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ABSTRACT

LLUBORSKY'S CORE CONFLICTUAL RELATIONSHIP THEME:

A REVIEW OF THE LITERATURE

by

Corinne Ruth Heinzelmann

The purposc of this paper is to review and critique the literature on
Luborsky's contributions to process and outcome rescarch on dynamic
psychotherapy.  Luborsky focused on the following key curative factors:
helping alliance, transference, transference interpretations, psychiatric
severity, and sclf-undersianding.  His major contribution to the ficld has been
the development of measures designed to assess these curative factors. The
focus of this paper is on the development and application of the Core
Conflictual Reclationship Theme method (CCRT). Results indicate a positive
relationship bectween heiping alliance and outcome; between accuracy of
interprctations and helping alliance; belween change in responscs of the sclf

and outcome; and a ncgative rclationship between psychiatric scverity and

outcome.
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LUBORSKY'S CORE CONFLICTUAL RELATIONSHIP THEME:

A REVIEW OF THE LITERATURE

Introduction

Process and outcomc research on psychodynamic psychotherapy over
the past scveral decades has yiclded confusing and contradictory results
(Orlinsky & Howard, 1986). Conscquently. scicntific findings have had little
impact on dynamic clinical practice.  Yct within the ficld scveral rescarchers
have madc progress towards identifying and opcrationally defining key
curative factors in thc process of psychotherapy and their contributions to
positive therapeutic outcomes. Lester Luborsky, Ph.D. has been cngaged in
ongoing rescarch on psychodynamic thcrapy for decades. Garficld (1990),
longtime obsecrver and cvaluator of psychotherapy research, identified Dr.
Luborsky as onc of a few outstanding psychodynamic rescarchers, along with
such names as Strupp, Bergin, and Kazdin. For his many contributions to the
ficld, Dr. Luborsky reccived the Division 12 award for Distinguished
Contributions to Scientific Clinical Psychology at the 1986 APA convention.
Luborsky was onc of the carliest psychologists to address the deficiencics in
psychotherapy research and he has been a pioncer in devcloping new and
innovative ways to address these deficiencies,

The goal of psychotherapy research is to provide scientific cvidence of
the variables or factors which contribute to successful psychotherapy and to
therefore influence the practice of psychotherapy in order to improve its

uscfulness to clients.  Luborsky (1969) began his work by concluding that the
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body of rescarch gathered at the time could not yet influence clinical
practice.  hic obscrved that the traditional determiners of a therapist's style of
practice were not based on quantitative research, that the rclevant rescarch
to specific clinical questions had not becen adequately reviewed with a view
toward spclling out clinical applications, and that thc findings of quantitative
psychotherapy research werc not yet strong cnough to draw firm

conclusions from which to practice. At the time, rescarch had focuscd on
individual factors, including the therapist, the techniques of trecatment, the
paticnt variablcs, the paticnt-therapist similarity variable, outcome mcasures,
and thc problems in cach. These rescarch factors were drawn from specific
clinical questions without the benefit of an overall theory of therapy to guide
the rescarch or its application.  Fusihermore, Luborsky found that objective
standards and tcchniques for assessing the outcome eor process of any form of
therapy were not yet available.  He concluded that like beauty, therapeutic
cffectiveness was in the cyc of the beholder. (Luborsky, 1969)

Luborsky's rescarch c¢mploys the CCRT method and other
instrumentation to find scientific evidence for the theoretical construct of
supportive-cxpressive dynamic therapy to support and improve clinical
practice. The purpose of this paper is to acknowledge, review and critique the
litcraturc on Luborsky's rcsearch.  The first step will be a detailed description
of Supportive Expiessive thcory and the CCRT method. Then, Luborsky's
instrumentation as they relate to his curative factors will  be discussed.
Thirdly, this paper will rcvicw“ and critiquc the applications of these
measures in exploring Luborsky's five curative factors and their impact on
therapy outcome. A clear sense of ‘lhc progression of his rescarch measures,

the current status in comparison to other dynamic psychotherapy
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rescarchers will also be provided, This will bring into focus informative
results and their implications for clinical practice, as wcll as potcntial arcas
of concern and dircctions for future research of further research.

Description of Supportive-Expressive Psvychotherapy (SE)

Luborsky (1984) calls his form of therapy dynamic Supportive-

Expressive psychotherapy (SE). A description of therapy was first published

in his manual entitled Principles of Psychoanalytic Psychothcrapy: A Manual

for Supportive-Expressive Treatment in 1984. The term supportive
describes thosc techniques which a{ttcmpt to maintain or strengthen the
cxisting defenscs and level of functioning, while expressive refers to those
techniques which attempt to foster increased self-understanding, through
the patient's revelation of information and the therapist's interpretations of
what has bcen revealed. By cncouraging the therapist to draw an adequate
balance between supportive versus expressive techniques the SE is flexible
enough to dcal with a wide range of problems from mild situational
maladjustment to borderline or psychotic conditions. In general, the greater
the psychiatric scverity, the more supportive and less cxpressive the therapy.
Luborsky's SE trcatment reflects his focus on relationship patterns, and it
crcates the forum for the usc of his Core Conflictual Relationship Theme
(CCRT).

Luborsky's method of SE was originally open-cnded in length of
trcatment; however, the model was later adapted for short-term therapy
(Luborsky & Mark, 1991). Addilionaily, a spccial version of time-limited SE
has been developed for work with drug dependence (24 session limit), and
depression (16 session limit).  The central techniques of time-limited SE

trcatment arc very similar to the original form of SE. These techniques in




order of rclative importance, are 1) "Be sensitive (o allowing the patient to
form a helping alliance” (p. 120); 2) "Formulate and respond about the
central relationship patterns" (p. 122); 3) "Attend and respond to each sphere
of the relationship triad, including the one with the therapist™ (p. 124);
4)"Understand and respond where the symptom f{its into the pattern"  (p.124);
5) "Atiend to and respond to concerns about getting involved in the therapy
and then scparating” (p. 124);  6) "Responses should be timed in relation to the
patient’s awareness” (p. 125);  7) "Recognize the paticnt's nced to test the
rclationship in transfercnce terms" (p. 126); 8) "Frame thc symptloms as
problem-solving or coping attempts" (p. 126); 9) "Reflect on your usual typcs
of counter transference responsces”  (p. 127); 10) "Interventions should be
timed to suit the length of a session" (p. 128); 11) "Interventions should be
limited in complexity and length" (p. 128) 12) The patient's shifts in mental
state can be an opportunity for responses” (p. 128); 13) "The match of
paticnt's with therapist's mcssages is a mecasure of the adcquacy of the
therapist's responses” (p. 129).

Compared to other time-limited dynamic therapics, such and thosc of
Davanloo (1987), Malan (1986), and Sifneos (1984), SE tcchniques are more
cxploratory than educative or interpretive in focus, and they incorporate
somc of the idecas of cither object relations theory or interpersonal theory — as
well as classical clements into their model. This broadens the goal to
improving interpersonal functioning with less distinct focus on making the
unconscious conscious. In time-limited SE there is more processing of the
meaning of termination and scparation and interpretations  arc much more
gecarcd to the patient's level of readiness than cxists in other models.

Additionally, Luborsky is the only short term psychotherapist to include an

10
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emp!.asis on the necd for therapists to study their own countertransference
feeliigs (Demos & Prout, 1993).

Dr. Luborsky's stated goal over the past several decades has becn to
provide thcory-based rescarch which could support the theorctical
propositions of psychodynamic psychotherapy. Within his thcory of SE
therapy there arc scveral process variables which Luborsky (1987) proposcs
are corrclated with therapy outcome. The propositions he has attempted to
operationall » dcfine and explorc are as follows: 1) A therapeutic alliance
must develcp if the patient is to bencfit from dynamic psychotherapy; 2)
Paticnts display a central relationship theme (Transference); 3)The
therapist’s accurate interprctations of the relationship pattern with the
therapist will be cspecially bencficial;  4) Patients gain understanding about
themselves and  their relationships  with others during psychodynamic
trcatment, a1 d this understanding lcads to better outcome; and 5) Improved
paticnts will show a greater change in their transfercnce patterns than
unimproved patients, and initial scverity of symptoms will impact how much
they improve (Luborsky, Barber, & Crits-Christoph, 1990).

These theorctical tenants have been widely held among
psychodynamic therapists; however, they have remained clusive to
quantification in a manncr uscful to the clinical sctling. This paper will
explain the development and procedures of Luborsky's main quantitative
contribution-- his guided clinical formulation mecthod, or Corc Conflictual
Reclationship Theme to facilitate an analysis of its rcliability and validity, and
its use in change process rescarch,

Description _of the Core Conflictual Relationship Theme(CCRT)

Porear
p——
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In 1976 Luborsky developed the first quantitative session-bascd
transference measurc in the ficld of dynamic psychotherapy research. He
was working on developing measures to examine the alliance between
therapist and clicnt when he became curious about this alliance within the
context of thc client's gencral pattern of rclationships. He began to notice
redundancics in clic't narratives of rclationship patterns and problems, and
began o try to forma ize 1acsc patterns into a theme.  The CCRT was devised as
a system to guide cl nica! judgment towards a formalized concept of the
content of the centrul re.ationship patterns in psychotherapy sessions. The
proccdurcs Luborsky found most uscful in arriving at this central theme
begin with actual tape recordings of scssions. From thesc, Luborsky
developed a scoring guide to idenlify._whal he named rclationship Episodes
(RE) which are the clicnt's verbalizations of specific rclationships. In his
rescarch procedure, one sct of clinical judges identifics a minimum of ten REs
and another clinical judge scores these RE's for threc main components: 1)
thc paticnt’s main wishes, nceds or intentions toward the other person in the
narrative;  2) the responses of the other person cither positive or negative;
and  3) the responses of the self, cither positive or ncgative.  Within cach of
the three components the types with the highest frequency across all
rclationship cpisodes arc identified and their combination constitutes the
CCRT. [t should be noted the concept of conflict is left to be inferred by the
judge from the raled components. This judgment is also donc in the context of
thc cntire therapy transcript,

The judges also dcelincate between unconscious and conscious conflicts.
The manual specifies five rules for identifying unconscious conflicts.  For

cxample, if a component has an opposite then the conflict is likely to bhe
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unconscious. Instances of denial are also cvidence that a conflict is
unconscious. For rescarch purposes Luborsky has compicted both a tailor
made CCRT scoring systcm in the paticnt's own words and a standardized CCRT
using rcady-made categorics (Luborsky & Crits-Christoph, 1990) . The
catcgories consist of 32 wishes, 20 responses from others, and 29 rcsponses of
self. Studies using thesc categories havc yiclded much higher inter-rater
rcliability than using tailor made categories as will be shown later. The steps
in the CCRT system arc intecnded to represent the usual inference process of
clinicians. The decision to scorc only the rclationship episodes was
recinforced by the a study of ratings of transference (I,uﬁorsky, Graff, Pulver,
& Curtis, 1973). The study found that rating of “transfercnce as cxpressed to
specific objects” were found to yicld higher interjudge agrcement than
rating of “transfcrcnce as expressed in the cntire segment."  This study
indicated that transfcrence stated in specific relationship verbalizations is
more casy to identify than drawing conclusions from an ecntire transcript,
thus the CCRT sclected specific verbalizations for further study given the
inter rater reliabilitics found.

Luborsky and Mark (1991) stated that the "CCRT is a gencral
rclationship pattern that recurrently becomes activated throughout the
therapy and perhaps throughout life."  Luborsky's CCRT formulation is very
similar to Freud's description of transference; however, the CCRT is
operationally defined so that it facilitates inter-rater agrecment.  All CCRT
judges work indcpendently. Judges are trained by first rcading the CCRT
Manual and trying scveral standard practicc cascs. The judges then receive
fcedback from the rescarch tcam about their performance.  Rescarch  judges

have included cxpericnced clinicians with a psychoanalytic oricentation,

13




psychiatrists, cognitive-bchavioral therapists, and graduatc students. The
reliability of CCRT rests in the sclection and training of the judges to
accurately identify the REs and components, as measured by the judges inter-
rater agrcement. The process through which the CCRT was constructed is
included here in some depth to illustrate the complexity and pitfalls of
dcsigning. a mecasure of transference bascd on clinical sessions. This will be
discusscd further in methodological concerns.

Luborsky's rcscarch employs the CCRT method and other
instrumentation to find scientific evidence for the theorctical construct of
supportive-cxpressive dynamic therapy to support and improve clinical
practice. | The purposc of this paper is to acknowledge, review and critique the
litcraturc on Luborsky's rescarch. The first step has been the detailed
description of Supportive Expressive theory and the CCRT. Luborsky's
instrumentation as it rclates to his curative factors will now be discussed. The
strengths and weaknesses of the methodology cmployed in Luborsky's work as
well as the reliability and validity of (he measures of curative factors will be

cxplored with a special emphasis on the CCRT.

Mcthodological Analysis
Therc have traditionally been two aspects of concern within the ficld
of psychotherapy resecarch. Somec research focuses solely on selected
interactions or responses that occur during the therapy session, which is
considered process rescarch.  Other rescarch concentrates primarily on
evaluating the cffectivencss of the therapy provided, which is considered
outcome research. It is most desirable in terms of utility of rescarch to

combinc these two aspects to provide a link between what is actually done in

14
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therapy and how effective it is. Additionally, a third type of rcscarch which
is called changc process rescarch measures the process that brings about
change over the cntire course of lherapy.. However, duc to thc many
difficultics cncountered in planning and conducting a study, and a lack of
mcthodological sophistication, proccss-outcome and change process icscarch
studics are scldom done. One major problem is that the ficld of process-
outcome rescarch lacks universally accepted opcrational dcfinitions of
variables, or process mecasurcs that would permit truc rescarch and the
prolifcration of assecssment tcchniques increcascs the potential diversity of
answers that can be rcached about alternative trcatments (Orlinksy & Howard,
1986).

This reflects one of the largest probiems in the ficld of process
rescarch, as identified by Orlinsky and Howard (1978). These authors observe
that there is no standard definition of what occurs in therapeutic process, nor
of the intended cffects of therapy. Thus, it is difficult to arrive at a conscnsus
concerning the sclection and measurement of meaningful process and
outcome variables.  Luborsky's work, like that of other proccess-outcome
dynamic therapy rescarchers, has remained idiocratic with individually
devised process measurcs; however, his work has laid a foundation for
identifying critical links bectween interventions and outcome in that he
provides opcrationalized constructs that psychodynamic theory has postulated
arc important.

This is perhaps his greatest achicvement in that the measurcs he has
crecated ma- assist in providing a conscnsus on dynamic process variables.
According to Orlinsky and Howard (1986), a high degree of operationalization

is nceded to investigate outcome questions..  Luborsky has followed what has

i5
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been termed the classical model of content analysis which cmphasizcs
objective and quantitative analyscs of the manifest content of
communications in therapy. He has thus provided an opcrational dcfinition
of the central relationship pattern, the helping alliance, transference,
transfcrence  change, and psychiatric  severity.
Expcerimental Design

The majority of Luborsky's work falls into thc category of qualitative
or quasi-cxperimental design as defined by Cooke and Campbell (1979).  This is
primarily duc to the non-random assignment of subjects and thce lack of direct
manipulation of discrcct variables or controls. This design scems to ignore a
host of variables which would thrcaten internal validity such as maturation,
history, cte.  This makes statements about causal relationships questionable.
Nonctheless, good qualitative analysis invariably precedes good quantitative
analysis.  Dccisions concerning what to mcasure, and how to turn these
obscrvations into a numcrical index arc qualitative decisions. The index can
only be as good as the procedurc on which it is bascd. The cpistcmological
worth of these decisions comes down to how well they permit the making of
velid comparisons and thc drawing of infcrences.  Quantification is not the
only routc to causal cxplanation nor docs it give dircct access to it, and
without dctailed qualitative analysis, categorics will remain ambiguous and
thus inhcrently incapable of cexcluding contaminants (Luborsky, Barber,
Binder et al.,, 1993). [t is this avenue of adding to the ficld of rcscarch that
Luborsky has pursucd.

A major mcthodological contribution to resecarch has becn Luborsky's
manualized trcatment for dynamic psychotherapy, and his scoring system for

the measurcment of therapy components.  Manuals were first developed
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within the field of bchavior therapy, but Luborsky's work rcpresents the first
effort to bring them and the methodological advances they afford to dynamic
therapy rescarch. The manual crcates a vchicle for objective comparisons of
psychotherapics in rescarch studics in that they provide a measurc of
homogeneity of trcatment. If treatments arc held consistent, then the
variable of the paticnt-therapist interactions will be more evident.
Additionally, one can more easily comparc therapies, without the distortion of
inconsistent applications of the techniques, to detecrmine ways in which
therapies arc distinct from each other as well as arcas in which they overlap
(Luborsky & DcRubeis, 1984). The manual also provides thc mecans to mcasure
the degree to which a given therapist provides what is intended in a given
approach. This concept has been termed purity.

Luborsky, McLellan, Woody, O'Bricn, and Aucrbach (1985)
opcrationally definc purity as the ratio of thc usc of trcatment techniques in
the therapists' own manual over the usc of all techniques. This mcasurc was
highly correlated with the therapists' success. it should be noted that the
above-referenced  study found significant differences among  the
psychotherapists in the study. A later study (Mcl.cllan, Woody, Luborsky, &
Gochl, 1988) further cxamincd therapist differences and found differences in
outcome for patients who were transferred to a different therapist during
their treatment.  This variable will be discussed further in the Helping
Alliance scction below. For now, it is important to notc that thec CCRT manual
provides for a mcasurc of purity of trcatment which is onc of scveral
therapist  differences.

Luborsky's work allows for the comparison of groups of paticnts using

thc mcthodology derived from the quantitative study of individual casc

17
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rccords.  Recent mcthodological developments have provided the vchicle for
quasi-cxperimental studies such as Luborsky's to providc systematic rescarch
on basic psychological processcs. Luborsky's work has bcen dircctly
responsible for this improvement in allowing the ficld tb move away from the
rudimentary rescarch and statistical sophistication of a casc study. He
developed an approach cailed the replication by scgmentation. lLuborsky has
moved beyond process or outcome rescarch towards the study of change
process variables.  This has been named change process rescarch by
Greenberg “1986).  Luborsky's change process rescarch is characterized by a
focus not only on what is going on in therapy (process) and how it cffccts
outcomes (outcome); but also on identifying, describing, explaining and
prcdicting the cffect of the processes that bring about therapeutic change
over the cntirc course of therapy. Change process rescarch is cvent or
cpisode-based, and is studied in the context of therapy as a wholc. Luborsky's
rcplication by segmentation method allows for improved scicntific study of
transcripts in a timc serics manncr. The approach is cvident in his CCRT
recscarch which focuscs on associations between cvents.  The mcthod was
originated by Luborsky has rccently been called the new rescarch paradigm
by Ricc and Greenberg (1984).  The four components to this replication by
scgmentation paradigin arc: 1) the therapcutic rccord (transcript) is sampled
and scgmented into different cpisodes or cvents; 2)  the scgments arc selected
on the basis of a particular kinds of rccurring cvents such as rclationship
components; 3) a particular, mcasurable dimension assumed to bc causally
reclated to the rccurring cvents is identified and measured such s the central

rclationship theme; and 4) the hypothesis is formulated and tested

is




13

concerning a possible association between the measures identificd and the
cvents noted.

This type of research is discovery oriented. It is cpisodc-based,
cxplanation-oriented and it can lcad to a number of diffcrent conclusions. It
can lcad to specification of what type of in-therapy performances Icad to
what typc of extratherapy changes. This method assumes that outcome is not
a single unitary cvent. It allows for a more cmpirical study than a simple case
study method; however, at present the statistical validity or the validity with
which studics permit conclusions about covariation betwcen the assumed
variables is thrcatencd by the low statistical power of most of the studics
rcported using this mecthod, given the high number of cpisodes neccessary to
detcct a relationship. Luborsky has becn careful to protect statistical power
by rcquiring at Icast ten RE's per transcript using the method shown above.
This is bascd on the finding that at Icast ten cpisodes are nccessary in cach
group to show a significant cffcct size (Luborsky & Crits-Christoph, 1989).
This assurcs that the average segment of transcript containing the item of
interest or RE differs in its ability to produce a scorable RE from thec other
non-RE scgments of the transcript by at least onc standard deviation,

The true cxperimental design has yet to be cstablished in
psychoanalytic rescarch.  This would requirc the systematic manipulation of
the trecatment not fully present in quasi-cxperimental designs.  For instance,
random assignment of subjects was found to be ncgatively corrclated with
outcome presumably because it compromises the formation of a therapeutic
alliance (Luborsky, Mintz ct al., 1980). It is unlikcly that psychoanaltysts
would cver find lhcmsclvuis able to relegate their commitment to their

paticnts' weclfarc to a point that would permit the artificial manipulation of
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the treatment condition. Instcad most research has consisted of
psychoanalytic case studics which dcpend on the post hoc cxamination of
naturally clicited trcatment rccords.

Luborsky, Diguer ct al. (1993) conclude that most standard statistical
tests, particularly of the paramctric kind such as analysis of variance and
regression analysis arc inappropriate for the analysis of individual casc data
because thc crror components of scores are not independcent.  Chi-squared
tests and the t and F tests are also not suitable. Howecver, the individual case
methodology, particularly the replication by scgmcnt strategy, is uniquely
suited ‘to psychoanalytic clinical practice in ccrtain respects, because of the
relatively long term nature of psychoanalytic investigations, the attention to
uncontrollable as well as controllable conditions, the attention (o cvents
occurring during treatment and duriﬁg mcasurement, and the influcnce of
specific features of history, to name a few.

Subjects. The majority of Luborsky's rcscarch subjects were drawn
from thc Penn Psychothcrapy Project. This project began in 1967 with a five
year grant from thc National Institute of Mental Hcalth (Luborsky, Crits-
Christoph, Mintz, & Aucrbach, 1988). The data consist of the 83 preircatment
measurcs, 83 posttest mcasurcs, and tape recordings of dynamic
psychotherapy for 73 patients most of whom arc from thc outpaticnt
psychiatric clinic of the Dcpartment of Psychiatry at the University of
Pennsylvania. A smaller number were refcrred from private practitioners.
The samples consisted of 74% females and 26% males with a median age of
twenty-four ycars. Nincty-onc percent of the subjects were Caucasian, 43%
had some college cducation and 63% had ncver been marricd.  Their DSM-III

diagnosis included dysthymic disorder, gencralized anxicty disorder, schizoid
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personality disorder, and histrionic personality disorder. All patients were
non psychc;lic. The 73 patients werc seen by 25 therapists who had
expericnce in psychotherapy ranging from one to ten ycars. Treatment
length varied from 21 to 149 wecks with a median length of 43 wecks. Of this
population 65% showed improved outcome from trcatment. This data
represents one of the largest resources on dynamic psychotherapy in the
world.  The Penn Psychotherapy Project investigated the factors influencing
outcomes of psychotherapy.

Several factors impact the generalizability of results using these
subjects.  The median subject was white, female, had never marricd, was not
psychotic, and had some college education. Conscquently, whether or not
these results could be gencralized to individuals who don't fall in this

category is questionabie. Additionally, all clicats who dropped out of

‘treatment carly were not reported among helping alliance” and outcome

results, thus biasing the sample towards those who most likely had a positive
experience overall in therapy. Again, this limits the gcneralizability of
results.

A sccond pool of subjects was gathered from the Philadeiphia Veteran
Administration Drug Dependence Treatment Unit. This facility offers
mecthadone maintenance, narcotic antagonist, and drug-frec outpatient
treatment (o veterans rcquesting drug dependence rchabilitation (Woody ct
al., 1984). This study has bcen named the VA-Penn study.  In this study 110
methadone-maintained male opiate addicts were randomly assigned to threc
treatment  groups: 1) drug counscling only; 2) supportive/cxpressive
psychotherapy plus drug counscling; and 3) cognitive/behavioral

psychotherapy plus drug counseling provided once cach weck for six months.
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The subjects and their therapists and their drug counselors werc given the
Luborsky's Helping Alliance Questionnaire (HAQ) and his Addiction Severity
Index (ASI) which are outlined in the instrumcentation section. The baseline
ASI mecasures were partialled out to correct for intersubject differences in
pretreatment status.  Given the more controlled nature of the drug treatment
clinic, studies with this population morc closcly approximatc true research
design, with random assignment, and manipulation of treatment variables.
However, the VA-Penn project and the resulting research is offered
sccondarily in this paper to further claborate on certain curative factors.
Given the focus of the paper on the CCRT, the Penn Project study and its
derivatives has been cmphasized here.

Reliability of the CCRT. Luborsky and his colleagues have put forth

great cffort to demonstratc that the CCRT narratives which form the basis for
the CCRT formulation can be rcliably identificd and scored. © To begin they
make an cffort to only usc the most complete instances of relationship
descriptions which cleariy include an cxchange between the self and the
other person in terms of the wishes and the responses from the other person
and of the sclf. as well as ihe outcome of the cvent.  Luborsky found that
specific accounts of cvents were probably more informative than accounts
that gencralize about scveral incidents, although the gencral ones still are
often acceptable.  Each narrative is rated on the degree of completeness on a
scale from one to five, from least to most detailed (Crits-Christoph & Luborsky,
1990).

Crits-Christoph, Cooper, and Luborsky (1988) found that judges agreed
modcrately wcll on the rating of completeness in the Penn Psychotherapy

project with an intraclass corrclation of .68 (p< .001) for two pooled judges.
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(Landis & Koch, 1977) proposed the reliability coefficients from .61 to .74
reflect substantial strength of agreement. Agreement was also moderately
good for locating the beginning and end of the episode (Bond, Hansell, &
Shevrin, 1987). The agreement in identifying the main othcr person was also
high with 97% of judges sclecting the same other person (Crits-Christoph,
Luborsky, Dahi et al., 1988). It was also found that ratings of brief scgments
and of whole sessions could be made with acceptable levels of interjudge
rcliability.  Most of the pooled reliability ranged from .50 to .80. This
reliability is unique in the ficld of transference measures. Dahl's (1988) work
on the Frame method is the only other researcher who has found rcliability
for the identification of narratives which he calls frames. Thesc frames arc
much smaller units of narratives than the CCRT's relationship cpisodes and
arc therefore casier to identify completely (Luborsky, Barber, Binder ct al..
1993).

There are two problems, however, in using the judges’ ratings of
rcliability. The first problem is judge biases. Given that the CCRT method
entails scoring a transcript in its entirety, any given score could be biased by
the judges' perception of the trend in the session, rather than the specific
verbalization.  Although this closcly approximates clinical formulation, it
docs not allow onc to sort out the client's actual meaning from the judges
interpretation in scoring.  Thercfore, the client may give an entirely
different meaning to a specific RE than the judge. To sort this out, 1t would be
helpful to have judges score RE's randomly sclected from patient transcripts
as wecll as the current method and compare these.

It should also be noted, however, that Luborsky's practice of reporting

the pooled judges' scores distorts the individuat differences in the judges and
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in their ability to determinc what is being measured. The training and
experience of judges used in the studies presented here always varics,
although Luborsky puts a strong emphasis on judge training. It would be
more uscful to calibratc judges' scores for their diffcrences rather than
pooling them. For cxample, Luborsky, Mintz et al. (1980) reported a .27 pooled
interjudge correlation.  This figure conceals the following range of
correlations for four individual judges: .48, .42, .32, .06. Thcse figurcs suggest
that onc judge functioned at only a chance level while twdo other judges were
very skilled. Even more dramatic differences among judges could be found
when the predictions were correlated with residual gain s.corcs in the same
study. The pool correlation was .8 while the individual corrclations were .34,
.33, -.13, -.16. Sandell (1988) found that the accuracy of interjudge agreement
for outcome predictions was correlated with the judges' level of experience.
He studied 16 judges, cight of whom were psychotherapeutically trained
psychologists, and ecight of whom wecre psychology students in their first year
of college. Sandell found that the students attended to irrclevant information
and made insignificant predictions of therapy outcome. Of the trained
therapists, five out of cight made predictions above a chance level, but not all
of them did. Therefore. training is not a guarantec of accuracy. With this in
mind most judges used by l.uborsky were experienced Ph.D. and M.D. level
psychodynamically oriented psychotherapists who were sclected because of
their ability to formulate CCRT's close to those formulated by expert judges.
Some

BA-lcvel assistants were also trained and reccived feedback on practice cascs

before acting as a judge.
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Sandell (1988) further speculated that rating scales might blur the
intuitive process in making clinical predictions. Hc stated that using rating
systems might result if less accurate prediction than intuition alone.
However, Luborsky found that interpretations and outcome were
significantly better corretated when guided by the CCRT rating system than
when unguided.

The CCRT rcliability corrclations were initially based on the tailor-
made CCRT formulations. These allow for a great deal of variability in
wording, amount of detail, and level of inference in each judge's
formulations. To improve reliability, Luborsky dechOpcd standard category
scores.  Crits-Christoph, Luborsky, Popp, Mellon, and Mark (1990) found inter-
rater rcliabilities cocfficients using standard catcgories resulted in weighted
kappas for thc wish and negative responses of scif of .61. The weighted i
kappa for negative rcsponse of other was .70. All ¢ these  values were 5
significant at the p<.001 level. These kappas fall to ‘ard the upper end of fair-
to-good range and they reflect stronger reliabilitics than the tailor-made
scores.  This is unfortunate given that the tailor-made method allows for
unique descriptions of cach case as would be found in real life clinical
practice. The tailor-made criteria have been used in many of the studies
despite the relatively weaker reliabilitics, because it is the clinical scssicn
and clinical inference process itself about which Luborsky wishes to draw
conclusions, and on which his theory is built.  Luborsky fcels that the tailor-

made method is more valid cven if it is not as reliable a measure. Wlhen

the tailor-made version of CCRT is used, some statistics uscd to determine
reliability such as kappa or intraclass R arc not applicable. Instecad Levine

and Luborsky (1981) developed a mecthod to compare the similarities of
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independently derived formulations on the same case with those from
mismatched cases. In this method items for the wish component are derived
tor the case in question and from control cases using the tailor made
formulation method one. Wish items from formulation 1 cthod two are then
derived for the case alone. Independent similarity judges, blind to whether a
wish item is from the case or a control, rate the similari y of itcms comparing
those from formulation two with one on a seven point scale (!= essentially
dissimilar, to 7= cssentially similar). The mecan similarity rating of the judges
is taken for ecach similarity comparison. A t-test is calculated to determine
whether wishes from the two formulations are significam.ly more similar for
the correctly matched comparisons than for the mismatched comparisons.
The paired comparison method provides information on the levels of
similarity.  Several studies including Crits-Christoph. Luborsky, Dahl ct al.
(1988) found that the CCRT could be judged reliably on a moderate sizc sample
using this mismatched method. One final note, Luborsky docs not report test-
retest reliability of judges rating nor the internal reliability of the scoring or
formulations, given that much of the later relies of inference rather than
discrete steps.  However. if a questionnairc method of the CCRT is developed
these tests should be reported.

It should bc noted that although the standard catcgorics can be more
reliably scored they are of questionable validity. Even the standard
categories developed later in the Quaint method do not have the empirical
base of  well-researched content domains such as the Structural Analysis of
Social Behavior SASB (Benjamin, 1974).  More rescarch is currently underway
to usc the Structural Analysis of Social Behavior by Benjamin as the system of

standard categories for the CCRT.  However, Luborsky is looking for ways to do
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this without sacrificing the use of a rating scale for components instead of
simply coding for presence, or diluting the focus on wishes, responses form
other and responses from self.

Validity of the CCRT, To date, rescarch using the CCRT still requires a

certain amount of theoretical leaps. Content validity refers to the adequacy
with which a specified domain of content is sampled (Nunnaly, 1978). The
question to ask of the CCRT is whether the categories and component are
sufficient to cover the domain proposed by the measure. Little discussion or
empirical research has addressed whether wishes or responscs adequately
represent the underlying components of the core conflic.ts and whether
other domains should be included, such as defenses or insight (Crits-
Christoph, Barber, Miller, & Beebe, 1993). The validity of CCRT categorics has
received some attention, but whether or not other components should be
included has not bcen discussed. Most of the cvidence presented for content’
validity has consisted of rcasoning and common sense. Luborsky himself has
used the correspondence between the CCRT and Freud's (1912) obscrvatien
about transference as one kind of evidence of validity which is a start.
However, no quantitatively sound data is available to date.

In terms of predictive validity, some ecvidence has becn provided that
interpretations addressing the CCRT arc associated with better outcomes. For
example, Crits-Christoph, Cooper and Luborsky (1990) found that therapists'
accurale interpretation of the wish and the responsec of other cxpressed by
their paticnts during the carly sessions correlated .44 with residual gain in
general adjustment in a group of 43 patient.  Additionally, Crits-Christoph,

Barber, and Kurcias (1993) found that the extent to which therapists

ERIC 2

¥
Aruitoxt provided by Eic:




O

ERIC

Aruitoxt provided by Eic:

22

accurately addressed the CCRT in their interpretations predicted the
deveclopment of the therapeutic alliance.

Another way of assessing the validity of the CCRT has been to relate it
to other mecasures as cvidence of criterion validity. However, this is limited
by the fact that no criterion measure of transference has becn developed.
This is again why Luborsky" work is so important and so pioneering. One
cxample of an cffort to provide some critcrion validity can be found in the
study of cight patients by Luborsky, Mellon, Levine et al. (1985). They
hypothesized that the change in the CCRT from carly to late in treatment
should be related to independent measures of the cutcome of treatment if
changes in CCRT signified a working through of transference. Change in
pervasivencss of the main ncgative responsc 1o sclf, the positive rcsponse of
other and the main wish were all significantly correlated with changes in the
global health sickness rating. This finding lcnds support to the notion that
the change in CCRT is a valid mcasure of improved health.

For many of the concepts reviewed in this paper, such as transference,
accuracy of interprctations, helping alliance, and psychiatric scverity,
Lubors<y's main contribution has been to provide an opcrational definition
and to prove they can be usced reliably. This provides a foundation for
rescarch to work in relationship to this measure to devclop criterion
measures. Where available, Luborsky docs use a larger critcrion measure as
he does in the adequacy measures of interpretations.  Much more work nceds
to be donc on CCRT as an objective measurc of transference.  In terms of
discriminant validity, it mwust be demonstrated that these measures provide

information beyond that alrcady available through gencral personality

measures  and diagnostic assessment  systems.
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A bricf discussion of the CCRT compared with other similar mcthods
will now be presented to elucidate the constructs that underlie the CCRT and to
discriminatc it from the constructs of other methods. At present there is no
statistical comparison of two dynamic methods. Therefore, a descriptive
comparison will be provided as a starting placc. L.uborsky, Barber, Binder ct
al. (1993) reviewed fourteen new guided measures of transference based on
psychotherapy have been developed and applied.  These include the Plan
Diagnosis (PD) method devcloped by Weiss, Sampson and the Mount Zion
Psychothcrapy Rescarch Group; the Structural Analysis of Social.Bchavior
developed by Benjamin, the Configurational Analysis Mclh.od developed by M.
Horowitz; the Frame Mecthod crcated by Teller and Dahl; the Tomkin's Script
method created by Carlson; the Patient's Expericnce of Relationship with
Therapist Mecthod created by Gill and Hoffman; the Cyclical Maladaptive
Pattern Mcthod developed by Schacht Binder and Strupp; the Plan Analysis
Mcthod developed by Grawe and Casper; the Impact Message Inventory
created by Kiesler, Anchin, and Perkins; the Clinical Evaluation Team mecthod
by Bond & Shevrin; the Seattle Psychotherapy Language Analysis Schema
created by Maxim; the Psychotherapy and Interpersonal Transactions by
Kicsler; the Idiographic conflict formulation mcthod developed by Yerry
Augusto and Cooper; and the Consensual Response Formulation developed by
L. Horowitz (cited in Luborsky, Barber, Binder ct al., 1993).

These measures have four major characteristics in common.
Specifically, they all rely on relationship interactions and patterns in
psychotherapy sessions to assess psychological conflicts.  They all abstract
from these interactions the most pervasive patterns, and therefore the most

central conflictual rclationship patterns. In all of these mcasurcs the
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pattern is evaluated by clinical judgment rather than the patient's sclf report
alone; and the pattern is measured by a system that gives at lcast moderate
agreement of judges. To date no empirical comparison between any two of
these manual guided dynamic therapies has been done, although much has
been written descriptively comparing them. An cmpirical study is nceded to
better assess were the methods converge and where they discriminate
constructs. This type of a study would add to the limited knowledge of validity
of the -various instruments. As a starting place, however, this paper will
compare the CCRT method with another well developed model to lay a
foundation for what is unique about Luborsky's work and what concepts may
be also assesscd through different means.

The CCRT (Luborsky & Crits-Christoph, 1990) and the Plan Diagnosis
(PD) (Weiss, Sampson, & The Mount Zion Psychotherapy Rescarch Group,
1986) methods are the earlicst cxamples of guided transference measures.
Each method has a long history of psychometric advances in terms of
information provided about reliability and validity. A bricf comparison of
these two methods will further clarify the strengths and weaknesses of the
CCRT and show an alternative approach to similar concepts. The PD method
grew out of studies of a particular cognitive psychoanalytic thcory of
therapy developed Weiss ct al. (1986) called Control-Mastery Psychoanalysis.
Weiss' basic proposition is that psychopathology stems from unconscious
pathogenic idcas that are typically based on traumatic childhood experience.
According to his modecl, paticnts come to therapy with the desire to master
conflicts and with an unconscious plan for achicving mastery. The patient's
plan may be thought of as a strategy for disconfirming pathogenic belicfs by

developing  greater understanding of them in therapy and by testing them in
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the relationship with the therapist.  The method enables clinicians to .
construct comprehensive and reliable case formulations that include Weiss'
components: the patient's goals for therapy, the inner obstructions or
pathogenic bcliefs that prevent or inhibit the patient from attaining goals;
the ways the patient is likely to test the therapist to disconfirm pathogenic
belicfs; the insights that will be helpful to the patient; and traumas that led to
the development of pathogenic beliefs (Weiss et al., 1986).

The original procedure involved three steps. First a consensus
formulation was developed by a group of clinicians or formulation team. This
formulation was then broken down into component parls:' goals, obstructions,
insight, etc. The formulation tecam also included alternative items for ecach
case that they thought plausible but less relevant. Finally, lhc'rcal and
alternative items within each component were rated for their relevance to
the case by an independent team of clinical judges which .was considered the
reliability tcam. Reliability statistics were then calculated for the agreement
among the reliability judges and between reliability and formulation judges.

The method has been applied to the study of psychoanalysis and a
variety of brief psychotherapies (Weiss et al,, 1986). ~ The PD method has also
led to the development of easures of therapist accuracy. as well as measures
of therapy process and outcomec. These studies have demonstrated that
accuratc intcrventions lead to patient progress. Furthermorc, some studics
indicate that accuratc interventions are correlated with favorable patient
outcome.

The PD method studics have demonstrated good rcliabilitics using
intraclass correlations, which have averaged in the .7 to .9 rangc for ecach of

the plan components: goals, obstructions, tests, and insights, For example, in
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five cases Rosenberg, Silberschatz, Curtis, Sampson, and Weiss (1986)
reported the correlations among the reliability judges using the mean
intraclass correlation coefficicnts across the five cases as follows: Gouls, .90;
obstacles, .86; tests, .78; insights, .90. The average coefficients across these
cases belween the formulation and reliability teams were; goals .85; obstacles,
.81; tests, .81; and insights, .91.

Several problems were inherent in these reliability findings using the
original procedures. More recent research has been conducted so that
following the formulation team members' creation of their item lists, the lists
are compiled into master lists, with each judge's comribu.tions randomly and
anonymously distributed within cach component. The master lists arc then
returned to the eight formulation team judges who then independently rate
all items on a five point likert scale for their relevance to the case. Both the
PD and CCRT currently report two figures for the agreement among judges.
They report thc intraclass correlation cocfficicnt for the estimated reliability
of the typical judge, and th: reliability of the mean of the judges' ratings
which is cocfficient alpha. For example (Perry, Luborsky, Silberschatz, &
Popp, 1989), in a study using eight judges, found intraclass corrclation
coefficients from .445 (goals) to .561 (insights), and cocfficient alphus
ranging from .865 (goals) to .911 (insights). Because all subsequent Jata
analyscs utilized the mean of thc judges' ratings, coefficient alpha was
sclected as thce appropriate reliability figure.

Both the CCRT and the PD demonstrate their uscfulness as a basic
rescarch tool and as a guide for trcatment. Both provide a spccificd format
with instructions for guiding infcrence.  Both dcmonstrate reliability -

through greater similarity of matched pairs of formulations compared to
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mismatched pairs, and interjudge agreement. Close inspection of these two
mcthods also reveals commonalties in their basic catcgorics. They both have
similar initial components: wishes and needs, intentions and goais. Both
mcthods also list countervailing or antithctical idcas that often inhibit the
fulfillment of the wishes: responses from other, and obstructions.  Both
methods emphasize conflict, especially for impulse versus exccutive
functions. Both methods describe some results from the interaction of the
first two clements of conflict. This resultant is described as responsces from
the self in CCRT. and tests in PD.  Here the methods diverge. The CCRT focuscs
partly on the interpersonal censcquences of conflict in reality or fantasy
while the PD mecthod has a particular rclevance for assessing paticnt-
therapist interactions within therapy. The PD mecthod focuscs on these in
therapy while the CCRT focuscs on the rclationship patterns in or out of the
treatment situation (Luborsky, 1984: Weiss et al., 1986).

Additionally, cach mecthod offers certain clements that arc not found as
clearly in the other. The PD has scveral particular asscts. It intcgrates the
paticnt's presenting problems and goals, the rolc that the therapist plays in
helping the patient auain therapcutic goals, and potential obstacles to a
positive therapy outcome. The plan concept provides a link between therapist
behaviors and thc spccific problems, nceds, and goals of thc paticnt.
Formulation of the patient's plan yiclds case-specific predictions about the
way a patient is likely to work in therapy and specifies how a therapist's
interventions may help the patient's progress toward achicving the
treatment goals. The PD rescarch indicates that the plans can be inferred
with high lcvel of interjudge reliability. The plan concept also has becen

shown to have predictive validity in that it correctly specifics how a paticnt
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will work in thcrapy and respond to the therapist’s interventions. Rescarch
has shown that trained clinicians can usc a plan formulation and make
rcliable judgments concerning the suitability of therapist bcehaviors (Weiss,
ct al.,, 1986). These studics also indicaied that patients show immediate
progress following plan-compatible interventions while no progress  f{ollows
plan-incompatible intcrventions. The plan diagnosis method thus
provides a very promising approach to psychotherapy rescarch with strong
statistical support for its reliability. A wecakness of thc PD lies in the fact that
most of its rescarch has becen conducted on one long-term therapy casc (N=1),
with later studics using at most threc subjects. The significance of their
findings is thercfore limited by the small size and lack of diversity of their
samples.  This limits thc generalizability of their results to the population at
large.  To its credit, the CCRT mecthod has been applied and studied on
hundreds of long-term paticnts. Therefore, it is difficult to compare
reliability results between the CCRT and the PD given this extreme difference
in samplc sizes.

Many other differences make comparison of results difficult. Namcly,
thc CCRT scparates largely conscious from unconscious conflicts and notes
their intensity. The PD mecthod notes insights that would be valuable for the
paticnt to develop and tests that the patient is likcly to cnact during
trcatment, thereby describing clements of conflict that focus on the therapy
process and its attempt to foster dynamic change. The CCRT has a number of
other asscts as a rclationship pattern measurc that the PD docs not provide.
First, it is designed for maximum simplicity. Given an interview transcript
with the rclationship cpisodes noted, the formulation time rcquired for cach

judge is only about one to three hours per scssion. In its unscorcd clinical
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form it takes even less time and can be used as part of clinical practice, since
its categorics arise naturally out of thc relationship cpisodes in.
psychothcrapy sessions. In addition, for research purposcs, a sct of standard
categorics is available to simplify the estimation of reliability. It has
appended subscales that make cxplicit distinctions between conscious and
unconscious conflicts so that thc rcader knows at what lcvel of inference the
formulation is pitched. Only the CCRT demonstratcs reliability through
nomothetic scale scores derived from rating independent formulations of
same cascs; howcver, as will be noted later, little atiention has been paid to the
content validity of these nomecthtic scales. Only thc CCRT has shown
rcliability in short-term treatments, and only CCRT shows statistical
sensitivity to‘long-term changc.

In conclusion, thc cvidence prbvidcd in this secction rcpresent the
beginnings of thc goal of substantiating validity. Howcver the findings and
conclusions of 'Luborsk?‘ rescarch are subject to the inherent limitations of
all corrclational rescarch. It is not possible, as it would be in multiple
rcgression or analysis of variance rescarch, (o determine the direction of
rclationships or thc factors for this relationship clearly. One can only
speculatc as to the naturc or direction of thc rclationship. In corrclational
rescarch, it is always possible that an altcrnative hypothesis or third variable
accounts for the rclationship between the two factors being studied. Yet,
these results provide hints and dircction for futurc rescarch.

Other Instrumentation Used to Mecasure Curative Factors

Given that the development of mecasures is Luborsky's major
contribution to the ficld of rescarch, the specifics of his mecasurcs will now be

reviewed. A bricf description of their development and utility will be
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discusscd. Howcver, these arc provided to facilitate the discussion of curative
factors below and are not intended to be cxhaustive analysis of thc propertics
as found in the discussion of the CCRT above.
QCRT

The first instrument, the CCRT mecthod, has alrcady been described in
dctail. As a mcasurc of transfercnce, it is a significant improvement over the
questionnaire approach, usually in the form of the Q-sort mcthod commonly
uscd in the ficld (Luborsky, Barber, Binder ct al., 1993). These measurcs
suffer from questionable validity in that they may not mcasurc thc samc
construct as mcasurcd by the clinically inferred transfercncc pattern.,
Accordingly, mcasures of transference bascd on psychotherapy scssions such
as the CCRT nced to be compared dircctly with measures of transference
derived from questionnaires to determinc the corrclation between the two.
The CCRT has not proven that it mecasurcs transfcrence. Rather, indications
arc that it heclps to formulate a central repectitive theme f{rom verbalized
content.  This is step in the right dircction; howecver, many qucestions remain
to bc answered about the validity and rcliability of the mcasurc and its
applications.

Furthermore, the CCRT method rclics on the frequency of components
in the REs. It is not clcar whether frequency is the most valid indication of
the fundamental rclationship theme. It is assumed that what clicnts talk
about with the greatest frequency is inherently the most salient fecature of
their relationship theme.  Luborsky's use of frequency assumes that his
narratives contain a schema or an cmbedded CCRT identificd by specific
statcments. Over the years since this was first assumed, Luborsky has offered

many findings to support this assumption. Hec has found that narratives have
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relationship components that arc consistent or pervasive across the

narrative. Thesec componcnts have a lasting quality, and the gencral

relationship pattern identificd by relationship episodes appears to be similar
in dreams and in waking narratives. The pattern in the CCRT appcars both in
narratives that are told outside of therapy as wcll as thosc told in the therapy.
and there is a parallel in the CCRT from narratives told about the therapist as
well as from narratives told about other pcople (Luborsky, Barber, & Diguer,
1992).

Helping Alliance Mcasures: HAQ/HAcs/HAr

Luborsky began in 1975 to opecrationalize the definition of therapeutic
alliance. He began to quantify the concept of alliance through a system of
counting signs. In 1983 Luborsky devcloped the Hclping Alliance counting
sings (HAcs) mecthod. The counting signs (HAcs) mcthod cntails counting
literal or almost literal signs of alliance within a transcript. This mcasurc
consists of scven subtypes of two broad types of helping alliances described
later as type onc and typc two. A judge rcviews a transcript to pull out paticnt
statements or signs which fit with cach helping alliance subtype.  Each
paticnt's scorc is the sum of thc number of signs weighted by the intensity
ratings. The reliability of this mecasure is difficult to determine given that
cach judge must first locatc a statement and scorc it.  This compromiscs the
scoring agrcement when different statements are located between  judges.

Luborsky developed the Helping Alliance rating (HAr) in 1982, The
HAr mecthod is a global rating method which requircs morc infercnce from
the rater than the HAcs mecthod. This method uscs the same catcgorics as the
HAcs and thesc arc given an overall rating by a judge from an cntirc scssion

transcript to infer the degree to which the paticnt expericnces a helping




O

ERIC

Aruitoxt provided by Eic:

32

alliance.  When experienced clinicians were used, interjudge corrclations
were obtained in the .8 to .9 range (Mintz, Luborsky, Christoph, 1989).
Luborsky also dcveloped the helping alliance questionnaire (HAQ) in
1985. This is completed by the paticnt and the therapist after the third
session and at the six-month point. The questionnaire consists of 12 items that
cstimate the degrec to which the respondent cxpericnces a therapeutic
rclationship as hclpful. Items arc rated on likert scales from one to six and
summed to producc a lotal score.  Luborsky found this mecasurc to have an
intecrnal consistency rcliability for the paticnt version of .8C and for the
therapist version of .88. Validity information was given iﬁ terms of its ability
to predict outcome (Luborsky, Crits-Christoph, Mintz, & Aucrbach, 1988).
Each mecthod assesses approximately the same 10 categorics.  The
reliability of cach of these threce mcasurcs is satisfactory. Morgan, Luborsky,

Crits-Christoph, Curtis, and Solomon (1982) rcport internal reliability

cocfficicnt alphas of thc helping alliance scales of .96 and .94. Thc mcasures 1
also show somec predictive validity in their corrclations with various outcomes
of psychothcrapy. Another sign of the validity of these measures is that they
corrclatc with other independent measurcs in mecaningful ways. Onc
interesting cxample is the correlation of basic similaritics between  the
therapist and client with helping alliance.

Luborsky also dcvcloped the Therapist Facultative Behaviors Rating
Scale (TFBr) consisting of ten items that parallel the itcms on thc Helping
Alliancc Rating Scale. The Therapist Facilitating Bcehaviors counting sign
(TFBcs) method consists of items similar to those in the TFBr, but the judge
scorcs and counts all signs of cach item of the therapist in the transcript

rather than providing onty a global rating of their intensity. The interjudge




rcliability corrclations for the TFBcs ranged fiom .77 to .88. Internal

consistency for the sum of 10 items was .94. Internal rcliability cocfficient
alphas for the two mcasurcs werc found to be .86 and .92 (Morgan ct al., 1982)
Health-Sickness  Rating Scale (HSR

While working at the Menninger Foundation, Luborsky (1969) was part
of a group of clinician-rcsearchers who developed the Health-Sickness
Rating Scalc (HSKS). The group asscmbled 30 psychological hcalth-sickness-
ranked samplc case descriptions from which they abstracted the seven
specific critcria of mental hcz.lllh-sickncss. This final form of the HSRS
consists of eight graphic 100 point :cale. A global scalc and scven specific
critcrion scales arc used: the nccd to be protected or supported versus the
ability to function autonomously, thc seriousness of the symptoms, subjective
discomfort and distress, effcct on the environment, utilization of abilitics,
intcrpersonal rclationships, and breadth and depth of interests, In rating
these scales the rater first considers where in the rank of the 30 sample cases
the person under consideration falls, then the rater makes a global rating and
seven specific criterion ratings (Luborsky, Diguer et al, 1993).  The HSRS is
casy to learn and to usc, offcrs good agrcement among judges. and provides
scparatc subscales for thc scven criteria of psychological hcalth or sickness.
The scale can be applicd to case rccords by independent judges, not just by the
therapists.  The HSRS is a uscful addition to diagnosis.  Of intcrest. Robert
Spitzer (Endicott, Spitzer, Fleiss., & Cohen, 1976) was granted pcrmission by
Luborsky to adapt thc HSRS. Hc devcloped the GAS (GAF) currently uscd in the
DSM IV(American Psychiatric Association, 1994).

The HSRS has the most rescarch cvidence on its corrclates of any

health sickness rating scale.  Luborsky found that the HSRS measurc is most
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highly correlated with other observer-rated mecasurcs of adequacy of
psychological functioning. A factor analysis of the mcasure rcvecaled that the
most highly loaded factors were quality of interpersonal rclationships (.93).
level of psychosexual development (.89), anxicty tolerance (.82) and cgo
strength (.79).  When usca as an outcomec measure its first factor is Change,
which accounts for 74% of the variance. In this change factor the
components were global improvement, increase in cgo strength, and
transference resolution. All of thesc findings support its usc with thc CCRT to
measurc dynamic curative factors (Luborsky, Diguer ct al., 1993).
Addiction verity Index (ASI

Luborsky is onc of fecw dynamic psychothcrapy rescarchers to study
trcatment with drug-addicicd individuals. To facilitate this work Luborsky
has devecloped scveral specific measures.  Luborsky developed the Addiction
Severity Index, which is a 40 minute clinical resecarch interview designed to
asscss the secverity of problems in scven arcas of functioning commonly
associated with trcatment problems in alcohol and drug abusc paticnts:
medical, legal, alcohol abuse, drug abuse, cmployment, family/social, and
psychological. In cach of these arcas, both objective and subjective questions
arc asked to mcasurc the number, cxtent, and duration of problem symptoms
in the patient's lifetime and in the past 30 days. Scts of objective and
subjective items from cach of the problem arcas arc standardized and summced
to produce compositc or factor scores that provide reliable and valid general
cstimates of problem scverity at cach cvaluation point (Mcl.ellan, Luborsky,
Cacciola ct al., 1985).

These measures have been described in detail to facilitate the

discussion of their usc in research on the process and outcome of dynamic
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psychotherapy.  This paper will now present and cvaluate litcrature that
addresscs Luborsky's rcscarch on theoretical propositions of psychodynamic
psychotherapy. Scveral major theorctical propositions of curative factors
and thc research support provided by Luborsky' s CCRT mcthod for them will
now be discussed. It has been. Luborsky's goal to providc evidencc on the
efficacy of key curative domains commonly supported by clinical wisdom:
Therapeutic  alliance, Transference themes, Transference interpretations,

Self-understanding, and Psychiatric severity (Luborsky, 1976).

Luborsky's Curative Factors and thc Results of Rescarch

Therapeutic  Alliancc

Luborsl;y has sought to find scientific cvidence to substantiatc the
proposition that a thcrapcutic alliance .must develop if the patient is to benefit
from dynamic psychotherapy. Within the ficld of dynamic therapy the
concept of alliancc has been ficrcely debated (Piper, Joyce, McCatlum, & Azim,
1993). There arc thosc in the field who hold that all feclings towards onc's
therapist stem from unresolved prior cxpericnces or transference. To thesc
theorists the concept of alliance waters down the thrust of analytic work
which is thc interpretation of transference. Others within dynamic thcory
allow for both transfcrence and other aspects of the therapist-client
rclationship.  Thesc theorists arguc that thc alliance and transference arc
distinct constructs. Luborsky has worked on alliancc as an indcpendent
factor within dynamic psychotherapy to dctermine its impact on outcome in
addition to thc (transfcrence factor discussed in later scctions of this paper

(Greenberg & Mitchell, 1983).
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In the past two dccades, research results indicate that variables
common to all forms of psychothcrapy may be rcsponsible for a large part of
a client's improvement (Luborsky, 1976; Garficld, 1990; Orlinsky & Howard,
1986). This has sparkcd broad rcsearch on the concept of alliance as a hasic
factor in various forms of lhcraby. Onc of the carliest refincments of the
concept of ailiancc was developed by Luborsky (1976). In fact, it was through
Luborsky's carly work on alliancc that he developed the CCRT mcthod.
Luborsky suggestcd that alliance is a dynamic rather than a static cntity, and
is thercforc responsive to the changing demands of difference phases of
therapy. Luborsky identified two diffcrent, scquential asﬁects of the clicnt-
therapist rclationship.  Type onc was described as a therapeutic alliance based
on the palicm_'s cxperiencing the therapist as supportive and helpful.  In- this
type, the patient is the recipient of lﬁc therapist's support. Typc two alliance
is based on a scnsc of working together in a joint cffort toward trcatment
goals. Luborsky found that the strength of Type onc and Type two alliance
were associated with the tikelihood of improvement in psychodynamic
therapy. In a review of cight studies of alliance, Luborsky, Crits-Christoph,
Mintz, and Aucrbach (1988) rcported that all found alliance to significantly
prediction outcome with a mean correlation of r=.5. Orlinsky and Howard
(1986) found similar rcsults in their rcevicw.

Luborsky, Crits-Christoph, Alcxander, Margolis and Cohen  (1983)
hypothesized that carly positive measures of alliancc have a strong
corrclation with outcome. To explorc this, he applicd the HAcs and thc HAr
measures to 20 patients, the 10 most and the 10 lcast improved among the 73 in
the Penn Project.  Improvements werc based on rated bencfits and residual

gains which arc two modecrately highly correlated composite outcome
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mcasurcs. l.uborsky looked at two early and two latc psychotherapy sessions.
All patients had at lcast 25 scssions. Luborsky found using his HAcs that carly
positive signs of helping alliance correlated .57 (p<.01) with rated benetits,
and .59 (p<.01) with change in the first target complaint. A trend among
Luborsky's findings suggests that when thc helping alliance is mainly
positive initially, it significantly predicts positive outcomes.  When the
helping alliance is mainly negative initially, it docs not predict outcomcs,
mcaning the outcomes may bc positive or ncgative. This finding implics that
positive helping alliances arc predictive while ncgative ones arc not.
Luborsky found that in morc improved paticnts positive alliancce increased
whilc ncgative scores rcmained the same. However, for less improved
paticnts the ncgative alliance incrcasc_:s. and positive alliance changes little
(Luborsky, Crits-Christoph, Alcxander ct al., 1983).

In this study, therc may have been some overlap between the carly
helping alliance mcasurcs and somc aspects of the outcome measurcs since in
both the patient expressed his or her view about whether he or she is being
helped. If so, this would confound the rclationship between the two.
Howcver, cfforts to partial out this overlap did not result in changes in their
corrclations.  Luborsky's carly rcscarch suggests that the client's initial
recspons¢ to the therapist might well bc dominated by a judgment concerning
whether the helper scems caring, scnsitive, sympathetic, and helpful (i.c..
helping alliance type onc). The influecnce of these initial impressions arc
augmented by the morc cognitive cvaluative or collaborative componcents of
thc alliancc and the capacity to form a rcciprdcal rclationship (Luborsky,

McLecllan ct al., 1985).
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Current findings support Luborsky's contention that thcrc might be
two important alliance phases (Crits-Christoph, Barber & Kurcias, 1993). The
first is thc initial development of the alliance in the first five scssions. The
second occurs as the therapist begins to challenge old ncurotic patterns.  The
cliecnt may cxperience this as a reduction of sympathy which could wcaken
the alliance.  This detcrioration must be repaired if therapy is to continuc
successfully.  These recent findings ccho Luborsky's carly claim that alliance
is dynamic and changes with therapy, and thcse phases corrcspond with
Luborsky's type one and type two alliancc factors.

Hovarth and Symonds (1991) used mcta-analytic tcchniques o
synthcsize the quantitative rescarch that links the rclationship bctween
alliance and outcome. On thc basis of 24 studics they found an average cffect
size of r= .26. This mcans that alliance can pick up' 26% of the difference in
therapy outcome. Across all of Luborsky's instruments, the alliance scales
complcted by the therapist have provided significantly poorer predictions of
all types of outcomes than thosc completed by the client or by an obscrver
(Hovarth & Luborsky, 1993). For cxample, in their study of 20 Penn Project
paticnts, Morgan ct al. (1982) found that thc TFBr was corrclated with the
helping alliance ratings scalc; but not with trcatment outcome, trcatment
stagc or trcatment outcome by stage interactions. This could be duc to the fact
that thc therapist's scales arc dircct rewording of client instruments.  What
would bc more useful would be a scale which measurcs how thcrapists
determinc the client's cxpericnce of positive alliance.  Operationalized
measurcs nced to be developed to explore a more specific therapist factor and

its impact on alliancc and outcome.
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It sccms likely that both clients' and therapists’ pcrsonal historics have
some influence on thc capacity to develop a good therapeutic alliance, and
that the fit or blend betwcen these impacts alliance formation. lLuborsky
found that basic background similarities bctween patient and therapist, such
as in age and rcligious activity, attained high correlations with the helping
alliancc measurcs. A sum of tcn similarities corrclated r=.60 (p<.01) with carly
positive hclping alliance counting signs (Luborsky, Crits-Christoph,
Alexander ct al.. 1983).

In the Pcnn project patients whosc therapists had choscn to work with
them had more favorable outcomes than paticnts assigned to therapists
randomly. Random assignment of patients to therapists was also ncgatively
corrclated with helping alliance, probably serving as an impcdiment to its
formation.  Alexander, Barber, Luborsky, Crits-Christoph, and Aucrbach
(1993) studicd whether giving the paticnts choice of their therapist would
facilitatc the formation of thc helping alliance. Patients were scen for two
sessions by two diffcrent therapists and then given a choicc of therapists.
The therapists were paired so that the sequence for therapists alternated
between pairs of patients. The authors found that of the 44 patients 75% chose
their sccond therapist. Each patient was given the HAQ for both therapists.
The helpfulness factor on the HAQ was found to bc significant for the sclected
therapist (F=8.22, df=1,42, p=0.006). No evidencc was found that paticnts choosc
their therapist on the basis of demographic similaritics, or on the basis of
scquence. The HAQ was also given to the therapists and a significant
corrclation was found between the patient and the therapists' perception of

helpfulness in the alliance (r=.29 p<0.05).
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Diagnostic criteria has also been explored as a variable in the
formation of helping alliancc and its impact on outcome. Luborsky uscd data
from the VA-Penn projécl to study alliance indicators with paticnts sccking
treatmert for drué abuse (Gerstley ct al, 1989). Paticnts wecre sclected from
this population who met the criteria for Antisocial Personality Disorder (DSM-
III) to determinc if differcnces in their ability to form a positive alliance with
the therapist would provide a possible marker of prognosis. Of the 110, 438
subjects met the criteria for antisocial personality. The subjects, their
therapists, and their drug counsclors were given the HAQ and the Addiction
Scverity Index. The bascline ASI measurcs were partialled out to correct for
intersubject differences in pretrcatment status.  Neither the counsclor's nor
thc patients' asscssment of the counseling relationship was significantly
related to overall out:ome. On the other hand, a positive asscssment of the
therapeutic alliance by the patient was significantly ‘corrclated with
improvement in drug usage (r=.4., p<.05) and employment status (r=.5., p<.l).
Patients in this group did show poorcr outcomes than paticnts with other
diagnoses. However, this study points to thc necd to distinguish the role of
paticnt's ability to form a positive relationship from other fcaturcs of the
antisocial diagnosis. Onc large flaw of this study was that it did not mcasurc or
control for differcnces between therapists and their cffect on alliance
formation or outcome.

In 1985, Luborsky began to study thc therapist differences to fill this
gap with much necded rescarch. In the VA-Penn project significant
differences were found between therapists in terms of paticnt outcome.  One
therapist showed an average improvement rate of more than 100% across

scven outcome measures in 14 randomly assigned patients.  Another

N

b




41

psychotherapist with comparable training and expcricnce showcd an averagc
change ratc of -4% across the same measures. Luborsky, Crits-Christoph,
McLcllan et al. (1986) reported the correlations between initial lcvel and
outcome for cach of the six thcrapists in the VA-Penn projcct as follows: -.24,
-.70, -.52, .03, .59, .29. One of many diffcrent variablc lcading to thcrapist
differcnces was found to be the degrce to which therapists adhered to the
manual for their therapies (either SE or Cognitive behavioral) (L.uborsky,
McLellan, Woody, et al, 1985) This study also measured HAQ and ASI and found
significant correlations between patients' helping alliance scores and their
seven month ASI outcome scores. The correlations ranged from .51 to .72 and
were all significant at the .01 lcvel. The authors suggest that helping
alliancc, adhcrence to the manual, and therapist skill may all be part of a
singlec constellation of therapist personality qualitics. The authors pulled out
three patients from cach of nine therapist cascloads and found the result of
chi-squared analyscs indicatcd a significant (p<.001) rclation bclw;:cn
rccciving a high proportion of intended thcrapist qualitics as outlined in the
manual and having better posttreatment outcomcs.

To cxplorc this furthcr, Luborsky decvcloped the TFBr and the TFBcs
described above (Luborsky & Crits-Christoph, 1990).  The authors found
considerable cvidence of correlations between therapist facilitative
behaviors and helping alliance. Early HAr correlated .85 (p<.001) with carly
TFBr, latc HAr corrclated .76 (p<.001) with latc TFBr. Howevcer, therapist
facilitating bchaviors mecasures were not found to be predictive of outcomes
as werc the helping alliance mcasurc.

In summary, Luborsky and his collcagucs havce found significant

indications of a reclationship between helping alliance and outcome.
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Luborsky has suggested that thcre are two phases of helping alliance which
devclop as therapy progresses. Further rcscarch is nceded to sort out the
many variables which contribute to therapeutic alliancc development.
Besides thc personal qualities of the patient, the clicnt's perceptions of the
therapist and the client's rcsponse to his or her perceptions scem to be
important variables. This is hinted at by the fact that the client ratings of
alliancc instead of therapist ratings are the better predictor of alliance and
outcome. Luborsky also cxamined thcrapist differences and found cvidence
that ccrtain therapist qualities are instrumental in thc formation of hclping
alliance.  Thus thc therapist's behavior and interactions with the clicnt as
perceived by the client arc other possible influcnces on helping alliance and
therapy outcome.  Luborsky's work on helping alliance therefore provides
cvidence of a relationship between alliancc and outcome as wcll as arcas for
further study.

Central Relationship Theme (Transfcrence)

Luborsky has attempted to provide rcscarch support to the theoretical
construct of transference (Fried, Crits-Christoph, & Luborsky, 1992).
Luborsky has obscrved that the concept of transference is clearly an
csscential tenant in clinical wisdom being taught and used confidently in
clinical practicc.  Unfortunately, each clinician's idiosyncratic mcthod of
conceptualizing and assessing the transference makes it difficult to study
rcliably.  Luborsky dcveloped his CCRT method as a potentially reliable
process mcasurec of transference, and a change process mecasure of its
fluctuation during therapy. From an orthodox psychoanalytic point of vicw,

the CCRT mecasurcs character transfcrence.
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As noted in the reliability section above, several studics using the CCRT
scoring system have shown good intcrjudge correlations, indicating that the
central relationship pattern can be rcliably cxtracted from the transcript,
that the main other person, the completeness, and the location of the
narratives can also be .rcliably determined (Crits-Christoph, Cooper, &
Luborsky, 1990). However, questions remain: (1) Arc thesc measures lapping
into the concept of transference? and (2)Are they valid mcasurcs of the
theoretical construct which underlies them?

To provide cvidence for the theorctical leap from the theorctical
construct of transference to the CCRT, Luborsky, Mellon ct al. (1985) attempted
to show a corrclation bectwecn nine of Frcud's observations about
transfercnce and the mcthods and findings of the CCRT. The authors discussed
ninc observations taken from Frcud's.(1912) article on transfcrence and the
corresponding evidence in CCRT findings. In this articlc in particular,
Luborsky and the other authors rclicd largely on anccdotal cvidence and
intuitive conccptual connections. Howecver, it docs appcar the CCRT is a
starting place with which to bcgin to quantify the propositions of
transfcrence characteristics.  The link between Freud's theory of
transfercnce and thc CCRT found in this and other studies arc summarized
bclow:

The first obscrvation was that cach paticnt has one transfcrence
pattern, or scveral such, and the pattern is specific for cach paticnt (Freud,
1912).  Scveral studics using subjects from the Penn project have found
cvidence of onc main ccntral relationship theme with sccondary ones
occurring much less frequently. Luborsky, Mecllon ct al. (1985) provided

cvidence of scveral casc studies in which cach verbalized a unique central
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relationship pattern as scored by the CCRT even when using standard
categorics. Luborsky reported that judgments of similaritics by paired
comparisons of central themes revealed insignificant correlations indicating
the relative uniqueness between them.

The second observation was that transference content applics to the
conduct of the patient's erotic life, or love relationships, in the broad scnsc
(Freud, 1912). Luborsky, Mellon et al. (1985) revicwed specific RE's for 20
patients from thc Penn project. They found that although somc of
relationship episodes werc erotic many subject's REs were clearly not crotic.
The authors speculatc that these non-crotic REs may havé been had
unconscious erotic conncctions,  although they offered no evidence for this
speculation.

Freud's next obscrvation was tﬁat a portion of the libidinal impulscs in
the transference are in awarcncss and a portion arc kept out of awarcncss
(Freud, 1912). Luborsky holds that this is also scen in his CCRT method in that
patients arc often unaware of the links betwecen their relationship cpisodes or
their central relationship pattern.  They may sce some of the conncctions but
oftcn arc not fully awarc of their central thecme or how they repeat it
Luborsky, Crits-Christoph, Fricdman, Mark, and Schaffler (1991) studicd two
subjects in long term therapy to cxplore three key observations of Frecud's
therapy using the CCRT mcthod. They found the patterns were distinctly
diffcrent, and they found that portions of the CCRT werc out of awarcncss.
The portions that arc out of awarencss were not casily madc conscious during
therapy.  Specifically, they found that the lowcr the pervasiveness of a

component the morc resistant it was to being brought into consciousncss.
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Another of Frcud's observations was that the pattern is constantly
repeated, constantly reprinted afresh in the course of the person's lifc
(Freud, 1912). Several studies have found that the CCRT is fairly constant from
carly to late sessions. Luborsky, Mellon et al. (1985) compared CCRTs scorcd
from sessions early in trcatment with the samc patient's CCRT scored from
sessions lalc in treatment, approximately one year later. The averagce
similarity on a likert scalc from onec to seven (l=not similar, 7= complctely
identical) of ecarly and latc CCRTs for cach paticnt was 5.7.  This is in
comparison to a mean similarity of 4.0 for carly CCRT of cach paticnt paired
with latc CCRT of different patients.

Frcud claimed that transference is not cntircly insusceptible to
change, although the pattern has consistency, it still can change (Freud,
1912). Luborsky, Mcllon ct al. (1985-) found that the morc improvced paticnts
in the Penn project cxhibited change in their CCRTs from early to latc
sessions. They also found that there was a deepening involvement in the
relationship with the thcrapist. It is intcresting to notc that thcy found that
the wish component changed less than responses for self and others, the
responscs tended to changed from negative to positive, and thcy showed a
greater scnse of mastery of the rclatiénship problems in the CCRT. These
authors citc cxamples from transcripts of morc and lcss improved paticnts but
do not provide quantitative cvidence. The authors speculate that it is not
nccessary for wishes (or basic drives) to change in order for patient to
improve. Luborsky, Crits-Christoph, Friedman ct al. (1991) studicd two
subjccts in long term therapy. Their finding about changes in the CCRT
furthers thosc found by Crits-Christoph and Luborsky (1990) in that wishes

changed relatively less than the responses of others and the responses of sclf.
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They also found that the amount of change in the CCRT was also rclated to the
degree of the paticnt's benefit from therapy.

Freud also observed that thc therapist becomes atizched to onc of the
stercotype plates so that the rclationship with the therapist begins to reflect a
similar pattern (Freud, 1912). This observation has bcen difficult to
substantiate given the typically low number of REs that dcal direclly with the
paticnt's relationship with the therapist. Fried et al. (1992) found that 35
subjects from the Penn Project talked about cxpericnces with others much
more often than with their therapist. They found that five or more
relationship cpisodcs were nccessary to begin to scc the characteristics of
transference towards the therapist.  As noted previously, at lcast 10 episodes
arc nccessary to show any significant cffect size.  Yet, the authors found that
there was a moderatc match between RE's with others and with the therapists.
The authors concluded that this provided support for Freud's (1912)
"stercotype plate”. However, it could have been with insufficient RE's and
therefore insufficient statistical  power to show any rcal difference.
Therefore, although the REs were identified with rcliability coefficients
ranging from .55 to .75, they nceded more REs to draw any conclusions. This
study did point out the need for the CCRT to include unspoken behaviors, and
therapist countertransference reactions to get a morc complete picture of
transfercence.

Frcud also obscrved that the transference pattern is derived from the
combined opcration of the client's innate disposition anc¢ the influences
brought to bear on him or her during carly years of development.  Luborsky,
Mctlon ct al. (1985) comparcd CCRTs scored from REs involving a mcmory of

an intcraction with carly parental figures versus the overall CCRT scored
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from all other REs. A high degree of similarity was cvident with mean rating
of similarity on a seven point scale of 6.4 for carly memory of parent CCRTs
paircd with the same patient's overall CCRT. When the CCRT for carly memory
was matched with the overall CCRTs from other patients, less similarity was
evident in a mean similarity of only 3.6. This proposition is espccially
difficult to study bccause it is impossible at this point in time to obscrve actual
early parental relationships. Hov&ever, Luborsky's work on transfercnce docs
not focus on proving thc origins of transfercnce (i.c., carly childhood
expericnces).  Rather, his main goal has bcen to provide cvidence that the
clicnt's rclationship pattern towards the therapist is similar to his rclational
pattcrn towards others and himscif.

Finally, Frcud obscrved that transference is not only active in
psychotherapy. It is active in rclationships outsidc of psychotherapy as wecll.
Luborsky dcvcloped the Relationship Anccdotes Paradigms (RAP) tests 10
intervicw patients about incidents with people in situations apart from
thcrapy. Luborsky, Mecllon ct al. (1985) found that the CCRT formation based
on the scssions was usually much like the CCRT formulation based on thc RAP
narratives.  Luborsky, Crits-Christoph, Friedman ct al. (1991) studied two
subjccts in long term therapy. With both subjects they found that the CCRT
pattern was pervasive across many types of rclationships both within and
outside of therapy.

Onc potential problem with rescarch on transference using the CCRT s
that paticnts may more rcadily cnact than discuss the transference.  Since the
CCRT is bascd on transcripts rathcr than vidco tapes, a wealth of non-verbal
and bchavioral information is not available to bc scored into the CCRT.-

Therefore, the CCRT may pick up only a certain form of transference which is
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likely to be verbalized. Thus the underlying construct of transfcrence is
limited by this method of mecasurcment.

A modification of the CCRT called thc Quantitative Asscssment of
Interpersonal Themes (QUAINT) was devcloped as a mcthodological
experiment to find a better method to quantify transference patterns (Crits-
Christoph, Dcmorest, & Connolly, 1990). In thc Quaint, REs arc prescnted to
judges in random order to prcvent biases in an entirc transcript. Every judge
ratcs cach component on a five point scalc for cach episode on thc cxtent to
which that component is present in an cpisode. Whether the randomization
of cpisodes lcads to a loss of information or validity is not .ycl known. Using
the Quaint mecthod, Crits-Christoph, Dcmorest, and Connolly (1990) studicd 31
scssion transcripts from onc malc patient. Employing Pcarson Product
Moment corrclation, they examined the themes of REs for different people
and comparcd thesc 'with themes towards the therapist.  The authors
hypothesized that the profile of themes with the therapist might have the
samc shapc as a profile with another person, but that thesc ratings might be
lower.  Each possible pairwisc comparison of profiles were performed
creating a matrix of corrclations. A principal componcnts analysis with a
varimax rotation was cmploycd. This mcthod was not uscd to intcrpret the
mcaning of factors but to pull out thc main patterns or shapc of these
corrclations.  This is an cxpcrimental use of this mcthodology and there is
lite scientific support for its use in this manner.  Ncvertheless, the authors
rcport that they found that thc pattern for the first half of therapy
accuralely fit the therapist behaviors and corrclated with another helping
person in the patient's life.  Yet, during the sccond half of trcatment the

responscs Lo the therapist took on corrclations with other significant pcople
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in the paticnt's lifc, much of which did not match the therapists actual
bchaviors. The authors concluded that this may be the beginning of
quantifying transfecrence.  From these results the authors speculated that
clicnts begin to rclate to their therapist in latter stages of therapy using a
rclational pattern which approximated other key pcople-both positive and
negative in the patient's life.

In summary, Luborsky has attcmpted to link his CCRT method to Freud's
theory of transference in order to provide evidence that the CCRT is a valid
measure of the construct of transference. It is necessary to first demonstrate
quantifiably that the measure capturcs the construct bchind it beforc one can
use it with confidence. Luborsky's work in this area rcmains weak although
rccent devclopments of the QUAINT mecthod hold out hope for more specific
quantification. In general, paticnt REs do scem to be unique to the individual,
and patterns do develop in their rcsponécs to others and to their therapists. It
docs scem possible to correctly match REs from a certain individual over the
coursc of their therapy. This suggests that Frcud's concept of a stercotype
platc may cxists in paticnts verbalizations. However, it is a major wcakncss of
the CCRT that transference is mecasurcd solcly on verbalizations without the
benefit of non-verbal cexpressions. When dealing with a concept coming from
thc unconscious the exclusion of non-verbal or behavioral components docs
not makc scnse. However, gi'vcn the casc and rclative reliability of
mecasuring vcr.balization it alone has been used in the CCRT. Luborsky has
not, therefore, provided sufficient cvidence that the CCRT measures the
complete construct of transference.  With this weakness in mind, this paper

will now rcview Luborsky's application of thc CCRT as a mcasurc of accuracy
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of interpretations, the change in psychiatric scverity and sclf-
understanding.
Transference Interpretations

A major tenant of dynamic ciinical wisdom is that accuratc
intcrpretations of the relationship pattern with the therapist, or
transference  interpretations, will result in beneficial outcomes (Crits-
Christoph, Cooper, & Luborsky, 1988). Bccausc transference interpretations
have bcen rcgarded as a hallmark of the techniquc of dynamic therapy, both
thc term transfercnce and interpretation have rcceived considerable
attention in the litcraturc. These terms have assumed a varicty of mcanings
(Piper ct al. 1993).  Thc varicty secms to rcflect the cvolution of
pS)‘/choanalylic_ theory. For cxample, from the topographical point of vicw, an
intcrpretation makes the unconscious conscious. From the dynamic point of
vicw, an interprctation makes reference to the components of intrapsychic
conflict. It is very difficult for rcsearch to include both of thesc concepts
despite thc fact that thcy arc routincly combined in clinical practice.

Throughout Luborsky's work, hc cmployed a dynamic dcfinition of an
interpretation  (Crits-Christoph, Cooper, &  Luborsky, 1988). In the articles
reviewed in this paper, a response was considercd an interpretation if it met
at least onc of the following two criteria: the therapist cxplaincd possible
rcasons for a paticnt's thoughts, feelings, or bchavior, and/or thc thcrapist
alluded to similaritics between the patient's present circumstances and other
Yife cxperiences.  From this, Luborsky defincd accuracy of interpretations as
the degreec of convergence between the therapist's interpretations and the

gssence of the patient's main core conflictual rciationship theme.
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Early on, Auerbach and Luborsky (1968) found that the dcgrec of
convergence belween the patient's main communications and thc
interpretation could be judged reliably. This study found a mean corrclation
between  client's main communications and therapists' intcrpretations of
about .6. This study was flawed in that the paticnt's main communication was
left to an impressionistic assessment rather than a systematic formulation.
Luborsky improved his effort by opcrationally defining the essencc of the
patient's main communications, using his CCRT formulations. In Luborsky
and Crits-Christoph (1989), Luborsky cxamined thc immecdiatc context of
transference interpretations with threce psychoanalytic paticnts. Results
indicatcd that cach paticnt responded in his or her own consistcnt way to
transference  interpretations. Onc patient showed incrcased resistance, whilc
the other two showcd a positive responsc; however, this study did not cxpl‘orc
the relative accuracy of the transference interpretations which may have
accounted for patient differences.

Luborsky's CCRT formulation was uscd in the study by Crits-Christoph,
Cooper, and Luborsky (1988) on 43 subjects drawn from the Fenn Project in a
study designed 1o measurc thc impact of accuracy. Two composilc outcomc
variables were constructed in this study. One was a rcsidual gain score
derived from adjustment ratings provided by the patient and a clinical
obscrver, and the other was a rater-bencefits scorc based on ratings by t(he
paticnt and thc thcrapist. These two outcome scores were found to be highly
corrclated.  Additionally, ILuborsky's Hclping Alliancc counting signs method
was uscd o measurc posilive or ncgative therapeutic alliance and its impact
on accuracy and outcomc. The authors found a significant dircct corrclation

of .44, p<.01 belween accuracy on the wish plus response from other scales
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(which included responscs of therapist) and treatment outcome. In this
study, the authors combined wish and response from others becausc they
found thesec two to have significant overlap. This study extcnded the finding
of Bush and Gassner (1986) who studied the immediate impact of accuracy
using thc PD method with threec patients. It should be noted that Luborsky's
study uscd a much larger samplc and a morc diverse patient group.

Onc other finding of interest in this study was that accuracy on the
responsc of self component of the CCRT was not related to outcome (Crits-
Christoph, Cooper, & Luborsky, 1988). Onc possible implication of this would
be that limiting the focus of thcrapy to responses of the sclf, such as fecling
states, may offcr limitcd benefits in terms of therapeutic outcomec. In general,
Luborsky did find that thc components differ in the dcgrce to which they
change and the degree to which they arc present within a narrative.
Luborsky, Barber, and Diguer (1992) noted that in the Penn Project sample
thec most commonly cxpressed componcnt was the wish component and these
included wishes to be close and accepted, to be loved and undcrstood, to asscrt
scif, and to be indcpcndent. The most frequent responses from others were
rejecting and opposing, and controlling. The most frequent responses of scif
werc disappointment, depression, rejection, and helplessness.  Not
surprisingly, most of the responses from others and from sclf were ncgative.
Yet, it was indicated by Crits-Christoph, Cooper, and Luborsky (1988) above
that limiting the focus of therapy to the ncgative responses of sclf, which arc
typically affective rcsponses, may not be correlated with improved outcome.
The authors suggest that it may be that responscs of the sclf are closer (o
awarcness than the wishes and cxpected responses from others.  Or it may be

that these response components capture the main aspects of relationship
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conflicts which lead to symptoms which are seen in responses of self. Yet, it
could also be that the CCRT does not accurately formulate responses of self to
allow for accurate interpretations.

This study also examined whether accurate interpretations had
greater impact in the context of a positive therapeutic alliance, but no
evidence for this appealing proposition was found (Crits-Christoph, Cooper &
Luborsky, 1988). It should be noted that the subjects from the Penn Project
had relatively positive alliance scores. Furthermore, as previously noted
carly drop outs were not counted in these results. [Early drop-outs may have
provided more negative alliance scores. Their exclusion hés lead to a
restricted range of alliance scores and may have prevented a truly
me:iningful interaction between alliance and interpretive accuracy from
being detccted.

Schuller, Crits-Christoph. and Connolly (1991) studied paticnt’ responses
to accuracy as determined by convergence with the CCRT. These authors also
developed a 19 item scale to measure resistance to interpretations. In their
study of twenty patients, these authors found that interpretations accurate on
the wish component were followed by increases in a vague-doubting form of
resistance, whereas interpretations accurate on the response of self
component led to decreases in the vague doubting subscale. The authors
spceculate that this type of resistance may in fact represent a form of working
through in that interprctation of the wish component may be felt as more ego
dystonic than interpretations of affective states or responses from sclf. This
interpretation would scem to confirm the conclusion stated above that wishes

and responses of others may be antecedent to responses of sclf, and more out
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of the client's awareness. These components, therefore, seems to require
working-through for positive therapy outcome.

One should note that in almost all the studies reported. the overall
accuracy of inlcrpretalioﬁ ratings were very low indicating that most
therapists do not respond to patients main communications as measured by
the CCRT. On a scale ranging from one to four, lﬁc mean ratings of accuracy
ranged from 1.49 to 1.81 with one indicating no congruence and four
indicating high congruence. Although the authors state that these ralings
allow enough variability for relationships to emerge, the range of accuracy
appcars very low in terms of providing a meaningful cri-terion of accuracy.
Additionally, these low accuracy ratings indicate that most therapists in the
study may nced assistance in making accurate interpretations.  This is
significant in light of the fact that Crits-Christoph, Barber, and Kurcias
(1993) found in a study with 33 patients that the extent to which therapists
accurately addresscd the CCRT in their interpretations predicted the
development of therapeutic alliance. The siudy found that accuratc CCRT
interpretations were correlated the maintenunce of good alliances or
improvements in bad alliances.

In sumimary, Luborsky's work on accuracy of interpretations indicates
that in general most therapists do not interpret accurately even with a
formalized treatment plan. Despite this fact, most patients in the studics scem
to improve to varying degrees and therapeutic alliance was aided by accurate
interpretations.  Therefore, it appears that accurate interpretations facilitate
the maintenance of good alliance, but good alliance docs not mnecessarily
insure accuratc interpretaions.  Another possible implication of these

findings could be that the client's perception of interpretations may be more
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crucial than whether or not they converge with a theory. It may be that
interpretations that are; perceived as accurate by thc patient are perceived as
helpful, and therefore contribute to the formation of the helping alliance and
positive therapy outcome. The;eforc, the interpretation that is accepted by
the patient is more likely to have some positive therapeutic impact, not
necessarily thc one that is dictated by the CCRT. The factors that go into
patient perceptions of CCRT interpretations requirc definition and analysis.
Another finding of interest is that interpretations on responses of self are not
as corrclated with beneficial outcomes as the wish and responses of others.
More rescarch is needed in this arena; yet, it may point to a needed change in

training of dynamic therapy to focus more on wishes than feelings about sclf.

Change in Transference and Psychiatric Severity

Clinical wisdom holds that improved paticnts will show a greater
change in their transfcrence patterns than unimproved patients. In other
words, it is thought that patients who ar;: able to work through their
transference will improve. A variety of definitions exist in thc Iliterature for
changes in psychiatric scverity;  however, beginning with Freud (1912) the
cxploration of the patient's transferential reaction to the therapist has been
valued as unique opportunity for insight and psychic change. Recognition of
the importance of transfercnce was originally made by Freud (1912) and later
elaborated by Strachey (1934) who outlined a process in which transference
interprctations are capable of reversing the paticnt's ncurotic vicious circle.
Because transference has been regarded as u particularly powerful technique
many who have investigated have assumed that it would be possible to detect a
dircct relationship between changes in transference and changes in

psychiatric scverity (Orlinsky & Howard, [986).
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In their process and outcome model of psychotherapy, Orlinksy and

Howard (1986) put forth several intervening variables which could confound

the rclationship between therapist interventions and changes in  psychiatric

severity. The variables included other cvents during. the session, events after
cach session, cvents in the patient's life between sessions, time and
maturation.  Their review of the literature suggested that given these
confounding variables, the detection of a strong direct relationship between
transference interpretations and treatment outcome would be difficult.

With this in mind, Crits-Christoph and Luborsky (1990) postulated that
a change in transference from early to late session would.bc correlated with a
reduction in psychiatric severity, and thereforc therapy outcome.  Given that
the focus of dynamic therapy is on maladaptive, repelitive, inappropriately
applicd relational patterns, Crits-Christoph and Iuborsky (1990) propose that
onc index of change is the extent to which "the maladaptive theme becomes
less pervasive. Once again, the CCRT method provided an operationalized
mecasurc to begin to test this postulation scientifically.

In a study of eight patients, Luborsky, Mellon ct al. (1985) hypothesized
that changes in the CCRT from early to late in treatment should be rclated to
independent mcasurcé of the outcome of trecatment if changes in the CCRT
signified a working through of transference. The study used the difference
scor¢ between the early treatment pervasiveness of cach CCRT component
(i.c. the percentage of relationship cpisodes that contained the main wish, or
negative or positive responses of self, or ncgative or positive responses of
others) and the late treatment pervasiveness of the same CCRT components.
Two independent outcome measures were sclected as criteria, one {rom’ the

patient's perspective-the Hopkins Symptom  Checklist total score, and onc
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from the cxternal clinical judge's perspective- the Health-Sickness-Rating
Scale. Both measures werc obtained at the beginning of treatment and at
termination in the Penn Project. Change in pervasivencss of the main
negative response to self was significantly corrclated with change in HSRS r=
-.81 p<.05, as was change on the main wish, r= -.73, p<.05. Change in the main
positive response of other was significantly correlated with change on the
Hopkins Symptom Checklist r= -.79, p<.05. The direction of all of these
correlations was as expccted-that is increases in the frequency of positive
components and decreases in negative components of the CCRT were found to
be associated with more favorable outcomes.

Crits-Christoph & Luborsky (1990) defined pervasiveness as the
number of REs which contain the CCRT components divided by the total REs in
the session. The authors obtained at least ten REs in beth carly and late
therapy sessions.  They then correlated any changes in the pervasiveness of
thc CCRT with the post trcatment symptom checklist scores, partialling out the
effects of pretreatment symptoms. They used Luborsky's — Health-Sickness
Rating Scale as a pretest and as an outcome measure. The authors computed
several Pearson Product Moment correlations to find the degree of
intercorrelation among the components (wish, negative and positive
responses from other, negative and positive responses of self). They found
that gains corrected for initial levels on the wish component were moderately
correlated with corrected gains on the negative response of self scores (r=.45._
p<.01). They also found that changes in positive responscs from other were
related to changes in positive responscs of sclf (r=.41, p<.05). The authors
found that changes from carly to late were not uniform across all five

components,  Overall they found the most pervasiviess CCRT component was
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the wish component. However, it did not change significantly. Wishes were
in 66% in REs of early sessions and the same wishes were in 61% of the late
session REs. The negative response from other decreased 12.2%, negative
response of sclf decreased 18.9%, and positive response from other increased
10.1%.

It is important to note that only changes in negative responses from
self were significantly correlated with change in the HSRS r= -.53, p<.0l. Yet,
as previously noted, accurate interpretations of responses from self
component were not found to be correlated with outcome. The current results
would indicate that responscs from self must change in o.rdcr for health
sickness ratings to improve: but this change is not corrclated with accuracy
of interpretations on this component. The authors speculate, given that 65%
of the paticnts in this study had improved overall outcome measures, the
dynamic therapy may be curative in that it alters some patterns or
components; but this may be inconsistent across components. The
techniques required to facilitate these various changes remain unclear at this
point. In conclusion, the combined studies seem to suggest that
interpretations focused on wishes and responscs from others may result in
changes in responscs of the self which is correlated with therapeutic gains.
Additionally, the point is made that although wishes may nced to be a
frequent aim of interpretations, therapists should not expect wishes to
change too much over the course of therapy. This study suggests that they
may not nced to change, although they do nced to be interpreted.

l.uborsky also studics the impact of pretrcatment psychiatric sevcerity
on outcome with dynamic therapy. Luborsky, Crits-Christoph, Mintz, ct al.

(1988) reviewed 71 studies in which psychological health and sickness
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measures were used as predictors of psychotherapy outcome. Almost all of
studies reported that the more severely disturbed patients improved less than
those who were comparatively less disturbed. For cxample, Luborsky, Mintz et
al. (1980) found that pretreatment HSRS correlated r=.30 p<.01 with residual
gain, and r=.25 p<.05 with improvement ratings. This is even more significant
in light of the fact that scveral other pretrealment measures used in the Penn
Project did not correlate with outcome including Minnesota Multiphasic
Personality Inventory, Symptom Checklist, tests of intelligence, ficld
dependence-independence measures and demographic information (Crits-
Christoph & Connolly, 1993). |

Using the VA-Penn subject, Luborsky collaborated with Beck and
others to focused on initial psychiatric scverity as mieasured by the ASI
(Woody et al., 1984).  Luborsky classified the 110 patients into low scverity
(34), mid severity (44), and high severity (32) groups. Thesc groups were
randomly assigned to drug counsecling alonc or drug counscling combined
with ecither Cognitive bchavioral or Supportive expressive therapy. Low
scverity paticnts made considerable progress with added psychotherapy or
with counscling alonc. Mid severity patients at scven month follow-up had
better outcomes with additional psychotherapy than with counscling alonc.
However, counseling did effect numerous significant improvements. High
scverily patients made little progress with counscling alone, but with added
psychotherapy made considerable progress and used both prescribed and
illicit drugs less often, although the overall progress of this group was less
than the other two groups. In this study, significant diffcrences between CB
or SE psychotherapics were not found.  This may suggest that other variables

such as incrcased number of scssions, or sceing a Doctor in addition to a
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counsclor may have had an impact rather than the specific treatment of the
psychotherapies.

McLellan, Luborsky, O'Brien, Barr, and Evans (1986) reviewed the
finding of three populations including the VA-Penn project who received
varying treatments for drug abuse issues. In all groups the severity of the
psychiatric symptoms, pretreatment employment, and legal problems wcre all
significantly rclated to outcome. The during treatment mcasures of
trecatment length and type of discharge were also significantly related to the
patient's status at 12 month follow-up.

Taking a slightly different angle, [uborsky lookcd-spccifically at the
impact of psychiatric severity with personality disorders on outcome of
psychotherapy in Diguer, Barber, and Luborsky (1993). The authors studied
25 patients with Major depressior, twelve of whom also met the criteria for a
diagnosis of a personality disorder. Using the HSRS and the Beck Depression
Inventory, the authors found that at intake, at termination of therapy, and at
follow up patients with a personality disorder had worse psychological health
and were mérc depressed than patients without a personality disorder. Using
a repeated measurcs analysis of variance, the HSRS revealed significant main
cffects for personality disorders (F=12.17, df=1,23,p<0.01). Both groups,
however, made gains in therapy and maintained them at six month follow up.
Nevertheless, the presence of a personality disorder was found to effect
therapy oulcome.

One final. note, Luborsky (1993) has paid special attention the concept
of internalization of gains which he believes is a component of the broader
concept of psychological health-sickness. This is likely to be consistent with

the lack of ego distortion that Freud (1912) considered to be a positive
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predictor of outcome of psychotherapy. The concept implies a special
capacily to maintain a sense of alivencss and of meaningful presence of
relationships especially when the object of the relationship is not physically
present. Luborsky has suggested that some methods nced to be developed to
study four aspects of internalization. First, a rating scales for measuring
internalization capacities in cntire sessions needs to be constructed. Secondly
these internalization capacities need to be cvaluated based specifically on a
sample of the patient relationship narratives. Then these ratings need 1o be
compared with ratings of psychological health-sickness to see how much the
two concepts overlap, and lo cxamine the patients responses to interruptions
in the treatment and to the termination.

In summary, Luborsky's research suggests the pre-treatment
psychiatric severity impact overall therapy outcome. ~Thus supporting the
age-old adage that the rich get richer; but the poor get poorer. Luborsky
studies severity combined with personality disorders and addictive disorders.
Although high severity individual showed poorer outcomes, increascd
trcatment and combinations of drug counseling and therapy were found to be
of significant benefit. In regard to psychiatric sceverity and changes in the
CCRT, Luborsky found that, in general, increases in the frequency of positive
components and decreases in negative components of the CCRT were
associated with more favorable outcome. Specifically, he found that changes
in the pervasivencess of negative response of self component were correlated
with changes in  psychiatric  scverity.

Scif-understanding

A basic tenant of dynamic psychotherapy is that paticnts gain

understanding  about themselves and  their relationships  with  others  during
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psychodynamic treatment, and that this understanding leads to better
outcome (Crits-Christoph, Barber, Miller et al., 1993). However, this has
remained largely unstudied. A noted exception to this has been the work of
the Mount Zion Psychotherapy Research group which is currently known as
the San Francisco Psychotherapy Research Group. As noted earlier in this
paper, insight was included as one of the principle components of their Plan
Diagnosis model (Weiss et al., 1986). In looking back, Luborsky stated that he
feels that self understanding should have been given an even more central
position among his list of curative factors when he began, in order that he
may have given it more research attention (Luborsky, Crits-Christoph, Mintz
et al., 1988).

Few quantitative studies exist oa the association of sclf-understanding

with therapy outcome. Luborsky, Crits-Christoph, Mintz ct al. (1988) revicwed

- studies that measured pretreatment insight. Two of these showed insight to

be significantly corrclated with outcome but when these studies measured
insight during psychotherapy neither had significant predictive corrclations
with outcome. Scveral investigators have relied on single-item ratings of
insight and have not presented reliability data.  Only two of the studies they
revicwed were based on psychodynamic psychotherapy and all of the
measures of sclf-understanding were unguided clinical ratings.

The development of the CCRT does provide a guide for clinical
judgment in assessing insight. The Central Relaiionship Theme can be used to
guide judgments about how much the patient undecrstands about the central
conflict (Crits-Christoph, Barber, Miller ¢t al. 1993).  Crits-Christoph has
expanded on the CCRT by developing a sclf-understanding scale which

consists of items designed to measure patient's insight about corc conflicts in
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different object-related domains. Self-understanding is assessed regarding
the CCRT in general, the CCRT in relation to the therapist, the CCRT in relation
to parents, and the CCRT in relation to cach of two significant others. Crits-
Christoph, Barber, Miller et al. (1993), using a subset of 43 from the original
73 patients of the Penn project, evaluated the relationship of self-
understanding of CCRT scale to the outcome of brief psychodynamic
psychothcrapy. Interjudge reliability using the intraclass corrclation
coefficient, emerged as follows: .77 for the general scale, .87 for the therapist
scale, .89 for the parcnts scale, .87 for the significant others scale, and .89 and
.85 for the total score. The results revealed that the level .of self-
understanding about the therapist was associated with a composite outcome
measure r=.31, and self-understanding about significant othcrs was correlated
with a residual gain scorc on a global adjustment measure r:-.34.

It is likely howcver, that the level of self-understanding rclates to
patients' level of general psychological mindedness. A more precisc measure
of the change in self-understanding would be a more useful variable to
determine, and it should be assessed over a longer term therapy. Using the
CCRT measure, Crits-Christoph, Cooper, and Luborsky (1990) found that the
change in sclf-understanding was not significantly corrclated with outcome.
In this study, correlations were adjusted for pretreatment health-sickness
levels using the HSRS. Additionally, the change in sclf-understanding was
measured from scssion 3 to session 5 correcting for the initial level of sclf-
understanding via regression analysis.  This change was correlated  with
outcome. This scems like a very short period in which to measure change in
insight. However, the subjects were the same 43 uscd by Crits-Christoph,

Cooper and Luborsky (1988) in their accuracy  of interpretations  study.
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Accurate interpretations during this period were shown to have an impact on
outcome in the study on accuracy indicating that the content of these session
was important enough to add weight to the current insight findings.

In summary, Luborsky's CCRT has not been adcquately studies for its
use in measuring insight and the impact on therapy outcome. Crits-Christoph
has developed a method which warrants further study; however, caution
should be exerted to determine if this measure is quantifying psychological
mindedness or insight. The studies to date have not found significant
correlations between insight and outcome; yet, it remains a cornerstone of
dynamic theory. As such Luborsky has expressed regret for not placing more

ecmphasis on this potential curative factor.

Implications and Conclusions

Luborsky (1992) found that most dynamic psychotherapists do not use
rescarch in their clinical practice. He found that psychotherapists generally
adopt their trcatment principles during training mainly from their
supervisors.  Dynamic psychotherapists apply these general principles 1o
cach of their patients but these principles come generally from clinical
wisdom, not from rescarch findings. A major reason for this is that dynamic
psychotherapy research often seems trapped between the unresearchable
clinical intuition and the empiricized or overly simplified dynamic
hypothesis.  T.uborsky however, has spent his life's work trying to develop
measurcs which closely approximate the clinical process and which are not
overly simplificd.

Luborsky began his work by specifying his theory of dynamic -

supportive-expressive psychotherapy.  From this theory, he identified five
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key theoretical propositions which he believes are central to the change
processes of therapy: helping alliance, transference, transference
interpretations, seclf-understanding, and psychiatric severity. To quantify
these five propositions, Luborsky developed sevcral process instruments: the
CCRT, Helping Alliance scales, the Health-Sickness Rating Scales, and the
Addition Severity Index. The CCRT represents Luborsky's most significant
contribution to the field of dynamic research in that it begins the task of
quantification of a major tcnant of dynamic theory. Using the CCRT and the
other measures described herein, Luborsky explored the correlations between
his theoretical constructs of therapy change and lhcrapy. outcome.

This paper has focused first on the elaboration of Luborsky's thcory
and instrumentation and secondly on the application of this in dynamic
rescarch with special emphasis on the CCRT. Some potential problems in
Luborsky's methodologics in studies' using the CCRT have been noted in judge
biases, uncertain validity of the standard categories, insufficient quantitative
data on transference resulting in reliance on common scnse or intuition, and
questions regarding the measure's ability to capture the underlying
theorctical constructs. In order to substantiate the validity of thc CCRT
method more work nceds to be done to explain the theoretical leap from
Luborsky's theory of Supportive-Expressive therapy and the methods used in
the CCRT. As noted it is not yet clear if the CCRT mcasures transference or
some other verbalized phenomenon.  Furthermore, despite the fact that
defenses and coping mechanisms arc a part of Luborsky's thcory they are not
included in his CCRT method. Additionally, he does not provide a link bctween
his wish component and his theorctical rational. One would expect some

discussion of drives and nced states which develop within the psyche and how

it
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these correspond with the wishes verbalized in therapy. Although his
research is theory based, his methods «re not always clearly linked to their
theoretical origins Thus, given the weak evidence of construct validity of the
CCRT, Luborsky's rescarch findings at present can only suggest areas of
future study rather than support firm conclusions about his model of dynamic
therapy.

His research on the curative factors can be summarized broadly. First,
the strongest findings were in the area of therapeutic alliance. Luborsky has
shown that the therapeutic alliance is an important factor in influencing the
outcome of psychotherapy. Especially the early sessions ténd to show that an
early positive alliance is related to outcome. His research reinforces the
clinical belief that therapists must establish rapport and continuec to monitor
it for psychotherapy to be cffective. However, the research indicates that it
may be the client's perception of the therapist being helpful combined with
specific therapist qualities which contribute to the formation of a helping
alliance.  Therapist countertransference, and client perceptions of accuracy
issucs and their potentially confounding effect on CCRT formation and
helping alliance need to be cxplored further.

Sccondly, in rcgard to transference and transference interpretations,
the CCRT provides a good starting place for the quantification of theory; but
limitations inherent in the CCRT cloud a picture of transference. Luborsky
found some cvidence that guidance by the CCRT system can help the therapist
to make interpretations that focus on the central rclationship pattern, and
that this focus was bencficial to therapy (Luborsky, 1993). Nevertheless,
clear statistical cvidence for the therapeutic value of interprctation has yet to

be demonstrated.  Results of studies using the CCRT indicate that dynamic
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Supportive-Expressive thcrapy may be curative due to improvements in
negative responses of self; but changes in responses of others (which
includes fcelings about the therapist) were not found to be correlated with
outcome. Accurate interpretations of this component along with the wish
component do scem to be correlated with improved therapeutic alliance.
Specifically, it seems that changes in responses of self are correlated with
positive outcome, but it may be neccssary to interpret wishes and responses
from others in order to bring about change in this component. This is an
interesting finding; but given that therapeutic change is multidetermined it
will be necessary to control for other factors in order to 6btain a clear picture
of how the CCRT components are related to change processes. For instance,
therapists' timing of interprctations was not studicd and could bc onc of many
confounding variables. At present it can't be ruled out that the CCRT may miss
certain aspects of transference or that factors other than interpretations may
lecad to change in therapy.

In regard to the psychiatric severity factor, Luborsky's rescarch has
provided evidence of a negative relationship between psychiatric scverity
and outcome. In gencral, resecarch found that pre-trcatment psychiatric
severity limits the extent of overall improvement of therapy outcome. This
principle nceds to be considered in adapting the therapists' techniques to the
specific requirements of the particular patient. Luborsky incorporated this
principle into his manual on Supportive-Expressive therapy; howcver, (o date
there has been little research on the application of the balance of supportive
and ecxpressive techniques and its impact on outcome.

l.ooking at the overall perspective of Luborsky's work, several

important contributions emerge.  His contributions to ficld of dynamic
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psychotherapy research have already bcen noted. His work has provided a
model for further rescarch to push toward clear cvidence of the tenants of
dynamic therapy. Beyond dynamic theory, Luborsky and his colleagues have
striven to assist clinicians in making reliable and valid case formulations and
to cnlarge the stream of research findings which will move toward the
validation of general principles of psychotherapy.  Luborsky's  research
suggests that psychotherapists may have difficulties in making reliable case
formulations. His work on accuracy of interpretations as well as his work on
therapy purity found very low ratings of actual implementation of case
formulation and therapy technique. This implies that péychothcrapists need
guidance in making and implementing these formulations. This scems to be a
vital aspect to be addressed in research on the validity and reliability of the
theoriecs from which case formulations arise.

Binder ct al. 1993 suggest that research with manuals has pointed out
that psychotherapy teachers are more successful at teaching the form than
the substance of therapeutic competence. In other words, they teach types of
interventions  rather than teaching skill within spccific contexts.  These
authors suggest that more cffort should be devoted to cmpirical investigations
of the nature of therapeutic skill rather than therapeutic interventions.  The
research evidence shows that with guided systems, psychotherapists can
make rcliable formulations, and interventions which correspond with a
reliable formulation have been shown to be correlated with positive outcome.

Luborsky's work, therefore, is a wake-up call to the nced for clcar and
consistent rescarch and consistent clinical practice.  Even with the
weaknesses of Luborsky's rescarch, he points out that what therapists -

actually do in therapy needs to be brought into alignment with both theory




and rescarch results. His work represents the first crucial step in the

quantification of theoretical principles. His findings suggest many areas for
further study. As of December, 1994, there are 110 known studies in progress
on Luborsky's CCRT method. Some of the studies in process are on the
differences in CCRT with different diagnoses. Others are focused on the
development of a questionnaire version of the CCRT, the development of
scales to determinc mastery of the CCRT, and measurcs to explore the CCRT and
defenses (L. Luborsky, personal communication, December 19, 1994).

Luborsky's goal has bcen to move the field of process research toward
providing rescarch wisdom that parallels clinical wisdom‘ in aiding clinicians
in their work with clients. This study has attempted to look critically at how
successful Luborsky's rescarch findings have been in accomplishing his
stalcd'goal. In considering Luborsky major findings, it sho Id bc noted that
the best corrclation rcported by Luborsky and his collcagues between an
operationalized mcasure of theorctical constructs was found in the work on
helping alliance.  This rescarch reported an intracorrelation of only .26
which means that alliance can pick up 26% of the difference in therapy
outcome. This might be a helpful hint to clinicians but not a reliable guide.
Because the change process in dynamic psychotherapy is part of a complex
interactional system, we may not advance much beyond this level of
cxplained variance by correlating single predictors with outcomes. Howecver,
Luborsky's system of replication by segmentation opens the door for change
process variables to be studied over the entire course of therapy.

Additionally, the maiﬁ tiecnd of comparative studies among all forms of
psychotherapy continue to show nonsignificant differences in paticnt

benefits among treatments (with the exception of differences found in drug
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treatment  versus therapy trcatments) (Orlinsky & Howard, 1986). Luborsky
suggests that in addition to the common variables explanation further
improvements in research techniques are warranted to sort out individual
differences. In order to find the main effect for (treatment X patient) much
more specificity of measures and theoretically determined designs will be
neecded (Luborsky, Diguer et al., 1993)

Given the many potential patient, therapist, treatment, and
environmental variables present in any therqpeulic interaction, Luborsky's
research remains far from providing conclusive evidence on the main effect
of his curative factors. Further effort needs to be made tb find consenual
meaning for the theoretical constructs reviewed in this paper.  For instance,
further analysis should be donc between the Plan Diagnosis mecthod in Weiss
et al. (1986) and the CCRT to reduce rcdundancy and provide a morc specificity
in qﬁantii‘ication of transfcrence.

In the arca of specificity, Luborsky's manual and his scoring sysicms
have provided a start to study the change processes of dynamic
psychotherapy. However, to date no cffort has been made to differentiate two
manual guided dynamic therapists from cach other.  Furthermore,
instrumentation and design needs to continue to improve to allow rescarch in
dynamic therapy to move toward multifactor interactive rescarch with
multiple predictors as can be examined in path analysis strategics in order to
determine how much of the variance in therapy outcomc can be accounted
for be cach curative factor and with which patients and therapists.

In conclusion, [uborsky has made scveral important contributions to
process and outcome rescarch on dynamic psychotherapy. He has helped

define the questions, and has clarified the weakness in both clinical




application and emperical research. This paper has reviewed his findings

and has presented the wake-up call for further quantification and
clarification of theoretical constructs. Perhaps the most important aspect of
Luborsky's work has been that he has challenged the myth that dynamic
theory is inherently unresearchable, and is doomed to forever yeild
confusing and contridictory results. ~ With this, researchers can take courage
and strive towards increased reliance on clinical-quantitative research and

decreased reliance on theory alone.
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