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Preface

Each time we teach our course, Psychotherapy Process Research, we are faced with the same dilemma. We find a wide variety of published research studies that are relevant to the topics we wish to teach; but they do not tell their readers how the research was done. We find a number of excellent books, but they tend to focus on one particular method or approach to research; or, if more general, to review the wider domain of psychotherapy research without helping the novice clinician/researcher to understand how to go about undertaking a clinically relevant research project. Much of the available literature is written in the specialized language of formal research, and is experienced by many clinicians as remote and irrelevant to their clinical concerns. Perhaps the most important purpose of psychotherapy process research, as we understand it, is to provide evidence for the critical evaluation, and development, of clinical practice. Our students are encouraged to use their own sessions for their research projects, and to examine critically both theory and their own practice on the basis of the evidence of their research project. In recent years, they have explored questions like:

[image: image]Has there been an improvement in the patient’s capacity to reflect upon a core conflict?

[image: image]Is there a relationship between non-verbal vocalizations and anxiety-provoking topics?

[image: image]What is the effect of my interventions on the therapeutic process?

This book is intended primarily as a teaching and learning resource for both practising and student clinicians. They may be training or working in counselling or psychotherapy training institutes or university departments, or in the clinical or counselling psychology training programmes of a university. Within the field of psychotherapy process research, there are a wide variety of methods, varying in scope and complexity. The methods we have chosen to describe in detail are generally applicable to researching the psychotherapy process through detailed analysis of session transcripts, regardless of the modality of psychotherapy being practised. In the case of the coding approaches introduced in Part II, the underpinning concepts are derived from theories of psychotherapy; while the discourse approaches introduced in Part III are applications of more general theories of human interaction developed in the wider field of the social sciences. While we mention some of the research tools designed for the study of specific psychotherapy modalities, we have not discussed them in detail. Nor have we covered the rapidly developing research in attachment theory and its potential application to psychotherapy research. This is primarily because the methods involved are complex, and therefore beyond the scope of the student clinician/researcher engaged in small scale projects. We feel certain, however, that as this field of research develops, the relationship between attachment style and the psychotherapy process itself will become a major area of interest and inquiry.

The design of the book aims to provide step-by-step support for the student/clinician to undertake clinically relevant research on transcripts of his or her own psychotherapy or counselling sessions. Following an introduction to the research process, it provides a general historical background to the development of psychotherapy process research and its findings. Issues around ethical practice in research and the procedures for gaining ethical approval are addressed. The specific methods are introduced in separate chapters, which include examples of analysis in the text, accompanied by exercises that will help the reader to explore how the method is applied to a psychotherapy session text. The methods introduced are those most in use in formal research, and which therefore appear widely in the psychotherapy process literature. In each chapter, the student is directed to exemplar studies. The student will find support for modest projects based on transcripts taken from his/her own clinical practice, or more complex doctoral level research designs using transcribed data gathered specifically for the project. Also included is an overview of the kinds of research each method has been used for, with references to published research that illustrates the application of the method and its findings.

How to use this book

Researching the Psychotherapy Process can be used in two ways. For the novice clinician/researcher, new to psychotherapy process research methods, the book is structured in the form of a narrative, which takes the reader through the logic of the research process, and then introduces a variety of methods within this general framework. Those new to the subject would gain most from a sequential reading of the text. For those who are already doing research, the book is divided into clear chapter and sub-headings, in order to provide an introductory reference to the various aspects of the research process that might be of particular interest, and to methods which readers might want to add to their existing range of expertise. Each chapter is followed by specific references to further reading, which will direct the reader towards fuller accounts of specific research issues and methods, and towards examples of the most significant research studies that illustrate the methods introduced.

Part I provides a general introduction to psychotherapy research and the kinds of consideration which must be given to the initial phases of undertaking a project. In Chapter 1, we give a general background to psychotherapy research, and in Chapter 2 the core issues involved in starting any research project are introduced and discussed. Issues such as ‘validity and reliability’, and ethical issues, are introduced in separate sections, which can be used as reference resources for the student, as the project gets underway. Parts II and III then introduce two of the major methods in use in contemporary psychotherapy process research: the coding methods, and the discourse methods. Each part begins with a general introduction to the methods to be considered, in their historical context. Part II (Chapters 3–5) introduces the three major coding approaches: the transference-related methods, assimilation analysis, and the interpersonal methods. Part III (Chapters 6–9) introduces a variety of different methods that can be used to study the therapeutic discourse directly. Part IV reviews the process of managing and analyzing data and presenting it in the form of a research report. Chapter 10 provides an outline introduction to the different kinds of computerized tools and methods which can be used to help the process researcher manage and analyze data. Finally, in Chapter 11, a student’s research report is reproduced in full, to illustrate what a student or practitioner project might look like: how it could be structured; how methods can be combined; and how the experience of data analysis can be used to explore and deepen clinical practice.
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PART I

Background to the field of psychotherapy research

Introduction: What is research?

In this practical introduction to psychotherapy process research methods, we will be exploring different ways of analyzing transcripts of therapeutic interaction in order to investigate how the therapeutic process works. The methods which will be discussed are, however, very varied in the way they tackle the kinds of questions we want to ask of the therapeutic process. This introduction presents a brief outline of the basic principles of the single, over-arching process called scientific inquiry, which underpins every research project, whatever method is chosen. It will introduce and define some of the main concepts of the research process, and how they govern the way in which a particular piece of research is undertaken. The important definitions will be set out in italics for easy reference.

The process of inquiry

Research is a process of inquiry. It is a ‘dialogue between ideas and evidence’ (Ragin, 1994), grounded in a common set of procedures, or methods: ‘a (defined or systematic) way of doing a thing’ (Oxford English Dictionary). The ideas are based in a conceptual framework which informs the choices and interpretations of the investigator as he or she proceeds through the phases of the process. This conceptual framework plus the procedures of analysis – the methods – constitute the methodology. The dialogue between ideas and evidence is achieved through the methods chosen to organize the data into units for comparison. All scientific inquiry, whether natural or social science, numerical or text-based, or any combination of the two, relies on the principle of comparison (Glaser and Strauss, 1967). Thus, for example, patients presenting with symptoms of anxiety might be compared with patients presenting with depression; or sessions with high levels of interpretation compared with those with low levels.

The process of inquiry begins with a question of interest to the investigator. A specific hypothesis might be tested, and in this case, the way the research is carried out may be quite specific. Or a wider, more general question may be posed, where theory building is the objective of the analysis, and methods are chosen as the analysis proceeds. In either case, the investigator must begin the process of inquiry with a statement of intent, on the basis of which subsequent decisions will be made about the proposed strategy of analysis. Methods relevant and sufficient to the task at hand must be chosen, and a statement made which may be broad or narrow depending on the kind of inquiry to be undertaken. Taken all together, this process of deciding what to investigate, and how to undertake the analysis of the data, is called the research design.

The next phase of the process is the collection of data which are sufficient to support the intended dialogue of ideas and evidence. In some psychotherapy process studies, this will be a long and complex process, involving various sub-phases, which will be subject to ethical approval (see Chapter 2). In other cases, the source of the data may be more readily available, in the form of transcripts obtained from text databanks, for example. For the student or clinician researcher, for whom this book is intended, access to appropriate data may come from his or her own practice, or from resources within a university setting. Whatever the source of the data, it must be adequate to the question being asked.

Once the phase of data collection is complete, and even before, the investigator will be starting the process of data analysis. Transcripts may need to be prepared for entry into information processing software (see Part IV) or, if coded by hand using one of the coding methods in Part II, transcripts may be coded as the data collection proceeds. In the phase of data analysis, the dialogue of ideas and evidence begins in earnest, and its outcome is interpretation of the data. This may take the form of purely quantitative analysis, purely textual analysis, or any combination of the two. The important point here is that all data analysis is an interpretive procedure which is undertaken in the context of the conceptual framework, or methodology, within which the study is undertaken. The interpretation of data yields not ‘truth’, but demonstrable relations between phenomena (Bhaskar, 1989).

The final phase of the process is its documentation. It is at this point that the investigator writes up his or her findings, and presents them to the wider community for critical evaluation and discussion. Documentation is the means of communication by which the wider dialogue of ideas and evidence which is scientific knowledge proceeds. It normally takes a commonly accepted form, which is outlined in Part IV. In all kinds of research, documentation should include a description of each stage of the process, and the rationale made for the decisions presented in each phase.

The procedures outlined above, taken in turn, provide the framework for the grounding and objectivity of systematic analysis of evidence. Each stage provides the preparation for the next, and all together underpin the reliability and validity of the analysis (see Chapter 2 for a detailed discussion). Within psychotherapy process research, there is a vigorous debate concerning the nature of ‘objectivity’ in the domain of psychotherapy, where the focus of the clinical process is on human ‘subjectivity’. This debate has a wider context in social sciences more generally, where the study of human action within the social domain has yielded new conceptions of what can be studied, and new methods of inquiry (see the Introduction to Part III for further discussion). In the following section, some of these issues are considered.

Naturalism vs. hermeneutics

Two quite different ideas about the nature of knowledge have dominated thinking about scientific method throughout the development of psychotherapy research. On the one hand is the tradition of naturalism, the basis of traditional scientific inquiry, which holds that there is a real, existing natural world, independent of our perceptions and thoughts, whose objective properties we can gain knowledge about through systematic observation and analysis. Early scientific endeavour was primarily observational and theory building. Darwins’s theory of evolution is the paradigm example of this kind of research. Theory building, or inductive science, is one phase of the process of discovery. ‘Analytic induction is the process of using evidence to formulate or reformulate a general idea. The process of constructing images (via the synthesis of evidence) is mostly inductive. Generally, whenever evidence is used as a basis for generating concepts, as in qualitative research, or empirical generalizations, as in quantitative research, induction has played a part’ (Ragin, 1994, p. 188).

The complement of inductive science is theory testing science, by means of which hypotheses derived from theoretical principles are identified and tested. Much of this kind of scientific procedure is based on the study of generalities rather than specifics, populations rather than individual cases, and uses statistical analysis to compare groups. A problem for natural science is that the forms and processes of the material world are not necessarily visible. A good example is the earth’s magnetic field, a property whose effects are observed but which is not in itself observable. Most natural science, in addition to methods, requires tools or instruments for its success. Advances in technology (for example, the microscope) are often the drivers of new developments in scientific knowledge.

A second way of understanding and knowledge building is based on the notion that the real world is only known/knowable to us in the form of our subjective experience of it, and that all our knowledge is therefore an interpretation of what we experience. This understanding of knowledge has two important traditions: the phenomenological, which holds that it is the experience itself which is real; and the hermeneutic, which holds that knowledge is an interpretive process, rather than a representation of the real world. According to these traditions, concepts precede and shape our experience, and therefore our knowledge, of the natural world. As the social sciences developed, a division emerged between those investigators who hold that the human and social world is a part of the natural world, subject to its laws, and investigable by the principles of natural science; and those who hold that the human world is an entirely interpreted world, which can only be investigated through interpretive procedures. Broadly speaking, psychology has tended to follow the tradition of naturalism, while researchers in many of the other social science disciplines have moved towards an interpretive view of the human world and its processes.

The development of psychotherapy research has been affected by these schisms, with some researchers embedded in naturalist assumptions, while others promote opposing hermeneutic or phenomenological perspectives. We have taken a different position in organizing this introduction to process research, following a middle path between those apparently opposing camps. We take the view that in the natural sciences, no less than in the social sciences, observation is theory impregnated and that knowledge is socially organized; and that all systematic investigation deals with structures that set limits, not with determinacy (Bhaskar, 1989). Whether natural or social, structures and processes may be opaque to experiencing and knowing subjects, and it is only by adopting a coherent and structured approach to investigation that any kind of knowledge of phenomena, whether ‘subjective’ or ‘objective’, can be explored.

Therefore we have avoided using the terms ‘quantitative’ and ‘qualitative’ which are often seen as marking out the boundaries of this dispute, and have instead organized this volume in terms of commonalities around the objectives of the investigation of psychotherapy process: general theory testing (the coding strategies); and micro-theory building (the discourse strategies). The complete scientific process necessarily includes both these objectives at different points in its evolution.

The dialogue between ideas and evidence: comparative analysis

Research is a process by which the investigator chunks up the world – phenomenal or natural – in order to undertake some kind of comparative analysis. In order to compare, that which is being compared has to be established in an accountable way. That is, the researcher must be able to justify the choice of things to be compared with reference to a theory, and must proceed through sampling: the selection of data to be analyzed through a coherent and transparent decision making process. The transparency of the sampling procedure, the means by which it is conducted and communicated, provide the foundation for the reliability and validity of the analysis: the consistency of the inferences which are made on the basis of the analysis. A general discussion of reliability and validity in psychotherapy research follows in Chapter 2; and specific issues of reliability and validity are discussed throughout the chapters on method. The following sampling procedures are the major ones which are applied in research, and will be encountered in the discussion of psychotherapy process research methods:

[image: image]Population sampling. This ensures that where two or more populations are being compared, they are the same in other respects. This is a fundamental procedure in studies of the outcomes of particular kinds of therapies. In psychotherapy process research studies, a similar procedure is observed, where theories of change, for example, are being compared. If a population of patients is being studied in order to identify and compare change processes, it is important that the groups being compared are similar in all other important ways – i.e., that the kind or level of disturbance is similar; that their age, sex and general circumstances are similar.

[image: image]Coding. Using codes to sample data means that the investigator chooses to select some parts of the data by identifying similar elements and grouping them together, in order to compare them with other groups of elements. Codes are derived from theories, and, where they are successful, are developed into coding systems, or instruments, used to investigate texts and test theories. Many such coding systems have been developed by psychotherapy researchers, and some of the most important ones are introduced in Part II. The coding process itself must be conducted in a comprehensive and consistent way, so that all instances of the elements being sampled are included. Then, the identified elements can be compared (contrasted), either numerically, or textually, or both.

[image: image]Theoretical sampling. In the case of purely textual analysis, an additional constraint of the coding process must be observed. This process is termed theoretical sampling by Glaser and Strauss (1967) who developed an inductive, theory building method for textual analysis (see Chapter 6). Through the method of constant comparative analysis of observational or textual data, categories can be derived which correspond more closely to the experienced framework of subjects, rather than merely representing the conceptual framework of the initial theory. This basic principle of sampling underpins the validity of the analytic inductive process.

[image: image]Sampling by type. Another kind of theoretical sampling, used in observational strategies, is sampling by type. Darwin systematically collected bones, and sorted them into types in order to compare one against another, and to identify type groups, or species. He did this in the context of his provisional theory: that all the different species are related to each other in form and structure. This basic principle of sampling is also used by conversation analysts (see Chapter 7).

[image: image]Random sampling. A final method of sampling data, which may be vital for a project which involves large quantities of textual data, is random sampling. For example, in comparing a dataset of 26 session therapies, the researcher may sample the data by choosing the 3rd, 12th and 24th sessions to compare, assuming that this sample will adequately represent the early, middle and later stages of the therapy. Or alternatively, where a single case is being intensively analyzed, the researcher may employ the ‘pond water’ theory of sampling: that a random sample from the whole text will contain and reveal pervasive features of the entire text.

Conclusion

In the chapters which follow, we will explore a variety of different research methods which can be used to undertake psychotherapy process research. Their underpinning concepts and strategies differ in ways touched on in this introduction. They are all, however, linked by the common, shared basic process of inquiry and governed by the principles of reliability and validity. It is this adherence to this set of procedures which provides a secure grounding for the variety of approaches needed to research the complex process which is psychotherapy.


CHAPTER 1

Psychotherapy research: a brief overview

Introduction and origins

It sometimes surprises people who are new to the field of psychotherapy that there is a long and very productive history of empirical research into the outcome and process of the therapy relationship. Generally speaking, the efficacy of formal psychotherapy has become well established and the research agenda has moved on to more specific questions relating to particular therapeutic methods, client groups and the process of change. This section will give a broad overview of the history of psychotherapy research in order to provide a context for the methods introduced in the following chapters.

Modern schools of psychotherapy derive from psychoanalysis, which was based in the work of Sigmund Freud and his followers at the beginning of the 20th century. Freud developed the theory and practice of psychoanalysis from insights developed from his practice as a physician specializing in neurological disorders. His roots were in empirical science and he always emphasized the importance of seeing psychoanalysis as a science. However, in developing the new field he was not engaged in what would now be considered empirical science. The Freudian claim to scientific status came from the clinical observation in the consulting room of material which was seen as confirming psychoanalytic theory. Freud’s laboratory was the analytic couch. Some may challenge the legitimacy of clinical observation as a basis for evaluating theory, but most will accept that this is legitimate so long as there are rigorous methods for ensuring that the observations are collected in a systematic and open minded way. This cannot be said of the observations and presentations of Freud and his followers in the standard format of the psychoanalytic case study, as documented by Spence (1993).

The main problems with this kind of data collection are that the observations are made by the therapist who has a particular perspective both on the course of the treatment and on a particular theoretical model. We only have to look at clinical commentaries, where proponents from particular analytic schools comment on data as presented by a clinician to see how one’s theoretical perspective will colour the material and in some cases produce several very confident and contradictory accounts. This is not to undermine the value and creativity of the endeavour, or to say that the theory based upon this procedure is wrong, but merely to acknowledge that in order to have any confidence in theories based upon this form of observation there must be a more rigorous approach to its collection and evaluation.

The proponents of the founding theory of psychotherapy, those of the psychoanalytic schools, have not traditionally been supportive of empirical research into psychotherapy and have been slow to take up the mantle. Even now there is a lack of empirical support for psychoanalytic treatment which arises not from negative evidence (or superior support for alternatives) but rather lack of evidence of its efficacy. It was the new therapeutic modalities, set up as an alternative to the psychoanalytic hegemony of the early part of the 20th century, that were keen to establish the efficacy of their treatments through empirical research. Thus Carl Rogers, the founder of client-centred therapy, was actively engaged in research using audio recordings during the 1940s to find evidence of the core therapeutic factors that he felt produced changes. These were used as support for the importance of the facilitative elements: in particular, empathy. A more radical alternative to psychoanalysis came from learning-based approaches, which stressed the importance of patient behaviours and a more active role for the therapist. These were developed in the 1920s and 1930s and the proponents put great emphasis on empirical evaluation of the outcome of therapy. Both of these new therapy methods relied on a shorter intervention than did psychoanalysis and hence it was more feasible to conduct empirical research on their process and outcome. This was also the case with cognitive therapy, which developed in the 1960s and 1970s in response to the perceived limitations of approaches which only saw behaviour, as opposed to thought, as significant. These new approaches were also strongly committed to empirical research.

Research into psychotherapy outcome

The post Second World War years thus saw a great diversification of therapeutic approaches and a growth in the quantity and quality of research into therapy. A defining moment in the history of psychotherapy research came with Eysenck’s review of 24 research studies, concluding that there was no evidence that psychotherapy treatment was more effective than no treatment (Eysenck, 1952). Eysenck’s methodology has since been criticized (e.g. by Bergin and Lambert, 1978) on the grounds that he was more stringent in his criteria for evaluating improvement in the treatment group than in the no-treatment group and also on the basis of the limitations of the studies included in his review. However, we can thank Eysenck for helping to establish the efficacy of psychotherapy because his review mobilized a great activity of research into the efficacy of treatment, most of which has been much more positive.

Barkham (1996) has characterized psychotherapy research generations, starting from the response to the Eysenck study, as follows:

[image: image]Generation I – 1950s to 1970s concerned with whether psychotherapy is effective and the process question of whether there are objective methods for evaluating process.

[image: image]Generation II – 1960s to 1980s concerned with which psychotherapy is more effective and the process question of what components are related to outcome.

[image: image]Generation III – 1970s to 1990s concerned with making treatments more cost effective and the process question of how change occurs.

[image: image]Generation IV – 1980s to present concerned with the issue of clinically significant change and the development of exploratory approaches to discover effective ingredients.

This is obviously somewhat simplified, with considerable overlap between research generations, but it does illustrate how the focus has changed over the post war period. It is also interesting to observe that the process research agenda has been there from the beginning, although often as a rather under-valued and under-funded alternative to outcome research. We will discuss the developments within process research separately. It should also be observed at this point that some of the research methodologies which have come to be important in psychotherapy process research – namely the discourse-based methods – were developed within other discipline areas. The antecedents of these approaches are reviewed in Part III.

The first generation research into efficacy was supported by the emergence of meta-analytic statistical methods to enable the collation of large numbers of research projects, which has further helped to establish efficacy. Smith and Glass (1977) used 475 trials of treatment versus no-treatment over 18 therapeutic modalities and found that the average treated person is better off than 80% of people who have not been treated. They found that the effects of therapy are better than no treatment or of placebo control, and that therapies generally seem to have equivalent effects when compared between different modalities. Since the ground-breaking Smith and Glass review there have been a large number of such studies and, although overall effect sizes vary, their findings have been replicated. Thus it is broadly agreed that psychotherapy treatments benefit the majority of (but not all) subjects. More detailed reviews can be found in publications such as Bergin and Garfield’s authoritative studies of psychotherapy research, the Handbook of Psychotherapy and Behaviour Change, the most recent edition of which was issued in 2003 (Lambert, 2003).

Equivalence of treatments

The establishment of the efficacy of psychotherapy generally led to the ‘equivalent outcome’ finding, or what Luborsky has called the ‘dodo bird verdict’ (Luborsky and Singer, 1975). This is a reference to the caucus race in Alice in Wonderland where the dodo bird concludes that ‘all have won and all shall have prizes’. This finding was the stimulus for the research developments that Barkham characterized as Generation II, namely investigations into particular therapeutic modalities with a view to demonstrating which treatment was most efficacious for which disorder. The standard methodology for this research was the randomized controlled trial (RCT), with a random allocation of patients into at least two treatment types and a control group. The largest of these was the National Institute of Mental Health Treatment of Depression Collaborative Research Program (Elkin, 1994), where 250 clients were randomly assigned to four treatment conditions, including cognitive behavioural, interpersonal, a pharmacological intervention and a placebo condition. This found no significant differences between the three active treatment groups, but superiority of the treatment groups over the placebo group. The Sheffield projects in the UK used this basic design to compare 8 and 16 session prescriptive (cognitive behavioural) and exploratory (psychodynamic interpersonal) treatment for patients with depression (Shapiro and Firth, 1987; Shapiro et al., 1994). Findings showed a slight advantage of prescriptive over exploratory therapy, but only on one out of seven client self-report measures.

The attempt to establish the general superiority of one treatment modality over another has not been successful, causing Bergin and Garfield (1994) to conclude:

One of the most difficult findings to conceptualise theoretically or to use practically is the continuing and frequent lack of difference in the outcomes of various techniques. With some exceptions, which we will consider, there is massive evidence that psychotherapeutic techniques do not have specific effects, yet there is tremendous resistance to accepting this finding as a legitimate one. (p. 822)

This is a judgement that is repeated in the 2003 edition of the Handbook of Psychotherapy and Behaviour Change, in which the authors launch a robust criticism of the movement to develop lists of ‘empirically supported treatments’ (ESTs) and treatment guidelines founded on psychotherapy research. It is argued that the research evidence does not support this approach, partly because of the overwhelming finding of equivalence of treatments (except in a very few matches of certain treatments with particular circumscribed conditions) and partly because of the methodological weaknesses in some of the research on which it is based. One telling finding in relation to this issue was that of Luborsky et al. (1999) who demonstrated that strong researcher allegiance produces large effect sizes in research studies: in other words there is systematic bias in research findings according to the therapeutic allegiance of the researchers. This therefore tends to favour those modalities which are more active in empirical research.

Cost effectiveness

The third generation of research as defined by Barkham has been particularly concerned with issues of cost effectiveness and service delivery, driven by the public sector service provision agendas in the United States and Europe. Given that the general efficacy of psychotherapy had been established, and that there was a demand for its provision within the public services, this raised the question of how much is enough. While a private treatment, like private sector psychoanalysis, is rationed by the willingness of the client to pay, when psychotherapy treatments became an important part of public sector provision there was naturally a need to provide evidence of what and how much was justified. It is generally the case in the UK that psychotherapy treatments available within the National Health Service (NHS) are limited – between six sessions and a year – and within the US there has been an even stronger trend towards briefer treatments. This is also true of the psychotherapies which have been systematically researched, which are almost all brief interventions. While this partly reflects the normal practice of the modalities which have been the subject of research, it also arises from the need for experimental control and for economy in research design.

Much of the discussion about length of treatment has focused upon ‘dose-effect’ research, which has been concerned to look at the incremental effect of therapy upon outcome. Howard et al. (1986) found that over 50% of clients showed measurable improvement after just eight sessions, and 74% after 26 sessions. In other words, most clients seem to gain quite quickly, with a minority needing a longer provision. Barkham (1996) stresses the importance for efficient service delivery for distinguishing between those clients who can be helped with a brief intervention and those who require a longer treatment. Within public sector provision this is possibly (in an ideal world) achieved through the provision of differing levels of speciality of psychological treatment, from primary care short-term counselling to more specialist and intensive psychotherapy treatments.

Howard et al. (1995) have built upon the dosage model to develop a three-phase model of psychotherapy which has been used as a basis for the widely used UK clinical audit instrument, the Clinical Outcomes in Routine Evaluation (CORE) (Barkham et al., 2001). The phase model sees psychotherapy as progressing through phases in order:

[image: image]remoralization – usually a quick response reducing distress and enabling the mobilization of coping resources;

[image: image]remediation – concerned with refocusing coping skills to bring symptomatic relief;

[image: image]rehabilitation – a later stage focusing on unlearning maladaptive longstanding patterns.

The authors have demonstrated that the phases are sequentially dependent and that there may be different therapeutic processes that characterize each phase. Empirical support for the model comes from the large amount of data that has been accumulated from the CORE instrument based upon the phase model.

Clinically significant change

The research generation which Barkham defines as a possible fourth phase focuses on the area of clinically significant change. The standard procedure for determining whether psychotherapy ‘works’ is that there is a demonstrable difference in change between a non-treatment and a treatment group which is statistically significant: i.e. judged to have a less than 5% or 1% probability of having happened by chance. Jacobson and Truax (1991) challenge the use of the concept of statistical significance to determine whether change has taken place. They argue that statistical significance tests give no information on the variability of response within the sample and also that statistical effects have little to do with clinically significant changes. While the notion of effect size (the overall effect of the treatment) provides some fuller information, it is subject to the same limitations, in that the size of an effect is relatively independent of its clinical significance. Jacobson and Truax argue that a clinically significant change occurs when the client moves outside the range of a dysfunctional population into the range of a functional population. This approach has been used in conjunction with outcome measures to develop guidelines on standard scores for normal and pathological populations. For instance, developers of the CORE outcome measure (Barkham et al., 2001; Evans et al., 2002) have developed outcome benchmarks based upon data for clinical and normal populations which has enabled service providers to evaluate their provision in relation to national benchmarks for psychotherapy effectiveness.

The requirement of clinically significant change leads to a more rigorous test of efficacy, reducing the normal figure for improvement over a specified treatment period to a lower figure. Lambert and Ogles (2003) reviewed the recent research on clinically significant change in relation to the optimal duration of therapy. They conclude that 50% might expect to achieve clinically significant change with 21 sessions, but that over 50 sessions are needed for 75% of patients to achieve clinically significant change. This indicates a longer optimal treatment than the research of Howard et al. (1986) quoted above. On this basis Lambert and Ogles argue that the lengths of treatment offered within public services, particularly in the US, could be seen as sub-optimal. On a more encouraging note they confirm that there is good evidence that the effects of therapy are lasting.

Developments in process research

Process research methods are the topic of this book and hence the main focus from this point. However, it should first be acknowledged that the standard division between process and outcome research is not a satisfactory one. In its purest forms outcome research is only concerned with comparing where patients are at the end of therapy – using various instruments, mainly self report – with where they were before therapy started. In its purest form process research is concerned with what happens in the psychotherapy process itself without concern for the before/after outcome. In reality, practically all psychotherapy research conducted in recent years has combined elements from both. Consideration only of outcome had relevance in the days when establishing the efficacy of psychotherapy generally was the main aim. However, as soon as investigation moved to the comparison of treatments, process elements had to be taken into account. A fundamental question in comparing treatments is whether there is adherence to the technical requirements of the modality in the actual treatment. There has been a vast range of research which comes into the category of process-outcome. In their comprehensive recent review of this research Orlinsky et al. (2003) counted 2354 separate findings from hundreds of studies between 1950 and 1992, and a further 320 publications appearing between 1993 and 2001.

According to Orlinksy et al. (2003) there are two sources for the contemporary study of psychotherapy processes. The first was the use of sound recordings of sessions which began in the 1930s and 1940s. Previous to this the only available data from sessions was in the form of case studies written up by therapists for didactic purposes. The other approach to studying process came from those who developed rating scales and questionnaires to study the subjective experiences of clients and therapists. The main methods reviewed in this book clearly relate to the first tradition: the analysis of the raw data (sound or sound and video) or the session, by the therapist or by a third party. Much of the early research in this area was on the necessary and sufficient conditions for change, based upon Rogerian client-centred therapy (Rogers, 1957), which formed the foundation of research into the therapeutic relationship for decades to come.

The development of research into the therapeutic alliance, stimulated by Bordin’s (1976) discussion of the ‘working alliance’ was probably the most significant process research innovation in the 1970s and 1980s. The work of Horvarth and Greenberg (1994) continues to the present day. Another significant development was the publication of Rice and Greenberg’s Patterns of Change (1984) which described the task-analytic method for the intensive analysis of process, with markers for significant events. The development of robust concepts and methods to study the psychotherapy process, in combination with the equivalence of outcomes finding from outcome research, has led to an interest in the ‘common factors’ in the psychotherapy process, rather than technique specific factors.

Factors leading to change in psychotherapy

Despite many studies into the specific effects of psychotherapy modalities, the significant ingredients of the process of psychotherapy have been found to be common factors, namely those which may be expected to be present in some form or other in any therapy. This has led to a call for an abandonment of the movement for empirically supported treatments towards a greater exploration of the elements of therapy which seem to promote change. Lambert and co-workers (Asay and Lambert, 2000; Lambert and Barley, 2002) reviewed the outcome research literature and found that the variables which affect progress can be divided into four main categories: extratherapeutic factors (those factors that come with the client, ego strength, spontaneous remission, outside events etc); expectancy (placebo, belief in treatment); techniques (factors specific to a particular modality); relationship factors (variables found in more therapies, such as empathy, understanding, alliance). The relative impact of these categories based upon this review has been judged to be: 40% extratherapeutic, 30% relationship, and 15% expectancy. Thus only 15% of therapeutic change is contributed by factors which are specific to a particular modality of therapy; the remaining 85% comprise common or extratherapeutic factors. The largest of the categories – the extratherapeutic factors brought by the client and his/her environment – is outside of the control of psychotherapy. These factors are very significant from the point of view of assessment of suitability for various interventions, and for adjusting treatments. Similarly, the area of pre-therapy expectancy is outside the control of treatment, although this is not to say that expectancy cannot be changed in treatment. The clear implication of this finding is that we should mainly focus upon relationship factors, rather than specific techniques, in order to maximize therapeutic gain.

Before discussing the relationship factors, it is useful to reiterate the issue of the lack of research support for specific techniques, which came up in the ‘dodo bird verdict’ in efficacy, as discussed above. Lambert and Barley (2002) point out that available research leads to the clear conclusion that psychotherapy in general has been shown to be effective, but that this does not lead us to what the healing components in the therapy relationship actually are. Despite attempts by particular schools of therapy to demonstrate the unique efficacy of their own techniques, meta-reviews have not demonstrated the superiority of any form of therapy in treating clients across broad categories of pathology. It can be argued that those studies that have shown differential effects do not seem representative of typical clinical practice: for instance, in using very restricted client groups with mild pathology. Obvservations by Luborsky et al. (1999) of the significant part played by researcher allegiance further undermines the confidence in any differences. While there are a few techniques that have shown clear superiority with particular diagnostic categories, such as exposure treatments for certain phobias, there is no clear evidence that the ingredients of particular modalities are more effective with the broad range of problems seen in normal clinical practice.

Lambert et al. (2003) point out that observations of practice across the modalities have revealed that, regardless of the type of therapy, it will include cognitive, emotional, behaviour and relationship elements. Whatever the technique that is emphasized in the theories and manuals, there is a great degree of commonality between different modalities. The evidence seems to point to these common elements as the main ingredients of therapeutic change. The importance of common factors does not mean that formal therapy is ineffective, merely that we don’t know precisely why it works. Learning theorists have attributed change to un-learning response patterns in the therapy relationship and acquiring new ones. Humanistic perspectives have emphasized the caring relationship, characterized by empathy and acceptance, as healing in itself. The psychodynamic view to some extent spans these two perspectives, in emphasizing maladaptive relational patterns acquired in childhood which are able to change in the therapeutic milieu. Where traditionally psychoanalytic theorists have emphasized the role of transference interpretation in developing insight and promoting change, the link between frequency of transference interpretation and outcome has not been supported by research evidence. The emphasis of most psychodynamic schools has now shifted to a more relational focus.

Relationship factors

The most robust finding from process-outcome research over the years has been the importance of the therapist and the therapeutic relationship. Lambert and Barley (2002) have divided these into therapist variables, facilitative conditions, and client–therapist relationship, while acknowledging that it is impossible to completely differentiate these issues. For instance, the facilitative conditions of psychotherapy are essential in forming the therapeutic alliance. Barkham (1996) points out that facilitative conditions have been viewed as the mechanism of change, whereas the alliance is maybe best seen as the mechanism through which the client is able to stay in therapy. The work of Safran and Muran (for instance, 1996) has looked in detail at the ebb and flow of the therapeutic alliance and importance of dealing with ruptures and bringing about reparation to enable therapies to work.

Research on facilitative conditions started with Rogers and others using taped sessions as mentioned above. Orlinsky et al.’s review of 1994 identified therapist credibility, skill, empathic understanding and affirmations of the client as consistently shown to have a positive impact. They also found that the ability to focus on the client’s problems and to direct attention to the affective experience are strongly related to outcome. However, according to Lambert and Barley (2002), research into the facilitative conditions proposed by the person-centred model – empathy, warmth, positive regard, congruence – has provided little direct evidence of a cause–effect relationship. They suggest that the relationship between therapist attitudes and interpersonal skills and outcome is more ambiguous than originally thought. However, Elliott et al. (2003) quote a medium effect size linking empathy to outcome-based upon a meta-analysis. They conclude that empathy is better seen as a ‘climate’ variable created by the therapeutic dyad rather than a technique provided by the therapist. Client-perceived measures have achieved consistently more positive results than observer or therapist measures. This tends to reinforce the view that it is the relational aspects of the process that are important. It is not the objective level of skills of the therapist, but rather how the personality and skill of the therapist are experienced by the client, which supports the therapeutic relationship. This observation, of the importance of the client’s perception of being liked, understood and helped, has been supported by many research studies. An example of this finding is provided in the study by Najavits and Strupp (1994) who used the structural analysis of social behaviour (SASB) methodology (discussed in detail in Chapter 5) to look at facilitative conditions as well as more subtle forms of negative behaviours exhibited by different therapists. They concluded:

Thus, basic capacities of human relating – warmth, affirmation, and a minimum of attack and blame – may be at the center of effective psychotherapeutic intervention. Theoretically-based technical interventions were not nearly as often significant in this study (p. 121).

Orlinsky et al. (2003) conclude that effective therapy is more than a set of technical procedures, but also more than just a warm supportive relationship (p. 363).

Therapeutic alliance

The therapeutic alliance, or relationship, therefore has moved very much centre stage in process-outcome studies. Bordin (1976) conceived the alliance as comprising three components: tasks, bonds and goals. Modern views of the alliance are close to this formulation in incorporating the therapist’s contribution, including the facilitative conditions, the therapist’s ability to deal with ruptures, and to negotiate goals. Horvarth and Bedi (2002) provide the following definition of the concept:

The alliance refers to the quality and strength of the collaborative relationship between client and therapist in therapy. This concept is inclusive of: the positive affective bonds between client and therapist, such as mutual trust, liking, respect, and caring. Alliance also encompasses the more cognitive aspects of the therapy relationship; consensus about, and active commitment to, the goals of therapy and to the mean by which these goals can be reached. Alliance involves a sense of partnership in therapy between therapist and client, in which each participant is actively committed to their specific and appropriate responsibilities in therapy, and believes that the other is likewise enthusiastically engaged in the process. (p. 41)

While the alliance is specifically about the therapy relationship it is recognized that it will be affected by prior relational history or disposition. It is well known that patients with very chaotic or abusive relational histories are very difficult to engage in therapy.

Various instruments have been developed to measure the alliance, from a client, therapist or observer perspective. Most of this research has its origins in the psychodynamic and humanistic perspectives, although the alliance has received more emphasis from exponents of behavioural and cognitive therapies in recent years, leading to hopes that the concept can bring about real integration in the research field between the different approaches. Reviews have consistently found a positive relationship between alliance and outcome. The research is comprehensively reviewed in Horvarth and Bedi (2002) who found a substantial relationship between alliance and outcome. They found that the source of the data was significant, in that therapist, client and observer ratings are different: what we are dealing with in relation to the participants is the perception rather than something which can be precisely measured. Given that we also have ratings of outcome derived from therapist, client and observer, tracing the relationship between alliance and outcome is a complex process. Generally speaking, client rating of alliance has been a superior outcome predictor than therapist rating, although it seems that client and therapist ratings tend to move closer together as therapy progresses. A fairly robust finding of research into alliance is that early measures of alliance (often at the third session) are a slightly better predictor of outcome than mid-therapy measures, which is perhaps a reflection of the difficult issues that have to be worked through in the middle stages of therapy.

Horvarth and Bedi (2002) also look at the mediators of the therapeutic alliance: those factors which contribute to or impede the formation of an alliance. These include client factors with some (but not all) studies indicating that more severely disturbed clients have poorer alliances. They comment that one of the reasons that there is only weak evidence for this link is probably due to the fact that clients with poor alliance tend to drop out of therapy. There is also some evidence that patients with complex and entrenched pathologies, such as borderline and other personality disorders combined with the main diagnosis, are particularly challenging to engage. The quality of the client’s attachment style is also significant, with poor attachment styles correlated with poor initial alliances, therapeutic ruptures and poor improvement in alliance over time (Eames and Roth, 2000). However, despite the difficulty experienced by patients with non-secure attachment styles in forming an alliance, there is some evidence that greater relative improvements can occur in patients with insecure forms of attachment (Fonagy et al., 1996; Meyer and Pilkonis, 2002).

Research into the therapist contributions to the alliance give support to the role of interpersonal and communication skills, empathy and openness in helping to build the alliance. There is less unequivocal evidence for the contribution of experience and training to the ability to form an alliance. However, there has been increasing focus upon the therapist’s own past, and the tendency to engage in covert negative process, by Henry, Strupp and co-workers (e.g. Henry et al., 1990). They argue that even in carefully devised handbook-based therapies, the therapist’s unresolved relationship patterns may engage negatively in therapy. Rubino et al. (2000) used attachment theory to find a link between therapist attachment style and the resolution of ruptures in the alliance. They found that more anxious therapists tended to respond less empathically with some patients. Meyer and Pilkonis (2002) conclude that research is beginning to demonstrate how therapist attachment styles influence treatment, with complementary matches between therapist and patient styles affecting the quality of the alliance. Investigations into the interactive elements of the therapy relationship has shown some support for the hypotheses of interpersonal theory (see Chapter
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