is created. The results

are usually analyzed statistically:

• Basic forms: Agreement, assertion, denial,

question, and direction

• Intention: Exploring, attuning, and

resignifying

• Technique: Justification, self-disclosure, con-
frontation, advice, imagery, information,

interpretation, narration, labeling, paradox,

reflection, reinforcement, summary, and role-

playing

• Content/domain: Actions, ideas, and affect

• Content/reference: Self, present other, third

party, therapeutic relationship, relationship

with third party, and neutral

The first two aspects (basic forms and inten-

tion) focus on the structure, the last two (content/

domain and content/reference) focus on the con-

tent, while the third aspect (technique) focuses

on both.

Let us see what a TACS coding procedure

looks like based on our Sarah segment. By

providing this top-down approach, we hope to

provide a sufficient snapshot of conversational

aspects that may be applied according to a

top-down approach or in combination with

more traditional content-related aspects. The

coding sheet is presented only for the first part

of Sarah’s text segment to limit the length of the

chapter.

Analysis Using the TACS (Conducted and

written by Marianne Krause, Pontificia

Universidad de Chile)

The following considerations must be kept

in mind when coding with TACS (for more

details see the manual at www.

psychotherapyandchange.org): (A) Texts

are coded by two independent coders.

(B) Each turn or segment should be coded

considering the context of the conversa-

tion. Therefore, before analyzing a thera-

peutic interaction, the text to be coded

must be read entirely. Likewise, to code

the first turns of the episode, the context

of what has been said in previous turns

should be kept in mind. (C) The usual

unit for coding with TACS is the speaking

turn, except when we find two or more

different basic forms and/or communica-

tive intentions in one speaking turn. In

this case, it will be divided in as many

segments as needed. In the example, this

is the case of most of the speaking turns.

Techniques, domain, and reference are not

used to fragment speaking turns. (D) If a

segment is linguistically incomplete, only

the basic form is coded (see, e.g., speaking

turn 2, segments 1 and 2). If it is not

understandable, it is not coded. (E) Some

segments have no specific communica-

tional technique to be coded (e.g.,

segments 1 and 2 of speaking turn 2).

As we can see in Table 20.1, the most

used basic form in this therapeutic

exchange is assertion. Only in one segment

(turn 5, segment 2) does the therapist ask a

question and only in two segments (turn

2, segment 1 and turn 4, segment 1) does

the client agree with the therapist’s

(continued)
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statement. The basic form question is only

used by the therapist, while agreement is
only used by the client.

On the level of communicative

intentions, there is more diversity in this

episode. Exploring, which is slightly more

present than the other forms of communi-

cative intention, is present when the thera-

pist asks for more information and when

the client provides more information about

her relationship with the man she is inter-

ested in. In between this sequence of

explorative verbalizations, the therapist

attunes (speaking turns 1, 3, 5, and 6),

reacting to the emotional content Sarah is

communicating and using the technique

reflection (turns 1 and 3), for feeding back

to the understanding of her emotions, or

self-disclosing, when the therapist shows

her surprise and lack of understanding

after the client’s self-interpretation (turn

5). The client also talks with the communi-

cative intention attuningwhen she explains
her feelings towards the man to the

(continued)

Table 20.1 The episode coded with TACS (first part of the segment)

Turn Segment Participant Verbalization Basic form Intention Technique Domain Reference

1 1 Therapist So you get some mixed

messages from this man

Assertion Attuning Reflection Affect Present

other

(client)

1 2 Therapist Or you perceive them as

mixed

Assertion Exploring Labeling Ideas Present

other

2 1 Sarah Yeah Agreement – – – –

2 2 Sarah Oh it’s (10-second

pause)

Assertion – – – –

2 3 Sarah I guess one of the things

was like when we were

talking once about

relationships,

friendships, uh, he just,

he goes, well, I am glad

that we are just good

friends

Assertion Exploring Narration Actions Relation

with a

third

party

2 4 Sarah And I couldn’t really; I

didn’t really want to

comment on it because

it was just like, what’s

going on here?

Assertion Exploring Justification Affect Self

3 1 Therapist You’re just stunned,

sort of like a slap in the

face

Assertion Attuning Reflection Affect Present

other

4 1 Sarah Yeah, literally Agreement – – – –

4 2 Sarah It’s almost like the same

way as with my father

Assertion Resignifying Interpretation Ideas Relation

with a

third

party

5 1 Therapist Somehow, I’m not

completely; I’d like to

understand better

Assertion Attuning Self-

disclosure

Ideas First

person

(therap.)

5 2 Therapist What feels like your

father when these things

happen?

Question Exploring – Affect Neutral
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therapist (segment 6), trying to justify how

these relate to her actions. The communi-

cative intention resignifying is introduced

by the client, together with a self-interpre-

tation as technique, when she establishes

the association she perceives of her experi-

ence with the man and her previous rela-

tional experiences with her father (turn

4, segment 2). She seems to be

constructing a new meaning (at least for

the therapist it seems to be new) by

associating meanings that correspond to

two different contexts in her life. Later, in

segment 6, she explores these meanings by

explaining them to the therapist.

When coded with the fourth dimension

of the TACS, the domain of communica-

tive contents, this episode appears bal-

anced among ideas, affect, and actions.
The client and therapist talk about the

actions involved in the client’s relationship

with a man, her feelings towards him, her

understanding (ideas) of the event, and

how this relates to previous experiences.

We can observe that the dimension ref-

erence is also characterized by diversity.

The client talks about herself ( first person)

as well as about her relation with a third
party (the man she is emotionally involved

with and her father). In segment 6, she

focuses completely on the other person’s

behavior. The therapist’s verbalizations—

as it is usual in therapy—focus mostly on

the present other, the client. Only once,

when the client’s communication surprises

the therapist, she shifts to herself, using the

first person to inform the client about her

astonishment. Finally, the neutral refer-

ence is used twice, when therapist and cli-

ent step back (by using the terms what and
it in the last segment of turn 5 and the first

segment of turn 6) to examine the new

association that the client has established.

Usually a more elaborate single-case

conceptualization would follow these first

steps, but given the short text example and

the lack of comparison to other text

segments, this is as much as the TACS

analysis can demonstrate.

After the coding procedure presented above,

TACS researchers usually conceptualize how the

protagonists communicate and what that means

in terms of the psychotherapeutic progress over

time (e.g., changes in conversational practice in

good outcome cases, etc.). This might be

supported by frequency tables and comparisons

of occurrences. The qualitative conceptualization

of results yielded by standardized, a priori cate-

gory systems is not often discussed but is very

much possible and must be acknowledged in our

method map.

20.6.3.2 The NPCS and NEPCS
The Narrative Process Coding System (Angus

et al. 1999, 2012) and the newly developed Nar-
rative and Emotion Process Coding System

[manual in process; see relating publication by

Boritz et al. (2011)] are two other examples of

methods not usually considered qualitative

because the results are usually conceptualized

statistically. They focus both on the content and

structure of the text, but contrary to the TACS,

this focus is more on the former than on the latter.

Moreover, a first stage of the analysis involves

bottom-up procedures (despite the presence of

this inductive part, these methods are located in

the purely top-down approaches because the

inductive procedure has a role for the segment

identification and denomination, while the

categories addressed during the main analysis

are defined a priori). Therefore, both are found

at the top of our method map but below and to the

left of the TACS (see Fig. 20.2).

The Narrative Process Coding System

(NPCS; Angus et al. 1999; Angus et al. 2012)

includes the analysis of the following

perspectives: the narrated topics (content), the

relationship focus (content) and narrative pro-
cess modes (content and structure). Topic

segments are similar to the meaning units in

grounded theory or domains in consensual
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qualitative research (for the latter, see Chap. 23).

A topic is (1) a description or overview of a

specific content area or (2) a detailed elaboration

of different facets of a specific content area

(Angus et al. 2012). The text analyst organizes

the therapy transcript into topic segments that are

at least four lines long. Usually, as shown in

previous research, the segments consist of

30 complete sentences (ranging from 10 to 133;

Angus et al. 2012). Each topic segment is then

inductively captured in a topic category and

deductively coded for a relationship focus (e.g.,

self with father, self with mother, boyfriend, men

in general, or self).

According to the narrative theory implied in

the NPCS, stories can be narrated in three differ-

ent narrative process modes: external, internal,

or reflexive. These three mode categories are set

and clearly defined. Mode categories can be

applied to text segments that are at least four

lines long, and they can comprise a topic segment

or change inside of a topic segment. Attention is

directed towards mode shifts. The following

definitions are taken out of the NPCS manual

[see also the related publication by Angus

et al. (1999)]:

(1) External: When the individual provides a

description of an event that (1) is a general

overview of an event or autobiographical

memory narrative, (2) highlights a specific

incident or event (past or present), or

(3) provides information about external

events.

(2) Internal: When the individual provides a

descriptive elaboration of experienced

emotions or bodily felt sensations or

feelings, the narrative sequence is coded as

internal. It is a description of how one feels

in relation to one’s self and others.

(3) Reflexive: The individual focuses on the

reflexive or interpretive analysis of event

descriptions or descriptions of subjective

experiences. The individual attempts to

understand his/her own feelings regarding

self, others, or events.

The Narrative-Emotion Process Coding Sys-
tem (NEPCS) was developed by Boritz

et al. (2011) and builds upon the NPCS while

introducing a completely new set of categories

that focus on the type of narration. The system is

currently under development but so far consists

of the following categories:

(1) The same old story (characterized by

stuckness in old patterns)

(2) The empty story (narration with low/missing

expressed emotion)

(3) The unstoried emotion (expression of emo-

tion without verbal narrative presentation)

(4) The competing plotlines (two competing

stories/interpretations of an event that facili-

tate confusion)

(5) The fragmented story (fragmented, unclear,

hard to understand story)

(6) Abstract story (vague and over-generalized

story)

(7) Discovery story (a new understanding or

experience is introduced)

Let us now turn to the NPCS and NEPCS

analysis of the Sarah segment.

Analysis Using NPCS and NEPCS

(Conducted and written by Tali Boritz, York

University, Toronto)

(1) NPCS

Topic: Receives mixed messaged from a

man and feels rejected

Relationship Focus: Self and man (father)

Narrative Mode

Reflexive: The whole text segment is coded

as reflexive as Sarah and her therapist try to

make meaning of the experienced situa-

tion. The peak of the reflexive is the meta-

phor (which often points to a reflexive

mode) when the therapist and Sarah under-

stand the experienced event as a “slap in

the face” (co-constructed reflexive mean-

ing making). Sarah interprets her behavior

and links it to past experiences with her

(continued)
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father, which is also an indicator of the

reflexive mode. In line 3, she starts a

short external narrative describing what

she and the man talked about (“when we

were talking once about relationships,

friendships, uh, he just, he goes, well, I

am glad that we are just good friends.

And I couldn’t really; I didn’t really want

to comment on it because it was just like,

what’s going on here?”). This external nar-

rative is too short to be coded, however

(three lines).

(2) NEPCS

The NEPCS is usually conducted as a

minute-by-minute video-coding tool.

Without the video, it is very hard to code

this. Nonverbal aspects such as tone, ges-

ture, and nature of pausing cannot be deter-

mined through a transcript but can be

important when differentiating fragmented

from abstract and abstract from discovery

stories. For the purpose of illustration,

however, the following three NEPCS

codes were assigned to the segment:

Types of Narration

Fragmented Story (Lines 1–6): Sarah

describes a fragmented, unclear, or hard

to understand narrative during which she

appears to be struggling to understand and

articulate an experience, as indicated by

the following defined coding rules:

(1) The narrative lacks clear beginning,

middle, and end.

(2) The situational/relational context is

only partially elaborated.

(3) The fragmented description of subjec-

tive experience (internal state) of

protagonists and antagonists.

(4) Pausing and/or disrupted speech as cli-

ent attempts to articulate an internal

experience.

Discovery Story (Lines 7–9): (A short

flicker of this is found in the middle.)

There is an important linkage between the

current relationship with the man and the

past relationship with her father; however,

she does not stay with the story, which

makes it too short to code and thus part of

the fragmented story. In the minute-by-

minute coding with the video file, this part

could be coded more precisely.

Abstract Story (Lines 10–14): Sarah’s

emotional state and narrative expression

is presented in a generalized or vague man-

ner. The client may talk about his or her

own feelings or self-relevant ideas but with

little or no evidence of exploration or dis-

covery. The content of the story holds

together loosely as indicated by the follow-

ing defined coding rules:

(1) Narrative incoherence. Lack of depth

in reflection or examination of one’s

thoughts, feelings, and behaviors.

(2) The content is self-description that is

superficial, abstract, generalized, or

intellectualized. Little reference is

made to the speaker’s feelings or inter-

nal perspective. The segment may

include the ideas, attitudes, opinions

or moral judgments, wishes,

preferences, aspirations, or capacities

of the speaker from an external or

peripheral perspective.

(3) Emotion is depersonalized. If the client

is emotionally aroused, it is evident

from his/her manner not from her

words. If the client mentions her

feelings, she treats them abstractly,

impersonally, as objects.

The first part of the NPCS (the categorization

of topics) is an inductive content analysis. The

NEPCS reminds us of conversation analysis

techniques that capture the method of narration

(how is something communicated? abstract?

fragmented?). Then, aspects of the content are

considered with aspects of the structure (is the

narration internal, external, or reflexive?).

Hence, there are specific steps in both methods

that are clearly qualitative. However, when we

examine actual NPCS and NEPCS projects, we

can see that the results (as shown in the example
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above) are further conceptualized through

sophisticated statistical analysis. The researchers

are usually not interested in formulating a quali-

tative conceptualization of one or more single

cases. Quite contrary, the coding systems are

used to encode considerable amounts of data

(e.g., six complete short-term therapy cases,

which consist of approximately 60 sessions or

approximately 1,400 pages of text material, pref-

erably more). In the presentation of the results,

the text becomes less important than the numbers

and statistical indices (as in all methods included

in this section). In fact, the discussion focuses on

the interpretation of statistical values (e.g., sig-

nificantly more internal-reflexive shifts in good

outcome clients or flexibility in expressed story

types predicts good outcomes, etc.). This is why

the NPCS and NEPCS (with the other methods of

this section) are often labeled as quantitative.

However, it is possible that a researcher would

further analyze the coded results of the NPCS

and/or NEPCS in terms of qualitative typology of

narrative modes across sessions, thus offering a

qualitative conceptualization that would pursue

the initial qualitative coding.

20.7 Quality Criteria

After we have mapped these various qualitative

analysis methods in PPR, we will now turn to one

last important aspect in conducting qualitaitve

research that researchers need to consider sci-

ence, quality criteria are the principles or

standards with regard to which we may evaluate

the quality and trustworthiness of the research

process. Over the last decades, qualitative

researchers have acknowledged the need for

emancipation from quality criteria borrowed

from quantitative research and pushed forward

more appropriate criteria (e.g., Altheide and

Johnson 1994; Elliott et al. 1999; Kvale 1996;

Lincoln and Guba 1985; Morrow 2005; Packer

and Addison 1989; Rennie 2012; Seale 1999;

Stiles 1993; Williams and Morrow 2009). These

criteria, though elaborated at a general level in

psychology and related social sciences, may

apply to the field of qualitative psychotherapy

process research as well. For example, Rennie

(2012) stated that demonstrative rhetoric (i.e.,

the ability to persuade through arguments

grounded in text examples) and disclosed reflex-

ivity (i.e., the ability to make explicit the

assumptions grounding the study) are two essen-

tial aspects of good qualitative research.

Stiles (1993) distinguished between quality

criteria addressing the (1) trustworthiness of
observations and data and (2) trustworthiness

of the interpretations or conclusions drawn

from the data (which resemble the concepts of

reliability and validity, respectively). The first

includes the researcher’s disclosure of his/her

orientation and assumptions, internal processes,

sociocultural context in which the research takes

place, intensive engagement with the data, itera-

tive cycling between interpretation and data, use

of examples to ground interpretations, and

description. The second includes triangulation,

inner coherence of interpretation, uncovering,

participant feedback, fostering change in

participants as well as the researchers, and con-

sensus among researchers. More recently, Elliott

et al. (1999) developed a set of seven guidelines

specific to qualitative research: (1) owning one’s

perspective, (2) situating the sample, (3) ground-

ing in examples, (4) providing credibility checks,

(5) coherence, (6) accomplishing general

vs. specific research tasks, and (7) resonating

with readers. Morrow (2005) provides the fol-

lowing criteria: (1) social validity, (2) subjectiv-

ity and reflexivity, (3) adequacy of data, and

(4) adequacy of interpretation. Finally, Williams

and Morrow (2009) recently suggested the fol-

lowing criteria: (1) integrity of data, (2) balance

between participant meaning and researcher

interpretation, and (3) clear communication and

application of the findings.

Lincoln and Guba presented their position on

quality criteria in their excellent outline of qual-

ity criteria in qualitative research (Lincoln and

Guba 1985; see also Seale 1999) and suggested a

translation of terms from conventional quantita-

tive inquiry into naturalistic qualitative inquiry

(see Morrow 2005) for a discussion on how dif-

ferent paradigmatic underpinnings of qualitative

research (post-positivism, constructivist-
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interpretivist, and postmodern/critical/ideologi-

cal) may sustain different sets of quality criteria.

We present these quality criteria with regard to

the main questions to which they refer.

How can qualitative researchers accomplish

the following:

(1) Convince that their analyses really capture

the phenomenon (traditionally referred to as

internal validity in quantitative research,

translated to credibility in qualitative

research)

(2) Be certain their results are transferable to

other subjects and contexts outside their sam-

ple and research situation (traditionally

referred to as generalizability or external
validity, translated to transferability)

(3) Assure that the same study design

investigating the same subjects yields the

same results (traditionally referred to as rep-

licability or reliability, translated to

dependability)
(4) Demonstrate that their results are not a sin-

gular isolated product of their own

perspectives and motivations (traditionally

referred to as objectivity, translated to

confirmability)

In terms of (1) credibility, Lincoln and Guba

(1985) advise researchers to check their results

with the participants and, if necessary, adjust

some interpretations [e.g., clients may be asked

to rate their resonance with specific clusters on a

7-point Likert scale; see Williams and Levitt

(2007)]. Bracketing, that is, the researcher’s

self-reflexive disclosure of his/her assumptions

and ability to set them aside temporarily during

the research process, is another way to increase

the credibility of a qualitative study (Fischer

2009). In terms of (2) transferability, researchers

must provide a rich description of results to con-

vince the reader that results may be applied to

other subjects and contexts. This is a rather care-

ful statement by Mayring (1990), who

understands Lincoln and Guba (1985) in the con-

text of their famous claim: the only generaliza-

tion is that there is no generalization. Mayring

claims that generalizability (as part of transfer-

ability) is allowed and makes sense if the

researchers (a) generalize results within the

same context (e.g., institutions, countries, ther-

apy approach, etc.), (b) extend their sample to

other cases and compare the results, and (c) use

time series within single cases and generalize as

typical patterns (e.g., intervention-reaction

series). (3) Dependability is achieved when

researchers document the strategy of the analysis

and the decisions made during the data analysis

process and make the conceptualization of their

categories transparent. For example, in grounded

theory, this crucial step in the research process is

called memo-ing.

The fourth issue, (4) confirmability, is the

most controversially discussed topic in qualita-

tive research. As anticipated, confirmability

addresses the classical issue of reliability and

the question of whether qualitative researchers

need proof that their results are not arbitrary but

can withstand statistical reliability

measurements. Elliott et al. (1999) presented

publishing guidelines for qualitative research

and this issue has been considered in their section

on providing credibility checks. In both works,

Lincoln and Guba (1985) and Elliott et al. (1999)

state that assuring this aspect require the inclu-

sion of auditors. Auditors are usually researchers

who are somewhat familiar with the research

question but are not involved in the actual analy-

sis. Thus, they can serve as an outside perspec-

tive to help the main researchers to correct their

interpretations and present more trustworthy

results. Usually, the results are discussed with

this auditor (e.g., a supervisor or colleague) for

clarity, but the achieved expertise in the phenom-

enon of the major researcher or group of

researchers is not questioned [examples include

an analysis on emotional pain by Bolger (1999)

and therapist somatic phenomena in therapy by

Shaw (2004)]. In addition to auditing, there are

other ways to assure the dependability of a proj-

ect (compare Elliott et al. 1999). Qualitative

projects with one main researcher will document

and make transparent their insights throughout

the hermeneutic circular process. Another

method is the systematic consensual agreement
in which two or more researchers are required to

arrive to agree on the results obtained individu-

ally, thus presenting credible/dependable results
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(e.g., see the analysis of therapists’ dreams about

their clients conducted by Spangler et al. (2009);

see also Schielke et al. (2009) and Chap. 23).

Lamnek (2010) introduces the practices of peer

reviewing (reviewing categories and results

within the research group) and the peer
debriefing (reviewing categories and results

with experts outside the research group). The

use of statistical inter-rater reliability
calculations must be discussed carefully. Statis-

tical inter-rater agreement checks should only be

applied when appropriate to the research aim

(e.g., calculation of Krippendorff”s alpha or

Cohen’s kappa; Mörtl and Wietersheim 2008).

It can make sense, for example, to test if another

person can be trained in the reliable coding of a

specific top-down category system to see if

categories and coding rules for categories are

comprehensive and clear enough. Inter-rater

agreements should not be applied as naive proof

of objectivity and are mostly inappropriate for

bottom-up approaches.

The implementation of the above quality

criteria is highly dependent on how the

researcher understands science, his/her personal

attitudes, and the research environment within

which he/she works. For a deeper and more artic-

ulated discussion of the different conceptions of

quality criteria in qualitative research, we refer

the reader to the extensive existing literature to

which we provided citations throughout this

section.

Conclusion

In this chapter, we describe the main

characteristics of qualitative methods that

can be applied in PPR. This description was

provided with an awareness of the following:

(a) quantitative and qualitative methods and

research should be considered ideal types

located at the extremes of a continuum, and

we should be careful when making sharp

delineations between them; (b) contrary to

quantitative research, in qualitative research,

the methods used to investigate the therapeu-

tic process largely overlap with those used to

investigate therapeutic outcomes (see

Chap. 27).

We have provided a description of qualita-

tive methods in our field at the level of

research design, sampling, data collection,

and data analysis. We presented a map of

methods and then systematically

deconstructed it by stating that methods

could be located at different places on the

map. At this point, we hope to have confused

the reader well enough. As in every qualita-

tive study, there is a point of chaos in which

the researcher must lean back, reflect upon all

of the gathered information, however coher-

ent or contradictory, and answer the research

question. We will do so now. Our desideratum

was to present qualitative methods in our

field; to do so we had to answer the following

question.

When Is a Psychotherapy Process

Research Method Qualitative?

A method can be labeled qualitative when

the researchers (1) are applying traditional

qualitative coding strategies (open coding,

inductive categories, documenting reflec-

tion in the coding process, etc.) and/or

(2) conceptualize their found categories

clearly qualitatively (without reducing the

relationship between categories solely to a

numeric-statistical level).24

Looking closer, the definition including

two aspects beholds a third argument: the

researcher. It is not the coding system that

makes a method qualitative. It is how the

researcher makes use of it. We have

demonstrated that set category systems can

involve a huge amount of interpretation and

reflection (as in the CCRT or the TACS) or

24 This will hopefully remind the reader of Denzin and

Lincoln’s definition we presented in the introduction of

this chapter. The new twist in the definition is the “or”

criterion of the two aspects which now includes specific

qualitative methods in psychotherapy process research

that would have not been captured by Denzin and

Lincoln’s definition, namely most of the afore described

top-down apporaches.
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can be applied rather descriptively by sticking

to a few precise definition rules (as in the

NPCS or NEPCS). It is the researcher as a

person, in a specific context, with a specific

aim, and with a manner of interpreting how

specific methods might and should be used

who shapes a qualitative project. Researchers,

including ourselves, tend to avow themselves

as either qualitative or quantitative scholars as

do academic institutions, supervisors, and

journals. Thus, whenever we categorize a

method as qualitative, we must consider who

shaped or invented this method, who applies

it, and when and where it is published. It is not

surprising that sometimes projects that, for

example, are not “purely” qualitative might

lean towards the qualitative pole in one publi-

cation or conference talk and then lean

towards the quantiative pole in another. At

the end of the research day, the choice is the

researcher’s. Confronted with considerable

amounts of complex information, how content

is he/she to trust his/her ability to obtain

results in a qualitative or a quantitative way?

Will the conceptualization consist of listening

to themselves to carve out the relationship

among specific categories intuitively and

empirically? Will the researchers trust their

eyes when examining their categories out on

the table, making connections, and assuring

their accuracy in the empirical coding? Will

the researcher choose to reduce complexity

into numeric values, put them into tables,

and trust the abstract statistical calculations?25

Finally, a study is not only influenced by

these ideal scientific choices but also by other

real-life choices, namely, available resources

(Mörtl and Lamott 2010): In addition to (wo)

manpower, money, and time, the availability

of interviewees is crucial. Finally, the

research design and sampling depend on con-

textual and interpersonal support from the

research project team, supervisor, and people

and structures in the field under investigation

who establish the contact between you and

your sample.
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Abstract

Method: A review is made of qualitative and

mixed-methods research applications to

counseling and psychotherapy based on

208 articles published between 2003 and

mid-2010 in both English-language and

German-language journals, 21 in all.

Results: The applications of these studies are

sorted into five topics: (1) clients’ experience

of counseling and therapy; (2) practitioners’

experience of counseling and psychotherapy;

(3) counseling and psychotherapy process and

outcome; (4) supervision, training, and pro-

fessional development; and (5) professional

practice issues, the public view of counseling

and psychotherapy, and practitioners’ self-

care. The studies under each of these topics

are tabulated, giving the outlet of each study,

its focus, the country of origin, sample size,

and method used. From each table studies

originating from either Germany or

Scandinavia, on the one hand, and other

countries, on the other hand, are selected to

illustrate the range of applications made

within each topic.

Discussion: It is noted that during the period

surveyed there has been an increasing empha-

sis of objectivity, in a variety of ways,

reflecting a shift toward positivism.

Implications of this development are

discussed.
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21.1 Introduction

The field of counseling and psychotherapy has

contributed substantially to the rise of qualitative

research (Rennie et al. 2002). Several years ago,

together with colleagues, the present authors

published companion reviews of the production

of such research in the Anglo-North American

(Rennie 2004) and German-speaking countries,

including Scandinavia (Frommer et al. 2004).

The focus of the reviews was mainly on episte-

mology (theory of knowledge), methodology

(theory of method), and method. We found that

the work in the USA and Canada had been

inclined toward modernist objectivism, while to

some extent the work in the UK had been

influenced by the British postmodern, critical

psychological movement (e.g., Billig 1987). It

was also apparent that in the German-speaking

countries, in addition to psychotherapy research

done in departments of psychology, psychoso-

matic medicine departments also had contributed

to qualitative studies, while departments of

counseling had not played a significant role in

this field of research. In addition we observed

that Qualitative Content Analysis (Frommer

1996; Kracauer 1952), Ideal Type Analysis

(Gerhardt 2001), Objective Hermeneutics

(Oevermann et al. 1979), and the Autobiographi-

cal Narrative Interview method of inquiry and

analysis (Schütze 1981, 1983, 1984), all of

which were developed in the German-speaking

region, had been used almost exclusively there.

In those reviews, we mentioned applications

mainly to illustrate methodology and methods. In

this limited way, among the applications

addressed were, for example, the study of meta-

phor in therapy (Angus and Rennie 1988); the

therapeutic alliance (Bachelor 1995); how transi-

tion objects work (Arthern and Madill 1999); the

assimilation model (Stiles and Angus 2001); cat-

egorization of client’s pauses during conversa-

tion with a therapist (Levitt 2001); diagnostic

first interviews with patients (Frommer 1996;

Frommer and Faller 1994); research on psychoso-

matic syndromes (Faller 1998); the characteristics,

functions, and evaluation of narrative (Boothe

et al. 1999); nonverbal interaction (Streeck

1999); and follow-up research (Kühnlein 1999).

In the present review, we reverse figure and

ground by paying more attention to applications

than to methodology and methods and by

organizing applications in a different way than

we did before. We now sort them into five topics:

(1) the client’s experience of counseling and

psychotherapy; (2) the practitioner’s experience

of counseling and psychotherapy; (3) counseling

and psychotherapy process and outcome;

(4) supervision, training, and professional devel-

opment; and (5) professional practice issues, the

public view of counseling and psychotherapy,

and practitioner’s self-care. Correspondingly,

methods are now addressed within the various

applications rather than the other way round.

21.2 Method

As in the previous reviews, we have selected

journals which we consider to be most centrally

related to counseling and psychotherapy

research. Because the year 2002 marked the end

of our earlier surveys, we have now looked at

articles published between 2003 and mid-2010

and have extracted all pertinent articles in every

issue of the journals. The result is a total of

208 articles taken from 16 journals published in

English and 5 published in German. Among

these journals, the top five sources were

Counselling and Psychotherapy Research,

which yielded 28 % of the articles, followed by

Psychotherapy Research (19 %), Psychology and

Psychotherapy (9 %), the British Journal of

Guidance and Counselling (9 %), and the Jour-
nal of Counseling Psychology (7 %). Except for

German medical journals, we have not included

journals in disciplines unrelated to counseling

and psychotherapy, nor have we paid much atten-

tion to qualitative research journals, although we

have taken one article from Qualitative Research
in Psychology. The journals addressed are listed

in Appendix A. When going through the issues of

each journal, we used every article that reported

an application of either a qualitative or mixed
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methods. We take a qualitative method to be the

discovery-oriented analysis of verbal text, with

the results being presented in such text. If num-

bers are used at all, it is to indicate the

frequencies of constituents of the returns. The

methods are intensive and typically necessitate

the study of fewer individuals than is customary

in quantitative research (Rennie 2012). Alterna-

tively, mixed-methods research involves a com-

bination of qualitative and quantitative methods

(see, e.g., Gelo et al. 2008, 2009). This is done in

a variety of ways. It may take the form of a type

of content analysis wherein the meanings of a

sample of textual material are conceptualized as

categories or themes; whence, following this

step, new textual material is assigned to a single

given category or theme (in contrast with quali-

tative methods, which allow the assignment of a

given passage of text to more than one category/

theme), thereby producing frequencies that are

analyzable statistically. Alternatively, and more

typically, the mixed-methods approach entails

the application of either interviews or participant

observation yielding returns that are analyzed

qualitatively, combined with the use of

questionnaires judged to bear on the phenome-

non of interest—questionnaires that yield numer-

ical scores. Well-known examples of this

approach in psychotherapeutic change research

are assimilation analysis (Stiles et al. 1990), task

analysis (Greenberg 2007), and hermeneutic

single-case efficacy design (Elliott 2002).

Among the materials we examined were some

English-language articles written by researchers

in countries where English is not the first lan-

guage, including, of course, Germany and

Scandinavia (the German-speaking countries

addressed in the present review). In the interest

of continuing to distinguish between relevant

researches coming from the latter region

vis-à-vis elsewhere, we have demarcated what

we call the “English-language region” (ELR)

which includes articles published in English

regardless of the country of origin except for

those coming from Germany and Scandinavia

(which we now call the Germany and Scandina-

vian region, or GSR for short). As for the non-

English articles originated in the latter region, we

used only those written in German. Overall,

although the present review is comparatively

more thorough than the previous ones, it is not

exhaustive and we apologize to authors

neglected.

The question arose as to what to do with the

resulting 208 articles. We suppose that ideally

we might have attempted to synthesize them. But

we worried that to do so in the space available

would ablate meaning. Thus, we have decided to

strike a balance between comprehensiveness and

detail. For comprehensiveness, we tabulate suffi-

cient information to enable readers to identify

articles of interest and to locate them in the

volume and issue of the journal in which they

were published. We do this in lieu of listing them

in the References section of the chapter; only

articles cited in the body of the chapter are listed

there. For detail, we select from each table an

article produced in each of the ELR and the GSR.

It is important to note that, in some cases, a given

article crossed boundaries between the five

topics, especially in terms of the first and third

topics. In such an instance, we have had to make

a choice about where to place it.

21.3 Results

As indicated, the overall results are listed in

tabular form. The acronyms for the journals in

the first column of each table can be found in

Appendix A, while the acronyms and

abbreviations of terms found in the other

columns are provided in a legend beneath each

table.

As can be seen in the Focus column of every

table, many interesting and important aspects of

counseling and psychotherapy have been

reported in the literature. It is also evident in

the Method column that many qualitative

research methods have been used. Some are

established methods, while others are fashioned

by the individual researcher as when, for exam-

ple, the procedure of Constant comparative anal-

ysis is extracted from the Grounded Theory

method. In order to distinguish established

and fashioned methods, in the tables we use
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uppercase first letters to signify the former (e.g.,

Grounded Theory) and uppercase first letter to

the first word only to indicate the latter (e.g.,

Constant comparative analysis).

In general the regional differences in method-

ology and methods observed in our previous

reviews still apply. In the GSR there has been a

comparatively somewhat greater emphasis of

hermeneutic methods. There has also been com-

paratively more partiality to mixed methods,

such as a mix of conversation analysis and a

quantified method of textual analysis, where the

latter was originated in Germany by

Mergenthaler (1996). As for the ELR, we

observe a slight shift among Americans toward

an increasing emphasis of indicators of reliabil-

ity, particularly the use of research teams where

consensus among team members is conditional

for the development of categories. This proce-

dure is the hallmark of the Consensual Qualita-

tive Research method developed in the USA by

Hill et al. (1997), which has been gaining in

popularity there. Meanwhile, British researchers

have been comparatively partial to Interpretative

Phenomenological Analysis, which Smith (1996)

developed in England, while in other respects

continuing to be more influenced by postmodern

thought in the conduct of research, compared to

researchers in other countries.

21.3.1 Clients’ Experiences of
Counseling and Psychotherapy

The results coming under this heading are given

in Table 21.1. Many aspects of clients’ experi-

ence of counseling and psychotherapy can be

seen in the 63 studies assigned to this topic.

Most frequent have been studies of the experi-

ence of a given approach to therapy, followed by

the client’s experience of the relationship with

the therapist. Next have been studies of therapeu-

tic experiences of psychotics and of lesbian, gay,

bisexual, and transgender (LGBT) clients. In

terms of locale, although 11 countries appear in

the table, most of the studies came out of the UK,

the USA, and Canada, in that order, while the

number of German vs. Scandinavian studies

listed in the table is about equal. Most commonly

used were the Grounded Theory method (e.g.,

Strauss and Corbin 1998), mixed methods, The-

matic Analysis (e.g., Braun and Clarke 2006),

and fashioned methods (see above). Behind

them there is another cluster made up of Inter-

pretative Phenomenological Analysis (Smith

1996), Consensual Qualitative Research (Hill

et al. 1997), and phenomenological methods.

The study we have selected from the ELR

studies listed in this table was conducted in

Canada by Bachelor et al. (2007). This was a

mixed-methods study of clients’ experiences of

client-therapist collaboration in psychotherapy.

As such it is a useful addition to the literature

on the working alliance (Bordin 1979) from the

client’s perspective. The data consisted of writ-

ten reports given by 30 non-screened clients

drawn from three treatment settings. Categories

of experience were developed consensually from

a subsample of these reports. The frequencies of

these categories across the entire set of reports

were then tallied, in expression of content analy-

sis which, in keeping with the North American

tradition, had a quantitative component

(cf. Qualitative Content Analysis developed by

Kracauer (1952) and used in the GSR, as is

evident in some of our tables). Employed as

well were rating scales assessing symptoms,

interpersonal relationships, the psychotherapy

alliance, and motivation for psychotherapy.

The most important understanding developed

was that there were three modes of collaborative

involvement, from the client’s perspective:

active, where the client took the lead; mutual

where the client valued give-and-take; and

dependent where the practitioner was given the

lead. These modes are amply illustrated with

quotations. For example, a participant who was

judged by researchers to exemplify the mutual

mode observed:

I found myself incapable of expressing verbally

what I felt about my situation and the changes I

wanted. My therapist then proposed this activity

[drawing]. . .I quickly associated [the] colors,

forms, and textures with which I felt and could

then express this to my therapist who was better

able to understand me. My fears and anxiety, when

faced with difficult situations, are extremely
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Table 21.1 Clients’ experiences of counseling and psychotherapy

Authors Focus Country N Method

English-language region

Abba et al. (2008)

PR (1)

Responding mindfully to distressing

psychosis

UK 16 Grounded theory

Audet and Everall

(2003) CPR (3)

Experience of Ts self-disclosure CAN 9 Phenomenological

psychological method

Bachelor et al. (2007)

P (2)

Cs’ collaboration in therapy CAN 30 Mixed

Bedi et al. (2005) P (3) Perception of critical incidents CAN 40 Mixed

Bedi et al. (2006)

JCP (1)

Cs’ perspective on counseling alliance

formation

CAN 31 Mixed

Berg et al. (2008)

PR (3)

Cs’ perspectives on medical adherence in

CBT for depression in HIV

USA 14 Consensual thematic

analysis

Bohart and Byock

(2005) THP (3)

Experiencing Carl Rogers USA 2 Vicarious, empathic,

ethnographic, interpretive

Bury et al. (2007)

PP (1)

Young people’s experience of

psychoanalytic therapy

UK 6 Interpretative

phenomenological

analysis

Carey et al. (2007)

CPR (3)

Experience of psychological change in

therapy

AUSTRL 27 Framework approach

Chang and Berk (2009)

JCP (4)

Experience of cross-racial therapy USA 16 Consensual qualitative

research

Clarke et al. (2004)

PP (1 )

Experience of change processes in

cognitive therapy

UK 5 Grounded theory

Daw and Joseph (2007)

CPR (4)

Ts’ experience of personal therapy UK 48 Interpretative

phenomenological

analysis

Dilks et al. (2010)

BJCP (1)

Managing the impact of psychosis UK 75 Grounded theory

Farber et al. (2004)

JCP (3)

Experience of self-disclosure USA 21 Mixed

Gardner et al. (2009)

CPR (1)

Cs’ experience of traumatic dreams before,

during, and after therapy

UK 5 Tacit thematic analysis

Goodlife et al. (2010)

PR (4)

Experience of person-based CT for

distressing voice

UK 5 FGs Grounded theory

Grove (2003) CPR (2) Gay men’s and lesbians’ experience of

therapeutic help

UK 2 FGs Constant comparative

analysis

Grove and Blasby

(2009) CPR (4 )

Therapeutic encounter in same-sex couple

counseling

UK 9 Thematic Analysis

Hamill et al. (2008)

PR (5)

Contribution of therapeutic letters to CAT UK 8 Thematic analysis

Hanson (2005) CPR (2) Experience of T disclosure and

nondisclosure

CAN 18 Mixed

Harris et al. (2006)

PP (1)

Depressed couples’ experience of Ts

support

UK 9 cpls Interpretative

phenomenological

analysis

Henretti et al. (2008)

PR (3)

Cs’ experience of moments of sadness in

therapy

USA 10 Grounded theory

Hodgetts et al. (2007)

CPR (3)

Exp of borderline Cs in dialectical behavior

therapy

UK 5 Interpretative

phenomenological

analysis

Huband and Tantam

(2004) PP (4)

Pathways to experience of therapy for self-

wounding

UK 10 Grounded theory and

thematic analysis

(continued)
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Table 21.1 (continued)

Authors Focus Country N Method

Israel et al. (2008)

PR (3)

(+) and (�) therapy experiences of LGBT

clients

USA 42 Mixed

King et al. (2006)

CPR (3)

Motives for and experience of online

counseling

AUSTRL 5 FGs Consensual qualitative

research

Klein and Elliott (2006)

PR (1)

Experience of change in process-

experiential therapy

USA 10 Mixed

Knox (2008) CPR (3) Cs’ experience of relational depth UK 14 Grounded theory

Knox et al. (2005)

PR (3)

Perspectives on addressing spirituality and

religion in therapy

USA 12 Consensual qualitative

research

Knox et al. (2009) P (3) Experience of giving gifts to T USA 9 Consensual qualitative

research

Levitt et al. (2004)

JcP (1)

Transformational experience of insight USA 9 Grounded theory

Mair (2003) CPR (1) Gay men’s experiences of therapy UK 14 Thematic analysis

Manthei (2007)

CPQ (1)

(+) and (�) experiences of counseling NZ 20 Structured thematic

analysis

Martindale et al. (2009)

PP (4)

Experiences of confidentiality and informed

consent

UK FG +

12

Interpretative

phenomenological

analysis

Mayers et al. (2007)

CPP (4)

How Cs with religious/spiritual beliefs exp

therapy

UK 10 Consensual Thematic

Analysis

McGowan et al. PP (4) Factors in the outcome of CBT for

psychosis: C and T views

UK 4 Ts +

8 Cs

Mixed

McMillan et al. (2006)

PCEP (4)

Counselor-clients’ experience of relational

depth

UK 10 Grounded theory

Messari and Hallam

BJCP (2)

Experience of CBT for psychosis UK 5 Discourse analysis

Midgley et al. (2006)

PP (2)

Adults’ views of the outcome of child

psychoanalysis

UK 27 Interpretative

phenomenological

analysis

Mosher and Stiles

(2009) P (4)

Assimilation of experience of the therapist USA 5 Mixed

Murphy (2009)

CPR (1)

Experience of CCT for severe sexual abuse UK 1 Thematic analysis

Pain et al. (2008)

BJCP (2)

C & T exp of case formulation in CBT for

psychosis

UK 13 Cs +

5 Ts

Mixed

Pixton (2003) CPR (3 ) Experience of gay affirmative therapy UK 17 Grounded theory

Quereshi (2007) PP (3) Black male’s experience of interracial

therapy

SPAIN 1 Hermeneutic

phenomenology

Roe et al. (2006) PP (4) Reasons for terminating therapy Israel 84 Consensual coding

Timulak (2007) PR (3) Meta-analysis of C-identified (+) events SR 7

studies

Tacit thematic analysis

Ward (2005) JCP (4) African-Americans’ experience of therapy USA 13 Grounded theory

Ward et al. (2008)

CPR (2)

Experience of counseling for myalgic

encephalitis

UK 25 Thematic analysis

Westra et al. (2010)

PR (4 )

Clients’ expectations and CBT CAN 18 Consensual grounded

theory

Williams and Levitt

(2008) PR (3)

Experience of difference with Ts USA 12 Grounded theory

Wright (2005) CPR (2) Experience of writing therapy UK 1 Tacitly reflexive

narrative analysis

(continued)
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difficult to share while at the same time feeling

understood. My therapist understood and these

images are presently addressed and compared

with other situations (p. 183).

The main significance of this study is that it

now appeared that, in general, clients contribute

more actively to the therapeutic relationship than

had been thought in the light of earlier studies

(e.g., Bachelor et al. 2007; Bedi 2006). In this

latest study, it was only clients with the most

serious psychological difficulties who depended

passively on their therapists to do the

therapeutic work.

From the GSR, the study we have chosen

reflects a prominent program of qualitative psy-

chotherapy research, namely, the Young Adult

Psychotherapy Project (YAPP) conducted by

Andrzej Werbart and colleagues (e.g., Philips

et al. 2006) of the Institute of Psychotherapy in

Stockholm, Sweden. The research program as a

whole has involved a naturalistic, prospective

mixed-methods approach program entailing, on

the one hand, the use of psychometric measures

like the Symptom Checklist-90 (SCL-90)

(Derogatis 1994), expert rating scales like the

Global Assessment of Functioning (GAF; Amer-

ican Psychiatric Association 1994), and

interviews, on the other. A sample of 134 patients

was used, all of whom were treated with a

psychodynamic approach whether in an individ-

ual or group setting. The data used for the quali-

tative part of the study were collected through the

use of a method of inquiry called private theories

interview, developed by Werbart and Levander

(2005, 2006). Coming out of this inquiry is a

report on 22 interviews conducted at the end of

Table 21.1 (continued)

Authors Focus Country N Method

Germany and Scandinavian region

Binder et al. (2009)

CPR (4)

Cs’ experiences and reflections, successful

therapy

NRWY 10 Desc and Hermeneutic

phenomenology

Binder et al. (2010)

PR (3)

Cs’ description of “good outcome” in

psychotherapy

NRWY 10 Hermeneutic

phenomenology

Conrad and

Auckenthaler (2010)

PS (1)

Cs’ explanation of failure of outpatient

psychotherapy

GER 20 Grounded theory

Dundas et al. (2009)

CPR (2)

Cs’ contributions in cognitive therapy NRWY 32 Thematic analysis

Lammott et al. (2009)

FPA (2)

Sexual offenders reflect on their crimes and

biographies

GER 10 Qualitative content

analysis

Lilliengren and

Werbart (2005) P (3)

Cs’ views of (+) and (�) factors in

psychoanalysis

SWEDN 22 Grounded theory and

qual content analysis

Lindner (2010)

PPMP (8)

Psychodynamic hypothesis for suicidality

in elderly men

GER 5 Ideal type analysis

Mackrill (2007)

CPR (4)

Connection between therapy and Cs exp in

other contexts

DNMK 4 Tacit thematic analysis

Mackrill (2008)

CPR (3)

Cs’ pretreatment change in psychotherapy DNMK 4 Tacit thematic analysis

Mörtl and Wietersheim

(2008) PR (3)

Cs’ views of (+) aspects of a day treatment

program

GER 26 GT and qualitative

content Analysis

Philips et al. (2006)

PP (1)

Young adult patients’ characteristics at the

termination of psychoanalysis

SWEDN 134 Mixed

Plecity et al. (2009)

PPMP (9/10)

Cs’ experience of art therapy GER 15 Qualitative content

analysis

C client, CBT, cognitive-behavior therapy, CCT, client-centered therapy, Cntry, country, cpls, couples, counselor-

client, counselors who were clients, CT, cognitive therapy, CAT, cognitive analytic therapy, desc, descriptive, FG,

focus group, GT, Grounded Theory, (+) and (�) , helpful and hindering, qual , qualitative, SR, Slovak Republic, T,

therapist. For the acronyms of the journals in the first column, see Appendix A
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therapy (Lilliengreen and Werbart 2005), which

we focus on here.

The report reflects focus on narratives, on

examples and episodes bearing on the patients’

theories of pathogenesis and therapy, and on their

problem formulations and descriptions of

changes during and after therapy, including help-

ful and hindering aspects. Assisted by the soft-

ware ATLAS.ti (Muhr 2004), the audiotaped and

verbatim transcribed interviews were analyzed in

the following steps: (1) focusing on the patient’s

reports on curative and hindering aspects;
(2) creating condensates by reducing the

utterances to their essential meaning without

losing relevant aspects (a procedure seen as a

supplementation of the Grounded Theory

method (e.g., Strauss and Corbin 1998) with the

application of more precise rules taken from

Qualitative Content Analysis (Kracauer 1952));

(3) coding and conceptualization entailing open

coding, comparisons of codes pursuant to the

development of categories which were also com-

pared leading to higher-order categories; and,

last but not least (4) building a theoretical
model, which in this study consisted of

9 categories and 16 subcategories (as another

modification of the Grounded Theory method, a

core category was not conceptualized).

In this model, talking about oneself, having a

special place and relationship, and exploring
together with the therapist are experienced by

patients as curative factors, leading to new rela-

tional experiences and expanding self-aware-
ness. Hindering aspects are represented by the

categories Talking is difficult, and Something

was missing in therapy, properties of Self-knowl-
edge is not enough. For example,

Of course by meeting and talking about it, going

over it, or looking at what happens everyday, one

has become a little more aware and sees that it is

the same thing that recurs. But I can’t really see

that I have received any actual help in how I should

deal with it. I don’t really feel better, unfortu-

nately. (Lilliengreen and Werbart 2005, p. 332)

Both kinds of aspects, of course, are contextu-

alized in the interaction with the therapist.

21.3.2 Practitioners’ Experiences of
Counseling and Psychotherapy

The 36 articles we have assigned to this topic are

given in Table 21.2. Among the many topics

addressed under this heading have been the

practitioners’ experiences of the therapeutic rela-

tionship, their views of the roles of spirituality

and prayer in counseling and psychotherapy, and

their experience of taking risks. In the main,

Consensual Qualitative Research, fashioned

methods, the Grounded Theory method, The-

matic Analysis, and Interpretative Phenomeno-

logical Analysis were used. Eleven countries are

represented, led by the UK and the USA.

The selected ELR study bearing on this topic

was conducted in the USA, directed to European-

American therapists’ experiences of therapist

self-disclosure (TSD) in cross-cultural

counseling (Burkard et al. 2006). Therapist self-

disclosure was defined as “therapist statements

that reveal something personal about therapists”

(Hill and Knox 2002, p. 256). Eleven

credentialed therapists representing various

forms of therapy were recruited. In preparation

for a forthcoming interview, they were asked to

reflect on the following topics: (1) their overall

training in TSD; (2) TSD training in cross-

cultural counseling; (3) the quality of the rela-

tionship prior to a recalled TSD event; (4) when

in the session, the TSD had been offered; (5) the

antecedents of the event; (6) the event itself;

and (7) its effect. Most of the participants chose

TSD events occurring with clients with whom

they had good relationships, and these were

events that in the participants’ judgment had

had good outcomes. Except for when a partici-

pant was in therapy with one of the four members

making up the main research team, the
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Table 21.2 Practitioners’ experiences of counseling and psychotherapy

Authors Focus Cntry N Method

English-language region

Alleyne (2004) CPR (1) Black identity and workplace oppression UK 30 Heuristic thematic analysis

Atkins et al. (2004)

BJGC (4)

Experience of working with older Cs UK 7 Heuristic research

Burkhard et al. (2006)

JCP (1)

Euro-Amrcn T self-disclosure in cross-

cultural cnslng

USA 11 Consensual qualitative

research

Carew (2009) CPR (4) Theoretical background and Ts’ attitudes

to T self-disclsr

UK 4

FGs

Thematic analysis

Christianson et al. (2009)

BJGC (2)

School counselors’ experience of client

suicide

CAN 12 Consensual qualitative

research

Constantine et al. (2004)

CPQ (4)

Ts’ experience of multicultural

counselors

USA 8 Consensual qualitative

research

Cooper (2005) CPR (2) Ts’ experiences of relational depth UK 8 Thematic analysis

Crossley et al. (2005)

PP (3)

Counselors’ exp of addressing their Cs’

spirituality

UK 8 Grounded theory

de Oliveira et al. (2009)

JPI (3)

Dealing with upsetting in-session

experiences

Brazil 4 Grounded theory

Dunphy et al. (2009)

THP (4)

Experience of counseling the bereaved AUSTRL 2 Thematic analysis

Gubi (2009) CPR (2) Ethical problems in the use of prayer in

cnslng and therapy

UK 8 Interpretative

phenomenological analysis

Hewitt et al. (2004)

BJGC (4)

Exp of counselors working alone in

higher education

UK 8 Thematic analysis

Hill et al. (2008) P (3) T immediacy in brief therapy: case

study II

USA 20 Mixed

Johnson et al. (2007)

PR (4)

Exp of working with clients with

spiritual problems

USA 12 Consensual qualitative

research

Kasper et al. (2008) P (3) T immediacy in brief therapy: case

study I

USA 1 Mixed

R. Knox (2007) BJGC (3) Experiencing risk in person-centered

counseling

UK 8 Heuristic thematic analysis

S. Knox et al. (2003)

JCP (2)

Ts’ responses to receiving gifts USA 12 Consensual qualitative

research

McPherson et al. (2006)

CPR (4)

Working with treatment-resistant

depression

UK 4 Interpretative

phenomenological analysis

Milner et al. (2003)

CPR (2)

How counselors make assessments UK 18 Tacit thematic analysis

Pugh et al. (2009) PP (3) Experience of working with an interpreter UK 10 Interpretative

phenomenological analysis

Shaw (2004) PR (3) Embodied experiencing when conducting

therapy

UK 14 Grounded theory

Smith (2003) BJGC (2) Counselors’ fears UK 10 Constant comparative

method

Spangler et al. (2009)

PR (1)

Ts’ perspectives on their dreams about Cs USA 8 Consensual qualitative

research

Symons et al. (2005)

CPR (1)

Managing ethics in psychodynamic

counseling

UK 10 Grounded theory

Vivino et al. (2009) PR (2) (+) and (�) factors in compassion USA 14 Consensual qualitative

research

Westland et al. (2009)

PP (4 )

Experiences of working with self-

deceptive Cs

UK 4 Interpretative

phenomenological analysis

(continued)
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participants were assigned randomly to the

members. Each participant was interviewed

about the seven topics and given a follow-up

interview 2 weeks later.

The resulting transcripts were analyzed with

the Consensual Qualitative Research method

(Hill et al. 1997). A procedure of this method is

conceptualization of domains of experience,

whereupon open-ended inquiries are made in

terms of these domains. In this study, the

domains were set by the seven questions. Also

in keeping with the method, analysis of

participants’ reports pertinent to each domain

led to categories conceptualized consensually

by a research team. These categories were

appraised by an auditor; and the appraisal was

taken into account in a further consensus. This

team then cross-checked the resulting categories

against transcripts left in reserve. The cross-

checking was appraised by the auditor and this

appraisal was fed into the conceptualization iter-

atively until consensus of everyone was

achieved.

Resulting from this procedure were

18 categories distributed among the seven

domains. In keeping with another feature of the

method, the applicability of each category to the

11 participants was judged to be either “typical”

(applied to at least half of them) or “variant”

(applied to at least two but fewer than half); in

this study, no category was “general” (applicable

to all participants).

An example of a TSD event is the following

report of what one participant recalled saying to a

client:

I, too, have witnessed racial discrimination here

[on campus], and I have sat with clients who have

described such experiences in the classroom, in the

residence hall, and in other situations. So I do

believe these barriers do exist. I also sense that it

was important for you to know my perspective

[as a European American person] and whether I

believed you that discrimination has occurred for

you on this campus.

The participants reported that they had been

given little if any training in TSD either generally

or in cross-cultural counseling, although TSD

Table 21.2 (continued)

Authors Focus Cntry N Method

Wright (2009) BJGC (1) Unfinished business in feminist thnkng in

cnslng practice

NZ 1 Tacit autoethnography

Yarrow et al. (2009)

CPQ (2)

Exp of working with male sexual trauma

survivors

UK 32 Interpretative

phenomenological analysis

Germany and Scandinavian region

Binder et al. (2008a)

EJPC (1)

Ts’ exp of chllngs in establishing a

therapeutic bond

NRWY 9 Modified hermeneutic

phenomenology

Binder et al. (2008b)

CPR (4)

Ts’ exp of alliance ruptures in

psychotherapy

NRWY 9 Desc and hermeneutic

phenomenology

Davidsen (2009) PP (2) GPs’ processes of understanding patients DNMK 14 IPA and hermeneutic

phenomenology

Lilliengren and Werbart

(2010) P (4)

Ts’ view of (+) and (�) factors in PA with

young adults

SWEDN 16 Grounded theory

Moltu et al. (2010) PR (3) Ts’ recall of successfully resolved

impasses with Cs

NRWY 12 Hermeneutic

phenomenology

Rober et al. (2008) PR (1) Ts’ reflections during individual therapy

sessions

BLGM 12 Grounded theory

Smith et al. (2007) C Ts’ reactions in self-experienced difficult

situations

NTHLDS 26 Mixed

C, client, chllngs, challenges, cnslng, counseling, Cntry, country, desc , descriptive, disclsr , disclosure, Euro-Amrcn,

European-American, exp, experience, FG, focus group, indvdl, individual, GP, general practitioner, GT , Grounded

Theory, (+) and (�) , helpful and hindering, Hrmntc , Hermeneutic, IPA , Interpretative Phenomenological Analysis,

PA, psychoanalysis, Pnmlgy , Phenomenology, SD, self-disclosure, T, therapist, thnkng, thinking. For the acronyms of

the journals in the first column, see Appendix A
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had been supported and modeled by their

supervisors. The participants recalled that the

TSD event had been stimulated either by clients’

coping with racism/oppression, therapists’ con-

cern about the therapeutic relationship, or their

concern that one or more members of their clien-

tele perceived them as complicit in racism. As

examples of other returns, among the reasons for

using a TSD had been the desire to enhance the

counseling relationship; the TSD itself had

included the therapists’ sharing of their struggles

with racist feelings; and an effect of the TSD had

been to normalize the client’s experience, in the

therapist’s judgment.

The authors of the study observe that its scope

was limited by the preponderance of participants’

selection of a client with whom they had a good

relationship and for whom their focus on a TSD

event that seemed to have had a good effect. The

researchers also observe that the reasons the

participants gave for their self-disclosures did

not necessarily match the disclosures themselves.

The investigators call for further inquiry to get a

fuller picture. That said, they reasonably con-

clude that it does seem that TSD is useful, and

they encourage faculty members and supervisors

to discuss the use of self-disclosure in cross-

cultural counseling.

From the GSR, the study we have selected

also addressed the psychotherapy relationship.

Binder et al. (2008a) interviewed nine

psychotherapists from outpatient child and ado-

lescent psychiatric services in Bergen, Norway,

focusing on the relationship’s specific aspects.

The clients of these therapists were between

13 and 18 years in age. The therapists’ treatment

approaches are described as psychodynamic, sys-

temic, humanistic existential, and/or eclectic.

The interviews were semi-structured. A modified

hermeneutic phenomenological method was used

for data analysis. This method is derived in part

from the form of hermeneutics known as philo-

sophical hermeneutics (e.g., Gadamer 1992/

1960), a prominent feature of which is the con-

cept of the fusion of a text’s and its reader’s

horizons of understanding, and in part from the

Descriptive Phenomenological Psychological

method (e.g., Giorgi 1985; Giorgi 2009; Giorgi

and Giorgi 2003). Taking these in turn, the phil-

osophical hermeneutic component accordingly

prescribes researchers to be concerned with the

horizon of the interviewee and to attempt a

fusion of that horizon with that of the

researcher’s taken-as-given assumptions which,

now, are reflected upon (Binder et al. 2008b,

p. 240). Regarding the Descriptive Phenomeno-

logical Psychological method, the transcribed

interviews were read carefully; passages of text,

called “meaning units” (Giorgi 1979, p. 83), were

parsed out of the text as a whole; the passages

were transformed into statements relating to the

research questions; and the psychological struc-

ture of the participants’ experience was

described.

In the first part of their study, the authors

explored how therapists establish a bond with

their clients, the bond being one of the three

constituents of the working alliance suggested

by Bordin (1979). They ascertained that the

bond was achieved by (1) transforming the prob-

lem into something that can be worked on

together, (2) finding a feasible therapist role,

(3) motivating the client, (4) establishing a

frame for joint meaning making, and (5) handling

ambivalence (Binder et al. 2008a). The second

part of the study was concerned with problems

regarding the working alliance, focusing on the

question of how therapists react when they per-

ceive ruptures in the bond and how they handle

disagreements about the second and third

elements of Bordin’s model—goals and tasks.

Five strategies used by therapists to restore the

alliance when ruptured are described: In the first

strategy, the goal is to explore the rupture from

the client’s point of view. For example,

I am treating a 17-year old girl who has been

physically abused by her boyfriend. It was a really

tough kind of violence, so she was rather

traumatized when she started up here at the age

of 16. For most of the time, she has been ambiva-

lent to treatment. Her ambivalence seems to be

strongly related to her doubting if she has the

necessary strength to confront and to go further

into the things that she has been through . . . She
seems to think that if she does not go into it, she

will just forget it. I think that at one point we were

in fairly good contact, but she was afraid of going

into things in a way . . . and then she wanted to
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come only every third week, and then once a

month . . .now she says that she wants to think

over whether she is interested at all, and wants to

wait for a couple of months . . . (p. 241).

The other strategies for repairing ruptures

were as follows: (2) confirming ambivalence

and handling it as a choice, (3) establishing a

language for fluctuations in clients’ experience

of motivation and distress, (4) interpreting “not

wanting therapy” as a sign of autonomy needs

and self-protection, and (5) exploring the reason

for the rupture from the therapist’s point of view.

In their discussion of these results, the main point

the authors make is that some of the therapists

who were interviewed interpreted such phenom-

ena in the context of specific aspects of individ-

ual adolescent development, whereas others

understood them as a result of interpersonal

dynamics in the client-therapist relationship

(Binder et al. 2008b).

21.3.3 Counseling and Psychotherapy
Process and Outcome

This is our third topic, with 55 articles sorted into

it and listed in Table 21.3. There it can be seen

that qualitative researchers have studied the pro-

cess and outcome of many approaches to therapy,

especially cognitive-behavior therapy, person-

centered and experiential therapies, and psycho-

analytically oriented therapies. The experience

and impact of therapies on those suffering from

several disturbances and psychological disorders

have come under examination as well. In addi-

tion, the studies have given attention to clients’

and therapists’ personal accounts of experience

and have provided detailed analyses of their

conversations with each other—studies that

often have interesting implications for the work-

ing alliance.

In this line of research, the mixed-methods

approach has played an important role, as in,

for example, the application of assimilation anal-

ysis (Stiles et al. 1990; see above). The Grounded

Theory method has been employed to a fair

extent as well, followed by conversation analysis

and a motley group of other methods. Fourteen

countries are represented in the table, led by the

UK, the USA, and Germany.

The article selected from the ELR reports a

study done in the UK by Fitzpatrick et al. (2010)

on participants’ experiences of the effects of an

8-week course in mindfulness-based cognitive

therapy (MBCT; Segal et al. 2002). We feel

that clients’ experience of cognitive therapies

has been given insufficient attention and so are

attracted to this study. The participants in it suf-

fered from Parkinson’s disease. To aid his under-

standing of the MBCT course, the first author of

the study took one of its offerings. Twelve people

(average age 66) were interviewed before and

after another offering of the course. In the post-

treatment interview, they were asked about their

experience of both the course in general and

specific mindfulness techniques.

Interpretative Phenomenological Analysis

(IPA; Smith 1996; Smith and Osborne 2003)

was applied to the transcribed interviews.

Fitzpatrick read the transcripts several times,

making note of interesting comments out of

which themes were conceptualized. Those

themes developed in the analysis of the initial

transcripts were used iteratively to guide the

interpretation of later transcripts. Also, eight of

the transcripts were analyzed by the second

author.

The authors make the point that, in keeping

with IPA, the latter analysis was done to appraise

the coherence and transparency of the first

author’s interpretation; it did not involve inde-

pendent coding by the second author pursuant to

consensual agreement on themes. The themes

coming out of the analysis were compared with

the themes described in other studies of people’s

experience of Parkinson’s disease (e.g.,

McDonald et al. 2003; Nijohf 1995).

Four major themes were gleaned from the

participants’ accounts: (1) changing patterns of

coping (this is constituted of three sub-themes,

which we do not include here); (2) the role of

mindfulness in consolidating existing coping

skills in the context of loss, “You have to be

mindful with Parkinson’s anyway”; (3) group

support in the context of loss and a society that

stigmatizes difference, “It was like one big
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Table 21.3 Counseling and psychotherapy process and outcome

Authors Focus Cntry N Method

English-language region

Boyd (2007)

CPR (2)

Impact of Ts dream on a deaf C UK 1 Tacit narrative

analysis

Brinegar

et al. (2006)

JCP (2)

Building a meaning bridge USA/

CAN

2 Mixed

Brinegar

et al. (2008)

PR (6)

“Lisa” and the assimilation model USA 1 Mixed

Caro (2004)

CPQ (4)

Linguistic change in linguistic therapy of

evaluation

SPAIN 6 Mixed

Caro Gabalda

(2005) CPP
Convergence of voices in linguistic thrpy of

evaluation

SPAIN 1 Mixed

Carvalho

et al. (2008)

CPR (3)

Recovery from paranoid personality disorder PRTGL 1 Mixed

Daniel and McLeod

(2006) CPR (4)

PCT counselors’ evaluations of their

effectiveness

UK 6 Grounded theory

Detert et al. (2006)

PR (4)

Assimilation in good and poor outcome in brief

therapy for mild depression

UK/USA 8 Mixed

Dilks et al. (2008)

PP (2)

Therapy processes in psychosis UK 6 Grounded theory

Elliott et al. (2009)

PR (4)

Study of experiential therapy for panic/phobia USA 1 Mixed

Fitzpatrick

et al. (2010) PP (2)

Parkinson Cs’ experience of mindfulness-based

CT

UK 12 Interpretative

phenomenological

analysis

Gazzola

et al. (2004) JPI (4)
T interpretations and C processes in 3 therapies CAN/

GRC

4 session x

3 therapies

Consensual

qualitative research

Glaesner (2008)

CPQ (4)

(+) and (�) factors in forgiveness Kenya 15 Ts Thematic analysis

Goodrich and

Hardy (2009)

PR (1)

Patterns of sudden gains in CBT UK 5 Mixed

Hayward and Fuller

(2010) CPP
Perspectives of various stakeholders on Cs who

hear voices

UK 9 Interpretative

phenomenological

analysis

Henry et al. (2005)

CPQ (2)

Loss and mourning in immigration USA 3 Mixed

Humphreys

et al. (2005)

CPQ (2)

Assimilation of anger by C with dissociative

identity disorder

USA 1 Mixed

S. Knox

et al. (2008) PR (2)

Attainment of insight in dream sessions USA 2 Mixed

Levitt et al.(2006)

JCP (3)

Principles of what Cs find helpful in therapy USA 26 Cs Grounded theory

Levitt and Williams

(2010) PR (3)

Therapy principles derived from Ts’ values USA 14 Ts Grounded theory

Lysaker et al.(2007)

CPR (2)

Relationship and technique in a 22-month

integrative therapy of schizophrenia

USA 1 Mixed

Macdonald

et al. (2007) PP (2)

C & T interaction in an alcohol service UK 3 Ts, 6 Cs Mixed

(continued)
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Table 21.3 (continued)

Authors Focus Cntry N Method

Madill et al. (2005)

PR (4)

Interactional positioning and narrative self-

construction in psychodynamic-interpersonal

therapy

UK 4 Narrative analysis

McGowan

et al. (2005) PP (4)

Cs’ and Ts’ views of the outcome of CBT for

psychosis

UK 4 Ts, 8 Cs Grounded theory

Neimeyer etal.

(2006) JcP (2)

Integration of traumatic loss USA/

SPAIN

1 GT analysis of 12 T

sessions

Orchowski

et al. (2009) PR (3)

Emotional disclosure by survivors of intimate

partner assault

USA 2 Mixed

Siegel et al.(2010)

PR (4)

Change in affective scripts USA 1 Mixed

Spong (2007)

BJGC (3)

Counselors talk about influencing Cs UK 6 FGs Discourse analysis

Strong (2005)

BJGC (4)

Understanding in counseling CAN 6 Ts, 11 Cs Ethnomethodology

and conversation

analysis

Strong and Nielson

(2008) CPR (4)

Constructive conversations CAN 18 Ts,

32 Cs

Constant

comparative method

Timulak and Elliott

(2003) PR (4)

Empowerment events in PET SR 9 Cs;

12 events

Tacit thematic

analysis

Van Vliet (2008)

JCP (2)

Shame and resilience in adulthood CAN 139 Grounded theory

Vlasto (2010)

CPR (1)

Ts’ views of + and� effects of group vs. indvdl

cnslng

UK 9 Grounded theory

D. Williams and

Levitt (2007)

PR (1)

Principles for facilitating agency in therapy USA 14 Ts Grounded theory

D. Williams and

Levitt (2007)

JPI (2)

Ts’ negotiating value conflicts with Cs USA 14 Ts Grounded theory

R. Williams

et al. (2009)

CPR (2)

Processes in in-line counseling AUSTRL 85 Cs Mixed

Yurdakul

et al. (2009) PP ( 4)

Perceived changes associated with autogenic

training

UK 12 Grounded theory

German and Scandinavian region

Brandestini

et al. (2010) PS (1)

Ts’ expltn of psychoanalysis in intake

interviews

SWTZLD 5 Ts; 8 Cs Qualitative content

analysis

Depperman

et al. (2008) PS (1)

Process of therapy termination if the “Amalie”

case

GER 1 Conversation

analysis

Grande (2007)

PPMP (2)

Dysfunctional relationship patterns in T-C

interaction

GER 1 Mixed

Grothe (2005)

ZPPM (1)

Indication for regular psychotherapy vs.

short-term intervention for acutely traumatized Cs

GER 30 Mixed case study

Jakobsen

et al. (2007) PS (1)

Understanding therapeutic process SWTZLD 2 Comparative case

analysis

Lepper and

Mergenthaler

(2005) PR (4)

Therapy group cohesion UK/GER 7 (group) Mixed

Lepper and

Mergenthaler

(2007) PR (5)

Interactional level of therapeutic collaboration UK/GER 1 Mixed

(continued)
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family kind of thing, because we all have some-

thing in common”; and (4) the dualism of expe-

rience of Parkinson’s compared to mindful

meditation, “Very calm and peaceful, yeah

you’re sort of on a different level.”

As indicated by the attention given to it by the

researchers, the first theme was the most salient

and so we shall focus on it to give a sense of what

the researchers came to understand. The

participants reported that upon the onset of their

illness, they had tended to withdraw from social

activities. It had been embarrassing for them to

be in company when their hands were shaking,

and to go to dinner when they could not use

cutlery adequately. Having taken the MBCT

course, 5 of the 12 participants reported being

able to confront embarrassing situations they had

previously avoided, one remarking:

I was coping with things before but I’m coping

better. I don’t like going among people to dine,

because my hands are not good. My husband has to

cut the meat up if I have meat but it was my 70th

birthday. . .and that’s [i.e., the MBCT intervention]

given me the courage to go, where one time I

wouldn’t have. . .I would have backed out of

these things but I felt good just being one of the

party. I felt so relaxed with and I had fish so no one

had to cut it up.

Among other returns, the participants reported

that the course reduced worry about their

symptoms, which had had the happy effect of

reducing the symptoms themselves. Throughout

their report of the outcome of the course, the

Table 21.3 (continued)

Authors Focus Cntry N Method

Lepper and

Mergenthaler

(2008) PR (6)

Idntfcn and analysis of clin sgnfcnt interactions UK/GER 1 Mixed

Mackrill (2008)

BJGC (4)

Interplay between Cs’ strategies and Ts’

responses

DNMK 1 Tacit thematic

analysis

Nilsson et al. (2007)

PR (5)

Quality of change in CBT vs. psychodynamic

thrpy

SWEDN 3 GT and qualitative

content analysis

Overbeck

et al. (2004)

PPMP (2)

Effect of a combined treatment of OCD GER 32 Case study and fMRI

Peräkylä (2004)

PR (3)

Ts’ interpretations linking domains of Cs’ exp SWTZLD 1 Conversation

analysis

Ruff and Leikert

(2003) PS (2)

Transfer of changes thru therapy to everyday

life

GER 6 Cs (3 Ts) Ideal Type Analysis

Saladin and

Grimmer (2009)

PS (1)

WA and cooperation in psychoanalytic intake

intrvws

SWTZLD 15 Conversation

analysis

Schouler-Ocak

et al. (2008)

PPMP (3/4)

Influence of culture-specific factors on trauma-

focused therapy

GER 7 Case study

Storm (2010)

FPA (3)

Trtmnt of an eating disorder in parent-infant

thrpy

GER 2 Case study

Streeck (2009)

PS (1)

Control, projective identification, and course of

action in therapeutic conversation

GER 1 Conversation

analysis

Viklund

et al. (2010) PR (2)

Handling disagreement in T-C interaction SWEDN 7 dyads Conversation

analysis

C, client; CBT, cognitive-behavior therapy; clin, clinically; exp, experience; Cntry, country; expltn, explanation;

idntfcn, identification; GRC, Greece; GT, Grounded Theory; (+) and (�), helpful and hindering; indvdl, individual;

intrvws, interviews; PCT, person-centered therapy; PET, process-experiential therapy; PRTGL, Portugal; sgnfcnt,

significant; SPN, Spain; T, therapist; thrpy, therapy; trtmnt, treatment. For the acronyms of the journals in the first

column, see Appendix A
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authors support their themes with similar ones

reported in the literature (e.g., Mackenzie

et al. 2007; Mason and Hargreaves 2001), to

compensate for having addressed just one

MBCT group and in the absence of a control

group.

In contrast with the ELR, in the GSR, system-

atic studies on process factors contributing to

good outcome are still limited in psychotherapy

research. One of the reasons for this might be

that, compared to those in the ELR, researchers

in the GSR are more inclined to endorse the

argument that, although qualitative research

provides access to the dimensions of meaning

and experience, it does not enable the exact pre-

diction and statistical generalization characteris-

tic of quantitative research methods. In this

regard, it is not surprising that cooperation

among qualitative and quantitative researchers

in joint projects has taken place, exemplifying

this form of mixed methods.

One of these projects listed in Table 21.3 was

a joint British-German one involving a combined

qualitative conversation analysis and software-

based quantitative content analysis of text

provided by clients engaged in psychotherapy.

The aim of this study by Lepper and

Mergenthaler (2005) was to identify and describe

crucial moments bearing on cohesion in

psychodynamic group therapy. The subject mat-

ter was the transcript of session 9 of such a

therapy, involving a group of seven women

suffering from eating disorders. In

Mergenthaler’s part of the study, employed was

a computer-assisted text analysis program based

on standardized dictionaries, the words of which

denote emotional tone on the one hand and

abstraction on the other. The program counts

the frequencies of words in blocks of 150 words

and relates them to each of these two categories.

It also represents the relationships graphically.

The Therapeutic Cycles Model developed by

Mergenthaler (1996) differentiates four patterns

of discursive activity: relaxing (low emotion and

low abstraction), experiencing (high emotion and

low abstraction), reflecting (low emotion and

high abstraction), and connecting (high emotion

and high abstraction). Lepper’s contribution to

the study was inspired by the method of conver-

sation analysis as developed by Harvey Sacks

(see Silverman 1998), and introduced to psycho-

therapy research by Madill and Barkham (1997)

and Streeck (Frommer et al. 2004; Streeck 2004).

This method involves analysis of conversations

from one speaking turn to the next, by both

drawing on and developing categories and proce-

dural rules of turn-taking. It thus is directed to

how the interacting persons construct coherent

talk. Questions such as What is being talked

about? are addressed in the context of questions

like Who is talking? How are the speakers

linking their contributions to previous turns?

How do they handle and repair breaks in conver-
sation? How are joint topics developed in

dialogues and multiparty talks? And so on.

In his model, Mergenthaler hypothesizes that

the ideal therapeutic cycle is defined by a

sequence of relaxing, experiencing, connecting,

reflecting, and again relaxing. As a minimum

condition for a successful therapeutic cycle, he

identifies the presence of connecting within the

frame of relaxing. Accordingly, he expected the

conversation analytic part of the present study to

confirm that:

The three components of topic coherence – con-

tent, participation, and sequential structure –

would be at their richest in the cycles, that is, that

cycles would be topic rich, participation would be

high, and tying between word blocks would be

high (Lepper and Mergenthaler 2005, p. 440).

Lepper’s qualitative research part of the study

supported this hypothesis in that she provides

evidence that the cycles indeed are indicators of

high levels of therapeutic engagement, identified

through conversation analysis as interaction

sequences with high topic coherence, which are

interpreted as markers of high group cohesion.

Another contribution of the conversation analytic

component of this study was its use to focus on

deviant cases characterized by sequences of

abstraction and emotion which did not support

the therapeutic cycle. Lepper shows that in Word

Blocks 28 and 29 of the transcript, a therapeutic

cycle was interrupted when a client who had the

floor in the group suddenly exited from the topic

of feelings to the abstract and the distant topic of
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economic climate. In this situation, the therapist

interrupted this departure to restore the client’s

preferred topic “your feelings” (p. 440), whence

a multiparty including the group members

addressed the client’s defensiveness, thereby

bringing the cycle successfully to an end, as

recorded in Blocks 36–38 of the transcript.

21.3.4 Supervision, Training, and
Professional Development

This is our fourth topic, summarized in

Table 21.4. Among the 26 studies listed there,

half were focused on supervision, a third on

training, and the remainder on professional

development. The three most frequently used

methods were Consensual Qualitative Research,

authoethnography, and Grounded Theory. Note-

worthy are the contribution of UK researchers to

this topic (a little over half of the studies) and the

dearth of studies of it in the GSR. The British

interest comes especially from the large British

Association for Counselling and Psychotherapy,

most members of which have backgrounds in the

fields other than psychology and have been

moving toward making their discipline a

regulated profession: This group has been

responding to encouragement to do research by

taking up qualitative research methods and

applying them to their own work (Rennie

2004). The result sometimes has been a personal

account of experience, enabled especially

through the use of autoethnography and heuristic

research methods. We have selected from the

table a study from the UK illustrating such

engagement of subjectivity.

In this account of becoming a counselor and

counselor trainer, Meekums (2008) tells her story

of being afflicted with polio when she was three,

of her close relationship with her father who

massaged her legs tirelessly making them well

and who supported her thereafter, of being bul-

lied by peers when an early teen, and of having a

passion for dancing. In her account, these

experiences are used to illustrate her embodied

experience of herself both emotionally and as an

agent. Drawing on her poems, on reflections

written on scraps of paper, and on archived

photographs and other memorabilia, she

observes that she has the multiple identities of a

wounded dancer, an embodied wordsmith, and a

passionate scientist. She provides tables listing

the key events and activities making up the

timelines of each of these identities.

Meekums engaged both postmodern theory

(Beckett and Hager 2002) and theory about the

role of embodied experiencing as a source of

wisdom (e.g., Corrigal et al. 2006; Lakoff and

Johnson 1980). In terms of method, she

incorporated ethnography (Sparkes 2002),

autoethnography (Berger 2001), the use of reflex-

ivity in inquiry (Richardson 2000), the researchers’

use of experiential indwelling (Moustakas 1990),

and narrative inquiry (Etherington 2003; McLeod

1997). These influences collectively were

integrated into an application of her version of

autoethnography, seen as an analysis of one’s

embodied life situated in culture.

In the article, she illustrates with a poem what

it was like at the age of three to be a patient in an

isolation ward when she had the polio. The open-

ing lines of the poem are the following:

My body hurts

It can’t be mine

It doesn’t move

When I tell it to

I call the nurse

Nurse
Nurse
No sound comes out

I turn my head

Outside, a tree

My sister waits

My lovely sister

Waves at me

I long to touch her plaited hair (p. 293)

She includes other poems about being bullied,

feeling oppressed sexually when 13 because of

the way she dressed, and what it meant to be a

girl. She also provides a series of memories of

her relationship with her father from when he

was 45 to 85. The overall point of the article is

summed up in the following passage:

The stories I narrate here show that, despite the

gender discourses, class discourses and peer abuse

that worked to disempower me and hold me down

and back, I learned that I was indeed strong and
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Table 21.4 Supervision, training, and professional development

Authors Focus Cntry N Method

English-language region

Bang and Park (2009)

TCP 8

Korean SVRs’ experiences in clinical

supervision

Korea 11 Grounded theory

Benson et al. (2005)

QRIP (2)

How clinical supervisors evaluate

trainees

USA 15 Dimensional analysis

Burkard et al.(2006)

JCP (3)

SVR responsiveness in cross-cultural

supervision

USA 13 Consensual qualitative

research

Chen (2004) CPQ (2) Exp of cultural transition in

non-Western TRNRs

UK 1 Narrative analysis

Crocket et al. (2009)

CPR 2

Informing supervision through research NZ 6 Mixed

de Stefano et al. (2007)

CPR (1)

Trainees’ impasses and impact of group

supervision

CAN 8 Consensual qualitative

research

Gazzola et al. (2007)

BJGC (2)

SVSEEs’ broadening and narrowing

experiences

CAN 10 Consensual qualitative

research

Goddard et al. (2008)

PP (2)

Ts’ views of informed consent and

therapy

UK 9 Interpretative

phenomenological analysis

Gubi (2007) CPR (2) CLRs using prayer in cnslng exp of

supervision

UK 19 Interpretative

phenomenological analysis

Hess et al. (2008) PR (4) Interns’ nondisclosure in supervision USA 14 Consensual qualitative

research

Hill et al. (2007) PR (4) Exp of novice TRNRs in a beginng

graduate class

USA 5 Consensual qualitative

research

Hoffman et al. (2005)

JCP (1)

SVRs’ views of the impacts of varieties

of feedback

UK 15 Consensual qualitative

research

Knox et al. (2008) PR (5) SVRs’ reports of the effects of SVR S-D

on SVSEEs

USA 16 Consensual qualitative

research

Lees (2003) CPR (2) Developing T self-understanding

through research

UK 1 Tacit autoethnography

McKenzie-Mavinga

(2005) CPR (4)

Understanding black issues in counselor

training

UK 3 Tacit autoethnography

Meekums (2008)

BJGC (3)

Embodied narratives in becoming a

cnslng trainer

UK 1 Autoethnography

Moore and Ray (2009)

CPQ (4)

Cnslng psychologists’ constructions of

themselves

UK 8 Discourse analysis

Murphy (2005) CPR (1) Exp of mandatory personal therapy in

training

UK 5

FGs

Constant comparative

analysis

Nelson et al. (2008)

JCP (2)

Working with conflict in clinical

supervision

USA 12 Grounded theory and CQR

Paris et al. (2006)

JMFT (1)

Mrrg and fmly therapy interns’ exp of

growth

USA 19 Grounded theory

Pattison (2003) CPR (2) Exp of TRNRs in an international

training program

UK 12 Grounded theory

Robson et al.(2006)

CPR (3)

Reflections on a telephone supervision

relationship

UK 2 Thematic analysis

Turner et al. (2008)

CPR (3)

Impact of C work on trainee therapists UK 2 Heuristic research

Valance (2004) BJGC (4) TRNRs’ perceptions and supervision

impact on Cs

UK 19 Phenomenologya

Van Rijn et al. (2008)

CPR (4)

Training in transactional analysis UK 11 Mixed

(continued)
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capable both physically and socially. This can be

summarized in terms of first their relevance to me

as a counsellor/psychotherapist and then their rel-

evance to me as a counsellor trainer. The wounded

healer stories link me powerfully with the world of

counselling, but perhaps the powerful body stories

link me with the world of the trainer, who must

embody a leadership role (p. 298).

In her conclusion, Meekums observes that it is

her hope that she has achieved Richardson’s

(2000) criteria of contribution to understanding,

aesthetic merit, reflexivity, emotional or intellec-

tual impact, and lived experience. She also hopes

that her narrative speaks powerfully to others in

the way that novels and poems can.

Turning to the GSR, on the whole, little atten-

tion has been given to the topic of training and

professional development, especially in psycho-

analytic contexts. Nevertheless, in an ongoing

study organized by psychoanalytic training

candidates of the German Psychoanalytic Soci-

ety (DPG), investigators have tried to address,

through a systematic inquiry, the issue of super-

vision. The research questions that were asked

have to do with (1) how supervisor and

supervised candidate match, (2) influences of

the social and institutional frame, (3) types of

supervision styles co-constructed by the supervi-

sion dyad, (4) satisfaction/dissatisfaction of

supervision work, (5) crises and collapse, and

(6) helpful/blocking relationship experiences in

supervision. The research participants are

supervisors as well as supervised training

candidates. Both standardized and open-ended

questionnaires are used (Nagell et al. 2009).

Data analytic methods and results are

forthcoming.

21.3.5 Professional Practice Issues, the
Public View of Counseling and
Psychotherapy, and
Practitioners’ Self-Care

The 26 articles bearing on this our final topic are

shown in Table 21.5. They address an interesting

assortment of studies on matters such as ethics,

referrals, perceptions of counseling and psycho-

therapy in the public domain, lifestyles of

practitioners, and cultural and migration factors

in immigrants’ therapy. Among the three

constituents of the topic, professional practice

issues make up half of the studies, public views

of counseling and psychotherapy account for

over a third, while a few have been directed to

practitioners’ self-care. A variety of methods

were used, the most common being Thematic

Analysis and versions of the Grounded Theory

method. Seven countries are represented,

dominated by the UK.

An ELR study selected under this topic is one

from the UK bearing on its National Health Ser-

vice (NHS). We have chosen it as a good exam-

ple of how qualitative research can be carried

into action in the field. At the time of this study

(Snape et al. 2003), its lead author was a physi-

cian interested in mental health who worked in

Table 21.4 (continued)

Authors Focus Cntry N Method

West et al. (2004) CPR (2) SVR and SVSEE experience of

supervision

UK 3

dyads

Heuristic research

German and Scandinavian region

Jacobsen (2007) CPR (1) Parallel processes in therapy and

supervision

DNMK 1 Exploratory single case

Will (2006) FPA (2) Psychoanalytic competences in training

and practice

GER 30 Qualitative content analysis

beginng, beginning; C, client; cnslng, counseling; CLR, counselor; exp, experience; Cntry, country; CQR, Consensual

qualitative research; fmly, family; FG, focus group; GT, Grounded theory; mrrg, marriage; S-D, self-disclosure;

SVSEE, supervisee; SVR, supervisor; T, therapist; TRNR, trainer. For the acronyms of the journals in the first column,

see Appendix A
aFollowing McLeod (1994)
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Table 21.5 Professional practice issues, the public view of counseling and psychotherapy, and practitioners’ self-care

Authors Focus Cntry N Method

English-language region

Athanasiades

(2008) BJGC (3)

Factors affecting self-referral in the

workplace

UK 11 Grounded theory

Ballinger

et al. (2007)

CPR (3)

Social class and counseling UK 9 (group) Cooperative inquiry

Ben-Ari and Somer

(2004) CPP

(p. 126f)

Aftermath for the C of T–C sex UK 14 Consensual constant

comparative analysis

Boulton

et al. (2007)

CPR (3)

Ss’ views of their school peer cnslng for

bullying

ISRAEL 99 Mixed

Cocksedge

et al. (2006)

CPR (2)

GPs’ views of referring patients to

counselors practicing in primary care

UK 28 Grounded theory

Cormack (2009)

CPR (2)

Homeless young people’s views of

counseling

UK 2 FGsa Grounded theory

Cromarty

et al. CPR (3)

How 2ndary school cnslrs work with other

prfssnls

UK 4 FGs Thematic analysis

Dhillon

et al. (2003)

CPR (1)

Implications for therapy of South Asian

men’s reports on their acculturation and

ethnic identity

UK 32 IPA

DiGiorgio

et al. (2004) JPI (3)

How Ts integrate EMDR into their

orientations

USA 3 Consensual qualitative

research

Evans et al. (2008)

BJGC (3)

High school cnslrs’ reflections on support

and self-care

NZ 6 Tacit thematic analysis

Grafanaki

et al. (2005)

CPQ (1)

Role of leisure in the life of cnslrs and

psychlgsts

CAN 10 Consensual constant

comparative analytic

procedure of GT

Jennings

et al. (2008) PR (5)

Psychotherapy expertise in Singapore USA

and

SNPR

9 Grounded theory

Manthei (2006)

BJGC (4)

Cs’ experience of seeking counseling NZ 20 Structured thematic

analysis

Millar (2003)

CPR (1)

Men’s exp of considering counseling UK 10 Grounded theory

Newman and

Nolas (2008)

CPR (3)

Exp with NVR as an approach with violent

youth

UK FG Discourse analysis

Quinn et al. (2009)

BJGC (4)

Students’ exp of mental health support in

higher education

UK 12 + FG +

web space

Thematic analysis

Reynolds

et al. (2008)

CPQ (3)

Narratives of therapeutic art-making in the

context of marital breakdown

UK 3 Narrative analysis

Rizq et al. (2008)

BJGC (2)

Meaning and sgnfcnc for Ts of their personal

thrpy

UK 9 IPA

Snape et al. (2003)

CPR (3)

Ps’ accounts of why they didn’t take up a

referral

UK 49 Tacit thematic analysis

Thériault

et al. (2006)

CPQ (4)

Sources of feelings of incompetence in

experienced Ts

CAN 8 Grounded theory

(continued)
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primary care in the National Health Service

(NHS); the other authors were a counselor, an

experienced qualitative researcher, and an aca-

demic with research interest in counseling in

primary care. The study addressed why people

do not take up physicians’ referrals to

counseling. Participants were recruited through

18 NHS counseling organizations providing

services either in general practitioner surgeries

or psychology clinics. The researchers conducted

five pilot interviews, in the light of which they

arranged for the organizations to send out

224 invitation letters to people for whom

between a month and a year had elapsed since

they had failed to engage their appointment. This

procedure resulted in interviews with 17 people

and receipt of written comments by 27 others.

More women than men responded. The questions

asked covered 10 topics such as: knowledge,

previous experience and information about

counseling, stigma, medication, urgency, and

both waiting times and timing of appointments.

The interviews lasted up to 50 min. A Thematic

Analysis was applied to the transcripts of the

5 pilot interviews, the 17 additional ones, and

the written comments sent in by the 24 other

participants. No details are given on how this

analysis was conducted.

In the researchers’ understanding, the main

reason participants gave for not following

through on the appointment had to do with time.

Waiting time had been a big concern: This could

be as long as a year, but for people urgently

wishing an appointment, even 10 days had been

too long. Having the appointment scheduled in

working hours had also been problematic

because for some participants it had been

embarrassing to have to explain to their employer

why they would have to leave work for a couple

of hours. In addition, among the themes other

than time were: positive impact of the referral

consultation, lack of information, self-image,

views of counseling, and organizational aspects.

The investigators illustrate constituents of these

Table 21.5 (continued)

Authors Focus Cntry N Method

Timlin-Scalera

et al. (2003)

JCP (3)

Help-seeking among white male high school

students, parents,

and staff

USA 26 + 4 +

5

Grounded

theory

German and Scandinavian region

Behrens and

Calliess (2008)

PPMP (3/04)

Culture- vs. migration-related factors in

therapy

GER 55 Qualitative content

analysis

Erhardt

et al. (2010) PS (1)

Match between conflict and structure

diagnosis and OPD ratings

GER 19 Mixed

Klöß-Rotmann

et al. (2009)

FPA (1)

Gender prototypes in psychoanalytic case

reports

GER 5 Mixed

Küchenhoff

et al. (2004)

ZPMP (3)

Discrepancies between C and expert ratings

regarding environmentally related disorders

GER 61 Mixed

Trosbach and

Geister (2010)

PPMP (3/4)

Relatives’ views of life with an OCD patient GER 22 Grounded theory

aC, client; cnslng, counseling; cnslrs, counselors; Cntry, country; EMDR, Eye Movement Desensitization

Reprocessing; FG, focus group; IPA, Interpretative Phenomenological Analysis; GP, general practitioner; GT,

Grounded Theory; NVR, nonviolent resistance; OCD, obsessive-compulsive disorder; OPD, Operationalized

Psychodynamic Diagnostics; prfssnls, professionals; psychlgsts, psychologists; 2ndary, secondary; SNPR, Singapore;

sgnfcnc, significance; S, subject; T, therapist; thrpy, therapy. For the acronyms of the journals in the first column, see

Appendix A
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themes. For example, in terms of the theme of

time, during the waiting period, some people

either had sought counseling elsewhere or had

done something constructive such as exercise or

work, while others had felt unsupported, let

down, and uncertain. Thus, when reflecting on

having been given no information about how

long he or she would have to wait, a participant

remarked,

That’s a big thing and for them to say, “Right, well

we’re going to refer you” and even if you’ve just

received a letter saying you’re on the waiting list

and then that’s it, it’s like, “Hello, do you know

I’m here?” Have they remembered me? (p. 241).

The researchers observe that several revela-

tions were rather surprising given what the liter-

ature had led them to expect. These surprises

included people’s sense of responsibility for

their own recovery, how active many people

were while waiting for the appointment, people’s

need for information, and the extent to which

getting a referral in and of itself was therapeutic.

A notable feature of this study is that it was

carried forward into action research wherein the

first author both informed her fellow physicians

of the results and took steps to institute changes

in the practices of the clinic where she worked.

Finally, from Germany comes a report on a

mixed-methods study using written treatment

records of 55 psychiatric day-clinic patients of

Hannover University, addressing the impact of

migration backgrounds on diagnostic processes

and therapy (Behrens and Calliess 2008). These

researchers differentiated between what they call

“culture-related” and “migration-related”

aspects. The former were influences of specific

values, behavior norms, and religious attitudes of

the ethnic community to which a person

belonged, while the latter were effects of moving

from one country to another (e.g., absence of

family members, problems with legal status).

The data analysis was conducted within the

framework of categories developed deductively

from the above theoretical preconceptions. In the

interest of inter-rater reliability, the researchers

tried to ensure that attribution of verbal data to

categories was free from idiosyncratic influences

of the raters’ individuality. Results presented

quantitatively showed that aspects due to migra-

tion such as feelings of loss of home country and

conflicts regarding wishes of going back to it

caused nearly twice as many problems as did

aspects due to culture, such as either conflicts

about the traditional gender roles or religious

convictions.

21.4 Discussion

As reflected by the entries in the tables

organizing the returns from our survey, among

our five topics, according to our categorization of

the 208 articles, qualitative research and mixed-

methods research have been applied most to the

study of the processes and outcomes of

counseling and psychotherapy and to clients’

experiences of engagement in treatment. Follow-

ing these applications, roughly equal attention

has been given to practitioners’ experiences of

engaging in treatment; matters bearing on super-

vision, training, and professional development;

and professional practice issues, the public view

of counseling and psychotherapy, and

practitioners’ self-care. To some extent, there

have been differences between what we have

called the English-language region and the

German-Scandinavian region. This disparity is

most apparent in the studies coming out of

Britain, where there has been comparatively

more application of qualitative research to train-

ing and supervision, reflecting the emergence of

counseling and psychotherapy there as a profes-

sional discipline separate from psychology and

related disciplines. In contrast, in the GSR, the

study of supervision and training falls behind the

study of counseling and psychotherapy process

and outcome, by a large margin.

The emphasis given to clients’ experiences of

treatment and to the process and outcome of

counseling and psychotherapy maintains the

role qualitative research has played in

illuminating clients’ agency in the production of

treatment effects. Such findings in our view help

to explain the common finding that although all

forms of counseling and psychotherapy have

been demonstrated to be more effective than no
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treatment, to a surprising extent they are not

differentially effective among themselves (e.g.,

Wampold 2001). Correspondingly, we would

hope that someday in the future research findings

such as these will be taken into account when

practice-based evidence of treatment is assessed

(cf. Cahill et al. 2010).

In terms of methodology, we observe a con-

tinuation of a swing toward objectivism reflected

in the concern for inter-judge agreements in

terms of qualitative research methods in and of

themselves, as in the Consensual Qualitative

Research method, for example, as well as in the

increasing mixing of qualitative and quantitative

methods. In this respect, the willingness of Brit-

ish researchers to disclose their own experiences

of various topics is a welcome stand against this

tide. After all, it is the revelation of the subjective

involvement in experience and action that is the

forte of qualitative research, and it would be

unfortunate if, over the long run, it should get

diluted in response to perceived cultural calls for

objectivity. As an example of this drift, in the

study by Behrens and Calliess (2008) described

above, these researchers took pains to ensure that

the development of categories from verbal data

was free from idiosyncratic influences of the

raters’ individuality. In the process, the study

that was announced and begun as a qualitative

enterprise shifted to a quantitative or “semiquan-

titative” (Frommer and Faller 1994) study, seek-

ing a foothold in numbers even though

understanding of subjectivity is in demand. An

alternative approach would have been to apply a

content analysis more adherent to phenomenol-

ogy and hermeneutics, resulting in educed

categories organized by, perhaps, Weber’s

“ideal type” concept, an alternative that may

have led to deeper results—deeper, but with the

appearance of being more subjective, which is

the rub.

The matter of appearances brings into play, of

course, rhetoric and, going with it, the given

audience to which it is addressed. Entrance into

subjectivity, be it the author’s own and/or that of

someone whom the author is addressing, may

resonate with readers, including practitioners,

more than does a report of the same phenomenon

taken from a more external stance. Alternatively,

the same subjectivity may be frowned upon by

power brokers in society, whether journal

reviewers and editors under the sway of objectiv-

ism or government policy makers worried about

fiscal accountability.

Another feature of qualitative research that

goes against the grain of rhetoric suitable for its

power-broker audience is its particularity. Its

sensitivity to context makes for precision of

meaning, but at the expense of constrained gen-

erality. Still, that same particularity enhances the

possibility that the reader may relate to the

understanding which this kind of qualitative

research provides, making it persuasive on this

ground.

In conclusion, our review indicates that the

application of qualitative and mixed-methods

research to a variety of topics in counseling and

psychotherapy continues to burgeon, and many

interesting and informative understandings have

been the result. In many quarters, but not all,

there has been a drift toward an increased posi-

tive valuing of objectivity. It is our hope that this

drift does not go so far as to compromise the

richness of the understandings of the meaning

of experience and action that qualitative research

can provide.
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Appendix A: List of Journals and Their
Acronyms

British Journal of Clinical Psychology (BJCP)

British Journal of Guidance and Counselling
(BJGC)

Clinical Psychology and Psychotherapy (CPP)

Counselling Psychology Quarterly (CPQ)
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Abstract

This chapter is meant as guidance for not only

investigators designing qualitative research

projects but for reviewers assessing

manuscripts using qualitative methods. An

interpretation-driven approach to design and

review of qualitative research is proposed as

an alternative to the approach of setting in

stone rules that consist of procedure-driven

prescriptions. It walks the reader through the

process of considering the design of an indi-

vidual study and its coherence with the episte-

mology of the researcher(s). This approach

emphasizes the centrality of the role of inter-

pretation that is best evaluated in relation to an

epistemology, within the context of the spe-

cific study characteristics, and in service of

the scientific, practice, and/or social justice

goals at hand. It presents context-sensitive

guidelines for researchers and reviewers to

use in designing and evaluating qualitative

research studies. Within the chapter, there is

a specific focus on grounded theory (e.g.,

Glaser and Strauss, The discovery of

grounded theory. Aldine, Chicago, 1967);

however, many of the principles put forward

to guide study design and research review

may be relevant across qualitative methods.
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22.1 Developing Interpretation-
Driven Guidelines for
Constructivist-Social Justice
Qualitative Research

The purpose of this chapter is to outline an

approach to method design and assessment that

upholds the scientific integrity of the interpretive

process within qualitative approaches to

research—with a specific focus on grounded the-

ory method (e.g., Glaser and Strauss 1967). I use

the term interpretation-driven to describe the

approach because I am advocating that

privileging the interpretive process requires con-

sideration of the coherence between methods and

epistemology with reference to the specific

characteristics and goals within an individual

project—as will become clear. This initiative is

a response to the development of qualitative

approaches that are procedure-driven—that is,

guided by rules that privilege the integrity of a

method when assessing research.

Interpretive judgments are important across

both qualitative and quantitative approaches in

ensuring that methods selected are appropriate

for the questions being asked and in deciding

upon the meanings of findings. In quantitative

research, however, the process of identifying

patterns across numeric data is relinquished to

mathematical procedures. This mathematical

aspect of analysis renders procedure-driven

rules necessary to preserve the integrity of the

calculations so that the resultant findings are

valid. For instance, a statistical method requires

a certain number of participants to have the

power required to be informative—regardless of

the researchers, participants, or the study context

at hand.

In contrast, qualitative methods have their

process of pattern identification located in the

subjective interpretation of data—and so these

procedure-driven assessments may be inappro-

priate when applied to qualitative methods

because they mistake the nature of the process

of pattern identification. Instead, study rigor

should more accurately be assessed with a central

focus upon the interpretive process that can best

be understood as it is located within a given

method, question, research goals, study

characteristics, and epistemologies at play. The

integrity of qualitative research then depends

upon adapting the procedures within a method

so as to best enable the interpretive process.

The task of developing interpretation-driven

guidelines is complicated for a number of

reasons. In a field where qualitative research

(i.e., “human science” as distinguished by their

epistemology from “natural science”; see Rennie

1997) is still new to many editors and reviewers,

it can be helpful to have some direction on

assessing these methods. Procedural-driven

guidelines can be easier to apply because

researchers and reviewers do not need to con-

sider theoretical and contextual factors and do

not need to develop sophistication in their think-

ing about methods. They can seem friendly and

accessible. At first blush it may seem reasonable

that good rules developed for one qualitative

method should generalize to all.

For the process of initially learning qualitative

research approaches, procedural guidelines can

be helpful as a deeper understanding of episte-

mology might only emerge after they are

engaged in analysis. For instance, I have written

papers myself that include recommendations for

teaching grounded theory to graduate students

(Levitt et al. 2013). Some sets of guidelines are

written with a stronger understanding of the epis-

temological underpinnings of qualitative

research practice and address either qualitative

research on whole (e.g., Elliott et al. 1999) or

grounded theory methods more specifically (e.g.,

Fassinger 2005; Dourdouma and Mörtl 2012). In

general, these guidelines allow for the develop-

ment of professional standards, create a common

language, communicate practices, and expedite

assessments of research.

Although useful for those purposes, if taken as

procedural prescriptions, these approaches can

dictate practices rather than generate sets of

considerations that need to be weighed together

to best meet the multiple goals of research within

an epistemological context. Their danger is not

only in discouraging complex thinking in

reviewers but in discouraging the submission
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and acceptance of qualitative research that uses

nontraditional epistemologies and/or

constructivist-feminist methods (see Frieze

2008 for an example of such a journal policy).

In this paper, I argue that procedural

recommendations or requirements encourage

incoherent research that is judged superficially,

constrain the evolution of methods in the field,

and, thus, work against the goals of empirical

research itself.

In this chapter, I put forward an alternative

way of assessing research design—as an expres-

sion of an epistemological stance in relation to

study characteristics and aims. The epistemology

is constructivist as it views people as forming the

meanings that make their world intelligible via

methods like language, narrative, and personal

constructs (e.g., Neimeyer 2009; Raskin and

Bridges 2008). Also in this perspective, method

is thought to serve scientific goals (as opposed to

science being defined by sets of procedure-

related decisions) as well as other goals, such as

clinical, didactic, or social justice goals. My

approach to research tends to have a social jus-

tice orientation that needs to be understood as

having implications for research methods. For

instance, social justice (i.e., feminist or multicul-

tural) research tends to investigate and shift into

focus marginalized experiences and so research

may be used to serve both the goals of generating

knowledge and of liberation—which at times

might be at odds. Stiles (see Chap. 8) in this

book offers a complimentary discussion in

which he divides research goals differently (i.e.,

as developing theories, enriching

understandings, or collecting evidence) but

describes how each purpose can influence the

strategies of research and frameworks of under-

standing that work. Although these

considerations are focused upon the use of

grounded theory within a constructivist-social

justice framework, many can be adapted for use

with other methods or epistemologies. I will

begin by describing my journey as a qualitative

researcher and my own epistemology to provide

some context for what follows.

22.2 Situating the Interpretation-
Driven Approach

22.2.1 Methodophily Versus
Methodolatry

In qualitative research methods, it is incumbent

upon researchers to provide information on their

relevant personal perspectives, histories, and

philosophies as a framework within which

readers can assess their inquiry. In that tradition,

I am providing some historical context to frame

the development of my own expertise in qualita-

tive methods. I first began using qualitative

methods in graduate school (e.g., Levitt 1999).

It was in the not-too-distant time before qualita-

tive method courses existed in many North

American psychology programs, but I learned

about these methods from my mentors in the

York University Psychology Department. They

were pioneers in these approaches—Lynne

Angus (e.g., Angus et al. 1999), Leslie

Greenberg (e.g., Greenberg 2007), and David

Rennie (e.g., Rennie 2000)—who introduced

me to a variety of qualitative methods as well

as developing my appreciation for psychotherapy

process research (see Rennie 2010 for a history

of this particularly innovative department).

The lingering impact of David Bakan’s (1967)

early work at York was clear. His insightful

perspective on statistics and research methods

contributed to a climate in which alternative

methods could be explored and developed. In

particular, his cautions about “methodolatry” in

our field have become classic—that is, our

becoming so attached to a method (e.g., the clin-

ical trial) that it begins to dictate research agenda

instead of being one of many tools that can be

used to answer theory-driven questions dictated

by researchers (see Gelo 2012; Slife and Gantt

1999 for critiques of the former process). When

set down in procedural terms, methods can be

reified and take on a life of their own that can

become disconnected from goals of science—to

know and learn. Instead, aspects of the methods
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can be tailored to the questions, resources, the

epistemology of the investigators, and purposes

at hand.

While I continue to be interested in exploring

many qualitative methods [see Rennie and

Frommer (2015) and Mörtl and Gelo (2012)], I

have become particularly attached to grounded

theory—perhaps because I have found it flexible

enough to be used across many topics of interest

to me. It is a method that has allowed me to

explore other people’s intimate experiences of

struggle and making meaning of their world. I

have had peak intellectual moments using this

method—asking monks about their experiences

of developing wisdom in India (Levitt 1999),

learning about psychotherapy clients’ unspoken

experiences in sessions and eminent therapists’

experiences of guiding therapy (e.g., Levitt 2001;

Levitt and Williams 2010), and working to

understand the ways gender is constructed within

gay, lesbian, and transgender cultures (e.g.,

Levitt and Hiestand 2004). Each time I conduct

a study, I feel privileged to talk with participants

about topics that fascinate me and to learn from

their experiences. Whenever I lecture on qualita-

tive methods, I like to impress upon students how

joyful and stimulating this research can

be. Really—what could be better than being

engaged in understanding the inner workings of

a compelling subject and then having the oppor-

tunity to generate new understandings from those

discussions?

I have used grounded theory in the context of

three programs of study. My work on domestic

violence and faith has included studies that

examined the perspectives of perpetrators,

survivors, and religious leaders (e.g., Levitt and

Ware 2006). My research on gender has focused

on sexual orientation identities and minority

stressors (e.g., Levitt and Hiestand 2004). And

my psychotherapy work has explored a variety of

common factors from both clients’ and

therapists’ perspectives (e.g., Levitt and

Williams 2010). Over the last 15 years, I have

authored or coauthored approximately

50 publications rooted in qualitative analyses,

including over 30 projects using grounded theory

methods, and have supervised many others. The

methods have included content analysis, narra-

tive analysis, metaphor analysis, task analysis,

hermeneutic analysis, and grounded theory.

As well, I have taught a variety of methods in

qualitative research courses for graduate students

(e.g., phenomenology, Wertz 2005; discourse

analysis, Gergen and McNamee 2000; consen-

sual qualitative research, Hill et al. 2005). In

my course, I survey different qualitative

methods, but I guide the students through an

intensive grounded theory class project that

begins in the first class and runs through the

semester. Together, we publish our joint project

at the end of the semester (see Levitt et al. 2013

for a detailed description of this course).

This chapter has provided the opportunity to

reflect upon my use of grounded theory and the

ways I have conceptualized study design. When

reviewing my work, I find that I have made quite

different interpretation-driven decisions,

depending on qualities of the participants,

research context, or study topic. In the chapter,

I consider the points where in using the method I

have made decisions about my method design,

and unpack those choices. I proceed to explicate

this decisional process—both to stimulate con-

sideration around the elements of the method and

to interrogate my constructivist-social justice

epistemological approach and its expression in

relation to my study goals. Although my research

has a scientific purpose broadly, often my psy-

chotherapy research also is directed by the goal

of developing clinical recommendations,

whereas my domestic violence and gender

research also is driven by the goal of advocacy.

22.2.2 Ontological and Epistemological
Considerations

It is my ambition that this essay can aid other

researchers in tailoring grounded theory designs

that are best suited for their own studies and can

guide reviewers and consumers of research to

consider the role of their own ontological and

epistemological beliefs, aims, and study

characteristics when assessing research. There

are a variety of approaches from which
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researchers have used grounded theory methods

from post-positivist to critical constructivist

approaches (e.g., Fassinger 2005). While Mor-

row (2005) provides a concise and insightful

overview of the way criteria shift when moving

between postpositive, interpretive constructivist,

and critical ideological paradigms, the present

paper describes specific ways that method can

be adjusted within an epistemological framework

given different study characteristics and research

aims. It is toward that end that I present a descrip-

tion of my own constructivist-social justice,

ontological, and epistemological approach.

Most often in psychology, researchers catego-

rize these positions in terms of competing

perspectives envisioned on continua (e.g.,

Fletcher 1996; Gelo 2012; Guba and Lincoln

1994; Ponterotto 2005). On a spectrum from

naı̈ve realism, in which one true fixed reality is

directly apprehendable, and relativism, in which

reality is grasped through our own

understandings and meanings, I adopt a

constructivist-social justice approach in which I

study understandings of experience as shaped by

social and cultural processes and values, often in

the form of structural and systemic forces. To

some extent, I have developed this ontological

approach through my research on gender and

sexual orientation and learning from participants

how they experienced parts of their own

identities as given and inalterable but as having

expressions shaped by their context (e.g., Levitt

and Hiestand 2004).

On a spectrum in which on one end inquiry is

seen as objective and dualist, in which scientists

intellectually can observe the truth, and on the

other it is understood as subjective and transac-

tional, in which embodied researchers engage

with participants to cocreate findings, I see the

epistemic task as inherently subjective, interac-

tive, and embodied. By this I mean that our

subjectivity, along with our values, blind spots,

and biases, is the unavoidable lens through which

data are interpreted. The investigator helps

participants to articulate their experience, but

this cocreation is limited as the exploration is

rooted in the participants’ sense of the phenome-

non of interest, which might be experienced as

entirely created or as having roots in historical,

social, or biological realms.

In this approach to methodology, the interpre-

tive task is central and the assessment of the

reflexive process of analysis is valued. For

instance, the guidelines I put forth convey more

faith in analyses that are conducted by

researchers who become deeply immersed in a

data set (e.g., lived experiences, intensive study)

than in analyses conducted by less-engaged

observers who can arrive at agreement. At the

same time, the data communicate the

participants’ engagement and experience of

their reality. As a result, the principles I put

forth in the guidelines emphasize obtaining data

that are as clear and useful as possible and

keeping analyses grounded to maximize the

returns from the information therein.

Maintaining the balance between these two

tensions then becomes the central concern during

method design and evaluation for investigators

and reviewers. The approach I have adopted is

congruent with the methodical hermeneutic

approach that Rennie (2000) argued situates

grounded theory as a synthesis of relative and

realist epistemologies—as an interpretive analy-

sis (relativist aspect) of empirical participants’

reports of their experiences in the world (realist

aspect).

In addition, the principles reflect social justice

and pragmatist approaches to method. A social

justice epistemology is present in that I am using

my inquiry with an objective to bring into focus

marginalized experiences with the aim of raising

consciousness and repairing practices that main-

tain social biases (e.g., Fine 2012; Harding 1986)

and an awareness that my process of inquiry

itself can be fundamentally influenced by these

biases. In my own approach to research, I incor-

porate insights from several different feminist

and multicultural epistemologies: (1) I have

been influenced by feminist standpoint

epistemologies (e.g., Harding 1998, 2011) in

that I tend to start my inquiry process in research

focused upon the standpoint of those who have

lesser power with the understanding that

marginalized groups may have perspectives that

usefully can lead to understanding (e.g., clients
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in therapy, marginalized sexual orientation

groups, victims of violence). (2) At the same

time, I do not assign epistemic privilege to

minority groups (e.g., Bar On 1993; Longino

1993) by confining my research to their

perspectives or assigning them sole authority on

a subject, but seek to study how those

experiences interact with those who have more

power and with systems (e.g., therapists, domi-

nant sexual orientation groups, religious

authorities). (3) While I am interested in examin-

ing and situating my own position as a researcher

as it interacts with my reflexive process (e.g.,

Code 1996), I tend to be interested in understand-

ing communities as generators of understanding

in relationship to their own experiences and

needs. I see individual participants as members

of communities that are shaped by privileging

and oppressive forces and that are not monolithic

themselves and are in flux over time (see Dia-

mond 2006; Levitt 2006).

A pragmatic framework toward study design

is at play because the constraints of the study

characteristics (i.e., qualities of the phenomenon,

participants, and researchers) are considered in

terms of their implications for method, and the

effects of methods, in turn, are evaluated in terms

of their implications for praxis in light of the

research goals (e.g., Peirce 1958). That is,

throughout the principles described in this

paper, I consider how different method-related

decisions influence the processes of gathering

clearly articulated useful data, training analysts

who are positioned to conduct a thorough analy-

sis, and conducting assessments of research that

do not compromise a grounded process of theory

creation. These decisions are made to maximize

both the epistemic coherence and the practical

returns of each study. For instance, I recognize

that method-related ideals may need to be altered

to give voice to participants who are

marginalized and face barriers to research partic-

ipation. By generating research that is not well

represented in the literature, these studies can

serve both research and advocacy goals. This is

one example of one way in which epistemologi-

cal beliefs can guide method. The following

principles are articulations of rationales for

making such decisions.

22.3 Developing Principles for
Grounded Theory Research

To make the principles that follow easier to

locate, they are organized within the context of

the components of a method section in a research

paper (see Table 22.1). Within each component,

common questions from graduate students or

investigators new to grounded theory are

addressed, and responses are presented to high-

light the ways epistemological and study-specific

factors influence design. In the course of answer-

ing these questions, I will provide a description

of how and when I conduct grounded theory

(as opposed to other qualitative or quantitative

methods) and formulate the principles that have

driven some of my own study design decisions.

Before describing principles, however, it can

be helpful to provide a brief overview of

grounded theory methods and purposes. There

are a number of variants of grounded theory

method (e.g., Charmaz 2006; Dourdouma and

Mörtl 2012; Glaser and Strauss 1967; Rennie

and Fergus 2006; Rennie et al. 1988; Corbin

and Strauss 2008). They can be based within

multiple epistemologies and use different

procedures and terms.

Across grounded theory approaches, however,

are the following typical procedures: (1) At first,

the interview text is divided into units that cap-

ture meanings being conveyed (Rennie

et al. 1988, recommend using meaning units, a

construct borrowed from phenomenology for this

process; Giorgi 2009). (2) As the units are cre-

ated, labels are assigned to each unit to reflect the

meaning therein. (3) Using a process of constant

comparison, the researchers then compare the

meaning units to one another and create

categories to reflect the commonalities identified

(i.e., open coding). As the data can be sorted into
as many categories as are relevant to its content

during this analysis, the categories are not inde-

pendent of one another. (4) As initial level

categories are formed, they are compared to one

another and higher-order categories reflect the

commonalities therein (i.e., axial coding). By

repeating this process with each layer of

categories and incorporating new data (i.e.,
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Table 22.1 Principles of interpretation-driven research design and evaluation

Domain Relevant questions Interpretation-driven guidelines

Deciding upon a

method of analysis

Question 1: Is my question consistent with

a grounded theory method?

1. To decide if a method (e.g., grounded theory) is

appropriate, the researchers consider whether the

question aims to develop a model of common

experiences of one experience (might use grounded

theory alone) versus to conduct a comparison of

experiences between groups of participants or for

purposes beyond understanding participants’

experiences (might use other methods or adapt

grounded theory methods to meet this aim)

Question 2: Is a grounded theory analysis

too intensive considering the data I will

collect?

2. The scientific goal of the analysis (i.e., an in-depth
understanding of the components of an experience)

and the characteristics of both the phenomenon (i.e.,

complexity) and the participants (i.e., ability to

clearly articulate their experience) should be

considered when justifying a grounded theory

analysis

Participants Question 3: Which types of difference are

most important in participant recruitment?

3. Diversity within participants is sought out to

clarify likely differences in experiencing that appear

most relevant to the subject at hand. Typically, this

includes considering how cultural factors may be

influential throughout the analytic process, as their

impact might be difficult for investigators to assess,

and seeking out participants with relevant cultural

diversity characteristics

Investigators/

interviewers

Question 4: How does one decide who

should be conducting the interviews?

4. Decide who should conduct interviews after
weighing together the need for interviewing skills,

the knowledge needed on a subject matter, and the

influence of cultural oppression and disparity upon

the participants’ ability to disclose and articulate

information clearly

Recruitment Question 5: Should a screening be

conducted before the interview?

5. Conduct screening interviews if it is difficult to

know if the participants are able to describe usefully
the topic of interest, because the topic is unclear or

uncertain, the participants are suspect, or if their

safety needs to be secured

Data collection

procedure

Question 6: Should I analyze interview or

written data?

6. Grounded theory methods can be adapted for the

analysis of written data, but analysts should keep in

mind the benefits and costs of this choice when
designing studies

Question 7: How do I structure my

interview? Do I have a main question?

7. When writing your interview protocol, consider

the scientific goal of your analysis. If your goal is to
develop a theoretical model of one phenomenon,

design your question protocol to elaborate a central

question and use a method of analysis designed for

this purpose (such as grounded theory or

phenomenology), but if your goal is to shed light on

a number of discrete subtopics, create separate

groups of questions and conduct an analysis

designed for that purpose (such as content analysis or

theme analysis)

Measures Question 8: When should I give measures

to participants?

8. Within the confines of the qualitative research,

measures likely will rarely have the power to provide

useful statistical knowledge due to the small datasets

used. They can be useful, however, to provide

information that can better describe your participants
to aid in generalization (i.e., transferability),

theoretical sampling, and data interpretation

(continued)
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Table 22.1 (continued)

Domain Relevant questions Interpretation-driven guidelines

Data analysis:

adaptations of

grounded theory

Question 9: Do I really need so many

categories or hierarchy levels?

9. Detailed hierarchies typically are useful when
researchers are new to grounded theory, when the

data is complex and findings are hard to organize or

defend, and when results are intended to be used as

the basis for future analyses

Question 10: Should I have a core

category?

10. A core category can be developed when it

furthers the understanding of the phenomenon being

studied, but is not useful when it creates a level of

commonality that distracts from a more meaningful

plurality in the findings

Question 11: Should I use multiple

analysts?

11. Multiple analysts are not necessary but are
especially helpful when they provide method, topic,

or culturally based experiences that will allow for a

more complex interpretation of the data at hand.

These different factors all are considered and

weighed together. Ideally, one ends up with an

analysis in which one is confident in the meaning

units created, the ability of the investigators to

conduct the method and interpret the data, and the

depth of analysis and its applicability

Assessments of

research checks

Question 12: Should I use inter-rater

checks or external auditor checks on

coding?

12. Within a grounded theory analysis of a complex

topic, the use of inter-rater reliability and external

auditor checks is not desirable when it hinders the
scientific integrity of the research—that is, to create

fine-tuned categories that represent complex and

contextualized data. The researchers can

demonstrate to their readers the rigor of their

methods by describing that qualitative methods tend

to contain intrinsic checks and by supplementing

these with additional checks that are consistent with

the epistemology at hand

Question 13: How many participants do I

need to interview to reach saturation?

13. Saturation can be demonstrated by showing that

new meaningful categories are not generated when

adding a new interview; however when the data is

complex, it is recommended that saturation be tested

further

Assessments of

research checks

Question 14: What credibility checks

should I use? How should I conduct

participant checks?

14. Interview checks help investigators to assess both
the comprehensiveness of the interview and the

influences of cultural or interpersonal differences on

it

15. Consensus should be conducted in a way that

recognizes the differing forms of methodological

and interpretative expertise of the investigators, is

sensitive to differences in power between

investigators, and is open to incorporating multiple

perspectives on a dataset

16. Memoing can be used to record thoughts,

theories, and method decisions and to recognize and

limit the influence of investigators’ biases and

processes upon the data

17. Participants’ feedback with regard to:

(a) Efficiency in obtaining written feedback: It can
maximize the response of participants because a

second interview is not required, but can limit the

ability to receive detailed responses—especially if

the participants find written expression challenging

(continued)
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selective coding), a hierarchical structure of

categories is developed. Finally, a core category

is conceptualized, representing a central connec-

tion between categories at the apex of this hier-

archy. (5) Throughout this process of data

analysis, participant recruitment is being

conducted strategically to enrich the developing

theory (this process being called “theoretical

sampling”). (6) When new categories no longer

appear to be forthcoming from the addition of

new interviews into the hierarchy, the analysis is

thought to have reached the point of saturation

signifying that the data collection is comprehen-

sive. Grounded theory analyses usually require a

smaller number of participants than quantitative

studies—often saturating with approximately

6–20 interviews. These studies can analyze a

wealth of data, however, as interviews typically

range from 1 to 2 h and can easily result in 30–80

transcript pages of data per interview, replete

with rich description about a phenomenon

containing meanings and distinctions generated

by the participant. (7) Throughout this process of

analysis, memoing or note-taking is used to

record shifts in hypotheses and conceptua-

lizations in an attempt to record and restrict the

influence of a priori ideas upon the analytic pro-

cess as well the influence of theories that develop

during the analysis.

Increasingly, these grounded theory

procedures are imported into other methods—

perhaps to add clarity to qualitative methods

that have been described within vague or

conflicting approaches—even when the purpose

of the method is not to generate a theory.

Because there are so very many different qualita-

tive methods and versions thereof, it may be that

it is easier for researchers to appeal to grounded

theory methods that are familiar to many readers

and reviewers and are often clearly defined. In

particular, processes of constant comparison, of

developing lower- and upper-level categories

(although usually not a complete hierarchy),

and of saturation are combined with other quali-

tative methods to strengthen the process of data

analysis. For instance, a content analysis might

be conducted in a way that uses a process

of constant comparison to create a structure

of initial and higher-order categories to answer

multiple questions even though a central theory

is not being formed (e.g., Kannan and Levitt

2009).

Table 22.1 (continued)

Domain Relevant questions Interpretation-driven guidelines

(b) Depth of feedback: Feedback from participants

or others who you think might help you shed light on

the questions that remain about your findings, given

the purpose of the research at hand (see Sect. 22.5.1

for more on how I might use nonparticipant

reviewers’ feedback)

(c) Social justice goals: Obtaining feedback from

participants is ideal; however, researchers

committed to a constructivist-social justice

framework should recognize that all participants

typically are not able and should not be expected to

provide feedback and that this feedback is

supplementary

(d) Conflicts between participants’ feedback and
your interpretation: Feedback from participants can

enrich investigators’ understanding of data;

however, feedback needs to be reconciled with the

investigators’ interpretations of patterns from across

the participants and the hierarchy. If we cannot

reconcile the feedback with our interpretation, we

typically present the feedback alongside of our

interpretation so that readers can assess this

discrepancy themselves
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22.4 Method

22.4.1 Deciding Upon a Method
of Analysis

22.4.1.1 Is My Question Consistent with
a Grounded Theory Method?
(Question 1)

Answer: Advisors often spend a good deal of

time helping their students decide upon a method

to use in a given project. Although grounded

theory might demand too much effort in some

instances, it can also be too limiting, depending

on one’s objectives. Grounded theory focuses on

identifying the commonalities among

participants. That is, although differences can

be noted between subsets of participants, the

method functions by creating categories that are

based upon commonalities within these subsets.

Grounded theory also tends to be focused more

upon the content of participants’ speech and what

they can report experiencing than focused upon

the structure or context of their reports, although

this is not a hard line [see Mörtl and Gelo

(2015)]. There are four main considerations that

I have found helpful in identifying the primary

research goals and selecting appropriate method

for given projects.

1. It might be preferable to conduct a quantita-

tive statistical analysis at times when the pri-

mary research question is to compare mean or
modal responses across groups or to verify

specific a priori hypotheses within groups.

Generally, I prefer to begin a program of

study with a qualitative analysis to discover

meanings intrinsic to a group and then assess

the theory developed using quantitative

methods (see Gelo et al. 2008, 2009 for other

arguments for mixed-methods research).

There are times, however, when a theory is

already well developed and it makes sense to

begin by evaluating or validating an existing

theory with a quantitative method. As a corol-

lary of this approach, there are times when a

quantitative data analysis leads to questions

that can best be resolved through a qualitative

inquiry.

2. In contrast, when the primary purpose of an

analysis is to collect or compare responses to
separate main questions, it might be prefera-

ble to conduct a content or thematic analysis

(e.g., Braun and Clarke 2006). In the process

of conducting such an analysis, methods

might be imported from grounded theory

(i.e., open coding, constant comparison)—for

instance one might decide to create a few

levels of categories for each response set with-

out creating a complete hierarchy. The devel-

opment of an extensive hierarchy and a core

category would not make sense in this case

because the research goal is not the develop-

ment of a theory of one phenomenon. (To see

an example, I have incorporated grounded

theory methods within a content analysis

when wanting to compare developing feminist

therapists’ training needs with their program

experiences; Kannan and Levitt 2009.)

3. If the primary goal is to develop in-depth

theories about one question from different
perspectives, it might be necessary to conduct

complete qualitative analyses with multiple sets

of participants. These analyses could result in

separate hierarchies with core categories and

then the hierarchies being subjected to a sec-

ondary analysis to compare and contrast the

similarities and differences between them. For

instance, I have used this approach when com-

paring clients’ and therapists’ experiences of

challenges to clients’ beliefs in therapy sessions

(Williams and Levitt 2008b) or when

conducting research on how victims,

perpetrators, and faith leaders experience faith

as influencing domestic violence (e.g.,

Knickmeyer et al. 2003; Levitt and Ware

2006; Levitt et al. 2008).

4. Finally, when a purpose of the research is to

identify patterns that extend beyond the
participants’ experiences (but are about one

question and within one perspective), it can be

helpful to conduct a secondary analysis within

a hierarchy to glean trends and differences—

an analysis of the analysis. This goal usually

occurs when researchers are interested in the

data for a secondary purpose, such as devel-

oping guidelines for practice.
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To give an example, in conducting research

on eminent therapists’ experiences of directing

the process of therapy, we developed a hierarchy

grounded in our participants’ experiences but

then wanted to develop principles for practice

that focused clinicians on key decision-making

points in their sessions (e.g., Levitt and Williams

2010). Some of these decision points were not

described in any of the therapists’ experiences

directly because they were derived by our notic-

ing the different types of description between

groups of therapists. For instance, CBT therapists

were more likely to position the change moment

outside of the therapy exchange (e.g., in home-

work exercises, experiments) and

psychodynamic and humanistic therapists tended

to locate the change moment within the therapy

exchange. This structural difference allowed us

to make sense of the comparably stronger focus

on the relationship by the humanistic and

psychodynamic and the comparably stronger

focus on designating homework and motivating

clients to complete it by CBT therapists. While it

allowed us to develop multiple principles for

treatment, they were not grounded in the

experiences in either group of therapists but the

comparison of groups within the hierarchy for

the purpose of identifying practice-relevant

decisions.

Our importing of a hermeneutic analysis of

the differences across these approaches allowed

us to conduct this secondary work due to its

attunement to both contextual and covert factors

(see Rennie 2000 on the view that grounded

theory is a form of methodical hermeneutics

itself). Hermeneutic analyses can allow for

exploration across both content and structure of

an identified pattern in data, with a particular

attention to the pre-understandings and

philosophies underlying that pattern (e.g., Packer

and Addison 1989). We have used this method

when looking at conflicting client experiences in

therapy as well (e.g., Levitt et al. 2006). When

clients’ responses conflicted, the context and

assumptions within the interview text were

examined closely to provide differential guid-

ance on when or under what conditions an inter-

vention might be helpful. The driving

consideration across these points is: To decide if
a method (e.g., grounded theory) is appropriate,

the researchers consider whether the question
aims to develop a model of common experiences

of one experience (might use grounded theory

alone) versus to conduct a comparison of
experiences between groups of participants or

for purposes beyond understanding participants’

experiences (might use other methods or adapt
grounded theory methods to meet this aim).

22.4.1.2 Is a Grounded Theory Analysis
Too Intensive Considering the
Data I Will Collect? (Question 2)

Answer: There are times when the intensive

analyses in grounded theory are not necessary.

The time that goes into building a hierarchy is

worthwhile when the results that are produced

are complex, rich, and shed light on processes

that would otherwise be difficult to conceptualize

or to do so in a manner that has fidelity to the

experience of the event. Sometimes, however,

this level of focus is simply not necessary to

obtain useful results and would create undue

labor. In my advising on method, I especially

caution students when: (1) the study question is

relatively simple to answer (for instance, study-

ing participants’ reactions to different course

structures); (2) the participants have not had a

long or in-depth experience that would have

complex enduring associations or meanings (for

instance, in a study on participants’ reactions to a

one-session intervention); (3) the participants do

not have a great deal of insight or cannot com-

municate that insight in detail (e.g., if conducting

a study on young children’s experiences of

rewards or punishments); or (4) results in the

form of a detailed hierarchy are not necessary

for the purpose of the analysis (e.g., detailed

hierarchies may not be necessary for intervention

development or for generating dialogues

between groups of people).

Typically, I have an estimated length of time

for the interviews, which I revise as they are

conducted. That said, it is hard for me to imagine

that interviews shorter than an hour in length can

produce new data that might result in a useful

analysis. Similarly, when considering conducting
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this form of analysis with written text, it is

important to have not only a sufficient quantity

to find overlapping meanings but a quality of

depth that would make an intensive analysis

worthwhile. If the participants can communicate

the entirety of their experience in 15 min or in a

paragraph, you likely will not have the depth of

information to make this analysis worthwhile.

The principle in this case is: The scientific goal
of the analysis (i.e., an in-depth understanding of

the components of an experience) and the

characteristics of both the phenomenon (i.e.,

complexity) and the participants (i.e., ability to

clearly articulate their experience) should be

considered when justifying a grounded theory
analysis. This being said, grounded theory

methods can be used when these conditions are

not met, but other methods (e.g., phenomenol-

ogy, narrative analysis, or discourse analysis)

[see Mörtl and Gelo (2015)] might produce simi-

lar results with greater ease and in a more appli-

cable format.

22.4.2 Participants

22.4.2.1 Which Types of Difference Are
Most Important in Participant
Recruitment? (Question 3)

Answer: Differences among participants are seen

as a strength in grounded theory approaches as

researchers seek to diversify sources of informa-

tion to develop results that are as rich and

encompassing as possible. The method of theo-

retical sampling in grounded theory asks

researchers to review their emerging theory

within the developing hierarchy to identify gaps

and then seek to recruit participants whose

differences in perspective can best enrich the

theory (Glaser and Strauss 1967; see Chap. 8).

The logic underlying this participant sampling

method is different than in quantitative studies,

which have as a goal the estimation of probabil-

ity and so tend to use larger numbers of

participants and procedures like random or

representational. I find it helps for me to consider

the pool of participants that I wish to understand

and the different perspectives therein that would

result in a useful theory.

I typically find that I am in a difficult position

when I explain to reviewers of my work not only

why this diversity is important in this method,

but how choices are made in the recruitment

process. A challenge is that, given that grounded

theory requires a relatively small set of

participants, it is often impossible to have a rea-

sonable number of participants from every type

of diversity in one’s sample (e.g., race, gender,

sexual orientation, ability, age, ethnicity, sex,

therapeutic orientation, therapeutic issues, time

since therapy ended, length of time in therapy).

As a result, choices have to be made in each

study. By consulting the research and theoretical

literature on the question at hand, I often can

identify some factors that might be most likely

to influence the question being investigated. For

instance, if I am conducting a study on clients’

experience of differences from their therapists,

then forms of differences between the clients and

therapists likely would be a form of diversity that

I would work hard to obtain in my participants

(e.g., Williams and Levitt 2008a). In contrast, if

my goal is to understand how therapists guide

clients through sadness, then differences in psy-

chotherapy orientation might be a primary form

of diversity that is sought, as therapists most

often understand their methods of delivering

treatment via their psychotherapy orientations.

That being said, it still may be hard for me, as a

white, middle class, able-bodied, Jewish, femme

lesbian to conceptualize how other cultural

backgrounds might affect the experience I am

researching, and because the literatures often do

not include discussions of cultural factors, there

typically are secondary forms of diversity that I

would seek. In the course of interviewing

participants, I continue to consider which types

of cultural factors (or other factors) might be

important and then can seek to recruit those

participants (in keeping with the concept of the-

oretical sampling; Glaser and Strauss 1967). The

principle at hand here is: Diversity within
participants is sought out to clarify likely

differences in experiencing that appear most rel-

evant to the subject at hand. Typically, this
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includes considering how cultural factors may be
influential throughout the analytic process, as

their impact might be difficult for investigators
to assess, and seeking out participants with rele-

vant cultural diversity characteristics. This

check stems from a social justice approach to

research in which there is an effort to represent

and include perspectives that might be

marginalized if not deliberately considered and

integrated into the theories put forward by

psychologists.

22.4.3 Investigators/Interviewers

At times, research may benefit from having one

primary or sole interviewer. In other studies,

interviewing may be shared between a few

researchers or across a large research group.

The interview is the most important moment of

a qualitative research study. If it does not go well

and rich data are not obtained that shed light on

the subject, the analysis will not be fruitful no

matter how wonderful the methods of analysis.

Researchers are required to think on the spot

within an interview context to clarify data and

direct the interview focus. For each study then,

decisions need to be made on who will be

interacting with the participants and

gathering data.

22.4.3.1 How Does One Decide Who
Should Be Conducting the
Interviews? (Question 4)

Answer: The following three factors may be use-

ful to weigh together when deciding who should

conduct interviews within a given study:

1. Interviewing skills. All interviewers who I

work with undergo qualitative interview train-

ing in which they observe and perform role-

plays, and receive feedback, before they con-

duct their own interviews. Usually, their

interviewing skills improve dramatically

after obtaining feedback on their first few

interviews, so I ask students to transcribe

and critique their first interviews within

3 days of conducting them and then we review

them together. When the participants are

highly verbal and self-reflective and are likely

to have already talked with others about the

experience under investigation, it is not as

important to have interviewers who are as

highly skilled. In contrast, interviewing skills

become particularly important either when

conducting interviews on topics that are diffi-

cult to discuss or when participants have diffi-

culty articulating their experience. For

instance, using interviewers with a higher

level of interviewing skills might be more

important when asking depressed clients

about their experiences of sadness in psycho-

therapy (e.g., Henretty et al. 2008) than when

asking people about their experiences of curi-

osity (Levitt et al. 2009).

2. Knowledge about the subject. There are dif-

ferent advantages and costs when interviewers

are either naı̈ve or expert about a subject at

hand. I prefer to have investigators who tend

to be naı̈ve about the phenomenon under focus

when I think it will prompt interviewees to

unpack their experience of it more. For

instance, an expert psychotherapist might be

more likely to explicate change processes

when talking to a graduate student than to

another experienced psychotherapist (e.g.,

Levitt and Williams 2010). In contrast, exper-

tise is particularly important when the ques-

tion at hand requires subtle differentiations to

be made and when the participants need more

guidance to focus on a less familiar topic. For

instance, I was the primary interviewer in a

study of psychotherapeutic wisdom, as I had

more therapy experience than my

coinvestigator and felt better able to guide

participants to clarify the nature of this ambig-

uous concept (e.g., Levitt and Piazza-Bonin

2011).

3. Power (Im)balance. Another factor I consider
is how power differentials might influence the

interview. The impact of cultural oppression

and disparity on participants’ comfort with

disclosure can be important to consider. For

instance, when interviewing men who had

committed domestic violence, I chose to

have the graduate student investigator act as

the primary interviewer (although she
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observed me conducting the initial interviews

and I attended most of the interviews; Levitt

et al. 2008). I reasoned that it could be diffi-

cult for these men (some of whom were men

of color and all of whom had lower socioeco-

nomic means) to talk about perpetrating abuse

to a white person of professional and eco-

nomic privilege, but, alternatively, talking to

a younger female student might allow them to

speak more openly. In another study, I

conducted the interviews of butch and

femme lesbians on their gender experience

because I was part of that community and

was trusted. Participants repeatedly told me

that they would not have confided in an inter-

viewer who was outside of their community.

The study-level principle that can be distilled

is: Decide who should conduct interviews after

weighing together the need for interviewing
skills, the knowledge needed on a subject matter,

and the influence of cultural oppression and dis-

parity upon the participants’ ability to disclose
and articulate information clearly. After consid-

ering all three factors, we decide upon the types

of training that are necessary, and who is best

equipped to perform the interviews. These

decisions can change as investigators receive

more training and as the circumstances shift.

For instance, in the wisdom project mentioned,

two of the interviews I had conducted were acci-

dentally deleted and had to be repeated. Having

conducted the first interview, I worried that it

would be difficult for participants to elaborate

on their thoughts again with me and so the grad-

uate student coinvestigator conducted the second

interview as a more naı̈ve interviewer could bet-

ter gather these data.

22.4.4 Data Collection

22.4.4.1 Recruitment
The main question I have encountered relating to

participant recruitment is if screening should be

conducted before an interview.

22.4.4.1.1 Should a Screening Be

Conducted Before the Interview?

(Question 5)

Answer: A screening process to decide whether

or not to include participants in a project before

an interview can be important to implement

when (1) the criteria for participation might be

unclear (e.g., what does it mean for domestic

violence to be “resolved”); (2) participants

might be opting in who are unqualified to partic-

ipate (e.g., wanting to get course credit in a

subject pool); or (3) when there are issues around

safety that needed to be addressed (e.g.,

interviewing women who had experienced

domestic violence and needing to ensure that

they would be safe; Knickmeyer et al. 2003).

For instance, when studying psychotherapy phe-

nomena that I am confident routinely occur (e.g.,

silences), I will not conduct screening if I am

prepared to compensate participants for their

time on the chance that the phenomena do not

occur in the given session that we are examining

(in which case I might ask instead about the lack

of silence). In this case, the principle is: Conduct

screening interviews if it is difficult to know if the
participants are able to describe usefully the

topic of interest, because the topic is unclear or

uncertain, the participants are suspect, or if their
safety needs to be secured.

22.4.4.2 Data Collection Procedure
There are two questions I most often encounter

that relate to data collection.

22.4.4.2.1 Should I Analyze Interview or

Written Data? (Question 6)

Answer: Sometimes an analyst only has access to

written data—as is the case with analyses of

historical documents or archived data. Although

grounded theory usually entails a semi-structured

interview protocol that is organized around one

central question (the question whose answer is

the theory being developed), written analyses can

lead to productive research as well. Although the

analysis written data can be wonderful for certain
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purposes (e.g., item development, analysis of

historical documents), there are disadvantages

to be kept in mind. Since the purpose of the

interview typically is to help the investigators to

develop an understanding and accurate interpre-

tation of a complex individual’s experience,

there are often idiosyncratic clarifying questions

asked in each interview that are difficult to ask

within a written format. Also, interview

questions can be changed across and within

interviews as the researchers’ understandings

become more complex, and they notice gaps in

their understanding. As a result, I prefer to con-

duct interview research when possible. Here the

principle is: Grounded theory methods can be
adapted for the analysis of written data, but

analysts should keep in mind the benefits and

costs of this choice when designing studies.

22.4.4.2.2 How Do I Structure My Interview?

Do I Have a Main Question?

(Question 7)

Answer: I consider the results I am seeking. If I

am looking to develop a theory of how episodic

disengagement in psychotherapy is experienced

(Frankel and Levitt 2008), my main question will

be “What is the experience of disengagement in

psychotherapy for clients?” and the

sub-questions will be variations of this main

question (e.g., their experiences, before, during,

and after these moments). In contrast, if the goal

of my project is not to produce a singular theory

but to answer a set of questions, I would use

another method that is meant to explore multiple

themes—like content or theme analysis. In this

process, I might use some grounded theory

procedures within those analytic approaches.

For instance, I might divide the data and conduct

separate analyses to answer the different

questions and develop only a couple of levels of

a hierarchy (e.g., how do feminists understand

psychotherapy, what training do they receive,

how satisfied are they with their training; Kannan

and Levitt 2009). I would structure my interview

protocol in this case to provide thorough answers

to each main question and my results would be

written in a corresponding format. Here, the prin-

ciple being used is: When writing your interview
protocol, consider the scientific goal of your

analysis. If your goal is to develop a theoretical
model of one phenomenon, design your question

protocol to elaborate a central question and use
a method of analysis designed for this purpose

(such as grounded theory or phenomenology),

but if your goal is to shed light on a number of
discrete subtopics, create separate groups of

questions and conduct an analysis designed for

that purpose (such as content analysis or theme
analysis).

22.4.5 Measures

At times, participants are asked to complete

measures within a qualitative research paradigm.

Because the number of participants is necessarily

small, valid statistical analyses or comparisons

cannot be conducted because the analyses would

have little power. Reviewers become confused at

times about this practice and often researchers

have to defend this procedure.

22.4.5.1 When Should I Give Measures
to Participants? (Question 8)

Answer: Measures for descriptive purposes most

often are given in order to situate a given sample

of participants. Giving measures, whether they

are given within a mixed-methods data set or

collected as part of a solely qualitative analysis,

can provide a better sense of a sample’s

characteristics and can contribute toward the

interpretation of the data and theoretical

sampling—the process by which additional

participants are recruited to flesh out a theory

under development (Glaser and Strauss 1967).

For instance, if I am conducting a study on psy-

chotherapy clients’ experiences, I might be inter-

ested to know if I have variation in my sample in

the clients’ experiences of alliances or therapy

outcome (e.g., Levitt et al. 2006). I have found

that I often face criticism when including

measures, however. Some reviewers have

criticized my use of these measures as catering

to quantitative psychology and others have

wanted statistical analyses conducted which do

not make sense because of the small number of

participants in most qualitative analyses. The

principle at hand is: Within the confines of the
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qualitative research, measures likely will rarely
have the power to provide useful statistical

knowledge due to the small data sets used. They
can be useful, however, to provide information

that can better describe your participants to aid

in generalization (i.e., transferability), theoreti-
cal sampling, and data interpretation.

22.4.6 Data Analysis: Adaptations
of Grounded Theory

The method of analysis that I use is sourced, with

variation, in that developed by David Rennie and

his colleagues (e.g., Rennie et al. 1988). I base my

work in this approach mainly because of the

unmatched depth of its philosophical framework

(Rennie 2006; Rennie and Frommer 2015).

Although this is the prototypical design that I use,

there are variations that come into play depending

on different design features. [For a description of

common problems that I see when supervising the

work of new investigators to grounded theory and

tips on how to troubleshoot them, see Levitt

et al. (2013)]. Questions I often encounter when

consulting about method design are whether

grounded theory would be the best method to use

and how to go about the process of analysis.

22.4.6.1 Do I Really Need So Many
Categories or Hierarchy Levels?
(Question 9)

Answer: There are many approaches to qualita-

tive analyses, such as phenomenology (Giorgi

2009), content analyses (e.g., Schilling 2006),

theme analysis (Braun and Clarke 2006), and

versions of grounded theory (see Rennie and

Frommer 2015), that do not entail the develop-

ment of extensive hierarchies. In contrast, I favor

the development of comprehensive hierarchies in

most cases but in particular for graduate students

and new investigators (i.e., emerging out of typi-

cally between 30 and 80 lowest-level categories,

depending on the complexity of the phenomenon

under study and culminating in 2–8 categories at

the level below the core category). The reasons I

recommend this process are that: (1) The process

of moving between category levels seems to

encourage creativity and prevents novel ideas

from becoming lost in a large analysis. I ask

students not to create categories that simply

restate the participants’ words, but initial

categories that stick close to the language of the

participants but emphasize the novel, interesting,

or the metaphoric concepts in that language—

and then moving gradually into more abstract

categorization. (2) I find that the process of cre-

ating initial categories and moving up slowly

helps graduate students learn to think in a com-

plex way about their topic and to have confidence

in their thinking. It can be challenging to learn

what a strong theory might sound like in the

absence of this process. Often I find that if

students begin creating higher-order categories

too quickly, the categories end up reflecting

their questions rather than the answer provided.

The category titles (e.g., “Types of Client Disen-

gagement”) are not as creative and do not pro-

vide answers to the questions being explored

(cf. “Disengagement as Moderating Distress

Toward Continued Exploration of Sensitive

Experiences: Constructive Affect Regulation”;

Frankel and Levitt 2008). (3) I find that I can

better defend my analyses if I can explain clearly

their foundation when I send my work out for

review. For instance, when a reviewer asks about

a concept, I can easily describe the concepts that

led to its development. (4) The results can trans-

late more easily into future analyses when a

multilevel hierarchy is formed. For instance, the

detail can help in the process of item develop-

ment for a quantitative measure and can be help-

ful in the development of a manual to guide raters

for coding qualitative variables (e.g., Levitt and

Frankel 2004). Because it can be hard to tell how

a program of research may develop over time, the

process of creating a hierarchy can allow for

many options after the initial project is

completed. (5) Because I tend to approach my

research with feminist and social justice aims,

the development of more gradual and complex

hierarchies makes it more likely that my findings

will remain true to the experiences of my

participants. If I jump to an abstract level too

quickly, it is more likely that my own cultural

biases will hold sway. That said, the more famil-

iar investigators are with both grounded theory

and with the subject at hand, the more likely they
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will be able to move more quickly between levels

of analysis and still produce creative meaningful

findings. (6) Although having many lower-level

categories can be helpful for all these reasons, I

find that having more than seven or eight

categories at the level below the core category

makes the resultant theory unwieldy, difficult to

communicate, and obscures the central or domi-

nant features at play. As a result, I work toward

having this number become as small as possible

while remaining true to the structure of the data.

When considering the creation of a hierarchy, the

study-level principle I offer is that: Detailed

hierarchies typically are useful when researchers

are new to grounded theory, when the data is
complex and findings are hard to organize or

defend, and when results are intended to be

used as the basis for future analyses.

22.4.6.2 Should I Have a Core Category?
(Question 10)

Answer: The core category is formed at the very

top of the hierarchy and is the key category in the

analysis. In general, a core category is

recommended as it articulates the theory that is

being put forth and distilling this understanding

really is the point of the analytic process. At the

same time, there are analyses where a core cate-

gory might be counterproductive. It may be that

within the process of analysis, it becomes clear

that commonalities do not exist beyond a certain

point. For instance, in my analysis of silences in

psychotherapy (Levitt 2001), the central finding

was that, although our field had tended to lump

silences together in research studies, my analysis

suggested there were seven quite distinct pro-

cesses that led to silences. To develop a core

category did not make sense as it would only

obfuscate this finding of difference. There may

be times as well when, even if a core category is

developed, the more important level is the next

level of the hierarchy which might outline differ-

ent processes or types in a phenomenon (e.g.,

distinct clinical interpretations of disengage-

ment; Frankel and Levitt 2008) that could have

theoretical or clinical utility (Dourdouma and

Mörtl 2012). The principle at play is: A core
category can be developed when it furthers the

understanding of the phenomenon being studied,
but is not useful when it creates a level of com-

monality that distracts from a more meaningful

plurality in the findings.

22.4.6.3 Should I Use Multiple Analysts?
If So, How Should I Assign
Epistemic Privilege?
(Question 11)

Answer: Traditionally, grounded theory is

conducted by one investigator (Glaser and

Strauss 1967), although increasingly multiple

investigators or research teams collaborate in

projects. In most of my research, I prefer to

have a single investigator or primary and second-

ary analyst, but I also have conducted research

within large teams (e.g., Levitt et al. 2009). The

advantage of having a smaller number of

investigators is twofold. First, a primary or sole

investigator conducts all the interviews and so

has not only the experience of hearing the

participants’ words, but their attitudes, self-

presentation, and a host of other meanings that

can be lost when only transcripts are used. Also,

the process of interviewing can lead an inter-

viewer to care about participants and to become

invested in safeguarding their stories—which I

find increases his/her commitment to a highly

attuned analysis and, interestingly, to separating

out his/her biases from the analysis. In this way,

an interviewer can develop an intimate connec-

tion with the data, be well positioned to conduct

an analysis with high fidelity to the participants’

experiences, and be more likely to advance the

understanding of the experience.

On the other hand, there are times when hav-

ing multiple perspectives on a data set is

inherently worthwhile, but only if they are

committed to meeting regularly together and

focusing intensively on the research over a

stretch of time. There are strategies that can be

used to improve communication across large

teams and to build a sense of caring and invest-

ment together. Also, training is an important part
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of academic research so often I am working with

groups of student-investigators who do not have

a great deal of experience in either psychother-

apy, gender studies, or in qualitative analysis,

and working closely together is crucial. Although

I use a consensus model, I am careful to consider

and discuss the role of epistemic privilege in

relation to these factors:

1. Data analysis experience. The process of

learning to conduct interviews and divide

them into units and develop a hierarchy is

one that requires close supervision. Typically,

I indicate to students when to seek feedback,

and, at each point I work closely with them,

review initial efforts until I believe that they

can continue independently. I give detailed

feedback on my students’ first interviews,

first unitized transcripts, initial categories,

and the level of categories below the core

category. I usually meet with the student

each week to review his/her progress. This

level of supervision is the minimal level that

students receive. If the only area of expertise

that I bring is method of training, my reviews

of their work are focused more on the method

decisions and less upon the interpretations. I

am not so much seeking consensus in inter-

pretation as helping them to make distinctions

in the data and to represent or code their data

in a way that will result in a useful analysis.

To the degree that my experience is greater

than theirs, I ammore likely to engage in more

co-analysis of the data (see point 3 below).

2. Interview experience. As can be seen in the

preceding section on interview

considerations, it may be that the person

conducting the analysis is not the best choice

as interviewer but there may be insights that

the interviewer still has to contribute to the

analysis. In this case, I will work with the

students to impart to them the meanings and

reactions that were communicated in the inter-

view process. These reactions do not neces-

sarily override other interpretations of the data

but we look at the data together and work to

find interpretations that make sense to us both

given our different experiences of the data. In

other words, we use a process of consensus to

aid our analysis in this case and I work to add

my experience of the interviewing to the inter-

pretation (or ask the student to do this when

the student was the interviewer). When

conducting class analyses, this guideline is

explicit—that the student who conducted an

interview gains priority in interpretation

because of that lived experience.

3. Experience with the subject. More typically I

am confident that the students can divide the

text into the meaning units with supervision,

but have some concerns about their ability to

interpret the data and draw out all the important

distinctions therein. In these cases, I review the

data being coded each week and then conduct

intensive reviews of the analysis periodically,

acting as a co-analyst. I save the prior version

of the analysis and then make note of changes I

make during my review. When I meet with the

students again, we discuss the changes together

and if they disagree with a change, we discuss

our interpretations with an eye toward reaching

consensus. Typically, this process takes the

form of representing both of our

understandings as there can be aspects of the

data that we are attending to differentially but

are both important. If we have a strong dis-

agreement and can see the rationale for each

other’s perspectives, we can inevitably find a

way to give voice to the pieces that are impor-

tant to us both—often with a statement that

includes a caveat or a “when-if” clause.

4. Different cultural experiences. It can enrich a

data set when the interviewers bring to the

analysis lived experiences that can refine

their interpretation of the data. For instance,

when I was conducting research on lesbian

gender, having a co-analyst who identified as

a butch lesbian allowed us to have discussions

that were helpful in developing a more highly

attuned analysis (e.g., Levitt and Hiestand

2004), and when conducting analyses on gay

male communities, it was similarly useful to

have gay male coinvestigators (Manley

et al. 2007). Here the idea is to invite

coinvestigators who have specific experiences

relevant to a phenomenon. I do not think that

having investigators of the same cultural
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background as a participant group is neces-

sary (or often possible as people may have

many different cultural identities), but it can

be helpful especially when the group is one

that is systemically oppressed in ways that are

difficult for the participants to express and/or

the investigator to understand. A process of

co-analysis can be particularly useful as well

in thinking through how to make the results of

an analysis applicable in the real life context

of different groups of people.

In integrating these points, the study-level

principle that emerges is: Multiple analysts are
not necessary but are especially helpful when

they provide method, topic, or culturally based

experiences that will allow for a more complex
interpretation of the data at hand. These differ-

ent factors all are considered and weighed

together. Ideally, one ends up with an analysis

in which one is confident in the meaning units

created, the ability of the investigators to conduct

the method and interpret the data, and the depth

of analysis and its applicability.

22.5 Assessments of Research
Checks

Grounded theory entails an empirical process of

gathering data from sources that are knowledge-

able on the topic and who are able to shed light

on the subjective experience of a given phenom-

enon. Rennie (2000) argued that this method

along with all forms of qualitative research

(Rennie 2012) is best understood in terms of a

methodical hermeneutic methodology (theory of

method). He drew upon and modifies Peirce’s

(1965) theory of inference when proposing a

logic of interpretation involving the cycling of

education and conceptualization of meaning,

abduction, deduction, and induction (cf. Rennie

2000, 2012), wherein in the latter moment evi-

dence is recruited from the text in support of a

given conceptualization, whether a category,

theme, or structure, etc. In Rennie’s view, the

cycling of these logical moments makes

qualitative research sufficient unto itself. Thus,

it can be derived from this formulation that when

other checks on rigor are used, these should be

understood as supplemental rather than

necessary.

Over time, criteria have been recommended

for assessing rigor in qualitative research that are

congruent with the epistemological paradigm at

hand (see Morrow’s 2005 review). For instance,

assessing the “trustworthiness” or “credibility”

(e.g., Elliott et al. 1999) of the research

emphasizes the role of the researchers’ and

readers’ faith in an interpretive analysis, rather

than the capacity of a method to apprehend an

existing truth. Often cited are Lincoln and

Guba’s (1985) criteria to assess trustworthiness

that parallel natural science criteria: transferabil-

ity (like external validity) to indicate the applica-
bility of findings across contexts, credibility (like

internal validity) to refer to readers’ confidence

in the truth of the findings by demonstrating

depth of engagement and convincing

interpretations, dependability (like reliability) to

suggest whether similar themes could be found

by other analysts, and confirmability (like objec-

tivity) to indicate the degree to which the analy-

sis is grounded in the data and unaffected by bias.

In addition, other criteria have been devel-

oped for assessing trustworthiness within

nonrealist research paradigms (see Guba and

Lincoln 2005; Morrow 2005). Among others,

these included assessing historical situatedness

and erosion of ignorance in critical (e.g., femi-

nist) research, assessing trustworthiness and

authenticity within constructivist research, and

assessing congruence and practical knowing in

participatory research. Across all three of these

paradigms, they also recommend the criteria of

assessing the potential of the research to stimu-

late action in response to the new understandings

developed. Although I will not review all the

criteria of assessing research quality across

paradigms, I will discuss how I adapt methods

for studies in relation to criteria that are relevant

for my research (i.e., within a constructivist-

social justice framework).
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22.5.1 Should I Use Inter-rater Checks
or External Auditor Checks on
Coding? (Question 12)

Answer: In the quest to strengthen qualitative

research processes, researchers often seek to aug-

ment their methods to establish the credibility of

their analyses. Two methods that are sometimes

utilized to assess intersubjective agreement are

the quantitative documentation of inter-rater reli-

ability on the process of coding or unitizing text

and the incorporation of qualitative checks from

auditors who are external to an analysis and do

not engage in the inductive process. There are a

number of reasons why typically I am reluctant

to utilize either of these methods:

1. Quantitative inter-rater agreement is rarely

possible or desirable. Quantitative indices of

inter-rater reliability may be especially useful

in a quantitative (or natural science) episte-

mology because the logic of a deductive com-

parison requires that the data be coded in a

similar fashion for statistical analyses. Typi-

cally this coding is comprised of a limited set

of responses—such as a scale from 1 to 7 or a

set of qualitative labels [see Pokorny (2015)

and Gelo and Manzo (2015)]. This reduction

of complexity is necessary and useful because

it allows for the identification of trends across

average experiences. The purpose of this cod-

ing is to capture a process within a limited set

of possibilities for statistical trend identifica-

tion and hypothesis verification. [And I use

these methods myself in my psychotherapy

process measure research, e.g., Stringer

et al. (2010).]

In contrast, inter-rater reliability of

induction-based coding is virtually impossi-

ble, however, when using traditional forms

of grounded theory (and many other qualita-

tive methods) as they use large numbers of

categories with units that can be assigned to

multiple categories (e.g., Glaser and Strauss

1967). (To make this more concrete—some of

my analyses have had over 1,600 meaning

units with separate labels, over 75 lowest-

level categories, and included over 13 hierar-

chy levels.) Quantitative indices of inter-rater

agreement are applicable to a vastly smaller

number of categories than these and have no

place in such complex categorizing where the

ontological commitment is to the production

of an interpretation based upon the under-

standing of complex and contextualized sub-

jective processes.

2. Inter-rater reliability or external auditor

checks within this context could compromise

the integrity of the analyses. A danger of these

methods is that they could result in the

watering down of analyses to make fine

distinctions more accessible to someone less

intimate with the data at hand. Qualitative

analyses result from an intensive engagement

with data, and investigators often take a year

to design a study and complete interviewing

and then a second in analysis and writing to

develop the necessary level of understanding.

It could compromise the strengths of the

research method—that is, attunement, espe-

cially to ambiguity, context, and complexity

(sacrificing authenticity) for the sake of a

form of rigor that is intrinsic to the logic of a

quantitative context.

Since the logic of this approach is suffi-

cient to itself, I am reluctant to include sup-

plemental checks that may compromise the

trustworthiness of an interpretation by asking

an investigator with a high level of commit-

ment and understanding of their data to adjust

interpretations for the sake of obtaining agree-

ment with an investigator who may not share

the same investment in or knowledge. It

would be inconsistent with a constructivist

epistemology that prioritizes the development

of attuned interpretation (e.g., authenticity),

as well as a feminist epistemology that is

concerned with reducing biases stemming

from superficial understandings (e.g., an ero-

sion of ignorance).

3. The need for these checks is not coherent with

a constructivist-social justice ontology. Exter-
nal audits and inter-rater checks may hinder

the scientific goal of these analyses, which is

not to produce one theory that is replicable by

every analyst, but one that is trustworthy.

Qualitative analyses have a different scientific
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goal than quantitative ones. They are used to

shed light upon data that contain multiple

meanings, contradictions, ambiguities, and

subjective complexities and to create

understandings that accurately represent

these qualities. These understandings or

theories then can be evaluated and subjected

to quantitative evaluation but that typically

entails separate studies—as developing a

model of a phenomenon itself is a substantial

scientific contribution that requires consider-

able work, and it is rarely possible to present

both analyses credibly in one journal article

(e.g., Levitt 2001; Frankel et al. 2006).

To elaborate a bit on that point, a core

premise of grounded theory is that many dif-

ferent valid understandings can emerge from

different perspectives on the same data (e.g.,

Charmaz 2006; Fassinger 2005; Glaser and

Strauss 1967). For instance, the same set of

data could lead to a theory explaining clients’

rationale for withholding information from

therapists or explaining the ways clients

develop trust. Both might be grounded in the

data and be valid and productive

contributions. Feminist approaches also hold

that multiple perspectives may be valid—for

instance, people may have very different

experiences of an event depending on their

position in terms of power and privilege

(e.g., Code 2006; Harding 1998). Being able

to position oneself within the standpoint of

participants is key for interpretation. This

understanding also means that qualitative

analysis is not a completely relative process

in which any interpretation could be valid.

There are definite limits to the theories that

can be produced from any one piece of text as

it needs to be interpreted in relation to the

concepts, perspectives, and meanings that

are contained therein. And for an idea to

become a dominant theme in an analysis, it

would need to be repeated across sections of

texts and participants, further limiting

possibilities. The purpose of the coding is to

interpret and articulate patterns so that a use-

ful understanding can be developed.

This said, I have used external reviewers to

shed light on the limits of an analysis or

provide perspectives on how analyses can

best be useful within a context—especially

one with which I am less familiar. For

instance, in research on legal wisdom (e.g.,

Levitt and Dunnavant 2014), two legal

consultants advised us on how our findings

could be used by or presented to lawyers and

judges. They shared an external source of

expertise that we lacked and educated us but

did not directly evaluate or alter our analysis.

If reviewers or auditors are used to

strategically provide advice or context for

the researchers to consider alongside of their

analyses (and to accept or reject as it fits with

their interpretation of the data), this process

would be more in keeping with my approach.

The use of an internal auditor when

researchers are seeking another check is

another innovative possibility (see Hill

et al. 2005 on this evolution in consensual

qualitative research; see also Chap. 23).

In making decisions about the type of

co-analysis and supervision to provide, the

principle distilled from this discussion is:

Within a grounded theory analysis of a com-

plex topic, the use of inter-rater reliability and

external auditor checks is not desirable when

it hinders the scientific integrity of the

research—that is, to create fine-tuned

categories that represent complex and contex-

tualized data. The researchers can demon-

strate to their readers the rigor of their

methods by describing that qualitative

methods tend to contain intrinsic checks and

by supplementing these with additional

checks that are consistent with the epistemol-

ogy at hand.

22.5.2 How Many Participants Do I
Need to Interview to Reach
Saturation? (Question 13)

Answer: In grounded theory method, data collec-

tion continues until the categories are

“saturated,” that is, until further categories that

add to or change the meaning of the analysis do

not appear to be forthcoming (Glaser and Strauss

1967). Achieving saturation enhances rigor and
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trustworthiness by suggesting that the theory is

comprehensive and thereby develops a basis for

generalization of the theory. Typically, I like to

collect at least two interviews that have not pro-

duced new categories in the hierarchy. As a gen-

eral rule, I expect that the number of interviews

should be related in some way to the level of

complexity that might be expected in the data.

For instance, I might be satisfied that saturation

was reached within a data set of five interviews

that examined the ways that clients interpreted

therapists’ minimal encouragers (e.g., “Mhm”

and “Hm”) within sessions. I would be unlikely

to be satisfied with a claim that saturation was

reached within a data set of eight interviews if the

question being analyzed was all the processes by

which psychotherapeutic change occurred. I

would be suspicious that the last participant

might just have been someone who was not

very verbal or adept at explaining his/her experi-

ence and might want more sessions to be added

to see if saturation holds. Usually grounded the-

ory analyses seem to contain a minimum of about

five interviews for this reason. The study-level

principle is: Saturation can be demonstrated by

showing that new meaningful categories are not

generated when adding a new interview; how-
ever, when the data is complex, it is

recommended that saturation be tested further.

22.5.3 What Credibility Checks Should I
Use? How Should I Conduct
Participant Checks? (Question
14)

Answer: Increasingly, grounded theory

researchers are incorporating a variety of checks

to assess the trustworthiness of their analysis and

establish its rigor. These checks should be

selected with consideration to the purpose and

features of the study at hand. Typically, I use four

kinds of checks on my credibility:

1. Interview check. I conduct a check on my

interview process. Usually participants are

asked a series of questions to determine

whether or not their experience was fully

represented at the end of each interview

(e.g., Was there anything that wasn’t asked

about that feels significant about your therapy

experience?) and to assess the effects of any

cultural or interviewer-participant differences

on the interview (e.g., Is there any way that

my being a white woman might have

influenced the interview?). This process

provided the opportunity to collect informa-

tion that might have been omitted. The princi-

ple here is: Providing an interview check

helps investigators to assess both the compre-

hensiveness of the interview and the
influences of cultural or interpersonal

differences on it.

2. Consensus. Usually but not always, I work

with coinvestigators to conduct analyses and

we use a method of researcher consensus. I

seek consensus only with investigators who

have some level of intimacy with the data

and hierarchy (see the previous section on

the use of external auditors). We typically

meet weekly throughout the entire study to

talk about and review together the

interviewing and the analysis. Throughout

these discussions, I keep in mind the level of

and type of expertise being brought by each

researcher through that process (see section

22.4.6.3 for more discussion).

Also, because of power differences

between graduate student collaborators and

myself, I encourage differences of opinion

overtly and seek to include different

perspectives within the hierarchy as opposed

to representing only one interpretation of a

unit. For instance, a segment of text might

be coded as representing both the importance

of connection and emotion. Irreconcilable

conflicts have not occurred yet and I believe

that this is not simply a result of my holding

more power but a process of ensuring that all

perspectives on the analysis are considered in

light of the data and incorporated in a way that

respects the investigators’ sources of interpre-

tative and methodological expertise. In this

process, the principle is: Consensus should
be conducted in a way assigns epistemic
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privilege to the differing forms of methodolog-

ical and interpretative expertise of the
investigators, is sensitive to differences in

power between investigators, and is open to

incorporating multiple perspectives on a
dataset.

3. Memoing. Memoing, a form of note-taking in

grounded theory (Glaser and Strauss 1967)

sometimes used in other qualitative methods,

is sometimes seen as a fourth type of check

but sometimes seen as part of the process of

data analysis. In this process, researchers act

to take notes to record the hypotheses they are

creating, the coding they are engaged in, and

the methods they are using. It allows them to

self-reflect upon the process of making mean-

ing of the data and upon any consensus pro-

cess. It acts as a form of “fallible bracketing”

(Rennie 2000) as, although researchers realize

that their perspectives unavoidably influence

their analysis, they become aware of biases

they hold and decide upon ways of restricting

their influence on the data analysis increasing

the credibility of the analysis. Memoing can

be used to assist with the guideline for quali-

tative research offered by Elliott et al. (1999)

called “owning your perspective.” The princi-

ple at play is: Use memoing to record
thoughts, theories, and method decisions and

to recognize and limit the influence of

investigators’ biases and processes upon the
data.

4. Participant feedback. The fourth check I tend

to use is a check on the analysis and its fidelity

to participants’ experiences. This process can

take different forms, such as follow-up

interviews or mailing summaries of the results

to participants and requesting written feed-

back. At other times, both methods might be

used or something in-between. Often this

decision is made based upon the researchers’

evaluation of competing goals and restraints

of a given project. The following are issues I

consider when deciding how to seek and use

feedback:

(a) Efficiency in obtaining written feedback.

When I am conducting an analysis as part

of a classroom didactic experience, how-

ever, I often ask students to email written

summaries of the main categories and

request quantitative and qualitative feed-

back from the participants whom they

interviewed. This process allows us to

obtain quick responses from participants

before the semester ends and is influenced

by the didactic aim to provide the students

with the experience of seeking feedback

and writing results. It maximizes the

chance that participants will respond but

at the expense of the resulting feedback

usually being more concise. On the other

hand, when seeking feedback from emi-

nent therapists who are very busy but also

very adept at providing written

descriptions of their work, emailing

summaries of findings for feedback

might maximize the return without much

cost. It may be necessary to contact

individuals whose feedback is unclear for

additional discussion. The principle at

hand is: Written feedback can maximize

the response of participants because a
second interview is not required, but can

limit the ability to receive detailed

responses—especially if the participants
find written expression challenging.

(b) Depth of feedback. When analyses are

complex and researchers have many

remaining questions about a hierarchy,

asking a subset of the participants to

engage in longer second interviews or

feedback discussions is more useful—

providing a greater depth to feedback.

For instance, when I conducted two com-

panion grounded theory projects on butch

and femme lesbians—I had a butch, a

femme, and an androgynous-identified

lesbian provide feedback on all three

categories in intensive interviews (1–2 h

each). Although the butch and femme

women were participants in the study,

the androgynous woman provided an

external perspective (that provided more

contexts on the community but was not a
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check on the analysis). Having an

in-depth conversation with women who

see these identities from different

perspectives was useful in answering

some of my questions and helping me to

make sense of some of the differences and

commonalities across the separate

hierarchies. I would frame the principle

here as: Seek feedback from participants

or others who you think might help you
shed light on the questions that remain

about your findings, given the purpose of

the research at hand (see Sect. 22.5.1 for

more on how I might use nonparticipant

reviewers’ feedback).

(c) Social justice goals. In my research, I

always seek participant feedback (i.e.,

member checking) as it provides me with

helpful feedback on my interpretation of

data and, in keeping with my feminist

concerns, helps me move beyond the

limits of my own cultural understandings.

Although desirable, often participants’

feedback from all participants is neither

possible nor necessary and may not serve

feminist ideals (cf. Frieze 2008, 2013). A

complicating problem is that a grounded

theory study can take a length of time to

complete and it may be impossible to

track down all the participants without

invading participants’ privacy—so then

ironically the strength of the analysis

may lead to fewer participants who can

give feedback in the end. In other words,

it is more coherent within a constructivist

epistemology to prioritize the depth of

interpretation over agreement in feedback

from participants who have engaged in the

analysis of the entire set of data under

analysis—as the assessment of the analy-

sis is in a strong inductive process rather

than in supplemental feedback checks.

In particular, it is harder to obtain feed-

back when studying populations that have

fewer resources, protect their identities

more (e.g., may not give out contact infor-

mation as easily), are reticent to

participate in research, are transient, or

are members of minority groups with

stressors in their own lives that limit

their time for research participation. It is

coherent with a social justice perspective

to have the voices from these groups

presented in the literature rather than to

insist upon feedback from all participants

(see Fine 2011).

Also, experienced researchers realize

that it is rare that grounded theory findings

result in stark disagreements with

participants because the analysis is

grounded so entirely in participants’

interviews. In my experience the vast

majority of feedback responses take the

form of affirmations, clarifications of

minor points being made, or suggestions

on how ideas can be framed. While these

responses are helpful, the main results of a

study are rarely questioned. The principle

here is: Obtaining feedback from
participants is ideal; however,

researchers committed to a constructiv-

ist-social justice framework should recog-
nize that all participants typically are not

able and should not be expected to pro-

vide feedback and that this feedback is
supplementary. Because the central form

of rigor and trustworthiness in grounded

theory is the strength of the induction-

based analysis, supplemented as judged

helpful by credibility checks, member

checking is only one of the many ways

in which the research can be assessed.

(d) Conflicts between participants’ feedback

and your interpretation. Typically, we use

the feedback from participants to fine-

tune the hierarchy or expand our under-

standing of the phenomenon. We often

make adjustments in our analysis after

receiving participant feedback but ulti-

mately we are using the feedback to

enrich my understanding rather than to

veto my interpretation. Although the par-

ticipant may have authority over his or her

own experiences, we have access to the
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experiences of all the data across the

participants and have conducted a study

looking for patterns within it that

privileges our interpretation of those

patterns. Still, as is the process of a her-

meneutic circle, the new piece of infor-

mation can influence our understanding of

the whole analysis, and our understanding

of the analysis can influence our under-

standing of the feedback. The principle

here is that Feedback from participants

can enrich investigators’ understanding

of data; however, feedback needs to be
reconciled with the investigators’

interpretations of patterns from across

the participants and the hierarchy. If we
cannot reconcile the feedback with our

interpretation, we typically present the

feedback alongside of our interpretation

so that readers can assess this discrepancy

themselves.

22.6 Meta-principles of
Interpretation-Driven Research
Design and Evaluation

Reviewing these guidelines, there are many ways

in which the specific qualities within a project can

radically influence the design of that study. Still, I

am certain that there are principles that are miss-

ing from the guidelines because they have not

been relevant to my program of research as of

yet. From a review of the principles created, the

following four meta-principles were created to

guide research design and evaluation for grounded

theory research, but can be extended to other

forms of research as well (see Table 22.2):

1. The qualities of phenomena under study need

to be considered particularly in terms of: seek-

ing diversity within participants, deciding

upon the degree of detailed coding needed

within a hierarchical structure, deciding if a

core category is helpful, selecting the number

of transcripts used to establish saturation, and

choosing procedures.

2. The qualities of investigators involved need to

be evaluated, especially in terms of selecting

interviewers and analysts, deciding how to

respond to the limits of their cultural

perspectives, deciding how to involve exter-

nal reviewers, and structuring of a process of

consensus and assigning epistemic privilege.

3. The qualities of the research participants need

to be appraised when deciding upon the need

for screening, the necessity and structure of

feedback checks, and the methods with which

they might engage (e.g., grounded theory).

4. Scientific, clinical, and social justice goals of
a given analysis (e.g., are the goals to produce

a theory, develop an intervention, and/or to

give voice to an underrepresented or

marginalized group) need to be considered

when selecting a process of analysis, making

decisions about measures, designing credibil-

ity checks, and deciding upon the necessity

and structure of feedback.

From this perspective, creating a set of rules

for all qualitative research can be seen as prob-

lematic (see Levitt et al. 2005, on the function of

principles versus rules). While rules can be

inflexible and focused on behaviors across

settings, principles allow for flexibility and

focus more on intentionality and rationales for

adapting decisions across contexts. It does not

recognize that qualitative research designs tend

to be situated within epistemologies that require

understandings of rigor and trustworthiness that

are relevant to the qualities of the participants,

researchers, phenomena, and research goals. In

contrast, interpretation-driven considerations of

research design, research consumption, and

review, such as those developed in this chapter,

allow for a flexibility that can best serve clinical,

advocacy, and scientific aims.

Conclusion

In summary, conceptualizing the design and

evaluation from interpretation-driven

approach has a number of benefits for qualita-

tive research. First, it allows for an appropri-

ate assessment of qualitative studies in which
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procedures within methods are adapted to

serve a contextualized interpretive process,

rather than using a procedure-driven approach

that privileges rules associated with decontex-

tualized methods. Second, an interpretation-

driven framework can allow one to adopt a

pragmatic approach to the characteristics and

constraints of a study while considering the

effects of method decisions upon scientific,

clinical, and social justice goals. As well, it

can allow researchers to consider how best to

generate results that lead to a depth of under-

standing that also have fidelity to the

experiences of participants. Although this

chapter is focused upon grounded theory,

researchers can extend the principles to other

methods of qualitative research. Instead of

solidifying sets of procedural rules that are

insensitive to the processes and components

at play, interpretation-driven principles guide

researchers and reviewers to an understanding

of method as an expression of epistemology

that is shaped as it serves scientific, practice,

and social justice goals. Researchers then are

not reduced to technicians who blindly serve a

method but become advocates of understand-

ing, developers of treatments, and scientists.
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Abstract

In this chapter, I describe the background and

methods used in consensual qualitative

research (CQR). Specifically, I describe the

original CQR method used in interviews

(CQR-I). Then I describe CQR-M (CQR

modified to use with short, simple data) and

CQR-C (CQR applied to case studies). I close

the chapter with a comparison or the

similarities and differences between the three

CQR methods.

23.1 Consensual Qualitative
Research Methods for
Conducting Psychotherapy
Process Research

Qualitative methods are ideal for providing a

rich, in-depth description of the process and out-

come of psychotherapy. Researchers obtain a

deep understanding of psychotherapy by listen-

ing to stories that participants tell about their

experiences or by having judges observe and

integrate many sources of data. Qualitative
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research is also particularly suited for

investigating infrequently occurring phenomena

within psychotherapy (e.g., misunderstandings;

Rhodes et al. 1994) because large samples are

not needed and for studying complex phenomena

that are not easily defined or quantified and thus

are not appropriate for quantitative methods

(e.g., compassion; Vivino et al. 2009). In addi-

tion, qualitative methods are well suited for

studying new areas for which there is little

known, and hence there is little basis for knowing

what to predict or assess (e.g., clients’ feelings

about talking about money in therapy). On the

other hand, qualitative methods are not good for

determining significant differences between

groups (e.g., differences between types of treat-

ment) or causality (e.g., linking process to

outcome).

In this chapter, I describe consensual qualita-

tive research (CQR). My colleagues and I devel-

oped this approach (Hill et al. 1997) based on our

integration of grounded theory (Strauss and

Corbin 1998), phenomenology (Giorgi 1985),

and comprehensive process analysis (Elliott

1989) approaches. We later modified CQR (Hill

2012; Hill et al. 2005) based on our experiences

using CQR and a review of the corpus of CQR

studies. We developed this approach to provide a

clear, rigorous, easily understandable, and teach-

able research method that could be learned and

conducted by ourselves and others. In this chap-

ter, I describe how we have used CQR with inter-

view data (CQR-I), how we can modify it for use

with simpler interview or written data (CQR-M),

and how we can extend the model for examining

data from psychotherapy cases (CQR-C).

23.2 Consensual Qualitative
Research: Interview

CQR is a descriptive, inductive research method

based on data collected through interviews

involving open-ended questions and a semi-

structured format. This method is particularly

good for investigating inner experiences that are

not easily observable to outsiders (e.g., clients’

perceptions of therapist anger, therapists’

perceptions of relational interventions).

Researchers remain open to what the data reveal

and ask questions rather than pose directional

hypotheses (which imply that they know what

to expect from the data). The data involve

words (rather than numbers) from participants

telling narratives and providing descriptions

about their experiences. A small number of

cases (typically 8–15) are studied in depth, usu-

ally involving one or two interviews for each

case. The researchers articulate and bracket

(i.e., set aside) their biases and expectations

before interviewing participants and stay as

close as possible to the participants’ words and

meanings when they analyze the data (see also

Williams and Morrow 2009).

In the analyses, researchers make sense of the

parts of the transcribed interviews by being

immersed in all the information known about

the case (e.g., in understanding a client’s need

to give a gift to her therapist, it is important to be

aware of what has gone on before in the course of

the therapy; see Knox et al. 2009). At least three

judges (the primary team) examine the data at

each step of the analysis so that multiple

perspectives are obtained. Judges use their clini-

cal intuition to make sense of the data and discuss

their judgments with each other at each step to

consensually arrive at the best understanding of

the data, always aware that they are constructing

an understanding of the data rather than

uncovering “truth.” Thus, consensus among

researchers is a key method for integrating mul-

tiple perspectives. In addition, one or two

auditors examine the primary team’s data analy-

sis to offer additional perspectives and serve as a

protection against groupthink. A final feature is

that researchers return to the raw interview data

repeatedly to resolve disputes and make sure that

their interpretations are as accurate as possible.

This analysis process is labor intensive and

requires a great deal of trust within the team, as

well as a willingness to work together collabora-

tively; judges have to be willing and able to

assert their opinions and work with the team to

resolve disputes amicably.

Table 23.1 shows the major steps involved in

CQR. For detailed descriptions of all the steps for
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using CQR, I urge readers to first read Hill

et al. (1997, 2005), and Hill (2012). I then rec-

ommend reading a number of published studies

that have used CQR (e.g., Gelso et al. 1999; Hill

et al. 2000, 2003; Knox et al. 2003; Ladany

et al. 1997; Vivino et al. 2009) to get a model

for the application of the method, the range of

questions asked, and methods followed. In the

next sections of this chapter, I focus only on a

broad description of the major steps: creating and

implementing the interview, developing

domains, constructing core ideas/audit, and

conducting a cross-analysis/audit. Throughout

the description of the steps, I illustrate the

approach by describing a study in which we

interviewed therapists-in-training about their

experiences of a corrective relational experience

in their own personal therapy (Knox et al. 2012).

23.2.1 The Interview

We usually have only a few (6–10 per hour)

scripted, open-ended questions in each interview

to enable researchers to gain consistent informa-

tion across individuals so that we can look for

emerging themes across cases. In addition, we

use unscripted probing (e.g., “Tell me more

about. . .”) to gain in-depth information about

each individual’s unique experiences, as well as

to allow unexpected information to emerge. It

also helps greatly for interviewers to do at least

two pilot interviews prior to collecting the data

for the study, both to allow the researchers to

refine the interview and to train interviewers to

be consistent.

A key to the interviewing process is for the

interviewer to develop a research alliance with

the interviewee so that the interviewee trusts that

it is safe to reveal personal information. The

interviewer builds this alliance through

remaining nonjudgmental about what the inter-

viewee says, probing to make sure that the inter-

viewee has said as much as possible about the

topic, restating the verbal content to allow the

interviewee to hear what he or she has been

saying, and showing genuine interest and curios-

ity about the interviewee as a person. In addition,

interviewers need to attend to the emotional tone

of what interviewees say to be able to pick up on

the key elements and help interviewees express

themselves deeply, especially about topics that

are difficult to explore and to disclose about to

others. Trained therapists who are skilled in

interviewing and have a deep understanding of

psychotherapy constructs are ideal to use as

interviewers.

For example, in the Knox et al. (2012) study

on corrective relational experiences, we asked

the following scripted interview questions:

(a) Tell me about your therapy. (b) Tell me

about your relationship with your therapist.

(c) Now let’s talk about a specific corrective

relational experience (CRE)—or a particular

time in therapy when you felt a distinct shift

and you came to understand your relationship

with your therapist in a new and unexpected

way. What led up to this event? (d) Describe

the event itself. (e) What were the consequences

of the event? (f) How did our interview affect

you? Many unscripted probes were also used,

depending on what the interviewee said, to help

the participant further explore the CRE. For more

thoughts about interviews, consult Burkard

et al. (2012).

I should note that although typically we have

used telephone interviews, we have sometimes

used other data collection methods. For example,

in our first study (Rhodes et al. 1994), we asked

participants to write their responses to our

questions. Unfortunately, we found the responses

to this method to be rather “thin,” in that

participants did not open up as much as they

might have with a supportive, probing

Table 23.1 Steps of data collection and data analysis

in CQR

1. Develop research questions

2. Conduct and transcribe interviews

3. Develop domains

4. Construct core ideas for each case within each domain

5. Audit of domains and core ideas for each case

6. Cross-analyses: develop categories within domains

across all cases

7. Audit of cross-analyses
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interviewer. On the other hand, when we used a

journal format where novice therapists wrote in a

journal each week for a semester and then sent

their journals via email to two readers who read

and provided feedback (Hill et al. 2007b), we got

a wealth of rich data. In another variation, Kim

et al. (2004) conducted an “interview” via email

with Asian students and thought that this method

might be preferable to face-to-face or telephone

interviews for populations who are easily shamed

by discussion of sensitive topics.

23.2.2 Domains

Domains are topic areas or ways that the inter-

view content can be organized into meaningful

sections or topics (see also Thompson

et al. 2012). Domains can be determined either

by clustering the interview questions or by exam-

ining the data to see what domains emerge.

Regardless of the method used, researchers mod-

ify the domains extensively to fit the emerging

data as they proceed through the steps of the

CQR process. In the Knox et al. (2012) study,

we eventually arrived at five domains: (a) the

general background of the therapy, (b) the ante-

cedent to the event, (c) the event itself, (d) the

consequences of the event, and (e) the effects of

interview. I should note that determining the

domains in this study was particularly straight-

forward as the data fell nicely into a sequential

pattern, but it has not proven as easy to determine

domains in other studies. We have particularly

struggled with identifying domains when there

was not a clearly defined research question, the

interview protocol was poorly constructed (e.g.,

confusing questions, lots of closed questions that

did not elicit exploration), or the interview was

poorly done (e.g., the interviewer did not probe

enough for details to clarify participants’

experiences, the interviewers did not connect

with the interviewees on an emotional level), or

participants were not knowledgeable about the

topic.

23.2.3 Core Ideas/Audit

With the core ideas, researchers summarize the

content within a domain for an individual case

(again see also Thompson et al. 2012). Core ideas

are akin to abstracts or summaries in that they are

shorter and more concise than what the partici-

pant has said. For example, if the participant

spoke for several minutes and provided several

examples to illustrate a point, the primary team

might summarize this information into two or

three sentences that convey the essence of what

the person was communicating. The purpose of

the core ideas, then, is to distill what the partici-

pant has said to its essence, remove

redundancies, and clarify meanings (this latter

purpose is particularly important for developing

good data for next step of analyzing data across

cases). Importantly, primary team members have

to understand the whole case to create the indi-

vidual core ideas, for they must understand the

participant’s words within the context of every-

thing the person has said. Core ideas are written

in a relatively neutral language (not using a lot of

jargon or slang that can be misinterpreted out of

context) that can be understood across cases, but

they use the participants’ language as much as

possible so as not to go beyond or lose the rich-

ness of the data.

In the Knox et al. (2012) study, an example

can be found of interview data that was placed in

the domain of the event itself. The dialogue

between the interviewer and participant went as

follows (P stands for participant, I for

interviewer):

P: It [the therapy] was something that I really,

really looked forward to. There was no time

that I ever thought, “Oh, I have to go talk.”

Even though sometimes at the end of the

sessions there were awful feelings of some

of the things that we talked about, I always

felt that it was a safe environment where I was

definitely being heard and he encouraged me

to write as well, which I found very beneficial.

I: Kind of a journal type of thing?
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P: Yeah, and now I have all those journal notes so

I can look back and see where I was and where

I am now, and that helps as days get foggy.

I: So it sounds like he was really supportive,

gentle, but very action-oriented.

P: Yes. And he was very emotive, like he wasn’t

afraid to say, “When you said that, I got chills;

I’m sitting here feeling tears welling up in my

eyes.” You know he wasn’t afraid to share

those or say those things. And I think that

was very beneficial for me too, because,

although I have an excellent relationship

with my husband—he’s really, really caring

and compassionate—to have someone other

than him say those things, it’s kind of like

“Okay, so this abusive thing that happened

in my past, I can’t really generalize it until

I’m in [the situation].”

The primary team constructed the following

core idea for this interview data: Therapist

validated that the participant’s abuse

experiences were real and awful (therapist said
he “got chills” and “felt teary” hearing it),

which was especially important coming from a

man other than the participant’s husband. Note
that the core ideas were written specifically to

reflect the “event” domain, with other informa-

tion in the raw data not emphasized.

Once the domains and core ideas for all of the

individual cases have been constructed by the

primary team, these are audited (see also Ladany

et al. 2012). In this audit, the auditors carefully

read the constructed core ideas and the raw data

and provide feedback about the adequacy of the

domain coding; the accuracy, completeness, and

wording of the core ideas; and whether there is

anything missing from the rest of the case. The

auditors’ comments are considered carefully by

the primary team, with this auditing process

repeating until all are satisfied that the data

have been captured as faithfully as possible

(often many iterations are necessary for

researchers first learning the method),

23.2.4 Cross-Analysis/Audit

We now look for patterns or themes across cases.

To do this, the primary team members individu-

ally examine all of the core ideas within a given

domain across cases to see what commonalities

emerge, and then we meet as a primary team to

discuss these patterns and come to consensus

about the categories that capture these patterns

or themes. The auditor(s) reviews these initial

categories and provides feedback. Once we

have a stable category structure (i.e., one that

fits the data from successive cases without new

categories emerging when new cases are added;

note that the term “saturation” has also been used

to describe this stability), we assign each core

idea within each domain to one or more

categories; during this process, the category

structure usually evolves even more. The auditor

checks the classification of each core idea, and

the revision process continues until all are

satisfied that the final structure adequately and

efficiently reflects the interview data.

This final stage of the analysis (the cross-

analysis) is very creative and requires a thorough

immersion in the data. Metaphorically, it is like

moving from the trees to the forest (i.e., moving

from describing the individual twigs on the

branches of the trees to describing the different

sections of the forest). Of course, finding coher-

ence in the data depends on having selected a

good sample, having asked good questions in the

interview, having probed deeply to learn in-depth

information from each participant, and having

developed clear core ideas. This stage typically

involves considerable tinkering (i.e., modifica-

tion, reexamination, reworking) until a clear

picture emerges. There is no preset category

structure that researchers seek; rather, they

attempt to describe what emerges as clearly and

elegantly as possible.

The auditors now examine the cross-analysis

(both the category structure and the core ideas that
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fit into each category) and provide feedback about

its adequacy, coverage, and elegance. As auditors

immerse themselves in the data, they hopefully

provide another perspective on how the data can

be structured. As before, several iterations of this

audit/reconsideration by the primary team may

occur until all are satisfied that they have

characterized the data as faithfully as possible.

We then characterize categories by the fre-

quency with which they reflect what the

participants in the sample have said, doing so to

depict the representativeness of categories for the

sample (which is especially important when

communicating the results given that sample

sizes often vary across studies). Those categories

that apply to all or all but one of the participants

are considered general, those that apply to more

than half and up to the cutoff for general are

typical, and those that apply to at least two and

up to the typical cutoff are variant.

In the study described above about corrective

relational experiences (Knox et al. 2012), several

categories and subcategories emerged from the

cross-analysis for the domain of the event itself

(one of the five domains identified in the data).

For the first category (type of CRE), three variant

subcategories were identified: resolution of rup-

ture, rescue of client, reassurance/normalization.

For the second category of participants’ actions

during events, there were two typical

subcategories (explored thoughts and feelings,

asserted self or feelings) and one variant category

(dissociated/avoided/felt vulnerable). For the

third category of therapists’ action during events,

there was one typical (empathized/reflected/

accepted) and five variant subcategories (became

active/directive, used immediacy, invited explo-

ration, responded to rupture, reassured/

normalized). Thus, these categories and

subcategories provided a rich way of describing

the experiences of participants’ CREs in our

sample.

23.2.5 Advantages and Disadvantages
of CQR-I

One advantage of CQR-I is that it allows

researchers to investigate both inner experiences

and infrequently occurring events in great depth.

In addition, because words are closer than num-

bers to clinical phenomena, it enables us to more

closely parallel how participants think. This

approach also allows results to emerge from the

data inductively, which is particularly important

when little is known about an area. Furthermore,

judges can use their clinical wisdom and include

context rather than being forced to use

preestablished categories that do not necessarily

fit the data. It also allows for multiple

perspectives on the data, which should lead to a

better understanding of the phenomenon. In this

way, it is a psychotherapist-friendly research

methodology because therapists can readily iden-

tify with the methods (being like case

conferences) and apply the results to practice.

Finally, this approach is more rigorous than

many other qualitative methods in that it uses a

semi-structured interview protocol, a number of

judges and auditors, and consensus among team

members.

A disadvantage is the inevitable bias on the

part of the judges given that they are using their

clinical judgment to examine data. Although we

try to minimize bias in CQR through the use of

multiple judges and auditors, it is important to

remember that each research project takes place

within the context of a certain culture and that the

research team has theoretical preferences and

evolves a certain way of thinking about the

data. The resulting findings are thus constructed

rather than representing “truth.” Another concern

is that this method takes a long time and can

become tedious. Furthermore, implementing the

method can be difficult (especially for

researchers new to this method) because it is
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not possible to spell out all of the “rules” for the

varying circumstances that arise in different stud-

ies. Relatedly, it can be difficult to conceptualize

data, especially if interviews did not yield rich

data (either because of the interview or the

way in which it was implemented). In addition,

and of relevance to the next section of this

chapter, this approach can be applied only to

interview data.

Another disadvantage that has been raised

frequently in the literature is that it has been

difficult to aggregate findings across studies

(see Hill et al. 2005). Given that small samples

are almost always used, questions are often

raised about the broader meaning or generaliz-

ability of such findings. Recently, however, some

of these concerns have been addressed by

advances in qualitative meta-analysis (also called

meta-synthesis). These methods (see Hill

et al. 2012; Timulak 2009) allow researchers to

compare results across studies. In effect, these

methods are similar to the cross-analyses in CQR

in that researchers look across the findings to

determine which elements are consistent across

studies. Such methods should help us make

advances by providing ways to aggregate results

across studies.

A couple of things about CQR could be

considered to be advantages or disadvantages

depending on one’s perspective and philosophy

of science (see also Stahl et al. 2012). The first

involves causality: Because CQR is a descriptive

approach, it cannot produce evidence about cau-

sality. For those whose philosophical approach

leans toward the phenomenological, thick

description is an advantage; for those of a more

mechanistic inclination, such inability to deter-

mine causality is a negative. The second thing

involves the amount of structure in the CQR

approach. Those from quantitative backgrounds

may perceive that clearly delineated steps as

advantageous because this method is rigorous

and replicable; those from other qualitative

approaches may view the rigor as “rigor mortis”

(i.e., too rigid). Because our research teams have

fallen in the middle ground of these quantitative

and qualitative traditions, we have found CQR to

be a reasonable compromise between rigor and

relevance.

23.3 Consensual Qualitative
Research: Modified

Sometimes we have smaller, less complicated

data sets and want to modify the extensive

procedures used in CQR. For example, in a cur-

rent study (Spangler et al. 2014), we asked

134 students in helping skills classes to write a

brief one- to two-page reflection paper about

their experiences in learning the skill of immedi-

acy; they responded to questions about the most

and least helpful components of training,

difficulties involved in learning immediacy, and

cultural influences on learning immediacy.

Answers were brief, and so the full CQR method

seemed unnecessary.

For the Spangler et al. study, two authors went

through about 30 of the papers and consensually

created domains from the data (based on the four

questions and a domain that emerged from the

data about recommendations for future training)

and categories within these domains, thus pre-

serving the discovery-oriented, exploratory

nature of qualitative research. Then six of the

authors met together and consensually coded

another approximately 30 papers, modifying

the system substantially to reflect the addi-

tional papers. Finally, two to three authors

consensually coded the remaining papers using

these categories.

Thus, the essential feature of consensus

remained the same, as did the idea of categories

within domains emerging from the data, but we

eliminated the core idea coding and the auditing

because the data were relatively simple and
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straightforward. This CQR-M method (see also

Spangler et al. 2012), then, is ideal for simple

data that does not require extensive interpretation

or understanding of context. Furthermore, it is

ideal for large data sets with relatively small

amounts of information for each case.

23.4 Consensual Qualitative
Research: Cases

In CQR-C, we apply the principles of consensual

qualitative methods to sessions or cases of psy-

chotherapy (see also Jackson et al. 2012). In

CQR-C, as in CQR, we rely on consensus

among a team of judges and auditors. Because

in this approach to CQR, we are not doing

interviews in which we ask the participant spe-

cific questions about the topic of interest; how-

ever, we cannot directly impose from CQR the

structure of coding the data into domains, core

ideas, and cross-analyses. Instead, in CQR-C,

researchers pose questions that they want to

answer and then go searching for evidence in

transcripts or videotapes of psychotherapy

sessions to answer these questions.

The development of CQR-C has by no means

been as linear or systematic as it is by necessity

presented here. In fact, it has been more of a

process of pushing the boundaries in each study

to allow us to devise methods for analyzing the

data. It is only at this point looking back over a

few studies that we can begin to draw parallels

between the two methods and articulate the

commonalities and underlying principles. In

this section, then, my goal is to describe our

experiences conducting several studies in which

CQR-C began to emerge; I use these studies to

illustrate the emerging CQR-C method.

23.4.1 How Do Clients Gain Insight
Through Dreamwork?

We (Hill et al. 2007a; Knox et al. 2008) were

interested in examining how insight develops in

dreamwork (the question we posed of the data)

using the Hill (2004b) dream model, given that

one of the goals of this dream model is the

development of insight. Our goal was to examine

the contributions of a number of factors (e.g.,

dream salience; the therapeutic relationship; cli-

ent characteristics such as readiness or eagerness

for insight, involvement, and psychological

mindedness; therapist characteristics such as

adherence and competence using the model,

lack of countertransference, and therapist skills)

that had been found in previous studies on

dreamwork and psychotherapy to contribute to

insight gains. In Hill et al. (2007a), we selected a

single, 90-min session in which there were large

insight gains from a larger sample of 157 cases

(Hill et al. 2007c). In Knox et al., we selected

another case with large insight gains and similar

demographics so that we could see if the results

would replicate; in addition, we selected a case

with minimal insight gains so that we could look

for differences between cases with insight gains

and cases without insight gains. We also had

access to post-session ratings from Hill

et al. (2007c) by the clients, therapists, and

trained observers. For the studies described here

(Hill et al. 2007a; Knox et al. 2008), two judges

(the primary team) first listened to the tape of

each session several times and familiarized

themselves with its content. They then reviewed

the session and all the accompanying session

ratings and looked for evidence of the facilitating

and inhibiting factors noted above and also

looked for evidence for other contributing factors

that had not been mentioned in the previous

literature (the written evidence was somewhat

equivalent to the development of core ideas).

Furthermore, because the judges identified thera-

pist skills as contributing to insight in this initial

review, they also consensually coded skills using

an established measure of therapist skills (Hill

2004a). Four auditors then reviewed the tape and

evaluated the primary team’s written claims of

evidence, indicating whether they agreed or

disagreed with each claim and its accompanying

evidence (e.g., the auditors challenged the claim

that one of the clients was resistant given that this

seemed like a leap from the data). The primary

team then reexamined all of their decisions

based on the auditors’ feedback. The audit/
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reconsideration process was repeated until all

researchers were confident in the conclusions.

In Knox et al. (2008), we then compared the

findings from the two cases that had insight gains

to determine if there were similarities between

them, and we then contrasted these two cases

with the no-insight case to look for differences.

We thus draw conclusions about facilitating

and hindering factors (somewhat equivalent to a

qualitative meta-analysis). Results suggested that

the dream needed to be at least moderately

salient to the dreamer; there needed to be a

good bond between the therapist and client;

clients needed to have positive attitudes toward

dreams and a lack of overwhelming affect; and

therapists needed to be competent using the

model, have small amounts of positive counter-

transference that they could manage (i.e., feel

similar to the client in a positive way), and use

probes for insight in the session.

We were pleased with our first effort at apply-

ing consensual qualitative methods to case mate-

rial because it allowed us to ask interesting

questions of existing data that could not be

answered by just looking at the quantitative evi-

dence. The method felt rigorous in that we con-

tinually returned to the data and challenged

ourselves to make sure we had sufficient evi-

dence for our findings, and it also felt creative

because we allowed ourselves to look for unan-

ticipated contributors to insight. In this way, we

remained uninvested in what we found (e.g., we

were not trying to prove a theory) but were open

to what the data revealed. Having a team of six

judges also brought many different perspectives

and allowed us to describe and understand the

data better. Finally, it was beneficial for judges to

be thoroughly immersed in the data by both lis-

tening to the tapes and reading the transcripts

closely many times.

23.4.2 Problems and Action Ideas
Revealed During Dreamwork

In Sim et al. (2010), we sought to learn if there

were differences between first- and second-

generation Asian clients in their discussion of

their dreams. Specifically coming from the Hill

(2004b) three-stage model of dreamwork, we

wondered whether clients from these two groups

would differ in the problems they discussed and

the action ideas they suggested. From a larger

study of 90 90-min dream sessions with East

Asian college student clients and East Asian

therapists, Sim et al. identified the seven avail-

able sessions with first-generation (born in Asia

and having lived in the USA for 9 years or less)

female Asian students and randomly selected

seven sessions (from 19 available) with female

Asian students who were at least second genera-

tion (born and living currently in the USA). A

team of judges listened to the entire session and

wrote down every instance in which a problem

(e.g., interpersonal concern, career concern) or

action idea (e.g., study harder, communicate

more clearly) was revealed as the client explored

the dream during the session. For each problem

or action idea (equivalent to domains in CQR-I),

judges constructed core ideas via consensus.

Then an auditor provided feedback to the judges

about the adequacy of the selection of events and

the wording of the core ideas for problems and

action ideas. The judges then searched for more

evidence either to bolster their claims or to sup-

port the auditor’s suggested changes. Finally, we

did a cross-analysis to determine themes within

and across groups.

Interpersonal issues and academic/post-grad-

uation/career issues were typical for both groups,

but first-generation Asians more often disclosed

concerns related to immigration/culture/adjust-

ment and distress related to physical health issues

than did second-generation Asian-Americans. In

terms of action ideas, both groups typically pro-

posed interpersonal behavioral changes, but first-

generation Asians proposed changes in their

thoughts and feelings more often than did

second-generation students.

This study posed a different challenge than

that presented by the previous studies (Hill

et al. 2007a; Knox et al. 2008): We were essen-

tially trying more explicitly to apply the steps of

CQR to case data. For example, we specified

ahead of time the domains of interest (i.e.,

problems or action ideas) in which we were
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interested, sought to find such episodes in the

session, then constructed core ideas from the

transcribed data that captured those episodes,

and finally completed a cross-analysis of each

domain’s core ideas. Given that this approach

was not as direct as asking an interviewee spe-

cific questions, identifying the episodes in

sessions took more effort, but constructing the

core ideas and performing the cross-analysis

were relatively straightforward.

23.4.3 Case Studies of Immediacy

Kasper et al. (2008) investigated a case of brief

psychotherapy (12 sessions) with a therapist

reputed to use immediacy (discussion in the

here and now about the here-and-now relation-

ship between the therapist and client) paired with

a client who had interpersonal concerns. We first

tried more traditional quantitative process

methods of having trained judges reliably code

each therapist and client statement into different

types of immediacy. We quickly were

disillusioned with the ability of these codings to

capture the richness of the data. Two of us then

reviewed all 12 sessions and identified the imme-

diacy events; for each event (broader than the

statements used earlier), we consensually coded

different types of immediacy (e.g., drew parallels

between external and therapy relationships) and

identified the effects of immediacy (e.g., allowed

the client to talk more openly about immediate

feelings). At the end of the whole data analysis,

we asked the therapist to provide feedback about

the results and write-up. This method yielded

rich data and helped us understand the process

within events, the effects of immediacy, and the

evolution of the relationship across the course of

the 12 sessions of therapy.

Taking this method a step further in a second

17-session case study (Hill et al. 2008) with a

different interpersonally oriented psychothera-

pist and a client with interpersonal concerns, a

team of five judges listened to tapes of the entire

case and identified all immediacy events. We

then transcribed all these events, but investigated

in more depth only the seven events that seemed

to us to be the most salient or impactful. For each

of the seven events, we consensually identified

the context preceding the event, the therapist and

client actions during the event, and the effects of

the immediacy interventions. We also

constructed a conceptualization of the immedi-

acy event based on all the information in the

case. We then summarized findings across

events. At the end, the therapist provided exten-

sive feedback on the findings from his perspec-

tive of having been involved in the case; this

feedback enabled the primary team to reevaluate

their thinking and nascent conclusions. The dia-

lectic between the different perspectives (team

versus therapist) provided a better understanding

of the data.

A comparison of the two cases revealed that

the Kasper et al. therapist more often used chal-

lenging forms of immediacy that helped break

down the client’s defenses, whereas the Hill

et al. therapist more often used supportive

forms of immediacy that helped build the client’s

fragile ego. Negative effects of immediacy were

found only in the first case. We also found that

immediacy facilitated negotiation of the thera-

peutic relationship and provided a corrective

relational experience in both cases, with other

effects specific to the individual cases.

These studies were different from the studies

described above (Hill et al. 2007a; Knox et al.

2008; Sim et al. 2010) in that we had a lot more

data about each of the cases (12 or 17 sessions of

an entire brief therapy versus a single dream

session), which helped provide richness to the

data. We started with a question about how

immediacy operated in psychotherapy and tried

a number of approaches to answer this question.

Eventually, we felt that we learned more from

the data in the Hill et al. study than the Kasper

et al. study, given that we first immersed our-

selves in the entire case to get an understanding

of the context and then we then went back

and examined each immediacy event and

consensually constructed an understanding of

the antecedents, the process, and the outcome.

We liked examining the second case in this way
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because it allowed us to conceptualize the effects

of immediacy within the context of the case,

much like clinicians do during case conferences.

23.4.4 Corrective Relational
Experiences in the Treatment
of Anorexia Nervosa

In this study (Berman et al. 2012), we examined

three cases of brief therapy (17–19 sessions) with

one female therapist using acceptance and com-

mitment therapy (ACT) to treat three individual

female clients with anorexia nervosa. A team of

judges first identified all relational events (any

time that both therapist and client were

discussing their relationship) in each case and

then consensually identified the therapist and

client actions within these events. The therapist

then provided extensive feedback on these

codings, which the team considered again by

consensus; several iterations of this process

between researchers and therapist occurred until

there was mutual agreement. We then formulated

more global conceptualizations of the three cases

in terms of the context of the therapy, patterns

during relational events, effects of the relational

work, client contributions to the relational work,

and therapist contributions to the relational work,

using a modification of the Ward method

(Schielke et al. 2009). With this method, each

team member independently developed a con-

ceptualization of each case. When we met, each

person presented her/his ideas and others

questioned her/him so that we could get a full

accounting of what each person thought. Next,

we each independently rewrote our conceptua-

lizations, now borrowing from and integrating

what they liked from all the ideas. This process

continued until our ideas began to merge, and we

then wrote a shared conceptualization. The ther-

apist provided extensive feedback to the team

about the conceptualization, which the team

used to make modifications. The therapist also

wrote a separate rebuttal to provide her own

ideas about the case because her ideas differed

from the rest of the team given differing theoret-

ical orientations (the therapist had used a

behavioral approach; the team members were

more interpersonally oriented).

Results suggested that one of the clients

responded positively to relational work, one was

neutral, and the third had a negative response. We

speculated that the one client responded posi-

tively to relational work because she was mature,

psychologically minded, had a solid sense of self,

and had previous experiences with interpersonal

therapy. In contrast, the other two clients were

more resistant and afraid of confrontation. In

terms of therapist interventions that predicted a

positive response to relational work, therapist

empathy and invitations to explore emerged as

helpful. In contrast, therapist psychoeducation

and direct guidance seemed to hinder relational

work (i.e., the clients did not explore when the

therapist used these interventions). Interestingly,

although the same therapist treated all three

cases, she was clearly different in the

relationships with the three clients (e.g., in the

negative case, the therapist adhered strictly to the

manual and seemed baffled and frustrated with

the client; in the positive and neutral cases, the

therapist was more open and flexible).

This study demonstrated a nice progression

from the two earlier case studies on immediacy

in that we were able to use many of the same

methods (immersing ourselves in the data by

watching all sessions, identifying the relational

events, coding the therapist and client actions).

We were pleased to learn about the Ward method

(Schielke et al. 2009) while we were in the midst

of the study, because it helped us think of a new

way of approaching the data (having researchers

independently conceptualize the data and then

come together to nondefensively present ideas

with others listening and probing) rather than

initially working through to consensus. It also

helped us move from an event-level analysis to

examining each case from a case-level perspec-

tive (e.g., looking at the general effects of rela-

tional work across the entire case). In this study,

compared to the Kasper et al. (2008) and Hill

et al. (2008) case studies, we involved the thera-

pist at a much earlier time in the process. Having

the therapist’s input was beneficial (albeit occa-

sionally difficult when there were disagreements)
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because the dialectic provided more perspectives

about the data and often forced us to go back and

make sure of our interpretations of the data.

23.4.5 Summary of CQR-C

Although CQR-C is still emerging, we can note

some consistencies across studies and begin to

develop some preliminary guidelines for how to

use this method. Researchers first need to sit with

the data and think carefully about what it is that

they want to know. We found that it helped to

watch the entire case before we formulated

completely how to approach the data. By

immersing ourselves in the data, we were clearer

about what we wanted to address more systemat-

ically. Clear questions are crucial or else

researchers can get bogged down with the wealth

of information. After identifying the questions,

we go into the data and search for evidence and

always look for counterevidence (although cru-

cial to the data analysis, this step is still a little

hard to describe and likely varies from study to

study). Having multiple perspectives (often 4–5

judges and also therapist input) enables us to look

at the data from many directions. We then go on

to look for similarities across events or cases. Of

course, I should also note that different methods

are needed for each study because the questions

are somewhat different, hence the need to crea-

tively adapt the method as you go along.

Our experiences in the Berman et al. (2012)

study suggest that consensus can be achieved

through two different methods. Either all the

judges can sit together and construct a consensus

opinion or individual team members can inde-

pendently construct their ideas and then come

together to expand on their ideas in a nonjudg-

mental setting that fosters full explication and

integration of various ideas. Both approaches

can work and may depend on the research ques-

tion and the team dynamics. For example, a team

with strong hierarchical organization among

members (e.g., students who do not feel that

they can argue with professors) might be better

off using the latter method than using the group

consensus method.

23.4.6 Advantages and Disadvantages
of CQR-C

An advantage of CQR-C is that it allows

researchers to study sessions and whole cases of

psychotherapy, which is particularly important in

situations when we have access only to archival

data, when participants cannot provide answers

(e.g., how did something come about?), or when

we cannot ethically question participants (e.g.,

they might be too fragile). Another advantage is

that it allows researchers to integrate various

types of data (e.g., analysis of transcripts and

videos of sessions, self-report process and out-

come measures from participants, and codings by

judges trained to reliability). A disadvantage of

CQR-C is that it is not as well developed as CQR

and is thus more difficult to conduct and teach.

23.5 Similarities Across CQR,
CQR-M, and CQR-C

Although the steps for CQR-C are not yet as

straightforward as those for CQR (and

CQR-M), there are several consistencies across

methods.

23.5.1 Triangulation

In all three methods, we often have supporting

assessment data (e.g., pre-post measurement of

change, ratings of satisfaction) that can be used

as additional sources of information. Having

multiple sources of information often helps clar-

ify results.

23.5.2 Domains/Questions

The equivalent of domains in CQR and CQR-M

is questions in CQR-C. Thus, in CQR and

CQR-M, researchers first develop research

questions that they want to answer and then con-

struct questions to help them get answers. They

then examine the data yielded from the

interviews/questionnaires and construct
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domains. In contrast, in CQR-C, researchers

develop research questions that they want to

answer and then go searching for evidence in

transcripts or videotapes of psychotherapy

sessions. Regardless of the approach, researchers

begin with clear questions about what they want

to know from the data. Moreover, in all three

types of CQR, the answers are also not limited

to the initial questions. Rather, as researchers

immerse themselves in the data, other

questions/answers may emerge.

23.5.3 Core Ideas/Evidence

In CQR, researchers consider all data coded

within a domain and write core ideas that sum-

marize the essence of what the participant has

said. In CQR-M, the step of writing core ideas is

not necessary since the data are brief and

straightforward (although it is useful to have a

large sample). In CQR-C, researchers search all

the available data for evidence to answer their

questions; they write a summary of their

conclusions along with a record of which raw

data were used to reach that conclusion. In both

CQR and CQR-C, researchers extract meaning

from the data based on their understanding of all

the available data.

23.5.4 Auditors

Although CQR relies heavily on using auditors,

the auditing process is less often used in CQR-M

and CQR-C although larger primary teams are

often used to compensate for not using auditors.

The auditor(s) examines all the raw data that

pertain to the domain/question and determine if

the constructed core ideas/evidence adequately

reflect the raw data. The auditor(s) provide

detailed feedback to the primary team; several

iterations are often necessary to resolve

discrepancies between the perspectives of the

team and auditor(s). We have experimented

with the structure of the primary team—auditor

format; we have occasionally had larger teams in

which members rotated these roles. In addition,

in CQR-C, sometimes the therapist has been

involved in the analyses and served as a counter-

point with a different perspective. In contrast, in

CQR-M, auditors are often not needed because

the data is relatively straightforward, but it is

helpful to use multiple judges to make sure

that all the data is being addressed in a consistent

manner (and certainly auditors could be used to

add another layer of trustworthiness).

23.5.5 Cross-Analyses

In CQR, we look for consistent themes in core

ideas across episodes/events within cases and

across cases. In CQR-C, whether we do this

step depends on the study. In some studies (e.g.,

Hill et al. 2007a, b, c; Kasper et al. 2008), we did

only one session/case, and these were interesting

studies all by themselves. We later compared the

session/case with other sessions/case, respec-

tively (Knox et al. 2008; Hill et al. 2008),

although this would not necessarily need to be

done. In CQR-M, we simply summarize fre-

quency across categories.

23.5.6 Consensus

Consensus is central to all three CQR methods.

Having multiple perspectives clearly leads to

richer understandings of the data, and using a

consensus method allows us to come to some

agreement without being forced into arbitrary

agreement such as would be required if we had

to determine inter-rater reliability. Of course, it is

always important to watch for discrepancies

among judges and to use such discrepancies to

further refine the data analyses.

Conclusions

Consensual qualitative methods are ideal

research strategies for investigating some

questions, particularly those related to inner

experiences or the complexities of the therapy

process not easily captured by self-report

measures. Although such methods require

considerable time and patient attention to

detail, they can be quite rewarding avenues

to understand the therapy process and

outcome.

23 Consensual Qualitative Research (CQR): Methods for Conducting. . . 497



Over time, having used many different

quantitative and qualitative research methods,

I increasingly value this consensual qualita-

tive method. In the past, I used traditional

quantitative process approaches, which

required trained judges to force their ideas

into prescribed categories, limiting clinical

judgment and forcing judges to think alike.

The qualitative approach of sitting with sev-

eral people and trying to understand the data

in great depth is not only liberating and fun

but also provides a more clinically meaningful

perspective on the data.

I should note that CQR methods are neither

the only nor necessarily the best approach to

studying all questions about psychotherapy.

For some research questions (e.g., What is

the comparative efficacy of different types of

psychotherapy? How many head nods are

there in sessions?), quantitative methods are

clearly superior to qualitative methods. In

addition, other qualitative methods (e.g., con-

versational analysis) are also useful and per-

haps more appropriate for specific questions.

Finally, qualitative methods are still evolving

and thus may undergo important and

continued development. But qualitative

methods clearly have a place in psychother-

apy research in that they allow us to describe

interesting and complex phenomena in a rich

and clinically meaningful way.
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Abstract

Applied conversation analytic research seeks

to understand the ways in which conversa-

tional practices are modified in order to fulfill

institutional aims. Psychotherapy is one such

institution, and in recent years, a research

literature has developed in which conversa-

tion analysis has been applied to psychother-

apy interaction. This chapter provides an

overview of the five main features of talk-in-

interaction of interest in conversation analy-

sis: turn-taking, sequence organization, repair,

word selection, and action formation. An

extract from psychotherapy interaction is

explored in relation to each of these five

features of talk. The analytic lens of conver-

sation analysis and its conceptualization of

key phenomena are different in many respects

to that of traditional psychotherapy research.

Moreover, when directed towards psychother-

apy, selection of material has been, in the

main, in accordance with conversation analyt-

ically informed, as opposed to therapy-

informed, observations. The result is that con-

versation analytic research may seem psycho-

logically shallow to the psychotherapy

community: too removed from basic

assumptions about human subjectivity and

mute on questions of experiential change

which are likely of interest to therapists. How-

ever, this therapy-neutral orientation may be a

significant strength in allowing conversation

analysis to complement and enhance process
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research through revealing what psychother-

apy may not notice about itself.

24.1 Introduction

A fundamental aspect of psychotherapy, the

“talking cure,” is that it is a conversation. This

is not to overlook nonverbal aspects of the psy-

chotherapeutic process or forms of therapy that

focus on the extra-discursive, such as dance ther-

apy. But it is probably fair to say that in most

psychotherapies the client-therapist dialogue is

an important tool for facilitating change.

Developments in psychoanalysis, such as the

Lacanian theory and psychotherapy (e.g., Lacan

1968), have built on the growing significance

awarded language in the creation of human sub-

jectivity. And, with the “turn to language” in the

social sciences during the 1970s, psychotherapy

saw analogous developments in variant

approaches such as narrative, re-authoring, and

conversational methods (Hobson 1985; White

and Epston 1990). Hence, in understanding the

processes of psychotherapy, a focus on the lan-

guage used and the transformational potential of

the therapy dialogue has a long history.

Conversation analysis developed in the 1960s

in North American sociology, the first

publications appearing in the early 1970s (e.g.,

Sacks 1972), and can be defined as a rigorous

approach to discovering the ways in which talk-

in-interaction is choreographed. The aim of basic

research is to understand how ordinary everyday

conversation is organized as a self-regulating

system. This is a particularly exciting field

since discoveries relating to the fundamentals of

conversational exchange are still to be made.

Conversation analysis continues to grow in pop-

ularity and has crossed into disciplines such as

psychology and linguistics. There is also a devel-

oping field of applied research in which conver-

sation analytic discoveries and methodology are

used to understand how talk functions in institu-

tional contexts (e.g., Heritage 2005). In such

contexts, interlocutors speak as incumbents of

institutional identities with the obligations,

responsibilities, and expectations these entail:

patient–doctor, witness-policewoman, and

pupil–teacher. Moreover, in institutional talk,

conversations are a medium in and through

which the work of an organization can be

conducted, such as making a diagnosis,

interrogating a suspect, or teaching a class.

Hence, applied conversation analytic research

seeks to understand the ways in which conversa-

tional practices are modified in order to fulfill

institutional aims. Psychotherapy is, of course,

one such institution (Morris and Chenail 1995).

Conversation analysis has a unique place in

the cluster of methods generally considered qual-

itative (Madill and Gough 2008). It is avowedly

empirical and has a claim to being relatively

atheoretical in the sense of (a) eschewing a the-

ory of subjectivity (e.g., not accounting for talk at

the level of individual predisposition) and

(b) being primarily inductive and data driven.

However, arguably, like all methods, conversa-

tion analysis has theoretic elements in positing

a way of approaching talk-in-interaction. But

unlike some other data-driven approaches, such

as grounded theory, conversation analysis is

foundational (assumes that objective principles

can be established) and progressive (seeks to

build a corpus of knowledge from established

facts). Conversation analysis is therefore not

interpretivist. Conversation analysis also differs

from grounded theory and other popular methods

such as interpretative phenomenological analysis

in that no attempt is made to categorize the

content of the data with a view to theorizing

how participants understand particular social

processes or their own experiences. Nor is con-

versation analysis social constructionist, as are

variants of (micro-) discourse analysis which

often draw on conversation analytic methods

(e.g., Edwards and Potter 1992). Unlike dis-

course analysis, conversation analysis, in gen-

eral, is not concerned with how sociocultural

meanings are mobilized to create the phenomena

which furnish our world and hold individuals in

place as particular kinds of subjects. In fact, in

many ways, conversation analysis is closer to a

natural science than human science approach

502 A. Madill



through taking the stance that rigorous empirical

observation and application of the correct

method will reveal the (normative) rules of con-

versational exchange [see Lepper (2015)]. Given

this, conversation analysis defies easy placement

in paradigmatic schematics as outlined and

examined in, for example, Madill and

Gough (2008).

Ideal data for conversation analysis are natu-

rally occurring interactions: that is, conversations

which have occurred in the conduct of everyday

life unaffected by the interests of researchers.

Much of the earliest conversation analytic

research was based was audio-recorded, over-

heard telephone conversations on shared party

lines. Today informed consent is required from

participants but it is not impossible to collect,

what is for all intents and purposes,

unselfconscious conversation. For example,

archives of psychotherapy interaction exist

which have been collected with consent for

research purposes (e.g., the Second Sheffield

Psychotherapy Project: Shapiro et al. 1990;

Madill et al. 2001). Moreover, clients and

therapists are often willing to release audio and

sometimes video recording of their interactions

for conversation analytic research (see, e.g., the

collection in Peräkylä et al. 2008). Conversation

analysis of recorded material requires detailed

transcription, particularly of aspects of interac-

tion already demonstrated of importance such as

intonation, audible intake of breath, and length of

silence. Jeffersonian transcription conventions

have been designed for this (see http://www.

sscnet.ucla.edu/soc/faculty/schegloff/) and are

under constant development (e.g., Hepburn and

Potter 2007). Depending on the aims of the study,

a relatively small amount of data can be enough

to demonstrate the occurrence of an exchange

pattern. On the other hand, a large corpus of

material can be scoured for multiple examples

of a phenomenon (e.g., apologies).

Conversation analysis requires knowledge of

an increasingly large corpus of established

findings and a high degree of skill operatio-

nalizing its analytic procedures. Moreover, like

other specialist fields, conversation analysis

utilizes a technical vocabulary which can be, at

first, rather opaque: adjacency pairs, conditional

relevance, repair, etc. However, once familiar

with the basic concepts, a good conversation

analytic paper can be, in it thoroughness and

precision, a beautifully eloquent articulation of

the complex, usually tacit, skills of conversa-

tional exchange—“largely seen but unnoticed”

(Kozart 1996, p. 366). Its painstaking empiricism

assures that analytical insights are evidenced in

the data and it is often incredible how much can

be gleaned from a series of relatively short

extracts of dialogue. Typically, the sequence of

analysis would entail identification of a conver-

sation phenomenon of interest, the collection of a

series of instances of that phenomenon from

available conversational data, cross-comparison

of these instances in order to determine the com-

mon practices through which the phenomenon is

regulated (informed by current knowledge

regarding interactional exchange), and finally

the presentation of a carefully evidenced and

argued case for the pattern discovered using

detailed analysis of examples of real

conversational data.

With its intensive microanalytic focus, con-

versation analysis is compatible with the change

process paradigm as it has been developed in

psychotherapy research. Psychotherapy process

research is interested in how therapy gets done.

Early process research usually made the attempt

to be representative in the selection of therapy

segments for analysis and hence had generally

used random or systematic sampling strategies.

Building on works such as those of Gurman

(1973) and Rice and Greenberg (1984), more

recent process research perceived that all parts

of therapy are not the same and that client change

is likely to occur at particular important

junctures. It is therefore argued that an economi-

cal and productive research strategy is to focus

research on these key points or, what became

known as, significant events (Greenberg 1991).

Methodologically, this has entailed intensive

analysis of key therapy events using task analysis

(e.g., Greenberg 1984), sequential analysis (e.g.,

Mahrer et al. 1984), and comprehensive process

analysis (e.g., Elliott 1984), among others. Inten-

sive process analyses tend to use qualitative
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language-oriented methods, view the therapeutic

dialogue as a communication event, and focus on

the development of meaning as it occurs between

client and therapist. In recent years a research

literature has developed in which conversation

analysis has been applied to psychotherapy inter-

action. However, in the main, this research has

been more clearly furthering the aims of conver-

sation analytic research (i.e., understanding con-

versation employed as an institutional practice)

as opposed to understanding and developing psy-

chotherapeutic techniques.

Five main features of talk-in-interaction are

identified in conversation analysis as of crucial

importance in understanding how conversations

work: turn-taking, sequence organization, repair,

word selection, and action formation. Depending

on the phenomenon of interest, one or two of

these features may predominate in any particular

analysis. In the following sections I provide an

overview of these five features of conversational

exchange. Each is illustrated with commentary

on an extract of psychotherapy interaction from

published conversation analytic research.

24.2 Turn-Taking

It is easy to overlook the importance of the

seemingly trivial observation that interlocutors

take turns to speak during conversation. It is

usual for there to be one beat of silence between

speaker turns, which translates to about the

length of a spoken syllable. Speaker change is

choreographed between interlocutors as a con-

versation progresses, and conversation analysis

has identified normative rules that speakers use

as a resource for managing this process.

Central to turn-taking is the phenomenon of a

turn-constructional unit (TCU). Normally a

speaker has the right to one TCU only before a

transition relevance place opens up and another

speaker can take the floor. Recipients are able to

anticipate the ending of a TCU since it is

hearable, in context, as adequately complete.

Adequate completion can be judged using three

main criteria. The first, and most important,

relates to pragmatics. TCUs complete an action:

that is they do something in the talk, such as

make a request. The second relates to prosody.

TCUs sound complete in the way in which they

are intonated. The third is syntactic. TCUs are

grammatically complete within the conversa-

tional context in which they are spoken. Nonver-

bal cues, such as gaze directed towards the next

speaker, also help signal the end of a TCU.

Recipients monitor ongoing talk for the project-

able ending of the current speaker’s TCU and the

opening of a transition relevance place in order to

take turns at talk in smooth progression of the

conversation.

The normative rules of turn-taking are a

resource for managing and understanding con-

versation. For example, they allow recognition

of different kinds of silence, each with a range of

different interactional significance. Mid-TCU

pauses belong to the current speaker and, since

the TCU is not complete, do not signal the end of

the speaker’s turn. Hence, if a recipient attempts

to speak during a mid-TCU pause, it is likely to

be treated as problematically interruptive. Such

pauses may function, for instance, to secure a

person’s gaze as indication that he or she is

willing to converse (see Repair, Sect. 24.4).

When a sequence of turns is complete in that a

series of conditionally relevant actions is fulfilled

(e.g., a question-answer sequence), a lapse in the

conversation may occur (see Sect. 24.3). Lapses

are not necessarily problematic for the

interlocutors. More problematic are inter-turn

silences occurring after the end of a speaker’s

turn during sequences which are not yet complete

(e.g., after a question and before some answer

has been provided). Conversation is conducted so

as to minimize such gaps since they are hearable

as belonging to the next speaker who, for some

reason, is not supplying their turn.

Speakers can, of course, continue speaking

beyond the end of their TCU. The right to do so

is achieved interactionally. At the end of a TCU,

a speaker may produce a rush through which

provides no time for the next speaker to start

their turn at the projected turn-transition point.

On the other hand, a speaker may indicate during

their TCU that a multi-TCU turn is required. This

can be done, for example, through structuring the
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turn around a list of items, all of which need to be

expanded upon before the work of the turn is

complete. Hearers collaborate with multi-TCU

turns through indicating that they are giving up

the right to take the floor through using

continuers such as “mm” or “uh huh” at turn

relevant points. These are not turns in and of

themselves but indicators to the current speaker

that the recipient is still listening.

A common strategy, which has been the sub-

ject of particular analytic interest, is where a

speaker indicates the need for multi-TCU in

order to tell a story. Storytelling is likely impor-

tant to psychotherapy interaction as extended

sequences of troubles telling are often elicited

from clients by therapists (Pain 2009). When a

story has reached a point of recognizable com-

pletion, one way in which a recipient may indi-

cate cognizance of this is through offering some

kind of assessment. In therapy, this may be

provided by the therapist by way of a therapeutic

formulation or interpretation.

Analysis of the following extract from brief

eclectic psychotherapy makes use of the obser-

vation that silence following the end of one

speaker’s turn, when allocatable to the next

speaker—that is, an inter-turn gap—is account-

able and highly problematic. Wynn and Wynn

(2006) provide this extract within a more

extended analysis of failures of empathy in psy-

chotherapy. They argue that such turn-withholds

are an important way in which failure to bring off

empathy is achieved interactionally through

interruption of the smooth progressivity of the

conversation.

Example 1 [Excerpt 8 from Wynn and Wynn

(2006)]1

1. T it must be quite. . .hurtful not to. . .not to

feel the will to live. . .

2. T that wi[ll]

3. P [hmm] ((patient looks away from the

therapist))

4. T that lies in. . .lacking that will? I think

that must do something with you?

5. (7 s)

6. T do you know what it does with you?

7. (2 s)

8. P no I don’t know

9. (5 s)

10. P then I become insecure with this work

with assistance and insecure

11. P if I will manage working from eight to

four

At line 4, the therapist has, in context, ade-

quately completed her turn. Moreover, she has

asked a question so the sequence is still under-

way as she has yet to receive some kind of

answer. Hence a transition relevance space has

opened up and the silence at line 5 belongs to the

client who can therefore be heard as withholding

her turn. Given that the norm is one beat of

silence between turns, a 7-s gap is extremely

long. This inter-turn gap can therefore be

analyzed as signaling a problem in the interac-

tion. This problematic interactional pattern is

repeated over lines 6–7. The therapist issues a

reformulated version of her prior question in a

further hearably complete TCU which is, once

again, followed by an interactionally long silence

belonging to the client. The client eventually

does provide a relevant, although blocking,

response in a hearably complete TCU. The

client’s response provides some kind of answer

to the therapist’s question and so completes the

series of conditionally relevant actions under-

way. The following 5-s silence is therefore a

lapse in the conversation, in which the therapist

could but is not obliged to speak, after which the

client continues with a change of topic and new

sequence.

There are many more observations that could

be made of extract 1. The above commentary,

however, allows us to see how some of the

silences in this extract, i.e., on lines 5 and 7, are

in places in which the next speaker, the client, is

expected to talk. These are therefore analyzable

as turn-withholds and, hence, indicators of inter-

actional problems. In a more extended analysis,

Wynn and Wynn argue that the specific

1As translated in the original from Norwegian. The

authors describe their transcription conventions as a

simplified version of that developed by Jefferson and

provide a key in Appendix A of their paper.
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interaction problem here is a failure to bring off

empathy.

24.3 Sequence Organization

As touched on in the previous section, turns at

talk come in series which build up coherent

sequences. Interestingly, conversation analysis

draws attention to action, as opposed to topic

per se, as the most analytically useful resource

for identifying how conversations are organized

into sequences (see, e.g., Bercelli et al. 2008).

That is, a sequence is recognizable as such

through having completed a series of condition-

ally relevant actions, such as making and receiv-

ing a response to an invitation.

The most basic and minimal kind of sequence

consists of two turns at talk in the form of an

adjacency pair. An adjacency pair consists of a

first pair part (FPP) issued by one speaker

initiating an action followed immediately by an

appropriate second pair part (SPP) issued by a

second speaker completing that action. Hence, a

particular kind of FPP makes a particular kind of

SPP conditionally relevant and the second

speaker is accountable if she or he fails to offer

an appropriate type of response. The technology

of the adjacency pair is therefore linked to the

turn-taking systems because an FPP makes the

issues of an SPP by a second speaker a relevant

next action.

The actions performed in conversation are not

all the same social valence. This is oriented to by

speakers and captured in conversation analysis

by the concept of preference organization. Pref-

erence is a continuum linked to the degree of

social delicacy associated with performing par-

ticular actions: that is, the relative potential of the

action to create interactional difficulties.

Dispreferreds tend to block, rather than to prog-

ress, the action of the sequence and can make

vulnerable the interlocutors’ relationship: for

example, an SPP declining rather than accepting

an invitation. Dispreferreds are avoided, if possi-

ble, or delayed in their production. Hence, they

tend to appear towards the end of a turn, can be

presaged with a silence, hesitation, or lexical

marker such as “well” and may include a warrant

or explanation. In contrast, preferred actions tend

to be performed immediately and directly.

It would be odd to conceptualize conversation

as consisting only of short sequences of adja-

cency pairs. And observation of talk-in-interac-

tion shows that, although sequences are

organized around a base adjacency pair, longer

sequences relevant to performing this core action

are produced. Expansions around a base adja-

cency pair can consist of pre-sequences, insert

sequences, and/or post-expansion sequences.

Some kinds of action initiated in FPPs are

potentially problematic for social relations and

are, themselves, dispreferred. These include, for

example, requests since they can put an imposi-

tion on the recipient. Hence, dispreferred FPPs

often involve a pre-sequence which checks out

the likely response of the recipient to the

projected action. Pre-sequences can be

responded to by the recipient with a go-ahead

(intimating that a preferred response to the

projected action may be forthcoming), block

(which stops the action progressing), or hedge

(e.g., seeking further information before an SPP

is supplied). The recipient’s response to the

pre-sequence influences the trajectory of the

subsequent talk. For example, a pre-request

projecting the possibility that a request is about

to be made will be heard as such by an interlocu-

tor. The preferred response is one that heads off

any potential interactional difficulty. Hence, the

most preferred response to a pre-request is

that the recipient makes the relevant offer so

that the request itself does not have to be

made. A blocking or, possibly, hedging response

to the pre-request allows a speaker to avoid

progressing with the request as there are

indications that it may be refused. Interestingly,

then, conversation analysis allows analysis of

where a base adjacency pair integral to the

action of a sequence is, in actual fact, never

performed.

Preference organization calls for the produc-

tion of a relevant SPP as soon as possible follow-

ing the FPP. However, sequences can be inserted

between the FPP and SPP interrupting, but rec-

ognizably related to, the action underway. Insert
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sequences come in two main types: those that

orient to the FPP and those that orient to the

SPP. Post-first insert expansions most commonly

consist of repair initiations in which a second

speaker requires some clarification of the FPP

before being able to produce an appropriate

SPP (see Sect. 24.4). Pre-second insert

expansions project forward in the conversation

and consist commonly of the second speaker

requesting additional information necessary to

producing the SPP.

The final place at which a base adjacency pair

can be expanded is after the issue of the SPP.

Minimal post-expansions consist of what is

known as sequence closing thirds. The speaker

of the FPP receives an SPP and then finishes the

sequence in the third turn with a minimal

response such as an acknowledgement token

like “okay,” change of state token like “oh,” or

brief assessment of the sequence. Longer post-

expansions occur, in particular, when a

dispreferred SPP is given and often account for

and soften their impact. These can consist of

extended post-sequence self-talk-like musings

(which appear to be an opportunity for a speaker

to “have the last word”), a new FPP which

continues the sequence (indicating that the action

has not yet been completed, e.g., a question

topicalizing the SPP as worthy of further discus-

sion), a repair initiation (indicating a problem in

the talk), or a rejection of the SPP.

To bring post-expansions to a close, speakers

collaborate typically in the following series of

turns. The first speaker provides an assessment,

summary, or aphoristic formulation of the upshot

of the sequence (which projects its closure). A

second speaker agrees (which provides the

go-ahead for closure). A third turn (sequence

closing third) is produced consisting of a closing

token or brief assessment following which there

is, possibly, the initiation of a new sequence.

This kind of sequence closing sequence and

initiation of a new one is illustrated in the

following extract (which is from either cognitive

or relational-systemic therapy).

Bercelli et al. (2008) observe that therapists

make both formulations and reinterpretations in

response to client-narrated events and examine

the organization of sequences in which these two

different kinds of action occur. In formulations,

therapists offer a candidate understanding of what

the client has meant in her or his previous talk.

Hence, in terms of sequence, formulations are

contingent on the prior talk, which usually consists

of sequences of questions and answers providing

the information on which the therapist’s formula-

tion is based. Formulations are also the FPP of a

sequence closing sequence and, as such, make

conditionally relevant an SPP. Bercelli et al. note

that a preferred SPP response to a formulation is a

confirmation. Alternative, but less preferred, SPPs

are disconfirmations or reformulations. Example

2 illustrates an FPP formulation, followed by an

SPP confirmation, and followed by a sequence

closing third and initiation of a new sequence.

Example 2 [Extract 2 in Bercelli et al. (2008)]2

1. Cl: [no, there] and then I saw my father

who::: who

2. hm:: (.) was protecting my mother.

3. (0.3)

4. Cl: and n[ot

5. Th: [you read this thing as (0.3)

6. protecting your mum¼
7. Cl: ¼yes

8. Th: okay explain to me how.

The therapist issues an FPP formulation in

lines 5–6 in which he offers a candidate under-

standing of the client’s prior talk. She responds

immediately and directly in line 7 with a pre-

ferred SPP confirmation. Bercelli et al. note that

this kind of minimal confirmation token “yes” is

the most common such response to therapist

formulations in their corpus. The minimal post-

expansion, and sequence closing third (line

8 “okay”), is also one of the most common

ways in which therapists close such formulation

sequences. Then, with the issue of an FPP ques-

tion, the therapist goes on to initiate the next

2As translated in the original from Italian. The transcrip-

tion conventions for Examples 2, 3, and 4 in the present

chapter are described as based on the Jefferson system,

and a key is provided on pages 198–199 of Peräkylä

et al. (2008).
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action and, hence, new sequence. Bercelli

et al. contrast formulation sequences, such as

this, to reinterpretation sequences in which

therapists are observed to offer more of their

own perspective on client-narrated events. They

argue that reinterpretation FPPs make relevant a

much wider range of client SPPs than do formu-

lation FPPs and provide an analysis of the

implications of this for therapy interaction.

24.4 Repair

One common type of insert or post-expansion

sequence performs the action of repair. In repair

attention is drawn to some trouble source in the

talk and so occurs when a speaker indicates an

(ostensible) problem in speaking, hearing, or

understanding. Repair is designed to be heard as

correcting, covers a very broad range of phenom-

ena, and is integral to conversation as a self-

regulating system. The mechanisms involved

are highly organized and sensitive to both lin-

guistic and social considerations.

There are four types of repair. In self-initiated

self-repair, the speaker of the trouble source both

indicates a problem in her or his own talk and

resolves that problem. In self-initiated other-

repair, the speaker of the trouble source indicates

a problem in her or his own talk but an interlocu-

tor resolves that problem. The pattern is

reiterated for the final two types of repair:

other-initiated self-repair and other-initiated

other-repair.

The preference is for self-repair. In order to

clear up misunderstandings quickly, the norm is

to issue repair as close as possible to the trouble

source. Hence, repairs are often done during the

turn in which the trouble source occurs or quickly

following in the turn-transition space before

another speaker takes the floor. Self-repairs can

correct errors but can also be used to reformulate

a turn in order to express something more clearly

or fine-tune, or redesign, it to perform a particu-

lar action (e.g., to mitigate further a

dispreferred). Hence, self-repair includes

operations such as redoing part of the turn with

the insertion of an additional word or phrase.

Repair in the form of a recycled turn beginning

may have an interactional function such as secur-

ing a person’s gaze as a sign of their willingness

to act as recipient to the talk. Another common

place for self-repair is in the turn immediately

following that of the next speaker, even if this

next speaker has indicated no ostensible trouble

in hearing or understanding.

Following the norm of doing repair as close as

possible to the trouble source, other-repair is by

far most commonly issued in the turn following

the trouble source. The recipient may just make a

straightforward correction. However, this may not

be possible and repairing someone else’s talk can

be risky socially. So, even if the repair is other-

initiated, it is usually designed to allow self-

completion. This can be achieved, for example,

by the recipient drawing attention to the problem

in a mitigated way (such as asking a question) so

that resolution is passed back to the original

speaker. Hence, where two speakers are involved

in a repair, they can make use of the adjacency

pair system consisting of an FPP repair initiation

followed by an SPP repair solution. Conversation

analysis provides detailed analysis of further

positions in which repair can be performed in

relation to the trouble source and the features

commonly associated with such repairs.

Rae (2008) provides an analysis of repair

sequences in psychotherapy in which he argues

that therapist-initiated repairs containing lexical

substitutions are a resource that can be used to

prompt clients to describe their feelings in a more

explicit or freer way. The following extract

illustrating this process is from a person-centered

counseling session.

Example 3 [Extract 5 in Rae (2008)]

07. Cl: I am surviving and I am

08. Th: But it feels (.) doesn’t feel right

09. Cl: It feels a little uncomfortable

10. Th: Or a lot uncomfortable.

11. Cl: It feels a l(hoh)ot unc(huh)omfortable

actually

In line 10, the therapist initiates a repair

through proposing a correction to how the client
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feels. The lexical substitution he uses is to

change the client’s word a “little” to the word a

“lot.” He therefore suggests a refinement, specif-

ically an upgrade, to the way in which the client

has described her feelings. As a proposed correc-

tion, this therapist-initiated repair orients to the

preference for self-repair and the repair comple-

tion itself is bounced back to the client. Hence, in

the turn immediately following (line 11), the

client responds with the repair completion in

which she accepts the therapist’s corrective

upgrade. Interestingly, Rae notes that individuals

are usually considered to have privileged access

to their own feelings. In Example 3 we can see

how this often taken-for-granted theory of mind

can be problematized in therapy interaction.

Antaki et al. (2007) suggest that such claim of

expertise about the experience of others may be

part of what “doing therapy” is about. However,

we still might be surprised to see such therapist

recasting of the client’s feelings within a client-

centered session. Conversation analysis shows

how this process can be performed through the

everyday practices of repair.

24.5 Word Selection

Word selection is an important aspect of conver-

sational exchange. For example, word selection

as an aspect of repair was illustrated in Example

3 above in which the therapist substituted the

word a “lot” for the client’s word a “little” and

in doing so suggested an alternative, more expan-

sive, characterization of her feelings. Such

observations reveal the importance of word

choice for interlocutors and how attention to the

words used, when alternatives are available, is a

useful analytic resource for understanding what

is being achieved through talk.

A particularly interesting aspect of word

selection and focus of conversation analytic

work is the way in which persons (and objects

and places) are referred to in talk. English-type

languages provide dedicated terms, pronouns

such as “you” and “I,” to allow reference to

persons. Different languages provide alternative

possibilities, such as the lexically indexed

singular-plural and formality differences in

French between “tu” and “vous” (although there

are colloquial ways of referring to groups of

recipients in English such as “yous-all”).

Pronouns, in the main, can be considered to be

the reference simpliciter: that is, the simple solu-

tion allowing speakers to refer to each other and

to third parties (she, he, they) during

conversation.

When interlocutors use anything other than

the reference simpliciter, it suggests that some-

thing over-and-above simple reference is being

done. Alternatives to the reference simpliciter to

refer to the current speaker or recipient include

use of third person (e.g., “she” rather than “I” or

“you”), use of one’s own or the recipient’s proper

name, but also using the reference simpliciter “I”

or “you” with attention-drawing prosody. Such

person referencers invite analysis of what is

being achieved by this word selection at this

point in the conversation.

There are numerous options for referring to

non-present third parties, each with different

kinds of interactional implication. Conversation

analysis identifies two useful sets of overlapping

differentiations. First, is the use of locally initial

or locally subsequent reference. Locally initial

forms tend to be used on first mention of a par-

ticular third party. These include proper names,

descriptors (e.g., my son), or categories (e.g., one

of my colleagues). Once this has been

established, reference to this person can be

made using a locally subsequent reference such

as “she,” “he,” or “they.” Second is the use of

recognitional or non-recognitional reference.

Recognitionals indicate to the recipient that he

or she knows that third party and can, through the

description offered, figure out who that person is

(e.g., use of the person’s name).

Non-recognitional person reference indicates to

the recipient that he or she does not know that

particular third party. These include descriptions

such as “someone,” “this person I met,” and “a

guy.”

Person reference, particularly

non-recognitionals, can be done using a member-

ship categorization device (MCDs). MCDs go

beyond person reference and display culture
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through additional actions such as description

since they make use of categories of person

found in particular social settings. Categories of

person cluster together into types (e.g., youth

subcultures), teams (such as family members

mother, father, son, etc.), and sequences (e.g.,

young, middle aged, old). Categories bring with

them a stock of cultural associations and

assumptions and so can be a shorthand for

typifying an individual more broadly. Moreover,

given that a person can be categorized in many

different ways, it becomes relevant to analyze

what a particular MCD is achieving at the point

it is used in a conversation.

The following example illustrates use of a

zero-person reference by a therapist during

group therapy for addicts. Central to the

Minnesota model used in this therapy is the

idea that for successful outcome the client must

both admit to being an addict and identify with

the other group members. Halonen (2008)

provides an analysis of how zero-person refer-

ence can help facilitate both aims.

Example 4 [Extract 3 in Halonen (2008)]3

01. Th2: well how about in the morning when

let’s say 0 has

02. drunk more in the evening and in the morning

when

03. you wake up so, like when there is a hangover

and,

04. like you go

Prior to this extract, the client addressed had

not yet produced a description of himself as an

alcoholic. The therapist then produces a story in

which aspects of this client’s own account of his

drinking are typified as addict-like. In producing

her description, the therapist uses first a zero-

person construction (line 1). This is not a refer-

ence simpliciter and so invites analysis of what it

achieves over-and-above simple person refer-

ence. A zero-person construction leaves the per-

son reference open. Hence, the recounted

behavior is framed as something familiar to

addicts in general. In her next two person

references, the therapist seemingly addresses

the client directly: “you wake up” (line 3) and

“you go” (line 4). Use of the recipient reference

simpliciter “you” closely following the open

zero-person construction implies that the client’s

behavior, too, is typical of the established addict-

like pattern. In English, the pronoun “you” can

also be used as an open category of people in

general (where the word “one” would be more

formally correct). The person reference “you” in

lines 3 and 4 therefore may open the possibility

of both linking the specific client’s behavior with

problematic drinking and describing problematic

drinking in a way in which the group members in

general can identify. This extract, however, is a

translation and Halonen does not comment on

whether this ambiguity is also present in the

original Finnish. However, using further

examples of zero-person construction, she argues

that this kind of zero-person reference in the

context of group therapy does allow individuals

to talk about their own addictions in a way

recognized as not unique to the speaker but gen-

eral to members of the group.

24.6 Action Formation

It has been made clear throughout that talk-in-

interaction is a form of social action in that

conversationalists do things with their utterances.

This section highlights and pulls together action

formation as glossed in previous sections and

then considers conversational closings as an

important “doing” of relevance to psychotherapy

interaction.

The fundamental building block for

performing social actions in conversation is the

adjacency pair. That is, after a first pair part

(FPP) initiating an action, the turn-taking system

makes conditionally relevant from a recipient a

certain kind of second pair part (SPP) which is

responsive to that action. Action is important for

the turn-taking system also in that, along with

syntactic and intonational features, a turn-

constructional unit (TCU) is hearably complete

when, in context, it completes an action (e.g.,

makes a question). Speaker change then becomes

the relevant next action.
3As translated in the original from Finnish.
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In conversation there is a preference for pro-

gressivity: that is, for moving forward with, or

accomplishing, the action projected by the FPP

(e.g., invitation-acceptance). However, turns at

talk may do, or respond to, more than one action

at a time. For example, membership categoriza-

tion devices (MCDs) may do description as well

as person reference. Sequences of adjacency

pairs, along with their pre-, insert-, and post-

expansions build and close around the perfor-

mance of an action. And conversation analysis

demonstrates that the completion of an action is a

more useful way of conceptualizing sequence

than is topic: that is, considering what the talk

is doing rather than what it is purportedly about.

Where in a sequence a turn is positioned and

how it is designed are resources for analyzing

what the turn is doing. For example, insert

sequences between an FPP and SPP may be

doing repair and/or possibly presage a

non-preferred SPP through breaking the contigu-

ity between the adjacency pairs—as do design

features such as mitigations, hesitations, and

weak agreements. In self-repair, the action

performed in a turn can be refined or modified

through, for example, substituting or adding a

word. Moreover, in other-initiated repair, a recip-

ient may indicate a problem in understanding the

action being performed in prior talk.

One important action relevant to talk-in-inter-

action which has been studied in conversation

analysis is the act of closing a conversation.

Closing requires interlocutors to disengage from

the turn-taking system. In practice they need to

do two things. First, interlocutors need to check

that nothing more needs to be talked about in this

conversation. Second, they need to design turns

that occasion no further talk but to do so without

making their relationship vulnerable. So, inter-

estingly, the act of closing a conversation is

achieved by passing up opportunities to do some-

thing. This is performed through a particular set

of sequences.

The first observation is that closings cannot

occur at any point in a conversation. They must

occur within closing implicative environments.

These environments can be created when a topic

is closed down in such a way that it appears that

nothing more is to be said on it. This includes

making of arrangements for future interactions,

providing an overarching summary or assess-

ment which implies that the talk on that topic is

complete, offering an appreciation for the oppor-

tunity to have interacted, back references to prior

topics which suggest that conversational topics

have been exhausted, and announcements of clo-

sure in which external circumstances are invoked

to account for the need to move into terminating

the conversation.

Closing the conversation then becomes a pos-

sible next action and the interlocutors may move

into a pre-closing sequence. Pre-closing

sequences consist of an adjacency pair which

performs the action of checking if anything

more needs to be talked about. In successful

closings, the pre-closing FPP and SPP consist

of each participant passing up the opportunity

to raise further matters for discussion. A second

action then follows in which the participants

agree to end the conversation. In English, this

terminal sequence usually consists of an adja-

cency pair exchange of goodbyes.

As in ordinary conversations, therapists face

the problem of ending sessions in a way that does

not damage their relationship with clients. This

can be particularly difficult in group therapy, as

in the following extract, when clients are

engaged in multiparty talk. This example is

taken from the ninth of 53 sessions of group

psychodynamic psychotherapy for seven

women diagnosed with an eating disorder and

illustrates interactional achievement of a closing

implicative environment.

Example 5 [Final Extract in Lepper and

Mergenthaler (2005)]4

1. P3: Sure but my mum knows about it—

hers

doesn’t.

2. P5: To have a problem + if you have a

problem

4As translated in the original from Spanish. The authors

describe their transcription conventions as the Spanish

version of the psychotherapy transcription standards as

outlined in Mergenthaler and Gril (1996).
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or—if you fail like she said—

3. and you stay there—that’s not right but if you

have a problem and you try to

4. find a solution like you did by coming here

searching for help—why would

5. your mum feel that everything goes

wrong? On the contrary okay, she looks

6. for help.

7. T: Well—very + well.

8. P9: I must go to see the doctor at ten.

Clients P3 and P5 are exchanging turns at talk

towards the end of the session. Then, in line

7, the therapist produces a brief assessment

“well very well.” We know that turns projecting

the end of a sequence often take the form of a

brief assessment, summary, or aphoristic

formulations of the gist so far since their produc-

tion implies that the previous talk has been ade-

quately concluded. In line 7 the therapist also

passes up the opportunity to continue the

sequence or to introduce a new topic. She there-

fore prepares the way for another interlocutor,

client P9, to move the conversation more for-

mally into a closing implicative environment.

P9 does so through an announcement of closure

in which she makes reference to external

circumstances, an appointment with “the doctor

at ten,” as imposing an end to the conversation.

Hence, in sequence terms, P9 provides the

go-ahead for closure. In their more extensive

analysis of extracts, Lepper and Mergenthaler

argue that therapists fail to tie their turns strongly

to the pervious talk as a way to end sequences

and, in the above example sessions, in a deliber-

ate manner.

24.7 Discussion

In outlining the main features of talk-in-interac-

tion of interest in conversation analysis—turn-

taking, sequence organization, repair, word

selection, and action formation—it appears that

the analytic lens and conceptualization of key

phenomena is different in many respects to that

of traditional psychotherapy research. Moreover,

as mentioned earlier, even though a literature has

developed on conversation analysis of therapy

interaction, selection of material has been, in

the main, in accordance with conversation

analytically-informed, as opposed to therapy-

informed, observations. It is therefore pertinent

to ask if the projects of conversation analysis and

of psychotherapy research can cohere? And one

of the most experienced and methodologically

informed psychotherapy researchers, Bill Stiles,5

does caution that “CA concepts cannot be

inserted unchanged into gaps in therapy theory.

Therapists and conversation analysts must learn

each other’s theories and make adjustments if the

product is to be mutually useful” (Stiles 2008,

p. 2).

One important issue is that conversation anal-

ysis is agnostic to the psychological theories that

inform psychotherapy and its interventions and

which frame most traditional psychotherapy

research. Conversation analysis approaches dia-

logue as intersubjectivity in action: that is, how

interlocutors produce a shared understanding of

the matter at hand in their talk, and true it its

ethnomethodological roots, just as it is the talk

and associated observations that is available to

speakers, conversation analysis limits its

observations strictly to this material. What are

in other fields considered “internal” (emotions,

motivations, the unconscious, etc.) are analyzed

as they are constituted in and through the inter-

action and conversation analysis refuses to com-

ment on the experience of interlocutors

(Forrester and Reason 2006). This may seem

psychologically shallow to the psychotherapy

community: too removed from basic

assumptions about human subjectivity and mute

on questions of experiential change which are

likely of interest to therapists. Moreover, conver-

sation analysis could be considered naı̈ve meth-

odologically if it ignores the vast corpus of

psychotherapy theory and research which could

help target episodes of therapy for microanalysis.

This therapy-neutral orientation may, how-

ever, be a significant strength in allowing conver-

sation analysis to complement and enhance

5See also, for example, Chap. 8 in this volume.
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process research through revealing what psycho-

therapy may not notice about itself (Antaki

et al. 2007). In particular, Georgaca and Avdi

(2009) argue that conversation analysis is useful

for illustrating “the intricate micro-processes

through which psychotherapeutic technique is

pursued (. . .), throw light on unacknowledged

therapist competencies and illuminate the

elements that differentiate successful from

unsuccessful implementation of therapeutic

techniques” (p. 241). In fact, conversation analy-

sis may be the method par excellence6 for raising
to awareness tacit skills of both therapist and

client in progressing the therapeutic project:

fine-grained, moment-by-moment, making the

ordinary appear extraordinary (Kozart 1996). At

the very least, the orientation and observations of

conversation analysis may have potential to hone

therapists’ skills of attention during their training

(Forrester and Reason 2006).

For example, as outlined above, Rae (2008)

noticed that lexical substitutions (e.g., exchang-

ing the word a “lot” for a “little”) can be used by

therapists to prompt clients to describe their

feelings in a more expansive manner. Traditional

therapy researchers may too make this, seem-

ingly mundane, observation. However, as a con-

versation analyst, Rae recognizes it as an

important conversational phenomenon—a

repair—and to bring into play an extensive liter-

ature on how repair works in conversation which

sheds light on how this therapy technique is used

and responded to by clients. Moreover, person-

neutral reference was identified by Halonen

(2008) as a potentially nonthreatening way of

helping clients to acknowledge problematic

behavior and to facilitate identification with

other clients during group therapy. Such atten-

tion to word selection and its importance in

bringing off social actions is central to conversa-

tion analysis and, again, connects an easy-to-

overlook therapy intervention to a relevant, and

extensive, research literature.

Kozart (1996) reminds us that conversation

analysis of institutional talk is not new and that

the growing conversation analytic literature on

psychotherapy is positioned within a wider liter-

ature on medical discourse more generally. The

specific focus on therapy interaction, however,

has developed to the extent that it has warranted

review. Georgaca and Avdi (2009) provide a

useful overview highlighting how conversation

analysis has contributed to understanding the

processes through which therapy is accomplished

in practice and in assessing the role of the thera-

pist. In particular, studies are noted to have

focused on therapist formulations of client’s

talk, use of specific interactional formats, and of

idiomatic expressions as important aspects of the

therapeutic process. Although published too

recently to be included in Georgaca and Avdi’s

review, Bercelli et al.’s (2008) analysis of the

contrast between therapist formulation sequences

and reinterpretation sequences, described above,

contributes further to this theme, and

Vehviläinen et al. (2008) draw attention to

sequence organization as a particularly important

“site at which many therapy-relevant phenomena

happen” (p. 188).

Conclusion

Conversation analysis of therapy talk has, as

yet, hardly scratched the surface and the

possibilities for future research are exciting.

Vehviläinen et al. (2008) suggest that, in par-

ticular, there is potential for more analysis of

client, as opposed to therapist, actions, and

examination of the extent to which the phe-

nomena identified in conversation analytic

research are general or specific to different

types of therapy. My own suggestion is that

there is potential also for conversation analy-

sis to be informed to a greater extent by tradi-

tional psychotherapy research without losing

its relatively atheoretical stance. This may be

accomplished, for example, through accepting

for analysis episodes of therapy interaction

6In this respect, conversation analysis represents the far

end of the scale in terms of microanalysis of talk-in-

interaction. Some forms of discourse analysis which

draw heavily on conversation analysis may fulfil a similar

function, but “discourse analysis” as a term encompasses

a range of methods, some of which are highly theoretical

(e.g., Foucauldian) and which seek to explicate the pres-

ence and use of macro-cultural resources on the scale of

“grand narratives.”
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deemed significant from the viewpoint of psy-

chotherapeutic theory. The link to what

therapists find important is therefore strength-

ened while the usefully distinct orientation to

the material provided by conversation analy-

sis can be maintained. For example, as

described above, Wynn and Wynn (2006)

acknowledge the theoretical and psychologi-

cal importance of empathy in therapy while

exploring what different types of empathy

and, indeed, empathy failures look like

interactionally through, for instance, the tech-

nology of turn-taking.

This chapter has offered an introduction to

conversation analysis and the ways in which it

has contributed and is likely to continue to

contribute to psychotherapy research. It has

been suggested that, although their projects

may differ, the “noticings” facilitated by a

conversation analytic approach are being

demonstrated to offer something unique and

interesting to psychotherapy researchers and

practicing therapists.
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Abstract

Psychotherapy research has revealed the cen-

trality of relational factors, such as the alli-

ance, in psychotherapy process. This chapter

places these findings in the context of contem-

porary research in developmental psychology,

and in the discipline of pragmatics, the study

of human communication in its immediate

context. It proposes the adoption of the natural

observational methods used in these

disciplines for the multidisciplinary study of

therapeutic interaction. A review of the rele-

vant background is followed by a demonstra-

tion of this analytic approach. The chapter

concludes with suggestions for a multimodal

programme of research into relational pro-

cesses in psychotherapy.

25.1 Introduction

“The alliance is not a class of behaviours which

can be specified and counted; rather, the alliance is

a consequence of responsive behaviours.” (Stiles

et al. 1998)

The relational aspects of psychotherapy pro-

cess have been recognized both in clinical prac-

tice and in formal research as a significant

element in the therapeutic process, starting with

the recognition of the importance of the “alli-

ance” by the earliest psychotherapy researchers.

40 years of psychotherapy research has
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demonstrated that the alliance is the most impor-

tant common factor in successful outcomes [for

thorough reviews see Horvath (2006), Lambert

(2004), and Wampold (2001)]. Much of the for-

mal research has sought to identify variables and

enable measurement, so that significant elements

of the alliance can be captured, measured and

linked to outcomes (see Chap. 16). A number of

measuring devices have been developed, focus-

sing variously on the therapist’s, the client’s and

sometimes an observer’s rating of the alliance.

Stiles and his colleagues, in the study from which

the above quote is taken, demonstrated that it is,

however, impossible to reliably identify count-

able “classes of behaviours”.

It is becoming clear that while the focus of

research on measurable variables has enhanced

the general profile of alliance effect, it has been

at the expense of a clear definition of what

exactly contributes to it (Horvath 2005). What

specific interactions of therapist and client can be

identified as contributing to the overall alliance?

How can we translate these findings into practi-

cal guidance relevant to training and supervi-

sion? Horvath wonders whether it might be

possible to “identify a limited range of relation-

ship processes that are most facilitative in

achieving [an effective alliance]” (Horvath

2005, p. 262). The shift of focus of attention

from “variables” to “responsive behaviours”

(Stiles et al. 1998) opens up a new range of

potential methods for the observation of the ther-

apeutic relationship, and the therapeutic process

which is facilitated through the alliance between

therapist and client. Such an approach also

contains the potential to bridge the gap between

the kinds of research which favour distributional

findings (generalizations about populations of

clients and events) and methods which might

reveal what those processes actually look like in

the consulting room. “Responsive behaviours”

are micro events, observable at the level of

turn-by-turn interaction, which structure the

overall sense-making activity of the participants.

They include non-verbal as well as verbal actions

and communications.

The following chapter explores a methodolog-

ical approach by which the interaction of the

therapist and client can be studied in close detail.

Its perspective is grounded in a domain of

enquiry known broadly as “pragmatics”: the

study of human communication in its immediate

context. Historically, pragmatics originated in

the philosophy of Charles Pierce but later devel-

oped into an empirical discipline which crosses

the domains of sociology, psychology, and lin-

guistics. Its foundational proposition is that

knowledge and meaning are grounded in human

action and relating and that individual develop-

ment and the social order are created through the

actions of persons in relation. It follows that the

detailed study of human interaction, at the level

of the talk, can reveal the processes by which a

meaningful, intersubjectively shared world is

co-produced. [For a general introduction to the

philosophical and empirical dimensions of the

field of pragmatics, see Mey (1999).]

The perspective taken by this chapter is that

the “responsive behaviours” referred to by Stiles

are those which generally underpin human soci-

ality. They include physiological, cognitive and

interactional components which are linked in a

complex system of communicative actions which

is universally observable in human interaction

(Enfield and Levinson 2006). The methodologi-

cal approach outlined in this chapter starts from

the premise that “responsive behaviours” are

observable at the level of turn-by-turn interaction

between therapist and client. It seeks to propose

an observational science of psychotherapy pro-

cess, whose findings can be linked to the wider

mappings provided by other methods of enquiry

in order to establish what kinds of therapeutic

interactions are linked to good outcomes, while

providing evidence with direct relevance to clin-

ical practice.

The chapter begins with a brief review of

findings from the developmental literature,

which has demonstrated the foundational aspects

of interaction in the affective and cognitive

development. It is followed by a review of the

findings from the field of pragmatics which bear

upon how psychotherapeutic interaction can be

studied at the level of the speaking turn. Some

significant phenomena of interaction, with signif-

icance for psychotherapeutic process, will be

illustrated with the detailed analysis of an epi-

sode from a session, while issues of sampling and
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study design are addressed. Finally, the chapter

will conclude with some suggestions for further

research, integrating this approach with existing

process research models we already have

to hand.

25.2 An Interactional Model of
Human Mind and Language

In recent years, collaboration between social

scientists, the study of everyday language (prag-

matics) and developmental psychology has

resulted in a new, multidisciplinary approach to

the study of human sociality (Hendriks- Jansen

1996; Enfield and Levinson 2006). This chapter

makes the case for the application of the findings

emerging from these studies to the study of psy-

chotherapy interaction. Common to this interdis-

ciplinary approach is the use of naturalistic

observational strategies derived from the

methods of ethology in order to study human

development:

[Developmental investigators] tried to observe

infants’ behaviour in the context in which it natu-

rally occurred, deferred analysis and theoretical

speculation until they had built up a solid descrip-

tive base, and examined in great detail a particular

type of behaviour rather than searching for evi-

dence of a central law that might unify diverse

behavioural phenomena. (Hendriks- Jansen 1996,

p. 251)

The chapter proposes to demonstrate the

application of this methodological strategy to

the study of therapeutic interaction. The follow-

ing sections present some of the background to

an emerging interpersonal model of the develop-

ment of cognition and language, and then some

of the findings from the field of pragmatics, upon

which an observational study of psychotherapeu-

tic interaction could be undertaken.

25.2.1 Interaction in Human
Development

Human affect and cognition develop in a social

and cultural context. The infant, genetically

endowed with the capacity for imitation

(Meltzoff 2005), enters the world helpless and

dependent, yet powerfully able to engage

caregivers in interactions which will form the

basis of cognitive and affective development

and language. Observational studies have

demonstrated that far from being the passive

recipient of maternal care and attention, the new-

born infant is already an active agent in engaging

his or her caregiver’s responsive actions. Early

observations of behaviours underpinning the

development of social communication include

the burst-pause-burst pattern of feeding

interactions (Kaye 1982), in which mothers

respond to their infants feeding pattern with a

“turn”, jiggling the infant in order to “encourage”

feeding, believing that their jiggling encourages

the infant to suck, though “in fact jiggling

reduces the likelihood of the beginning of a

new burst and it is only the cessation of jiggling

that encourages the infant to resume sucking”

(Hendriks- Jansen 1996, p. 264). Early lip and

tongue movements and mirroring engaged in

between infants and their caregivers (Trevarthen

1977) and species typical activity patterns, such

as the rhythmical stereotypical activities such as

kicking and hand waving, are “read” by

caregivers to interpret the infants mood and

“intentions” (Tronick 2007). Interpersonal coor-

dinated patterns of activity, scaffolded by care-

giver responsiveness, are observable at a very

early age. Mothers read intentions into their

infants’ spontaneous patterns of activity

(kicking, crying, smiling, cooing), name them

and respond to them, creating a foundational

interpretive environment in which the develop-

ing infant learns to communicate her wishes,

desires and needs. Primary turn-taking activity,

initiated by the infant and responded to by the

primary caregiver, provides the foundation for

the development of a sense of self and agency

in the social world of human communication

(Knox 2010).

Starting from these foundational observations,

Levinson (2006) proposes a model in which a

multidisciplinary study of human interaction

can be situated; he calls it “the interaction

engine”. It starts with, but is by no means
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sufficiently accounted for by, the capacity for

attribution of intention, or mind reading. Added

to this is the ingredient of mutual salience for us
right now—the immediate context—or common

ground of the interaction which is a basic

requirement for cooperative actions. Human

interaction is driven by Gricean intentions:

“intentions that drive behaviours whose sole

function is to have an effect by virtue of having

their intentions recognized” (p. 54). It is basic to

human communication that intentions are

expected and recognized and responded

to. Rules which guide cooperation are also

required. All of these are empirically observable

as a universal set of practices—turn taking,

sequential patterns and repair strategies which

form the basic platform for complex, multimodal

human communication. They are emergent

properties of our genetic inheritance (Knox

2010). It is these observable actions which pro-

vide the raw data of model building for a science

of human interaction.

The “interaction engine” locates a field of

enquiry at a juncture at which developmental,

cognitive and social sciences meet. The psycho-

therapy research we have is a model which pri-

marily focuses on the properties of individual

subjects. The shift to a multi-person perspective

presents new challenges and offers new

opportunities. In the following section, the

methods of the discipline of pragmatics are

introduced as a practical method, with an

existing large body of findings, by means of

which the turn-taking properties of persons in

interaction are studied using observational

methods.

25.2.2 Doing Things with Words

“How to do things with words” is the title of a

series of seminal lectures on everyday language

by Austin (1975), which launched a new disci-

pline: ordinary language philosophy. Austin pro-

posed a radical change in the way that we think

of the phenomenon of language. We think of

words as representing “things” (nouns), actions

(verbs) or qualities (adverbs or adjectives). We

may look them up in dictionaries to find out what

they mean. Austin proposed a different perspec-

tive on words. It starts from the view that words

are resources used in the act of talking. Language

is action, and we do things with words. Austin’s

work was followed by the major contributions of

Searle (1969) and Wittgenstein (1968), who

developed a philosophical model of meaning

grounded in use. Habermas (1987) incorporated

this philosophical revolution into his theory of

communicative action. Subsequently, empirical

research, grounded in this foundational idea, has

built a substantial descriptive model of how

everyday language works. It describes how

speakers create “meaning” in relation to the con-

text in which the interaction takes place and how

speakers relate to each other at the level of the

turn. Starting from this point of view, we can

observe how the dynamics of human communi-

cation work, and how the social world in which

we live is created through our communicative

acts. On this view, the “common ground”, or

context, shared by speakers is the resource for

mean-making, at the same time as it is in a

continuous state of creation and renewal by

speakers’ actions on a turn-by-turn basis. The

“common ground” of communicative action

accounts for both stability and plasticity (and

therefore the possibility of change) at the level

of both the social and the psychological.

The early development of the discipline of

linguistics was shaped by the distinction made

by Saussure (1974) between “langue” and

“parole”. For Saussure, language was

characterized by two dimensions: formal rules,

or “langue”, and “parole”, the (to him) debased

form of “langue” which was the feature of every-

day talk—often ungrammatical, evidently incon-

sistent and imperfect. Linguistic research first

focussed its attention on “langue”, generating

disciplines which studied grammar, syntax and

phonetics. The phenomena of “parole” remained

unstudied until the 1960s when researchers

began to turn their attention to naturally occur-

ring talk. Labov and Waletzky (1967), challeng-

ing the conventional view that everyday talk such

as dialect was a “debased” form of language,

studied the narratives of inner-city teenagers
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and developed a model of the formal properties

of oral storytelling. Sacks et al. (1974) began to

observe how everyday conversational interaction

works, turning analytic attention toward the

“pragmatic” aspects of language: the turn-by-

turn actions of everyday talk and how speakers

co-construct meaningful exchanges, building

what he termed a “natural observational science

of social life”. Other investigators—Schiffrin

(1987), Levinson (1983, 2006) and more

recently, cognitive linguists (e.g. Slobin 1996;

Verhagen 2005)—have explored how lexical

resources contribute to meaning making at the

level of situated interaction.

25.2.3 Turn Taking

One of the most important contributions to the

discipline of pragmatics was developed in the

1960s. Through a decade-long series of

observations of naturally occurring interactions

(recorded on the newly invented portable tape

recorder), Sacks (1992) built the foundations of

the study of turn-by-turn interaction, which came

to be known as Conversation Analysis (CA). He

showed that turns are constructed in such a way

that they link to the previous turn and create the

possibility for the next turn, through observable

“rules of use”. He called this phenomenon

“recipient design”. A detailed introduction to

CA and its foundational study of the underpin-

ning mechanisms of everyday talk can be found

in Chap. 24 of this volume.

The evidence of early, prelinguistic turn-

taking behaviours, subsequently observed by

developmental psychologists, provides further

evidence for the insight of Sacks into the

foundations on which human conversation is

built. Infants begin with biological disposition

to imitation and turn taking, and through

interactions with caregivers, these innate

behavioural dispositions are shaped into routine

activity patterns, mutually engaged in by infants

and their caregivers (Trevarthen 1977). The

activity patterns which generate talk precede the

emergence of language in both species and indi-

vidual development (Hendriks- Jansen 1996) and

underpin “intersubjectivity”.

A substantial literature of observational stud-

ies of turn taking now exists as a resource for the

researcher seeking to study the interactions of

people in specific contexts—those seeking to

understand psychotherapeutic interaction, for

example (see Enfield and Levinson (2006) for

some examples from different disciplines). At

the same time, other researchers contributing to

the general field of pragmatics were investigating

other phenomena of interest.

25.2.4 Lexical Devices

“Linguistic expressions are primarily cues for

making inferences, and understanding does not

primarily consist in deciding the precise content

of the expressions, but in making inferences that

lead to adequate next (cognitive, conversational,

behavioural) moves.” (Verhagen 2005, p. 22)

In addition to turn taking, analytic attention

can focus on the linguistic resources used by

speakers to manage their talk. Here the focus is

on the way lexical resources are used to generate

the immediate context in the turn-by-turn

dynamic of the talk. These may include substan-

tive words (e.g. nouns—named things, or

verbs—actions) which, as pragmatic resources,

create easily recognized collections of

categories. For example, “mother”, “father”,

“baby”, “sister” and “brother” belong to the cat-

egory “family” and will be heard in that context,

unless there is a specific qualification built into

the utterance (Lepper 2000). Deictic words

(“now”, “before”, “over there”) point the hearer

to the relevant location, in time or space, of an

utterance (Schegloff 1972a); so-called verbal

markers, such as “well”, “you know” and “I

mean” signal to the hearer how to interpret

what is to follow (Schiffrin 1987); and syntacti-

cal forms shape the inferential potential of an

utterance, providing for the next move in the

ongoing talk. Negation is an important case of

syntactical organization, by means of which

inferences are made about the intended direction

of the utterance. Depending on the syntactic

structure, negation can be overt or concealed

(Verhagen 2005).
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Another important category of syntax signifi-

cant for the purposes of researching everyday

interaction is mental state language. Develop-

mental linguistics has shown that 3-year-olds

begin to incorporate mental state words into

their vocabulary, prior to the acquisition of mas-

tery of false belief understanding, and children

who have achieved false belief understanding

show higher levels of mental state language

(Bartsch and Wellman 1995). Bartsch and

Wellman propose that mental state language

indexes the richness of children’s social interac-

tion. Their findings had further support in the

observations of Ruffman et al. (2002) which

showed that the mothers’ use of mental state

terms predicts false belief ability in their chil-

dren. Mothers mediate their children’s entry into

the recognition of their own and others’ mental

states. Further studies of mental state language

(Diessel and Tomasello 2001; Verhagen 2005;

Peyers 2006) have also implicated the use of

complementary clauses (“know, wish or believe

that . . .”) as key elements in the acquisition of

false belief capacity. The capacity to communi-

cate intersubjectively about a thought or belief

requires a rich language foundation of both

vocabulary and syntax, built through

interactions.

25.2.5 Narrative

Of much interest to developmental research in

recent years has been the phenomenon of narra-

tive. Bruner (1990) argued the case for the cen-

trality of narrative in the development of

cognition and the self, against the computational

model of cognition then in its ascendency, and

this tradition of research has informed a rich vein

of psychotherapy research. These developments

are comprehensively reviewed by Angus and

McLeod (2004).

Pragmatics brings another perspective to this

study: the production of narratives in talk and

their properties in the organization of meaning

making in the turn-by-turn process of interaction.

The research of Labov and Waletzky (1967)

revealed structural properties of oral narrative

which make them “hearable”. Sacks, in his own

study of naturally occurring conversations, noted

that storytelling is a ubiquitous phenomenon in

everyday talk and that speakers typically

announce the upcoming telling in order to signal

that a story, and a longer than normal turn, is to

follow. They alert hearers with prefacing remark,

which precedes and sets the scene for the story to

follow. Core elements of an oral narrative proto-

typically include at least one temporal sequence

(first/then) and finish with an evaluative

sequence, which signals the end of the story,

and also summarizes the point of the story

(Labov 1997). Sacks also observed that stories

are often followed by “second stories” which

function to link to the point of the first story

and perhaps to extend it in a subsequent turn

(Sacks 1992). Decades of subsequent research

have identified the complex operations involved

in oral storytelling in naturally occurring conver-

sation (a thorough review of this strand of

research can be found in a special edition of

Narrative and Life Stories, Vol 7, 1997).

Pragmatics, like CA, shares with grounded

theory, and other qualitative methods, a concern

for meaning as a product of human communica-

tive actions. It differs, however, in its methodo-

logical approach. As noted by Madill (p. 500 in

this volume), “CA is closer to a natural science

than a human science approach through taking

the stance that rigorous empirical observation

and application of correct method will reveal the

(normative) rules of conversational exchange”.

All of the disciplines outlined in this multimodal

approach to human communication share this

methodological perspective. With this in mind,

the strategies for sampling and data analysis used

by pragmatics researchers are outlined in the fol-

lowing section. This is followed by a demonstra-

tion of an analysis in the pragmatic tradition.

25.3 Getting Started

25.3.1 Approaching the Analytic Task

A major challenge for observational research is:

How does the researcher establish that the

522 G. Lepper



observations made reliably represent significant

population of phenomena? On this claim, the

confidence in the emerging description will be

based. How does the researcher identify relevant

elements of interest in order to subject them to

intensive scrutiny? There are two aspects of talk

in interaction to take into account: local (turn

taking) and distributional (where does the sample

fit into the overall structure of the talk).

The first task in describing naturally occurring

talk is to identify local patterns of activity—for

example, turn-taking sequences, or lexical

sequences of interest—across a dataset. All

examples are retrieved and compared across the

dataset. The distribution of the examples is then

examined in the overall context of the talk, as a

model of the dialogic process is gradually assem-

bled and tested through the investigator’s itera-

tive analytic attention. In the case of deductive,

theory testing research, statistical analysis

assures the validity of generalization through

the application of standardized tests, in which

the balance of probability is assured to be con-

firmed or disconfirmed by the relative frequency

of cases: the identified phenomenon was present

in 99 % or 95 % of cases, so a safe inference can

be made from the sample to the whole popula-

tion. In the case of observational methodology,

with its description-building strategy, “saturation

of the data” is essential: all cases must be

accounted for (Silverman 2006). What happens

when something is observed which doesn’t fit the

pattern? Central to observational method is the

treatment of a “deviant case”. A deviant case,

once found, must be re-analysed and

incorporated into the emerging description in

order for that description to be credible. Building

an adequate description is a circular process; the

guiding theoretical backdrop (in this case, the

primacy of turn-by-turn interaction in the con-

struction of meaning) sensitizes the investigator

to singular instances for analysis, generating fur-

ther observations which in turn may develop,

alter or enrich the theoretical model (see

Salvatore et al. (2010) for a full discussion of

abduction).

25.3.2 Analysing the Data

The first principle of observational research is the

collection of relevant observations by means of

which to build adequate descriptive power.

Researchers in pragmatics have evolved a num-

ber of strategies for the collection of data.

25.3.2.1 Collect a Wide Sample of Data
from Different Contexts

Pragmatics researchers have collected samples of

talk in every kind of social setting. Schiffrin

(1987) collected hundreds of recordings of

everyday conversations between friends, family

members and colleagues. Sacks recorded and

analysed in great detail hundreds of examples

of talk from many different settings, including

some group psychotherapy sessions with adoles-

cent boys (it was easier in those days). The avail-

ability of adequate observational technology is

crucial to observational science. The invention

and refinement of the microscope enabled the

development of cell biology. The explosion of

research into naturally occurring language,

starting in the 1950s and 1960s, was enabled

through the availability of good-quality portable

tape recorders. Different forms of data are made

available through different observational

technologies. Some new observational

instruments available to psychotherapy

researchers will be discussed in the final section

of this chapter.

25.3.2.2 Find All Examples of an Object of
Interest Across a Dataset

This is the usual method of sampling employed

by pragmatics researchers across all the

subdisciplines. The analysis proceeds through

comparative analysis of all instances with a

view to building a working explanatory model

of the observed phenomena. An early example

was Sacks’ study of the opening sequences of

telephone conversations. Schegloff (1972b)

later elaborated on this research, assembling

500 examples of opening sequences of

conversations. He found one deviant case which
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contradicted his emerging rules of use, and

returned to his dataset to reconstruct his model

of the underlying rules by which speakers nego-

tiate the opening of a conversation. Often, how-

ever, it is found that close examination of the

deviant case is a variant which confirms the

emerging description.

In a study of everyday social encounters,

Schiffrin (1987) observed the use of “discourse

markers”—words which function as markers of

speakers’ intentions in the course of a conversa-

tion. Working from her large dataset of recorded

examples of everyday talk, she was able to dem-

onstrate how speakers project their intentions and

manage the inferences to be made from their

utterance, using stock phrases such as “well”,

“you know” and “I mean”—phrases whose

meaning lies entirely in their strategic use as

markers of speaker intentions. Verhagen (2005),

focussing on syntactic resources in order to

explore the process of intersubjectivity, draws

on examples from a wide variety of published

data, from live conversations, and occasionally

illustrates a point with a constructed example for

the purpose of comparing possible versions.

25.3.2.3 Compare the Samples Which Are
Identified with Existing Findings

Much studied sequences, for example, discourse

markers or syntactic structures, whose underpin-

ning rules of use are already well understood, can

then be further explored to examine how they are

used as strategies in interaction. An example is

question and answer sequences, subject of many

of Sacks’ (1992) early observations. Heritage

(2002) built on these observations with a detailed

study of negative interrogatives, showing how

speakers use these devices to communicate hos-

tile intentions. Questions and answers are power-

ful pragmatic devices by means of which

speakers pursue interactional aims. The question

constrains what can happen in the next turn: an

answer is preferred, and failure to answer is

“accountable”. Hearers will usually adopt some

kind of strategy to avoid answering a question if

they don’t want to, while still taking a turn (oth-

erwise there will be a rupture). A common device

is “I don’t know”, which may be about the state

of knowledge of the recipient, but more typically

is a means of taking a turn without complying

with the request for an answer. Questions are

deployed in highly structured settings such as

police interviews, legal proceedings and in clini-

cal discourse. Professionals typically have rights

to ask questions not acceptable in everyday

settings and to expect answers. Their clients, in

contrast, have limited rights to ask questions.

25.3.3 Comparative Study or Single
Case Study?

All of these methods of sampling rely on the

comparative study of phenomena across a dataset

to describe the basic mechanisms by which lan-

guage is used as a resource to do interactional

work. A study can be designed seeking to explore

one phenomenon in many different sites—across

cases, for example. In a study of the client’s

attitudinal stance, Muntigl et al. (2012a, b)

identified several linguistic markers of attitudinal

stance and, using a CA approach, compared

examples across a dataset of diverse therapeutic

models. Another strategy might be to study a

single case, examining the way in which a prag-

matic phenomenon of interest, already well

understood, evolves in the interaction between a

single dyad over time (for a discussion and exam-

ple of single case design, see Chap. 19). The

following example of a pragmatic analysis

comes from a single case study design.

25.4 A Pragmatic Analysis
of an Episode of Interaction

The analysis which follows emerged from a sin-

gle case study which I undertook with Sumi Kato

(2008). The objective of that study was to

explore the phenomenon of “mitigation” and

“face” (Levinson 1983) in psychotherapy dis-

course. In the course of the analysis, we noticed

an unusual use of the phrase “I mean”. This

discovery provided the platform for a second,

more fine-grained analysis of the text. Through

this iterative process of deepening analysis, we

sought to develop a richer understanding of the

interactional processes in the therapy.

524 G. Lepper

http://dx.doi.org/10.1007/978-3-7091-1382-0_19


25.4.1 Phase 1: Identification of a
Phenomenon of Interest

In the first phase of the case study, Sumi Kato

(2008) analysed the full text of eight sessions of a

brief psychodynamic psychotherapy, one of a

comparative study of CBT and psychodynamic

psychotherapy for depression (the Sheffield II

depression study) using the subcategories of Sys-

temic Functional Linguistics (Eggins 2004). All

subcategories for psychological language were

counted as a first step in mapping the linguistic

features of the talk across all eight sessions. Sumi

Kato noticed that the use of the phrase “I mean”

was used in an exceptional way by the client.

Unable to decide what significance this might

have, we excluded this phrase from the Systemic

Functional Linguistics description of the discourse

and set it aside for further analysis. It was in this

way that “one type of behaviour in one situation”

was identified for the present analysis.

25.4.2 Phase 2: Comparison of Samples

Having identified the phrase “I mean” as an

object of interest, I used this discovery as the

basis for a second study, set within the frame-

work of the single case, about which we already

knew a lot from our first analysis of the text.

First, I turned to the pragmatics literature to

identify existing findings. “I mean” is a marker,

in English, not so much of meaning, but of the

speaker’s intentions. It is a marker of intersub-

jective “work” (Schegloff 1992)—a signal to the

hearer about how to hear what is to follow. In

everyday use, it has been shown to have the

following functions (Schiffrin 1987):

1. Marks a “self repair”: it tells the hearer that a

reformulation of a previous statement follows

2. Marks the speakers’ intentions about how the

previous talk should be interpreted

3. Marks a distance between what was said and

what is upcoming

Turning to the text of the psychotherapy, I first

recovered all examples of the phrase “I mean”

and compared them to the everyday usages

Schiffrin discovered.

Here are two examples of the typical uses of

“I mean” identified by Schiffrin in the dialogue

between this therapist and client:

Session 2

C is it all psychosomatic or, (laughs) I thought,

your first thought would be, / (inaudible)

(laughs) that would be your first reaction.

you know, psychosomatic,

T yeah

C I mean I’m not saying it isn’t, I don’t know,

In this exchange, the client offers an opening

for an “interpretation” of her symptoms (she is

offering to participate in the task at hand in the

setting of a therapy session). She is also ascribing

thoughts and intentions to the therapist (she

wonders what his first thought would be). The

therapist (not sure what her intentions are?)

responds non-committally, leaving the conversa-

tion hanging. The client offers a “self-repair”,

using the phrase, “I mean”, mitigating (soften-

ing) the impact of her assertion, and also adds the

phrase “I don’t know”. In order to sustain the

turn-by-turn sequence, she mitigates the force of

her utterance (Caffi 1999).

Here is a different kind of repair:

Session 3
T (pause 11 s) you know, it feels, maybe that,

maybe it’s not safe, to get upset with

me. (pause 6 s) .

C no I wouldn’t, s- I mean I don’t distrust you

mistrust you or anything like that. I don’t feel

that. (pause 7 s) I suppose what it is again is,

admitting, to myself and to other; to

somebody else.

The therapist has responded to previous talk

by the client with an inference about the client’s

mental state: “maybe it feels that”. She is the

privileged “knower”/“feeler”, as a subject. In

clinical practice, just as in everyday conversa-

tion, the dialogical partner can make inferences

about what the other “knows”, “feels” or

“intends”. Notice the long pause before he

delivers his turn. He also “mitigates” the impact

of what he says by using the phrase “maybe”,

giving the client the opportunity to “know”

something he doesn’t know. Again, she uses the

phrase “I mean”—she is recasting her previous
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talk, offering a “repair” to what he may have

inferred from what she said—that she doesn’t

trust him. Schegloff (1992) proposes that this

kind of “third position repair” as a foundational

sequence in intersubjective coordination.

Both of these examples demonstrate how the

phrase “I mean” is being used to regulate inter-

subjective inferences and interpretations from

one turn to the next.

A third example demonstrates an atypical var-

iant of the client’s use of “I mean”:

Session 2
T you don’t want people to know, but you also,

but you do want, you do want to be looked

after.

C oh yes. yes. yes, I mean the friend who rang

today, I mean she was, erm, really smashing, I

mean she she she knew, I mean, well you

know friends, if they’re friends they under-

stand don’t they, it’s not that that concerns

me, it’s er, you know the reaction of, of

(work) you know, er “something wrong with

her mind”" sort of thing, you know, T mm hm

C sort of, er, I didn’t, I didn’t sort of think. . .
In this example, the client inserts “I mean” as

a preface to a string of sentence-phrases of her

narrative about “the friend” who “knew”, who

“understood”. With each “I mean”, she alters the

meaning slightly, moving away from the

therapist’s interpretation (inference) that she

both doesn’t want people to know (about her

illness) but at the same time wants to be “looked

after”. As in example 2, she rejects his interpre-

tation (inference about her subjective state).

However, whereas in example 2, she offers an

interpretation of her own, in example 3, while on

the surface accepting his suggestion (“Oh yes,

yes, yes”), she then changes the emphasis, step-

wise, through the use of the interjected “I mean”

away from the proposed inference about her

wanting to be “looked after”. Here “I mean”

marks a distance between what came before and

what is to come. Her turn ends with an evalua-

tion: “not wanting people to know”. The thera-

pist declines to take a turn, leaving the client to

find a way keep the talk alive.

In the first phase of this study, Sumi Kato

provided a “mapping” of the psychological lan-

guage in use in a single case, using the method of

Systemic Functional Linguistics. In the course of

that mapping, a “deviant case” emerged: an

apparently idiosyncratic use of the phrase “I

mean”—a verbal marker about which some

things are already known from the work of

Schiffrin (1987). The next step in deepening the

observation of this phenomenon was to examine

it in some detail to see what interactional work it

is doing in the turn-by-turn interaction.

25.4.3 Phase 3: Analysis of an Episode

Having identified through a comparative analysis

some of the features of the use of “I mean” as it

occurs in the overall text, the next phase of the

analysis turned to the first substantive therapeutic

“moves” in this therapy, an episode which

occurred at the beginning of the second session.

Methodologically, the challenge was to identify a

“discourse unit” which has relevance to the

object of inquiry, the pragmatic use of “I

mean”. Issues of clinical significance also needed

to be considered. The episode was chosen as a

discourse unit because it is a co-produced narra-

tive evaluation sequence (Labov and Waletzky

1967) which follows a story told by the client

about an event which occurred in the week since

the first session. Clinically, it was significant, as

the theme of her illness is introduced, and this

theme had, in a previous analysis of this case,

been identified as a major topic in the therapy

(Lepper and Mergenthaler 2007). The client

recounts that during the week since the first ses-

sion, she fainted at work, then went to her doctor

and was referred for medical investigations. The

excerpt begins with her candidate evaluation—

what did she mean to convey by the narrative.

The two speakers then go on to co-produce an

extended interpretation of the meaning of the

events, with many overlaps and repairs, ending

in a failure to agree on the interpretation of the

narrative. The episode ends with a breakdown in

the talk—a rupture (Muran et al. 2009).
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The episode set out in Table 25.1 begins with

an evaluation of the point of the story, which is

signalled by the markers “so” and “really”

(C1) “So. . .instructs the hearer to recover a con-

clusion (an inference, a claim) which has already

been presented” (Schiffrin 1987, p. 223). It is also

a signal to the hearer that a turn can be taken.

“Really” emphasizes the significance of the

telling. In response to these markers, the therapist

takes a turn, overlapping and providing an evalu-

ative response (T2): “a grim time”, to which in yet

another overlap, the client upgrades the evaluation

from “grim “to “traumatic” (C3). Together, the

speakers agree that she has had a bad experience.

However, the evaluation is not quite complete

because the client returns to her telling, to provide

yet another evaluative element. It comes in the

form of an indirect question.

P a traumatic. I mean I haven’t been back to /

(work place) yet you see. I mean I was all set to

go, everything was ready on / (day) night. there

was no thought that I, you know, I wonder whether

it is psychosomatic, you know, because I’d been

worrying about

The “I mean” which prefaces the next sen-

tence proposes a reformulation of the previous

utterance. Another “I mean” follows immedi-

ately, followed by a “you know”. The phrase

“you know” serves to mark “meta-knowledge

about shared (either speaker/hearer or general)

knowledge. . . and . . .marks information whose

importance is its relation to other information in

the discourse and to the overall point of the entire

story” (Schiffrin 1987, p. 284).

The client seems to be introducing two possi-

ble topics—and “troubles”: her “worrying”

generated by the previous session and the nature

Table 25.1 Text sample

1 C so, really (4) since I’ve seen you last time, it’s been rather a/

2 T /rather a grim/

3 C /a traumatic I mean I haven’t been back to / (work place) yet you see. I mean I was all set to go, everything was

ready on / (day of week) night. there was no thought that I, you know, I wonder whether it is psychosomatic, you

know, because I’d been worrying about,

4 T /yes

5 C /what I told you.

6 T that’s right, you were, building up, worry about + doing that

7 C whether that .. it was reaction, it wasn’t sort of, I didn’t, I’d been into (work place) I saw you on the (day) I went

into (work place) on (day) and again on (day) and, put some more displays up and sort of got everything ready. so

my room was all ready to walk into, because I knew I wouldn’t be able to go in on the (place)

8 T mm, mm

9 C with having relations, you know, for the (celebration) . so I knew I was going, that I had to do it on the (day)

and (day) . and I chatted with the (boss) and, I felt perfectly at ease when I was in there.

10 T mm

11 C but you know, I think well,

12 T Well

13 C is it all psychosomatic or, (laughs) I thought, your first thought would be, (inaudible) (laughs) that would be

your first reaction, you know, psychosomatic,

14 T Yeah

15 C I mean I’m not saying it isn’t, I don’t know,

16 T Right

17 C but, you see I mean, I, I.

18 T but it happily built up, over the, over the party,

19 C yes, I mean well,

20 T and so can you tell me how it really, how the, how your fainting related in time to when you were due to come

here, were you due to come here the next day, or

21 C No

22 T No

Note Full CA transcription conventions are not used here. The use of the “/” indicates an overlapping turn.

Standard transcription conventions can be found in Ten Have (1999, Appendix A)
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of the event (was it psychosomatic?). She invites

her hearer to focus on the point of the story, but

then offers two candidate versions: “worry” and

“psychosomatic”. Two uses of “I mean” and two

of “you know” lend a turbulent quality to the

production of this utterance; and two potential

themes, or topics, are put forward. “Worrying” is

clearly a communication about her (internal)

mental state; “psychosomatic”, on the other

hand, suggests her inference that this would be

the presupposition of the therapist. The “you

know” creates “common ground” between

them. The common ground of “psychosomatic”

carries a heavy load: to categorize an illness as

“psychosomatic” carries implications of “not

real” and has moral implications as an interpreta-

tion of the reported events which has

implications for the subsequent course of the

talk:

“Pragmatic presuppositions not only concern

knowledge, whether true or false: they concern

expectations, desires, interests, claims, attitudes

towards the world, fears, etc.” (Caffi 1994, p. 324)

The therapist’s overlapping “yes” suggests his

attentive response to the client’s “you know” as she

completes her evaluation (C5). He then

(T6) responds to the evaluation now completed,

taking up the theme of “worry”: “that’s right, you

were, building up, worry about doing that”. “That’s

right” confirms his attention, and by adding an

elaboration—“you were building up worry” links

the hearing response closely to end of previous

utterance and to the previous narrative. In his turn

the therapist opts to go with the “internal state”

element of the evaluation, while the other category

offered as common ground—“psychosomatic”- is

not responded to. The work of co-evaluation now

breaks down as the client continues her narrative

with additional details which add little of substance

to the evaluation already begun (C7). The therapist

responds with a neutral continuer (T8), leaving the

client with the task of keeping the conversation

going, which seems to aim in the direction of a

disagreement (C9): she “felt perfectly at ease”—

implying not “worried” (an indirect negation of the

previous turn). The therapist responds with a

non-committal token—“mm”—declining to take

the next turn (T10).

So while the interaction proceeds in the con-

ventional way (first speaker produces an utter-

ance containing the marker “you know” which

leads the hearer to focus on something), there is

an element of ambiguity: is it to be “worry”

which is the point of the story, or is it to be the

categorization of her symptoms as “psychoso-

matic”? What is to be the common ground

of their talk? The client prefaces her next com-

municative move with three pragmatic markers

and creates a communicative imperative

(no escape!).

P but you know, I think well,/

“But” marks the upcoming utterance as pro-

posing a contrast and a return to the point the

speaker wanted to make. It is used “when the

content of what is said contrasts with speakers

perception about how their talk will be taken as a

portrayal of self—and when those perceptions

clash with their sense of what would constitute

a suitable self for presentation to hearers”

(Schiffrin 1987, p. 158).

The next phrase in the utterance—“you

know”—marks the presumption of shared

knowledge, or common ground, which is embed-

ded in the telling of the narrative and its evalua-

tion—that it is a “psychological” narrative

(“worried”; “psychosomatic”).

With the production of “I think”, an upcoming

mental state predicate should be expected but

before that clause is produced, there is a further

pragmatic marker—“well”. “Well” signals

moves that are in some way “dispreferred”

(Pomerantz 1984) signalling more interactional

trouble to come. Note that the “well” is echoed in

the overlapping utterance of the therapist, who

perhaps has heard the threat of an upcoming

disagreement, and with “well” the two briefly

postpone the next move. What is marked here is

clearly an argument—a disagreement about how

the evaluation sequence will proceed.

The client continues her utterance (C13),

which comes in the form of a direct question—

“Is it all psychosomatic”, followed by the com-

pletion of the “I think” predicate of the previous

utterance—“I thought, your first thought would

be, / (inaudible) (laughs) that would be your first

reaction, you know, psychosomatic.”
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The production of a direct question, referring

back to the indirect “wondering” of the first turn

of her evaluation, is followed by a laugh. Perhaps

it is a response to a short pause, but more probably

it mitigates the direct and confrontational nature

of the question, which pursues her communicative

objectives in the face of the T’s retreat from the

topic. The question is followed by the explicit

inference about what is in the other’s mind—the

anticipated “that” of the mental predicate “I

thought your first thought would be”. Given the

long delay in delivering this inference-rich utter-

ance, it becomes clearer what is at stake: a contest

of inferences and meanings which constitute an

acceptable self in the eyes of the other (the

therapist’s “first thought”).

The therapist’s response, a non-committal

“yeah” (T14), satisfies the turn-taking impera-

tive, but fails to meet the requirement posed by

a question: an answer. In doing so he creates an

interactional impasse—a rupture in need of

repair. The repair is provided by the client in

the next turn (C15):

P I mean I’m not saying it isn’t, I don’t know, I,

I. . .

In its form of a double negative, this utterance

is entirely a pragmatic move, aimed repairing the

breakdown in the talk. In its double negative

form, the communicative intention of the previ-

ous utterance is not negated, but “hedged” (Caffi

and Janney 1994). It doesn’t mean that she is

retracting the inference. Nor does the use of “I

don’t know” here refers to the speaker’s knowl-

edge state; rather it serves the pragmatic function

of “indicating speaker uncertainty and mitigating

polite disagreement in conversation” (Bybee and

Scheibman 1999, p. 585), in the service of

repairing the rupture.

In his next turn (T16) the therapist postpones a

substantive response to either the question or the

repair, suggesting doubt about which way to

go. “Right” can be heard as (1) intersubjective

agreement, (2) an intention to take up an offer of

a turn, (3) a partial repair or (4) an attempt to

postpone uptake of next turn. That this is a purely

pragmatic turn, and doesn’t propose agreement,

can be seen in the P’s response: (C18) “but, you

see I mean, I....”. She hears it as a postponement

and continues the repair sequence, offering

another contrastive “but” as a candidate for

re-establishing the sequential order. Her repair

offer is finally taken up on the next turn, with

the therapist echoing the contrastive “but” as he

returns to the narrative, rephrasing an evaluation

of the event:

T but it happily built up, over the, over the party,

He collaborates in the repair, offering a candi-

date evaluation to link to previous narrative and

provide an explication with the oddly chosen

adverb “happily”—referring to an element of

“surprise” in the account: everything seemed to

be going so well and then all of sudden this

happened. What did it mean? However, notice

that he prefaces his turn with “but”: a hearable

expectation of ongoing disagreement.

P yes, I mean well,

With a growing string of “I means”, P

continues the still incomplete repair sequence.

Also, we see another “well”. In the context of

this repair, “well” shows the speaker’s “aliveness

to the need to accomplish coherence despite a

temporary inability to contribute to [it]”

(Schiffrin 1987, p. 126). It becomes clearer that

the pragmatic devices in use are serving the

function of conducting an “argument” about

how to go forward, at the same time as

maintaining a commitment to the ongoing inter-

action. The potential disagreement can be seen

operating at multiple levels: (1) at the level of

“common ground”—the social context of the

interpretation of an “illness” as “psychological”;

(2) at the level of inference—of the other’s

intentions, expectations and judgments and their

implications for the stability of the talk.; and

(3) at the level of the self, my experiences,

intentions and wishes. This exchange

demonstrates the local means through which the

speakers strive to sustain communicative collab-

oration while pursuing their own communicative

objectives.

“Any utterance is multiply determined by what I

have seen or experienced, my communicative pur-

pose in telling you about it, and the distinctions

that are embodied in my grammar”. (Slobin, p. 75)
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The therapist returns to his agenda (the events

leading up to the session) which he raises in the

next turn, in the form of a question (T20). The

response is a bald “no”, and there is nowhere to

go. The therapist echoes the “no” in turn T22.

This episode—an evaluation of the presented

narrative—ends in open disagreement.

From a pragmatic perspective, the telling of

the story is a different matter than the contents of

the story. How it was told, and how the

participants evaluated that telling, provides

another dynamic perspective on the therapeutic

interaction. All therapists, of whatever theoreti-

cal persuasion, face the same dilemma: to attend

to the content of the client’s story, being led by it

and then trying to transform it through the thera-

peutic process. Much therapeutic attention is

directed at the content of the client’s talk.

Could it be that it is not only the content but

also the process of the telling which needs

attention?

25.4.4 Discussion

“Engaging in cognitive coordination comes down

to, for the speaker . . . an attempt to influence
someone else’s thoughts, attitudes or even imme-

diate behaviour. For the addressee it involves

finding out what kind of influence it is that the

speaker . . . is trying to exert, and deciding to go

along with it or not”. (Verhagen 2005, p. 10)

Every speaker, in every communication with

another person, must construct and sustain a

series of inferences about the other’s communi-

cative intentions in order to keep the talk going.

Sometimes this is straightforward, and at other

times, in every kind of setting, there are

ambiguities. Speakers use pragmatic devices to

manage how inferences are going to be made and

interpretations of their meaning taken.

On the evidence of this episode, a contest of

inferences seems to be underway. What “I mean”

and what “you think” provide the framework for

this contest. Resources brought into play actively

by the client are both pragmatic and lexical—she

uses talk to do some kind of interactional work.

“I mean”, though apparently mitigating the force

of her questions, also operates to conceal her

intentions. She wonders what “you think”. She

is on the one hand a cooperative player in the task

of interpretation; on the other, on the evidence of

the therapist’s avoidance of the topic, she is

making interactional “trouble” for him by putting

the question “is it all psychosomatic?” on the

table. There is an argument concealed under the

apparent compliance which the frequent use of “I

mean”, as a mitigator, might suggest.

The pragmatic means used by these speakers

to conduct this “argument” are the learned rules

of conversational interaction. This translates into

an interactional problem: how do therapist and

client negotiate agreement and disagreement

about the way forward in the ongoing context

of the session? Muran et al. (2009) have

demonstrated that early ruptures to the alliance,

and their repair, are significantly linked to

outcomes. Rupture and repair events constitute

a relationship process which has been

demonstrated to be significant in the therapeutic

process (for a full discussion, see Colli and

Lingiardi (2009); Chap. 16). This analysis of an

episode which results in a rupture demonstrates a

practical means by which ruptures, and their

repair, can be studied in detail using the findings

and techniques of pragmatics.

25.5 Widening the Observational
Field

This chapter set out to demonstrate that we have

some powerful methods available to us in the

search for a deeper understanding of the psycho-

therapy process at the level of the interaction

between therapist and client. It has focussed on

one component of human communicative inter-

action—the pragmatic study of the talk. A truly

multidisciplinary model of psychotherapy pro-

cess research should ultimately include both lin-

guistic and extralinguistic phenomena. This final

section of this chapter looks at how pragmatics

might be integrated with observational methods

in the psychotherapy process research which we

are already familiar with in order to bring the

dimension of the local sequential order of the

therapeutic interaction into relationship with a

wider picture of the process.
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25.5.1 A Question of Method

“[Early turn-taking is] an emergent phenomenon

that itself serves as the scaffolding or dynamic

context for more advanced patterns of behavior.

It may be thought of as the cradle of meaning.

Turn-taking is initiated by burst-pause-burst in

sucking, but it depends for its emergence on the

mother’s folk-psychological stance”. (Hendriks-

Jansen 1996, p. 277)

The theoretical position supporting the project

of an observational approach to human commu-

nicative interaction is posed in this claim by

Hendriks-Jansen, placing turn taking, with its

origins in activity patterns at the prelinguistic

level, at the heart of human communicative inter-

action. It was noted that it was the development

of the hand-held, portable tape recorder that

made possible the development of Conversation

Analysis, with its focus on everyday talk. The

following sections propose ways in which some

recent observational instruments developed for

use in psychotherapy research could be used to

widen the scope of research into the turn-taking

processes in therapeutic interaction. These par-

ticular approaches have been chosen because

they represent a variety of observational

strategies. They offer the investigator into thera-

peutic interaction a means of locating significant

interactional events in the therapeutic process at

different levels, both linguistic and

paralinguistic.

25.5.2 Facial Expression of Emotion

An important domain of psychotherapy research

in recent years has looked at the function of facial

expression of emotion in the regulation of affect

in interpersonal communication. Developmental

psychology has demonstrated the foundational

importance of facial expression in the developing

infant’s discovery of the world through the

actions of his or her caregiver (e.g. the “still

face” experiments, Tronick 2007). Much work

was undertaken by Krause, using the Facial

Actions Coding System (FACS) method of anal-

ysis to explore interpersonal regulation of affect

in the therapeutic dyad (a good example is a

study of an unsuccessful behavioural therapy by

Dreher et al. 2001). FACS has also extensively

used by Banninger-Huber and colleagues to

observe the coordination of facial expression in

the psychotherapy process (see Benecke

et al. 2005). Facial expression is an important

component of turn-by-turn interaction. The

FACS method is an observational tool ideally

suited to the intensive study of emotion

behaviours in the therapeutic interaction. Com-

munication of emotion at the level of verbal

interaction has been intensively studied by Caffi

and Janney (1994). A research question could be

asked is: How does the behavioural level of emo-

tion regulation relate to the sequential order of

the spoken interaction? For an example of this

approach, see Muntigl et al. (2012a, b).

25.5.3 Motion Energy Analysis

A specifically developed technology for the

observation of dyadic interaction, the Motion

Energy Analysis (MES) (Ramseyer and

Tschacher 2011) produces a quantification of

the gestural activity patterns of speakers,

generating a mapping of the co-ordination of

their gestures in the interaction. Clinical signifi-

cance is predicated on findings from neurosci-

ence and other disciplines, pointing to the

foundational properties of synchronous

behaviours. The authors point out that these

observations do not constitute an exclusive role

in empathy and the formation of the “therapeutic

bond” and that “it is still a hypothesis that the

mechanism of “imitation breeds liking” that has

been found in social psychology may be at work

in psychotherapy” (p. 344). This methodological

caution locates this work firmly in the observa-

tional model. A next question might be to ask:

What is happening at moments of synchrony at

the level of the turn-by-turn interaction? Are

synchronous behaviours observable examples of

interactional activity patterns? The findings of

developmental psychology would suggest a

close connection between the two.
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25.5.4 Therapeutic Cycles Model

Another potential observational tool already

available is the Therapeutic Cycles Model.

Using a statistical content analysis technique,

the TCM produces a graph of the verbal patterns

in therapeutic interaction, which have also been

demonstrated to occur more generally. It maps

clinical patterns in the therapeutic discourse,

over time (single sessions, groups of sessions,

whole cases). In a series of single case studies

(Lepper and Mergenthaler 2005, 2007, 2008), we

have explored features of the therapeutic interac-

tion identified by the TCM (e.g. “connecting

moments”) at the level of the turn-by-turn inter-

action, seeking to ask the question: What patterns

of activity are happening at the level of the inter-

action when clinical significant events, identified

by the TCM, occur?

25.5.5 Discourse Flow Analysis

A more recent, observational method is Dis-

course Flow Analysis (DFA), another

computer-assisted analytic strategy which

produces a model of the content of the discourse

(Salvatore et al. 2010) and seeks to map sense-

making strategies. It is a quantitative method,

which generates a map of a session or sessions,

producing, like the TCM, a time series represen-

tation of discursive properties of the interaction.

In a study using DFA, Nitti et al. (2010) note the

highly abstract nature of these methods and its

limited sensitivity to contextual features of lan-

guage. Researchers could use DFA to map large

amounts of data, with its potential for identifying

significant features of the discourse, which could

then be studied in detail in the immediate context

of the clinical interaction, using pragmatic

methods of analysis.

Conclusion

We do already have substantial evidence that

psychotherapy is beneficial, and some clear

indications of what elements in the process

are significant (Lambert 2004). Less clear is

what happens at the level of the therapeutic

interaction. This chapter has proposed that the

possibility of a rigorous observational study of

psychotherapeutic interaction, with the poten-

tial to produce the kinds of advances made in

developmental psychology and linguistics,

using similar methods, is available to us at

the current stage of development of psycho-

therapy research. It has the potential benefit of

bringing the disciplines of research to inform

the clinical practice of psychotherapy at a

relevant level of detail. What happens in the

here and now of the session, as we talk with

our clients? What can be learned by close

observation of patterns of communicative

action? What implications do these

observations have for clinical theory?

Detailed analysis of the interactional pro-

cesses at the heart of the therapeutic relation-

ship has direct relevance for day-to-day

clinical practice and training and for robust

theory building.
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Abstract

This chapter reviews methodological issues in

quantitative psychotherapy outcome research.

In the era of evidence-based medicine, it is

vital for researchers to understand the meth-

odological details that ensure the validity of

outcome studies. By re-examining some

“classical” examples of psychotherapy out-

come studies, this chapter explains the rela-

tive strengths and merits of different research

designs. It discusses why control groups are

needed; why large sample sizes are crucial but

cannot replace other design aspects; why

designs can be ranked according to their inter-

nal validity; and how internal validity can be

ensured without neglecting external validity.

Both efficacy and effectiveness studies can

use randomised controlled trial designs; how-

ever, the relevance of all design aspects to

usual practice is emphasised more in effec-

tiveness trials. This concerns participants,

interventions, control conditions and

outcomes. Interventions are often applied
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more flexibly in effectiveness trials. This

chapter places most emphasis on design

aspects because, in contrast to statistical

analyses, they are more basic; they cannot be

corrected after completion; and they are a

precondition for a correct analysis. However,

some basic principles for statistical analysis,

as well as common pitfalls, are also explained

briefly. In summary, this chapter should

enable the reader to make informed decisions

to design outcome studies that are clinically

relevant and methodologically sound.

This chapter reviews some basic and some

neglected methodological issues in quantitative

outcome research. Psychotherapy outcome

research now finds itself situated in the context

of evidence-based medicine (EBM). In this con-

text, the demand for high-quality evidence

appears to be stronger than ever before, and

although EBM has not really created any new

methodologies, it has highlighted strongly some

of the methodological details that need to be

observed for studies to be internally valid. Fol-

lowing a brief historical overview, the chapter

starts by explaining and discussing the justifica-

tion of the so-called hierarchy of evidence, which

has been much discussed and which places

randomised controlled trials (RCTs) at the top

of the hierarchy. The need for and adequacy of

RCTs has been questioned by many psychother-

apy researchers, and this discussion is briefly

summarised.

Having reviewed the basic reasoning behind a

hierarchy of research designs, the mathematical

reason behind the need for large sample sizes is

then explained. While this may be less contro-

versial in psychotherapy research, it is important

to understand because large samples are so diffi-

cult to achieve and particularly in order to avoid

misinterpretations of underpowered studies. A

common misunderstanding and source of contro-

versy, the alleged need for restrictive therapy

manuals in RCTs, is reviewed, as is the much

used but not always fully understood difference

between efficacy and effectiveness. The diffi-

culty and importance of choosing outcome

measures that are relevant for all parties involved

is explained on the background of current

discussions in both psychotherapy research and

EBM. Issues that are somewhat neglected in

psychotherapy research while receiving much

attention in EBM are reviewed, such as alloca-

tion concealment and intention-to-treat analysis.

Finally, I discuss the statistical analysis of out-

come studies. While there are often several ways

how a given study may be analysed, there are

some common errors and ways how they should

not be analysed. In summary, this chapter should

enable the reader to make informed decisions to

design studies in ways that are clinically relevant

and methodologically sound.

26.1 Psychotherapy Outcome
Research in the Era of
Evidence-Based Medicine

26.1.1 The Origins of Psychotherapy
Outcome Research

Systematic quantitative research into the out-

come of psychotherapy (from now on in this

chapter simply referred to as outcome research)

began in the 1950s and was to a large extent

provoked by a negative report that questioned

whether psychotherapy had any positive effects

(Eysenck 1952; see Chap. 3). Eysenck’s review

would in today’s terminology be called a meta-

analysis (even though today’s meta-analysis

methods are much more sophisticated; see

Sect. 26.2.4): Statistical reports from hospitals

and psychotherapy institutes, together including

more than 7,000 patients, were drawn together

quantitatively to form a summary statistic on the

percentage of patients improved. This statistic

was compared to the percentage of improved

patients in state mental hospitals where no psy-

chotherapy was given—a kind of “standard care”

condition (see Sect. 26.8). The percentage of

improved patients was lower with psychotherapy

than without and lower with intensive
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psychoanalytic therapy than with typically less

intensive eclectic psychotherapy. The author

concluded that there was no evidence that psy-

chotherapy contributed to improving patients

beyond the standard treatments provided at that

time. The review had a number of shortcomings,

some of which were noted by the author and most

of which will be interesting to discuss in this

chapter that concerns the methodology of out-

come research.

The field of psychotherapy outcome research

has exploded in 60 years since that report, and

many studies and reviews have shown much

more favourable results. Numerous comprehen-

sive overviews have been published summarising

the findings of psychotherapy outcome research

to date (e.g. Cooper 2008; Lambert 2004; Roth

and Fonagy 2005; Wampold 2001). These

overviews have led to the conclusion that psy-

chotherapy is effective and that no school of

psychotherapy is generally more effective than

another. However, the search for the best

methodologies and the debate on the right inter-

pretation of this massive body of literature con-

tinue until today. It is also interesting in itself that

a negative report stands at the beginning of the

development of a highly productive research

field.

Let us now turn to some of the methodological

weaknesses of Eysenck’s review:

– Unclear and subjective measurement of out-

come: This is a limitation that the author

acknowledged. At that time there was little

consensus on diagnostic criteria or measure-

ment of clinical outcomes, so it was difficult

to judge across studies what was meant by

“improved”. Very much has changed since

then. Thousands of scales have been devel-

oped and validated for all kinds of

populations, domains and purposes. Problems

of objectivity, reliability and validity can be

seen as solved when choosing one of these

validated instruments. However, one still has

to choose the most appropriate tool and sched-

ule for measurement. Today, there almost

seems to be the opposite problem: Which

one should I choose among the many scales

available? This will be addressed later in this

chapter (see Sect. 26.7).

– Limited comparability of “experimental” and

“control” groups: None of the studies Eysenck

had included was experimental in the sense

that participants were allocated to different

treatment conditions in a fair and unbiased
way. Each study had only one treatment con-

dition that was applied to all participants.

They were uncontrolled studies, either pro-

spective or retrospective. Medical researchers

often call this type of studies “case series”

(Sect. 26.2.2). The problem with the compari-

son across studies, as Eysenck had attempted,

is that it is unknown how similar or dissimilar

the patients were and if or how they may have

differed in their prognosis. The author did

acknowledge this limitation (but less explic-

itly or less emphasised than the previous one).

He argued that a possible bias was more likely

to occur in favour of psychotherapy because

patients at state mental hospitals were likely

more severely disturbed and therefore

(he argued) less likely to improve. It is impos-

sible to verify this claim. Only a mechanism

that ensures unbiased allocation of clients to

groups can solve this problem. This chapter

will review in detail why such fair assignment

to conditions is important and also how diffi-

cult it is to achieve in practice (see Sect. 26.2).

– Possible confounding in the length of follow-

up: Improvement rates were reported in the

original studies over 1 or 2 years and some-

times over unclear time periods. If improve-

ment can occur at different time points and

this varies across patients (a very likely

assumption), this will be important to take

into account as a possible confounding vari-

able. Modern statistical methods are now

available that enable controlling for

confounding variables. But practitioners

starting to think about research may still

think in terms of numbers of sessions and

not consider the time scale in the first place.

– Researcher allegiance/bias: The author makes

his negative bias towards psychotherapy clear

from the outset. Personal bias may have
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influenced the way he selected studies and

variables, the way he made choices when

data were missing, the analyses methods he

chose and the interpretation of the results.

Researcher allegiance has been shown to

influence the results of outcome studies quite

drastically (Luborsky et al. 1999), but it is

ubiquitous—some have said that the only

ones who have no bias are those who know

nothing about the subject. Striving for objec-

tivity and transparency in methods and

making bias explicit may be the only solutions

that exist.

– Sample size and statistical test power: No

statistical tests were applied in the Eysenck

review, so the question of test power does not

arise. However, the sample size was rather

large in this early review: n ¼ 8,053 in the

“experimental” groups only (760 in psycho-

analytic and 7,293 in eclectic psychotherapy).

A later section in this chapter (Sect. 26.4) will

highlight why sample size is important (and

why large samples make it possible to detect

what smaller samples can’t). The present

example is a reminder that large sample size

alone is by no means a guarantee for an unbi-

ased sample. It is true that the random error

becomes smaller when sample size increases;

but the systematic error (bias in the study

design, in the selection, allocation, attrition

of participants and detection of outcomes)

does not.

26.1.2 Evidence-Based Medicine

The term evidence-based medicine (EBM) has

become popular since the 1990s. In an influential

paper it was defined as “conscientious, explicit,

and judicious use of current best evidence in

making decisions about the care of individual

patients” (Sackett et al. 1996, p. 71). Although

this definition of EBM does not explicitly refer to

any study design, the EBM movement has

become largely about randomised controlled

trials (RCTs) and systematic reviews/meta-

analyses of RCTs. It is implied in the definition

of EBM that some types of studies may be more

likely than others to represent the “best” evi-

dence. Another interesting observation that can

be made is that the definition refers to “individ-

ual” patients. They need not necessarily be

defined primarily or exclusively by means of a

medical diagnosis. Although Sackett most likely

had mainstream medicine in mind when

formulating it, his definition is open to medical

as well as non-medical interventions. For the

discussion in psychotherapy, it is important to

note that it does not necessarily imply

“medicalising” interventions or reducing clients

to their diagnosis or to passive recipients of treat-

ment: The definition speaks of care, not of treat-

ment, and of individuals, not of medical

diagnoses. (Sometimes the term “evidence-

based practice” is used to refer to the same

principles applied to non-medical interventions.

In this chapter the more common term EBM will

be used, but with non-medical interventions in

mind.) Another point that is often made is that

the definition refers to the “judicious” use of the

evidence. This is opposed to a restrictive, “cook-

book” approach where prescriptions and referrals

are only based on research evidence, not consid-

ering individual circumstances and subjective

elements in the decision process. The definition

may therefore imply that the use of EBM to

restrict the freedom of clinicians and patients is

a misuse of EBM, not an appropriate application

of it. Relatedly, it may also be noted that there is

nothing in this definition to imply anything about

the interventions themselves, for example, that

they should be standardised or manualised. This

is a point that we will return to later.

During the last two decades, the EBM move-

ment has certainly served to increase researchers’

and clinicians’ focus on and attention to RCTs. It

has extended to most countries and areas of

health care. EBM has become so strongly

associated with RCTs that it almost seems neces-

sary to remind readers that RCTs were not

invented by it. Early examples of controlled trials

can be found throughout history (one of the

earliest “trial reports” can be found in the Bible,

at the beginning of the Book of Daniel, compar-

ing the health outcomes of a vegetable diet and a
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meat diet). However, it was not until well into the

twentieth century that their methodology started

to be refined and elaborated tremendously. Most

steps taken have had the purpose of reducing bias

and improving the reliability and credibility of

the results. Regardless of whether or not one may

see psychotherapy as a “medical” intervention, it

is probably quite important for all who are inter-

ested in evaluating the outcome of psychotherapy

to keep up-to-date with the methodological

developments in clinical trials.

26.1.3 Evidence-Based Medicine
and Psychotherapy Outcome
Research

To what extent, one may ask, are the two worlds

of EBM and psychotherapy outcome research

related to each other? The Handbook of Psycho-

therapy and Behavior Change (Lambert 2004),

regarded by many as one of the most authoritative

sources on psychotherapy research, does not have

“evidence-based medicine” or “evidence-based

practice” as an index entry. But it has an entry:

“evidence-based treatment—see empirically

supported treatment”. “Empirically supported

treatment” (EST) is a term coined and used in

the USA that describes a controversial recent

trend in health-care policy that restricts the

services of psychotherapists to such therapies

that have demonstrated efficacy for a given disor-

der. Criticism of EST includes that it standardises

and “medicalises” psychotherapy more than nec-

essary and more than what would be beneficial for

psychotherapy clients. Treatment manuals, for

example, play a central role in the definition.

Like EBM, EST is also about using the evidence

from RCTs, but it also includes other elements

that are not necessarily a part of EBM. Current

criticism from psychotherapists addresses mostly

these other elements, such as therapy manuals and

disorder-specific treatments and not so much

randomisation per se; but it may have indirectly

led some to be sceptical of RCTs in general

as well.

Conversely, it is of course also legitimate to

ask how much space there is for psychotherapy

research within EBM organisations. The

Cochrane Collaboration, a worldwide

organisation aimed at producing systematic

reviews and meta-analyses of RCTs across all

fields of health care, is seen by many as one of

the spearhead organisations of EBM. It is

organised into about 50 “Review Groups”

(Higgins and Green 2008), of which five are

concerned with mental health. The primary

organisation is therefore by clinical problem,

which is often (but not always) a medical diag-

nosis. The type of intervention has a secondary

role; given the much larger number of pharma-

ceutical trials, it is not surprising that these are

more prevalent there than psychotherapy. (Some

years ago, however, the Cochrane Collaboration

decided that they would not accept any support

from the pharmaceutical industry for their work,

in order to secure its independence.) There is also

limited recognition and understanding of the spe-

cific issues in psychotherapy research, simply

because psychotherapy is too marginal within

mainstream medicine. The Cochrane Collabora-

tion has also established “Fields” to address

broader issues that exist across a range of clinical

problems, such as issues linked to a certain type

of intervention. However, a behavioural medi-

cine field has been the closest to psychotherapy

so far, and so it can probably be said that a lack of

understanding is mutual and dialogue is difficult.

On the other hand, some issues may be less

problematic within the EBM culture than one

might expect. To mention two examples that

are controversial in psychotherapy research:

there is nothing in the Cochrane Handbook

(Higgins and Green 2008) that requires therapy

manuals (see Sect. 26.5) and standard care con-

trol groups are seen as equally acceptable as

placebo control groups (see Sect. 26.8). The one

element that is considered very important is

proper random allocation to groups (see

Sects. 26.2, 26.3, 26.9 and also 26.10). This is

important to understand for researchers planning

to conduct psychotherapy outcome research that
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will be acceptable within the framework

of EBM.

26.2 What Is the Hierarchy
of Evidence and How Is It
Justified?

26.2.1 The Hierarchy of Evidence

Hierarchies of evidence (the plural is more cor-

rect as there is not only one version) attempt to

rank different research designs according to their

likely reliability in answering questions about

treatment effects. With the proliferation of

EBM, they have become rather widespread. The

hierarchy is often shown as a pyramid, which

also illustrates that the most reliable designs

(at the narrow top of the pyramid) are more rare

than the less reliable (and less expensive)

designs. RCTs and/or systematic reviews of

RCTs are always ranked at the top, then different

observational and quasi-experimental designs

follow, and at the bottom is anything from

unverified expert opinion to biological

mechanisms as tested in cells or rats, for exam-

ple. Some versions also include qualitative

research on one of the lower levels (Else

and Wheeler 2010; see also Chap. 27). In the

psychotherapy research literature, such hierar-

chies have been reviewed by Cooper (2008,

p. 181) and by Roth and Fonagy (2005, p. 18).

But why is the rank ordering as it is? How is this

hierarchy of evidence justified?

26.2.2 Evolution of Research Designs

Instead of a seemingly fixed hierarchy it may be

more useful to think of an “evolution of compar-

ative methodology” (Berger 2005, p. 3). This

evolution is likely to have started with the sin-

gle-case study: “applying [the intervention] to a

single subject, and noting if this subject appeared

to improve or deteriorate” (p. 3; Table 26.1).

Such a study would be sufficient as an evaluation

of intervention effects if “the natural history of a

disease is known with absolute certainty, and

there is literally no variation across patients”

(Berger 2005, pp. 3–4). A drastic example

would be a potion that brings a dead person

back to life. Since we know that the probability

of coming back to life without this magic potion

is zero ( p ¼ 0; an impossible p value in our usual
statistical analyses), we can conclude with cer-

tainty (!) that the potion was responsible for the

effect.

As soon as there is variation and uncertainty

in how clients will develop, only probabilistic

statements are possible. That is, we can never

conclude with 100 % certainty and we need

repeated observations from more than one client

to increase the level of certainty (or more pre-

cisely, to decrease our uncertainty). The outcome

of one client is as uninformative as the result of a

single coin toss to determine the probability of

the coin showing heads or tails. Intuitively, “a

larger sample will offer some benefits, because

the sampling variability is reduced with increases

in the sample size” (Berger 2005, pp. 4–5; see

also Sect. 26.4). In a case series or cohort study, a

series or cohort of consecutive patients with a

similar type of problem all receive the same

intervention, and their outcome is observed.

Such a design helps to “ascertain preliminary

indications of efficacy” (p. 5) and are therefore

used both in the development of drugs (phase II

studies) and in psychotherapy studies.

However, it can be argued that any evaluation

of an intervention is necessarily comparative in

nature. Implicitly or explicitly, one will assume

that the intervention is being compared to either

the absence of the intervention or to some other

intervention or strategy. Case series and single-

case studies share the same weakness in this

respect, that any comparison must remain

implicit. Historical controls are one simple way

of providing such a comparison more explicitly.

The historical control design entails comparing a

current cohort of clients who receive the inter-

vention with earlier patients before the interven-

tion was available. (Note that this could either

mean before it was invented or before it was

made available at a certain place.) Obvious

types of bias include shifts in the population

and shifts in the care provided. The design is
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not too common in psychotherapy research. It

should just be noted that bias can occur in any

direction: For example, new treatments (other

than the treatment of interest) may have

emerged, leading to a bias in favour of the cur-

rent cohort, or expensive but beneficial

treatments may have been discontinued in man-

aged care, leading to a bias in favour of the

historical cohort.

Designs with parallel control groups avoid

these sources of bias, but can still suffer from

self-selection bias. For example, a comparison of

today’s smokers with today’s non-smokers to

compare their health outcomes will likely be

confounded with other lifestyle factors such as

alcohol consumption or eating habits. In matched

designs, one tries to balance such factors, either

on a group level or on an individual level, by

choosing control subjects that are matched on

known confounding factors. This is most feasible

when a large pool of control subjects are avail-

able. It is then also possible to match several

control subjects to one experimental subject,

which will improve statistical precision and test

power (see Sect. 26.4). However, with an

increasing number of such covariates to be

considered, matching quickly becomes difficult

if not impossible to do practically. Even with

advanced statistical methods for improving the

matching on several variables (such as propen-

sity score methods), one very substantial prob-

lem remains: It is never possible to match on

unmeasured variables, but some of the most

important confounding factors may well be

unmeasured in practice or even unmeasurable in

principle. Any matching strategy, however

advanced, always relies on the untestable

assumption that the groups are balanced on all

confounding variables, including those that are

unmeasured.

This leads to designs using randomisation, a

process which “aims to ensure similar levels of

all risk factors in each group; not only known, but

also unknown, characteristics are rendered com-

parable, except for either the play of chance or a

real effect of the intervention(s)” (Berger 2005,

p. 9).

How can it be that a process of randomisation

creates a balance that seems impossible to

achieve by using other methods? We may under-

stand this intuitively or mathematically: Intui-

tively, if you play, say, roulette once, you don’t

Table 26.1 An overview of research designs

Design Definition Strengths Weaknesses

Single-case study Applying the intervention to

a single participant and

noting change

Simple; close to clinical practice Sufficient only if changes in

the absence of the

intervention are known with

certainty

Case series A series of similar clients

receive the same

intervention

Sampling variability is reduced as

sample size increases; ascertains

preliminary indications of efficacy

No explicit comparison with

the absence of the

intervention

Historical controls Comparing a current cohort

to an earlier cohort before

the intervention was

available

Establishes an explicit

comparison

Services and characteristics

of the population may have

changed

Parallel controls—

matching

Choosing control subjects

that are matched on known

confounding factors

Rules out historical shifts Difficult to achieve balance;

impossible to control for

unknown confounders

Parallel controls—

randomisation

One sample is divided

randomly into different

interventions

Can create balance on known and

unknown confounders

Clinicians who make

decisions about inclusion will

try to undermine random

assignment

Parallel controls—

randomisation with

allocation

concealment

Randomisation sequence is

kept concealed from

clinicians

Creates balance on known and

unknown confounders, preventing

subversion

Clinicians may still attempt to

guess the next assignment
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know if you will get an odd or an even number;

but if you play it many times, you know that odd

numbers will appear about equally as often as

even numbers. The same is true for high versus

low, red versus black, thirds and for any given

number of the roulette game. Mathematically,

the law of large numbers and the central limit

theorem describe exactly how close the balance

will be - the larger the sample size, the closer.

Note that there is no corresponding “law of small

numbers”!

Practically, randomisation is today most often

done with a computer-generated list of random

numbers, but it is equally valid to draw lots or to

toss coins, as long as there is “no opportunity for

the subject to select a treatment, and no opportu-

nity for the investigator to assign a treatment

based on subject characteristics” (Berger 2005,

p. 9). The interest and zeal of researchers,

clinicians and patients to subvert this random

assignment should not be underestimated. Allo-
cation concealment (as discussed in Sect. 26.9 of

this chapter) is commonly used to prevent the

subversion of randomisation. However, “selec-

tion bias may occur even in properly randomized

trials” (Berger 2005, p. 15), and in some studies

there is evidence that it has occurred, for exam-

ple, because clinicians successfully guessed the

next allocation in some of the cases (pp. 37–84).

It is therefore important to be careful even in this

most rigorous design (Table 26.1).

26.2.3 Limits of the Hierarchy of
Evidence

This evolution of research designs is analogous

to reading the hierarchy of evidence from bottom

to top. It shows how each next, more advanced

design aims to prevent the possible biases from

each previous, more basic design. Therefore, the

logical reasoning behind the hierarchy of evi-

dence is very clear, even if certain biases can

still occur with even the most advanced designs.

However, one needs to keep in mind that the

hierarchy of evidence is not about the quality of

research per se. Qualitative researchers, for

example, sometimes feel that the hierarchy of

evidence devalues qualitative research by plac-

ing RCTs on the top, but that is an over-

interpretation of the pyramid. The hierarchy of

evidence only ranks the reliability of research

designs for one specific purpose—for questions

of treatment effects. As Roth and Fonagy (2005,

p. 18) note, the hierarchy “should not be

misunderstood as indicating the clinical utility

of different research designs; depending on the

research question being asked, methodologies

lower in the hierarchy may be completely appro-

priate”. In practice, the choice of a design also

“represents a compromise reflecting the intents,

interests, and resources of investigators” (p. 18).

It is also true that the hierarchy only reflects the

internal validity of studies. It does not say any-

thing about their external validity or about the

quality of the clinical work.

26.2.4 Systematic Reviews and Meta-
analyses

Systematic reviews (SRs) and meta-analyses—

the two terms are often used interchangeably—

are both a category within and across the levels

of evidence. In hierarchies of evidence they are

usually listed just above the design of the studies

that are included—for example, an SR of RCTs

would be placed above a single RCT. The reason

for that is that generalisability is improved when

studies carried out in different places, by differ-

ent investigators, in different contexts but focus-

ing on a similar population and intervention,

have found similar results. Meta-analysis is the

statistical technique to combine such studies in

an analysis (Higgins and Green 2008; The

Cochrane Collaboration 2005; see Chap. 28 for

an example). The obvious advantage is increased

power (see Sect. 26.4) because the total sample

size is larger than the sample sizes of each pri-

mary study. A less obvious challenge is hetero-

geneity across studies. Clinical heterogeneity is

the degree to which study characteristics such as

clients, interventions and outcome measures dif-

fered; it is to some extent a subjective category

and should be considered before deciding what

studies to combine in a meta-analysis. In
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contrast, the extent to which results vary across

studies can be measured. To distinguish from the

variation between participants within a study

(i.e. variance), between-study variation is com-

monly termed statistical heterogeneity. Inferen-

tial and descriptive measures have been

developed to measure it (Higgins and Green

2008).

A note is warranted about the history of meta-

analyses and SRs as a research culture. The

earliest meta-analyses, in psychotherapy and

other fields, lumped many studies with consider-

able variation in clients, interventions, outcome

measures and study designs. The sheer number of

included studies was sometimes used as an argu-

ment for the validity of their conclusions. More

recently, clinical homogeneity has received more

emphasis, leading to smaller and more narrowly

focused reviews (and at the same time, the term

“systematic review” has become more prevalent,

emphasising more the selection process than the

statistical analysis part). For example, many

Cochrane reviews only include a handful of care-

fully selected studies; but if these show convinc-

ing results, that can be a stronger finding than a

larger but more diverse meta-analysis. An addi-

tional purpose that such SRs can fulfil is to iden-

tify gaps in the research literature. For this

reason, it is sometimes recommended to do a

SR before designing a new study.

26.3 Do We Really Need
Randomised Controlled Trials
in Psychotherapy Outcome
Research?

There has been a lively discussion in psychother-

apy research about whether or not RCTs are

necessary and whether or not they are adequate.

To some extent the same questions have also

been raised within mainstream medicine. For

example, Black (1996) argued, quite aptly, that

there are situations where RCTs are either unnec-

essary, inappropriate, impossible or inadequate

and that observational studies therefore should

have a place in the evaluation of health care.

Those situations, however, are highly specific:

“Insulin in insulin-dependent diabetes” and

“anaesthesia for surgical operations” (Black

1996, p. 1215) are two drastic examples where

RCTs are unnecessary. A more hypothetical

example, as entertaining as enlightening, is the

use of parachutes when jumping off an airplane

(Smith and Pell 2003). So the discussion in med-

icine is really about whether observational stud-

ies should be seen as sufficient in “exceptional

circumstances” (Smith and Pell 2003, p. 1460).

In psychotherapy there seem to be many who

question whether RCTs are necessary or ade-

quate at all. In this discussion, some legitimate

concerns of how RCTs are carried out in practice

are mixed with some misunderstandings and

overgeneralisations about the nature of RCTs in

principle.

Among the most well-known voices sceptical

of RCTs, Seligman (1995) has argued eloquently

and provocatively for using uncontrolled survey

methods as the best method to evaluate the effec-

tiveness of psychotherapy. Although thought-

provoking in many ways, the paper inappropri-

ately equated effectiveness studies with observa-

tional studies (see Sect. 26.6) and RCTs with

“manualised, fixed duration treatment” (p. 965;

see Sect. 26.5). The central element to RCTs is

randomisation to two or more different

interventions; this does not automatically imply

anything about the nature of these interventions

(such as the use of manuals or a fixed duration) or

participants (such as a medical diagnosis).

As another well-known example in the psy-

chotherapy literature, Howard et al. (1986)

conducted a review about the “dose-effect rela-

tionship in psychotherapy”. Their findings (simi-

larly reproduced for illustrative purposes in

Fig. 26.1) suggested that the percentage of

patients improved increased with the number of

psychotherapy sessions. The curve was steeper at

the beginning, resembling a logarithmic curve. A

control group was not considered; the actual data

were about changes during treatment, not effects

of treatment, in spite of the word “effect” in the

title of the paper. There is an important differ-

ence between these two words. How these

changes can be interpreted is not independent of

the question on what changes would have
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occurred in the absence of treatment. It is of

course reassuring for anyone who cares

about psychotherapy clients that they improve

over time; however, while this is an interesting

finding about psychotherapy clients, it is not in

itself a finding about psychotherapy unless we

also consider the counterfactual: How would

these clients have changed without psychother-

apy? (It should be noted here that the paper by

Howard et al. did consider the confounding

between time passed and number of sessions

received. The limitations of the review, as well

as extraneous evidence to support the findings,

were discussed. The paper is also notable in its

unusually thoughtful discussion of theoretical

issues, such as the limitations of “session” as an

imperfect proxy measure for psychotherapy’s

active ingredients.)

Figure 26.2 shows several possible scenarios

of what might have been the case. Scenario A is

the very unlikely event where nobody would

have improved without psychotherapy. Unrealis-

tic as it might be, this would be the implicit

assumption when equating changes with effects.

Most likely, at least some people will improve

over the course of time. Depending on their

severity and chronicity and many other factors

(such as support from friends or relatives), this

rate might be rather low, as in scenario B, or it

might be almost as high as with psychotherapy,

as in scenario C. It is impossible to know which

is correct, but the conclusions would be rather

different. Scenario B would suggest a rather dra-

matic effect, scenario C a much more modest

effect. Probably scenario C is more realistic. It

might even be that scenario D is correct. This

would suggest a harmful effect of psychotherapy:

Even though many improved in psychotherapy,

there were even more who improved without it. It

might be an implausible assumption, but it is

possible. It is always easy to find explanations

post hoc: Perhaps therapy entrenched them in

their role as victims and as helpless and depen-

dent on others? The last two scenarios show more

complex interactions of treatment effect and

time: There might be an early effect that vanishes

over time (scenario E, possibly explained by

clients’ expectation of improvement and the rein-

stallation of hope?) or a late onset of effects

(scenario F, possibly due to being confronted

with conflicts?). More scenarios would be possi-

ble to imagine; few could be discarded a priori.

This shows the importance of control groups that

are, at the outset, similar to the intervention

group (such as in a randomised design; see

Sect. 26.2.2).

As a play of thought, one might consider a

negative event as an outcome. For some reason,

such outcomes are not too common in psycho-

therapy research, but they do have relevance in

mental health and are used in the broader field of

mental health services research. For example,

relapse, attempted suicide or death might be con-

sidered. The outcome might either be displayed

as a time-to-event curve showing a changing

percentage over time (similar to Fig. 26.1, but

with reversed signs) or as a percentage at a given

time point. What would such a result indicate if

only a group receiving psychotherapy was con-

sidered? We would hardly conclude that the

clients committed suicide as a result of psycho-

therapy. In terms of treatment effects, the result

makes little sense unless we also consider a com-

parison group receiving some other type of care.

Without such a comparison, it would be interest-

ing in terms of the prognosis of clients but not in

terms of treatment effects.
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Fig. 26.1 Relation of number of sessions of psychother-

apy and percentage of patients improved. Note. This fig-
ure is similar to Fig. 1 in Howard et al. (1986). The label

of the x-axis has been changed from “Number of

sessions” to “Number of sessions (or weeks)” to show

the implied time dimension explicitly. The numbers

shown are similar to Howard’s numbers for “objective

ratings at termination” but may not be exactly reproduced

from the original graph
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Studies based on large databases of psycho-

therapy clients continue to emerge and certainly

have their appropriate place. However, regard-

less of how impressively large the patient pools

may be, such studies cannot replace a controlled

trial. RCTs are needed to understand the effects

of psychotherapy, as of any other treatment; but

this does not imply anything about how psycho-

therapy should be delivered or how client groups

should be defined.

26.4 Why Are Large Sample Sizes
Important?

Put simply, large sample sizes are needed

because treatment effects are subtle and because

patients are different. If treatment effects are

dramatic (e.g. everyone dies without the treat-

ment but survives when offered the treatment),

it is not necessary to collect data from many

patients to come to a definite conclusion. How-

ever, there are very few treatments that have

such extreme effects (Smith and Pell 2003).

Most treatments, psychotherapy or other, have

subtle effects: Some get better with the treat-

ment, but also some without. Some get worse

without the treatment and some also with the

treatment. The purpose of taking a sample is to

be able to generalise to a population. It is intui-

tively clear that any estimates of a quantity in a

population becomes more precise as informa-

tion from more people becomes available. We

always see it on the evening after an election

day: The estimates become more precise

towards the end of the evening when more

votes have been counted. It can also be seen

relatively easily from the mathematical

formulas.

The standard error of the mean (SEM; may

also be abbreviated as SE) describes how far an

estimated mean (the mean in a sample) typically

deviates from the true mean (the mean in the

population). Calculation is based on the standard

deviation (SD) of the quantity of interest and the

number of cases (n) where this quantity was

observed. The formula is SEM ¼ SD/√n [see

any statistics textbook or the Wikipedia article
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Fig. 26.2 Data from

Fig. 26.1 with hypothetical

control group added: six

possible scenarios. Note.
The dashed lines show the

development of a

hypothetical control group

without psychotherapy
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on “Standard error (statistics)”]. From this for-

mula one can see several things:

– Having n in the denominator means that the

more n increases, the more SEM decreases, or

in other words, the more precise the estimate

becomes.

– Because the square root of n is involved, this

means that the gain in precision with every

new participant is smaller when n is already

larger. The gain when going from 20 to

21 participants is greater than from 1,000 to

1,001.

– Having SD in the nominator means that the

estimate also becomes more precise when SD

becomes smaller. This is one reason why

researchers often try to select homogeneous

samples. For example, a depression question-

naire may have SD ¼ 10 in a population of

depressed outpatients but SD ¼ 15 when

outpatients and inpatients are combined.

(This relationship is somewhat masked when

effects are expressed in terms of effect sizes,

which are already standardised by their SD.)

SEM is the basis for many statistical tests, and

therefore the considerations above can be

extended to applications like t-tests (a test to

compare two means), ANOVAs (a test to com-

pare three or more means) and many others: An

increase in sample size will mean increased pre-

cision and thus greater test power. The SEM is

also very useful to calculate confidence intervals

(CIs). A CI is “a measure of the uncertainty

around the main finding of a statistical analysis”

(The Cochrane Collaboration 2005). A 95 % CI

indicates, in simple terms, that we can have 95 %

confidence in it: Only 5 % of the possible

samples we could take would be outside this

range. CIs have a direct correspondence to a

statistical test, while also retaining the descrip-

tive information, and are therefore becoming

increasingly common in clinical research. Like

the SEM, the CI will also become smaller as

sample size increases. Figure 26.3 shows the

relationship between n and the 95 % CI. One

can see clearly how precision improves as

n increases, and one can also see that the gains

are greater at the beginning than when n is

already large. In a comparative study, the ques-

tion is not about one quantity, but about compar-

ing two quantities (e.g. the mean in an

experimental and a control group). But the issues

are the same: one needs a reasonably precise

estimate of both means in order to make a state-

ment about their difference.

While it is interesting and important to know

this relationship, the question that researchers

want to know most is perhaps not just that “the

more, the better” but “how many do I need”?

This touches the issue of test power, a full dis-

cussion of which is beyond the scope of this

chapter. Useful descriptions with practical

solutions can be found in Indrayan (2008,

pp. 370–371, 380–392) and Altman (1991,

p. 456). As a rule of thumb, a small clinical

trial will have around 30 participants per group

(most trials in psychotherapy fall into this cate-

gory), a medium-sized trial around 100 per group

and a large trial around 300 per group (Indrayan

2008, p. 392). The largest samples are needed

when

– Treatment effects are small (e.g. when com-

paring two similar interventions, rather than

one active intervention to a no-treatment

condition).

– The population is heterogeneous (i.e. SD is

large).
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Fig. 26.3 Relationship between sample size (n) and pre-

cision. Note. This figure shows the mean (solid line) and
95 % confidence interval (dashed line) as a function of

n for a hypothetical quantity (e.g. the sum score of a

standardised questionnaire) with M ¼ 50 and SD ¼ 10
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– The study should provide a definite answer

(i.e. low chance of type I and type II errors

or low alpha level and high test power), as

opposed to an exploratory pilot study in a

new area.

Large samples are difficult to achieve, yet it is

important to invest all possible efforts to achieve

a reasonably large sample. There is little that can

compensate for a too small n. A homogeneous

sample and a strong treatment effect are two

other important aspects that have been men-

tioned. There is one more thing that can be

done to improve power and precision with a

limited sample and that is to measure the same

outcomes repeatedly in the same subjects.

Thereby one increases the number of data points

instead of the number of individuals. However,

repeated measurements in the same individual

are usually correlated, which means that

advanced statistical techniques are required and

that the gains are more limited than when

increasing the number of participants (see

Sect. 26.11).

A final cautionary note to conclude this sec-

tion: Large samples have smaller random error

than smaller samples, but not necessarily smaller

systematic error. It is sometimes said that with

increasing sample size, the random error does not

converge to zero; rather, it converges to the sys-

tematic bias. Systematic bias can only be reduced

through careful study design. If the study design

does not preclude systematic bias, a large sample

does not only fail to help against it. It may even

be dangerously misleading as it may create the

impression of a high precision which is in fact

spurious precision.

26.5 Do RCTs Always Involve
Therapy Manuals?

26.5.1 Research Rigour Versus
Therapeutic Flexibility

Some of the reservation about RCTs in the psy-

chotherapy literature is due to a notion that RCTs

have to involve manuals, which are seen by many

to restrict the therapist and the patient and to

overstructure the therapy. This raises some

questions, such as: How did the demand for

manuals come up? Who demands that they

should be used? What are the pros and cons of

using manuals? Are there other solutions?

Psychotherapy manuals were first used for

cognitive therapy some 30 years ago, but have

more recently also been developed and applied

for other approaches. As Cooper (2008, p. 152)

writes, “the term ‘manual’ may conjure up

images of minute-by-minute set instructions”,

but “most manuals are broader guides to treat-

ment”, describing principles and techniques of an

approach and giving concrete examples. In this

way, a manual is not entirely unlike what used to

be called simply a textbook (Kächele 2010). Two

purposes of a manual can be identified: one pur-

pose is to ensure replicability of the study and a

second one might be to guide practitioners who

wish to apply the approach in usual practice

(outside of a research study). There is a consen-

sus that the form of therapy applied in a study

must be described with sufficient clarity to

ensure replication and to judge the study’s appli-

cability for one’s practice. Controversies exist,

however, as to how much of a predefined struc-

ture such descriptions should impose on the ther-

apy process. This has become more a political

than a scientific issue, especially in the USA

where approaches not using manuals have been

considered unacceptable in principle. Wampold

(2001) suggested an RCT comparing psychother-

apy with a manual to the same form of therapy

without a manual to determine the effects of

manuals (p. 213), but added that such a study

“would not be funded under current policy”

because manuals are not used in all treatments

investigated (p. 214). From a scientific perspec-

tive, the challenge could be formulated as one of

describing the therapy with sufficient clarity

without changing it to something else

(i.e. replicability vs. generalisability; see also

Sect. 26.6). At least in some forms of psycho-

therapy, the therapist’s (and client’s) freedom to

choose working modalities flexibly and adap-

tively is an important part of the process. Some

have argued that “unpredictability is an intended
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part of the process” so that there is not only a

need to control but also a need not to control the

process of therapy (Piper and Ogrodniczuk 1999,

cit. in Rolvsjord et al. 2005). Others have argued

that essential common factors such as the

therapist’s warmth are at risk when applying

manuals too rigidly (Wampold 2001).

From this discussion it becomes clear that the

question of manuals is not as much an either-or

situation but more a question of degree: To what

degree should the therapy be standardised or

practised flexibly? How can the best balance

between research rigour and therapeutic flexibil-

ity be achieved? Some manuals are more pre-

scriptive, while others are more descriptive;

some focus more on adherence, others more on

competence and some more on overarching

principles and attitudes, others more on concrete

techniques (Rolvsjord et al. 2005). The right

answer to these questions depends on the aims

of the research and the type of therapy

investigated; it cannot be the same for all studies.

A study can be high or low in the hierarchy of

evidence (see Sect. 26.2) regardless of whether

or not a manual is used. As noted before (see

Sect. 26.1.3), powerful EBM organisations such

as the Cochrane Collaboration (Higgins and

Green 2008) have no opinion on this matter.

Another consideration is that pragmatic trials of

effectiveness can be characterised by more lee-

way and flexibility for the therapist than explan-

atory trials of efficacy (Thorpe et al. 2009).

26.5.2 Related Issues: Beyond the
Horse Race

Having opened up the relationship between

RCTs and the “medical model” (Wampold

2001) of psychotherapy by showing that RCTs

can be valid without manuals, one may want to

go a step further in thinking about interesting but

less conventional applications of RCTs in the

field. RCTs in psychotherapy cannot only be

understood as a “horse race” between different

schools of thought. It can be worthwhile to

consider studies where randomisation is to other

things than to schools of psychotherapy:

– Dosage: As Feaster et al. (2003) note, there

have been very few studies randomising to

different “doses” of psychotherapy, in spite

of an abundance of observational studies

addressing the topic. Studies could randomise

either to different treatment durations or to

different frequencies of sessions (the latter

even with open-ended duration, as long as

measurement time points are independent of

treatment duration). Such studies are common

in drug development, often called “dose-

finding” trials, and would also be beneficial

in psychotherapy, addressing a question that is

both policy-relevant and relevant for

practitioners.

– Variants within the same school: Within each

school of thought there may be different

approaches whose relative merits are worth

examining. One such example—the same ther-

apy with or without using a manual—has been

mentioned before. The results of such trials

would be directly relevant to practitioners.

Such studies would however have to be

planned with particular care, as differences in

effect are likely small, thus necessitating a

large sample (see Sect. 26.4 above).

– Therapist: There are indications from obser-

vational studies, as well as from observational

data within RCTs, that the person of the ther-

apist may account for a considerable propor-

tion of the effects of psychotherapy (Roth and

Fonagy 2005, p. 447ff; Wampold 2001,

p. 184ff.). However, to my knowledge no

RCT has been conducted where patients

were randomised to therapists rather than to

therapy methods. It has been argued that such

a trial would be unlikely to receive funding

(Roth and Fonagy 2005, p. 448), but it would

address a scientifically relevant question, par-

ticularly in relation to the contextual model of

psychotherapy (Wampold 2001). If

conducted, such a trial should not focus on

the performance of individual therapists but

model the degree of variation between them.
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These are just some examples of how the

scientifically most rigorous design can be applied

creatively to address questions that may be more

relevant and appealing to practitioners than tra-

ditional, “horse-race”-type comparative studies.

26.6 What Is the Difference
Between Efficacy and
Effectiveness?

It is generally accepted that efficacy is the effect

of a treatment under ideal circumstances,

whereas effectiveness is its effect under “real-

world” circumstances. Less known in the psy-

chotherapy community is the fact that the distinc-

tion is not about research design per se, but about

the focus of the research question. RCTs can

address effectiveness or efficacy, depending on

how they are designed. Ten domains—including

how participants, interventions, comparisons and

outcomes are defined—reflect the degree to

which a trial addresses either efficacy or effec-

tiveness (Thorpe et al. 2009).

For example, the glossary of the Cochrane

Collaboration (The Cochrane Collaboration

2005) defines efficacy as follows: “The extent

to which an intervention produces a beneficial

result under ideal conditions. Clinical trials that

assess efficacy are sometimes called explanatory

trials and are restricted to participants who fully

co-operate”. In contrast, effectiveness is defined

as “the extent to which a specific intervention,

when used under ordinary circumstances, does

what it is intended to do. Clinical trials that

assess effectiveness are sometimes called prag-

matic or management trials. See also intention-

to-treat”.

These definitions make it clear that RCTs can

address both types of questions. The design

would however vary in many elements: Patients

would be less selected in an effectiveness or

“pragmatic” trial, in order to more adequately

represent typical clinical populations. In efficacy

or “explanatory” trials, in contrast, it would be

more accepted to have long lists of exclusion

criteria, which serve to specify a selected and

homogeneous population for which a new

treatment is supposed to work, but at the expense

of also creating an artificially selected sample

that is unlikely to match “real-world” patients.

Likewise, the treatment is typically more rigor-

ously defined in an efficacy study than in an

effectiveness study. For example, extensive

training and selection of therapists before the

study, close supervision during the study, treat-

ment manuals (see Sect. 26.5) with assessments

of treatment fidelity and relatively low caseloads

of therapists all tend to represent an efficacy

study. Less selected therapists practising therapy

“as usual” according to their professional train-

ing, in a clinic with pressure of higher caseloads,

tend to be found in effectiveness studies. This list

is not exhaustive but merely intended to provide

some examples of how “real-world” therapy may

differ from “laboratory” therapy. It should also

be noted that these are differences of degree, not

absolute qualities. A study of humans can never

be as “pure” or “ideal” as the definition may

suggest, and any study where researchers attempt

to observe and analyse outcomes can also never

be fully representative of “ordinary

circumstances”. The definitions of efficacy and

effectiveness are probably best understood as

prototypical, with many grey zones in between.

Psychotherapy researchers have put much

emphasis on the distinction between efficacy

and effectiveness. As noted before, there is an

agreement that the terms differentiate “ideal”

from “ordinary” circumstances, but sometimes

this is mingled with questions of study design,

randomised versus others. One prominent exam-

ple is Seligman’s (1995) report about the “effec-

tiveness” of psychotherapy. Along the lines of

ideal versus ordinary circumstances, the author

writes that “I came to see that deciding whether

one treatment, under highly controlled

conditions, works better than another treatment

or a control group is a different question from

deciding what works in the field” (p. 966). There-

fore, he observes, quite in agreement with the

definitions above, that “the efficacy study is the

wrong method for empirically validating psycho-

therapy as it is actually done, because it omits too

many crucial elements of what is done in the

field” (p. 966). He also lists up some important
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limitations of efficacy studies: For example, psy-

chotherapy as practised in the field is “not of

fixed duration” but “keeps going until the client

is markedly improved or until he or she quits”; it

is “self-correcting” in terms of the techniques

used instead of “confined to a small number of

techniques, all within one modality and

manualised to be delivered in a fixed order” and

clients have “multiple problems” rather than

being selected “by a long set of exclusion and

inclusion criteria” (all on p. 967). What the

author did not note, however, was that effective-

ness RCTs can be designed to allow for all of

these variations. Instead, this much-cited paper

went on to suggest a retrospective survey as the

ideal alternative. This study design is listed very

low in the hierarchy of evidence because many

sources of bias are possible. As noted above, the

hierarchy of evidence does not devalue any

research designs per se but only ranks them

with respect to their reliability in answering one

type of research question, namely, that of inter-

vention effects (the term “effects” here includes

efficacy as well as effectiveness). A survey can

be a valuable, even the best, design for many

research questions, but not for evaluating treat-

ment effectiveness. For evaluating treatment

effectiveness, a survey can produce interesting

hypotheses that may be worth examining further.

Seligman did acknowledge that a survey could

not be the only method or provide the final

answer on psychotherapy’s effectiveness. How-

ever, for many readers, this and similar studies

have served to confuse the difference between

effectiveness and efficacy on one side and con-

trolled and uncontrolled studies on the other. It is

important to be aware that researchers outside the

psychotherapy community will expect “prag-

matic” RCTs, not observational studies, when

questions concerning the effectiveness of psy-

chotherapy are to be addressed.

26.7 What Is a Relevant Outcome
Measure?

Much has changed since the early review by

Eysenck (1952) (see Sect. 26.1) when

researchers in mental health could only rely on

a psychiatrist’s or other mental health

practitioner’s subjective and relatively undefined

judgment of “improved” or “not improved”.

Concrete and testable criteria for outcome

measures such as objectivity, reliability and

validity have been elaborated and used, and

many measures have been developed that meet

these criteria. In fact, there are today so many

different measures that some have raised the

question whether this represents “diversity or

chaos” (Hill and Lambert 2004, p. 107). 1,430

different measures were found in a review of

psychotherapy studies and still 98 measures in

studies on agoraphobia only (p. 107). In a review

of schizophrenia trials, 640 different instruments

were found (Thornley and Adams 1998, p. 1182),

and many measures were used only once. While

some diversity is certainly necessary and wel-

come, it seems very unlikely that there are

hundreds or thousands of entirely different out-

come domains that researchers may want to mea-

sure. Several general recommendations can be

given when choosing a measure for a new study:

– Is the measure relevant for patients? Is it sen-

sitive to the therapy method (i.e. does it mea-

sure what the therapy intends to do)? These

are two separate but somewhat complemen-

tary questions. The most relevant measure for

the patient may not be the most sensitive one

for the type of therapy and vice versa, but both

criteria should ideally be met. While some

psychotherapy methods are targeted directly

at symptom reduction, others are not. The

broader the population included in a study

and the broader the goals of therapy, the

more difficult it may be to find a measure

that meets both criteria. A related consider-

ation concerns the times when measures are

taken: What time points after the beginning of

therapy are most relevant from both

perspectives? Also, the closer the time point

is to the therapy session, the more sensitive

the measure may be, but for the patient it may

matter more how sustainable these changes

are. Behaviour counts in the therapy situation,

for example, may not necessarily be indica-

tive of the therapy’s effect on the patient’s
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everyday life (Hill and Lambert 2004,

pp. 115–116). It should be noted that a smaller

effect on a highly relevant outcome may be

more clinically significant than a bigger effect

on a less relevant one. However, the latter

might facilitate achieving statistical signifi-

cance (see Chap. 3, Sect. 3.2.4.3). Ideally,

there should be measurements before, during

and at the end of therapy, as well as at a later

follow-up.

– Is it standardised and published? Although

“standardised” is a kind of vague term for

describing the properties of an instrument, it

usually means that efforts have been made to

show that it is reliable, objective and valid. It

also means usually that it has been published.

Unpublished scales may, in addition to having

unknown psychometric properties, also be

more subjective to manipulation by study

investigators. Researchers may, for example,

be tempted to exclude items from the scale if

that changes the study’s results in the desired

direction. Whatever the real reason, unpub-

lished scales have been found to be associated

with significant findings in RCTs on schizo-

phrenia more than published scales (Marshall

et al. 2000).

– Is it feasible with my population, setting and

study design? Issues to be considered include

who will provide the information (self-report

versus independent observer) and how much

information can be reasonably collected. An

independent observer rating may sometimes

be seen as more objective than a self-report

(especially when the observer is blinded to the

assigned treatment), but a self-report may be

more feasible in some settings. Furthermore,

some outcomes are subjective in nature. Con-

versely, some populations may not be able to

fill out self-report forms so that one has to

choose an independent observer rating. The

amount of information also needs to be con-

sidered in relation to the population and the

measurement schedule. Researchers some-

times tend to choose too many and too long

questionnaires in an effort to include every-

thing that might be relevant. Especially when

participants are severely disturbed and/or

when measurements should be taken fre-

quently, fewer scales with fewer items will

improve the study’s feasibility. Pilot testing

on a few participants can be useful before

beginning a full-scale study.

– Is it widely used? Given the very high diver-

sity of existing measures, researchers should

check if the scale they intend to use is com-

monly used. If there are two or more scales

that measure the same domain and are equally

feasible, the more widespread scale should

probably be used to facilitate comparison

with other studies.

26.8 What Is a Relevant Comparison
Group?

Ideally, a trial should start from a position of

equipoise, that is, “a state of uncertainty where

a person believes it is equally likely that either of

two treatment options is better” (The Cochrane

Collaboration 2005; see also Indrayan 2008,

pp. 146–147). Realistically it is rarely the case

in a given trial that all those involved (the collec-

tive of clinicians, the individual clinician and the

patient) feel that they are uncertain about which

treatment option is better. When a new treatment

is tested against standard care, there may be

collective clinical equipoise, but therapists prac-

tising the method, and probably their clients, will

not have equipoise. When two competing

therapies are tested against each other, each cli-

nician will be convinced that his or her therapy is

better, although in general there may be

equipoise.

Basically, three types of strategies can be

identified in finding an appropriate comparator:

standard care (including no treatment or waiting

list), placebo therapy and another treatment.

Let’s start with the most controversial one, the

so-called placebo therapy (it may also be called

attention control). A placebo in drug research is a

pill (or other form of sham drug) that resembles

the active drug as closely as possible, ideally

with the same size, shape, colour and taste. The
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goal of using a placebo is to separate the psycho-

logical effects of receiving a drug from the

biological effects of the substance in the drug.

In psychotherapy, all effects are of psychological

nature, and this makes it problematic if not

impossible to construct a “placebo” psychother-

apy (Wampold 2001). A placebo therapy would

have to be “an activity that could be guaranteed

to have no therapeutic element that controls for

the effect of attention and that is also viewed by

patients as being as credible as the active inter-

vention” (Roth and Fonagy 2005, p. 20). In the

face of an unfinished discussion about what

constitutes the active ingredients of psychother-

apy, one may also argue that “research on pla-

cebo effects would be better conceptualized as

research on common factors” (Lambert and

Ogles 2004, p. 151). Consequently, “many

authors entirely reject the placebo concept in

psychotherapy research” (Lambert and Ogles

2004, p. 150), but others continue to support

it. It might be worthwhile to read the arguments

of the earliest proponents of placebo therapy to

understand the debate. Rosenthal and Frank

(1956) acknowledged that effects of psychother-

apy had been demonstrated by studies not using

placebo therapies, but noted that these “depend

to an undetermined extent on factors common to

many types of relationship between patient and

therapist” (p. 294). This, they stated, posed a

problem “for proponents of various specific

forms of psychotherapy who are convinced that

their successes result from their particular theory

or technique” (p. 294). In other words, placebos

are needed only if the aim of the study is to

demonstrate psychotherapy’s specific effects,

not its effects per se.

In the pragmatic age of EBM, less emphasis is

put on the question why a certain approach

works, as long as it can be demonstrated that it

works. For policy makers, the important compar-

ison is between realistic alternatives, such as

providing a therapy or not. This leads us to a

much more simple option: “Standard care”

(or “treatment as usual”) can be “a sensible con-

trol in many settings” (Roth and Fonagy 2005,

p. 20). It is by definition a heterogeneous cate-

gory—some participants may receive different

kinds and doses of medication; some may partic-

ipate in other psychosocial interventions; others

may receive no treatment. This can make it

“harder to attribute differences in outcome”

because “a number of confounds are possible”

(p. 20). In an RCT, one can however assume that

the amount of other treatments will be balanced

between the groups at baseline (see Sect. 26.2.2).

At follow-up, it may be wise to ask participants

about any changes in other treatments, as it may

be that they either compensated for the lack of

therapy in some way or that they required less

other treatment as a result of the therapy offered.

However, all of these may equally occur in

placebo-controlled trials. A practical problem is

that equipoise is not likely to exist, at least not

among therapists who offer the therapy and

clients who intend to participate. One common

solution is to use waiting lists, so that those

assigned to standard care may receive the therapy

later. However, this strategy will make the study

more expensive and also makes any later follow-

up assessments difficult to interpret.

Finally, one may choose an alternative treat-

ment as comparison, for example, another type of

psychotherapy, a drug or another “dosage”

(i.e. duration or frequency) of the same therapy

(see Sect. 26.5.2). It may be argued that compar-

ing to a “treatment with best-established effi-

cacy” constitutes a “powerful test of a treatment

efficacy” (Roth and Fonagy 2005, p. 20). Fur-

thermore, such a comparison is clearly also pol-

icy relevant. However, sample sizes in such

studies would have to be much larger than for

studies comparing to standard care, because

effect sizes would be expected to be smaller

(see Sect. 26.4). Therefore, such a design would

be most reasonably considered at an advanced

stage of investigation about a particular type of

therapy, i.e. when several RCTs have already

demonstrated superiority to standard care.

26.9 What Is Allocation
Concealment?

Allocation concealment (AC) is “a critical mech-

anism [in RCTs] that prevents foreknowledge of
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treatment assignment and thus shields those who

enrol participants from being influenced by this

knowledge” (Consort Statement item 9, www.

consort-statement.org). Once an unpredictable

randomisation sequence has been created, it is

important to ensure that it remains unpredictable

for those who make inclusion decisions with

individual patients, until such a decision has

been made. It has been mentioned before in this

chapter that clinicians as well as researchers may

feel tempted to influence the allocation. For

example, in a wait-list design they may want

give therapy to those who they think need it

most urgently or who they think will benefit

most from it or who it will be easiest to work

with. All of these efforts undermine the purpose

of randomisation to create balanced groups. AC

is the effort to prevent such manipulations. In all

research on humans and perhaps especially in

psychotherapy, AC is therefore arguably more

important than the precise way in which the

randomisation list is generated (i.e. simple or

stratified block randomisation or other strategies;

Berger 2005). For this reason, studies in which

AC was clearly not used risk being excluded

from systematic reviews such as Cochrane

reviews. Regrettably, it seems to be a somewhat

neglected issue in psychotherapy research

(e.g. the current edition of the Handbook of Psy-

chotherapy and Behavior Change does not

include such an index entry).

Practically, AC is best done by an external

person or institute that has exclusive access to

the randomisation sequence. Investigators con-

tact this randomisation office once a patient has

been enrolled and receive the treatment alloca-

tion for this patient (identified with a number and

some minimal information such as sex and age).

Alternatively, when such external involvement is

not feasible, other means such as sequentially

numbered, opaque, sealed envelopes can be

used, but these may carry a somewhat higher

risk of being manipulated.

AC is different from blinding (masking)

because it only concerns the concealment until

a patient is enrolled, whereas blinding concerns

concealment also after that (until outcomes have

been assessed). It is therefore that it “can always

be successfully implemented” (Consort State-

ment item 9), at least in principle. In practice,

inappropriate or incomplete concealment can

occur (Berger 2005). But AC is clearly more

feasible than blinding in psychotherapy studies.

If done properly, it helps to ensure balanced

groups and also clarifies the roles of clinicians

and researchers, thus saving the involved

clinicians from the temptation to manipulate the

allocation sequence.

26.10 What Is an Intention-to-Treat
Analysis?

Not all studies are as explicit as they should be

with regard to how many participants were

enrolled and randomised, how many received

the intervention, how many completed the out-

come assessment and how many were actually

used in the analysis. Intention-to-treat (ITT)

analysis refers to analysing “all participants

according to their original group assignment,

regardless of what subsequently occurred” (Con-

sort Statement item 16, www.consort-statement.

org), i.e. according to the treatment that was

intended. The opposite of this is known as a

“per-protocol” or sometimes “on-treatment”

analysis: this means that participants are

analysed according to which treatment they actu-

ally received. The two types of analysis answer

two different questions. Especially when there

are many who stop treatment early, the answers

can be quite different. Some have argued that

ITT answers a more policy-relevant question,

because policy makers want to know the effect

of offering treatment to a population, not the

effect of receiving it for those who happen to

complete it. ITT is sometimes said to be related

more to effectiveness, whereas per-protocol

relates more to efficacy (Thorpe et al. 2009).

ITT is most often (though not necessarily) the

more conservative analysis, because it avoids

the bias of selecting responders from the original

sample. Another argument for ITT is that it

retains the balance created in the randomisation,

whereas a per-protocol analysis may distort this
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balance and make room for confounding

variables to influence the results.

As simple as this sounds in principle, as diffi-

cult it is to apply in practice. One or more of the

following situations may emerge:

– Some participants may have stopped treat-

ment early but still completed the assessment

of outcome. These should be included in an

ITT analysis.

– Some may have switched to the alternative

treatment due to unforeseen circumstances

(e.g. because they found this treatment else-

where or due to an error or due to an emer-

gency). In an ITT analysis, these should be

analysed in the group to which they were

originally assigned, whereas a per-protocol

analysis would allow for analysing them

with the treatment they actually received (the

protocol they followed).

– A participant may later be found to be ineligi-

ble and was apparently included in error.

Should this participant be excluded? The

ITT principle (strictly interpreted) says no—

even though this might seem counterintuitive

at first. The argument is again that the balance

created in the randomisation would be at risk,

and this weighs stronger than the inclusion

and exclusion criteria. (Also, researchers

might be more zealous to find reasons for

excluding nonresponders in the treatment

group they favour most, so the strict interpre-

tation of ITT also guards against this form of

bias.)

– A difficult but very common situation is when

participants dropped out of the study

completely, i.e. outcome measurements are

not available for them. According to ITT,

they should be included, but how can this be

done practically? There is no consensus as to

what should be done in this situation. When

the outcome is dichotomous, one recommen-

dation is to assume the negative outcome

where it is missing. When it is continuous,

one might insert the last available value (this

is known as “last observation carried for-

ward”), a procedure which is common but

not uncontroversial. Advanced methods such

as “multiple imputation” exist, but analyses

have shown that they are not useful for miss-

ing data in outcomes unless good auxiliary

variables (e.g. other outcomes that are highly

correlated with the unobserved outcome) are

available (Allison 2002, pp. 54, 70). The sim-

plest solution for continuous outcomes is to

disregard the missing values. Some may still

call this type of analysis an ITT analysis.

Whatever the choice, it is important to be

clear and transparent in what has been done.

A review of published RCTs (Hollis and

Campbell 1999) showed that there is consider-

able variation in how exactly ITT is applied.

However, much is gained already if authors

make the flow of participants through the study

and their analysis choices fully transparent. A

flow chart showing the numbers available at

each stage can be very useful in this respect

(Consort Statement item 13, www.consort-state

ment.org). Sometimes it may also be useful to

analyse the data in different ways; this is some-

times referred to as a “sensitivity analysis”. If an

ITT analysis and a per-protocol analysis lead to

the same conclusions, one may have more confi-

dence in the results than if only one type of

analysis is presented.

26.11 How Should RCTs Not Be
Analysed Statistically?

The analysis of an RCT (and many other types of

quantitative studies) should usually include some

descriptive statistics and some inferential statis-

tics. The descriptive statistics may be shown

using either tables or figures, or both. For contin-

uous outcomes, these should normally include

means and standard deviations, perhaps also

effect sizes. Dichotomous or other discrete

outcomes may be displayed using cross tables

and statistics based on them, such as odds ratio,

relative risk, risk difference and number needed

to treat. Inferential statistics may include confi-

dence intervals (see Sect. 26.4), basic statistical

tests (e.g. t-tests, chi-squared tests, one-way

ANOVAs) and/or more advanced statistical

models (e.g. multiple regression for including

more than one predictor of outcome and linear
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mixed-effect models, hierarchical linear

modelling, generalised estimating equations

(GEE) or similar approaches for longitudinal

data; see also the discussion in Sect. 26.4).

There are many different ways in which an

RCT may be analysed, which are all equally

valid. To review them all would be well beyond

the scope of this chapter. However, there are

some ways in which RCTs should not be

analysed (but which are still sometimes encoun-

tered in published or submitted papers):

– Presenting only inferential statistics: Some

papers show only the results of statistical

tests, sometimes with lots of calculation

details. This is not very useful as it fails to

show the magnitude of any difference that was

found. This error may also sometimes be

indicative of an inappropriate trust that the

results of such a test would show some kind

of absolute truth. One needs to keep in mind

that a test result can be wrong. It can—occa-

sionally—show an effect where there is none

(“type I error”), and it can—more commonly,

especially in small samples—fail to show an

effect where there is one (“type II error”). A

descriptive statistical analysis is an important

first step in the analysis that helps to find out

what went on in the sample before considering

any inferences about the population from

which it was drawn. Luckily, this error

seems to have become less common lately,

and descriptive statistics are now more regu-

larly encountered in published papers. Confi-

dence intervals are an elegant way of

combining descriptive and inferential statis-

tics and are also becoming more common

(Indrayan 2008; Higgins and Green 2008,

pp. 369–371; see Sect. 26.4).

– Testing for changes within each group sepa-

rately, rather than for between-group

differences: Some reports of controlled stud-

ies attempt to show a treatment effect by

demonstrating that the experimental group

changed significantly (from pretest to post-

test) and the control group did not. This line

of reasoning may be appropriate when exam-

ining descriptive statistics, but as soon as

statistical tests are used, it is not. The reason

lies again in the nature of statistical tests.

Whether a test shows a significant result

depends on many things, such as sample size

and variability within the sample but most

importantly chance. It is impossible to assess

whether a just-significant change in one group

is reliably greater than an almost-but-just-not-

significant change in another group, unless

these two groups are directly compared to

each other. In contrast, calculating the change

in each individual and testing for a between-

group difference of these change scores

(sometimes labelled “difference-in-differ-

ence”; Indrayan 2008, pp. 142, 478) are sta-

tistically valid and can be more sensitive than

comparing only the end points of each group.

It is however also important to keep in mind

that good study design should be considered

first. When a study is completed, it is still possi-

ble to change the statistical calculations, but

problems in the design of the study cannot be

changed anymore. With a well-designed study,

statistical analysis decisions will almost fall into

place by themselves and will tend to be much

simpler than when attempting to salvage a

poorly designed study with a sophisticated

analysis.

Summary and Conclusion

This chapter has highlighted some of the basic

issues to be considered in designing,

conducting, analysing and interpreting quan-

titative outcome research in psychotherapy.

Some of these have been “hot topics” in the

psychotherapy research community for a long

time; others have received less attention in

this community although they are considered

important in EBM. The methodology of out-

come research has developed rapidly during

the last decades and continues to do so. It can

be challenging for beginning researchers

(as well as for more experienced ones) to

stay abreast of these innovations. Further-

more, some controversies will continue to

exist, and no ideal solution that would fit for

all situations can be recommended. It is hoped
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that the discussions presented here will help

readers to think creatively about designing

outcome studies in psychotherapy and to

make informed decisions to design studies in

ways that are both clinically meaningful and

methodologically sound.
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Kächele H (2010) Therapie-Manual: Forschungsmethode

und/oder Praxisrealität? [Therapy manual: research

method or practice reality?]. Zeitschrift für

Individualpsychologie 35(3):239–248

Lambert MJ (ed) (2004) Bergin and Garfield’s handbook

of psychotherapy and behavior change, 5th edn.

Wiley, New York, NY

Lambert MJ, Ogles BM (2004) The efficacy and effec-

tiveness of psychotherapy. In: Lambert MJ

(ed) Bergin and Garfield’s handbook of psychotherapy

and behavior change, 5th edn. Wiley, New York, NY,

pp 139–193

Luborsky L, Diguer L, Seligman DA, Rosenthal R,

Krause ED, Johnson S, Halperin G, Bishop M,

Berman JS, Schweizer E (1999) The researcher’s

own therapy allegiances: a “wild card” in comparisons

of treatment efficacy. Clin Psychol Sci Pract 6

(1):95–106

Marshall M, Lockwood A, Bradley C, Adams C, Joy C,

Fenton M (2000) Unpublished rating scales: a major

source of bias in randomised controlled trials of

treatments for schizophrenia. Br J Psychiatry

176:249–252

Piper WE, Ogrodniczuk JS (1999) Therapy manuals and

the dilemma of dynamically oriented therapists and

researchers. Am J Psychother 53(4):467–482

Rolvsjord R, Gold C, Stige B (2005) Research rigour and

therapeutic flexibility: rationale for a therapy manual

developed for a randomised controlled trial. Nord J

Music Ther 14(1):15–32. doi:10.1080/

08098130509478122

Rosenthal D, Frank JD (1956) Psychotherapy and the

placebo effect. Psychol Bull 53(4):294–302

Roth A, Fonagy P (2005) What works for whom? A

critical review of psychotherapy research, 2nd edn.

Guilford, New York, NY

Sackett DL, Rosenberg WMC, Gray JAM, Haynes RB,

Richardson WS (1996) Evidence based medicine:

what it is and what it isn’t. BMJ 312:71–72

Seligman MEP (1995) The effectiveness of psychother-

apy: The Consumer Reports study. American Psychol-

ogist 50(12):965–974

Smith CS, Pell JP (2003) Parachute use to prevent death

and major trauma related to gravitational challenge:

systematic review of randomised controlled trials.

BMJ 327:1459–1461. doi:10.1136/bmj.327.7429.1459

TheCochraneCollaboration (2005)Glossary of terms in the

CochraneCollaboration (Version 4.2.5). Retrieved from

http://www.cochrane.org/training/cochrane-handbook

Thornley B, Adams C (1998) Content and quality of 2000

controlled trials in schizophrenia over 50 years. BMJ

317:1181–1184

Thorpe KE, Zwarenstein M, Oxman AD, Treweek S,

Furberg CD, Altman DG, Tunis S, Bergel E, Harvey I,

Magid DJ, Chalkidou K (2009) A pragmatic-

explanatory continuum indicator summary (PRECIS):

a tool to help trial designers. J Clin Epidemiol

62:464–475. doi:10.1016/j.jclinepi.2008.12.011

Wampold BE (2001) The great psychotherapy debate:

models, methods and findings. Lawrence Erlbaum

Associates, Mahwah, NJ

558 C. Gold

http://dx.doi.org/10.1016/j.jclinepi.2008.12.011
http://www.cochrane.org/training/cochrane-handbook
http://dx.doi.org/10.1136/bmj.327.7429.1459
http://dx.doi.org/10.1080/08098130509478122
http://dx.doi.org/10.1080/08098130509478122
http://dx.doi.org/10.1080/08098130903377407


Qualitative Methods in Psychotherapy
Outcome Research 27
Brian Rodgers and Robert Elliott

Contents

27.1 Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 559

27.2 Qualitative Outcome Data Collection

Methods . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 561

27.2.1 Perspective of Observation . . . . . . . . . . . . . . . . 561

27.2.2 Interview-Based Qualitative Data

Collection . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 562

27.2.3 Other Verbally Based Qualitative Data

Collection Methods . . . . . . . . . . . . . . . . . . . . . . . . 565

27.2.4 Visual Approaches to Qualitative Data

Collection . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 567

27.3 Qualitative Outcome Data Analysis . . . . . 570

27.3.1 Descriptive Analyses of Rates or

Frequencies: Quantitative Content

Analysis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 570

27.3.2 Exploratory Analyses of Kinds or Aspects:

Grounded Theory and Variants . . . . . . . . . . . . 571

27.3.3 Interpretive Case Studies/Credibility

Analysis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 572

27.4 Limitations and Credibility of

Qualitative Outcome Research . . . . . . . . . . 572

27.4.1 Reliance on Retrospective Recall . . . . . . . . . 572

27.4.2 Researcher-Centric Focus . . . . . . . . . . . . . . . . . . 573

27.4.3 Isolated Findings . . . . . . . . . . . . . . . . . . . . . . . . . . . 573

27.4.4 Confidentiality Issues . . . . . . . . . . . . . . . . . . . . . . 574

27.4.5 Reactivity: Influence on the Therapeutic

Process . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 574

27.4.6 Higher Demands on Participants . . . . . . . . . . 575

Conclusion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 575

References . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 576

Abstract

This chapter highlights the potential and vari-

ety of qualitative methods that can be applied

to counselling and psychotherapy outcome

research. The chapter’s main focus is on

outlining the various forms of qualitative

data collection methods that are available to

researchers. This is followed by an overview

of the various qualitative analysis methods

that can be utilised for interpreting the data.

Finally, the limitations of qualitative outcome

research are discussed, including a number of

approaches evaluating the credibility of such

research.

27.1 Introduction

At first glance, psychotherapy outcome appears

to be a natural for quantitative research: We

implicitly think of client distress or symptoms

as a kind of fever, something that can be

measured by quantitative outcome measures,

which provide metaphorical thermometers or

psychological pain rulers. Thought of in this

way, client change over the course of therapy

seems naturally to be a quantitative concept,

more a matter of how much than of what or how
or why. If symptoms or distress decreases by

enough, that is a good outcome. What place,

then, is there for qualitative methods in
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psychotherapy outcome research? That is the

question we will address in this chapter.

We will start with a brief, prima facie case for

qualitative outcome research: Compared to the

quantitative outcome methods discussed in other

chapters of this book (see Chaps. 26, 28, 29 and

30), qualitative research methods operate out of

an alternative research paradigm or methodol-

ogy. Crucially, qualitative methods bring a dif-

ferent set of questions to bear on therapy

outcome (Barker et al. 2002). Some of these are

questions that are logically prior to quantitative

measurement, such as ‘What do we mean by

outcome?’ (¼definition) or ‘What aspects, kinds

or varieties of outcome are there?’

(¼description). Other questions build on the

quantification of client change but seek deeper

understanding or explanation, such as ‘How does

change come about in therapy?’ and ‘Why did

this particular client change over the course of

therapy?’ These are questions that don’t readily

lend themselves to quantification and point to an

important, but generally overlooked, role for

qualitative research on therapy outcome.

Rather than imposing a predefined set of out-

come criteria, qualitative outcome research

attempts to access the participants’ own views

and reflections on what has changed for the client

over therapy. This offers the potential to reveal

new knowledge about the participants’

experiences of psychotherapy or counselling

(we will use the terms interchangeably here),

and the impact this has had on the client in

particular. Given this potential, surprisingly few

studies have adopted this approach. A decade

ago, McLeod (2000b) was able to locate only

six published qualitative studies on counselling

or psychotherapy outcome. Though additional

qualitative outcome studies have been published

since (e.g. Rodgers 2002; Klein and Elliott

2006), this approach continues to be

underresearched, even as qualitative psychother-

apy process research has flourished (see Part II of

this book).

This situation is unfortunate, given the founda-

tional nature of basic definitional and descriptive

qualitative research questions, which logically

should have been carried out before undertaking

quantitative outcome research: It is always good

to know what something is before you try to

measure how much of it is present. This suggests

that psychotherapy outcome may have been pre-

maturely quantified, prior to careful definitional

and descriptive research. Perhaps because of this,

it can be argued that standard quantitative

approaches to outcome research (see Chap. 26)

have reached the limits of their ability to expand

our understanding of the outcomes of counselling

and psychotherapy (McLeod 2001a). The drive to

gain scientific credibility has tended to limit out-

come research to the proof of efficacy rather than

the discovery of new knowledge. This has artifi-

cially narrowed the scope of psychotherapy out-

come to a relatively small range of variables, with

no assurance that we are even measuring the right

things. Sadly, although several authors have

challenged this situation (Levitt et al. 2005;

e.g. McLeod 2000a; McLeod 2001a; Rodgers

2003; Slife 2004), these critiques have not yet

led to a significant uptake of alternative methods.

In a provocative challenge of the status quo,

Slife (2004) outlined several areas in which

adopting a positivistic approach has constrained

our understanding. He asserts that rather than

imposing structure onto and manipulating the

data, a qualitative approach invites researchers

to come into a much more intimate relationship

with the data. Further, Slife suggests that we need

a change in orientation of therapy outcome

research to look not just at feeling better, but to

include more existential dimensions such as hav-

ing more purpose, understanding things more or

helping others. Similarly, there is a need to

contextualise outcomes within people’s lived

worlds, where they act as interdependent, funda-

mentally social beings in relation to other

individuals and to their community and culture.

Additionally, rather than looking at single

variables, outcome researchers should look for

patterns of change among experiences,

meanings, relationships, etc.

Such an approach would be relevant not only

to groups of individuals (nomothetic research)

but also to particular clients’ experiences over

time (idiographic research). Although quantita-

tive research can be idiographic and qualitative
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research can be nomothetic, we argue that quali-

tative methods lend themselves more readily to

in-depth studies of an individual’s experiences of

psychotherapy or counselling. In addition, as

McLeod (2001b) contended, qualitative outcome

research is more consistent with the practices and

values of counselling and psychotherapy, which

emphasise human agency, reflexivity and emo-

tion, collaborative and dialogical forms of mean-

ing making, the role of language in constructing

realities and the validity of sacred experience.

The purpose of the current chapter is thus to

highlight the potential and variety of qualitative

methods that can be applied to counselling and

psychotherapy outcome research. The chapter’s

main focus will be on outlining the wide range of

qualitative data collection methods available to

researchers. This will be followed by an over-

view of relevant qualitative analysis options. We

conclude with a consideration of some of the

limitations of qualitative outcome research and

how these can be handled.

27.2 Qualitative Outcome Data
Collection Methods

Qualitative outcome data collection methods can

shed light on the richness and diversity of indi-

vidual client change (see Table 27.1). Rather

than restrict description of client change to dis-

crete, predetermined categories or rating scales,

such as problems or symptoms, these approaches

access client and therapist’s perspectives on cli-

ent changes over the course of therapy. They

offer participants an opportunity to describe

changes in a more expansive, open-ended format,

thus opening the door to rich, in-depth narratives

about client change.

27.2.1 Perspective of Observation

A good starting point in thinking about collecting

qualitative data on outcome is the perspective of

observation (Elliott 1991), that is, who to ask:

client, therapist or outside observer? It is clear

from the existing literature that most researchers

prefer to ask clients, on the grounds that the

client is the person likely to have the most direct

information about the changes they have experi-

enced, including aspects of their private experi-

ence that might not be apparent to others,

including the therapist. This is also our personal

view and will be the focus of this chapter.

However, it is worth considering briefly the

other possibilities, the most obvious of which is

to ask therapists about the changes they have

seen in their clients. For one thing, therapists

are likely to have more highly differentiated lan-

guage and perceptual training for discerning

changes that clients might not be aware of or

notice. They also can typically draw on experi-

ence with a broad range of clients, sensitising

them to possible changes, some of whom may

be quite difficult for clients to access. For exam-

ple, Traynor et al. (2011) interviewed therapists

about their views of the helpful aspects and

effects of their work with clients with psychotic

processes; unexpectedly, the therapeutic change

described most often was not decreased thought

disturbance or self-harm but rather increased

social adjustment. Finally, it is worth pointing

out that therapy affects therapists as well as

clients, and a logical place to begin the study of

therapist outcomes would be to ask therapists.

Yet another possibility is to use observers,

either researchers or significant others, as sources

of open-ended data about client outcome. For

example, Dreier (2008) had researchers observe

clients in their daily lives between sessions.

Alternatively, although difficult for both practi-

cal and ethical reasons, significant others can be

interviewed about changes they may have

noticed in the client. (One of us once interviewed

a research client’s adult daughter, who declared

the therapy a failure because her mother now

made her do her own laundry.)

Of course, client, therapist and observer

perspectives are each fraught with difficulties,

some of which we will discuss later on, but

asking the client does appear to be the logical

starting point. For now, we will simply point out

that there are other, rarely considered options for

collecting data about client (and therapist)

outcome.

27 Qualitative Methods in Psychotherapy Outcome Research 561



27.2.2 Interview-Based Qualitative
Data Collection

The most common method for collecting qualita-

tive data on the outcomes of counselling and

psychotherapy entails some form of recorded

interview. Typically, this approach uses an inter-

view guide consisting of a list of questions or

topics that a participant is generally free to

respond to in their own way. This allows the

person to voice the aspects or dimensions of

therapy outcome that are most personally signifi-

cant for them. Qualitative interviews assessing

outcome include ad hoc and standardised

formats.

27.2.2.1 Ad Hoc Post-therapy Qualitative
Interviews

We begin by considering one-shot interview

schedules designed for use in a single study.

This approach involves the researcher

interviewing several clients at some period after

the completion of therapy, typically using a

semi-structured interview schedule designed by

the researcher for the specific aims of a particular

study. Typically, interviews are recorded and

transcribed and then analysed using some form

of qualitative analysis (see Sect. 27.3 of this

chapter).

McLeod’s (2000b) review of qualitative out-

come research found that studies that adopt this

approach (e.g. Howe 1989, 1996) demonstrate

that clients possess their own criteria for

evaluating therapy, that clients are able to differ-

entiate between change attributed to therapy and

change attributed to other life factors and that it

is possible to make confident statements of suc-

cess or failure on the basis of qualitative data.

Additionally, Rodgers (2003) argues that this

approach to researching the outcomes of therapy

not only yields interesting results but also allows

researchers to identify the reasons behind the

results. For example, in the study by Howe

(1989) cited above, in addition to finding that

therapy was not as successful as expected,

researchers were able to identify several reasons

for clients’ discontent about the results of their

therapy, which then allowed actual changes in

practice to be implemented. As such, studies that

utilise this method offer the opportunity to pro-

vide practitioners with valuable feedback into

how their practice is actually being received by

clients.

This approach offers the opportunity for

clients to express in detail their retrospective

reflections on the significance of the changes

from before until after therapy. Further, the

researcher is able to dialogue with participants

in order to check out their understanding and to

explore things at greater depth (Kvale 1996).

This offers the potential for a rich set of results

that more fully capture each individual’s experi-

ence, including the nuances and subtleties of

change. It also offers the client the opportunity

to reflect on and consolidate any changes that

may have occurred during therapy and to identify

Table 27.1 Summary of qualitative outcome data collection methods

Interview-based methods Ad hoc post-therapy qualitative interviews

Standardised, semi-structured change interviews:

• Change interview

• Narrative assessment interview

Other verbally based qualitative data collection methods Qualitative questionnaires

Personal documents as qualitative data :

• Diaries, journals and personal logs

• Letter to a friend

• Autobiographical and personal accounts of therapy

• Auto-ethnography

Visual approaches to qualitative data collection Photos and video

Projective drawings

Timelines and lifelines

Mapping techniques
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any areas that may still need attending to. In this

sense, well-conducted post-therapy interviews,

in any format, can be seen to offer clients a

research procedure aligned to and compatible

with their therapy, making it an example of eval-

uation research that supports rather than detracts

from the intervention it evaluates (Patton 1997).

Thus, a good ad hoc post-therapy qualitative

interview includes specific questions relevant to

the researcher’s key interests, helps participants

provide specific detail about their experiences,

goes beyond superficial description to provide

understanding, offers practitioners useful feed-

back and helps clients consolidate therapeutic

benefits.

27.2.2.2 Standardised, Semi-structured
Change Interviews

Standardising research procedures increases

opportunities for comparing results across stud-

ies and for building cumulative knowledge.

Standardised semi-structured interviews focus-

ing on the client’s perceptions of the outcomes

of counselling and psychotherapy allow this pos-

sibility. Here the approach taken is not so much

to ask questions about a specific research topic

but rather to collect a general set of qualitative

data that can be used in various ways.

27.2.2.2.1 The Change Interview

The Change Interview (Elliott 1999) is a good

example of this approach to qualitative outcome

data collection. The protocol guides a 60- to

90-min interview that can be administered at

the end of therapy and at regular intervals

throughout therapy. The interview questions

attempt to explore the changes that a person has

noticed since therapy began, what the person

attributes these changes to, and the helpful and

unhelpful aspects of therapy. In the current ver-

sion of the interview (Elliott and Rodgers 2008),

clients are also asked about what resources (per-

sonal strengths or things in their life situation)

that they feel have helped them to make use of

the therapy, as well as any limitations (personal

weaknesses or difficulties in their life situation)

that have made it harder for them to make use of

therapy. The interview also includes questions

about the research.

This broad-spectrum approach potentially

offers participants more opportunity to tell their

story compared to interview schedules that focus

on a specific research question. Further, the inter-

view schedule specifically focuses on the

participant’s attributions of any changes,

allowing for change factors outside of therapy

to be differentiated from those within therapy.

Additionally, the questions on the resources and

limitations of a person’s life situation allow a

more contextualised view of therapy outcomes

to be obtained.

Clearly, clients’ views of the outcome of their

therapy are only one aspect of the Change Inter-

view. However, this aspect is central to the

Change Interview: First, outcome is

operationalised in terms of ‘changes since ther-

apy started’. Second, a set of follow-up questions

is used to encourage clients to reflect in detail and

at length, including liberal use of the ‘Anything

else?’ question. Third, negative or missing

changes are specifically inquired about. Here is

the relevant section of the interview schedule,

including interviewer instructions:

2a. What changes, if any, have you noticed in

yourself since therapy started?

(Interviewer: Reflect back change to client and
write down brief versions of the changes for
later. If it is helpful, you can use some of these
follow-up questions: For example, Are you
doing, feeling, or thinking differently from the
way you did before? What specific ideas, if any,
have you gotten from therapy so far, including
ideas about yourself or other people? Have any
changes been brought to your attention by
other people?)

2b. Has anything changed for the worse for you

since therapy started?

2c. Is there anything that you wanted to change

that hasn’t since therapy started?

This approach to qualitative research allows a

standard set of data to be collected at different

stages of therapy. By undertaking interviews at

various mid-therapy points (e.g. after every

10 sessions), problems associated with both

data loss due to dropout and retrospective recall

are reduced.
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A further benefit of this standardised approach

is that it allows similar information to be

obtained across different clients, research

projects, settings or even different cultures. For

example, comparative studies could be

undertaken comparing the similarities and

differences between a North American university

setting and a German outpatient clinic. The key

point here is that the structured approach offers

the opportunity for researchers to utilise the data

in different ways at different times, rather than

being restricted to a single study intended to

answer a specific research question as with ad

hoc qualitative interviews. Researchers can

effectively recycle collected data from one

study to the next, rather than it going to waste

once a study is completed. Additionally, later

researchers can retrospectively mine the data

for their specific research interests. This reusabil-

ity factor offers a significant benefit particularly

for settings such as university research clinics

whereby many researchers can form a shared

data collective rather than needing to recruit

participants individually.

27.2.2.2.2 The Narrative Assessment

Interview: A Pre-post Qualitative

Interview

Post-therapy qualitative interviews require

clients to implicitly compare their pre- and

post-therapy psychological states in order to

identify changes. However, retrospective data

collection is subject to fading of memory and

schema-based shifts and distortions of memories

over time. One way around these problems is to

conduct qualitative interviews at the beginning

of therapy and to compare these to similar

interviews conducted after therapy is completed.

The Narrative Assessment Interview (NAI) is

an extension of the Change Interview that

assesses the outcomes of therapy in terms of

changes in the client’s macro-narrative or self

story (Hardtke and Angus 2004). This approach

differs from the standardised, semi-structured

interview approach taken with the Change Inter-

view in that the content of the pre-therapy inter-

view can be actively used in the post-therapy

interview as a point of reference for the partici-

pant to reflect on any changes that have occurred.

NAI protocol consists of three stages: (a) a

brief, semi-structured interview conducted after

the first session of therapy, (b) a summary of the

main aspects of this initial interview and (c) a

post-therapy reflection interview. The first-stage

interview is intended to be a collaborative explo-

ration of the client’s story about self and the

views they hold about others’ perceptions of

them. To facilitate this exploration, three

questions are asked:

– How would you describe yourself?

– How would someone who knows you really

well describe you?

– If you could change something about who you

are, what would you change?

The first two questions are accompanied by an

empathic exploration of what emerges, along

with a request for recent examples from the

person’s life to illustrate the points raised. The

final question is intended to gain an understand-

ing of what the client hopes to change over the

course of therapy and to provide a concrete

pre-therapy reference point for the participant to

reflect upon at the end of therapy. In the second

stage of the protocol, the recording of the initial

interview is comprehensively summarised by the

researcher to provide a written record of key

descriptors. During the final post-therapy inter-

view stage of the protocol, clients are asked to

read and critically reflect upon the summary of

their initial research interview, in order to facili-

tate a critical inquiry into their experiences of

any change during therapy.

A significant advantage of this approach com-

pared to other qualitative interview protocols is

that it offers the field of counselling and psycho-

therapy outcome research a qualitative approach

to a pre-post therapy design. Rather than relying

on the client’s retrospective recollection of

change since therapy began, data are collected

at the pre-therapy stage providing the equivalent

of a baseline measure. These data can then be

directly compared to the client’s post-therapy

self-descriptions. Additionally, clients are able

to define their own criteria about what they are

looking to change in therapy and are able to
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evaluate the significance of changes based on

their own perception of the difference in their

self-statements. This provides a truly client-

oriented approach to assessing the outcomes of

therapy and the opportunity to self-evaluate

change based on explicit pre-therapy statements

rather than having to rely on retrospective recall

alone. In this way, the method can be seen as a

form of assisted reflexivity (Rodgers 2010).

This key advantage does, however, introduce a

number of complexities. In the protocol as

described above, the client is reliant on the

researcher’s summary of the key points of the

pre-therapy interview, with the potential for sig-

nificant loss of content and verbal nuance. Further,

this process is highly labour intensive and time

critical for the researcher, who must ensure the

transcription and summary are completed before

therapy finishes. Whilst this may be easily man-

aged in a focused, time-limited research project, it

is likely to be more difficult to use more broadly.

27.2.2.3 Summary of Findings of
Interview-Based Qualitative
Outcome Research

Only qualitative interview studies of therapy out-

come exist in sufficient numbers to allow any sort

of summary to be made. Timulak and Creaner

(2010) have recently published a qualitative

meta-analysis of eight studies of client post-

therapy changes in humanistic psychotherapy

(the topic of most of the existing literature).

They reviewed the categories (see Sect. 27.3.2

below) identified in these studies, grouping them

into 11 meta-categories shared across studies.

These meta-categories fell into three larger

meta-categories: appreciating experiences of

self, appreciating experience of self in relation

to others, and changed view of self/others. Their
broad division of client post-therapy outcomes

into changes in internal self processes

vs. changes in self in relation to others replicates

an earlier qualitative meta-analysis of a smaller

number of qualitative outcome studies (Elliott

2002b). One of Timulak and Creaner’s

categories occurred in almost all (7 out of 8) of

the studies reviewed, feeling empowered, making

it potentially a key constituent of client outcome.

Five other categories also occurred in at least half

of the studies, suggesting that they are typical of

client post-therapy changes: smoother and

healthier emotional experience, appreciating

vulnerability, experience of self-compassion,
self-insight/self-awareness and enjoying inter-

personal encounters.

27.2.3 Other Verbally Based Qualitative
Data Collection Methods

Although interviews are the most common

source of qualitative data, numerous other

methods exist that have the potential to provide

alternative views on the outcomes of therapy.

The following section outlines a variety of ver-

bally or linguistic-based methods that utilise lan-

guage as the primary mechanism for both

requesting and recording qualitative data.

27.2.3.1 Qualitative Questionnaires
The simplest alternative to interviews is the use

of questionnaires that include some form of

open-response questions that allow respondents

to reply more fully than in the predetermined

format of purely quantitative questionnaires.

This approach typically asks more specific

questions than in a semi-structured interview

schedule whilst at the same time providing

more limited opportunity for a client to respond.

As this type of questionnaire is relatively simple

to construct and cost-effective to implement, this

approach is often used by counselling

organisations as part of an ad hoc programme

evaluation process to gain qualitative informa-

tion about client benefits of services offered

(e.g. Bende and Crossley 2000). However, due

to the limits of space and lack of ability to inter-

act with the respondent to check out and request

elaboration of client responses, this approach

typically produces thin protocols and is thus of

limited use for systematic qualitative

investigations into the outcomes of therapy.

Despite this, the use of qualitative questionnaires

alongside standardised outcome measures would
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seem to be useful in routine service evaluation,

given that it offers clients a chance to have their

voice heard more directly.

27.2.3.2 Personal Documents as
Qualitative Data

The use of personal documents as qualitative

data offers a number of potential benefits for

researching the outcomes of counselling and psy-

chotherapy. Allport (1942), for example,

contended that the use of personal documents in

psychological research provides a touchstone for

the results of other methods, a more common

sense, naturalistic and idiographic approach that

can counter the focus on abstract findings derived

from nomothetic methods. In particular, qualita-

tive personal documents allow researchers to

access a person’s subjective experience

contextualised within their everyday life, rather

than being limited to data collected within a

research or therapeutic setting. This sets them

apart from qualitative interviews, which are typ-

ically conducted in the researcher’s territory

(either physically or psychologically). Similarly,

personal documents allow researchers to see into

a person’s lived world as it is experienced, rather

than as it is recalled in a research interview, and

in this way offer a solution to the problem of

retrospective recall (Bolger et al. 2003). Further,

when utilised in a longitudinal design (such as

with diaries), personal documents offer a method

for the researcher to gain a more fine-grained

access to complex, self-regulating processes,

allowing them to watch the course of develop-

ment and change over time (Schmitz and Wiese

2006).

27.2.3.2.1 Diaries, Journals and

Personal Logs

Qualitative personal documents with potential

for studying therapy outcome include diaries,

journals and personal logs, methods that involve

data collection carried out at regular intervals

over time. This approach asks a participant to

maintain a written account of their experiences,

either in a structured manner (e.g. behaviour log)

or more free-form manner (e.g. personal diary).

These methods can be utilised to gather data at a

specific interval (interval contingent. e.g. the end
of the day), on a predetermined signal (signal

contingent, e.g. a phone call from the researcher)

or after a defined event (event contingent,

e.g. after a panic attack) (Wheeler and Reis

1991). Recent advances in technology have

even enabled researchers to automate the data

collection process in the form of ecological

momentary assessment (EMA) (Stone and

Shiffman 1994; Shiffman et al. 2008). This

entails the moment-to-moment recording of

data on a pocket computer or PDA in real-

world settings such that details like current

date, time, location, etc. are recorded along with

more qualitative data such as what the person is

feeling, thinking or experiencing at that moment.

Though structured diaries, journals and logs

have become a popular method for client self-

monitoring within behavioural approaches in

psychology (Korotitsch and Nelson-Gray 1999),

surprisingly few researchers have employed

diaries to gather more detailed qualitative data

for their therapy research. In a review of qualita-

tive diary studies in psychotherapy research,

Mackrill (2008) was only able to identify four

published accounts, all largely verbatim reports

from clients which had not been formally

analysed in any systematic way. Mackrill

contrasts these unsolicited diary reports with

solicited diaries used in other forms of social

science research. Here, participants are specifi-

cally requested to write about an area of interest

relevant to the research being undertaken, rather

than whatever spontaneously arises. This

provides a focus for the diary content, allowing

a systematic analysis similar to that undertaken

with qualitative interviews discussed above.

27.2.3.2.2 Letter to a Friend

An interesting example of the use of personal

documents for qualitative psychotherapy out-

come data collection is a study by Burnett

(1999; Burnett and Van Dorssen 2000). Burnett

utilised a ‘letter to a friend’ method adapted from

the Structure of Observed Learning Outcome

(SOLO) taxonomy used for the assessment of

learning in an educational context (Boulton-

Lewis 1995). Burnett’s (1999) adaptation of this
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protocol was a tentative attempt to explore the

utility of the letter to a friend (LTF) technique in

combination with the SOLO taxonomy to assess

the structure of learning gained from counselling.

The protocol requested clients to write a letter to

a friend describing in as much detail as possible

what they had learned and how they had gained

or benefited from counselling. This innovative

data collection method appears to have yielded

in-depth responses from clients enabling a

detailed qualitative analysis and evaluation of

the outcomes of therapy.

27.2.3.2.3 Autobiographical and Personal

Accounts of Therapy

Though typically not intended as a direct source

of qualitative data on the outcomes of

counselling and psychotherapy, client autobio-

graphical and personal accounts potentially

offer a unique insight into what individuals

have got out of their therapy. Books such as

Alexander’s (1995) ‘Folie a deux: An experience
of one-to-one therapy’ and Sands’ (2000) ‘Fall-

ing for therapy: Psychotherapy from a client’s

point of view’ along with journal articles such as

Bassman (2000, 2001) and Tenney (2000) would

seem to offer a valuable insight into clients’

changes over the course of therapy. The potential

here is that such accounts can be searched in

order to hear what people are saying spontane-

ously about what they got out of psychotherapy.

For example, the account by Tenney (2000)

argues that what consumers want is recovery-

focused mental health services that go beyond

symptom reduction and offer ‘the sense of

empowerment, and the problem-solving skills

that gear people toward recovery’ (p. 1441).

Similarly, the use of personal accounts of

therapy in the form of internet discussion groups,

chat room dialogue, web logs (blogs) and social

network sites such as Facebook and MySpace

offers a wealth of naturalistic texts spanning a

significant duration of time, thus giving a more

longitudinal perspective on outcomes than is tra-

ditionally considered (Murray and Sixsmith

2002).

27.2.3.2.4 Auto-ethnography

Though the above sources of personal accounts

do not yet seem to have been utilised in qualita-

tive psychotherapy research, a similar approach,

in the form of auto-ethnography, has. Auto-

ethnography is a blend of ethnography and auto-

biography (Scott-Hoy 2002) offering the poten-

tial for clients as researchers to tell their own

story within the context of formal research. It

entails the client-researcher performing some

form of narrative analysis on their own lived

experience in order to explicate a phenomenon

of interest (McIlveen 2008). The aim is to extend

and enhance both the client-researcher’s and the

reader’s understanding of the issue being

investigated (Sparkes 2000). An example of this

approach in the field of counselling is a study by

Etherington (2005) into the experiences of peo-

ple who have suffered childhood trauma.

Etherington gathered 10 participants’ stories

(including her own) showing how they had

made sense of childhood trauma and the ways

they had found to heal. This study demonstrates

the potential to hear detailed, reflective accounts

of client’s situated experiences of healing, which

could be used to help inform us of beneficial and

problematic outcomes of therapeutic

interventions, as well as contextualising these

within a wider set of resources.

27.2.4 Visual Approaches to Qualitative
Data Collection

Though verbal or linguistic approaches such as

interviews and personal documents seem the

most obvious method for collecting qualitative

data, visual methods offer an intriguing alterna-

tive that is not solely reliant on or limited to the

spoken or written word. Sperry (1973) argued

that science, and indeed modern society in gen-

eral, has tended to favour linguistic and symbolic

functioning associated with the left hemisphere

of the brain at the expense of other, more holistic

forms of functioning. Deacon (2000) contends

that this traditional privileging of numbers and
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words over other forms of data has inherently

limited our ability to study complex, dynamic

systems. In contrast, Oster and Gould Crone

(2004) propose that visual methods offer a form

of communication with a richness, uniqueness,

complexity and spontaneity that is not usually

available through words alone. Further,

Przyborski and Slunecko (2012) argue that

images inherently structure how we perceive

the world around us, and by embracing this,

radical new approaches to data collection and

analysis methods may become available which

are not constrained by traditional language-based

methodologies.

27.2.4.1 Photos and Video
The use of photos and video as a qualitative data

collection method has gained increasing accep-

tance and usage within several fields

(e.g. anthropology, health and nursing studies;

Knoblauch et al. 2008). In particular, participa-

tory approaches to visual data collection have

been conducted with participants taking photos

Kaplan 2008) and compiling video footage (Haw

2008) from their own perspective in order to give

researchers a different picture, literally through a

different lens. As a potential tool for counselling

and psychotherapy outcome research, however,

it is not clear how well these methods can give

access the participants’ inner worlds. Whilst

photos and video are convenient for recording

the world around us, they do not directly capture

the thoughts, feelings and emotions that accom-

pany the recorded scene. These issues may

explain the lack of uptake of this approach in

counselling and psychotherapy outcome

research. At this time, no studies have been

found that attempt to use these visual self-report

methods of data collection.

27.2.4.2 Projective Drawings
In contrast to documentary use of photos and

video, the use of projective drawings or art

products offer a clearer route for gaining access

to the hidden inner world of participants. The

basic premise of projective techniques is that

everyone to some degree projects their own

traits, attributes or subjective processes onto

what they perceive or express (Semeonoff

1976). Projective techniques attempt to make

use of this, typically by providing relatively

unstructured or ambiguous stimuli or tasks and

then observing how an individual perceives,

interprets or structures these. An example of

this approach is Buck’s (1949) House-Tree-Per-

son technique, which simply asks a person to

draw a picture of a house, a tree and a person.

The instructions are left purposefully vague so as

to facilitate the projection of the participant onto

the task.

Anastasi (1988) suggests that projective

techniques may work best as a supplement to

qualitative interviewing. Used in this way, they

may act to break the ice during the initial contact

with a researcher, by providing a more interest-

ing and entertaining method for engaging

participants than standardised questionnaires.

Further, Begley and Lewis (1998) propose that

this approach may be especially valuable in

facilitating communication with participants

with reduced language comprehension and

expression abilities. Further, projective drawings

constitute a permanent sample of a participant’s

behaviour that can be used for comparison in

longitudinal studies. Seen from this perspective,

projective techniques would appear to offer a

valuable adjunct to qualitative research

interviews and could be utilised in a pre-post

design offering a method for comparing the

qualities of a client’s responses from before to

after therapy (see Flitton and Buckroyd 2002, for

an example of a study which utilises this

approach).

27.2.4.3 Timelines and Lifelines
In contrast to projective drawings that generally

attempt to reveal the unconscious meaning of

pictures, drawing techniques can also be utilised

in a more straightforward, direct manner as tools

to help research participants provide information.

For example, methods such as timelines and

lifelines offer a way for researchers to facilitate

a structured recall of a sequence of previous

events, particularly within the context of qualita-

tive interviews. These methods are especially

useful for gathering information of a longitudinal
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nature, such as a life history, rather than focusing

on isolated or single events (Deacon 2000). The

method typically uses some form of line with

linear markings to represent events of interest

(Tracz and Gehart-Brooks 1999). Depending on

the participant’s drawing style and the nature of

the research task, lines can be straight (e.g. Brott

2004) or more curved and ‘windy’ (e.g. Guenette

and Marshall 2009). Events may be marked using

simple cross marks with labels, or with diagram-

matic and pictorial representations (Tracz and

Gehart-Brooks 1999). Guenette and Marshall

(2009) propose that timelines are particularly

useful when research involves participants

recalling sensitive or emotionally charged mate-

rial. Here the timeline can act as a represen-

tational anchor, allowing sensitive topics to first

be tentatively marked on the line before being

discussed at greater depth.

Within the field of counselling and psycho-

therapy research, McKenna and Todd (1997)

used timelines to investigate how people

accessed therapy at different times in their

lives. Participants were asked to construct a time-

line of their contact with various mental health

services. Following this, semi-structured

interviews were used for a detailed discussion

of each event. Transcripts of these interviews

were then analysed in order to extract the domi-

nant themes within and across individuals. In

terms of the use of the timeline method, the

researchers were able to elicit rich individual

accounts that provided detailed narrative

examples of the various types of therapy episode.

These included exposure to the possibility of

help before shopping around or discriminating a

suitable service. Participants also described later

formation episodes where significant and lasting

change took place, followed by consolidation
and holding episodes. This study demonstrates a

very different view of outcome than is tradition-

ally considered and demonstrates that individuals

look for different types of outcome at different

stages in their lives.

27.2.4.4 Mapping Techniques
Similar to timelines and lifelines, mapping

techniques provide a method of representation

that can be used to help participants to

structurally organise and recall information.

Whereas timelines provide a method for linearly

representing longitudinal data, maps are ‘graphic

representations that facilitate a spatial under-

standing of things, concepts, conditions, pro-

cesses, or events in the human world’ (Harley

and Woodward 1987, p. xvi). Various mapping

techniques have been used in the fields of social

work, family therapy and elsewhere where

representing the individual as part of a wider

system is recognised as important. These

techniques include ecomaps (Hartman 1995),

social network maps (Tracy and Whittaker

1990), node-link maps (Dees et al. 1994) and

various other structured and unstructured

approaches such as flow charts, floor plans and

life space maps (Peavy 1997, 2004).

Rodgers (2010) recently developed the

approach of life space mapping (LSM) to explic-

itly investigate the outcomes of counselling and

psychotherapy. Using this technique, participants

are asked to complete an LSM before and after

therapy. Participants start with a blank sheet of

paper onto which they represent themselves and

their personal world, including their present situ-

ation. The person is encouraged to use lines,

images, colours, words, sentences and symbols

to construct a visual representation of their

feelings, thoughts, actions and situational details

that have meaning in relation to their current

concern. After completing their post-therapy

LSM, clients are presented with their

pre-therapy LSM and asked to reflect on any

differences between their maps. This approach

has been found to offer an evocative point of

reference for participants to reconnect with their

pre-therapy life situation. This is significant as

participants reported ‘forgetting how bad it was’

and having lost sight of the reasons they initially

came to therapy. Further, the mapping technique

tended to decentralise the significance of therapy

as a change factor, allowing participants to recall

‘what is different from then until now’ rather

than ‘what has changed since therapy began’.

Participants also reported that the method

allowed them to identify less conscious aspects

of change. These points indicate the value of

utilising a visual approach as a different cultur-

ally based tool (Peavy 1999) for investigating the
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outcomes of counselling and psychotherapy,

allowing different stories to be told by

participants and heard by the researcher than

would be possible using a purely verbal

approach.

27.3 Qualitative Outcome Data
Analysis

One of the biggest challenges to qualitative out-

come research is the analysis of the rich data sets

provided by the data collection methods

discussed above. It is not unusual for a qualita-

tive interview to last 60 to 90 minutes, with the

resulting transcription of at least 30 pages. Simi-

larly, personal diaries and other documents may

amount to hundreds of pages over time. Even

more challenging is the analysis of visual forms

of data. Given these challenges, it is easy to see

why quantitative measures have been favoured,

as they provide an elegant method for efficiently

reducing potentially vast amounts of data into

simple to comprehend results.

There is nothing unique about qualitative out-

come data that requires them to be analysed dif-

ferently from qualitative process data, which

means that the options will be generally the

same as those described in Part II of this book

(see Chap. 20 and 21 for an overview). Most

commonly, standard qualitative analysis methods

are used, such as varieties of grounded theory

(Chap. 22), or conversation/discourse analysis

(Chaps. 24 and 25). In addition, a promising

approach to interpreting and synthesising rich

qualitative outcome data is the interpretive case

study method (e.g. Elliott et al. 2009). Here we

will focus on the main research questions that are

commonly addressed to qualitative outcome data

and the analyses that lend themselves to answer-

ing those research questions (see Table 27.2).

27.3.1 Descriptive Analyses of Rates or
Frequencies: Quantitative Content
Analysis

Although qualitative in form, it is not difficult to

analyse client descriptions of the effects of

therapy using predefined categories or rating

scales, a method usually referred to as content

analysis. Content analysis (Krippendorff 2003)

typically uses predefined categories and then

counts the number of occurrences of that cate-

gory in the data. For example, client open-ended

descriptions of what has changed over the course

of therapy can be subjected to content analysis to

identify frequencies of predefined concepts. For

example, Klein and Elliott (2006) used a simple

framework of domains of life functioning devel-

oped in previous research (Barkham et al. 1996)

to classify the content of client post-therapy

changes. Traditionally, content analysis has

involved assignment of units of text to mutually

exclusive and exhaustive categories (e.g. Klein

and Elliott 2006: mood symptoms

vs. relationships, etc.). However, a more sensi-

tive approach is to treat the concepts as separate

rating scale items rather than categories: One or

more concepts can be rated for degree of pres-

ence on a simple 4-point rating scale:

0 ¼ ‘clearly absent’, 1 ¼ ‘probably absent’,

2 ¼ ‘probably present’, 3 ¼ ‘clearly present’.

Elliott et al. (1985) used this approach to rate

the effects of significant therapy events (within-

session outcome) for insight, problem solution,

reassurance, etc. This approach makes it possible

to work with more complex qualitative

descriptions.

Quantitative content analysis can also be use-

ful for working with visual data. For example, the

Formal Elements Art Therapy Scale (FEATS)

devised by Gantt and Tabone (Gantt 1998;

Gantt and Tabone 2003) utilises rating scales

that describe the content of a drawing along

predefined artistic criteria. Using this approach,

drawings can be rated according to prominence

of colour, implied energy, space, integration,

logic, realism, problem-solving, level of detail,

line quality, etc. For example, prominence of

colour is rated on a 5-point scale from ‘colour

used for outlining only’ (0) to ‘colour used to fill

all available space’ (5), whilst line quality is

rated from ‘broken, damaged lines’ (0) to ‘fluid,

flowing lines’ (5). Similarly, the video transcrip-

tion systemMoVIQ (Movies and Videos in Qual-

itative Social Research) provides a systematic

method for film and video interpretation
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(Hampl 2008). Like the FEATS system for

drawings, this approach aims to analyse the for-

mal structure of visual data, in this case moving

pictures. For example, segments of video may be

categorised in terms of their formal composition

such as planimetric composition, perspective

projection and scenic choreography.

This form of content analysis thus converts

qualitative raw data into quantitative rates or

frequencies, which lend themselves to compari-

son over time and can be used for assessing

pre-post change. More importantly, however,

this makes it possible to compare data from

case to case, across types of therapy or settings

or even across studies if the same coding strategy

is employed. Much larger amounts of data can be

summarised and compared in this way.

27.3.2 Exploratory Analyses of Kinds or
Aspects: Grounded Theory and
Variants

Often, when faced with a body of qualitative

descriptions of outcome, a therapy researcher

does not necessarily want to be restricted to a

pre-existing set of concepts such as is required

for content analysis discussed above. This is par-

ticularly the case with new kinds of psychother-

apy or counselling (e.g. motivational

interviewing) or applications to new client

populations (e.g. social anxiety) or in new

settings (e.g. groups). Here, the researcher

wants to get a broad picture of the kinds or

aspects of client change that are possible. For

example, in addition to doing a content analysis

of client descriptions of change, Klein and Elliott

(2006) also carried out a grounded theory analy-

sis, using the open-coding procedure described

by Strauss and Corbin (1998). They found a

hierarchical set of categories, with five categories

nested within two broader domains: changes

within the self (affective change, self-

improvement, experiential processing) and

changes in life situation (general life functioning,

interpersonal relationships); each of the five

categories had 2–5 subcategories that defined

them in richer detail and went far beyond the

generalities of the parallel content analysis they

also conducted.

Grounded theory and related methods of qual-

itative analysis, such as interpretative phenome-

nological analysis (IPA: Smith et al. 2009) and

consensual qualitative analysis (CQR: Hill

et al. 1997), require a deeper, more careful

reading and a creative process of constructing

categories that capture the data nicely. They are

therefore more time-consuming than the content

analysis procedures described above but produce

much richer, more textured accounts of how

clients change in therapy, pointing towards new

understandings. Even closer readings are possi-

ble with discourse or conversation analysis, as

illustrated by Elliott’s (2006) analysis of how

clients construct accounts of having attained

insight in therapy, which identified a set of lin-

guistic markers (e.g. ‘realise/real’), metaphors

(e.g. external force: ‘it makes me feel good’)

and contents (e.g. interpersonal patterns

vs. specific emotions).

Exploratory methods for analysing visual data

are yet to be fully utilised in the field of

counselling and psychotherapy outcome

research. At present, studies have tended to

focus on an exploratory analysis of what images

have meant to the client. For example, Rodgers

(2010) analysed the qualities of perceived change

from therapy using life space maps (LSMs) and

found this visual data evoked dimensions of

reflexivity such as ‘spatiality’, ‘metaphor’ and

‘imagery’ that other purely verbal methods may

not have. Clearly there is potential here to utilise

Table 27.2 Summary of qualitative data analysis methods

Descriptive analyses of rates or frequencies e.g. Quantitative content analysis

Exploratory analyses of kinds or aspects e.g. Grounded theory and variants

Interpretive case studies/credibility analysis e.g. Hermeneutic single-case efficacy design
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visual data more fully in the analysis process, for

example, by requiring the researcher to attend to

what the data evoke in them and including this in

the process of category formation.

27.3.3 Interpretive Case Studies/
Credibility Analysis

A recent application of qualitative outcome

research is within the context of an interpretive

case study such as Hermeneutic Single-Case

Efficacy Design (HSCED: Elliott 2002a; Elliott

et al. 2009). HSCED studies offer an alternative

to randomised clinical trials for single therapy

cases. Qualitative outcome data play a critical

role in the first aspect of HSCED studies, deter-

mining whether a client has changed over ther-

apy, and are routinely included in the form of the

Change Interview transcripts and excerpts.

HSCED also illustrates the importance of

incorporating qualitative outcome data within a

mixed method or pluralistic research approach

(Klein and Elliott 2006). Rich case studies are

able to bring together different forms of evidence

to present a coherent narrative of individual

change. In this way, the different forms of data

collection methods discussed above can be

brought together, potentially including more tra-

ditional quantitative measures.

The HSCED method follows a legalistic

model of research, in which two perspectives—

affirmative and sceptic—are systematically

brought to bear on the available quantitative

and qualitative outcome data. In this context,

qualitative outcome data from the Change Inter-

view, described earlier in this chapter, are used to

interrogate the validity of the quantitative out-

come data, and vice versa. In addition to compar-

ing and contrasting qualitative and quantitative

outcome data, the manner and content of qualita-

tive client outcome descriptions are examined

closely for evidence of attempts to please the

research team or therapist (deference) or to con-

vince themselves that they have changed in the

absence of actual change. Thus, researchers look

carefully for evidence of exaggeration of change

or downplaying of continuing difficulties or

disappointments; they also look for the presence

of idiosyncratic descriptions of change that go

beyond vague assertions (‘Yeah, a lot has

changed, you know’) or shared cultural

stereotypes about the nature of psychotherapeu-

tic change (‘lots of insights into myself’). Often,

the verdict of the judges to whom the affirmative

and sceptic cases are submitted turns on the

credibility of the client as a witness to their own

outcome, as evidenced in their qualitative

accounts of change (e.g. Stephen et al. 2011).

27.4 Limitations and Credibility of
Qualitative Outcome Research

Although qualitative methods offer a rich and

in-depth approach to investigating the outcomes

of counselling and psychotherapy, they also pose

several challenges and limitations. In this sec-

tion, we briefly review some of these limitations

and how they can be addressed.

27.4.1 Reliance on Retrospective Recall

Probably the most critical concern with most

qualitative outcome methods is their reliance on

the client’s retrospective recall of the changes

that have occurred over the course of therapy.

Especially for studies conducted in real-world

settings, where therapy may last for several

months or even years, accurately recalling what

life was like before therapy began may be prob-

lematic. In these instances, qualitative methods

place a heavy burden on the participant to try to

recall what life was like before therapy and to

identify changes that have come about during

this particular time period, which may not be

particularly distinct in the client’s mind. Further,

the process of therapy may well alter the

participant’s fundamental views of themselves

and their world, even leading them to reinterpret

their life before therapy, which may now seem

like looking at a different person.
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Utilising mid-therapy interviews such as with

the Change Interview may reduce the scale of the

problem, as clients are asked to recall changes

over a shorter duration (usually 6–10 sessions).

However, only by using pre-post interviews such

as with the Narrative Assessment Interview can

this limitation truly be addressed. Unfortunately,

this approach introduces its own complexities in

the form of requiring significant analysis and

processing of pre-therapy data by the researcher

prior to the end of therapy interview. The use of

visual methods such as life space mapping may

help overcome this limitation, by providing

clients with a visual framework to stimulate

recall, without relying on researcher interpreta-

tion. Nevertheless, the problem of unreliable ret-

rospective recall remains.

27.4.2 Researcher-Centric Focus

In addition, qualitative outcome methods are also

limited by the researcher’s selection of interview

and research questions, regardless of whether

these are ad hoc or standardised. Studies are

typically designed to satisfy researcher curiosity,

not to help clients express their perceptions of

therapy outcome. For example, the researcher

will usually inform the participant of the aims

of the study beforehand and have a set of

questions designed to match their central

research question. This also comes into play in

the analysis of the interviews, as a matter of

necessity: All forms of qualitative analysis entail

a reduction of data across interviews, dependent

on the interests of the researcher and what they

choose to extract from the interview. These

factors inherently shift the focus towards the

researcher’s perspective and away from the

client’s, so that the participant’s experience is

inevitably filtered by the researcher.

Personal documents do allow a more client-

centric view. Here the client is largely writing for

themselves rather than for the researcher; the

researcher is just another reader of the material.

This means the client is more in control of how

much and what they choose to write about. Fur-

ther, there is some evidence that people find it

less threatening to reveal personal and sensitive

material in writing compared to a face to face

interview, especially online (Murray and

Sixsmith 2002). Additionally, such material is

often available in the public domain (in the

form of published books or online discussion

forums), so that researchers do not overtly

intrude into the person’s life in accessing the

data. Although undoubtedly subject to self-

presentation biases, this form of data collection

could be seen as the least problematic for clients,

as they are not directly involved with the

research.

Perhaps the most client-centric form of quali-

tative outcome research, which does not subsume

the client’s voice at all, is that of auto-

ethnography, where the researcher’s voice and

that of the client are one and the same. Here the

author is much more aware of and in control of

the potential implications of their involvement.

Within the mental health professions, this

method can also be seen as professionally bene-

ficial with regard to furthering self-awareness as

a reflective practitioner, in terms of greater self

knowledge, and understanding of one’s own

thoughts, feelings and experiences (Foster

et al. 2006).

27.4.3 Isolated Findings

As noted earlier, qualitative investigations of

client-perceived outcomes have generally been

governed by the idiosyncratic interests of differ-

ent researchers, leading to a disparate and

difficult-to-synthesise research literature. The

tendency has been for each study to employ

different research questions and forms of analy-

sis. Although this approach offers a rich diversity

of results and can give us a detailed insight into

different aspects of therapy, the overall picture is

not coherent or cumulative, resulting in a

fragmented field that is difficult to interpret in

any unified way (McLeod 2001c). Though it can

be argued that this approach contributes to local

knowledge specific to the individual setting and

context of each study (McLeod 1999), it also

means that policy makers cannot incorporate
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the results in standards and guidelines for prac-

tice. This raises the ethical question of whether it

is justifiable to conduct research that may be of

greater benefit for the researcher than for the

wider field.

27.4.4 Confidentiality Issues

Because qualitative data are by nature much

richer, issues of confidentiality and informed

consent become more complex. For this reason

extra care needs to be taken at all points in the

research process: with the informed consent,

with the storing and processing of data and with

the presentation of quoted or summarised mate-

rial in scientific presentations and publications.

For example, procedures are needed for disguis-

ing or anonymising data during collection, stor-

age and write-up. Whilst quantitative data are

naturally anonymised, qualitative data are natu-

rally identifying.

Storage of data over months or years as part of

large archival data sets presents particular

challenges to securing the confidentiality of cli-

ent data. For example, digital recordings of

Change Interviews need to be secured and

encrypted on whatever computer media they are

held, whilst the data themselves may be used for

different purposes than originally conceived. A

potential concern for clients participating in such

studies, however, is the very longevity of the data

archive that makes it advantageous to

researchers. Rather than the data collected

being used for a specific purpose and then

destroyed, it may instead be archived and reused

for purposes very different from those proposed

in the original research study where the data were

collected. For example, the researcher may have

originally planned to map types of helpful ther-

apy factors via grounded theory but later find

themselves carrying out a discourse analysis

about the moral dimension of participating in

research or, alternatively, engaging in a legalistic

scrutiny of credibility of descriptions of post-

therapy changes with an adjudicated case study.

Careful attention to wording of information

sheets and consent forms is therefore essential

to ensure that participants have sufficient under-

standing of the consequences of their participa-

tion. However, even the most diligent of consent

processes cannot allow for the unknown of the

future. What may have been fine for a participant

to express during the initial research interview

may take on a very different significance and

meaning at a later date. The general consent

given previously with good intentions may

become obsolete and invalid from the

participant’s perspective in years to come.

Hence it would seem important to implement

ethical practices such as requiring future

researchers to seek explicit additional consent

for further uses of the collected data.

A further and highly complicated ethical issue

is raised by case study research, which as a mat-

ter of standard practice needs to provide enough

significant detail about the client to make the

case come alive. Doing this requires that

researchers hide or disguise key facts about the

client that could reveal their identity to others.

But what about the possibility that the client

might recognise themselves in a publication,

from a particularly memorable turn of phrase or

a drawing? It appears to us virtually impossible

to ensure against client self-recognition in case

study write-ups. What should be done in such

cases? McLeod (2010) now argues that case

study research requires specific rather than

generic consent. The additional steps include

explicit prior permission for use of client mate-

rial in case studies, and, going beyond this, ask-

ing clients to review descriptions of themselves

in articles prior to publication, or even before

submission for possible publication.

27.4.5 Reactivity: Influence on the
Therapeutic Process

The methods we have described also have the

potential to affect therapy. Rather than being a

neutral event, research interviews in particular

may alter expectations of the therapy or the ther-

apist or directly affect the content of future

sessions. For example, after experiencing a

structured research interview approach, a client
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may wish their therapist to become more

structured in the therapy sessions. Alternatively,

a participant may have had a difficult experience

with their researcher and request time during

therapy sessions to process what went

on. Whilst these events may have the potential

to enhance the therapeutic process, they may also

act as a distraction from the original intent that a

client had when entering therapy.

Furthermore, Mackrill (2007) reported that

therapy clients used weekly diaries as a reflective

medium to help them make sense of aspects of

their lives and to discover new aspects of them-

selves. This sometimes took the form of

participants reflecting in real time as they wrote

their diary, thus extending the therapeutic pro-

cess outside of the therapy room. Along this line,

Burnett and Meacham (2002) highlight the many

claims of the value of learning and reflective

journals for participants, such as providing a

tool for critical reflection, allowing a different

perspective to be formed and facilitating cathar-

sis or self-expression.

From this perspective, Fischer (1994, 2000,

2006) argues that all research, be it quantitative

or qualitative, is most valid when conducted in a

collaborative manner, such that the researcher

and participant ‘co-labour’ together to develop

a productive understanding of what is being

investigated. Rather than attempting to be neutral

or objective and potentially ending up being

experienced as hindering, researchers are

encouraged to embrace the inevitable reactive

nature of their interaction with participants such

that it is most likely to be experienced as con-

structive and beneficial (Fischer 1994). Fischer

(2006) contends that ‘We are least likely to be

abusive, and most likely to be useful, when we

regard our participants as coassessors and

coresearchers. In short, collaboration in both

undertakings is likely to be most constructive

for all parties and to yield the most believable

and useful findings’ (p. 354).

27.4.6 Higher Demands on Participants

Qualitative data collection methods place a

higher demand on the client. It is relatively easy

to fill in a quantitative questionnaire; it is much

more demanding to undertake a 60–90 min

in-depth interview, not only at the end of therapy

but every 10 sessions and perhaps even prior to

beginning therapy.

As for client diaries, Bolger et al. (2003) note

that the effective use of this research method

potentially necessitates considerable training of

participants on the research protocol in order to

ensure clarity of what is to be recorded and when.

Keeping regular and accurate diary entries places

a high burden on the participant, requiring a

commitment and dedication rarely required in

other types of research. Mackrill (2008)

highlights the potential for significant variations

between participants in both quantity and quality

of response, and the potential for a diarist to go

off track in their entries. Further, both Mackrill

(2008) and Burnett (1999) acknowledge that a

certain level of language and writing ability is

assumed, which may be problematic for some

participants with literacy problems, physical

impairments or cultural differences.

This is even more the case for visual methods

such as life space mapping. Asking participants

to engage in ‘art’ can be much more problematic

than interviewing, with potential negative

connotations/associations. Further, if a partici-

pant is more familiar and comfortable with work-

ing in a cognitive, verbal way, the request to be

more creative may be quite daunting or be expe-

rienced as too revealing, odd or even threatening

(Deacon and Piercy 2001).

Conclusion

The purpose of this chapter has been to high-

light the potential and variety of qualitative

methods that can be applied to the relatively

neglected topic of outcome research on

counselling and psychotherapy. We have tried

to make a case for broadening the range of

methods for studying outcome to incorporate

the routine use of qualitative data collection

and analysis. Our main focus has been on

outlining the various method options available

to researchers. We offered an overview of

qualitative methods for collecting and

analysing rich qualitative data about the effects
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of therapy on clients, also briefly touching on

several options for data analysis as well.

We have been candid about what we see as

the limitations of qualitative outcome

research; however, in our view quantitative

outcome methods suffer from an equally

problematic set of difficulties. Many of the

limitations of quantitative research overlap

with those of qualitative research: reliance

on retrospective recall, being dominated by

researchers’ interests, fragmentation of results

due to lack of standardisation and reactivity.

However, quantitative methods suffer from

additional difficulties specific to them, includ-

ing thinness of data, decontextualisation and

lack of relevance to clients’ lives and

therapists’ practice.

It seems to us that it is not a matter of

either/or but of both/and: qualitative outcome

methods can complement, enrich, deepen or

interrogate quantitative outcome methods in

order to provide a more balanced, complete

and useful picture of how our clients benefit

from psychotherapy and counselling. They

deserve a place of equal honour at the banquet

of psychotherapy outcome research.
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Abstract

In a sense, every psychotherapeutic interven-

tion targets a specific set of problems,

symptoms, or disorders—those brought in by

a specific client. In contrast, much of psycho-

therapy research examines the outcome of

more general interventions, sometimes

modified slightly to accommodate a particular

set of problems (e.g., CBT for depression

versus anxiety). In this chapter we consider

research on the outcome of one class of

disorder-specific therapies, those concerned

with improving adaptation to bereavement,

and reflect on both what it may teach us

about intervention for more intense and dis-

abling forms of grief and implications for

psychotherapy research on other conditions.

Drawing on a comprehensive analysis of

over 60 controlled outcome studies, we

attempt to offer a definitive view of the effi-

cacy of current psychosocial treatments for

those who have lost loved ones and discuss

moderators associated with more effective

interventions. Finally, we conclude by consid-

ering a handful of theoretically informed

approaches that hold promise for the further

refinement of evidence-based therapies for

bereavement complications and offer some

recommendations for outcome studies on

other disorder-specific treatments as well.

Copies of relevant papers and information on other

resources can be accessed at http://tinyurl.com/neimeyer
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28.1 Case Vignette

Some 18 months after the death of her husband,

Mary, age 62, describes herself as “drowning in a

sea of grief.” Far from moving toward some form

of recovery, she experiences herself as “stuck” in

a futile protest against the impossibility of living

without Jack, who had been the “compass” for

her life for the past two decades. Without the

special caring, attunement, and structure he

provided her, Mary feels “disoriented” and

“unreal,” as if his death is “just some sort of

terrible joke.” Jack’s relatively fast demise from

an aggressive cancer gave her little time to adapt

to the harsh reality of his impending loss, but

Mary confesses that she spent the majority of

this “warning period” actively resisting the

knowledge of his eventual death, just as she

continues to resist the full emotional implications

of his absence. Now, she feels deeply lonely and

“cut off” from others, with the exception of her

adult daughter, who has grown increasingly

concerned by her mother’s preoccupation with

and anger about the loss, which have begun to

erode her relationships with both friends and

work colleagues. Tearfully, Mary describes how

she has “no purpose for living” since Jack’s

death, and although she is not actively suicidal,

she finds herself wishing that it were she, rather

than he, who had died.

Viewed through a wide-angle lens, grief may

be the one human problem that can be considered

universal in its relevance. Indeed, bereavement

may be distinguished among all major life event

stressors not only by its near inevitability but also

by the high likelihood that we will experience it

repeatedly across the course of a normal life

span. By later life, loss of grandparents, parents,

siblings, spouses, friends, and sometimes chil-

dren becomes a recurrent theme, even if the

circumstances of death and its timing remain

unpredictable (Neimeyer et al. 2008). Under-

standing how people respond to such losses and

how psychotherapy can assist when this process

is impeded therefore becomes a high priority.

Our goal in the present chapter is to consider

the current evidence base regarding the outcome

of grief therapy, understood as a disorder-specific

treatment of high relevance to many clients. We

will begin by describing briefly how adaptation

to bereavement can become complicated for a

substantial minority of mourners and how effec-

tive psychotherapy has proven to be in reducing

distress following the death of a loved one. In

doing so we will summarize what is known about

the efficacy of bereavement interventions, paying

special attention to possible moderators of its

therapeutic effect. We will then review several

recent programs of outcome research on spe-

cially tailored grief therapies, highlighting their

common features and the models that underpin

them. Finally, we will reflect on what the study of

these disorder-specific grief therapies might sug-

gest about disorder-specific treatment research

for other conditions [e.g., dialectical behavior

therapy (DBT) for borderline conditions (e.g.,

Linehan et al. 2006), interpersonal psychother-

apy (IPT) for depression (de Mello et al. 2005),

cognitive processing therapy (CPT) for trauma

(e.g., Resick and Schnicke 1992)]. In summary,

our goal in concentrating on the relatively recent

emergence of grief therapies is to complement

and reinforce the focus on more general psycho-

therapy research efforts documented and

analyzed elsewhere in this volume.

28.2 When Grief Is Complicated

Although the majority of people either respond to

loss in a resilient fashion, experiencing only tran-

sitory distress, or follow an adaptive course of

adjustment, beginning to recover baseline levels

of functioning following the first 6 months, lon-

gitudinal research documents substantial and

sustained bereavement-related difficulties for

many people (Bonanno et al. 2002, 2004). As a

consequence, the death of a loved one carries

with it significant risks for physiological

irregularities and sleep disruption (Hall and

Irwin 2001; Hardison et al. 2005), acute separa-

tion anxiety (Parkes 1996), disbelief, anger and

depression (Holland and Neimeyer 2010;

Maciejewski et al. 2007), and even elevated mor-

tality (Center for the Advancement of Health

2004).
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Most worrisome is recent evidence that

10–15 % of the bereaved struggle to adapt to

their loss over a period of many months or

years (Ott 2003; Shear et al. 2011a), with some

vulnerable groups like bereaved parents (Keesee

et al. 2008) and those who lose loved ones to

violent death (McDevitt-Murphy et al. 2012)

experiencing three times the incidence of such

complication. Like Mary in the clinical vignette

with which this chapter opened, mourners who

experience complicated or prolonged grief

reactions are characterized by intense and persis-

tent yearning for the deceased, intrusive and

troubling thoughts regarding the death, a sense

of inner emptiness and hopelessness about the

future, trouble accepting the reality of the loss,

and various other difficulties moving on with life

(Lichtenthal et al. 2004). When left untreated,

such complicated grief symptoms have been

shown to increase vulnerability to functional

impairment, high blood pressure, cardiac events,

substance abuse, and suicidal ideation over the

long term (Prigerson et al. 2009; Shear

et al. 2011b), although the psychological and

physiological mechanisms responsible for these

effects require further study (Center for the

Advancement of Health 2004).

In view of the potentially profound and

prolonged impact of bereavement on those left

behind, it is not surprising that helping

professionals and community organizations

have stepped forward to provide counsel and

companionship to grieving people, in the hope

of promoting their adaptation to a changed life.

But how effective are these services? Are there

features of the bereaved or of the losses they

suffer that can inform us about who will most

benefit from available interventions? Are there

certain symptoms and problems with which

bereavement services are more effective? And

are there aspects of grief therapy itself—in

terms of its timing, duration, structure, or for-

mat—that suggest patterns of practice that are

likely to be more helpful for those to whom it is

offered?

Our goal in this brief review is to address such

questions, building on several independent

analyses of the status of the field conducted

over the past 10 years. In the aggregate, these

prior reviews converge on several conclusions

about the efficacy of bereavement interventions:

• The benefits of grief therapy are at best mod-

est and at worst negligible in helping the

bereaved surmount the symptoms or problems

they report (Forte et al. 2004; Jordan and

Neimeyer 2003; Kato and Mann 1999; Schut

and Stroebe 2005).

• Interventions that target highly distressed

survivors rather than all those who suffered a

loss seem to produce better outcomes (Currier

et al. 2007; Schut et al. 2001).

• There could be benefits in early intervention

in the near aftermath of loss, for both adults

and children (Allumbaugh and Hoyt 1999;

Currier et al. 2007).

• More definitive research is needed, especially

of a kind that attends to practical distinctions

between (a) interventions offered to all

bereaved people, (b) those that target a partic-

ular risk group (e.g., survivors of suicide,

children who lose a parent), and (c) those

that focus only on bereaved people who

show heightened or prolonged distress that

compromises their daily functioning (Schut

et al. 2001).

• Advances in grief therapy are likely to be built

on advances in grief theory and basic

research, as new methods are devised and

tested that draw on current conceptual and

empirical developments in the field

(Neimeyer and Currier 2009; Neimeyer

et al. 2011; Sandler et al. 2003).

Here, we will consider these conclusions in

light of our comprehensive review of controlled

studies of bereavement interventions (Currier

et al. 2008) and then follow with a few thoughts

on emerging developments in grief therapy,

attempting to extrapolate lessons learned in the

area of bereavement that may have relevance for

psychotherapy research in other areas.
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28.3 Does Grief Therapy Work?
A Meta-analysis

Earlier reviewers of the scientific literature on

bereavement interventions have reached varying

conclusions about its effectiveness, notwith-

standing the generally cautious tone of their

endorsement. Some level of disagreement

among authors might be expected, as most

reviews summarized only a small number of

studies—either because few controlled

evaluations had been conducted at the time the

reviews were written or because many poten-

tially available studies were systematically

excluded or simply missed in the process. More-

over, different scholars have used different

methods in synthesizing the literature, relying

either on a narrative recounting of findings of

different studies or meta-analysis, using statisti-

cal procedures to integrate the results of several

different studies to yield general conclusions.

Our approach was the latter: we conducted a

meta-analysis of all available controlled outcome

research on grief therapies (Currier et al. 2008) to

convey the “big picture” about its effectiveness

and to examine different factors associated with

greater or lesser benefit.

The review was based on 61 outcome studies

reported in 64 papers—many more studies than

were considered in previous reviews—which

included 48 published peer-reviewed articles

and 16 unpublished dissertations. We used sev-

eral criteria to select the studies, the most basic of

which was that the therapy tested needed to aim

specifically to improve bereavement adaptation

and that the study included a group of bereaved

persons who did not receive any formal help (that

is, a no-intervention control group), in order to

rule out the possibility that positive change could

simply represent the passage of time or other

factors not directly related to the treatment.

Although most studies adhered to the “gold stan-

dard” of random assignment to treatment or con-

trol conditions, for the sake of completeness, we

included 14 studies that did not do so and

analyzed these separately to see if similar trends

held in random and nonrandom studies, in view

of the generally greater variability in outcome of

the latter (Shadish and Ragsdale 1996).

We had two distinct but interrelated aims for

the review. Primarily, we were concerned with

evaluating the overall effectiveness of grief

therapies and exploring commonalities among

studies that generated better (and worse)

outcomes. These potential moderators included

the targeted population, timing of intervention,

method of recruiting bereaved persons, person-

(e.g., age, sex) and loss-related (e.g., cause of

death, relationship to the deceased) factors, and

features of the interventions themselves (e.g.,

number of sessions, group versus individual for-

mat). As practicing clinicians as well as clinical

scientists, we believed that the most important

information would come less from providing

estimates of the overall effectiveness of grief

therapies and more from identifying the specific

circumstances under which subgroups of studies

yielded favorable results. In other words, we

were hoping to provide practical as well as sci-

entific clarification regarding who would likely

benefit from what the field has to offer at this

point and under what circumstances.

Secondarily, we assessed the amount of

change over time among intervention recipients

and participants in the control groups. This

allowed us to address issues that we otherwise

could not explore by only relying on the

standardized differences between intervention

and control groups at a particular time point

(i.e., conventional Cohen’s d ). For example,

discouraging outcomes discussed in prior

reviews (e.g., Currier et al. 2007; Forte

et al. 2004; Kato and Mann 1999; Schut

et al. 2001) might have been the result of either

deterioration among intervention recipients—in

other words, therapy “backfiring” by making

people worse—or of improved adjustment

among those who did not receive formal help.

Clearly, either one of these patterns would

diminish the relative therapeutic gains for treated

groups, but each would of course carry quite

different implications for interventionists “in

the trenches.”

Our careful efforts to identify as many avail-

able studies as possible yielded a long line of
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research conducted over the past three decades.

Researchers from these studies sampled a diver-

sity of bereaved persons and encompassed sev-

eral different types of losses. The age of the

participants ranged from 8 to 71 years, meaning

that we included studies of bereaved individuals

from childhood through older adulthood. As is

consonant with trends in bereavement research in

general, three out of four participants were

female (71 %) and Caucasian (74 %). The major-

ity (75 %) of the participants in the studies had

lost an immediate family member (i.e., spouse,

parent, child, or sibling), with over a quarter

(27 %) of these losses occurring by homicide,

suicide, or a fatal accident.

On average, interventions were administered

14 months following the loved one’s death, a

point well beyond when indicators of distress

have been observed to decrease for most “nor-

mal” grievers (Maciejewski et al. 2007). Most

of the interventions used a group modality

(63 %), although individual (25 %) and family

(12 %) approaches were represented as well.

The types of interventions included psychother-

apy and counseling (63 %), professionally

organized support groups (17 %), crisis inter-

vention (11 %), social activities groups (4 %),

writing therapy (3 %), a formal widowed

persons visiting service (1 %), and a helper

training program (1 %). The mean number of

sessions for the interventions was 8, indicating

the time-limited nature of most of the therapies

tested to date.

28.4 What We Found

Consistent with the majority of smaller-scale

reviews, our tests of overall effectiveness also

failed to yield a very encouraging picture of

grief therapies in the aggregate (see Fig. 28.1).

Of the four overall analyses, grief therapies were

shown to outperform no-intervention control

conditions immediately following the interven-

tion in the randomized (d ¼ 0.16) and

nonrandom (d ¼ 0.51) studies, although the

magnitude of the effect of the former more rigor-

ously controlled research was relatively small in

absolute terms. However, analyses for follow-up

outcomes failed to yield intervention effects that

were significantly greater than zero an average of

8 months later (randomized d ¼ 0.05; nonran-

dom d ¼ 0.04). These results contrast with

meta-analyses of general psychotherapy for

other disorders or forms of distress, which typi-

cally yield effect sizes of 0.7–0.9 by the end of

treatment and show enduring improvement

(Lambert and Ogles 2004; Smith et al. 1980;

Wampold 2001).

In contrast, our overall results suggest that the

relative benefits of grief therapy are modest and

of possibly short duration: on average, on follow-

up assessment, recipients of grief therapies are

not appreciably less distressed when compared

with those who receive no formal help whatso-

ever. However, beyond this general conclusion,

other analyses revealed significant variability for

outcomes from each assessment point, with some

studies showing little benefit or even negative

effects, while other studies suggested impressive

effectiveness. This highlighted the need to subdi-

vide the research reports on the basis of clinically

and theoretically relevant factors that could

account for different results, in a way that we

hope will give both researchers and practitioners

better guidance as in how to move forward with

bereaved clientele.
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Fig. 28.1 Overall effectiveness of grief therapies com-

pared to general psychotherapy

28 Outcome Research on Disorder-Specific Treatments: The Case of Grief Therapy 583



28.5 Who Do We Help?
The Search for Moderators

Of the many potential moderators that we

explored, the targeted population emerged as

especially critical for researchers and clinicians

to consider in their work (see Fig. 28.2). Using

the Institute of Medicine categories of

interventions, universal applications targeting

anyone who suffers a loss (e.g., Scruby and

Sloan 1989) failed to produce better outcomes

than would be expected by the passage of time

alone (posttreatment d ¼ 0.01; follow-up

d ¼ �0.06). By comparison, although selective

interventions with subsets of higher risk grievers

(such as parents who lost children to violent

death, e.g., Murphy et al. 1998) showed a small

effect at posttreatment (d ¼ 0.14), these limited

benefits were not significant at follow-up

(d ¼ 0.03). In contrast, for indicated

interventions that took the further step to assess

for difficulties adapting to loss as a requirement

for treatment (as in evaluating the presence of

complicated grief, as exemplified by Mary’s

vignette, e.g., Wagner et al. 2006), outcomes

were clearly superior and compared favorably

with the successes shown for psychotherapy in

general (posttreatment d ¼ 0.53; follow-up

d ¼ 0.58).

These specific results reinforce the growing

consensus that grief therapies can indeed be

effective when clinicians focus on persons who

are genuinely in need of professional help.

Viewed alongside the growing body of evidence

that the passage of time frequently does not alle-

viate difficulties associated with maladaptive

reactions to loss (Prigerson et al. 2009; Shear

et al. 2011a), it is encouraging that the subset of

studies that targeted distressed grievers consis-

tently yielded benefits. Simply put, for those who

are struggling with intense symptomatology over

a protracted period, grief therapy appears to be an

evidence-based practice that enjoys growing

support.

Somewhat to our surprise, however, none of

the remaining potential moderators reliably

accounted for differences in outcome across the

large set of studies. Several of these analyses

focused on person- and death-related risk factors

and characteristics of the interventions them-

selves. We found no evidence that grief therapy

worked better or worse for children or adults, for

men or women, or as a function of the category of

relationship (spouse, parent, etc.) one had to the

deceased. We also found that the timing of the

intervention had little association to outcome,

overturning the conclusions of earlier small-

scale reviews, including our own with children

and adolescents, which had suggested the critical

importance of early intervention (Allumbaugh

and Hoyt 1999; Currier et al. 2007). Similarly,

the source of referral to treatment (i.e., aggres-

sive outreach procedures, simple advertising, or

self- or clinical referral) made a difference only

at posttreatment, at which time studies

intervening with referred clients generated better

outcomes than those strictly relying on aggres-

sive outreach. This advantage faded in the com-

ing months, however, again qualifying

conclusions of earlier reviewers (Larson and

Hoyt 2007; Schut et al. 2001). Nor did the rela-

tive success of the interventions vary according

to the domain of outcome being assessed. In

particular, interventions did no better in reducing

grief symptoms than other domains of outcome,

such as depression and general psychiatric dis-

tress. Viewed affirmatively, these results suggest
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that grief therapy can be helpful to a wide range

of people contending with a wide range of losses,

in ameliorating many forms of distress in both

the near- and long-term aftermath of bereave-

ment, regardless of how they enter therapy—at

least if they are assessed as contending with

substantial clinical distress to begin with.

28.6 What Is Going on Here? The
Responses of Control
Participants

As summarized above, the primary findings of

the study tell us more than little, but less than

much. That is, without also exploring the amount

of change over time for intervention recipients

and controls, we cannot fully explain the

discouraging picture for interventions for

bereaved persons who are not first screened for

elevated levels of distress. For this reason we

pursued secondary analyses to see what was hap-

pening among those assigned to both treatment

and no-treatment conditions. It was soon clear

that there was no evidence that the average

untreated survivor deteriorated (nor did the typi-

cal person who was treated, for that matter).

Instead, on average, all of the groups, treated

and untreated, displayed positive change at post-

treatment and follow-up. When favorable treat-

ment effects were observed, these analyses found

that they resulted from greater reductions in dis-

tress in intervention recipients relative to those

who went without formal help. In some cases, it

seemed that grief therapies might have

accelerated the adjustment process somewhat,

although untreated survivors closed the narrow

gap in outcome by follow-up. Given other evi-

dence suggesting that the majority of the

bereaved tend to regain pre-loss levels of func-

tioning after a transitory period of distress with-

out clinical intervention (e.g., 6–12 months;

Bonanno et al. 2002, 2004; Maciejewski

et al. 2007), it appeared that most of the control

participants had successfully accommodated the

experience of loss to varying degrees by the time

of their involvement or over the course of the

studies. This evidence of human resilience (even

in the absence of treatment) is good news for the

bereaved, suggesting that clinicians might adopt

an attitude of humble appreciation for what many

of the bereaved can achieve without professional

assistance.

28.7 The Future Horizon

Taken together, the findings of our review rein-

force our humility as an interdisciplinary field of

bereavement researchers and professionals, but

also offer hope that we have much to offer those

experiencing the greatest complications in

adjusting to bereavement. Recent carefully con-

trolled research completed since our review

reinforces these conclusions. For example, an

impressive cluster randomized trial of “primary

bereavement care” (PBC) in Spain recently

assigned 31 family physicians in 19 facilities to

receive specialized training in this multifaceted

treatment model (e.g., focusing on empathy,

active listening, presence, facilitation,

psychoeducation, normalization, and strategic

grief therapy skills) or to participate in the con-

trol condition, without this training (Garcia

et al. 2013). Those physicians in the PCB condi-

tion then saw 43 widows in the course of their

usual practice, applying these grief therapy skills

for seven sessions, between 4 and 13 months

after the loss, while physicians in the control

condition followed a comparable group of

widows for the same number of contacts in the

context of ordinary medical appointments. Out-

come was assessed at 4, 10, 16, and 24 months

using a variety of measures. Significantly, no

benefits were observed for the PBC treatment

group across the course of the study, and in fact

control patients showed greater improvement on

somatization, general health, and emotional

outcomes. Such findings underscore cautions

about the advisability of grief therapy dispensed

to all bereaved people, without screening for

levels of risk for or manifestations of

complication.

Beyond this, however, there is a clear need for

more research to establish and extend the effi-

cacy of carefully crafted therapies for the subset
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of the bereaved who struggle to move forward

with their lives. Sandler et al. (2003) suggest that

programmatic research to construct coherent

interventions would do well to work from a

clear theoretical base and to design strategies to

address modifiable behaviors, attitudes, and

skills with a demonstrated relevance to therapeu-

tic outcomes, an advocacy with which we concur

(Neimeyer et al. 2011). Fortunately, several rele-

vant theories bearing on neurophysiological, psy-

chological, behavioral, attachment-related, and

social processes in bereavement have developed

sufficient sophistication and support to guide

such efforts (Stroebe et al. 2007).

One classic conceptualization that has proven

valuable in shaping contemporary grief therapies

is attachment theory (Bowlby 1980), as growing

evidence suggests that individuals who experi-

ence insecure styles of attachment are more

prone to chronic grief trajectories (Bonanno

et al. 2004; van der Houwen et al. 2010), espe-

cially when bereavement-related challenges are

severe and more avoidant styles of coping may

break down (Meier et al. 2013). Other useful

theories posit a dialectical process in grief adap-

tation, such as the Dual Process Model (Stroebe

and Schut 1999), which captures the typical

oscillation the bereaved experience over time

between processing the loss and adapting to a

changed life, or the Two-Track Model (Rubin

1999), which focuses not only on the

biopsychosocial functioning of the bereaved but

also their ongoing processing of their evolving

relationship to the deceased. Research on both

models is benefiting from the recent development

of measures to assess their central mechanisms

(Caserta and Lund 2007; Rubin et al. 2009).

In addition, a focus on meaning reconstruction

as a centrally relevant process in grieving

(Neimeyer 2001; Neimeyer and Sands 2011;

Park 2008) has yielded a good deal of evidence

that an inability to make sense of loss in spiritual,

secular, or practical terms can play a pivotal role

in adaptation to bereavement, accounting for

greatly more of the intensity of persistent grief

symptomatology than objective factors such as

the cause of death or the passage of time (Keesee

et al. 2008) and perhaps even mediating the

impact of violent death on complicated grief

responses (Currier et al. 2006). The related

cognitive-behavioral formulation of complicated

grief by Boelen and his colleagues (Boelen

et al. 2006) similarly posits a struggle on the

part of the bereaved to integrate the reality of

loss into autobiographical memory as a key fac-

tor in the disorder. Both of these latter two

perspectives lend themselves to research on the

role of loss in challenging or positively

transforming the self-narrative of the griever

(Neimeyer 2006a, b), as well as to the refinement

of narrative interventions in the context of grief

therapy (Neimeyer 2012). Each is also likely to

benefit from the recent validation of a measure of

its theoretically central concept, namely, the inte-

gration of stressful life experiences in a way that

promotes their comprehensibility and the

mourner’s “footing” or grounding in a world

transformed by loss (Holland et al. 2010, 2014).

Finally, our optimism about the field of grief

counseling is reinforced by the burgeoning collabo-

ration between clinicians and researchers in devel-

oping and documenting newmodels of treatment for

complicated grief that are demonstrably effective in

randomized controlled studies. One such is the com-

plicated grief therapy (CGT) devised by Shear and

her colleagues (Shear et al. 2005), which draws on

theDual ProcessModel of Stroebe and Schut (1999)

to foster accommodation of the loss and promote

restoration of life goals and roles. The former entails

procedures for revisiting or retelling the story of the

death in evocative detail, while promoting cognitive

and emotional mastery of the experience, engaging

in imaginal conversations to rework the attachment

relationship to the deceased, and writing about and

reviewing both pleasant and troubling recollections

related to the deceased to help the client consolidate

a more positive memory of their life together. In

addition, in keeping with the restoration focus of the

DPM, clients review and revise life goals to align

them with the changed circumstance of their lives.

Sixteen sessions of CGT were found to be far more

effective than interpersonal psychotherapy in

alleviating complicated grief symptomatology,

although clients showed improvement in both

conditions (Shear et al. 2005).

Likewise, Boelen and his associates (Boelen

et al. 2007) drew on a cognitive-behavioral

model of complicated grief to formulate a
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two-phase treatment featuring cognitive

restructuring and sustained exposure exercises.

Cognitive interventions used familiar procedures

to identify, challenge, and change negative auto-

matic thoughts in the course of grieving. Expo-

sure treatment entailed inviting clients to tell the

story of their loss in detail followed by a home-

work assignment to write down all of the internal

and external stimuli—ranging from specific

memories to people and places—that they tended

to avoid and used the results to construct a hier-

archy of situations that were confronted

imaginally and behaviorally in the remaining

sessions. Results indicated that 12 sessions of

treatment in the cognitive-behavioral conditions

outperformed the supportive condition and that

exposure interventions were especially effective

in ameliorating grief symptomatology. A recent

meta-analysis of the literature on interventions

using similar CBT methods supports their gen-

eral efficacy, although it is unclear whether they

are more effective than other existing therapies

when investigator allegiance is taken into

account (Currier et al. 2010).

Recently, Lichtenthal and Cruess conducted a

controlled trial of a narrative intervention for

bereavement, drawing on meaning-oriented

models that emphasize the role of sense-making

and benefit finding in the wake of loss

(Lichtenthal and Cruess 2010). Randomizing

participants to one of four conditions—emo-

tional disclosure (ED), sense-making (SM),

benefit finding (BF), or a control

(CC) condition—they requested that bereaved

participants write for three, 20-min sessions

over the course of a week about either their

deepest thoughts and emotions related to their

loss (ED), making sense of the event by explor-

ing its causes and place in their lives (SM), any

positive life changes that came about as a result

of their loss experience (BF), or simply the room

in which they were seated (CC). They found

evidence that writing about the loss experience

was more efficacious in reducing grief complica-

tion 3 months post-intervention than writing

about a neutral topic. The novel BF meaning-

making intervention appeared especially benefi-

cial. Significant treatment effects on depressive

and PTSD symptoms also emerged, especially

among those in the BF condition. An additional

randomized controlled trial of an Internet-

mediated writing therapy featuring prompts for

perspective taking regarding the loss reinforced

these general conclusions (Wagner et al. 2006).

Because nondirective expressive writing about

loss is of uncertain benefit as a treatment for

bereavement (Neimeyer and Currier 2009),

these results are hopeful in suggesting that narra-

tive procedures that prompt positive meaning

making about the loss could play a constructive

role either as a homework assignment in the

context of bereavement support or grief

counseling or as a stand-alone treatment. Several

such narrative and meaning-oriented

interventions have been formalized to permit

their clinical use with clients as well as their

further empirical evaluation and refinement

(Neimeyer 2012).

Finally, Kissane and his associates have

devised a family-focused grief therapy (FFGT),

practiced as a brief 4–8 session intervention for

distressed relatives of patients receiving

end-stage treatment in palliative care settings

(Kissane and Bloch 2002). As an alternative to

the individualistic orientation of the other

research-tested therapies described above, theirs

is based on an assessment of family functioning,

defined in terms of members’ self-reported levels

of cohesiveness, expressiveness, and capacity to

deal with conflict. Importantly, Kissane and his

colleagues offered professional therapy only to

those families whose family processes placed

them “at risk” for poor bereavement outcomes,

“supportive” families that enjoyed high cohe-

sion, and “conflict resolving” families that dealt

with problems through effective communication

were judged as inappropriate for intervention.

Therapy concentrated on telling the story of the

illness and related grief while enhancing commu-

nication and conflict resolution. Although a large

randomized comparison of FFGT with

treatment-as-usual produced equivocal effects,

significantly greater improvement in general dis-

tress and depression, though not social adjust-

ment, was shown by the 10 % of FFGT-treated

family members who were most troubled at the
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outset of treatment. Importantly, members of

“sullen” families characterized by muted anger

and a desire for help showed the most improve-

ment in depression as a result of FFGT. In con-

trast, “hostile” families marked by high conflict

actually did worse in FFGT than in the control

condition (Kissane et al. 2006). Results therefore

suggest the utility of family-level bereavement

intervention, but only when discretion is

exercised in the recruitment of those most likely

to benefit (highly distressed and sullen families)

and to avoid offering treatment to those who

would fare as well or better without it (functional

and hostile families).

In summary, a variety of experiential,

cognitive-behavioral, narrative, and family-

focused methods are being developed and hold

promise in the treatment of bereavement-related

distress. Common features of these demonstrably

effective treatments include (a) their grounding

in contemporary, research-informed models of

grief; (b) their tendency to screen for significant

levels of distress or complicated grief;

(c) inclusion of oral or written “retelling” of the

loss experience, often in evocative detail; and

typically (d) the prompting of some form of

meaning making, in the form of consolidation

of positive memories, cognitive restructuring of

fatalistic thoughts, or integration of the loss into

one’s self-narrative (Shear et al. 2011b). Our

hope is that such common factors, in combina-

tion with novel procedures featured in some of

the therapies (e.g., directed imaginal dialogues

with the deceased or writing of letters to the

loved one or to hypothetical others who have

experienced a similar loss), will continue to

inspire experimentation with new models and

methods in order to enrich and deepen the

scope and focus of grief therapy.

28.8 Disorder-Specific Grief
Therapy and the Broader Field
of Psychotherapy Research

As a theoretically informed and evidence-based

approach to grief therapy has begun to emerge,

what lessons might it carry for the refinement of

other therapies that target specific disorders or

for the field of psychotherapy research as a

whole? Perhaps the most basic response to this

question is that there seems to be a clear place for

interventions that include, but also supplement, a

“common factors” approach to therapy by draw-

ing on research that implicates unique factors in

particular disorders and uses this evidence to

construct specialized treatments for those who

struggle with them. That is, beyond such general

factors as the cultivation of a strong working

alliance, the practice of accurate empathy, and

the instillation of hope, some specific interven-

tion methods may be called for to address partic-

ular dimensions of a given disorder or difficulty.

In the domain of grief therapy, for example,

themes of severed attachment, challenges to the

survivor’s system of meaning, and the need to

reorganize life goals and roles loom large,

suggesting the relevance of interventions to reor-

ganize the bond with the deceased, find signifi-

cance in both the death of the loved one and in

one’s changed life as a survivor and project new

purposes and connections appropriate to an

altered future. That is, for many conditions, opti-

mal treatment may consist of a felicitous pairing

of common and unique factors tailored to the

challenges represented by a given disorder. As

evidence from several research programs

suggests that grief therapies fitting this descrip-

tion could outperform more generic treatments

for depression or distress (Boelen et al. 2007;

Lichtenthal and Cruess 2010; Shear et al. 2005),

psychotherapy researchers focused on other

forms of disorder should be encouraged to design

and evaluate theory-guided interventions that

transcend more general approaches to psycho-

therapy. One relevant design, for example,

might compare a “common factors” approach to

treatment for a specific condition that provides a

credible rationale, instills hope, and offers rela-

tional and ritual supports for change to an

enhanced model that also integrates specialized

interventions relevant to the disorder being

treated (e.g., exposure, meaning-based or family

systems interventions). Such a design would pre-

sumably be more informative than a simple

attention-placebo-controlled study, suggesting
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the additional relevance of specific treatment

components beyond those associated with a com-

mon factors model. In the field of grief research,

the investigation by Shear et al. (2005) most

approximates this design recommendation to

this point.

A second clear implication arises from our

finding that grief therapy only demonstrated clin-

ically substantial effects when it was restricted in

application to indicated (that is, clinically dis-

tressed) populations, whereas treating selected

“at risk” groups produced very modest gains,

and universal application of grief therapy to any-

one who had suffered a loss showed essentially

no noticeable effects immediately after interven-

tion or on follow-up (Currier et al. 2008). One

inference that could be drawn from this finding is

that the psychotherapy research field might

benefit from a clear emphasis not only on what

therapy is being evaluated but also on to whom it

is being offered. This advocacy is of course in

line with that of other reviewers of psychother-

apy research who have collaborated to identify

transdiagnostic client characteristics (e.g., client

reactance, therapy preferences, culture, and spir-

ituality) that have been empirically associated

with differential response to particular therapies

(Norcross and Wampold 2010). Many programs

of outcome research routinely do something of

the sort through careful assessment of prospec-

tive clients for “goodness of fit” to diagnostic

criteria prior to randomization to conditions, but

such attention is typically limited to the evalua-

tion of symptoms associated with the diagnosis

itself, rather than client characteristics that go

beyond diagnostic criteria. For example, in the

field of bereavement, research has begun to iden-

tify a significant correlate or outcome of compli-

cated grief, in terms of a spiritual crisis that

leaves religiously inclined mourners feeling

estranged from God and their spiritual commu-

nity (Burke et al. 2011; Neimeyer and Burke

2011). One implication of this finding is that

those bereaved persons evidencing such spiritual

struggle might benefit from tailored interventions

that target fundamental challenges to their belief

systems, their sense of secure connection to the

divine, and social conflicts with others in their

faith community (Burke and Neimeyer 2011).

Likewise, in other specific therapy contexts, it

could be prudent to assess whether potential

clients display indications that they would benefit

from a specialized treatment that attends to their

unique struggles, coping styles or treatment

preferences.

Third, the recent development of measures of

theoretically crucial constructs featured in lead-

ing models of bereavement adaptation (Caserta

and Lund 2007; Holland et al. 2010; Rubin

et al. 2009) bodes well for future research on

mechanisms of change in grief therapy. By

extension, research on other specific therapies

could benefit from the construction and valida-

tion of procedures for evaluating those processes

theorized to be central to the disorder on which

they focus, the remediation of which is the ulti-

mate goal of treatment. Likewise, beyond reme-

diation of distress per se, psychotherapy

researchers might give greater attention to posi-
tive changes engendered by treatment, such as

those associated with client resilience. In the

field of bereavement research, for example,

recent evidence (Currier et al. 2012) suggests

that significant (though not overwhelming) levels

of grief are associated with greater posttraumatic

growth, defined in terms of greater personal

strength, appreciation of life, compassion for

others, and deepened spirituality (Calhoun and

Tedeschi 2006). This highlights the relevance of

measuring such outcomes in treatments that tar-

get emotion regulation, meaning making, and

relational renewal as therapeutic goals. Although

the outcome of any given psychotherapy is likely

to be shaped by myriad factors, some specific to

that treatment and some common to the majority

of approaches, the identification of particular

mechanisms of change and associated positive

outcomes will likely enhance the efficacy of

future interventions.

Finally, our study of grief therapy underscores

the importance of evaluating changes in the con-

trol group as well as in those who are being

actively treated. Our finding that controls showed

considerable improvement over time seemed to

account for much of the poor showing of univer-

sally applied bereavement interventions (Currier
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et al. 2008) is in one sense cautionary, suggesting

that professional treatment is required only by a

minority of survivors. But at another level it is

inspirational, demonstrating the active self-

healing efforts of the bereaved in adapting to life

without the physical presence of their loved one.

Whether the seeming resilience of untreated

candidates for treatment is unique to grief

(which for many may follow a natural course

toward improved adjustment) or whether success-

ful attempts to come to terms with their symptoms

or problems characterize other control groups in

psychotherapy research deserves further attention.

In conclusion, our study of the outcome of

bereavement interventions gives us cause for

both humility and hope—humility, because it is

clear that not all professional interventions for

the bereaved are as substantial in their effects as

one might wish, but also hope, because recent

theory and research seems to be identifying sev-

eral active ingredients of interventions that prove

efficacious for those, like Mary, who most need

them. We hope that our analysis and interpreta-

tion of these findings is of benefit to other psy-

chotherapy scholars studying and seeking to

ameliorate other forms of human suffering.
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Abstract

The current review targets efforts to use out-

come measures in routine care for the purpose

of enhancing patient outcome, particularly for

patients whose positive outcome is in doubt.

The review first provides a brief historical

context that justifies this particular form of

outcome assessment, and its role in reducing

negative treatment outcomes. The place of

outcome measures in solving the negative

effects problem is emphasized with a narrow

focus on one set of measures that are rela-

tively well advanced in their clinical utility.

Other measures are then briefly reviewed

before turning to future directions.

29.1 Outcome Research: Methods
for Improving Outcome in
Routine Care

The current review targets efforts to use outcome

measures in routine care for the purpose of

enhancing patient outcome, particularly for

patients whose positive outcome is in doubt.

The review first provides a brief historical con-

text that justifies this particular form of outcome

assessment, and its role in reducing negative

treatment outcomes. The place of outcome

measures in solving the negative effects problem

is emphasized with a narrow focus on one set of

measures that are relatively well advanced in

M.J. Lambert (*)

Department of Psychology, Brigham Young University,

Provo, UT 84602, USA

e-mail: michael_lambert@byu.edu

O.C.G. Gelo et al. (eds.), Psychotherapy Research,
DOI 10.1007/978-3-7091-1382-0_29, # Springer-Verlag Wien 2015

593

mailto:michael_lambert@byu.edu


their clinical utility. Other measures are then

briefly reviewed before turning to future

directions.

By the early 1970s, outcome research

established that various forms of psychotherapy

had an overall positive effect on patient outcome.

The same evidence showed that a small and

consistent percentage of people deteriorated

while in care (Bergin 1971). The deterioration

was mostly connected to patient characteristics,

but specific therapist behaviors were also

implicated (Lambert et al. 1977). These findings

were based on extensive measurement of patient

functioning in controlled research where, on

average, patients were evaluated on an average

of five different scales and from multiple

perspectives (Hill and Lambert 2004). Hundreds

of outcome measures were employed with no

consensus on a core battery (Froyd et al. 1996).

Sadly, the findings on negative change were

almost entirely ignored by the field with research

efforts principally directed to the study of “brand

name” treatments and demonstrating the superi-

ority of specific therapies in comparative out-

come studies (Lambert et al. 2004a; Wampold

2001).

Interest in the phenomenon of outcome mea-

surement in routine care grew in the late 1980s

with the emergence of cost containment efforts.

Managed care entities, for example, scrambling

to control or even cut costs, had to show that

reducing services did not diminish the effective-

ness of treatments (Brown and Minami 2010).

Assessing outcome was seen as a way of exam-

ining whether more could be accomplished with

less or at least prove that brief, efficient services

could be as effective as intensive, long-term care.

The emergence of cost considerations as a major

interest of managed care and government-

sponsored mental health services in the United

States spawned the use of outcome measurement

in routine care, but without the comprehensive

measurement practices that characterized clinical

trials research. Managed care companies were

slow to unite the idea of preventing negative

outcome with outcome assessment and instead

largely relied on implementing “best practices”

as proven by clinical trial research. During the

1990s these companies were at least considering

the value of using outcome assessment data to

reduce negative effects making outcome mea-

surement a routine part of care.

A review of psychotherapy outcome by Lam-

bert and Ogles (2004) estimated that about

5–10 % of adult patients participating in clinical

trials also leave treatment worse off than they

were when treatment began. In routine care,

patient deterioration is more problematic.

Hansen et al. (2002) examined outcome in rou-

tine practice settings ranging from employee

assistance programs to community mental health

centers. Outcomes for these unselected naturalis-

tic samples totaling more than 6,000 patients

suggest the patients did not fare nearly as well

as those in clinical trials, with only about

one-third showing improvement or recovery

and 3–14 % deteriorating.

The situation for child and adolescent outcome

in routine care is even more sobering than with

adult populations. The small body of outcome

studies in community-based usual care settings

has yielded an overall mean effect size near zero

(Weiss et al. 1999; Weisz et al. 2006; Weisz

et al. 1995), yet millions of youth are served each

year in these systems of care (National Advisory

Mental Health Council 2001; Ringel and Sturm

2001). In a comparison of children being treated in

community mental health (N ¼ 936) or through

managed care (N ¼ 3,075), estimates of deterio-

ration were 24 % and 14 %, respectively (Warren

et al. 2010). Furthermore, increased attention to

deterioration in treatment may be warranted given

the high rates of treatment dropout observed in

clinical practice. It is estimated that 40–60 % of

children and adolescents discontinue treatment

prematurely (Kazdin 1996; Wierzbicki and

Pekarik 1993); many of these dropouts are likely

due to perceived lack of benefit from treatment.

With regard to measuring treatment response in

child and adolescent psychotherapy, Kazdin

(2005) noted that “such information would be

enormously helpful if used to monitor and evalu-

ate treatment in clinical practice” (p. 555); how-

ever, very little research has evaluated the

feasibility and utility of using a patient-focused

paradigm for monitoring child and adolescent
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treatment progress and identifying cases that may

be at risk for negative outcome.

Evidence-based practice in psychology

(EBPP) has been defined as the “integration of

the best available research with clinical expertise

in the context of patient characteristics, culture,

and preferences” (APA 2006, p. 273). Evidence-

based practice includes the regular monitoring of

patient outcome such that treatment can be

adjusted if suitable progress is not observed

(APA 2006; Institute of Medicine 2006). One

way to accomplish this is with regular monitor-

ing or tracking outcomes with standardized

scales throughout the treatment process and

providing clinicians with patient progress feed-

back. The basic rationale behind the concept of

providing feedback makes practical sense. If

clinicians get information about what seems to

be working, and perhaps more importantly what

is not working, our performance will improve. In

many situations performance and feedback are

intertwined and obvious; in others a certain

degree of blinding occurs, such that the associa-

tion is not so temporally connected and the

effects of performance are harder to discern

(such as in psychotherapy), making it much

more difficult to learn and improve. In obvious,

as well as more subtle situations, providing feed-

back to improve performance has been studied

quite extensively in a variety of areas and

confirms our common sense expectations that

feedback is helpful in maximizing the impact of

treatments.

Even when an empirically supported treat-

ment (EST) is offered to individuals who have

the same disorder and see therapists who have

been carefully selected, monitored, and

supervised, 30–50 % of patients fail to respond

to treatment (Hansen et al. 2002). This means

that even if there were a right treatment or “best

practice” for an individual, we would need to

identify patients who are failing to respond to

this treatment. The major assumptions of this

practice is that we can, in fact, identify poorly

responding patients in a timely fashion and then
take timely actions that will benefit them. Con-

siderable doubt exists about the ability of

clinicians to recognize and predict treatment

response, especially with patients that worsen in

the course of treatment.

29.2 Measuring Treatment
Response

A cornerstone of behavior therapies is the identi-

fication of behaviors that need to be modified,

counting the frequency of such behaviors, and

observing (monitoring) changes as a conse-

quence of treatment. While these methods work

especially well with specific behaviors and with

children, they are not entirely satisfactory with

the broad range of individuals whose psychopa-

thology is much more complex. Nevertheless,

what we have learned from behaviorism can be

extended to routine care by using general

measures of mental health in the place of

counting specific behaviors.

The Outcome Questionnaire-45 (OQ-45;

Lambert et al. 2004b) was created specifically

to measure and assess real-time change in adult

psychotherapy which could then be used by

therapists to identify deterioration and improve

patient outcome prior to treatment termination.

It is a 45-item self-report measure designed for

repeated administration throughout the course

of treatment and at termination. In accordance

with several reviews of the literature (e.g., Lam-

bert 1983), the OQ-45 was conceptualized and

designed to assess three domains of patient

functioning: symptoms of psychological distur-

bance (particularly anxiety and depression),

interpersonal problems, and social role func-

tioning. Consistent with this conceptualization

of outcome, the OQ-45 provides a Total Score,

based on all 45 items, as well as Symptom

Distress, Interpersonal Relations, and Social

Role subscale scores. Each of these subscales

contains some items related to the positive qual-

ity of life of the individual. There is also a

shortened version of the OQ-45, the Outcome

Questionnaire-30 that is in general use with

adult patients.

The Youth Outcome Questionnaire (Y-OQ;

Burlingame et al. 2005) is a 64-item parent/

guardian report measure of treatment progress
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for children and adolescents (ages 4–17) receiv-

ing mental health intervention. Similar in its

intent to the OQ-45, the Y-OQ is meant to track

actual change in functioning as opposed to

assigning diagnoses. The Y-OQ is composed of

64 items that comprise six separate subscales

designed to tap diverse elements of healthy

behavior. The subscales include Interpersonal

Distress (ID), Somatic (S), Intrapersonal

Relations (IP), Critical Items (CI), Social

Problems (SP), and Behavioral Dysfunction

(BD). The Youth Outcome Questionnaire Self-

Report (Y-OQ-SR) is the equivalent self-report

measure completed by youth ages 12–17. In

addition, a shorter form, the Y-OQ-30, is avail-

able for parents, clinicians, and youth.

In short, the OQ and Y-OQ are brief measures

of psychological disturbance that are reliable,

valid, and sensitive to changes patients make

during psychotherapy. They are well suited for

tracking patient status during and following treat-

ment and provide clinicians with a mental health

vital sign. The measures have been extensively

reviewed elsewhere (Burlingame et al. 2005;

Lambert et al. 2004b; www.oqmeasures.com).

29.3 Prediction of Negative Change

29.3.1 The Surprising Failure of
Clinicians to Accurately Predict
Negative Outcome

Prior to discussing the accuracy of methods for

predicting patient deterioration, it may be helpful

to understand how well clinicians can do this task

based on their clinical wisdom and experience

with patients. After all, why develop elaborate

means of predicting negative outcome if

clinicians can do the task? In order to examine

therapist predictive accuracy, Hannan

et al. (2005) examined therapist accuracy by

asking 40 therapists (20 trainees and 20 experi-

enced professionals), at the end of each session

with each of their patients, if they believed the

patient would leave treatment in a deteriorated

state and, in addition, if the patient was worse off

at this particular session than when they entered

treatment. We expected that experienced

clinicians, given their extensive contact with

patients over the years, would be more accurate

in their judgments than trainees (who ranged

from first-year graduate students to intern-level

providers).

During a 3-week period predictions were

made for 550 patients who participated in ther-

apy sessions. In some cases therapists made three

predictions, two predictions, or a single predic-

tion based on the number of sessions a patient

attended over the 3 weeks. In every other way

treatment continued as usual and patients’ prog-

ress was followed until they terminated treat-

ment, at which time their intake OQ-45 score

could be compared with their end of treatment

OQ-45 score. While 40 patients were

deteriorated at the termination of treatment,

only 3 of 550 patients (0.01 %) were predicted

by their therapist to leave treatment worse off

than when they began, one of whom actually

deteriorated. In general, patients’ eventual dete-

rioration was not forecast by clinicians who were

attempting to do so. Rather than experienced

clinicians being more able to predict the phenom-

enon, they did not identify a single patient who

deteriorated—the only accurate prediction out of

the three that were made was made by a trainee.

In contrast 36 of the 40 (90 %) patients who

deteriorated were predicted to do so based on

actuarial methods applied to data from the same

time period.

The actual deterioration rate for this sample

was 7.3 %, very close to the 8 % we expected and

informed therapists of at the inception of the

study. Despite being armed with base rate infor-

mation and having familiarity with the outcome

measure utilized in the study, therapists showed

an inability (unwillingness?) to accurately fore-

cast negative outcome. Their predictions would

have improved markedly if they had simply used

their judgment that a patient was worse off rela-

tive to their intake status at any particular session

(16 such patients), but they did not interpret their

perception of patient worsening in this way. One

might hope that the results of this study are

limited to a single clinic consisting of poor or

below average therapists—but it seems unlikely
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that this could explain these results. The

therapists were well trained and, as a group,

demonstrate patient outcome that are on a par

with other treatment centers.

Collaborating information has been found in a

related study that applied a different methodol-

ogy. Hatfield et al. (2010) using an archival data-

base from Midwestern University identified

cases that had deteriorated during routine care

offered by 13 licensed professionals, nearly half

of whom had a Ph.D. with the remaining having a

master’s degree or completing a predoctoral

internship. Outcome was measured with the

OQ-45 and the selected patients were in the clin-

ical range and seen by the same therapists from

intake through treatment termination. No feed-

back was given to therapists in a systematic way

although session-by-session scores were present

in many patient files. The deterioration rate at the

center among patients in the clinical range was

9 % (4,253/386). Two hundred fourteen of these

cases were randomly selected and further

reduced by eliminating patients who had seen

more than one therapist, leaving 70 cases whose

case files were examined to see if therapists made

any note indicating they had worsened from the

time they entered treatment. The files that were

rated corresponded to those sessions in which the

OQ-45 score had increased by 14 points or more

(the reliable change index). Case notes were

classified as either mentioning change or not,

and if worsening was noted. For those where

worsening was noted, the actions of therapists

were recorded.

Deterioration was noted by therapists in 15 of

the 70 patients (21 %) with no mention of prog-

ress occurring in 41 (59 %) of the cases. The

OQ-45 score was referred to in 9 % of cases.

Two (3 %) of the patients were rated as

improved. With regard to new treatment

decisions for the patients whose negative change

was noted by the therapist and those who men-

tioned the OQ-45 score (n ¼ 21), many were

noted in the record. The most common actions

were referral for medication (24 %), continue

treatment as usual (24 %), and change treatment

implementation (19 %).

Further examination of the most severe cases

of negative change was undertaken by only

looking at cases whose negative change was

30 or more points, an extreme negative deviation

from entry levels of distress. Among 41 (4.4 % of

those entering treatment) patients who met this

criterion, deterioration was recorded in a case

note in 32 % of the cases. In contrast to the

Hannan et al. (2005) study in which therapists

were asked to predict the eventual outcome of

treatment and virtually never imagined it hap-

pening, the Hatfield et al. (2010) study estimated

awareness of negative change as indicated in

written notes. In this latter instance, even in

situations involving very serious symptom wors-

ening, therapists made no mention of it in about

70 % of the cases, and even when it was noted did

not bring up supervision/consultation as an

appropriate action in a single instance, although

changing strategies and referral for medications

were noted.

These results are similar to results in Hannan

et al. (2005) with regard to asking therapists to

judge patient status after specific sessions. Of

55 patients who were identified by the OQ-45

as signal-alarm cases at a specific session,

21 were judged by their therapist as “recovered”

or “improved.” The Hannan et al. (2005) study

provides evidence that therapists not only cannot

predict final negative outcome but saw nearly

40 % of patients as in an improved state when

they were reporting more self-reported

symptoms than they had when they started

treatment.

In reflecting about the therapist’s perception

of patient worsening, it seems clear that

therapists are overly optimistic about their posi-

tive effects on patients. Therapists typically esti-

mate that 85 % of their clients have positive

outcomes, but also that they see themselves as

well above average in relation to their peers with

regard to benefiting their patients (Walfish

et al. 2012). The results are consistent with, if

not more extreme than, findings from hundreds

of studies comparing clinical prediction with

actuarial methods. Examples regarding the limi-

tation of clinician ability to make accurate
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judgments without feedback are plentiful. For

example, a review comparing human judgment/

diagnosis abilities versus statistical methods con-

sistently shows that statistical methods are much

more accurate (Grove et al. 2000). Despite the

evidence suggesting that clinical decision-

making may not always be accurate,

professionals are typically very confident about

their eventual clinical decisions (Garb 1998).

Owing to the extant research documenting the

superiority of actuarial over clinical methods in

making such predictions (Garb 2005), there is

little doubt that the greatest predictive success

will come through real time clinic-based applica-

tion of computer-assisted actuarial methods.

Indeed, we predict that in the future, such psy-

chological “lab test” or “vital sign” data will be

as common and important in behavioral health as

in medicine.

29.3.2 Empirical Methods for the
Prediction of Patient
Deterioration

An empirically derived signal-alarm system was

developed to alert clinicians to potential treat-

ment failures. This system plots a statistically

generated expected recovery curve for differing

levels of pretreatment distress on the OQ-45 and

uses this as a basis for identifying patients who

are not making expected treatment gains and are

at risk of having a poor outcome. This empirical

or purely statistical method of prediction became

possible after repeatedly assessing patients with

the OQ-45 following sessions of treatment.

Finch et al. (2001) used the PROC MIXED

functions of the Statistical Analysis System

(SAS) to apply HLM to a large database

consisting of 11,492 patients treated in a variety

of settings including employee assistance

programs, university counseling centers, outpa-

tient clinics, private practice, and a clinical psy-

chology training clinic. An initial graphical

analysis of the data revealed decelerating growth

curves similar to those identified in dose-

response studies—a lawful linear relationship

between the log of the number of sessions and

the normalized probability of patient improve-

ment, again illuminating the tendency for larger

and larger doses (number of sessions) in order to

find a higher percentage of recovered patients.

The resulting groups of data were analyzed to

generate a linear model for recovery curves.

Administrations of the OQ-45 were nested within

an individual patient, who was nested within a

specific therapist, who was nested within a spe-

cific treatment site, and so forth. This linear

model allowed comparisons of individuals even

when OQ-45 scores were missing at different

sessions, and even when the ultimate number of

sessions, length of time between sessions, and

overall length of therapy was different between

patients. Essentially, a separate regression line

and error estimate was generated for each patient

in the analysis.

It was possible to establish the upper and

lower bounds of tolerance intervals for each of

the recovery curves. The tolerance interval is a

quality control protocol often used in engineering

applications. Tolerance intervals determine the

probability that a given OQ-45 score at a given

session will fall within a specified interval. The

tolerance intervals allowed for the identification

of OQ-45 total score values that have an

established probability of falling outside of the

upper and lower limits of the tolerance interval.

Specifically, this means that the tolerance

intervals calculated in this model allowed for

the identification of the 10 (red signal) and

15 (yellow signal) percent of patients in a given

sample whose rate and trajectory of progress

deviated significantly from what was the

predicted course of recovery for others entering

therapy with a similar intake score.

The tolerance intervals created were primarily

aimed at identifying this 10 % of the patient

population who deviate from the recovery track.

These coefficients and tolerance intervals formed

the core of the “empirical warning system” by

providing table values and charts of predicted

therapeutic gains, against which any given

patient could be compared at any session of psy-

chotherapy. After an individual has completed a

given OQ-45 administration, the total score can

then be compared to the corresponding session
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value for others beginning therapy with a com-

parable pretreatment score. If, at any session

following intake, the OQ-45 total score for a

patient does not exceed the tolerance interval,

then therapy is judged as proceeding as

anticipated for this particular patient, and a

green message can be given as feedback for the

therapist to proceed as they have been. If the

same OQ-45 score falls outside of the upper

15 % and does not surpass the upper bound of

the 10 % tolerance interval, the patient is consid-

ered to be deviating by greater than one standard

deviation from what is expected of a typical

person at this point in therapy, and the therapist

would receive a yellow message as a warning to

attend to this patient’s progress. If this same

OQ-45 score falls above the upper limits of the

10 % interval, then the patient is deviating sig-

nificantly in a negative direction from what is

predicted for patients at this point in therapy.

The 10 % boundary is consistent with the esti-

mate that about 10 % of patients deteriorate

following psychotherapy (Lambert and Ogles

2004). At this point the therapist would receive

a red warning message that therapy may be head-

ing toward an unsuccessful conclusion and that

the therapist may need to consider an alternative

course of action. In our program of research, we

consider patients whose treatment response

crosses either the yellow or red boundary to be

alarm-signal or “not-on-track” cases. Such

patients are predicted to leave treatment

deteriorated unless preventive actions are taken.

Abbreviated messages associated with

predictions are as follows:

White Feedback “The patient is functioning

in the normal range. Con-

sider termination.”

Green Feedback “The rate of change the

patient is making is in the

adequate range. No change

in the treatment plan is

recommended.”

Yellow Feedback “The rate of change the

patient is making is less than

adequate. Recommendations:

consider altering the treat-

ment plan by intensifying

treatment, shifting interven-

tion strategies, and monitor-

ing progress especially

carefully. This patient may

end up with no significant

benefit from therapy.”

Red Feedback “The patient is not making

the expected level of prog-

ress. Chances are he/she

may drop out of treatment

prematurely or have a nega-

tive treatment outcome.

Steps should be taken to

carefully review this case

and consider a new course

of action such as referral

for medication or intensifi-

cation of treatment. The

treatment plan should be

reconsidered. Consideration

should also be given to

seeking supervision on this

case.”

29.3.3 Accuracy of Predicting
Treatment Failure with Adults

In contrast to clinician prediction of patient dete-

rioration, the accuracy of the above actuarial

methods has been evaluated in a number of

empirical investigations (Ellsworth et al. 2006;

Lambert et al. 2002a; Lutz et al. 2006; Percevic

et al. 2006; Spielmans et al. 2006), and they

appear to be successful at predicting which

patients will have negative treatment outcome.

It is important to note that the signal-alarm sys-

tem is highly sensitive in that it is able to accu-

rately predict deterioration in 85–100 % of cases

that actually end with a negative outcome and is

also far superior to clinical judgment in its ability

to identify patients who are at risk of having a

negative treatment outcome (Hannan

et al. 2005). These studies vary with regard to

patient populations and methods, and the

findings are reviewed briefly below.
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Lambert et al. (2002a) examined predictive

accuracy of both the rational and empirical

methods with 492 patients who were in treatment

at a university counseling center. Of these cases,

36 (7.3 %) were reliably worse/deteriorated at

termination. The empirical method correctly

identified all 36 (100 %), most of whom (86 %)

were identified by the third treatment session.

The empirical method was highly effective at

identifying patients who went on to deteriorate

and such a prediction could be predicted very

early (although in this setting about 90 % of

patients have left treatment by the 15th session).

At the same time, the empirical method

misidentified 83 (18 %) patients as likely to dete-

riorate (not on track) when they had not

deteriorated at treatment termination. The out-

come of these misidentified cases (false alarms/

positives) was further studied and contrasted

with the outcome of patients who were not

identified as signal-alarm cases (predicted posi-

tive outcome). Of the 83 misclassified signal-

alarm cases, 18 % improved or recovered at

termination, while 74 % showed no reliable

change. In contrast, of the 373 cases that the

empirical method did not identify as signal-

alarm cases, 50 % recovered or improved and

50 % showed no reliable change. These findings

offer further support for the signal-alarm method

in that they suggest that even the false alarms

have a poorer outcome than cases that are not

identified as likely treatment failures. That is, if

an alarm (red or yellow warning) is given, the

patient has less than a one in five chance of

having a positive outcome, compared to a 50/50

chance if no signal alarm is generated.

Further analyses explored the difference

between red and yellow warnings: What was

the relative outcome for patients receiving a red

versus a yellow signal? Outcome for these

patients was classified into three categories: reli-

ably improved/recovered, no reliable change,

and deteriorated. Of the 36 deteriorated cases,

the empirical method’s red alarm picked up

34 of the 36 deteriorated cases, while the yellow

signal picked up the remaining two deteriorated

cases. The red alarm is indeed a more serious

indicator for deterioration, one that should

generate greater cause for concern to clinicians

than the yellow signal.

In a replication of this study, Spielmans

et al. (2006) examined the predictive accuracy

of the rational and empirical methods in two

treatment centers, a state university counseling

center (n ¼ 216) and a university-based graduate

student training clinic (n ¼ 83), where psycho-

therapy was provided to community members.

When reliable worsening (a detrimental change

of 14 or more points on the OQ-45) was used as

the negative outcome criteria, the empirical

method was accurate in 81 % of cases. Of the

16 (5 %) patients who reliably worsened, the

empirical method identified 13. When deteriora-

tion (leaving treatment in the clinical range and

worsening by 14 or more points) was used as the

negative outcome criteria, 10 of 13 cases were

correctly identified.

When transformed into a standardized mean

difference effect size (ES; intake OQ-45 score—

endpoint OQ-45 score/pooled standard deviation

of intake and endpoint OQ-45 scores), those

patients predicted to fail by the empirical method

improved by an ES of .17, which is slightly less

than the ES of .20 widely considered to represent

a small effect size (Cohen 1988). This indicates

that little improvement, on average, occurred for

those patients who were identified as not on track

(signal alarms) by the empirical method. Patients

predicted to have a nonnegative outcome (i.e.,

not to have a negative response to treatment)

showed positive outcome on average

(ES ¼ .90). In contrast to the original study

which had an identification rate of 100 %, this

study showed less accuracy (81 %). A likely

reason for this is the amount of missing data.

Although HLM can model recovery with missing

data, it is more difficult to identify cases that may

be in trouble if data is not collected often. Such

was the case in the Spielmans et al. (2006) study.

In another evaluation of patient deterioration,

Lutz et al. (2006) modeled recovery in 4,365

patients using a variation of calculating the

expected treatment response called the nearest

neighbor methodology. This rather creative

approach had been applied in avalanche research

(Brabec and Meister 2001) to predict future
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avalanches—a fitting metaphor for deterioration

in psychotherapy—where patients can undergo

serious decomposition. In avalanche prediction

research, the best predictors are characteristics of

the snow that surrounds an avalanche. Lutz

et al. (2005) found this methodology worked

well to predict rate of change although they did

not examine deterioration itself. In the Lutz

et al.’s (2006) study, deterioration, as measured

by the OQ-30, was predicted with patient

responses to the 15 items (“nearest neighbors”)

that make up the rest of the OQ-45. In essence the

method uses the intake scores of previously

treated patients to make predictions about subsets

of similar patients. Predictions based on this

model were compared to predictions made

using the rational method.

Three questions were addressed: (a) How well

do the rationally derived and empirically derived

decision rules predict outcome? (b) How early in

treatment can the decision rules identify negative

developments and which method is better? (c) Is

the number of warning signals provided from

these decision rules predictive of therapy out-

come? Unlike past research on prediction from

our research group, the authors aggregated reli-

able improvement and clinically significant

change as positive outcome and no change and

reliable negative change as negative outcome.

Our past predictive studies have only examined

the ability to predict negative reliable change,

with all other categorizations of patient change

considered “positive” (i.e., nonnegative).

Results showed that the nearest neighbor

(NN) technique had a specificity of 86 % but

sensitivity of only 41 % at the 90 % level of

confidence, while the rational method had 66 %

specificity and sensitivity of 57 %. (The analysis

allows for differing levels of confidence to be

specified, the advantage of which is the clinician

can choose how sure to make the prediction.) The

NN also identified a significantly greater propor-

tion of patients sooner than the rational method.

Multiple alarm signals given to individual

patients indicated a greater likelihood that the

patient would deteriorate. It should be noted

that these results suggest the NN method far

exceeds clinical judgment but the hit rates are

not comparable to our usual studies where dete-

rioration is the predicted state of interest.

Counting those who do not reliably change as

having a negative outcome makes logical sense,

as psychotherapy is intended to provide measur-

able positive change (except in some clinical

circumstances where preventing deterioration is

all that can be expected), but it is a difficult task.

29.3.4 Treatment Failure in Children
and Adolescents

Predicting treatment failure in children

undergoing psychotherapy is more difficult than

it is for adults. One reason for this is that in

children’s services there are more missing data.

Often the schedule for administration of the

measures is less frequent than weekly. In addi-

tion, in outpatient settings the child may be

accompanied to their session by a person who

did not bring the child to intake, such as a father

or sister instead of the mother. Prediction is

dependent on tracking change with a single infor-

mant, such as an adolescent, or in many cases the

mother. These difficulties are unfortunate, as the

problem of deterioration in youth is double or

triple that found in adults (Warren et al. 2010).

Progress in predicting treatment failure and in

improving outcomes is being made through the

use of the Youth Outcome Questionnaire (Y-OQ;

Bishop et al. 2005; Bybee et al. 2007; Warren

et al. 2009). Alerts have been developed, their

accuracy tested but no studies of feedback effects

have been completed.

29.4 Going Beyond Alerting
Therapists to Potential
Treatment Failure: The
Provision of Clinical Support
Tool Feedback

Once a patient takes the OQ-45(or Y-OQ),

commences treatment, but signals as “not on

track,” further assessment of the client can be

initiated in order to bring to the forefront possible

causes for negative change. A Clinical Support
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Tool Manual (Lambert et al. 2004c) was devel-

oped to standardize this procedure and test its

effects. The Clinical Support Tool (CST) inter-

vention is driven by a decision tree that organizes

clinician problem-solving as well as a brief mea-

sure, the Assessment for Signal Cases (ASC).

Figure 29.1 depicts the CST problem-solving

decision tree provided to therapists treating

adult cases in which patients are predicted to

have a poor outcome. As can be seen the

constructs embedded in the decision tree focus

the therapist’s attention on the quality of the

therapeutic alliance, patient motivation, and

patient perceptions of social support, as well as

Therapeutic alliance: 
Does the client report 

concerns with the 
therapeutic alliance?

Reassess the diagnostic 
formulation. Is there an 

effective treatment 
option that has not been 

attempted?

Is medication an 
effective treatment 

option?

Therapeutic Alliance Interventions
Discuss therapeutic alliance with patient.
Give and ask for feedback on relationship.
Spend more time exploring patient’s experience.
Discuss shared experiences.
Reassess/agree on therapeutic tasks and goals.
Clarify possible misunderstandings.
Give more positive feedback.
Use more empathic engagements.
Discuss therapist and therapeutic style match.
Process transference.

Motivation: Does the 
client report being in a 
precontemplation or 

contemplation stage of 
readiness to change?

Social Support: Does the 
client report low social

support?

Refer for psychiatric 
consultation.

Consult relevant 
resources and alter the 
treatment plan.

Social Support Interventions
Refer to group therapy.
Refer to biofeedback treatment.
Refer to assertiveness training.
Role play social situations.
Assign related homework.
Assess patient’s self beliefs.
Bring others to sessions.
Encourage activities with others (e.g., family, friends, 
significant others.
Work on concerns related to trusting others.
Encourage greater involvement in organizations 
characterized by social interaction (e.g., clubs).

Readiness to Change Interventions
Discuss readiness to change with patient.
Give and ask for feedback about readiness for change.
Adjust goals and tasks to be challenging but not too 
difficult.
Discuss consequences of changing or not changing.
Discuss the processes involved with change and specific 
skills that help.

No

No

No

No

Yes

Yes

Yes

Yes

Yes

Fig. 29.1 Clinical Support Tool (CST) problem-solving decision tree
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the possible need to reconsider the diagnosis and

seek a consultation for medication. The ASC is a

40-item measure that provides subscale score

feedback and individual item feedback for

therapists to consider as they progress through

the decision tree: i.e., the ASC provides some of

the information necessary to go through the deci-

sion tree.

The first 11-items of the ASC require the

patient to reflect on the therapeutic relationship

and report his or her perceptions. Items that fall

below an empirically based cut score (about one

standard deviation from the mean therapist rating

on the item) are brought to the therapist’s atten-

tion along with a list of suggested interventions

for repairing alliance ruptures. The ASC contains

11 items aimed at assessing the client’s percep-

tion of their social support network with particu-

lar emphasis on relationships with family and

friends. The ASC also contains nine items

assessing aspects of patient motivation and

expectations for treatment. And finally nine

items call for the patient to report on critical

life events that may be the source of their

deteriorating condition.

29.5 Impact of Feedback on
Psychotherapy Outcome
in Practice

Enough evidence has now accumulated on the

effects of measuring, monitoring, and feeding

back this information to establish an empirical

basis for claiming it as an effective practice.

Some of this evidence is now presented.

29.5.1 Summary of a Recent
Meta-analytic Review of the
OQ Quality Assurance System

In the most recent meta-analytic and mega-

analytic review of the OQ system, Shimokawa

et al. (2010) re-analyzed a combined dataset

(N ¼ 6,151) from the six major OQ feedback

studies published to date (Harmon et al. 2007;

Hawkins et al. 2004; Lambert et al. 2001, 2002b;

Slade et al. 2008; Whipple et al. 2003). Each of

the studies required about 1 year of daily data

collection and evaluated the effects of providing

feedback about an individual patient’s improve-

ment through the use of progress graphs and

warnings about patients who were not

demonstrating expected treatment responses

(signal-alarm cases).

The six studies shared many things in com-

mon: (a) each included consecutive cases seen in

routine care regardless of patient diagnosis or

comorbid conditions (rather than being disorder

specific); (b) random assignment of patient to

experimental conditions (various feedback

interventions) and treatment-as-usual conditions

(no feedback) was made in four of the six studies,

while reasonable measures were taken in two

studies ensure equivalence in experimental and

control conditions at pretreatment;

(c) psychotherapists provided a variety of theo-

retically guided treatments, with most adhering

to cognitive behavioral and eclectic orientations

and fewer representing psychodynamic and

experiential orientations; (d) a variety of

clinicians were involved—postgraduate

therapists and graduate students each accounted

for about 50 % of patients seen; (e) therapists
saw both experimental (feedback) and no feed-

back cases, thus limiting the likelihood that out-

come differences between conditions could be
due to therapist effects; (f) the outcome measure

as well as the methodology rules/standards for

identifying “signal” of “not-on-track” patients

(failing cases) remained constant; (g) the length

of therapy (dosage) was determined by patient

and therapist rather than by research design or

arbitrary insurance limits; and (h) patient

characteristics such as gender, age, and ethnicity

were generally similar across studies and came

from the same university counseling center, with

an exception of Hawkins et al. (2004) study

which was conducted in a hospital-based outpa-

tient clinic.

In their quantitative review, Shimokawa

et al. (2010) conducted intent-to-treat (ITT) and

efficacy analyses on the effects of various feed-

back interventions in relation to treatment as

usual (TAU). These two distinct sets of analyses
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were performed to investigate the amount of

effects expected for each feedback intervention

based on treatment assignment alone, which rep-

resent the amount of effects expected when each

intervention is implemented as a policy in routine

care (ITT analysis) and the amount of effects

expected among patients who are more likely to

have been beneficiaries of the experimental

treatments (efficacy analysis). Furthermore, the

authors investigated the incremental benefits of

newer feedback interventions, provision of for-

mal progress feedback directly to both patients

and therapists (patient/therapist feedback; P/T

Fb), and provision of formal progress feedback

to therapists combined with Clinical Support

Tools feedback (CST Fb). In the following

sections, we present a summary of a portion of

exhaustive meta-analytic findings based on the

efficacy analysis.

In these analyses, only those who met the

minimum criteria to allow treatment effects to

be measured were compared to the TAU, which

employed only the minimum criterion to be

identified as “not on track” (NOT). The summary

of effect sizes is presented in Table 29.1.

Treatment Effects of OQ Progress Feedback

(Fb) with at Risk Patients When the NOT Fb

group was compared to NOT TAU, the effect

size for mean posttreatment OQ score difference

was g ¼ 0.53, p < 0.001, 95 % CI [0.28, 0.78].

These results suggest that the average patient in

the NOT Fb group, who stays in treatment until

the therapist has received feedback, is better off

than approximately 70 % of patients in the NOT

TAU group. In terms of the clinically significant

classification at termination, 9 % of those in NOT

Fb deteriorated, while 38 % achieved clinically

significant improvement. In contrast, among

patients in NOT TAU, 20 % deteriorated while

22 % clinically significantly improved. When the

odds of deterioration and clinically significant

improvement were compared between the two

groups, results indicated those in the NOT Fb

group had less than a half the odds of

experiencing deterioration (OR ¼ 0.44,

p < 0.05, 95 % CI [0.23, 0.85]) while having

approximately 2.6 times higher odds of

experiencing reliable improvement (OR ¼ 2.55,

p < 0.001, 95 % CI [1.64, 3.98]).

Treatment Effects of Patient/Therapist Feed-

back (P/T Fb) on at Risk Patients The effect

size of mean posttreatment OQ score comparison

in efficacy analysis was reported to be g ¼ 0.55,

p < 0.001, 95 % CI [0.36, 0.73]—effects very

similar to that of the NOT Fb group. However,

the P/T Fb intervention appeared to have had

polarizing effects, resulting in deterioration rate

and odds comparable to NOT TAU. The rates of

Table 29.1 Effect sizes of feedback interventions in comparison to TAU (efficacy analysis)

Feedback system k

Posttreatment score Reliable improvement Deterioration

Hedges’s g [95 % CI] r OR [95 % CI] r OR [95 % CI] ra

OQ systema

NOT Fb 4 0.53*** [0.28, 0.78] 0.25 2.55*** [1.64, 3.98] 0.23 0.44* [0.23, 0.85] �0.21

NOT P/T Fb 3c 0.55*** [0.36, 0.73] 0.25 2.87*** [1.93, 4.27] 0.27 0.68** [0.42, 1.13] �0.10

CST Fb 3d 0.70*** [0.52, 0.88] 0.33 3.85*** [2.65, 5.60] 0.34 0.23*** [0.12, 0.44] �0.37

Note. k ¼ number of studies; r ¼ correlation r; CI ¼ confidence interval; NOT Fb ¼ not-on-track clients whose

therapists received client progress feedback; NOT P/T Fb ¼ not-on-track clients where both clients and therapists

received client progress feedback; CST Fb ¼ not-on-track clients whose therapists received client progress feedback

and Clinical Support Tools feedback

*p < 0.05; **p < 0.01; ***p < 0.001
aNegative correlations indicate greater effect in reducing treatment failure at termination
bEffect sizes (Hedges’s g and OR) of OQ system-based feedback interventions were meta- and mega-analytically

calculated and reported in Shimokawa et al. (2010)
cOriginal data from three studies employing the P/T Fb groups were aggregated and compared to the aggregated TAU

data from four studies, using a mega-analytic approach
dOriginal data from three studies employing the CST Fb groups were aggregated and compared to the aggregated TAU

data from four studies, using a mega-analytic approach
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deterioration and clinically significant improve-

ment among NOT P/T Fb were 15 % and 45 %,

respectively. The results suggest that patients in

the P/T Fb group have approximately 0.7 times

the odds of deterioration, OR ¼ 0.68, p ¼ 0.134,

95 % CI [0.42, 1.13], while having approxi-

mately three times higher odds of achieving clin-

ically significant improvement, OR ¼ 2.87,

p < 0.001, 95 % CI [1.93, 4.27]. These results

suggest that, although the average patient in the

NOT P/T Fb group was better off than 71 % of

patients in NOT TAU, there may have been

moderators that facilitated outcome enhance-

ment in some patients while failing to prevent,

or possibly contributing to, outcome worsening.

Treatment Effects of Clinical Support Tools

Feedback (CST Fb) on at Risk Patients When

the outcome of the CST Fb group was compared

to the NOT TAU, the effect size for the differ-

ence in mean posttreatment OQ scores was

g ¼ 0.70, p < 0.001, 95 % CI [0.52, 0.88].

These results indicate that the average patient in

the CST Fb group, who stays in treatment to

experience the benefit of this intervention, is

better off than 76 % of patients in NOT TAU.

The rates of deterioration and clinically signifi-

cant improvement among the CST Fb group were

5.5 % and 53 %, respectively. The results suggest

that patients in the CST Fb group have less than a

fourth the odds of deterioration, OR ¼ 0.23,

p < 0.001, 95 % CI [0.12, 0.44] , while having

approximately 3.9 times higher odds of achiev-

ing clinically significant improvement.

The above findings from the OQ system-based

feedback studies indicate that three forms of

feedback interventions in the OQ system are

effective in enhancing the treatment effects of

patients who are at risk of leaving therapy reli-

ably worse off than when they entered treatment.

Effects of feedback interventions in terms of

mean OQ scores are graphically presented in

Fig. 29.2. Table 29.2 displays clinically signifi-

cant change and reliable change in order to make

the impact of feedback more clear. As can be

seen, reduction of deterioration and increases in

positive outcome are rather dramatic in relation

to treatment as usual even though the same

therapists offered both interventions. Tracking

adult patients’ progress in therapy, predicting

treatment failure, and providing feedback to

therapists have consistently been associated

with improved recovery rates in adult patients

and have been listed by the APA Task Force on

Evidence-Based Practice (2006) as showing

great promise as an evidence-based method.

The Task Force also indicates that one of the

“most pressing research needs” includes this par-

ticular type of research, which they summarize as

“providing clinicians with real-time patient feed-

back to benchmark progress in treatment and

clinical support tools to adjust treatment as

needed.” Much less is known about how progress

feedback will affect youth and their families.

29.6 Some Alternative Measures

Several psychotherapy outcome management

systems that provide progress feedback based

on standardized scales have been developed and

implemented in clinical service delivery settings

worldwide. Though the specific procedures

employed in each of these quality management

systems vary, a common feature across all of

them is the monitoring of patient treatment

response and reporting it to clinicians. Among

the most important of these is the CORE system

widely used in the United Kingdom (Barkham

et al. 2001) and the TOPS system developed

by Kraus et al. (2005). In general, these two

systems have emphasized the administrative use

of data rather than feedback to therapists during

the course of psychotherapy. Administrative use

allows managers of mental health services to

examine the periodic and final outcome of

interventions and compare outcome to appropri-

ate benchmarks.

Of special note is the Partners for Change

Outcome Management System (PCOMS; Miller

et al. 2005) which employs two ultra brief scales

(four items each). The Outcome Rating Scale

(ORS; Duncan and Miller 2008) focuses on men-

tal health functioning, modeled after the domains

of outcome measured by subscales of the Out-

come Questionnaire-45. The Session Rating
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Scale (SRS; Miller and Duncan 2004) is aimed at

assessing the therapeutic alliance. Because of its

brevity this system is very clinician friendly and

ensures discussion of assessment results by the

patient and therapist at each session because

rating of mental health status and therapeutic

alliance are normally collected in the presence

of the therapist.

Two studies investigating the effects of the

PCOMS have been published to date (Reese

et al. 2009; Anker et al. 2009). Reese

et al. (2009) conducted an examination of two

Table 29.2 Percent of not-on-track (signal-alarm) cases meeting criteria for clinically significant change at termina-

tion summed across six studies (efficacy sample)

Outcome classification CST Fba, n (%) P/T Fbb, n (%) Fbc, n (%) TAUd, n (%)

Deterioratede 12 (5.5) 26 (14.7) 24 (9.1) 64 (20.1)

No change 91 (41.9) 71 (40.1) 140 (53.2) 183 (57.5)

Reliable/clinically significant changef 114 (52.5) 80 (45.2) 99 (37.6) 71 (22.3)

aCST Fb ¼ patients who were not on track and whose therapist received feedback and used clinical support tools
bP/T Fb ¼ patients who were not on track and both patients and their therapist received feedback
cFb ¼ patients who were not on track and whose therapist received feedback
dTAU ¼ patients who were not on track and whose therapist was not given feedback
eWorsened by at least 14 points on the OQ from pretreatment to posttreatment
fImproved by at least 14 points on the OQ or improved and passed the cutoff between dysfunctional and functional

populations
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50

Error bars: 95% CI

OT TAU
OT Fb
OT P/T Fb
NOT TAU
NOT Fb
NOT P/T Fb
CST Fb

Treatment conditions 
(efficacy)

Fig. 29.2 Change from pre- to posttesting of not-on-

track (signal alarm) and on-track patients. Note: CST Fb

¼ signal-alarm cases whose therapist got feedback and

used the Clinical Support Tools; NOT P/T Fb ¼ signal-

alarm cases who were assigned to receive feedback and

whose therapist also received feedback; NOT Fb ¼ sig-

nal-alarm cases whose therapist got a red or yellow signal,

indicating they were at risk for treatment failure; NOT

TAU ¼ signal-alarm cases whose therapist got no signal

or message; OT-NFb ¼ clients who were making

satisfactory progress and whose therapist never received

any information about their progress; OT-Fb ¼ clients

whose therapist got a green or white signal and message

and who were predicted to have a positive outcome;

pretest ¼ OQ-45 administration at intake; signal ¼ aver-

age client score on the OQ-45 at the point at which a client

qualified for a yellow or redmessage (the time of warning

varied across patients); posttest ¼ average client OQ-45

score at the session they terminated treatment (number of

sessions until termination occurred varied)
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samples comparing the treatment outcome of

patients receiving the PCOMS feedback inter-

vention and those receiving no feedback. The

authors reported an effect size of d ¼ .54 when

the feedback group and TAU were compared on

the basis of ORS total scale scores. They further

reported that 80 % of patients in the feedback

group experienced reliable change, while 54 %

of patients in TAU achieved the same criteria.

This was contrasted with 4 % of those in the

feedback group meeting the criteria for deterio-

ration, while 13 % of their TAU counterparts

meeting the same. The second sample came

from a graduate training clinic. The authors

reported an effect size of d ¼ .49 when compar-

ing the feedback group and TAU on the basis of

the ORS scores. The authors of the study

reported 16 patients (36 %) in the feedback

group and 11 patients (38 %) in TAU were

identified as “not progressing,” therefore at risk

of poor outcome. In terms of clinical signifi-

cance, 67 % of those in the feedback condition

achieved reliable change status, while 4 %

deteriorated. This was contrasted to 41 % of

patients in TAU achieving reliable change,

while 3 % (n ¼ 1) deteriorating.

Anker et al. (2009) conducted a randomized

controlled study investigating the effects of

PCOMS-based feedback intervention on patients

in couple’s therapy at a community family

counseling clinic in Norway. The authors of the

study reported an effect size of d ¼ .50 when

comparing the posttreatment ORS scores after

controlling for pretreatment scores. The authors

reported posttreatment outcome classification

(based on the notion of clinical significance) of

couples at posttreatment. It is important to point

out that the reported n and percentage of outcome

classification were based on couples where both
individuals in the couple met the same outcome

classification. Based on these inclusion criteria,

66 % of couples in the feedback group and 50 %

of couples in the TAU were included in the

analyses. The outcome classifications at the indi-

vidual level were not reported. Of those included

in the analysis, the authors reported 51 % of

couples in the feedback condition achieving

either clinically significant change or reliable

change, while 2 % deteriorated. In contrast,

23 % of couples in the TAU group reached either

clinically significant change or reliable change

and 4 % experienced deterioration.

The preceding two studies obtained results

similar to those found with the OQ system,

suggesting that progress feedback can be effec-

tive across systems and lends support to the value

of using outcome measures as a means of

enhancing treatment effects.

Summary and Conclusions

Consistent findings suggest a deterioration

rate of 5–10 % across samples of adult

patients undergoing psychotherapy. The neg-

ative change problem is even more serious

among child and adolescent patients who

seem to deteriorate at rates closer to

12–24 % depending on the population. There

are serious problems with clinicians’ ability to

recognize which of their patients are likely to

leave treatment worse off and also which

might be having notable worsening at a par-

ticular time in treatment. Both awareness

problems can be overcome through the use

of outcome measures and actuarial/statistical

prediction methods, increasing the probability

that therapists could provide better care. Final

deterioration can be predicted before it occurs

through the use of information about the

patient’s initial level of disturbance and their

treatment response following sessions of psy-

chotherapy. Several studies were presented

that illustrated methods for predicting treat-

ment failure and their success. With regard to

prediction it appears that clinicians err on the

side of being overly optimistic, while actuar-

ial methods produce a good share of false

positives, with the ratio of false alarms to

correct identification hovering around 2 to 1.

With children/adolescents predictive accu-

racy is not as high. The predictive systems are

able to identify closer to 70 % of those who

deteriorate (with a range of 54–85 %) and

produce rates of false alarm similar to adults.

It may be that it is just more difficult to make

these predictions with children, but it is also

true that the data used to model child expected
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treatment response is based on fewer sessions

and has more missing data. Importantly, ado-

lescent self-reported psychological and social

functioning proved to be as accurate at

identifying negative outcome as parent-

based data.

The algorithms we have developed show

that if a patient never signals “red” or “yel-

low,” it is almost certain that they will not

deteriorate. At the same time the negative

predictive power (the proportion of people

who are predicted not to deteriorate in treat-

ment who in fact, do not deteriorate in treat-

ment) typically is around 0.90+. The quality

of the positive predictive power values is

much lower, somewhere around 0.20. There

is about a 20 % increase (over baseline rates of

8 % in adults) in ability to predict treatment

failure by using the predictive system

(in children it is closer to 0.30–0.40). These

results are consistent with validity coefficients

that can be expected when base rates (such as

in suicide) are very low (Steiner 2003).

Unlike some medical decisions where the

cost of over identification of signal cases may

result in intrusive and even health-threatening

interventions such as surgery, the “signal” or

“not-on-track” prediction in psychotherapy

merely alerts the therapist to the need for

reconsidering the value of ongoing treatment,

rather than mandating specific changes. Thus,

we see the signal alarm as supporting clinical

decision-making, rather than supplanting

it. Since the signal-alarm alerts therapists to

the possible need for action, rather than trig-

gering a negative chain of events such as

termination or referral, the current level of

misidentification would seem to be tolerable.

Meta-analysis of six large-scale feedback

studies using the QO system (informing

clinicians of patients predicted to have a neg-

ative treatment response and providing Clini-

cal Support Tools to assist in problem-

solving) resulted in improved patient outcome

with effect sizes of g ¼ 0.53 (therapist feed-

back condition) and g ¼ 0.55 (patient/thera-

pist feedback condition) as compared to TAU.

Furthermore, when feedback is augmented

with the Assessment for Signal Cases and

Clinical Support Tools, 53 % of those

predicted to deteriorate showed clinically sig-

nificant improvement at the end of treatment

(an effect size of g ¼ 0.70 compared to

TAU). Such effects sizes are surprisingly

large when one considers an average effect

for comparative studies (active treatments)

typically falls between 0.00 and 0.20 (Lam-

bert and Ogles 2004) and is widely considered

important enough to lead to a recommenda-

tion of “best practice.” A feedback system

utilizing the Y-OQ for child and adolescent

treatments which is based on the OQ-45 meth-

odology has been developed and awaits future

study and evaluation.

Finally, surveys show that practitioners

question the role of information technology

in improving patient care (with only 10 %

classified as “eager-adopters”) (Meredith

et al. 2000). Even so, with the widespread

availability and power of computers, it is

now possible for providers to obtain outcome

data about the success of individual patients in

real time. The findings cited above make it

clear that without timely feedback about

patient progress, practitioners will grossly

underestimate negative outcome. Conse-

quently, they will be less likely to make the

adjustments necessary to forestall negative or,

for that matter, improve positive outcome

rates.
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Abstract

We review here neuroimaging studies that

attempted to detect the neurobiological

changes associated with the psychotherapy

of depression, phobia, anxiety, posttraumatic

stress disorder, and obsessive–compulsive

disorder. Most studies were carried out

to verify the hypothesis of a rebalancing of

limbic reactivity and prefrontal control

through therapy. Even in the heterogeneity

of reported findings, there appears to be

some convergence between studies for the

normalisation of limbic activity in depression

and in panic disorder and for changes in

the basal ganglia on obsessive–compulsive

disorder. The evidence on the role of pre-

frontal cortex is at present less conclusive.

30.1 Introduction

One of the aims of neuroimaging approaches

to psychotherapy outcome research is the

identification of a neural substrate indexing

symptomatic remission during treatment. The

scientific importance of this substrate depends

on the relative lack of specificity of symptomatic

improvement. The hope is that, by indexing

symptomatic improvement in terms of changes

in the function of neural circuits, one may be able

to characterise the modes of operation of differ-

ent psychotherapy approaches and their impact
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on the processes involved in cognition and emo-

tion (Roffman et al. 2005). In this respect, the

role of neuroimaging is similar to the one

envisaged in other settings where the observed

behaviour, traits, or the inferred mental states of

an individual appear to be too general to be

effectively associated with the variable of inter-

est (Gottesmann and Gould 2003), as in genetics

(Meyer-Lindenberg and Weinberger 2006), in

the identification of markers for individually

targeted pharmacotherapy (Kirchheiner et al.

2010), or in psychiatric diagnosis (Insel et al.

2010). In all these fields of application, the ratio-

nale for the adoption of neuroimaging techniques

is a more specific characterisation of differences

in mind functioning than the one obtainable by

observing behavioural variables.

In this introduction to the application of func-

tional neuroimaging approaches to psychotherapy

outcome research, we will first briefly review the

principles underlying the detection of brain

activations in experiments. We will consider

aspects of study design that are important to assess

existing studies and evaluate the prospects of a

study during planning.Wewill then briefly review

and summarise the existing literature on the effect

of psychotherapy on common mental disorders.

30.1.1 Functional Neuroimaging
Approaches to the Study of Brain
Activity

The first brain imaging studies were carried out in

the early eighties using positron emission tomog-

raphy (PET) techniques (Posner and Raichle

1994). Imaging of brain activity is made possible

by detecting radiation produced by annihilating

positrons emitted by radioisotopes of common

elements, such as oxygen-15. A three-dimensional

image is reconstructed using axial tomography

techniques, analogous to those in use for X-ray

scans. Unlike X-ray scans, which are used only to

obtain information on brain structure, PET allows

drawing inference on brain function by injecting

in the subject’s arm a substance labelled with

the positron-emitting radioactive isotope that is

involved in brain physiology. In water-PET,

for example, the use of labelled water allows

reconstructing images of brain flow. Glucose-

PET is a technique to obtain images of the brain’s

metabolic activity.

A relatively simple application of PET

techniques is imaging brain blood flow or metab-

olism at rest. In these studies, the subject is not

engaged in any task or receives any stimulation

during the acquisition of the scan but is simply

asked to rest quietly without falling asleep. A

more sophisticated application is the demonstra-

tion of changes in activity in neural networks

associated with specific mental functions

indirectly through the accompanying changes

in metabolic requirements. Increased glucose

consumption can be detected directly with

glucose-PET. Increased neural activity can also

be detected by measuring increases in local blood

flow. In these studies, an image of the neural

networks involved in a specific brain activity

is obtained by subtracting images obtained

while subjects were instructed to perform an

operation and a carefully selected control condi-

tion. For example, subtracting images obtained

while fixing a screen of stationary dots from

those obtained when dots were moving leads to

identifying the parts of the brain that are involved

in the visual representation of motion.

Changes in blood flow also underlie the

signal detected by a more recent, non-invasive

neuroimaging technique based on the magnetic

resonance properties of the protons of water

molecules [functional magnetic resonance imag-

ing (fMRI)]. The brain vessels adapt to oxygen

consumption by locally overcompensating the

arterial supply, thus increasing the fraction

of oxygenated haemoglobin (Logothetis 2002).

This change results in a modification of the

local magnetic properties of tissues, to which

magnetic resonance technique is sensitive

(blood-oxygen-level-dependent signal, BOLD;

Chen and Ogawa 1999).

Modern high-throughput scanners generate

information on changes in the local magnetic

field with high temporal and spatial resolution

(a brain scan with a resolution of about 2 mm

may be generated every 1.7–1.8 s). Each scan

delivers a three-dimensional snapshot of the
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brain (volume), captured by a discrete set of

values corresponding to each voxel (the three-

dimensional analogue of a pixel in an image).

An fMRI experiment consists in controlling the

participant’s exposure to stimuli or directing the

activity of the participant through instructions at

specific times, while scanner data are collected

(Friston et al. 1995). Similar to the subtraction

technique of PET studies, these instructions or

changes in the stimuli constitute an experimental

manipulation, like treatment and control

conditions in standard experiments. For example,

to investigate the participant’s reaction to emo-

tional stimuli, the experiment may be set up as an

alternation of stimuli with and without emotional

valence, corresponding to a one-way ANOVA

with two levels. This could be realised by

showing images with and without emotional

valence to participants while fMRI data are

acquired. As one would in an ordinary experi-

ment, the effect of emotion in the stimulus would

be estimated by a planned contrast between the

emotional and the neutral condition. Instead of

heart rate, skin conductance levels, or induced

mood, the dependent variable in an fMRI experi-

ment is the BOLD signal indirectly reflecting

changes in brain activity, demonstrating the exis-

tence of brain areas sensitive to the emotional

valence of the stimulus.

30.1.2 Application of Neuroimaging
Techniques to Psychotherapy
Outcome Research

The taxonomy of experimental designs in neuro-

imaging studies of the effect of psychotherapy is

analogous to that of studies about therapeutic

outcomes conducted with more traditional

approaches. To demonstrate the existence of an

effect, a longitudinal design is vastly preferable

to a cross-sectional one. To demonstrate the

effect of treatment, it is necessary to include a

treatment and a control group, often consisting of

a treatment-as-usual condition. Finally, neuroim-

aging studies are characterised by the choice of a

set of stimuli or tasks administered during the

scan, which elicits the psychological process of

interest, usually conceptually tied to the con-

struct used to assess pathology.

The feasibility of longitudinal studies in func-

tional neuroimaging is documented by the reli-

ability of the activation patterns detected in an

individual over time (Gountouna et al. 2010).

However, while technically feasible, longitudinal

designs are demanding in terms of the resources

required to execute studies. This may be espe-

cially the case for neuroimaging studies due to

the cost of scans and the difficulties to allocate

time in the scanner, which add to the problems

ensuing from recruiting adequate cases and the

losses at follow-up.

The existence of a control group is required to

demonstrate the specificity of the intervention

effects. Existing studies vary in the composition

of the control group. An important difference

between study designs is the random allocation

to treatment and control groups. As shown in the

second part of this review (Sect. 30.2), in the

current fMRI literature on the effect of therapy,

very few studies randomise the allocation to the

treatment and control groups.

The choice of the task for an fMRI study of

psychotherapy change requires selecting an exper-

imental paradigm that presumably indexes state

changes in the disorder under study. To identify

and understand changes in mental disorders, neu-

roimaging studies often refer to a model of the

mind that emphasises the progression of emo-

tional processing from the initial perceptual

phase (appraisal, Lazarus 1991) to its elaboration

at later stages (Phillips et al. 2003) and the exis-

tence of individual variations in reappraisal

strategies (Ochsner and Gross 2005). This model

distinguishes between relatively automatic

reactions to emotional stimuli in the early phase,

localisable in the limbic system, and cognitive

control processes for coping and reappraisal,

located in the prefrontal lobes (Phillips

et al. 2003). The neurobiological correlates of

mental disorders, therefore, are sought at the

stations of the chain of emotional processing

from limbic to prefrontal networks and their inter-

action. Mental disorder is envisaged as

an unbalance between automatic reaction to emo-

tional stimuli and its elaboration, modelled as
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enhanced activity of the limbic system coupled

with a failure of control in cognitive networks or

of their connectivity. Correspondingly, the ques-

tion of the effects of therapy, be it pharmacologi-

cal or psychological, is asked in terms of where

the change takes place in this chain. According to

the hypothesis generated by this model, therapy

may act by diminishing reactivity to emotional

stimuli in the limbic system or by improving

recruitment of top-down control processes

(DeRubeis et al. 2008; Roffman et al. 2005).

In the following sections, we will summarise

the main studies that have been carried out on the

effects of the psychotherapy on depression, anxi-

ety, and obsessive–compulsive disorder (OCD).

Details on these studies are available in

accompanying tables. Studies were retrieved

through a systematic search in medical search

engines (PubMed, “Web of Science”) using

alternating combinations of keywords referring

to the imaging method (fMRI, MRI, PET,

SPECT), the psychotherapy (cognitive behaviour

psychotherapy, interpersonal psychotherapy,

psychodynamic psychotherapy, or just psycho-

therapy), and the mental disorder [depression,

OCD, anxiety disorders, and posttraumatic stress

disorder (PTSD)]. Among the studies thus

identified, we selected those that conducted

both a pre- and a post measurement. Studies

were excluded when symptomatic improvement

could not be demonstrated.

30.2 Neuroimaging Changes in the
Psychotherapy of Mental
Disorders

30.2.1 Depression

Most studies of depression have investigated the

changes after therapy at rest using PET or SPECT

techniques (Table 30.1). The studies of Brody

et al. (2001a) report several changes in metabo-

lism in the prefrontal and temporal cortices com-

mon to treatment with paroxetine and

interpersonal psychotherapy. Changes specific to

psychotherapy were reductions in the metabolism

of the ventral cingulus and anterior insula, while

the signal from the dorsal cingulus and dorsolat-

eral prefrontal cortex increased. The study by

Martin et al. (2001) in patients treated with

venlafaxine or interpersonal therapy detected an

increase of signal in posterior cingulus.

The study by Goldapple et al. (2004) involved

therapy with paroxetine and cognitive behavioural

therapy. Here, reductions in metabolic activity

were predominant, affecting the prefrontal cortex

in both dorsal and ventral regions (in the ventro-

lateral area) and in the temporal and parietal cor-

tex. The medial prefrontal cortex was also

affected by reductions in activity in the inferior

and posterior region, while the dorsal cingulus

was among the few areas showing increases. In a

study with venlafaxine and cognitive behavioural

therapy, Kennedy et al. (2007) reported decreases

in the posterior cingulus in the psychotherapy

group, while metabolic activity in the ventral

cingulus increased.

Fu et al. (2008) is the only study to date to use

cognitive behavioural therapy in a functional

study in which participants were challenged

with an emotionally arousing stimulus. This

study reported decreases in the stimulus-bound

activity in the amygdala and anterior hippocam-

pus and in the posterior cingulus and the

precuneus. Increases of response signal were

noted in the prefrontal cortex and in the posterior

cingulus. The study by Buchheim et al. (2012) is

the only study to date to investigate the effect of

psychodynamic psychotherapy on recurrent

depression. After 1 year of therapy, hyperreactiv-

ity of the amygdalar-anterior hippocampal region

to stimuli related to attachment themes had

normalised. Unlike Fu et al. (2008), activity in

the prefrontal cortex also showed a decrease rel-

ative to beginning of therapy.

Dichter et al. (2009) investigated the effect of

behavioural activation therapy for depression

(BATD; Hopko et al. 2003) on the signal evoked

by reward. Signal increases and decreases were

reported that differentiated between different

phases of the task, which included perception,

anticipation, and feedback on decisions involv-

ing possible rewards to the participants. The

effect of BATD on cognitive control was

investigated in Dichter et al. (2010).

614 R. Viviani et al.



T
a
b
le

3
0
.1

S
tu
d
ie
s
o
f
p
sy
ch
o
th
er
ap
y
o
f
d
ep
re
ss
io
n

A
u
th
o
r

P
sy
ch
o
th
er
ap
y

N
eu
ro
im

ag
in
g

te
ch
n
iq
u
e

N
eu
ro
b
io
lo
g
ic
al

ef
fe
ct
s

C
li
n
ic
al

ef
fe
ct
s

D
ec
re
as
e
in

ac
ti
v
at
io
n

In
cr
ea
se

in
ac
ti
v
at
io
n

B
ro
d
y

et
al
.
(2
0
0
1
a)

In
te
rp
er
so
n
al

p
sy
ch
o
th
er
ap
y
/

p
ar
o
x
et
in
e

F
D
G
-P
E
T

In
te
rp
er
so
n
a
l
p
sy
ch
o
th
er
a
p
y
a
n
d

p
a
ro
x
et
in
e
—
g
ro
u
p
:

B
il
at
er
al

P
F
C

R
ig
h
t
d
o
rs
al

ca
u
d
at
e
n
u
cl
eu
s

L
ef
t
th
al
am

u
s

In
te
rp
er
so
n
a
l
p
sy
ch
o
th
er
a
p
y
:

R
ig
h
t
v
en
tr
o
la
te
ra
l
P
F
C

R
ig
h
t
d
o
rs
o
la
te
ra
l
P
F
C

L
ef
t
an
te
ri
o
r
ci
n
g
u
la
te

co
rt
ex

In
te
rp
er
so
n
a
l
p
sy
ch
o
th
er
a
p
y
a
n
d

p
a
ro
x
et
in
e
—

g
ro
u
p
:

L
ef
t
in
su
la

In
fe
ri
o
r
te
m
p
o
ra
l
lo
b
e
(b
il
at
er
al
)

In
te
rp
er
so
n
a
l
p
sy
ch
o
th
er
a
p
y
:

A
n
te
ri
o
r
in
su
la

L
ef
t
te
m
p
o
ra
l
lo
b
e

S
ig
n
ifi
ca
n
t
im

p
ro
v
em

en
ts
:

In
te
rp
er
so
na

l
ps
yc
ho

th
er
ap

y:
H
A
M
-D

sc
o
re
:
p
re

2
0
.5

�
5
.3
,

p
o
st
1
2
.6

�
4
.7

P
ar
ox
et
in
e

H
A
M
-D

sc
o
re
:
p
re

1
7
.8

�
5
.5
,

p
o
st
5
.8

�
2
.1

N
o
n
si
g
n
ifi
ca
n
t
ch
a
n
g
es
:

H
A
M
-A

Y
-B
O
C
S

G
A
F

B
ro
d
y

et
al
.
(2
0
0
1
b
)

In
te
rp
er
so
n
al

p
sy
ch
o
th
er
ap
y
/

p
ar
o
x
et
in
e

F
D
G
-P
E
T

T
h
e
im

p
ro
v
em

en
t
in

sy
m
p
to
m

fa
ct
o
rs

an
x
ie
ty
/s
o
m
at
is
at
io
n
an
d
p
sy
ch
o
m
o
to
r

in
h
ib
it
io
n
co
rr
el
at
es

p
o
si
ti
v
el
y
w
it
h
a

d
ec
re
as
e
in

m
et
ab
o
li
sm

in
th
e
ve
nt
ra
l,

as
w
el
l
as

do
rs
al

fr
on

ta
l
lo
be
.
T
h
e

im
p
ro
v
em

en
t
in

fa
ct
o
r
an
x
ie
ty
/

so
m
at
is
at
io
n
co
rr
el
at
es

p
o
si
ti
v
el
y
w
it
h

a
d
ec
re
as
e
in

ac
ti
v
at
io
n
in

th
e
ve
nt
ra
l

A
C
C
,
as

w
el
l
as

in
th
e
an

te
ri
or

in
su
la

Im
p
ro
v
em

en
t
o
f
p
sy
ch
o
m
o
to
r

in
h
ib
it
io
n
sh
o
w
s
a
si
g
n
ifi
ca
n
t

co
rr
el
at
io
n
w
it
h
th
e
in
cr
ea
se

in

ac
ti
v
at
io
n
o
f
m
et
ab
o
li
sm

in
th
e
ri
g
h
t

do
rs
al

A
C
C
.
Im

p
ro
v
em

en
t
in

th
e

sy
m
p
to
m

fa
ct
o
r
co
g
n
it
iv
e
im

p
ai
rm

en
t

co
rr
el
at
es

si
g
n
ifi
ca
n
tl
y
w
it
h
th
e

in
cr
ea
se

in
ac
ti
v
at
io
n
in

th
e

do
rs
ol
at
er
al

P
F
C
.
C
o
n
tr
ar
y
to

th
e

o
ri
g
in
al

as
su
m
p
ti
o
n
,
th
e
co
rr
el
at
io
n

b
et
w
ee
n
sy
m
p
to
m
at
ic

im
p
ro
v
em

en
t

an
d
th
e
an
te
ri
o
r
m
ed
ia
l
te
m
p
o
ra
l

m
et
ab
o
li
sm

p
ro
v
ed

to
b
e
in

th
e

n
eg
at
iv
e
d
ir
ec
ti
o
n

S
ig
n
ifi
ca
n
t
im

p
ro
v
em

en
ts
:

H
A
M
-D

P
O
M
S

M
ar
ti
n

et
al
.
(2
0
0
1
)

In
te
rp
er
so
n
al

p
sy
ch
o
th
er
ap
y
/

v
en
la
fa
x
in
e

S
P
E
C
T

N
o
n
e

V
en
la
fa
x
in
e
a
n
d
in
te
rp
er
so
n
a
l

p
sy
ch
o
th
er
a
p
y
p
a
ti
en
ts
:

R
ig
h
t
b
as
al

g
an
g
li
a

In
te
rp
er
so
n
a
l
p
sy
ch
o
th
er
a
p
y

sp
ec
ifi
c
:

R
ig
h
t
ci
n
g
u
la
te

co
rt
ex

p
o
st
er
io
r

V
en
la
fa
x
in
e
sp
ec
ifi
c
:

R
ig
h
t
te
m
p
o
ra
l
lo
b
e
p
o
st
er
io
r

S
ig
n
ifi
ca
n
t
im

p
ro
v
em

en
ts
:

In
te
rp
er
so
na

l
ps
yc
ho

th
er
ap

y
gr
ou

p:
H
A
M
-D

sc
o
re
:
p
re

2
2
.7

�
2
.7
,

p
o
st
1
6
.2

�
7
.1

B
D
I
sc
o
re
:
p
re

2
7
.9

�
8
.9
,
p
o
st

1
8
.0

�
1
0
.8

H
A
M
-A

V
en
la
fa
xi
ne

gr
ou

p
:

H
A
M
-D

sc
o
re
:
p
re

2
2
.4

�
3
.1
,

p
o
st
1
0
.9

�
8
.6

(c
on

ti
nu

ed
)

30 Psychotherapy Outcome Research and Neuroimaging 615



T
a
b
le

3
0
.1

(c
o
n
ti
n
u
e
d
)

A
u
th
o
r

P
sy
ch
o
th
er
ap
y

N
eu
ro
im

ag
in
g

te
ch
n
iq
u
e

N
eu
ro
b
io
lo
g
ic
al

ef
fe
ct
s

C
li
n
ic
al

ef
fe
ct
s

D
ec
re
as
e
in

ac
ti
v
at
io
n

In
cr
ea
se

in
ac
ti
v
at
io
n

B
D
I
sc
o
re
:
p
re

2
6
.3

�
6
.2
,
p
o
st

1
2
.0

�
7
.7

H
A
M
-A

G
o
ld
ap
p
le

et
al
.
(2
0
0
4
)

C
o
g
n
it
iv
e
b
eh
av
io
u
ra
l

th
er
ap
y
/p
o
st
h
o
c

co
m
p
ar
is
o
n
w
it
h

p
ar
o
x
et
in
e
ef
fe
ct
s

F
D
G
-P
E
T

C
o
g
n
it
iv
e
b
eh
a
v
io
u
ra
l
T
h
er
a
p
y

g
ro
u
p
:

D
o
rs
o
la
te
ra
l
P
F
C

V
en
tr
o
la
te
ra
l
P
F
C

M
ed
ia
l
fr
o
n
ta
l
ar
ea
s
(s
u
p
er
io
r,

in
fe
ri
o
r)

P
o
st
er
io
r
ci
n
g
u
la
te

co
rt
ex

In
fe
ri
o
r
p
ar
ie
ta
l
an
d
In
fe
ri
o
r
te
m
p
o
ra
l

co
rt
ex

P
os
t
ho

c
co
m
p
ar
is
o
n
w
it
h
pa

ro
xe
ti
ne

ef
fe
ct
s:
co
n
si
st
en
cy

in
th
e

v
en
tr
o
la
te
ra
l
P
F
C

C
o
g
n
it
iv
e
b
eh
a
v
io
u
ra
l
T
h
er
a
p
y

g
ro
u
p
:

H
ip
p
o
ca
m
p
u
s

D
o
rs
al

ci
n
g
u
la
te

co
rt
ex

S
ig
n
ifi
ca
n
t
im

p
ro
v
em

en
ts
:

C
og

ni
ti
ve

be
ha

vi
ou

ra
l
th
er
ap

y
gr
ou

p:
9
/1
4
re
sp
o
n
d
er

(H
D
R
S
sc
o
re

re
d
u
ct
io
n
>

5
0
%
)

D
u
e
to

th
e
sm

al
l
sa
m
p
le

si
ze

al
so

n
o
n
re
sp
o
n
d
er
s
w
er
e
in
cl
u
d
ed

(H
D
R
S
sc
o
re

re
d
u
ct
io
n
<
5
0
%

b
u
t

>
3
5
%
)

H
D
R
S
sc
or
e:

p
re

2
0
�

3
,
p
o
st

6
.7

�
4

P
ar
ox
et
in
e
gr
ou

p:
cl
in
ic
al

ef
fe
ct
s

si
m
il
ar

L
eh
to

et
al
.
(2
0
0
8
)

P
sy
ch
o
d
y
n
am

ic

p
sy
ch
o
th
er
ap
y

S
P
E
C
T

N
o
n
e

A
ty
p
ic
a
l
d
ep
re
ss
iv
es
:
in
cr
ea
se

o
f
th
e

d
en
si
ty

o
f
se
ro
to
n
in

tr
an
sp
o
rt
er
s
in

th
e

m
es
en
ce
p
h
al
o
n
;
n
o
t
fo
u
n
d
in

no
n-

at
yp
ic
al

de
pr
es
si
on

S
ig
n
ifi
ca
n
t
im

p
ro
v
em

en
ts
:

A
ty
pi
ca
ls
:

H
A
M
-D

-2
9
sc
o
re
:
p
re

1
9
.3
0
�

9
.3
2
,
p
o
st
2
0
.0
0
�

1
3
.0
0

H
A
M
-D

-2
1
sc
o
re
:
p
re

1
9
.1
3
�

3
.9
4
,
p
o
st
1
2
.5
0
�

6
.8
2

N
on

-a
ty
pi
ca
ls
:

H
A
M
-D

-2
9
:
p
re

2
7
.3
6
+
/-
9
.2
6
,
p
o
st

1
5
.1
8
+
/-
9
.5
7

H
A
M
-D

-2
1
:
p
re

2
2
.1
8
+
/-
7
.4
5
,
p
o
st

1
0
.6
4
+
/-
7
.0
0

N
o
ch
an
g
es

o
f
th
e
d
o
p
am

in
e
tr
an
sp
o
rt
er

co
n
ce
n
tr
at
io
n
in

th
e
st
ri
at
u
m
;
n
o

co
rr
el
at
io
n
s
b
et
w
ee
n
n
eu
ro
b
io
lo
g
ic
al

an
d
cl
in
ic
al

ef
fe
ct
s

K
en
n
ed
y

et
al
.
(2
0
0
7
)

C
o
g
n
it
iv
e
b
eh
av
io
u
ra
l

th
er
ap
y
/v
en
la
fa
x
in
e

F
D
G
-P
E
T

C
o
g
n
it
iv
e
b
eh
a
v
io
u
ra
l
th
er
a
p
y
a
n
d

v
en
la
fa
x
in
e
g
ro
u
p
:

O
F
C
(b
il
at
er
al
)

L
ef
t
d
o
rs
o
la
te
ra
l
m
ed
ia
l
P
F
C

C
o
g
n
it
iv
e
b
eh
a
v
io
u
ra
l
th
er
a
p
y

sp
ec
ifi
c
:

L
ef
t
p
o
st
er
io
r
ci
n
g
u
la
te

co
rt
ex

V
en
la
fa
x
in
e
sp
ec
ifi
c
:

L
ef
t
in
fe
ri
o
r
te
m
p
o
ra
l
co
rt
ex

L
ef
t
su
b
g
en
u
al
A
C
C
(o
n
ly

re
sp
o
n
d
er
s)

C
o
g
n
it
iv
e
b
eh
a
v
io
u
ra
l
th
er
a
p
y
a
n
d

v
en
la
fa
x
in
e
g
ro
u
p
:

R
ig
h
t
in
fe
ri
o
r
o
cc
ip
it
al

co
rt
ex

C
o
g
n
it
iv
e
b
eh
a
v
io
u
ra
l
th
er
a
p
y

sp
ec
ifi
c
:

L
ef
t
in
fe
ri
o
r
te
m
p
o
ra
l
co
rt
ex

S
u
b
g
en
u
al

A
C
C

V
en
tr
o
m
ed
ia
l
P
F
C

V
en
la
fa
x
in
e
sp
ec
ifi
c
:

L
ef
t
p
o
st
er
io
r
ci
n
g
u
la
te

co
rt
ex

(o
n
ly

re
sp
o
n
d
er
s)

S
ig
n
ifi
ca
n
t
im

p
ro
v
em

en
ts
:

C
og

ni
ti
ve

be
ha

vi
ou

ra
l
th
er
ap

y:
7
(o
u
t
o
f
1
2
)
re
sp
o
n
d
er

H
A
M
-D

sc
o
re
:
p
re

2
0
.6

�
3
.5
,

p
o
st
9
.8

�
3
.8

V
en
la
fa
xi
ne
:
9
(o
u
t
o
f
1
2
)

re
sp
o
n
d
er

H
A
M
-D

sc
o
re
:
p
re

2
0
.3

�
3
.2
,

p
o
st
7
.4

�
1
.1

616 R. Viviani et al.



F
u

et
al
.
(2
0
0
8
)

C
o
g
n
it
iv
e
b
eh
av
io
u
ra
l

th
er
ap
y

fM
R
I

O
ve
ra
ll
de
cr
ea
se

in
ac
ti
vi
ty
:

R
ig
h
t
am

y
g
d
al
a

H
ip
p
o
ca
m
p
al

st
ru
ct
u
re
s

L
in
ea
r
lo
ad

re
sp
on

se
:

F
u
si
fo
rm

an
d
li
n
g
u
al

g
y
ru
s

L
ef
t
la
te
ra
l
te
m
p
o
ra
l
an
d
in
fe
ri
o
r

p
ar
ie
ta
l
co
rt
ex

P
o
st
er
io
r
ci
n
g
u
la
te

co
rt
ex

P
re
cu
n
eu
s,
ce
re
b
el
lu
m

O
ve
ra
ll
in
cr
ea
se

in
ac
ti
vi
ty
:

A
C
C

G
y
ru
s
fr
o
n
ta
li
s
su
p
er
io
r

P
o
st
er
io
r
ci
n
g
u
la
te

co
rt
ex

In
fe
ri
o
r
p
ar
ie
ta
l
co
rt
ex

P
re
cu
n
eu
s

S
ig
n
ifi
ca
n
t
im

p
ro
v
em

en
ts
:

B
D
I
sc
o
re
:
p
re

3
8
.0

�
1
1
.7
,
p
o
st

1
4
.5

�
1
5
.4

H
R
S
D

sc
o
re
:
p
re

2
0
.9

�
1
.9
,
p
o
st

6
.4

�
5
.2

T
h
er
a
p
y
p
re
d
ic
to
rs
:
lo
w
b
as
el
in
e
ac
ti
v
it
y
in

th
e
ar
ea

o
f
th
e
ri
g
h
t
g
y
ru
s

fr
o
n
ta
li
s
in
fe
ri
o
r/
in
su
la
an
d
le
ft
p
u
ta
m
en
/g
lo
b
u
s
p
al
li
d
u
s;
h
ig
h
b
as
el
in
e
ac
ti
v
it
y

in
th
e
g
y
ru
s
fr
o
n
ta
li
s
su
p
er
io
r

D
ic
h
te
r

et
al
.
(2
0
0
9
)

B
eh
av
io
u
ra
l
ac
ti
v
at
io
n

th
er
ap
y
fo
r
d
ep
re
ss
io
n

(B
A
T
D
)

fM
R
I

D
ur
in
g
se
le
ct
io
n
ph

as
e:
le
ft
am

y
g
d
al
a,

le
ft
g
y
ru
s
fr
o
n
ta
li
s
su
p
er
io
r,
le
ft

su
p
er
io
r
o
cc
ip
it
al

co
rt
ex
,
le
ft
g
y
ru
s

p
o
st
ce
n
tr
al
is
,
ri
g
h
t
g
y
ru
s

su
p
ra
m
ar
g
in
al
is
,
ri
g
h
t
g
y
ru
s

te
m
p
o
ra
li
s
in
fe
ri
o
r

D
ur
in
g
an

ti
ci
pa

ti
on

ph
as
e:

g
y
ru
s

te
m
p
o
ra
li
s
in
fe
ri
o
r
an
te
ri
o
r

D
ur
in
g
fe
ed
ba

ck
ph

as
e:

g
y
ru
s

p
ar
ac
in
g
u
la
ri
s,
le
ft
p
o
st
er
io
r
ci
n
g
u
la
te

co
rt
ex
,
le
ft
n
u
cl
eu
s
ca
u
d
at
u
s,
le
ft

g
y
ru
s
p
o
st
ce
n
tr
al
is

D
ur
in
g
se
le
ct
io
n
ph

as
e:

g
y
ru
s

p
ar
ac
in
g
u
la
ri
s
(
p
¼

.0
6
),
le
ft

p
u
ta
m
en
,
ri
g
h
t
g
y
ru
s
su
p
ra
m
ar
g
in
al
is
,

p
o
st
er
io
r
te
m
p
o
ra
l
fu
si
fo
rm

co
rt
ex

D
ur
in
g
an

ti
ci
pa

ti
on

ph
as
e:

le
ft

n
u
cl
eu
s
ca
u
d
at
u
s,
le
ft
g
y
ru
s
ci
n
g
u
la
ri
s,

le
ft
su
p
er
io
r
o
cc
ip
it
al

co
rt
ex
,
ri
g
h
t

in
su
la
,
ri
g
h
t
p
re
cu
n
eu
s,
ri
g
h
t
te
m
p
o
ra
l

fu
si
fo
rm

co
rt
ex
,
b
il
at
er
al

g
y
ru
s

p
re
ce
n
tr
al
is
,
te
m
p
o
ra
l
p
o
le
s
(b
il
at
er
al
)

D
ur
in
g
fe
ed
ba

ck
ph

as
e:

In
w
in
ni
ng

tr
ia
ls
:
ri
g
h
t
o
cc
ip
it
al
co
rt
ex

su
p
er
io
r,
ri
g
h
t
te
m
p
o
ra
l
fu
si
fo
rm

co
rt
ex

In
no

w
in
ni
ng

tr
ia
ls
:
e.
g
.
le
ft
O
F
C

S
ig
n
ifi
ca
n
t
im

p
ro
v
em

en
ts
:

9
(o
u
t
o
f
1
2
)
re
sp
o
n
d
er
s
(H

A
M
-D

sc
o
re

<
6
)

H
A
M
-D

sc
o
re
:
p
re

2
3
.8

�
2
.3
,

p
o
st
8
.7

�
9
.4

N
o
n
si
g
n
ifi
ca
n
t
ch
a
n
g
es
:

JA
M

B
A
S
/B
IS

D
ic
h
te
r

et
al
.
(2
0
1
0
)

B
eh
av
io
u
ra
l
ac
ti
v
at
io
n

th
er
ap
y
fo
r
d
ep
re
ss
io
n

(B
A
T
D
)

fM
R
I

G
y
ru
s
p
ar
ac
in
g
u
la
ri
s

R
ig
h
t
O
F
C

R
ig
h
t
fr
o
n
ta
l
p
o
le

L
ef
t
g
y
ru
s
p
o
st
ce
n
tr
al
is

S
ig
n
ifi
ca
n
t
im

p
ro
v
em

en
ts
:

9
o
u
t
o
f
1
2
re
sp
o
n
d
er
s
(H

A
M
-D

sc
o
re

<
6
)

H
A
M
-D

sc
o
re
:
p
re

2
3
.8

�
9
.4
,

p
o
st
8
.7

�
9
.4

B
D
I
sc
o
re
:
p
re

2
7
.1

�
5
.1
,
p
o
st

1
1
.6

�
8
.7

T
h
er
a
p
y
p
re
d
ic
to
rs
:
si
g
n
ifi
ca
n
t
n
eg
at
iv
e
co
rr
el
at
io
n
b
et
w
ee
n
th
e
b
as
el
in
e

ac
ti
v
it
y
o
f
th
e
p
ar
ac
in
g
u
la
te

g
y
ru
s
an
d
th
e
im

p
ro
v
em

en
t
o
f
th
e
B
D
I
sc
o
re
s

(c
on

ti
nu

ed
)

30 Psychotherapy Outcome Research and Neuroimaging 617



T
a
b
le

3
0
.1

(c
o
n
ti
n
u
e
d
)

A
u
th
o
r

P
sy
ch
o
th
er
ap
y

N
eu
ro
im

ag
in
g

te
ch
n
iq
u
e

N
eu
ro
b
io
lo
g
ic
al

ef
fe
ct
s

C
li
n
ic
al

ef
fe
ct
s

D
ec
re
as
e
in

ac
ti
v
at
io
n

In
cr
ea
se

in
ac
ti
v
at
io
n

B
u
ch
h
ei
m

et
al
.
(2
0
1
2
)

P
sy
ch
o
d
y
n
am

ic
at

o
n
e

y
ea
r

fM
R
I

A
m
y
g
d
al
a/
an
te
ri
o
r
h
ip
p
o
ca
m
p
u
s

S
u
b
g
en
u
al

co
rt
ex

A
n
te
ro
m
ed
ia
l
p
re
fr
o
n
ta
l
co
rt
ex

S
ig
n
ifi
ca
n
t
im

p
ro
v
em

en
ts
:

B
D
I
sc
o
re
:
p
re

2
4
.4

�
9
.5
,
p
o
st

1
2
.9

�
8

2
G
S
I
sc
o
re
:
p
re

1
.3
5
�

0
.7
5
,
p
o
st

0
.6
9
�

0
.3
6

F
D
G
-P
E
T

1
8
F
-fl
u
o
ro
d
eo
x
y
g
lu
co
se

p
o
si
tr
o
n
em

is
si
o
n
to
m
o
g
ra
p
h
y
,
SP

E
C
T
si
n
g
le
-p
h
o
to
n
em

is
si
o
n
co
m
p
u
te
d
to
m
o
g
ra
p
h
y
,
fM

R
I
fu
n
ct
io
n
al
m
ag
n
et
ic
re
so
n
an
ce

im
ag
in
g
,
B
A
S/

B
IS

b
eh
av
io
u
ra
l
ac
ti
v
at
io
n
/b
eh
av
io
u
ra
l
in
h
ib
it
io
n
sc
al
e,

B
D
I
B
ec
k
D
ep
re
ss
io
n
In
v
en
to
ry
,
G
A
F
,
G
lo
b
al

A
ss
es
sm

en
t
o
f
F
u
n
ct
io
n
in
g
,
G
SI

G
lo
b
al

S
ev
er
it
y
In
d
ex
,
H
A
M
-A

H
am

il
to
n
R
at
in
g
S
ca
le

fo
r
A
n
x
ie
ty
,
H
A
M
-D

1
7
-i
te
m

H
am

il
to
n
D
ep
re
ss
io
n
R
at
in
g
S
ca
le
,
H
R
SD

/H
D
R
S
H
am

il
to
n
R
at
in
g
S
ca
le

fo
r
D
ep
re
ss
io
n
/H
am

il
to
n
D
ep
re
ss
iv
e
R
at
in
g

S
ca
le
,
JA

M
Ja
ck
so
n
A
p
p
et
it
iv
e
M
o
ti
v
at
io
n
S
ca
le
,
P
O
M
S
p
ro
fi
le

o
f
m
o
o
d
st
at
es
,
Y
-B
O
C
S
Y
al
e-
B
ro
w
n
O
b
se
ss
iv
e–
C
o
m
p
u
ls
iv
e
S
ca
le
,
A
C
C

an
te
ri
o
r
ci
n
g
u
la
te

co
rt
ex
,
O
F
C

o
rb
it
o
fr
o
n
ta
l
co
rt
ex
,
P
F
C
p
re
fr
o
n
ta
l
co
rt
ex

618 R. Viviani et al.



Details of neuroimaging studies of the psy-

chotherapy of depression are in Table 30.1 and

are summarised in Fig. 30.1.

30.2.2 Phobia and Anxiety Disorders

Studies of the effect of cognitive behavioural

therapy on specific phobias have most often

adopted a symptom provocation design

(Table 30.2). Studies by Paquette et al. (2003),

Goosens et al. (2007), and Schienle et al. (2007)

reported reduction of the activation elicited by

the phobic stimulus in the amygdala and hippo-

campus, associated with symptom improvement.

Several studies also report reductions of activa-

tion in the insula (Goosens et al. 2007; Straube

et al. 2006; Schienle et al. 2007, 2009). No

changes in these areas were found in a study by

Johanson et al. (2006). Reported changes in the

prefrontal cortex are less consistent in

localisation and sign. Of these studies, those of

Straube et al. (2006) and Schienle et al. (2007)

adopted a randomised design.

Two PET studies of activity at rest

investigated the effect of CBT on panic disorder.

Prasko et al. (2004) found diffuse reductions of

signal in the right hemisphere in the prefrontal

and temporal lobes, accompanied by increases in

left hemisphere. Sakai et al. (2006) found a cor-

relation between reduction of symptoms and

increase of metabolic activity in the left medial

prefrontal cortex. A study on the effect of short-

term psychodynamic psychotherapy in an inpa-

tient setting reported normalisation of hyperac-

tivity in the amygdala and anterior hippocampus,

analogously to studies on specific phobias

(Beutel et al. 2010).

A study of the effect of CBT on social phobia

reported reductions of the activity in the limbic

system (amygdala and the adjacent hippocampal

structures) at exposure, common to both the CBT

and pharmacologically treated group (citalopram;

Furmark et al. 2002).

Fig. 30.1 Schematic illustration of brain regions

involved in studies of the psychotherapy of depression.

ACC anterior cingulate cortex, dlPFC dorsolateral pre-

frontal cortex, mPFC medial prefrontal cortex, NCd

caudate nucleus, OFC orbitofrontal cortex, vlPFC ventro-

lateral prefrontal cortex; upward pointing arrow, increase
in activation; downward pointing arrow, decrease in

activation
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Details on this group of studies and the main

involved areas are in Table 30.2 and Fig. 30.2.

30.2.3 Posttraumatic Stress Disorder

Neuroimaging studies of the effect of psychother-

apy on PTSD are more heterogeneous in psycho-

therapeutic technique and the functional network

elicited by the task in the scanner. Two studies

examined the effect of CBT. Farrow et al. (2005)

had participants carry out social cognition tasks

during the scan, such as empathy or moral deci-

sion tasks, finding increased signal in the left

middle temporal gyrus in the former and in the

posterior cingulus in the latter. This study, how-

ever, did not examine the same patients before and

after therapy but different groups. Felmingham

et al. (2007) used presentation of facial expression

(commonly used to elicit amygdalar activation),

finding both increases and decreases of activation

in the temporal lobe after therapy. Activation

increased in the anterior cingulus.

Pagani et al. (2007) used a symptom provoca-

tion design to study the effect of the eye move-

ment desensitisation and reprocessing technique

(EMDR; Shapiro 1995), finding no significant

changes in the patient group as a whole, but

some evidence of normalisation of fronto-limbic

activity in responders. This study, however, did

not test the interaction of time and group directly.

Lindauer et al. (2008) investigated the effect of

Brief Eclectic Psychotherapy (BEP; Gersons

et al. 2004), reporting a significant correlation

between symptomatic improvement and changes

in the frontotemporal circuit.

Several studies have shown PTSD pathology

to be associated with volumetric reductions of

the hippocampus (Rauch et al. 2006; Woon

et al. 2010). A study has investigated the effect

of psychotherapy on the size of this region using

structural imaging (Lindauer et al. 2005), without

detecting significant results.

Details on neuroimaging studies of PTSD are

in Table 30.3. Figure 30.3 summarises the

changes in the areas involved in these studies.

Fig. 30.2 Schematic illustration of brain regions involved

in studies of the psychotherapy of phobia and anxiety

disorders. ACC anterior cingulate cortex, dlPFC dorsolateral

prefrontal cortex, OFC orbitofrontal cortex, PFC prefrontal

cortex; upward pointing arrow, increase in activation; down-
ward pointing arrow, decrease in activation
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30.2.4 Obsessive–Compulsive Disorder

The first neuroimaging studies on the effect of

psychotherapy on OCD were carried out by

Baxter et al. (1992). As in a group treated with

fluoxetine, they showed an effect of treatment in

the nucleus caudatus, with weaker evidence for

an involvement of the thalamus and the medial

prefrontal cortex. These results were further

substantiated in a subsequent study (Schwartz

et al. 1996). The involvement of the basal

ganglia, especially the caudatus, and the orbital

and medial prefrontal cortex in changes after

therapy found broad confirmation in a second

series of studies (Freyer et al. 2011; Nabeyama

et al. 2008; Nakao et al. 2005; Nakatani

et al. 2003; Saxena et al. 2009; Yamanishi

et al. 2009). Considerable evidence from other

studies implicates these structures in obsessive–-

compulsive disorder (Whiteside et al. 2004),

suggesting that OCD symptoms are mediated

by hyperactivity in orbitofrontal–subcortical cir-

cuit, which normalises in symptomatic remission

after therapy (Saxena et al. 2001).

Details on studies on OCD are in Table 30.4.

Figure 30.4 schematically shows the changes in

the brain regions involved in these studies.

30.3 Discussion

An important model of therapeutic change in

neurobiological research involves a change in

the relative activation of prefrontal and limbic

structures, independently from the mental illness

or the treatment approach. Prefrontal cortical

areas (especially DLPFC) are usually activated

not only by the execution of demanding cogni-

tive tasks but also during emotion suppression

and regulation (Ochsner and Gross 2005). For

this reason, the participation of prefrontal

structures in mechanisms of control and inhibi-

tion is of particular interest for psychotherapy

(Messina et al. 2013). In this interpretive frame-

work, increased recruitment or increased effi-

ciency of prefrontal function may be understood

as an increased ability to solve problems in emo-

tionally difficult, stress-inducing events (Frewen

et al. 2008; Messina et al. 2013). Besides the

DLPFC, other subregions of the PFC have also

been repeatedly involved in studies of emotion.

Some of them, like the ventrolateral and

dorsomedial prefrontal cortex, are associated

with various strategies of affect- and self-

regulation (Ochsner et al. 2002, 2004).

Fig. 30.3 Schematic illustration of brain regions

involved in studies of the psychotherapy of PTSD. ACC
anterior cingulate cortex; upward pointing arrow,

increase in activation; downward pointing arrow,
decrease in activation
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DeRubeis et al. (2008) and Roffman

et al. (2005) proposed that the specific mecha-

nism through which psychotherapy acts involves

less directly the primarily hyperresponsive lim-

bic regions but rather a reinforcement of the

frontal inhibition activity. Enhanced prefrontal

activation eventually leads indirectly to a more

adequate control of negative emotionality,

represented by the activation in the limbic sys-

tem. Thus, remission after psychotherapy would

be associated with a healthier balance between

emotional and cortical functions.

Many studies appear to converge in detecting

changes in the limbic system (amygdala or ante-

rior hippocampus) in emotional disorders

characterised by anxiety, especially phobia (Lin-

den 2006; Roffman et al. 2005; Whalen

et al. 2002). The normalisation of limbic activity

in depression and in panic disorder was also

reported by the two existing studies of the effect

of psychodynamic psychotherapy (Buchheim

et al. 2012; Beutel et al. 2010). The therapy of

obsessive–compulsive disorder (ODC) reports

changes in the basal ganglia, a structure specifi-

cally associated with this disorder. Much less

consistent is the picture regarding the correlates

of other mental disorders in the prefrontal cortex

(Thomas and Elliott 2009). As it has been noted,

not all studies have observed changes in prefron-

tal cortex consistent with a reinforcement of the

circuits associated with cognitive control, as

would be expected by the prefrontal vs. limbic

function model (Linden 2006; Taylor and

Liberzon 2007).

There are several aspects of this finding that

are worth mentioning. Firstly, detection of

changes in the limbic system can be more easily

accomplished in the necessarily small sample

sizes that are obtainable in this type of studies.

As we have noted in the Introduction, a major

difficulty in drawing statistical inference from

neuroimaging data is the relative lack of power

ensuing from the necessity of carrying out a

correction for the large number of hypotheses

tested. When a specific region is tested, however,

this number of hypotheses can be greatly

reduced, thus increasing the detection power of

the study. The regions that are typically

hypothesised to be involved in emotional

processing are often very circumscribed (the

amygdala, the subgenual cingulus), allowing the

formulation of regionally very specific tests. In

Fig. 30.4 Schematic illustration of brain regions

involved in studies of the psychotherapy of obsessive–-

compulsive disorders. dlPFC dorsolateral prefrontal

cortex, NCd caudate nucleus, OFC orbitofrontal cortex;

upward pointing arrow, increase in activation; downward
pointing arrow, decrease in activation
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contrast, the prefrontal cortex is a very large

region with relatively variable landmarks and

boundaries. This makes verifying a hypothesis

on prefrontal cortex functioning comparatively

more difficult.

Secondly, there appears to be a systematic

difference in the coupling between disorder and

stimuli used in the studies. Specifically, studies

on phobias can make use of very specific stimuli

that are very tightly linked to the symptoms

experienced by patients. Here, changes in reac-

tivity to such activating stimuli, improvement in

symptom severity, and changes in brain signals

are united by a coherent and univocal interpretive

framework. In contrast, interpretation and

modelling of changes may be more difficult in a

multidimensional disorder such as depression.

Finally, note should be taken of the methodo-

logical shortcomings of the majority of studies in

this field. Small sample sizes and inadequate

control groups are issues that compound the

problem of creating a placebo condition when

the treatment condition is psychotherapy.

Because of issues arising with repeated

measurements in neuroimaging (habituation and

training effects) or the possibility of spontaneous

recovery over the time, only the use of control

groups, such as healthy controls groups and/or a

waitlist control group, allows excluding possible

confounds from the observed changes. Many of

the discussed studies used a healthy control

group (Baxter et al. 1992; Nakatani et al. 2003;

Nakao et al. 2005; Nabeyama et al. 2008; Saxena

et al. 2009; Paquette et al. 2003; Straube

et al. 2006; Schienle et al. 2007, 2009; Goosens

et al. 2007; Leutgeb et al. 2009; Brody

et al. 2001b; Fu et al. 2008; Dichter et al. 2009,

2010; Farrow et al. 2005; Lindauer et al. 2005,

2008; Pagani et al. 2007) and some also a waitlist

control group (Furmark et al. 2002; Straube et al.

2006; Schienle et al. 2007; Leutgeb et al. 2009;

Lehto et al. 2008; Lindauer et al. 2005, 2008).

When looking at the perspectives for future

research, several tasks appear to need addressing.

Some are of methodological nature, such as min-

imal requirements of studies, and the creation of

a meta-analytic framework through which results

could be objectively assessed. Other issues

concern the nature of brain circuits that may be

involved by complex disorders. The existing lit-

erature strongly suggests that involvement and

reactivity of the limbic system, its specificity

within the symptoms treated by psychotherapy,

and its capacity to index change constitute a

candidate biological marker of psychotherapeu-

tic change. The empirical status of the prefrontal

cortex as the site of control processes appears to

be empirically less univocal.
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Schienle A, Schäfer A, Stark R, Vaitl D (2009) Long-term

effects of cognitive behaviour therapy on brain activa-

tion in spider phobia. Psychiatry Res 172:99–102.

doi:10.1016/j.pscychresns.2008.11.005

Schwartz JM, Stoessel PW, Baxter LR, Martin KM,

Phelps ME (1996) Systematic changes in cerebral

glucose metabolic rate after successful behaviour

modification treatment of obsessive-compulsive disor-

der. Arch Gen Psychiatry 53:109–113. doi:10.1001/

archpsyc.1996.01830020023004

Shapiro F (1995) Eye movement desensitization and

reprocessing: basic principles, protocols, and

procedures. Guilford, New York, NY

Straube T, Glauer M, Dilger S, Mentzel HJ, Miltner WHR

(2006) Effects of cognitive-behavioural therapy on

brain activation in specific phobia. Neuroimage

29:125–135. doi:10.1016/j.neuroimage.2005.07.007

Taylor SF, Liberzon I (2007) Neural correlates of emotion

regulation in psychopathology. Trends Cogn Sci

11:413–418. doi:10.1016/j.tics.2007.08.006

Thomas EJ, Elliott R (2009) Brain imaging

correlates of cognitive impairment in depression.

Front Hum Neurosci 3:30. doi:10.3389/neuro.09.030.

2009

Whalen PJ, Shin LM, Somerville LH, McLean AA, Kim

H (2002) Functional neuroimaging studies of the

amygdala in depression. Semin Clin Neuropsychiatry

7:234–242. doi:10.1053/scnp.2002.35219

Whiteside SP, Port JD, Abramowitz JS (2004) A meta-

analysis of functional neuroimaging in obsessive-

compulsive disorder. Psychiatry Res 132:69–79.

doi:10.1016/j.pscychresns.2004.07.001

Woon FL, Sood S, Hedges DW (2010) Hippocampal

volume deficits associated with exposure to psycho-

logical trauma and posttraumatic stress disorder in

adults: a meta-analysis. Prog Neuropsychopharmacol

Biol Psychiatry 34:1181–1188. doi:10.1016/j.pnpbp.

2010.06.016

Yamanishi Y, Nakaaki S, Omori IM, Hashimoto N,

Shinagawa Y, Hongo J, Horikoshi M, Tohyama J,

Akechi T, Some T, Iidaka T, Furukawa TA (2009)

Changes after behavior therapy among responsive and

nonresponsive patients with obsessive-compulsive

disorder. Psychiatry Res 172:242–250. doi:10.1016/j.

pscychresns.2008.07.004

634 R. Viviani et al.

http://dx.doi.org/10.1016/j.pscychresns.2008.07.004
http://dx.doi.org/10.1016/j.pscychresns.2008.07.004
http://dx.doi.org/10.1016/j.pnpbp.2010.06.016
http://dx.doi.org/10.1016/j.pnpbp.2010.06.016
http://dx.doi.org/10.1016/j.pscychresns.2004.07.001
http://dx.doi.org/10.1053/scnp.2002.35219
http://dx.doi.org/10.3389/neuro.09.030.2009
http://dx.doi.org/10.3389/neuro.09.030.2009
http://dx.doi.org/10.1016/j.tics.2007.08.006
http://dx.doi.org/10.1016/j.neuroimage.2005.07.007
http://dx.doi.org/10.1001/archpsyc.1996.01830020023004
http://dx.doi.org/10.1001/archpsyc.1996.01830020023004
http://dx.doi.org/10.1016/j.pscychresns.2008.11.005
http://dx.doi.org/10.1007/s00406-007-0754-y


Index

A

AABT. See Advancement of Behaviour Therapy (AABT)

Abduction(s), interpretation

discourse, 122

failure of Charcot’s abductive attempts, 136–137

Freud’s abductive attempts, 137–139

and induction, 124

interpretative pattern, 139–140

paradigm value, EHC, 135–136

scientific process, knowledge and frequency, 128–129

types, in scientific action, 124–126

AC. See Allocation concealment (AC)

Academic psychotherapy

constructive realism, 93–95

healing and convalescence technique, 94

level of insight(see Critical-reflexive insight)
technical level(see ‘Microworlds’ of psychotherapy)

Academic science

“actual crisis of science”, 100

American pragmatism, 100

artificial realities (artificial worlds), 97

critical-reflexive insight, 101–102

culture(see Scientific knowledge, culture)
discipline of medicine, 97

discipline of psychology, 97

insight and knowledge, 100

“instrumentalist” concept, 100

level of insight into technical aspects, 101–102

microworlds, 97–98

object-method circle, 95–97

scientific microrealities, 97

scientific syntactic systems, 99–100

technical level to level of insight, 99–100

Accelerated experiential dynamic psychotherapy

(AEDP), 337

Acceptance and commitment therapy (ACT), 495

ACT. See Acceptance and commitment therapy (ACT)

Acting lunatic, 14

Action formation, CA

adjacency pair, 510

closing conversation, 511

group psychodynamic psychotherapy, closing session,

511–512

MCDs, 511

pre-closing sequences, 511

Ad hoc post-therapy qualitative interviews, 562–563

Advanced civilizations

philosophy, 30–32

religion and Church, 24–30

Advancement of Behaviour Therapy (AABT), 48

AEDP. See Accelerated experiential dynamic

psychotherapy (AEDP)

AGPA. See American Group Psychotherapy

Association (AGPA)

aifTA. See Ostensibly integration-friendly Transpose

Aspect (aifTA)

Alliance Negotiation Scale (ANS), 319

Allocation concealment (AC)

and blinding, 555

description, 554–555

American Group Psychotherapy Association

(AGPA), 288

Analogical thinking

applied sciences, 84

causa finalis, 84
discovery-oriented psychotherapy, 87

epistemological egocentrism, 84

homeopathy, 85

language, 84

limitations, 87

Milgram experiment, 85

nomological theories empirical models, 85

projection, 86

psychodynamic therapeutic methods, 86

reasoning, 87

relevance, 87

shield tunneling, 85

traditional Chinese medicine (TCM), 85

transference, 86

wholeness, 84

Analyses of variance (ANOVA), 258, 287, 613

Anecdotal digression, 51

ANS. See Alliance Negotiation Scale (ANS)

Anxiety disorders/phobia

brain regions, psychotherapy, 623

CBT, 619

neuroimaging studies, 620–622

Arctic hysteria, 14

O.C.G. Gelo et al. (eds.), Psychotherapy Research,
DOI 10.1007/978-3-7091-1382-0, # Springer-Verlag Wien 2015

635



Aristotelian causality and intentionality

Antonovsky’s concept of salutogenesis, 79

causa efficiens, 77
Christian faith, 79

Christian religion, 78

“heavy elements”, 78

in human sciences, 77

Latin translation, 77

“light elements”, 78

meaning of life, 78

“natural place” of rest, 78

“philobatism”, 80

psychoanalysis, 79

qualitative methods application, 80–81

“readiness-to-hand”, 77

resilience research, 79

treatment termination, 81

Assessment for Signal Cases (ASC), 602–603

Assessment, research check

consensus, 476–477

constructivist-social justice ontology, 474–475

inter-rater reliability/external auditor checks, 474

interview check, 476

memoing, 477

participant feedback

conflicts, 478–479

depth of feedback, 477–478

social justice goals, 478

written feedback, 477

participants, 475–476

quantitative inter-rater agreement, 474

“trustworthiness”/”credibility”, 473

Assimilation analysis, 414

Assimilation of Problematic Experiences Scale

(APES), 414

Asymptotic approximation, 113

Attachment theory, 167, 586

Audio recording therapy sessions, 388–389

Autoethnography, 445

B

BATD. See Behavioural activation therapy for

depression (BATD)

Behavioral activation (BA), 215, 303

Behavioural activation therapy for depression (BATD),

614, 617

Brief Eclectic Psychotherapy (BEP), 623

Brief Structural Recall (BSR), 393

Broaden-and-build theory

cognitive, 333

fundamental hypotheses, 333

longitudinal studies, 333

positive and negative emotions, 332

undoing hypothesis, 334–335

upward spiral effect, 333

C

CA. See Conversation analysis (CA)

California Psychotherapy Alliance Scale (CALPAS),

284, 315–316, 320

CBASP. See Cognitive behavioral analysis system of

psychotherapy (CBASP)

CCRT approach

CCRT-LU method, 412–414

interpretation and reflection, 422

relationship episode (RE), 411

tailor-made method, 412

The Change Interview, 390, 391, 563–564, 572, 573

Change process research (CPR)

and CIS, 261–262

data analysis, 262–263

description, 259

in-session change processes, 259

interindividual level, 261

intraindividual level, 261

macro-level assessment, 261

micro-analytic sequential process design, 260

micro-theories, therapeutic change, 260

non-experimental approach, 260

post-session level, 261

Checklist of Interpersonal Transactions (CLOIT), 51

Christian treatment methods, 22

“Circle of object and method”. See Object-method circle

CIs. See Confidence intervals (CIs)
Clinical-guided judgments, 376–377

Clinical Support Tool (CST)

feedback (CST Fb), 601–603, 605

problem-solving decision tree, 602

CLOIT. See Checklist of Interpersonal Transactions
(CLOIT)

Cognitive behavioral analysis system of psychotherapy

(CBASP), 51

Cognitive therapy (CT), 215, 303, 322, 433, 435

Collaborative Interaction Scale (CIS), 250, 261–262,

320–321

Collectivism, 10–11

Common factors, psychotherapy process

generic model, 297–298

identification

categories, 296

features and functions, 295–296

MULTI, 297

“myth”, 296

VEP-Q, 297

vs. “nonspecific”, 295
and outcome, 299–300

phase outcomes, 216

principles of change, 298–299

Rogers’ facilitative conditions, 300–301

and specific factors, 214

therapeutic alliance, 301–303
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treatment, 215, 216

and unique factors, 304–306

Complicated grief therapy (CGT), 586

Comprehensive process analysis (CPA), 186, 393, 396

Concept of tragedy, 11

Confidence intervals (CIs), 548

Consensual qualitative research (CQR)

cases(see CQR applied to case studies (CQR-C))

description, 486

interview(see CQR method used in interviews

(CQR-I))

modified, 491–492

open-ended inquiries, 438

similarities, CQR-M and CQR-C

auditors, 497

consensus, 497

core ideas/evidence, 497

cross-analyses, 497

domains/questions, 496–497

triangulation, 496

steps, data collection and analysis, 486, 487

Constructive realism (CR)

definition, 93–95

philosophy of science, 95

Contributions to development, factors

contextual embedment, 58

fitness, interpretations vs. correctness, 57
gap of references, 56–57

healing factors, 58–59

integrative approaches, 59

medical model vs. contextual model, 56

“myth”, 58

personality constituents, interdependence, 56

psychological treatment ingredients, 57

school-specific therapeutic elements, 55

strengths and resources, 59

treatment outcome predictors, 58

working alliance, 58

Conversation analysis (CA)

action formation, 510–512

definition, 502

discourse analysis, 502

features, 504

and grounded theory, 502

ideal data, 503

informed consent, 503

intensive process analyses, 503–504

Jeffersonian transcription conventions, 503

lexical substitutions, 513

repair, 508–509

sequence organization, 506–508, 513

technical vocabulary, 503

turn-by-turn interaction, 521

turn-taking, 504–506

word selection, 509–510

Core conflictual relationship theme (CCRT)

central relationship pattern, 375

description, 374

dream contents manifestation, 376

logically unified, 374–375

object specific relationship patterns, 375

relationship elements, 375

Corrective relational experience (CRE)

anorexia nervosa treatment, 495–496

interview questions, 487

subcategories, 490

Counseling and psychotherapy

articles, 430, 431

assimilation analysis, 431

clients’ experiences

articles, 433–435

audiotaped and verbatim transcribed interview

analysis, 436

collaborative involvement modes, 432, 435

ELR studies, 432

Grounded theory method, 432

LGBT clients, 432

private theories interview, 435

YAPP, 435

constant comparative analysis, 431

CQR method, 432

ELR vs. GSR, 444, 450
hermeneutic single-case efficacy design, 431

IPA, 432, 440

journals, 430, 451–452

practitioners’ experiences

articles, 437–438

bond with clients, 439–440

CQR method, 438

descriptive phenomenological psychological

method, 439

repairing ruptures, 440

TSD, 436, 438–439

process and outcome

articles, 441–443

ELR vs. GSR, 444
Grounded Theory method, 440

IPA, 440

MBCT, 440, 443

therapeutic cycles model, 444–445

professional practice issues, 447–450

supervision, training, and professional development

articles, 446–447

authoethnography, 445

GSR, 447

CPR. See Change process research (CPR)

CQR. See Consensual qualitative research (CQR)

CQR applied to case studies (CQR-C)

advantages and disadvantages, 496

consensus opinion, 496

CRE, anorexia nervosa treatment, 495–496

dreamwork, 492–493

immediacy, 494–495

problems and action ideas

Asian clients, 493

core ideas construction, 494

interpersonal issues and academic/post-

graduation/career issues, 493
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CQR-C. See CQR applied to case studies (CQR-C)

CQR-I. See CQR method used in interviews (CQR-I)

CQR-M. See CQR modified (CQR-M)

CQR method used in interviews (CQR-I)

advantages and disadvantages, 490–491

core ideas/audit, 488–489

corrective relational experience (CRE), 487

cross-analysis/audit, 489–490

domains, 488

trained therapists, 487

unscripted probing, 487

CQR modified (CQR-M), 491–492

CR. See Constructive realism (CR)

CRE. See Corrective relational experience (CRE)
Critical-reflexive insight

academic science, 101–102

dialogue-operative phases, 108–109

experimental hermeneutics, 107

experimental trans-contextualization, 108

microworlds of psychotherapy, 102–103

science in the occidental, Western sense, 107

self-reflexive knowledge, 106

structural relations of microworlds, 107

CST. See Clinical Support Tool (CST)
Culture

Chinese, 98

definition, 99

scientific knowledge(see Scientific knowledge,
culture)

Western, 98–99

D

Data analysis. See also Interpretation-driven research

design and evaluation; Qualitative outcome

research

The BIG 4(see Data-driven approach)

bottom-up approaches, 409–414

definition, empirical research, 393

interpretation and hermeneutics(see Methodical

hermeneutics)

qualitative, 394–397

theory-driven approaches, 404–409

top-down approaches, 409–420

Data collection. See also Interpretation-driven research

design and evaluation; Qualitative outcome

research

audio or video recording therapy sessions, 388–389

CQR, 486, 487

definition, 387

freedom, degree of, 390

in-therapy communicative (inter)actions, 390

languaged text, 390

observation and self-reporting, 389–390

participant observation, 389

pictorial or video information, 390

qualitative self-reports(see Self-reporting methods)

standardization, degree of, 390

structuredness, degree of, 390

tape-assisted recall, 392–393

verbatim transcriptions, 388–389

Data-driven approach

grounded theory (GT), 398–401

objective hermeneutics, 403–404

phenomenological analysis, 401–402

qualitative types, 402–403

Data matrix invention

complex data organizations, 235

data acquisition and documentation, 238–239

events, therapy session

aggregation, 236

anxiety, 236

CCRT, 236

context-free vocabulary analysis, 236

interrater reliability, 236

positivity index, 236

string variable, 235–236

history and philosophy

with groups, 233

real world and data analysis, 232

SPSS, 232

statistical program packages, 231

organization, 233–234

philosophy, 234

single case study, 234–235

Defense Mechanism Rating Scale (DMRS), 414

Depression

BATD, 614

brain regions, psychotherapy, 619

cognitive behavioural therapy, 614

neuroimaging studies, 615–618

Determinism, 69–71, 75, 88

“Deutung”. See Interpretation analysis

Development of Psychotherapists Common Core

Questionnaire (DPCCQ), 354, 357, 359, 361

DFA. See Discourse flow analysis (DFA)

Dialogue-operative phases, 108–109

Discourse analysis, 408

Discourse field (DF), 108, 110–112. See also
Experimental hermeneutics

Discourse flow analysis (DFA), 532

Discovery and micro-dynamics (Phase IV)

constructivism-interpretivism, verification to

discovery, 52

cost-effectiveness and sociopolitical pressure,

54–55

developments and achievements, 55

elaborated quantitative analytical methods, 54

psychological processes, 53–54

qualitative helpful factor design, 54

reliable change index, 53

shift of paradigms, 52–53

skepticism toward RCTs, 53

statistical vs. clinical significance, 53
task-analytic approach, 54
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Disorder-specific grief therapy, 588–590

Dual Process Model, 586

Dynamic systems theory (DST), 83

E

EBM. See Evidence-based medicine (EBM)

EBPP. See Evidence-based practice in psychology

(EBPP)

Ecological momentary assessment (EMA), 566

Education, psychotherapy

empirical research, 156

European Certificate, 152–156

on regulation of training, 149–152

Strasbourg Declaration, 152–156

EFT. See Emotion-focused therapy (EFT)

EMA. See Ecological momentary assessment (EMA)

Emotional suffering, 14

Emotional wounds, 13

Emotion-focused therapy (EFT), 337

Empathy, 219–220

Empirically supportive treatment (EST), 214, 541, 595

Empiricism, 69–71, 75, 135, 136, 503

Empirico-hermeneutical circle (EHC), 134–135

Enriching research

benefit, 174

conventional forms, 175

diverse understandings, 173

generalization, 170–171

grounded theory and theory building, 166

interpretative phenomenological analysis, 167

interpretive, 164

investigators’ relationship, theories, 175–176

meanings of terms, 172

multiple perspectives and balanced representation,

174

psychotherapy research, 165

qualitative and quantitative, 164

readers expectation, 176

theory-building and fact-gathering research

comparison, 160–161

therapist action, 167

unpacking historicity, 168–169

Epistemological egocentrism

egocentric thinking stands, 12

mountains task, 11

European Association for Psychotherapy (EAP). See
Strasbourg Declaration on Psychotherapy

Evidence-based medicine (EBM)

The Cochrane Collaboration, 541–542

confounding, follow up, 539–540

definition, 540

EST, 541

“experimental” and “control” groups, limited

comparability, 539

sample size and statistical test power, 540

statistical reports, 538

“trial reports”, 540–541

unclear and subjective measurement, outcome, 539

Evidence-based practice in psychology (EBPP), 595

Evidence-based treatment (EBT), 215

Experimental hermeneutics

aifTA, 109–110

definition, 107

discourse field, 109

experimental trans-contextualization, 109

heterocontextual integration attempt, 111

origin context, 109

reflection profit, 111–112

selection and determination, 109

strangification context, 109

trans-contextual dialogue operation, 109–113

translation and installment, 110–111

transpose-relative difference, 112

transpose-relative intersection, 112

transpose-relative reflection profit, 112–113

Experimental Trans-Contextualization (ExTC), 108

F

Facial Actions Coding System (FACS) method, 531

FACS method. See Facial Actions Coding System

(FACS) method

Fact-gathering research

diagnostic, 166

generalization, 171

meanings of terms, 172–173

pre-theoretical knowledge, 169–170

product-testing research, 166

psychotherapy research, 166–167

readers expection, 176

theory-building and enriching comparison, 160–161

treatment, 168

Family-focused grief therapy (FFGT), 587–588

FFGT. See Family-focused grief therapy (FFGT)

Folk culture, psychotherapy precursor

in Europe and North America, 20–24

shamanism and archaic medicine, 13–14

shaman, professional socialization and

psychotherapist, 18–20

sickness, archaic explanations, 14–18

Formal Elements Art Therapy Scale (FEATS),

570–571

Foundations, 2–3

Freud, Sigmund (“founding father” of psychoanalysis),

119

G

GPIRS. See Group Psychotherapy Intervention Rating

Scale (GPIRS)

Green feedback, 599

Grief therapy

attachment theory, 586

bereavement

adaptation, 580

case, 580

interventions, 581

narrative intervention, 587
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Grief therapy (cont.)
CGT, 586

cognitive-behavioral formulation, 586

cognitive-behavioral model, 586–587

complicated symptoms

bereaved parents, 581

bereavement interventions, 581

counsel and companionship, 581

substantial and sustained difficulties, 580

disorder-specific, 588–590

Dual Process Model, 586

effectiveness, 583, 584

features, treatment, 588

FFGT, 587–588

indicated interventions, 584

meta-analysis, 582–583

moderators, 584–585

PBC, 585

responses, control participants, 585

selective interventions, 584

Two-Track Model, 586

Grounded theory (GT)

axial coding, 398–401

coding strategies, 398

conceptualization, 399

constant comparison, 398

meaning units, identification, 398, 399

memo-ing, 398–401, 421

open coding, 398–400

research

interpretation-driven approach(see Interpretation-
driven research design and evaluation)

participants, 463

procedures, 460, 463

selective coding, 399, 401

Group Psychotherapy Intervention Rating Scale (GPIRS),

285

Group psychotherapy research

CBT, 284

coleadership team cognition-team diversity model,

285

GPIRS, 285

HLM, 287

ICC, 287

mechanisms

cognitive-behavioral, 282

dyadic therapy, 282

group members, 282

member–member interaction, 282

meta-analysis, 280

negative relationship factors, 286

nonindependence, 287

positive relational bonds, 286

premature termination rates, 281

psychodynamic interpersonal therapy, 280

science and practice

AGPA, 288

CORE, 288

CORE-R, 288

CPG, 288–289

small group treatments, 283

social–psychological processes, 284

structuring, 285

TFI, 284–285

treatments, 279–280

verbal interaction, 285

H

Healing, 216–217

Helpful Aspects of Therapy (HAT) Form, 392

Hermeneutics

experimental(see Experimental hermeneutics)

methodical(see Methodical hermeneutics)

objective(see Objective hermeneutics)

Hermeneutic Single-Case Efficacy Design (HSCED), 572

“Hermeneutic spiral”, 82, 134

Heterogeneous therapy languages, 113

Hierarchical linear model (HLM)

advantages, 287

level growth, 287

Hierarchies of evidence

allocation concealment, 544

case series/cohort study, 542, 543

historical controls, 542, 543

limits, 544

matched designs, 543

parallel control groups, 543

randomisation, 543–544

single-case study, 542, 543

SRs and meta-analyses, 544–545

HLM. See Hierarchical linear model (HLM)

Homo Faber, Causa Efficiens
activity and movement, 68

causal-analytical thinking, 69

causality, 68

humans position in evolution, 68

lissoirs, 68

psychological ontogenesis, 68–69

self-image, 68

Hope therapy, 338

HSCED. See Hermeneutic Single-Case Efficacy Design

(HSCED)

Human brain, 220

I

ICC. See Intraclass correlation (ICC)

IMI. See Impact message inventory (IMI)

Impact message inventory (IMI), 50–51

Innovative Moments Coding System (IMCS), 414

Integration-resistant Transpose Aspect (irTA), 108, 109,

111

Intention-to-treat (ITT) analysis

description, 555

and per-protocol analysis, 555–556

Interactional model, human mind and language

interaction, human development, 519–520

lexical devices, 521–522

narrative, 522
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turn taking, 521

words, 520–521

International Study of the Professional Development of

Psychotherapists (ISPDP), 354

Interpersonal process recall (IPR), 343, 390. See also
Tape-assisted recall methods

Interpretation analysis

abductions(see Abduction(s), interpretation)
from client, 144

definition, 118

derivative, classifying, expanding, and generating

thought, 142

forms of gaining knowledge, 126–128

and fundamental issue, 145–146

general/psychotherapy science and psychoanalysis,

140–141

idiographic and nomothetic instrument, 142–143

induction and deduction, 122–124

inferential thinking, 141–142

from psychotherapist, 144–145

Puzzle, psychotherapy science, 119–121

“Scientific Revolutions” and “Paradigms” (Kuhn’s),

131–135

from scientist, 145

Interpretation-driven research design and evaluation

analysis method, 464–466

constructivist-social justice qualitative research

interpretive judgments, 456

procedure-driven assessments, 456

data analysis

categories/hierarchy levels, 470–471

core category, 471

multiple analysts, 471–473

data collection

procedure, 468–469

recruitment, 468

screening process, 468

grounded theory research, 460–463

investigators/interviewers

interviewing skills, 467

knowledge about subject, 467

power (im)balance, 467–468

measures, 469–470

meta-principles, 479, 480

methodophily vs. methodolatry, 457–458

ontological and epistemological considerations,

458–460

participants, 466–467

principles, 461–463

research check, assessment(see Assessment, research

check)

Interpretative phenomenological analysis (IPA), 432, 440

Interview-based qualitative data collection

ad hoc post-therapy qualitative interviews, 562–563

standardised, semi-structured change interviews,

563–565

Interview protocol

change interview, 390–391

explorative method, 391

narrative interview, 390, 391

qualitative questionnaires, 391–392

semi-structured interviews, 390

structured qualitative interview, 391

Intraclass correlation (ICC), 287

IPR. See Interpersonal process recall (IPR)
ITT analysis. See Intention-to-treat (ITT) analysis

J

JAKOB narrative analysis, 404, 406–408

K

Kuhn, Thomas Samuel, 131–135

L

Latent difference score (LDS), 268

LDS. See Latent difference score (LDS)
Lesbian, gay, bisexual, and transgender (LGBT) clients,

432

Letter to a friend (LTF) technique, 566–567

Lexical devices, 521–522

Life space mapping (LSM), 569, 571

Losing one’s soul, 15

LSM. See Life space mapping (LSM)

Luborsky’s CCRT method. See Core conflictual
relationship theme (CCRT)

M

Magical thinking, 12–13

Markovian sequence analysis, 258–259

MBCT. See Mindfulness-based cognitive therapy

(MBCT)

Mechanization, worldview and science

absolutism, 72–73

antecedent causality, 74

Dance of Death, 73

democracy and capitalism, 74

devaluation of higher values, 73

drug metaphor model, 74–75

harmonic scheme of medium difficulty, 72

human soul, 72

inventions, 71

“invisible hand”, 74

“mechanism of nature”, 74

mechanistic thinking, 71

mono-causal relationships, 73

“uniformity, rigidity and stability”, 72

unilinear causality model, 74

Membership categorization device (MCDs), 509–510

Memo-ing, 398–401, 421

MES. See Motion Energy Analysis (MES)

Metacognition Assessment Scale (MAS), 414

Metaphor analysis, 404–406

Methodical hermeneutics

assimilation analysis, 397–398

bottom-up approaches, 395–396

category system, 396

content vs. structure dimension, 396–397

CQR, 397
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Methodical hermeneutics (cont.)
definition, 393

disclosed reflexivity, 394

double hermeneutic, 394

hermeneutic circle, 394

logical and procedural rules, 393–394

methods map, 394, 396

patchwork methods, 395

top-down approaches, 396

validity (credibility), 394

Methodophily vs. methodolatry, 457–458

Micro-analytic sequential process design, 83, 260

‘Microworlds’ of psychotherapy

analytical psychology and structural psychoanalysis,

109–113

“consciously multi-paradigmatic science”, 104

critical-reflexive insight, 106–109

development impulses and academic disciplines, 103

heterogeneous theories and pluralistic methods,

105–106

and level of insight into technical aspects, 113–114

psychotherapeutic paradigms, 103–104

science cultures, 105

scientific self-conception, 104

technical level, 113

Mindfulness-based cognitive therapy (MBCT), 440, 443,

444

Mntal state language, 522

Motion Energy Analysis (MES), 531

MULTI. See Multitheoretical List of Therapeutic

Interventions (MULTI)

Multiple analysts, data analysis

data analysis experience, 472

different cultural experiences, 472–473

experience with subject, 472

interview experience, 471, 472

Multitheoretical List of Therapeutic Interventions

(MULTI), 297

N

NAI. See Narrative assessment interview (NAI)

Narrative assessment interview (NAI)

advantage, 564–565

description, 564

stages, 564

Narrative case study

CCRT method, 374–376

clinical-guided judgments, 376–377

clinical reporting, 368

empirical single-case studies, 369–370

psychoanalytic process, 370–371

systematic longitudinal descriptions, 371–374

treatment reports, 368

“vignette”, 367–368

Narrative-Emotion Process Coding System (NEPCS),

415, 418–420, 423

Narrative Process Coding System (NPCS), 414–415,

417–419, 423

National Health Service (NHS), 447, 449

Naturalism, critics

hedonism and atomism, 76

materialism, 76

objectivism, 75–76

reductionism, 75

universalism, 76

Nearest neighbor (NN) technique, 601

Negative outcome, routine care

accurate prediction, 596

adults, 599–601

children and adolescents, 601

deterioration rate, 597–599

human judgment vs. statistical methods, 597–598

OQ-45 score, 596

therapist accuracy, 596

NEPCS. See Narrative-Emotion Process Coding System

(NEPCS)

Neuroimaging

depression, 614–619

functional, 612–613

OCD, 626–629

phobia and anxiety disorders, 619–623

psychotherapy outcome research, 613–614

PTSD, 623–626

NPCS. See Narrative Process Coding System (NPCS)

O

Objective hermeneutics

bottom-up BIG 4, 403

fine analysis, 403

phenomenological analysis, 404

sequential analysis, 403

single-case design, 403

structural analysis, 403

Object-method circle

constructivist approaches, 96

conventional realism, 96

critical-reflexive focus, 97

description, 95

knowledge and insight, concept, 96–97

scientific analysis, 96

Obsessive-compulsive disorder (OCD)

brain regions, psychotherapy, 626, 630

fluoxetine treatment, 626

neuroimaging studies, 627–629

OCD. See Obsessive-compulsive disorder (OCD)

OQ quality assurance system

Clinical Support Tools Feedback (CST Fb), 605, 606

feedback intervention, 603–604

patient/therapist feedback (P/T Fb), 604–605

progress feedback, 604

Origin context (OC), 108, 109

Ostensibly integration-friendly Transpose Aspect

(aifTA)

definition, 108, 109

heterocontextual coupling, 110

structural context, 109–110

Outcome Questionnaire-45 (OQ-45), 595, 596, 598

Outcome research, routine care
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CST, 601–603

managed care entities, 594

negative change, 596–601

OQ quality assurance system, 603–605

positive effect, 594

treatment response measurement, 595–596

P

Panoramic perspective

disengaged practice, 356

DPCCQ, 354, 357

healing involvement, 355, 356

ISPDP, 354

novices, 356, 357

stressful involvement, 355, 356

therapist’s experience, 354–355

Partners for Change Outcome Management System

(PCOMS), 605–607

PCOMS. See Partners for Change Outcome Management

System (PCOMS)

Penn Helping Alliance Scales (PHAS), 315–316

Perception-action model (PAM), 219

“Per-protocol”/“on-treatment” analysis, 555–556

Personal documents as qualitative data

autobiographical and personal accounts, therapy, 567

auto-ethnography, 567

benefits, 566

diaries, journals and personal logs, 566

letter to a friend, 566–567

PHAS. See Penn Helping Alliance Scales (PHAS)

Phases of psychotherapy research

discovery and micro-dynamics (Phase IV), 52–55

mainstream, refinement and challenge (Phase III),

47–52

scientific methods, feasibility and necessity (Phase I),

40–43

second attack and process research advancement

(Phase II), 43–47

Phenomenological analysis

description, 401

meaning units, 401

poststructural analysis, 402

psychologically sensitive expressions, 401–402

sense of phenomenon, 401

structure of phenomenon, 402

Philosophy of psychotherapy science

analogical thinking, 84–88

Aristotelian causality and intentionality, 77–81

Causa Efficiens, 68–69
determinism, 69–71

empiricism, 69–71

mechanization, worldview and science, 71–75, 88

naturalism, critics, 75–76

natural processes, 88

reductionism, 69–71

wholeness, 81–84

Placebo therapy, 553–554

Pluralism

absolutistic monopoly and, 88

arguments, 94, 95, 103, 105, 113, 145

methodological, 53, 88, 270, 271

psychotherapy research, 1, 2

scientific self-conception, 104

systematic methodological, 269

POR. See Process-outcome research (POR)

Positive emotions

broaden-and-build theory(see Broaden-and-build
theory)

components, 339–340

events-based research, 342

hope therapy, 338

IPR, 343

measurement strategies selection, 341–342

PANAS, 340

positive psychotherapy, 338

psychology, 332

psychotherapy research

cognitive and behavioral therapies, 335

therapeutic outcomes, 335

treatment, 336

undoing, therapy, 337–338

upward spiral, therapy, 336–337

quantitative research strategies, 343–344

scales and instruments, 340

strength-centered therapy, 338

strengths-based counseling, 338

well-being therapy, 338

Post-Session Questionnaire (PSQ), 319

Posttraumatic stress disorder (PTSD)

BEP, 623

brain regions, psychotherapy, 626

neuroimaging studies, 624–625

symptom provocation design, 623

PQS. See Psychotherapy Process Q-Set (PQS)
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