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Abstract

Background: Persoc e nt r ed psychot herapies have fared

Suppor t e dcomnparedwithpcogeisvw®ehaviour therapfCBT). Yet there is
evidence otomparablesfficacy and effectiveness of persoentred therapieg®CT), of
elements othe therapeutic relationshgs defined in PCT as a therapegtioccessof change
and an NHS research funding gap (Em CBTPCT) The aithor wondered iPCTwas an
effective intervention for a range of different symptoms anoluttherole of therapeutic
relationshig.

Aim: The aim was to measure the clinical effectivened$3¥®r as practiseth the authod s
private practice andy colleagues at the University of East Anglia Counselling Serarakto

assess the therapeutic relationship as a putatedictorof outcome

Method: This wasprimarily an uncontrolled naturalistic experimpatitcome measures were

completd at first therapysession and subsequentyong withameasure of the rationship

Results There was evidence thRCTwas an effective interventidor clientswho

completed subsequent questionnaires who started ywithtemsof depression (ES§d=1.48

n =111), anxiety (ES(91=1.15, n=91) and distress (E$&IL.80, =79). These atcomes were
broadlycomparable with the literature. Some of the difficulties identified witbontrolled
naturalistic experiments described in the literature are addressed in tliertest,

supporting the validity of these findingehere washo evidence of the role of the therapeutic
relationship(Rogers 1957asa predictoof outcome for depressiqn=92), anxiety(n=75)or
distresgn=54) Further analysis of outlier and influealticases suggested the therapeutic
relationship had an effect on depression outcome, r = .22. lllustrative analysis suggested the
therapeutic relationship could have an effecbottomes foanxietyin the order of = .25

and distress r = .28on-positive findingsmay have been due to problems with phhetocol

andsample these are discussed in the text and recommendations for future research made.

Conclusions PCTwarrants furtheoutcome and¢hange procesgsearch and inclusion as a

comparator treatmentonditionin NHS-sponsored trials of CBT.

Declaration of interest: The author wasrained and practices as a persentred
psychotherapist. During the period 19/5/%3/7/6 the author received £8,167f8dm the
University of EasAnglia University Counsellingervicejthiswas for sessional counselling

work andincluded a contributiotowards the coswof this research.
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1. General Introduction

This section introduces the research that follows. Firstly a general introduction is provided
thatdescribeghe source of this research for the present aathdgives a brief overview of

the need for this research, in particular to provide a context for the subsequent literature

review. The literature review seeks to place this research in an apfeamntext of what is

known about perseoentred psychotherapy outcomes and the impact of the therapeutic
relationship. The literature review is in two parts, firstly to introduce persatred

psychotherapies and secondly to review outcomes literatar@rocessutcomes literature.

The introduction to persecentred psychotherapies describes the early research leading up to
the statement of Rogersod6 theory, describes R
own theory. Contemporary persoantrel psychotherapies are briefly described, since these

are not simply about oOreflections of feeling
divided into a review of outcomes literature and a review of premgs®mes literature,

since these are the® main foci for the experimental part of this thesis. It is important to

note that this is an arbitrary division between outcome and procéssme literature, with

the purpose of providing some structure to this part of the thesis, since researabers hav

frequently addressed both issues in the same article, as does this thesis. This part of the

literature review is brought together by an introduction to the research that follows.

In subsequent sections there is a description of the methodology, a statéthe results,
especially as these relate to the hypotheses, and presentation of some further results that
further explore the results as related to the hypotheses. Finally a disaagsiovided that

summarises the results, the strengths and weséses theesearcland draws some

conclusions.

For consistency UK spellings are used throug
interchanging with O60counselingd for US autho
have been used interchahg b | vy . Rogers first used the term
America it was necessary to be a qualified n

(Thorne, 20G, p. 14 and p. 60).
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1.1 The source of this research

In the UK the National Institetfor Health and Clinical Excellence (NICE) has made
recommendations on what treatments should be offerguhfticulardiagnosesncluding
depression and anxiefiMICE, 2002a) schizophreni@dNICE, 2002b) panic disorder, with

and without agoraphobia and generalised anxiety disQRd€E, 2004a) depressioiNICE,
2004b) anorexia, bulimia and related eating disordBM€E, 2004c) self harm(NICE,

2004d) post traumatic stress disorder (PTSICE, 2005a) depression in children and
young peopléNICE, 2005b) obsessiveompulsive disordefNICE, 2005c) borderline
personéty disorder (draft guideline\ICE, 2008)and revised (draft) depression guidelines
(NICE, 2009a)Whilst cognitivebehavioural therapies (CBT) have fared very wethigse
reviews and are recommended for all diagnosespersorcentred psychotherapies have
fared poorly in these recommendations and in fact are recommended only for mild to
moderate depressi@gNICE, 2004b) This situationis likely to change such that patients are
gi ven Owarnings® ab o ubasefohceunsgllng fermepmssionf a n
(NICE, 2009a)

The trend towards evident@sed recommendations for mental health problems ea@smb

in the USwith theAmerican Psychological Associati¢APA), Division of Clinical
Psychology, Task Force on Promotion and Dissenunaif Psychological Procedures
(1995) DianneChambles$ias been a key supporter of this m¢eg. Chambles$996)in a
process described jobson andCraig (1998) These recommendations hayeen subject to
some update@@.g.Chambless & Hollon, 199&nd some reframindor exampleGoneand
Alcantra, 2007reviewed the literature to identify effective mental hemtarventions for
American Andians and natives of Alaskagain, persorcentred psychotherapies have fared

poorly inreviews inthe US too.

As a recently qualified persarentred psychotherapist the author was concerned #hgut
situation and decided tovestigate further by doing a Masters dissertaitioinis subject area
(Weston, 2005)This revealed to the author that not all researchers agreed with these
recommendations, neither in terms of their methodologiethearfindings Bohart, O'Hara

and Leitner(1998)wrote about what they termédapirically violated treatmenis a n d
descri bed wh a tsenfranehigemenadf humahistic dne oth@rdpsychothetapies
In a large metanalysis Elliott, Greenberand Lietaer(2004)presented evidence that in their

view suggestedxperiential therapies (humanistic therapies including persatred, Gestalt,
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existential, processxperiential, etc.) were as effective as other therapies, including CBT, for

a wide rangef client issues including depression, anxiety disorders, trauma and marital

problems. These authors argued that using the criteria developed by the APA (1995) and
subsequently made stricter (Chambless & Hollon, 1998) experiential therapies were

0ef foiucsac if or (the prgcese s peonenti al suborientation
ef fi cadcp oosussiob)l;y ef fi caci ouso -ekperrenti@dnxi ety di s
suborientation was O6specific and efficacious
6efficacious and possibly specificd for emot
acknowledgd that moreoutcomeresearch waneeedfor all types of humanistic therapies

across different client issugsarticularly in the political context thakisiedin the US, UK,

Germany Netherlands, Austria, etc.

From reading material similar to that described above the present author was left wondering
whetherpersoc ent r ed psychotherapies (also known a:
beneficial effect foclients and decided to conduct some primary research into the clinical
effectiveness of the pers@entred psychotherapies. Furthermore, the author wanted to
research the validity of Rogersodo theory (e.g
therapaitic relationship as described by Rogers upon client outcomes. The next gaen

an overview for why this research was needed to set the context for the subsequent review of

literature.

1.2 Overview of this research .

In some respects persoentred psychotherapy is in crisis.the UK the only diagosis that
achieves any ki n dorcounselbngrenstbemrmaie odyadhatiinfonms the
NHS about treatment policy is that patients with depression should hedednout the
absence of an evidenbase for counselling for depressidiCE, 2009a) Otherwise
clinicians are warned against offering counselling for all other psychologizadigd

diagnoses that NICE has reported on.

Yet, nondirective therapy was founded upon empirical principles. During the course of the
1940si 1960s Car | Rogersd team made early attemj

research technique currently in use. It is widely believed that Rogers wastthesearcher
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to record therapy interviews, transcribe these and analyse them. Rogers established the team
based approach to research wherein many researchers used the same experimental material

for many different forms of analysis. These peaptekedin a manner thawas afore-runner

of theNational Institute for Mental Health (NIMH) Treatment of Depression Collaborative

Research Programme (TDCRHEKIn, et al,1989) probably the most widely researched data

in psychology history. Rogers establishedassive, in its day, research programme at

Wi sconsin that employed hundreds of peopl e a
his theory.

Rogerso6 theory, that the perception of congr
by the client fom the therapist, was eviderased. Initially, CBT, now the most widely
recommended therapy in the UK and beyond, rejected the idea of the therapeutic relationship

as causative. BeckO0s (109 7dcgelationshipwassmplwas t hat
convenient atmosphere to teach the techniques of CBT that would cause outcome.

It would be too simplistic to describe the therapeutic allighicgvath & Greenberg, 1989)

as a rebranding of the therapeutic relationship. Mbts change of name, heraldadhuge

research interest in the goals of therapy, the tasks of therapy and the bond between client and
therapis. The therapeutic alliance is not only shown to predict outcome, it is also increasingly
seen as causing outconiaien CBTresearcheréStrausset al., 2006Spinhoven, Giez, van

Dyck, Kooiman, & Arntz, 2007are finding that good relationships appear to cause outcomes

and wondering how they can get along better with their patients because of it.

IntheUKa very |l arge numkfeor od 6 tdoree 6n Gpdchapapyi wed
26,000 individual therapis{é. Couchmanpersonal communication*3anuary2008) do

all nonCBT trained therapists need to betr@ned in CBT?

When this research was begurkD4 the present author jokedtimwthe Head of the

Department thatifpersement r ed t herapy didnotitelbrt 1 tsel
supplanted by a new form of CBE€lationship therapy wherein the therapist does not use
techniques, because thesght get in the way of the rationship, and instead focused on

trying hard to understand what it felt like to be the client, unconditionally accepting what and

how the client was. Even NICE write about the importance of good therapy relationships

(NICE, 2004)
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NICE (2004) also appe#n accept that over three billion pounds of public money spent on
antidepressants in the past couple of decfd&sston &Weston 2008)was not money well

spent because ardie pr essants dondét make much of a dif
al., 2008)and that much of the apparent improvement could be due to the therapeutic
relationship(Brown, 2007)

Many/most (but not all) researchers agree that the main schools of therapy are approximately
equivalent in effecfLambert & Barley 2002)and thathe single most important thing a

therapist can do for a client is to have a good working alliance/therapeutic relationship with
them(Norcross, 2010)

Yet NICE dondt t hi nk -cegnaed psgchatherapy, b thardpydfouldadv e p e

on the ideahat it is the relationship that cures.

There was a need for this research to look at the clinical effectiveness of-penseu
psychotherapy. Reviewers of therapy want evidence of efficacy/effectiveness when they seek
to make evidencbased recommendans.Seemingly reviewers of research have found
insufficient evidence for persesentred therapy and this research was needed to see if

personcentred psychotherapy was an effective intervention.

During the early part of this century a lot of effort baen put into developing a broadly
based measure of distress (COBHM, Evanset al.,2002)to encourage psychotherapists to
routinely measure outcomes. Yetien NICE (2009a) reviewddeatments for depression
they rejected any evidence based on CARE because, they argued, CORBEV was not a
specific diagnosis of depression, even though there is evidence that depression can be
diagnosed wittCOREOM and that there is largmvariance with measures of depression
(Gilbody, Richards, & Barkham, 20Q7)

Thisresearch was needto do research on the effectiveness of persemtred
psychotherapy with diagnostic specific measures, in addition to the more usual broadly based

psychotherapy outcome measure (COBRH).

This research was needed to lookatsoncertred outcomes for depression and anxiety as
these are two of the most common psychologidadiged diagnoses (NICE, 2004a, 2004b)

with huge economic cost.



20

|l deally, reviewers of therapy want evidence
These are dlicult to organise and expensive, certainly beyondsgpendingof an unfunded

PhD student. It would be ideal to conduct an RCT for pecemtred psychotherapy and this
research was needed to make the case for an RCT. It seemed unlikely that furederarof

would come up with a large amount of money to fund an RCT without anycjaser

Whil st the needed research was necessarily n
met hod. Some researchers favoworhatduerealidenice
effectiveness e.@es Jarlais, Lyles, Crepaamd TREND Group 2004, Victora, Habicht,

andBryce 004, Schwartz, Trask, Shanmughaamd Oswald Townsen@Q04, Westen,
Novotny,andThompsorBrenner,(2004)

One of the challenges it nat ur al i sti c outcomes research i
study, wherein alternate causes of outcome are ruled out as far as possible. For example, it

could be that concurrently prescribed medications were really responsible for any observed
outcomethat any observed changes were simply regression to the mean, that the clients
would have got better anyway, etc. Whilst na
pain-staking analysidn addition to finding out about antidepressants this resemetied to

find out about personality disorders. The presence ofraarbid personality disorder is

known to reduce the size of outcomes from the(&parkin & Levy, 2004) In addition to

considering alternate causes this research needed to find out about the miesenoearbid

personality disorderas a putative moderator of effectiveness.

This research needed to do the analysis of alternate causesleratorssothat any

observed changes could be interpreted appropriately.

Ideally reviewers of therapy want evidence from not just one study but many. In the US the
defintion of an empirically supported therapy is one that includes research by more than one
researcheam(Chambless & Hollon, 1998Fome might say that persoantred therapy has
already been researched and shown to have good outcome, say for depression, on a basis
comparable with CBTWard, et al., 2000)This research waseeded to add to the evidence

base for persceuoentred psychotheraglliott, et al.,2004)

A

Contrary to Rogerso early interest in quant.i
wrote a paper (1985) that many in the persentred community appeto have taken as a
rebuff to quantitative methodBespite persowentred therapy leading the wiaythe early
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years with research, the present author formed the impression from the literature review that
personcentred therapy was in danger of being befhindas researchers from other schools
adopted increasingly complex and sophisticated methods capable of reaching powerful
conclusions. Without being overly presumptious the present author formed the view that this
research was needed in the hope thatrstfrom the persecentred approach would consider
and do quantitative research. As the literature review shows research methodologies are
continually evolving and there Iis no room
requi r edolythgiteratare rgview showbkere has been a huge leap forward in

what is now possible compared with the early efforts of Rogers and his colleagues. This
research was needed to promote the idea of quantitative research amongstgréredn

therapistsand to begin a process of adopting increasingly complex methods.

As mentioned above, perseentred psychotherapy was founded on the idea that the
relationship was the therapy addition to outcomes evidence researchers and reviewers
want to see eviderdor the proposed treatment rationale (Elliott, 20T@¢ present author
reviewed the literature in the hope of finding research evidence to suppioieakhat the
relationship as defined by Rogeausesoutcome The review of literature showed this was
not straightforward to do, methodologically, and early attempts at this were subsequently

ruled out as invalid by reviewers.

Some subsequent research has established pmaessne correlations for some of the
eement s of RNog®ss@L0)Drdaweg an the criticisms of prior attempts at
establishing a correlation between the therapeutic relationship as defined by Rogers and
outcome the present author sought to define an experiment that couldstestrent of

Rogersod theory.

The present author could find no research

theory and subsequent reviewers of the early research. There was a need for this research to

do a simultaneous test of the Rogerianti@teship elements with botitongruenband
ancongruenbclients to see if any observed effect of persentred psychotherapy had
anything to do with the therapeutic relationship.

The present author was unaware of any comparable methodologically bleséundye of the

impact of the therapeutic relationship as defined by Rogers on depression, anxiety or distress

outcomes as a consequence of peraired psychotherapy and this was one of the things
that made this research unique.

f
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Mention was made abovéaut the impact of moderators on therapy outcome. In addition to
moderating outcome these variables can also moderate poutesme correlations. This

research was needed to consider whether the effect of therapy on outcome had anything to do
with the rdationship as defined by Rogers whilst considering the impact of potentially
moderating variables and extreme cases and this was one of the things that made this research

unique.

Given the interest in the fi edrebearxlbwasineedédg oo d
as part of the research effort to establish thatpezsemt r ed t herapi sts 6kno
relationshipsdéd and that the approach has son

0about relationshipsd e .ntgndbéyond.t herapy, medi c

Given the needs of this research, to conduct aewgitrolled outcome study on depression,
anxiety and distress and to look for evidence that the therapeutic relationship had an impact
on outcomethe following literature review considers what is known about persatred

psychotherapy, outcomes research and premgs®mes research.
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2. Person-centred psychotherapies .

Persorcentred psychotherapy is largely credited to the work of Carl Rogers and his

coll aborators. This section describes the de
context of the evolution of psychabesierapy r e
work?6 (Outcome research) and o6if it does wo
The contemporary view appears to be that psychotherapy does work and works because of a
number of factors common to different therapies, such as a bond betvestiand therapist

and agreement on the tasks of therapy in pur
empathy from the therapist for the clientos
affirmation from the therapist for the client; therception of genuineness from the therapist

by the client; the repair of ruptures in the therapeutic alliance; the management of counter
transference, and the adaptation of the therapeutic relationship to suit the needs of the

particular client (Norcros£010). There are some who argue that particular therapies are

more effective than other therapies for particular diagnoses, or client goals, and that particular
therapies have unique O6ingredientsd (e.g. Si
areconsidered below as part of a description of the history of outcome and pootesse

research.

~

21%A01 U OAOAAOAE 1 AAAET ¢ Ob Ol OEA OOAOAI

Thi s secti on iesiethescontext gf elraswas kholwre abaut therapggomes
and the impact of the therapeutic relationghaon research findigs at the time that Rogers
wrote and publishedis theores (1957, 1959)specifically from the resech that Rogers

referredto, tothe extent that this material s/available.

CarlRogers (1902 1987) developed an approach to psychotherapy that has variously beeen
call edi dfemomni wedt r @dldi-caenidt Hisepdelr ysaosrare traced by a

number of authors (e.g. Kirschenbaum 1979, 2007, Bdresihard, 1998 andhorne, 2003).

He began his career in p$ytogy studying clinical and edtional psychology at Teachers

College, Columbia University. Here he wasesgd towhatBarret e nnar d cal |l ed 6
objective measurementr i e nt €pd5) BRdgérdéfirstgob as a psychologist was the

Child Study Departmergstablished by the Rochester Society for the Prevention of Cruelty to
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Children. Whilst at the Child Study Department Rogers continued to studirpartor his

PhD. Rogers also held a fellovglat the Institute of Child Guidance and this had the context
ofwhatBarrelL e nnar d cal | ed O 5)&nd RogdrsovasFerpesedita a ni s mo
psychoanalytic theory (Thorne, 2003, p. 8). Rogers completed his doctorate by developing a
measure of peomality adjustment in children aged nine to thirteen years (1931), altinigigh

firstf ournal article was aboutactivited(Ragérd& gence as
Carson, 1930)

Around this time a paper was pubilesl that would b@ome important, in the sense of being
continuallyreferred toon a number of occasions right up until the present day. Writing in

1936 SauRosenzweigi s ed t he phrase the 6Dodo bird ver
1865 Al inturesGnsWoaddrlarel wherein the Ddaiod when asked to judge a race
dedared&Everybodyhaswona nd al | mu spt 34 remphasis @riginaia |1ggést

that common factors (e.g. the therapy relationship) shared between different types of
psychological therapies caused different therapies to be similarly effdetigers himself

woul d make an i mportant c¢ ondimhisddb7theormpapen t he
as wel |l as setting out the key theentreelt i cal s
therapyo in his 1959 theory paper.

Meanwhile alsoin 1930s AmericaRogerswent on to write aboud The CIl i ni cal Tr e
theProblem Chi |l d6 (1939) based upon his own pract

children and their parents.

BarrettLennard (1998, pp.-8) pointed out that Roge¥$939 description of what Rogers
called o6relationship t her ap yprincipfeothaeRogeessd owe d n

subsequently elaborated upon:

1.1t applies only to those parents who have
2. The relationship between the worker and t
worker endeavours to provide an atmosphere in whicpdahent can come to freely
experience and realise his own attituedes
3. The effects of this relationship upon the parent may be characterised by the terms
oclarification of feelingsd and Oacceptan
4. éanother characteristic of this viewpoint
determine independently the manner of dealing with the child. (Rogers, 1939, pp.
197-9).
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Later Rogerswastodrdpsi dea of o6cl i ent moti vatldsbamd ment
1959 statements of his theory, although client motivation has subsequently been shown to

make an important contribution to outcome e.g. LamberBamkty 2002).

Following publication of his book in 1939 Rogers was offered and accepted antapgi

as full professor at Ohio State University. He took up his appointment in January 1940 and

had an article published later that year in the September/October edition of the Journal of
Consulting Psychology (now the Journal of Consulting and Clifisgthology) entitled

0 The profdhceersaspeysé. Wr i ting in 1940 Rogers set
mani festo to scientifically research O0the pr

Recent years have brought significant progress in the field of psychpyh&@he help
obtainedby the individual in a series of interviews is no longer a vague mystery impossible
of serious investigationé The time is perhap
formulate and describe the fundamental aspects of this grasasder that such descriptions

may serve as hypotheses to be tested by resgartfl)
In his1940paper Rogers set out his hypotheses and described how:

It i s essential that certain basic condit
client,whether child or adult, should feel some dissatisfaction with present adjustment, some
fundament al need of helpé Therapy has no cha
weight of adverse social factors making adjustment impossible except thealicgl

alteration of circumstancép. 161)

I n addition to dropping Ocl i enstRogereoi vati ono
dr opped 6 s again aubsequeantthis eas shdwn to play an important
contributionto successful therapy oammee.g. Lambert & Barley2002).

One of the features @fhat Rogersaterc a | hoedirectivitydthatheappeared to recognise
was, given the freedom to focus on either past or present, or a mixture of both, the client

would get to whatever wamostimportant to them:

It is worth noting that some schools of thought encourage expression of material
related to past experience, others material related to present feelings. There seems to be no
evidence that one is more therapeutic than the other, siaceini mpor t ant sense
l ead t (. 1B2) me 0
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Rogers described how 6granted these conditio
release and strengthen the individual, rather than to intervene in his life, certain processes

seemtotakeptae, or I f they do not take place, thei
Rogers described six characteristics of &édmos

1. Rapport is established.
2. There is free expression of feeling on the part of the client.
3. Remgnition and acceptance, by the client, of his spontaneous self.
4. The making of the responsible choices.
5. The gaining of insight through assimilated interpretation.
6. Growing into independendewith support. (p. 163).
Rogers appeared to anticipatewhawhe ul d subsequently call o&éemp

in his main theory papers in his 1940 paper:
genuine interest in the individual, a degree of identification which is none the less real

becauseitisundersiod and t o some extent controll edo6 (

I n terms of t heRorgeesresa rdcehs cormabne df etshteo bnecessi t
[to the] bare bones of the therapeud)and pr oce

In closing attention mighbe called to the research opportunities with which the
therapeutic process bristles. If clinical and applied psychology is to win the status it desires, if
it is to find sound answers to the problems of human relationships which are so urgently
needed ira distraught world, then we will need to promote much more study and effort than
heretofore, in this dynamic field of therapy (p.164)

Rogers closed the year of 1940 by giving a talk at the University of Minnesota in December
at which he tralckoendc eapbtosu ti n6 npeswec hot herapyd an:
kind of turning point for hinpersonally and perhaps for psychotherapy

| was totally unprepared for the furore the talk aroused. | was praised, | was attacked,
| was looked on with puzzlement. Byet end of my stay in Minneapolis it struck me that
perhaps | was saying somet hi befeveittemmighh at ¢ ame
personally, out of my own experience, have some original contribution to make to the field of

psychotherapy (Rogers, 149, p. 8 quoted in Barrettennard, 1998, p. 10)
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I n 1942 Rogers published his second book 6Co
material fromhis talkatMi nnesota as chapter two: The new
directived t her agdnotlgieeadvicesoetelltthe dient winat to dopga s t

resolve their difficulties; clients were encouraged to be self directing. This was based on the
modest proposition that, rather tharkalbwing therapists, clients knew how best to live

their lives:

The counselling relationship is one in which warmth of acceptance and absence of
any coercion or personal pressure on the part of the counsellor permits the maximum
expression of feelings, attitudes and problems by the counsellee. The relationship is a well
structured one with limits of time, of dependence and of aggressive action, which apply
particularly to the client, and limits of responsibility and of affection which the counsellor
imposes on himself. In this unique experience of complete emotionabimesdhin a well
defined framework the client is free to recognise and understand his impulses and patterns,

positive and negative, as in no other relationship (p-4)13

The 1942 book contained the full transcript
O6Herbert Bryandéd and this was probably the fi
published As a full professor Rogers could now supervise students to ctanmmpéesters and

doctoral degrees, and his students used sound recordings, transcriptions and analyses of these
in their research. Rogers wowddbsequently draw upon thgagblished andinpublished

works in his main theory papers.

In 1944 Rogers was invited to spend the summer teaching at the University of Chicago and
was subsequently offered a permanent position with the opportunity to establish a counselling
centre. He was by now recognised as the creator of a new and distapgreach to therapy
(BarrettLennard, 1998). Rogers took up the position at Chicago in 1945 and stayed for the

next twelve years.

BarrettL,ennard (1998) pointed out that Ameri cads
0total i-deamoamaainasbogaext to the-di@adieemocr ati c
therapy.Rogersco-authored a book aboptoviding support to service personnel returning

from the Second World Warn whi ch it was stated O0lt is pe
emphasisin counsellifgond i r ecti vity] has redRodges& i ts fru
Wallen, 1946p. 23.
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Whilst at Chicagdrogers was elected President of the American Psychological Association
(APA)for19467and i n his retiring addr egarssationsol e 0 s 01
p er s o (L8dlr)whicl showedow his thinking was developing

The counsellor attitude of warmth and und
freedom of expression by the individual. The client experiences suffinoien¢st in him as a
peron, and sufficient acceptance, to enable him to talk openly, not only about surface
attitudes, but increasingly about intimate attitudes and feelings hidden from himself-(p. 358
9).

Rogers was clear that what he was presenting was a series of qualltagveations upon
which certain hypotheses had been formed and these observations and hypotheses were being

presented prior to adequate quantitative confirmation:

| wish in this paper to try to bring you some of the clinical observations which we
have mad as we have repeatedly peered through these psychological windows into
personality, and to raise with you some of the observations about the organisation of
personality which these observations have fo
of research findings but only the first step in that process of gradual approximation which we
call science, a description of some observed phenomena which appear to be significant, and

some highly tentative explanations of these phenomena (p. 359).

Rogerskewypot hesi s was ©6é that given certain ps
the capacity to reorganise his field of perception, including the way he perceives himself, and

that a concomitant or a resultant of this perceptual reorganisation israpragie alteration

of behaviourdéd (p361).

Rogersd idea was that it was the therapeutic

this because:

Client-centred therapy is different from other life situations inasmuch as the therapist
tendstoremow from the individual ds I mmedi ate wor |
the individual can reorganise except the sel
and attitudes rather than to the objects of his feelings and attitudes, thgstiesnt in
bringing from background into focus his own self, making it easier than ever before for the

client to perceive and react to the self (p. 366).
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I n Rogersdé hypothesis the therapeutic relati

By offering only undestanding and no trace of evaluation, the therapist removes
hi mself as an object of attitudes, becoming
The therapist by providing a consistent atmosphere of permissiveness and understanding
removes whatear threat existed to prevent all perceptiohthe self from emerging into
figure. Hence, in this situation all the ways in which the self has been experienced can be
viewed openly, and organised into a complex unity. It is then this complete absenge of a
factor which would attack the concept of self, and second, the assistance in focusing upon the
perception of self, which seems to permit a more differentiated view of self atlg fire

reorganisation of se(p. 366).

Rogers noted that once all biese denied perceptions were integrated into awareness this
was accompanied by 6éfeelings of comfort and

as psychological adjustmentd (p. 364).

Il n contrast to the pecetradgherapghataouldbemteded r ol e o
from the NICE and APA r e vnoedirestivetherapy ka8 whats A mer
mightbetermed6é cut t i ng edged. This dédnew approachdo e

creator as President of i henAPAdwmas nsér eaimdl

In his 1959 theory paper Rogers referred to the work of Assum and Levy (1948) who

reported findings form 15 nedirective counselling interviews with one client over a period

of four months, 6émade freiml thé ¢(pr ba8) mandt a
interview one year | ater Oelectrically recor
these authors conducted quantitative analysis using the Discomfort Relief Q(IDR€eht

Dollard & Mowrer, 1947)and showedh the early stages of therapy the client experienced

more o6discomforté and this reduced as therap
support Rogersodo 1947 hypothesis that therapy
this findinginhis199 paper as one of five research pay
psychol ogi cal tensi on6 ( pofnorditedtive harapyThe t h o ut c
idea that O6outcomed and éprocessod, which at

corsideration are perhaps less distinguishable recurrent one, e.g. Stiles (1996).
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Rogers also referred to Virginia Axlineds

(1

of the o6permissived therapeuti ermgwdthtieiri onshi p

own attitudes and emotions.

Victor Raimy completed his PhD with Rogers at Ohio in 1943 and published an article in
1948 based on records of 111 therapy sessions, 24 sessions from counsellor r&tes and
from electrical recordings from 1hdrapists counselling 14 college students. Rogers use
Rai my 6s de todRaimgadd faunaddey evaluating 874 and 356 client resppnses
respectivelyj n hi s 1959 paper as evidence that,
increased as blotan outcome and process of therapy.

Schwebel and Asch (1948) evaluate different relationship conditions thagychology

studentavere exposedtowi t h t heir teacher sdi Mavot icYastseasch

and one contr ol tgraoccuhg nrgedc e i Tvhetudeats iasharbho r s
directive condition did more reading of both set texts and outside &extshose in the

6di r ect werefourgdo bewngrdarticipatory in class and poorly adjusted to
classroom situations. Thepa ¢ | u d e d -difedivte tedching mighd encourage a

greater drive towards maturity and self realisation. 2. The amount of work accomplished is

f oui

related to the degree of freedom afforded to the student and more specifically to his readiness

toaccephi s i n d e p &8)delated ¢odhis (epearchsnhat by Volney Faw who
also publishd research on teaching relationships with psychology studentsi@nd with
the work of Schwebel and AsdRpgers refeedto Fawd s w dhis kX959i paper. Favoéind

students taught in a natirective manner increased their amount of participation

(6statistically signifi-)andthadddttergrade pomine per

c

averages at the end (6stat i s108).cRaders referreétbi abl e

Fawés research as suggestive that:

To the extent that education is concerned with learnings which significantly influence

behaviour and facilitate change in personality, then the conditions of therapy and the
conditions of an immving relationshi@pply. This leads, among other things, to more
responsible basing of behaviour upon these perceptions (1959, p. 241).

The -dnbpactived school was Heacavidnte standacds e as i n

of research were not thoadich wouldnecessarilpass peer review nowadays they were of

an adequate standard tfenacceptance by the major psychology journ@learly research

methodologies have evolved since the 1940s and it is important to note that Rogers and his
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colleagus were developing the techniques and methods which would be built upon for

contemporary research.

I n 1949 a o6speci al editiondé of the Journal 0
Consulting and Clinical Psychologwjas publishedontaining seven search reports by

6non directive authorsé. These were based up
and transcribed cases and bec dRogerskid4d®)wn as Ot
BarrettLennar d referred to the fact of the O0spec
6high point of t h-eented/romirectige therapg @398 p.236). c | i ent

The nondirective authors conducted six different investigations aesktvere brought

together in one papéRaskin, 1949a)with an introduction(Raskin, 1949h) Seemands p a|
was first in the journal and, leaving aside his other findings, Rogers lateedttethis

paper as one of sevenemskeiantde suppotdisngo
(1959, p. 217) as a consequence of-dwactive therapySheer er 6 s wor k was al
by Rogers as supporting an increase in positive self regard as a consequenedirective

therapy, although her ayéical approach was quite different to Seeman. In addition Rogers

referedt o Sheererd6s article as one of two paper :
consequenceofnethi recti ve therapy 6éothers are percei
219).Roges uselHaighd s r es e ar c h saasonsequence®fmatiesctiveh at a
therapythere was decrease in client defensiveness as both a process and an outcome.

Hoffman and four jdges analysed transcripts and Hoffnecancluded that as a consequence

ofnon-di recti ve t her auwbecamb morecrature and thiswedre havi o
referred to byRogers in his 1959 theory.

Rogers refeedto a paper published the following year by Cowen and Combs (1950) as

evidence that as a consequence ofdioectve t her apy, <c¢client O0éadjus
supported by evidence based on TAT [Thematic Apperception Test], Rorschach, counsellor
rating and other indexesd6 (19509-upstpdyofd2l 9) . | n
cases treated by natirective py c h ot h e r a p ypdn pne ansl pobt éesteuding the

Bernreuter Personality Inventory and theiest analyses of the four subscales showed

statistically significant improvements in neurotic tendency, introversion, confidence and
sociabilityas a consquence of nodlirective counselling. They also concluded their mixture

of qualitative and quantitative analysis with their assessment that two important features of
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the therapeutic relationship for successful

counsdbr and his ability to create ananhr eat eni ng at mosphered (p.

Fred Fiedler completed a PhD in 1949 on O0A c
relationships created by experts and-e&perts of the psychoanalytic, nrdirective and

Adlei an school s6. There was a subsequent paper
1957 and 1959 theory statemeiid. e d |l er descri bed hi mself as h
directive and psychoanalytic training but at present considers himself to be

psychoanalytically orienté1950, p. 4370 He asked t hree O6divergentao
sample of ten electrically recorded -therapy

expertsé in each of the three school s. Fiedl

1. Expert psychothapists of any of the three schools create a relationship more
closely approximating the Ideal Therapeutic Relationship télationships creatdaly non
experts within the same school. 2. Therapeutic relationship created by experts of one
school resetnles more closely that created by experts of other schools than it resembles
relationships created by n@xperts within the same school. 3. The most important
dimension (of those measured) which differentiates experts frorexmmerts is related to the
ther apistds ability to understand, to communi
patient (p.444)

Fiedler noted he used Oexpertnessd as a prox
judges, not quantitative measures of what was effectvasome extent would appear

Fiedler held an idea of integrative therapy aeaoted if one therapy could succeed without

a component considered essential to another therapy then that component was not essential

for effective outcome. He was interestedinding what component(s) were essential for
effective therapy and hel Stiles&Shapitbel@94jnofe t he o0d
of an essential component must produce proportionally better outcomes. His research

convi nced hiistherapy,ghlatahe goodmessof tiperapy is a function of the
goodness of the therapeutic relationshipé th

relationship alone can |l ead to eventual <cure

Rogers referred to Fi Qdinng950)whoundertéok asanilao ng wi t
exercise, as confirmation of Rogrebotsthe si x con
1957 and 1959 workg)nd particularlyfor the role of empathin the 195%aper p2135). In
the 1957 paper Rogersar ef erred to Fiedl er6s wor k:
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That such penetrating empathy is i mportan
(1950) research in which items such as the following placed high in the description of

relationship created by expert therapists: The therapist is well able to understand the

patientdos feelings; the therapist is never I
therapistés remarks fit in just ri gtteofwi t h t
voice conveys the complete ability to share

In 1951 Rogers published C | icemtred therapy: Its current practicaeplications and

theoryd. Whilst this did ,thstdsetoetRogretr sdny new
evolving thinking about his theoriRogers saw the nedirective therapeutic relationshgs

having an impact upotie clientsot he c¢cl i ent came to realise Ot |
hi mself in this relationshipd (p. 71). | mpor
description of the theory and practice of clieantred therapy in his 1957 theory statement.

The contexfor this was to position the 1957 theory as a statement of therapy integration and
Rogers pointed to cliefdentred therapy, as he had described it in 1951, as being just one of a
number of the various therapies, and techniques of various therapiessimplyv e d as 06 a
channel by which the therapist communicates a sensitive empathy and an unconditional
positive regardé by which the essential <cond
The 1957 theory wa® some extent an ided the integrationof the various different schools
andtheirtherapeutic relationship ¢ 0 mmo n astle cause of £ffective therapy

outcome.

In terms of the chronology difiis processit was in 1952 thaEysenck stirred up a huge
amount of controversy when he wrotettfilowing his evaluation, published in the APA
Journal of Consulting Psychology, thhé effects of psychotherapy weteproverd This
created a stir within the therapeutic community and much subsequent research, some of

which is described below, to esider the effects of psychotherapy.

By 1954 Rogers was ready to repgpbn a large scale research programme that had been

underway at Chicago for over four yeaRofers & Dymond1954) The format chosen for

this was a book, rather than peeviewedjournal articles and thigbsence of formal peer

reviewmay not have helped tisebsequendevelopment of cliertentred therapysee also
Rogersd 1967 research findiThgchapesoftOml so pub
book were authored by a nber of researchers different combinationsas they described

what they had found from analysing a number of fully transcribed courses of therapy. The
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authors wrestled with whdbr the field were new issues that contemporary researchers

would recogrse and probably now take for granted: client inclusion/exclusion criteria,
counsellor inclusion/excusion criteria, appropriate outcome measures, control groups,

criterion to structure control groups by, pre and post outcome measures, when to test, process
measures, valididity, reliability, analytical techniques to be used, confidence intervals, rival

hypothesesetc.

Some of the approaches taken by Rogers and his team wer€edkaind Campbell (1979)

woul d | atexpealiimehdwdsiond; experiments that
and experimental units but did not or could not have random assignment. Lack of random
assignment meant researchers had to work hardetegprieting the results, in terms of

separating the effects of treatment from all possible threats to internal validity.

One of the more extraordinary issues describ
criteri ab6 ahonesbappreachakardby thesd résgarchers probably did not serve
themwellinthelond er m. The team di scussed how they w
what measures woul d de mbhapdvailiagcentedmrarg oogled s 6 or
(e.g. NICE,APA approach dscribed above)vga t o0 det er mi chiet momdnede cal
DSM-IV-TR diagnosisAmerican Psychiatric Association, 20Q0)devaluatewhether

therapy has an impact upon improving this condition, perhaps compared with a control group,

to which clients haveeen randomly assigned. What Rogers and his team did was so

extraordinary as to be worth quoting at length:

Our thinking often took the form of discussing what measures would demonstrate the
6success6 or oOfail ured aohwhchaaeus mostpEaplet ai nl vy
when they think of studying psychotherapy. From this point of view, psychotherapy is
conceived as something which makes people 06b
successful or unsuccessful in achieving thisaimOr 1t i s conceived as a8
ill nessd, and research then becomes involved
guestion is whether a mythical entity has or has not been removed. The consequence of this
use of criteria based upealue judgements has been that each investigatigavours to
prove that therapy does produce certain changes which have value to him, a rather
unsatisfactory basis for science. The fact that there are various more or less competitive
therapeutic orientains still further complicates this matter of using selected definitions of
success (1954, p. 28).
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To some extentVesten, Novotnand ThompsorBrenner(2004)provided something of a
contemporary discussion of thaed related issues On t h e tidbcaite imposdible att [

0
the present time to define 6successd6 or oOad

—_~

operationally clear and accept aldbwaywitho al | 0
6success cr idingead tadoemant what dhargeésdioe dd not occur as a
consequence of cliemmentred therapyn a radically markebriented approach their idea was

that dients could then decide, on the basis of the evidaageesented and with their own

criteria. whether they thought cliegentred therapy was what they wantidrris (1990)

di fferentiated 6éresearchdé and Gesticdlylwbadt i on 0

o
QD

Rogers and team were engaged in wasearch(seeking to find out what hapmras

opposed taevaluatio®(finding out if a particular outcome occurs).

It is becausef this that the 1954 findings weexpressed in terms of changes in the self

concept, changes in psychological tension, changes in psychological adjustment, ichanges
personality and behaviour, the reorganisation of self, changes in attitudes towards others and

S0 on, rather than improvements in anxiety, depression, obsessiilsive disorder,
personality disorder and so ont o Wmndtheshceéhere
strict focus upon researdh this endeavour, perhaps this took clieantred therapy dowa

dlind alleyg as opposedto f or exampl e Beckdés (e.g. 1976)

approach to evaluating outcome based upon digigrogeria.

To the extent that Rogers and team considere
effective outcome as a consequence of cloemtred therapy. There was also a comparative

outcome study (ch. 12)lvere it wasreportecthat there was ndifference in effectiveness

between Sullivanian and Rogerian therapies. This chapter dekitrébdifiiculties of

working withwhatwe e ref erred to as 6éet hnocentricbé cl
researctwas tapping similar attitudes andibés to somepersonality disorders e.g. anti

social personality disord¢Beck, Freeman, Davis, & Associates, 20@gntemporary

literature recognises the added complications of work @ligmts with personality disorders

and the impadhis might haveon, along withother client variableson outcomee.g.Clarkin

andLevy (2004) Whilst Rogers was in possession of this kind of informatio® impact of

client variables upon outcoma, 1954 he appeared to ignore this and the impact of client

variables played no part in his 1957 or 1959 theory statements. Rogers was perhaps reluctant

to 6give upd on t howwerewmore difficultgohmrk wittd be hel pe
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seeminglydoes not follav through on the questions posed about determining which clients
might best profit from therapy (1954, p. 214).

The 1954 volume was concluded by:

In our judgement the research sets forth for the first time objective evidence that one
defined approach tpsychotherapy produces certain measurable and significant changes in
the individual coming for help and that certain other changes which have also been

hypothesised failed to occur in significant degree (p. 433).

In terms of the research questions fos tihiesis the 1954 volume provided evidence of the
effectiveness oflient-centredtherapy, although not in terms contemporary psychologists

would likely find particularly helpful or interestirand there is precious little about the

impact of the therapeutc r el ati onship. I n their critique
interpersonal skil | ddmbdrtaDdJulmandSiempo%a&) wroteé n o ut co
0t hese early crude studiesé generallyrdid no
and its differential relation t o attherapstme é RO
interpersonal skills but concentrated on the

speci fyicreqtdeldi amter apy 6 wa s spedfitaton & dhattthee r e w e
treatment was, what process was going on in sessions, or what might now be termed
6adher ence t o Therewas litile attemppta considec cadsdtion in the sense

of defined process leading to, or at least corredatiith, defined outcome.

Rogers was able to provide evidence for changes as a consequence-oénheyat therapy

in both his 1957 and 1959 theory statements based on the 1954 work. In the 1957 paper
Rogers had evidence to substantiate such claimsaage$ in the personality structure of the
individual at both surface and deeper levels, greater integration, less internal conflict, more
energy utilisable for effective living, change in behaviour from immature to mature and so on
(p- 95). In the 1959 pap Rogers pointed to changes such as dneept of self becomes
reorganised to assimilate and include experiences previoulsy denied to awgrep&§s

new andemergent self perceptiorfp. 217, the increased congruence of self and ideal, the
self-ideal becomes more achievable, concept of self improves and psychological adjustment
is improved (p. 219), therpportion of behaviours which can be owned as belonging to self
increasesthe proportion of behavioudisowned as self decreases, behavMi®comes
increasinglyperceived as being more within cont(pl 220), greater maturity in behaviour

(p. 220), both the clients and friends ncdi differences in terms of the way a person drives a
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car makes choices, behaves in group discussion, ttbatspeopleand so ongp. 236-7).
Unfortunately it is not so clear what these changes amounted to in terms of patients with
diagnosed conditions that a physician might want to refer to a-clegrtted therapist, nor
was it clear, what if anything thedrapist had done, or had to do again, to accomepfisth

least facilitatehese kinds of changes.

In 1954Chodorkoff publishedbased on his PhD with Rogeespapethat Rogers used in his

1959 paper to substantiate his argumentri@e congruent cligs are less defensive and

better psychologically adjusted (p. 20@hd because of this changes in congruence and self
concept are important outcomes, which clieemtred therapy was effective at accomplishing.

I n his d6integratieffethetnoybhdd@®bkKof Rdbgewasr k
were incongruent, vulnerable or anxious (p. 96) and went on to further define these terms (p.
97). Another paper published in 1954 gnlon, Hofstaetteland O'Connor was referred to

by Rogers in his 1959 tbey as evidence thaklfideal congruence was related to level of
psychological adjustment (p. 219) and by implication becausédsalf congruence changed

with clientcentred therapythen it seemed likely thg@isychological adjustment also changed

with client-centred therapy

22- AET OOAOAT AT OO0 T &£ 21 CAOB80 OEAT OEAO AT A
theories.

In 1957Rogers published what contemporary terms might be called his integrative theory

based on common factoRogers explained to Hart (lart andTomlinson 1970) the 1959

0t heory of therapy6 paper -panthpreceslddehd i n 1959
6necessary and sufficient conditionsd®é paper
temporal precedends important and the dates are unfortunately confusing. Importantly the

1959 paper was O0adb theory of t-beatecapy and spe
framewor k6, wher e amtegraiivethedryPaboltll fygepadr was a
psychdherayy.

Att he centre of Roger s owadtl®epropostiondthatisi® &ofditiang e or y
were Onecessary and sufficientd for O6constru

p. ii) pointed out the minor differences in the 1957 and 1959 descsgpifdhe six
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conditions. Rogers expressed these in the 1959 paper (written #1853ollows, with his

later 1957 amendments shown in italics:

1. That two persons are {psychologicaltontact.
2. That the first person, whom we shall term the client is state of incongruence,
being vulnerable or anxious.
3. That the second person, whom we shall term the therapist, is con@muent
integrated)in the relationship.
4. That the therapist is experiencing unconditional positive regard toward the client.
5. That the therapist is experiencing an emp
frame of referencéand endeavours to communicate this to the client)
6. That the client perceiveat least to a minimal degree, conditions 4 and 5, the
unconditional pasive regard of the therapist for him and the empathiderstanding
of the therapisy The communication to the client o

understanding and unconditional positive regard is to a minimal degree achieved).

Roger s 0 t hteeoproyisiowa songtubnaempathy and unconditional positive
regard, as he definedthebey t he t herapi st enabled clients

personality changed (again, as defined).

At the centre of tRegeldsé@&nt hewbhoy 6wad i n a stat
vul ner ab | dRogers, 185, %.198Y hissircongruence, vulnerability or anxiety

arises because of O6a di scr ep agacisynatdeheseé en t he
picture of the individual b (Rogers,d955ap. 963 it rep

theory wa that by genuinely empathising with the client and unconditionally accepting the

c | i eiewpdinsthewlient graduallycameunder st and and accept Ot h
of the organismdé cf. Othe self picture of th
the term d6danxietyd i n a partipghanormenologichly and t

a state of uneasaiss or tension whose cause is unknown. From an external frame of

reference, anxiety is a state in which the incongruence between the concept of self and the
total experience of the individual i s approa
respos e of t he osubgeptiontshra tt os uchhe dii screpancy may
(Rogers, 1959,p.204) This definition of O6anxiety6é is d
is now commonly used. For example thiagnostic and Statistical Manual (DSM-TR)
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l i sts at | east t hir t(AmencantPygyphatsc Assbciation, 2000, gt y d i
429) Rogersd precise use of 06 aiffexenteotthe éurremts a ki

use(s) of the term.

Following the statements of his theory published in 1957 and 1959, Rogers and colleagues

went on to try to test the theomyth people hospitalised f@ diagnosis o$chizophrenia at

Mendota State Hospitalith the sponsorship, encouragement and financial assistance of the
Wisconsin Psychiatric Instituf@®ogers 1967 K nown as o6t he Wi sconsin p
staff members worked on the project at a total cost estimated to be of the order of £4.6m in

2003 tems(Wesbn, 2005 p. 29.

This was a huge study working with a difficult client group in a difficult setting anavith

the work published in 1949 and 19%He team were creating outcome measures and research
methodologies that contemporary researchensid take for granted. The study created

conflict and splits within the research team, that nearly ended up in a court case
(Kirschenbaum, 2007) Wr i ti ng about Othe bucket theory
HawkinsandShohet2006)made the point that:

All helping organisations are, by their very nature, importing distress, disturbance,
fragmentation and need. This isually met by individual workers, who, if they are
empathically relating to the clientds distre
disturbance and fragmentation within themselves. How much of this they will be able to
contain and work thragh will depend on the size of their emotional container (or bucket),
and will relate to their personality, their emotional maturity and professional development,
the amount of pressure and stress they are currently under at work and at home and, most
importantly, the quality and regularlity of the supervision they receive. What is not contained
at this level will lead to decreased functioning in the worker and can also lead to
fragmentation in the team, This comes about as those who are stressed quatet ofiiethis
stress on their colleagues. They can get irritable with the secretary, angry with their boss and
noncooperative with their colleagues. Fights can develop about who is responsible for what,
and arguments over duty rotas. Team meetings begitait later and later and become more
fractitous (p. 183).

Looking back it seems plausible that at | eas

et al. was a consequence of o&édunder supervi si
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As with the 1954 book, publishing the Wisconsimdings in book form took away the
externalpeer review process, which may have been to the detriment. The 1967 book is very
difficult to readand has a number of ommissions that reduce its credibility as a supposed
scientific report of a research study

Rogers sought to test six main hypotheses amohast many nopositive findings Rogers

and his team found some evidence that people with a diagnosis of schizophrenia receiving
clientcentred therapy had a small and statistically significant better ouioccerens of

constructive personality changes and hospital release than matched patients receiving
treatment as wuswual; and that 06é the greater
existed in the rel ati eadcohsirutie tduwet cd)mdeald e(rpd. t h
that extent this appeared to be some evidence of the clinical effectiveness afaritead

psychotherapy and the impact of the therapeutic relationship. The absence of peer review and

the sheer difficulty of making sense of thisdertaking from the book suggest some caution

is perhaps appropriate with these findif@sd see later e.g. Gurman, 1977)

Subsequent research suggestedinsellingcan be effective for people with a diagnosis of

schizophrenia e.g.arrier,et al. 000.

After his experience with thé/isconsinproject Rogers effectively ceased to be a researcher

and found considerable success with the publ
the first of which was published prior to the Wisconsin pitapecschizophreniél961)and

others subsequeniliRogersandStevens, 196 Rogers, 197&ndRogers, 1980Thorne

(2003)described how Rogers moved on from Wisconsin:

It could justifiably be claimed that the powerful desire to be more influential which
took Rogers to Wisconsin was in no way fulfilled by his daily work there. Yet it was his fifth
book, 60On becoming a personé6é, published in 1
the limelight and brought him more fame and influence than he coetchave hoped for.
The book broke him free from the professiona
La Jolla in California to join WSBI, a neorofit making organisation concerned chiefly with

humanistically oriented research in interpeedaehationships pp. 178).

Once Rogers was in California he enjoyed celebrity status and devoted his time to the

encounter movement and world peace, never again venturing to prove his theories.
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Later Rogers described t hehekhos pamfolandn pr oj ect
angui shed episode of my whole professional I
2003, p. 17).

By the 1980s Rogers appeared to have changed his perspective on research. In his 1985
article Rogers madnecead,e ncoasleonfgper ac cOmsetw asicn ee
| ogi cal e mp i(2003¢ attesnpiéd.tp uTth otrlnies i nt o t he cont ex

described this as:

No longer is he content to pay even lip service to the supremacy of the conventional
view of science, the Newtonian, mechanistic, linear cadfget understanding of reality. He
does not throw it out but considers it singularly inappropriate for exploring the questions that
now need to be addressed in the psychotherapeutic relationship iwimgr@lman persons
deserve to have researchers who are prepared to commit themselves to their studies in a way

that enhances the digy of everyone involvedq. 63).

I n identifying 6some common el ePolentsOB) of t hi
philosophical work Rogers praséhe work ofMearnsand McLeod1984)

€.there are no |l onger-résehjrentes 8069f Oresea
Oparticipantso6. Mearns and McLeod (1984) <car
advocate having these researh partners involved in every step of thé gitagylanning, the
data gathering, the analysis, the interpretation, the conclusions. Theypsahological
science a coayative enterprise in which everything is above boap#racipatory
endeavour (Rogers, 1985, in Kirschenbaum & Land Hendet88q, p. 285

Rogers goes onto to praise the research of other key figures in the-pens@ud community.

Looking back it seemed the whole direction of persentred research foihe next twenty

years and more is encapsulated in Rogersé6 19
met hods and the endorsement of particular fi
conventional methods are not to be thrown out, but they are oftpprpriate for questions

we wish to studyodo (1985, in 1990, p. 281). C
says O6the Newtoni an, me c h-affedt, behavicust vieweod u ct i oni
science is not thrown out but it is seen as §rope aspect of science, a perfectly good way

of investigating certain questions, but deci
284).
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In addition to the recent biography mentioned akl@eschenbaum, 2007pther books have
detailed the work of Roge(&irschenbaum & Land Hendersph990) his life (Thorne,
2003)and the interplay between the ti{@arrettLennard, 1998)

2.3 Contemporary person -centred psychotherapies.

The approach developed by Rogers has been adapted in a number of differd&anedgss,

2004 commonly termed -6eher ¢édi bpprodchbheapar sk
known as O0classical 6, o6focusingd, Obéexperient
to note that perseoentred therapists are unified in their idea ef ¢kntrality of the

therapeutic relationshig@Zuroff & Blatt, 2006)and unlike say, CB{Beck, 1976, provision

of the relationship conditi onGrant, 9904.ethe nci pl e
relationship conditionsamoto f f er ed as an O6i nstrumentd of 06:¢
clientsd but from the éprincipled of O6how to
historical quantitat i-cestredtmesmmy the grdcesspearientiat | as si ¢
6tribed has recent | y researchatientienck.g.tWated99o st quant
Elliott, et al.(2004), Watson.et al.(2003, Watson andBedard,(2006. This thesis is titled to

encompass theseresearchdii ngs, heeoaérépgdepsgnhot herapi esé¢

I n |l ater years Rogers became interested in t
counselling, particularly because of the influence of one member of his research team,

Eugene Gendlii1962 1978and1996) To st udy o6emoti onal proces
6experiencing s(Klan Mathiew@esdlind & Kieslér,d @e8rdaddition

to the i mportance of the therapeutic relatio
considered important, ietr ms of emoti onal processing, altt

subsequent to his main theoretical statem@®&S7and1959)

There has been considerable interest in emotional processing in therapy within the person
centred movement, for exampléreenberg, RiceandElliott, (1993, Watson (1996,
Greenberg(2002, Watson.et al.,(2003, Goldman, GreenbergndPos,(2005, Missirlian,

et al.,(2005 andWatsonandBedard,(2006. Beyond persoentred therapy, emotional
processing has also befemnd to be an important predictor of change in CBagtonguay,
Goldfried, Wiser, Raue& Hayes, 1996Foa & Kozak, 1991)although there is some
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evidence that suggests the actual (naturalistic) practice of CBT may discourage emotional

processingMalik, Beutler, Alimohamed, & Gallaghérhompson, 2003)

Beyond persoiftentred notions of therapeutic relationships and emotional processing there
are ideas about assimilation of problematic experief®&tdss, 2002)configurations of self
(Mearns, 1999)relaional depth(Mearns & Cooper, 2008nd other concep(®learns &

Thorne, 2000Q)In particularperscc e nt r ed t her api sts view cl i

e nt

(Bohart & Tallman, 1999Bohart, 2007) Roger sd6 1959 idea of o6the

WhilstRoger s main theoretical statement was
i mportant to reecangmrmieded tiatdtd Pgrussamd about

unconditional positive regard.

As noted above Rogers (1985) apparent volte face with itptarg research appeared to

have influenced many/most of the subsequent generation of peastred researchers, with
some notable exceptions, many of whom are named as authors in the following section. The
next section places this research in the cargéwhat is known about outcomes and proeess
outcomes findings and methodologies.

ab
C (
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3. Placing this research in the context of the literature

Having introduced persecentred psychotherapies this section now reviews what is known
about outcomes, processitcomes and research methodologies as related to the two main
research questions: Does persemtred therapy work (outcomes study) and ibesiwork,

does this have anything to do with the therapeutic relationship as defined by Rogers{process

outcomes study).

This section is arbitrarily divided into three sections; outcomes, proctkssmes and
methodologies. This is fatructural convenigce, since many researchers have made
contributions to outcomes, procemstcomes and methodologies in the same publication.
Consequently there is some overlap between these areas in the following sectivs and

done to avoid repetition, for example rejpay the same study three times in three different
sections. Generally studies were placed into one or other section on the basis of the focus this
discussion would take. In general terms studies are placed in temporal order as this illustrated
the evoluion of methodologies over time. Exceptions are made when a study is linked to

other studies, when it would be disruptive to stick to strict temporal order. For example Stiles
and colleagues made huge contributions to precegmes studies over a numbéyears

and these papers are reviewed together, rather than interrupting the flow by referring to other

important works that occurred during this period.

The following three sections on outcomes, proaegsomes and research methodologies
seeks to placthe experimental part of this research in an appropriate context of what is

already known.
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3.1 Outcomes literature

This sectiorreviews outcome literature as this related to the first of the research questions;

the clinical effectiveness of thpersoncentred psychotherapies. This makes the case for this
researchsinceresearchers typically find the main schools of therapy have approximately
equivalent outcomes. It was the intention of the outcomes part of this resehecichmark
outcomesaganst a sample of studies from the literature and these studies are described.
Firstly the O6anxietyd studies are described,
6di stress6 studies. These are in approxi mate
methalological points are made, particularly as these arise in the third of these areas, the

distress benchmark studies because these were naturalistic studies and this gave rise to a
dialogue that helpfully articulated some of the key points to do with nisticaksearch.

Accordingly the distress benchmark studies section develops to discuss some methodological
points as these related directly to this research.

The case for this research was further made by a consideration of the therapy workforce in
the UKand the UK investment in therapy research. Despite recommendations for CBT, a
large number of UK therapists are not trained in CBT. The recommendations for CBT are

perhaps related to a massive financial investment in UK research into CBT.

This research as needed to make the case for-@BT therapists providing therapy, in

particular the perseoentred therapists who make up the largest proportion of the BACP

owor kforced. Furthermore, this research was
investmat in the UK has been made in persmmtred therapy, yet, as will be seen in the
subsequent processitcome section, there is a substantial literature to suggest the therapeutic
relationship/alliance is related to outcome.

Finally in the literature revig of outcomes, a brief description of outcomes management is
provided. Through the course of this research the present author has come to practise in this
way and this maybe of relevance to the interpretation of the results. Furthermore, outcomes

managemens shown to favourably impact therapy outcome.
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3.1.1 Overview of outcomes literature

The preceding section on persoentred psychotherapiesentioned some of the key

publications in the period that Rogers was researchinglimentive and subsequeyttlient

centred therapy, to maintain some sense of temporal order. ThesRasereweig s1936)

6Dodo bi r E&ysenpkaspObRclaim that there was no evidence for the

effectiveness of therapy. This section gives an overview of some ofitbemediterature.

This research sought t o 0 benredipsgchothe@dpyivithe out c
some of the studies for depression, anxiety and distress. The benchmarking studies are

reviewed in separate sections, subsequent to this overview.

Una Maguire (1973) critically examined studies of counselling effectiveness, referring back

to what she referred to as Eysenckods oO6unprov
with methodologial weaknesses, problems of interpretation, probletm®uwicome

measures, problems of ovieterpretation of findings and concluded that there was little
evidence for any positive effect from counse

anywayo (p. 48).

Luborsky, SingeandLuborsky(1975)reviewed abut forty controlled outcome studies and
concluded that, in contrast to Eysenckés cl a
that there was empricial support ®Rosenzwei§ s poi nt about the O6Dodo

different schools of therapy led to@pximately equivalent outcomes.

Mary Lee Smith and Gene Glass (1977) reviewed nearly four hundred controlled studies of
therapy and concluded there was O6convincing
752) and that the typical client was betiéfr than 75% of untreated individuals. Smith and

Glass looked at ten types of therapy (psychodynamic, Adlerian, eclectic, transactional

analysis, rationaémotive, gestalt, clieatentred, systematic desensitisation, implosion

therapy and behaviour modifiat i on) and concluded that oédesp
theoretical differences among different schools of psychotherapy, the results of research
demonstrate negligible differences in the &ef
760).

In 1999Luborsky, etalpu b | i s hed t erésearclsotvn tleefagy allegiancésT
A wild carddin comparisons of treatmentefficdicy These researchers ha
evidenceofdr esearcher all egiance effeownd, wher ei

favoured therapy with other therapies tended to find their favoured therapy did best. NICE
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did not control for O6the researcher all egi an
(Scriven, 1998)It was certainlythe case that not all authors and interest groups agreed with

NICE recommendations, see for example interested parties comiN&DES 2009b)on the

updated depression guidelin®ddCE, 2009a)

In 2001 Teusch, Bohme, FinkendGastpaipublished research on 142 inpatients with

personality disorders, together with other problems such as depression, anxiety and eating
disorders. Significant improvements in depression, self esteem and socialnaenistere

noted at discharge and 12 month follap. Treatment was cliewentred therapy with or

without antidepressants. Cliemte nt r ed t herapy was found to be
medi cationd condition for socliheeahdl y devi ant,
histrionic/narcissistic subgroups in the reduction of depression whereas medication enhanced

outcome in the socially dependent subgroup.

In 2004 NICE published reports on anxi@4ICE, 2004ajand depressiofNICE, 2004b)
recommending, amongst other things, that the psychological treatment of choice was CBT

and that there should be no more O6counsellin
o0mi Il d to moder at e fdeerperde soscioounnédineited basisdgubldcdo no a  t |
for O0severe or recurring depressiona&d. Part o

based on literatuneviewed below.n terms of NICE recommendations for anxiety some of

the journal articles a#d as evidence for the recommendations included Borkanec
Whisman(1996),Gould, et al.(1997),Bryant,et al. (0998) Bryant,et al. (999)and
Barrowcloughetal.(2001)as evi dence of the superiority of
NICE recommendatius for depression included referencéMard, et al(2000)as evidence

that O6counselling6é coul d -tibreodesate depfedsiencdotitnot e i n't
for O0severe depressiond because Ward et al
depression. In considering these research questions it seemed important to research both
depression and anxiety as NICE wanted research on these symptoms, with recogised

measures. Whilst it might seem that the case had been made thatqesrised therapy was

an effective intervention for depression, based on Ward et al., this study had not satisfied the
need for information about O6severed depressi
on replication in a number of studjesich that something akin tavaetaanalysis could be

perfor med. For ex amp | Holloh (A998)ckteria teguire@dplecatidnl e s s a
across independent research settings. These were factors taken into consideration in the
construction of the research methodology for this research.
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In contrast to the NICE recommendatioB#iott et al (2004) conducted a metaalysis of
research on experientiakgchotherapieéncluding persorcentred) and concluded there was
evidence of effectiveness for depression, anxiety disorders, helping clients deal with
traumatic and abusive events, marital distress and to a lesser extent thalsoweaglence of
effectiveness for problems related to anger and aggression, especially domestic violence,
severe client dysfunction, including schizophrenia and severe personality disorders plus
various health related problems including psychosomatidgmra) HIV and cancer

(improved psychological wellbeing and substantially longer survival times in terminal
illness). These authors also found evidenceoofiparable efficacy/effectiveness when
compared with other schools of therapy. They analysed 12pthsaaples in 112 studies
(6,569 clients) and found on average a Ol arg
reduced to .86 when weighted by sample size due to two large studies with relatively low
effects. In making judgements about the levels gbignal support for these therapies the

authors used théhambless anHollon (1998)criteria.

For anxietythemeanpmgost ef fect size was 1.30 o6l argebé
of ChamblesgHollon criteria because the requirement for repilaraticross independent

research settings was not satisfied. Once researcher allegiance effects were controlled for

there was no significant difference in outcomes for experiential therapies as compared with

CBT.

Il n terms of O6traumpoanhdeébesedsihe maanlpdé

ChamblesdHollon criteria were satisfied for an efficacious and specific treatment.

For Odepressipomsd tefd emdarsimree was -Holloh8 61 ar ge

criteria were faund ieflfeidc afcoiro uas 66 stpreecaitfmecnt .
For treatment of anger and aggressionthe meapwmest ef f ect si ze was . 9

For schizophrenia and severe, chronic dysfunction the megopteffect size was .88
0l arged for mixed inpaemnieat sand8D. 83 adlgaibgé¢ d
personal ity disorders and 0 poeHolonchterip. ef fi caci

For healthrelated problems (cancer, HIV, rheumatoid arthritis and psychosomatic problems
themeanprp ost ef fect isumbé awad O pds Ointeldy ef fi caci

ChamblessHollon criteria.
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The Elliott et al chapter appearedLiambert (2004and in the same volumeambert and

Oge (2004) reviewed the efficacy/ effectivence
treatment was preferable to another. They concluded the available evidence was that

differences between treatments were generally small and confounded by a number of

different methodological difficulties (e.g. researcher allegiance) that meant in practice there

was unli kely to be much o6real 6 difference in

In 2004Westenret al. published a critical review of the assumptions and findisgd in
randomised controlled trials (RCT) to establ
They suggested that whilst RCT methods maybe used to draw accurate inferences such

met hods such may al so be &émi s uspesigewerpar t i cul
stake. Amongst many other criticisms these authors pointed tesionplifications that they
suggested risked ceasing to represent Oreal
because of research ox@mplifications. They further gigested these ovasrmplifications

could also be a result of researcher allegiance effects and some of the highlighted risk areas
included oO0the therapydo, (e.g. brief, manual.
access therapy inthe commupity &6t he t herapistdé (risking eit
or therapist allegiance effects), O6the clien
6probl emé with no comorbidity c¢cf. most o&éreal
failure to accurately define client numbers included and excluded), the presentation and

reporting of statistics (e.g. omitting lotgrm followru p) and t he &6étransport .
findings into O6the real wor | ddity ¢eblielgh). Onent er n a

potential solution these authors pointed to was using alternatives to RCT designs, such as

busing practice as a natur al | aboratorydéd whi
Unsurprisingly, what could be consideredalongda det ai |l ed 6attack on t
establishmentd (the article i s eamumem,geeual |y

for exampleAblon andMarci (2004) Crits-Christoph, WilsonandHollon (2005) Weisz,
Weersingand Henggeler2005)and the replyf Westen, Novotnyand ThompsorBrenner,
(2005)

In 2007SievandChamblesp ub | i shed research evidence that
(p. 520) of previous claims in the | i-teratur
analysis compadthe relative efficacy of cognitive therapy (CT) and relaxation therapy (RT)

for generalised anxiety disorder (GAD) and panic discorder without agoraphobia (PD) found
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that for GAD, CT and RT were equivalent and that for PD, CT performed significantly, bette

across all outcome measures.

Minami, Wampold, Serlin, Kirchegnd Brown (2007) publishec&chchmarks for

psychotherapy efficacy in adult major depressiased upon an extensive mataalysis.

Overall they found a mean effect siES(d) = 1.85 for ampleters and identified some
moderators of this overall effect, e.g. samples starting with mean depression levels lower than
that for the overall study would tend to have lower effect sizes. The mean effect size for non
completers was found to be ES(d} 70 on a last observation carried forward basis and for a
nornttreatment control group the natural history of untreated depression was found to be a
small improvement of mean effect size ES(d) = .37. Subsequdimami et al. (2008)

showed how theirdnchmarkstudy could be used with narentral t methodology to assess
theeffectiveness of psychotherapy treatment for adult depressigpairiieularmareged

care environment

Il n his 2008 book on déessential fiwooderngs i n c
juxtaposed a |list of déempirically suppported
of school s 0 Dandmwaddthempaindthat thereshevideges bot h O6si des 6

debate coulgboint to.

In a 2008 upate of Elliott et.g2004), three Strathclydéased colleagudslliott, Freireand
Cooperpresented further evidence of empirical support for pecsotred and experiential
psychotherapies. At the same conferdriteand Bettle (2008)presented a systematic

review of counsdihg in primary care and concluded that patients were generally highly
satisfied with counselling they received in primary care and counselling was as effective as
CBT with typical heterogenous primary care populatidiee present author presented an
early version of the outcomes part of this research (Weston 2008a) at the same conference

and at a subsequent one in the same year (Weston 2008b).

During 2009 the draft revisedICE guidelines for depression were circulat2@@9a) In

contrast to the 2004 gielines wherein Ward et al. (2000) was evidence for the effectiveness

of personcentred therapy with miltb-moderate (but not severe) depression, it was decided

that oO6counsellingd6 should no | onger be recon
beenra t he | arge investment in | APT, and instea
was of unknown efficacy. An early version of the depression findings from this study was
submitted to NICEZ009b)and rejected as a legitimate form of evidence bedassemed
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to the reviewers that only one therapist had provided the therapyiGtE. (2004a)guidelines

on anxiety and reliance placed u@@arrowcloughget al. 001)which had only one therapist

in the 6dsupportive c ouseiheffectiongss of coonsallinggt i on as
Furthermore NICE (2009b) rejected any evidence for depression outcome based upen CORE
OM on the basis that COREM was not specific to depression, Gilbody, et al.(2007).

This suggested that research of the kind prapbgehese research questions should

incorporate a number of therapists and utilise diagnepecific measures of the kind

recognised by NICE.

Having given an overview of some of the outcomes research the following sections review
the outcomes studies used to benchmark the outcomes from the experimental part of this
thesis; anxiety, depression and distress outcomes. These outcomes are dedtibedder

as this mainly reflects the temporal order of these studies.

3.1.2 Anxiety outcomes

A number of the papers referred to in the NICE regiefranxietyrelated conditionare
briefly reviewed below, to the extent that they impact on the relsemestion of this thesis;
what is the clinical effectiveness of the persemtred psychotherapies.

Borkovec & Whisman1996)reviewed eight studies for generalised anxiety disorder in a
metaanalysis and they found that CBT was superior to no treatamehpill placebo
conditions. They found that CBT fsapdcecidf itmnd de
treat ments sgliclkcds vtehd h@mamp yanalysie The ewed i n tF
implication for this research was that it was possible thaopeentred therapy could be an

effective intervention for anxiety, perhaps on a par with C&iggesting the need for further

research on anxiety outcomes from persentred therapy

Building on the work of Borkovec & Whismata996) Gould, Otto, Pollek and Yap(1997)
reviewed CBThased studies that included a control group in a-aeddysis for generalised
anxiety disorder. They concluded that CBT (ES(d) = .70) was as effective as
pharmacotherapy (ES.61) and reiterated the findings of Borkoved\&isman that CBT
failed to demonstrate any superiority over 1specific treatments such as roinective

therapy.Again this suggested the need for further research on anxiety outcomes from person
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centred therapy and an assessment of the impact of tapekéc relationship for anxiety

outcomes.

Bryant, Havey, Dang, Sackville, & Basted998)c o mpar ed CBT with O6supp
counsellingd following civilian trauma (road
therapists providtt he déacti ve treatmenté condition as
that therapists were not bliedto treatmentyesearch question, therapy allegiance, etc., cf.

Mitchell, et al. 977) Luborsky et al. (1999). The researchers found that CBT was m
effective than &ésupportive counsellingd. 1In
was not clear to what extent this was a Of ai

centred psychotherapy and the impact of the therapeutic rel@pons

Bryant, Sackville, Dang, MouldandGuthrie(1999)compared CBT (prolonged exposure
therapy with or without an dédanxi ety manageme
following motor vehicle accident or nesexual assault. As with the previdBis/ant study the

same therapists provided each of the different conditbditchell, et al. (977) Luborsky

et al. (1999). These researchers drimmtond both
supportive counselling, although there were companadaluctions in intrusive and arousal
symptoms of PTSD across all groupblere was no difference between the CBT conditions

of prolonged exposure with or without anxiety management. Agaias not clear to what
extent this wa s icaheffectiveness of peesaentéed msychothdrapy and i n

the impact of the therapeutic relationship aoth Bryant studiesuggested the need for

further research on anxiety outcomes from pexsartred therapy and an assessment of the

impact of the therapeic relationship for anxiety outcomes.

Barrowcloughet al. 001)c o mpar ed two CBT therapists with
therapist in a trial of anxiety for CBT with older adults. Whilst the CBT condition was found
to be significantly more effeiste than supportive counselling, the authors cautioaéds not

possible to eliminate the possibility that therapy effects were attributable to the qualities of

the individual therapists rather than to dif
confound indicates some cautiom i nt er pr et ati on Huppertehad, r esul t
2001) It was not <c¢clear to what extent this was:s

personcentred psychotherapy and the impact of the theraplaittonship and this
suggested the need for further research on anxiety outcomes from-pensi@d therapy and

an assessment of the impact of the therapeutic relationship for anxiety outcomes.
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Westen and/lorrison( 2 0 0 1) cAnmulidinensierdl nadaanalysis of treatments for
depression, panic and generalised anxiety disorder: An empirical examination of the status of
empirical 'y supported therapiesd based on studi
therapies for these diagnoses. Whilstling evidence of significant shetigérm improvements

as a consegqguence of therapy these Fa@msearcher
effects by stating that there were insufficient numbers of clients who improved and stayed
improved at clinichy meaningful followup intervals. In particular they questioned the
relevance of such studies o6for clinicians wh
applicability of these findings Makinggheii ni c al
point about the sacrifice of external validity in favour of internal validity these authors called

for researchers to state: exclusion rates, percent improved, percent recovered, percent who
remain improved or recovered at follayp, data on completers andent to treat samples.

These findings appeared to pave the way for theutbored piece by Drew Westen that was

a | arger and mo r Te anpitcal stdtus of empicically suppprteé o f 06
psychotherapies: Assumptions, findings and reportireggpmirolled clinical trialé  \Westa,

et al.(2004) see below. The guidance to researchers offered by West&hoansonand

Westen et al. was heeded in the conduct and reporting of this research, to the extent that it

was possible. However, with the available resources is was not possible to conduct-a follow

up exercise to check if any gains were maintained. Although WastE Morrison make a

strong case for naturalistic research that is high in external validity and it is not necessarily
impossible to seek to control internal validity in naturalistic rese@obK & Campbell,

1979) and see below.

As mentioned Elliottet al.(2004) reviewed the evidence for experiential therapies and found

for anxietythe meanpqgost ef fect size was 1.30 061 argeb
of ChamblesgHollon criteria because the requirement for replication across independent
research settings was not satisfied. Once researcher allegiance effects were controlled for

there was no significant difference in outcomes for experiential therapies as compared with

CBT.

These were the anxiety benchmark studies chosen to comparedlgis/gtuon the basis that
theseincludeda selection of the evidence that NICE used to make judgements about what
therapies the NHS should offer. In addition the Elliott et al. (2004)-areddysis was

included as a comparator study because this consittere/ailable evidence for

experiential therapies in the treatment of anxiety. Clearly NICE can only review available
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research and whilst no evidence is not evidence of ineffectiveness, the relative lack of
evidence that NICE appeared to be pointing tqpfrsorcentred psychotherapies reinforced

the need for research of the kind in this thesis. Even if NICE would not accept a naturalistic

study such as this one, a naturalistic study was considered a necessary step in making the case

for investment in aRCT of the kind that NICE might consider.

Writing about the NICE (2004) report on anxi

get a | oo kawremc&20@ ) saughnhtmdescribe the process NICE had used and

the rationale for recommendingaga st oO6counsel |l ingd in favour

findings of the NICE reviewof anxiety have beereviewed elsewhere (Weston 2005).

3.1.3 Depression outcomes
In their review of the evidence for counselling in primary ¢@ogvlandet al (2000 found
four controlled trials of nowlirective counselling which taken together indicated that patients

receiving counselling showed a modest and significant improvement in symptoms compared

with usual GP care. These authors also found that patient stidisfavith counselling was

6hi ghé and counselled patients were mor e

gener al practitioner (GP) care (O6tentative

research base was limited these authors lookedafdrte further research in the area, citing

in particular the work then underway by Ward et al (200{9rd et ain their randomised
controlled trial of nordirective counselling, cognitiveehaviour therapy (CBT) and usual

GP care found that both formgmsychotherapy were equivalent in outcome at four months
and superior to usual GP care. However, at twelve months all three forms of treatment had

equivalent outcomes.

In their research published in 20@&atson, Gordon, Stermac, Kalogerakosl Seckley
compared processxperiential therapy with CBT in the treatment of depression, finding that
outcomes were generally equivalent between therapies, in terms of depressestese,
general symptom distress and dysfunctional attitudes; with clientsméydssigned to the
processexperiential group reporting a significantly greater decrease in interpersonal

problems.

C

k

e
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As mentioned Elliott, et a{2004) reviewed the evidence for experiential therapies and found
for 6ddepressi-mstéffetshe wasanlpi @ Ol ar-ldobod and t he

criteria were fulfilled for a 6specific and

Missirlian, Toukmanian, WarwaandGreenberd2005)studied emotional arousal, client
perceptual processing and the working alliance in egpeal therapy for depression. Their
results suggested that experiential therapy was effective for depression and that emotional

arousal was necessary for client processing and therapeutic improvement.

Dimidjian, et al. 2006)conducted a randomised canited trial of behavioural activation,
cognitive therapy and antidepressant medication with adults in the acute phase of major
depression and found that behaviour therapy and medication outperformed cognitive therapy,
suggesting it was the behavioural sation component of CBT that was the active

ingredient.

3.1.4 Distress outcomes and related commentary on methodologies.

Stiles Barkham, Twigg, MelloClark, andCooper(2006)used the Clinical Outcomes in

Routine Evaluation Outcome Measure (COBHM, Barkham, et al.2001)to evaluate the

effectiveness of cognitivbehavioural, persenentred and psychodynamic therapies as
practised in UK National Heal th Service (NHS
6equi val ence par a)dTbhixvias ratraligtio redearch dnd patentsl (L309)
received therapy at one of 58 NHS primary or secondary care sites without random allocation

to treatment. The average fpest effect size was ES(d) = 1.36, a statistically significant

change and thergas no significant difference between the three therapy conditions. The
authors concluded that these o6results tended
treat ment approaches as practised routinely
authas described some limitations on their findings, including limited specification of

treatments, nomandom assignment of patients to treatment groups, absence of a control

group, missing data and restriction to a single self report measure. In termssbigiaor

allegiance these authors considered this paper to be balanced by the orientations of the

individual authors.

A subsequent and larger replication was reported in 2007 by, &ddsham, MelloiClark,

andConnell This time 5613 patients were died and the overall prgost effect size was
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ES(d) = 1.39, again a statistically significant change. Again there was no statistically
significant difference between the three different schools and the authors reported similar

limitations to their study.

Clark, Fairburnand Wessely(2007)published a commentary on Stiles et al. 2007 paper in
which they criticised the study on a number of bases. These aathicised this type of

naturalistic outcome resear chsiomg tdhaes @da&itsha
have been 6treatment failuresd, b) these fin
clients in the research, c) these findings ¢c

these findings could have been simplyame quence of &édregression toc
findings could have been simply dédnatur al rec

6attributable to concurrently administered n

Stiles, Barkham, MelleClark, andConnell(2008)wrote a leter to the editor by way of a

O0rej oi nd,etrabStilesoetaCisdrak ed t hat they were not 0c
were not warranted (p. 1), simply that they were reporting their findings as they were e.g. this

was not an assessment of abtrdpy in the NHS, it was only an analysis of those clients who

had recompleted questionnaires. Stiles et al. addressed what they summarised as Clark et al

three lines of argument a) that the equivalence finding was robust in its context, b) possible
confounds were addressed to the extent that was possible with the available data, and c)
randomised controlled trials have virtues and so do naturalistic studies, particularly in terms

of realism (external validity).

In terms of the implications for this pieof research arising from these Stiles et al. papers,
together with the Clark et.atommentary, there are two main implications and these are in
terms of the sizes of outcomes and research methodologies. Firstly, this piece of research
used the two Stiket al. research studies as benchmarks with which to compare the outcomes
from this research. Secondly, Clark et aldmmaome important points about possible threats

to the internal validity of naturalistic research that would need to be consideressddepo
alternative hypothesé€ambell & Russo, 1999p the central hypothesis; that it was person
centred therapy that was responsible for any observed improvements wwelikeing.

Having reviewed the benchmark studies the rest of this sectioidemsome
methodological points related to the Stiles et al. and Clark et al. diclogfugrose in the

context of reviewing outcomes for distress
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In contrast to NICE/APA reliance upon RCTs Westen et al. (2004) showed-éveaubing

upon internal vatlity was at the expense of extarwalidity; a very highlycontrolledRCT

could have little relevance to the outside wo¥ltttora, Habichtand Bryce 2004)have also

made the case for dmoving beygosad pabldiomisedl
Schwartz, Trask, Shanmugham, @swald Townsen{2004)examined the issues related to
6conducting psychol ogi cal resimtoomsard i n medi ca
recommendations for effectiveness ed®sa@marcho.
alternative efficacse f f ect i veness viewd (p. 501) in whic
internal validity was directly related to low external délf and the opposite; low internal

validity directly related to high external validity. These authors made the case for naturalistic
effectiveness research and provided a proces
conti nuumd (the actbf@ravidinginkatthcaze nray enable the identification of

a problem, a potential solution could be piloted and if promising tested in an RCT, before
being tested back o6in the real worl dé and th
(ad the cycle begins again). I n contrast the
standard6 for research some authors describe
not the method of choice, potentially problematic and in some cases simply uraioieide

the required answers.

lacovielloet al. 007 identified a potential threat to validity of randomised controlled trials

when they found that treatment preferences affected the therapeutic albaoeelloet al.

randomly allocated patientsittwy major depressive disorder to therapy, medicatrquilb

placebo and assessed therapeutic alliance before treatmesutseduently finding a mo n g

patients initially preferring psychotherapy, those receiving psychotherapy experienced

increases in thealliance over time, whereas those receiving active medication or pill

pl acebo experienced decreasesd (p. 194). Pat
differences in alliance development whatever treatment group they were allocated to. These
authorscaui oned: Obecause alliance is a robust p
may need to be considered in randomised cont

that naturalistic studies were warranted to augment those from RCTSs.

Accepting thathe naturalisti@pproactproposed in thisesearch had a scientific basis,
neverthelesghis research would need ia the words of Clark et al. (200Garefully
examinealternative explanationsa) whet her there were Ilbets of

6treatment failuresé, b) whether these findi
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research, c¢) whether these findings could be
these findings could be sd nphey nae andn,s eeq)u ewihcee
findings could be simply O6natur al recovery?o
6attributabl e to concurGlearlythiswas aldnglistoi st er ed n
alternative hypotheses to consider in relatiothtoproposed research. Whilst naturalistic
research might appear O6easy6 to conduct, con
variables in an RCT, making valid scientific inferences from naturalistic research could be
6harddé i n tnativentngpotibeses to boasider.lOn e other hand, the low level of

internal validity, if appropriately addressed, is compensated for by the high level of external

validity; the research findings would be tho

3.1.5 The therapy workforce in the UK and investment in therapy research

In the UK the largest organisation representing counsellors/psychotherapists is the British
Association for Couselling and Psychotherapy (BACE)09) As at August 2007 there were

28,012 individual mmbers(A. Couchmanpersonal communication!®3anuary2008)

Members indicated which theoretical models they were trained in and a member may have
indicated they were trained in more than one model. A¥ aaBuary 2008 the total number

of theoreticamodels that members had indicated they were trained in was 47,971; suggesting

on average members were trained in around 1.7 mpdeSouchmanpersonal

communication, § January2008) BACP members trained in CBT was 8.4%, one of the

smaller groupingghe largest wapersorcentred, 30.4%, integrative 23.5%, psychodynamic

16. 0%, humanistic 15. 8%,Thegeaveeta rigenunbber8 % and 6o
(perhaps 26,000 individual therapists) of f@BT trained members of BACP. Combining
thisviewofpastbf t he Ot herapist workforced with the
the different schools of therapy (below) suggedteste may be a mismatch; do all RGBT

trained therapists need to betrained in CBT?

Given the research evidence indav of the importance of the therapeutic

relationship/alliance to psychotherapy outcome and the evidence in support of effective
personcentred therapy outcomes, although not accepted by NICE, the present author
wondered about t he tdsguwagdamen df qguehttatieerese@drchalgb par e n
the kind that NICE and the APA seek) and whether there was any difference in the amount of

research funding the different therapeutic approaches received. Research on NHS funding
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resulted in two presentatiors international peereviewed conference¥\eston, 2008 and

Weston & Weston, 2008Yhe author contacted the 71 research establishments that

accounted for 99.5% of NHS funding of mental health research-2@d@ asked (Freedom

of Information Requests) el establishment to provide a list of how much money had been

spent on researching the three main schools of therapy (cognitive/behavioBiigl

psychodynamie PDT, humanistic/persecentred PCT) pl us any oO6ot herdé p
research over the preged ten years. Fifty four organisations responded in full (76.1% of

71), two gave part responses (three years and five years of data, 2.8% of 71), eight provided
estimates or confirmed the authordés assumpt.
refusedo give any data (8.5% of 71), and one did not reply (1.4% of 71). On this basis in the

ten years to 2008, £18.5m was spent on researching psychological therapies by the NHS;

46. 0% on CBT, 28. 0% on PDT, 3.7% on PCT and
therapies, couples, groups, etc. This research was hampered by receiving only a part response
from the South London and Maudsley NHS Trust, which was by far the biggest spender of

NHS research money on mental health, accounting for 48.1% of the tot&l6+7 20 should

also be noted that this Trust received a comparable amount of money fradiHSosources

e.g. donations from private companies, organisations, overseas, etc. Combining this data with

an inspection of the research reports published by tlegéhisations the author estimated

that over the preceding seven years to ZD0E295.2m had been spent by NHS organisations
researching psychological therapies; 96.6% on CBT, 1.7% on PDT, 0.2% on PCT and 1.4%

on 6ot her 6. Whi | s tththelmetmodology éergemisding fdtai estumbtibnis e s w
etc.) and the fact that there are other sources of research funding (e.g. Medical Research
Council, Wellcome Trust, etc.) this was suggestive of differential research funding levels for

the different schals of therapy. Irrespective of the precise numbers it would seem that
comparatively little money has been spent on researching PCT, certainly compared with

CBT, by the NHS.

3.1.6 Outcomes management.

During the early part of the twenfist century there has been interest in using the
instruments of research to édmanage outcomes?©d
client progress through therapy. rBmicedhags al
Opatfiocrutsed researchdé and is arguably similar

encouraged in 6towards a (Rogersl198b)nackingclemi enc e
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response to treatment and changing therfpgquired and or malng progress through

therapy part of the therapeutic dialogue has been shown to improve outcomes.

In 2010Shimokawa, LambergndSmartpublished a metanalytic and meganalytic

review of previous work that supycometThis t he a
had begun in 2001 whdrambert, HansergndFinchwr o t e Patiensfacuseddesearch:

Using patientdatate nhance treat ment effectsd. These a
received feedback on patient progress, or lack of it, hadrlmitcomes. The feedback

hel ped identify o0difficult cases6 and direct
have deteriorated. Patient progress was assessed by repeated (weekly) completion of outcome
guestionnaires. Th &«ingeatianistorhaomeekly Hasisipresentedhoat o6t r
more risks than did typical ptestand post e st desi gnsé (p. 169).

The 2010 work built on six previous studies and assessed the potential value of three types of
patient feedback interventions used in the quality assurance system: 1) giving progress

feedback to therapist8) giving progress feedback to both therapisi$ erents, and 3)

providing clinical support tools (CSTs) to help identify the causes of deterioration (e.qg.

therapeutic alliance, patient motivation or patient social support) and im@sighgestions

for resolving identified problems. All three itemsneeffective in enhancing treatment

outcome and items one and three in the preceding list were effective in preventing treatment
failure. The authors conclude that o6éthe accu

routine use of progress feedbauid clinical probless ol vi ng t ool sé (p. 3009

The factoutcomes were improved meant this system was making a contribution to therapy
outcome and to that extent would appear 1|ike
treatment outcomé.ambertand Shimokawa2010) subsequently estimated the effect size

f o rolledtingcclientfeedbacgk at r = .23 to .33 (see below).
Shimokawaet al. 010)questioned the possible mechanism(s) of change and wondered if

what they were observing was a function of the desponse effecBarkham, et al., 2006

Minami, et al.,2007)in that at least some of the effect appeared to come from keeping some
clientsin therapy longer since on average clients stayed in therapy for 0.9 sessions longer.

This effect could be described in a multiplicity of ways e.g. a therapist effect from seeking to
understand the clientds expereelengmesponi t her ap
better to the client (itself a therapist effect), a client effect, perhaps fromtreating the

client, a O0techni qued oKirsah2@?kamohuk, ebal., even a



61

2008) However, this approach was described, twtes clear was that collecting client

feedback and responding to this made a contribution to therapy outcome and it was thus

likely one of many smalnedium effects that made a contibution to an overall effect. In

terms of the research questionsforthbesi s it seemed plausi bl e t
feedbackdé, to t he e xeénwedtheraphcoudd make a cowtridbutientoi n  p e
outcome and, depending upon the approach one took to defining factors, this could be

described as an impact thie therapeutic relationship.

One issue that arises from this approach to
has clinical scores for both depression and anxiety, to avoid completing several

guestionnaires per session. With the rationaleahaiety treatments work better for those

clients who are not depressed the answer appears to be to monitor depression outcomes first,
ideally until the depressidms become naealinical, and then to monitor the anxiety; so

6treat 6 ( an donhefaesanxiety, sddavengny Stlasslaneeknd Woody

(2006) Shimokaweet al., 010)used the Outcome Questionnaire 45 (@), a broad

measure of client distress, so this issue appeared not to arise for them. However, logically if a
guality assurancgystem were expanded into other areas of therapeutic work it seemed

pl ausi ble that a number of outcome questionn
seeking to work upon a number of therapeutic issues, e.g. depression, anxigtpupostic
stresdisorder, etc. This idea of multiple outcomes required from the theraputic work

appeared to be an area for further work.

3.1.7 Concluding comments on outcome research.

This section has provided an overview of the outcomes literature and in gemasather

argument appears to be between those who consider the main schools of therapy to have
approximately equivalent outcomes and those who consider CBT to be superior. The former
argue that once researcher al gumanifadlsdon. i s t ak
One of the aims of this research was to benchmark outcomes with a selection of research

findings and these benchmark studies were briefly reviewed in separate sections, along with

some methodological points along the way. The caseifordakearch was also made in the
context of 't hecesnitzree d®OB DiGh ¢dm@mampsyomwor kf orce i
comparable underinvestment in research in pecgnitred or noifCBT research in the UK. A

description of outcomes management wayipier as the present author practices in a way
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related to this and this has later relevargguably, outcomes management, clieentred
research, and tailoring the therapgemntre¢d@& n
as anything that Ryers did and maybe this approach will find some support in the person

centred community. The next section reviews the presegomes literature as it related to

this thesis.

3.2 Process-outcome research literature

This section reviews the processtcome literature as it related to the second ofritai

research questions; what is the impact of fleeapeutic relationshipn addition to finding

out what outcomes occurred with persmntred therapy it was imponiato consider the

impact of the therapeutic relationship as this is considered foundational to the approach.
Reading Rogers6 theory it was wunclear to the
theory, that the therapeutic relationshipongruenempathy and unconditional positive

regardi caused outcomes. The literature review was needed to see how one might test

Rogersd6 theory and to see what researchers h

Thissectionstarts f f wi t h o0t he case agai nirsthispiodger sdé t |
1970si mid 1980s reviewers criticisedh e ear |l 'y attempts at valida
Reviewers found methodological problems with the early work of Rogers and his colleagues.
Perhapstwast hi s 6 c as e thagasserirent theRieng descsib@d below that

contributed ta decline in perseoentred research, particularly quantitative research, in

addition to the putative cause of this elaborated above re Rogers (1985).

I n fact Othe case agai ns shorRanngsringh® research, neti mp | y
that the theory was wrong, perhaps the theory was ahead of its time in the sense that research
methodologies had not evolved such that the theory could be adequately tested. Helpfully the
revi ews that matdée tthte se arclays er eaggemamc h poi nt ed

could be conductedhis research was needed to conduct the test implied by these reviews.

Further methodological inspiration was provided by a series of papers that involved Stiles
and colleagesfrom 19861 1998i n a section entitled dabuse o

of the key papers in this series. During this time pedod/athandGreenberd1989)
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published the working alliance inventory (WAI) which led to a large number of studiég on t

i mpact of the working alliance. This is revi
met aphoré in temporal order because met hodol
this important publication.

These two sections (dtbaebusseohghhastdr Rogmest
provide the case for the procemstcome correlation research in the experimental part of this

thesis. However, methodological development continues apace. The next section describes
causation approaches as temke the case for an improved method of assessing the impact

of the therapeutic relationship, beyond the scope of this research. The studies reviewed in this
section go some way to support Rogers6 case
demonstrate how such research could be conducted, together with some cautionary notes for

both this processutcome research and potential future research on the therapeutic

relationship as described by Rogess causative.

The foll owing two sections further support R
causative and illustrate two further methodological approaches which have become important

in psychotherapy causation recdarmrclo. aplpe ofaicrt
developed by several authorsand d e 6 mat hemati cal 6 by Lambert
approach here was to seek to put percentages on the contributions different factors made to
therapy outcomes. Whilst Rogers may hagme claim to being cagct about the causative
nature of the therapeutic relationship he wa
sufficientd. There are many factors that go
these are described bachhwasseoati oh. 6cambengy
(Cooper, 2008)o describe the factors that contributed to outcome and whilst this was based

on many research studies it was not a raetysis.

The next section is therefore about rratalyses and the contributidmese have made to
understanding what contributes to therapy outcomes. This starts o kéttishrand

Sweene)1991)who made an important contribution to the idea of using 1aesdysis to

answer difficult questions about moderators and mediators ajraetalthough

unf ortunately whilst they may have 6épointed
result in very interesti ng ultimataldlednogery. However
interesting findings from the perspective of someone istedein the impact of the

therapeutic relationship on outcomes and a preview of a soon to be published book is
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described that ggs some way to making the casedlmments of théherapeutic relationship

as predictors of therapy outcomes.

Recent studieshv e made some i mportant findings with
theory, although mainly not by authors from a persentred approach. These are reviewed

to the extent that they point to some of the
about what is possible for future research on the impact of the therapeutic relationship and to

the extent that these more recent studies provide an interpretative context for these research

findings.

The naturalistic approach to researching outcomes iexgperimental part of this thesis
needed to consider alternative causes mediators/moderators avidhese weralluded to
above; antidepressant medicatiamsl doseeffect relationships. Since these are process
variables these are reviewedilnis sedbn to the extent that they impact on the research
guestiong the clinical effectiveness of the persoentred approach and the impact of the
therapeutic relationship. These are important variables that play a part in the interpretive
context for this stdy, both in terms of the outcomes from persentred therapy and the

impact of doseeffect relationships on the procemstcome findings.

Following the review of processutcome literature, to the extent it impacts on this thesis an
introduction to thexperimental research of this thesis is given, together with a brief

description of some of the relevant methodological issues.

3214 EA AAOA ACAET OO0 21 cCAOOGE OEAT OU

BarrettLennard(1962) developed the Barrdtennard Relationship Inventory (BLRI) with

which to test théherapeutic ondi t i ons as described by Roger
with 42 college counselling centre clients seen by 21 therapists. Clients completed the BLRI

at session 5 and petterapy, average session length was 33 sessions. Although this research
found a zero order correlation between therapeutic conditions and outcome this approach was
criticised on methodological grounds. Gurman (1977, p.523) pointdataiytre to post

change scores should be corrected for the initial level of thegore before testing for the

perceived conditionrsutcome correlation. Amongst other studies, Gurman also made the

same criticism of the Wisconsin research publishelibgler, Klein, Mathieuand
Schoeningerl©®67)Ju pon whi ch Rogers (1967) had made hi
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degree to which the conditions of therapy ex

evidence of constructive outcomed (p. 91).

In contrasfTruax and Mitchell (1971) summarised research on empathy, warmth and

genuineness to 1970 and concluded that:

étherapists or counsel | or-possesbivelywwarmein accur a
attitude and genuine are indeed effective. Also, these findem® to hold with a wide
variety of therapists and counsellors, regardless of their training or therapeutic orientation,
and with a wide variety of clients or patients, including college underachievers, juvenile
delinquents, hospitalised schizophrenicdlege counsellees, mild to severe outpatient
neurotics, and a mixed variety of hospitalised patients. Further, the evidence suggests that
these findings hold in a variety of therapeutic contexts and in both individual and group

psychotherapy or counsellif$971, p. 310).

This juxtaposition of this O6review of the ev
(1977) review and the radically different conclusions reached, points to the changes in
methodologies and accepted practice over the period of theswewhat may have been

accepted practice in 1967 was not in 1977. This continual evolution of methodologies and
accepted research practice inevitably continues, reinforcing the need to continue research

effort and embrace new techniques cf. the apparemdaimment of quantitative research by

some in the persecentred fielka s an i nt er prl@8bmpei. on of Roger s

Il ntroducing 6effective psychotherapy: a hand
the historical process in therapy researchfeomp hasi si ng 6t echni qued t

back again:

As research evidence and clinical experience have accumulated, the modal opinions
of |l eaders in the field have shifted back an
continue to show littlelifference in the outcomes of diverse approaches, even though
therapy, by itself, can be shown to have significant effects when comparedréaimoent. If
this assessment is correct, then the viewpoint of Jerome Frank is most strongly supported by
the evdencei namely that the effective factors are the same for all therapies and that these
are the same as the common ingredients in all types of healing and influence processes that

occur in all cultures (p. Xv
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Berginds referencektbte L1O&r7dmevoFkamwhiichh ted abroa
6common factorsé in therapy, see also a si mi
GomesSchwartz(1978)

Mitchell, Bozarth, andKrauft (1977)reviewed the evidence for empathy, warmth and
genuinenessandpant ed t o some criticisms of the ear/|

There were, however, early reservations about this pogkatarazzo, 1971
Meltzoff andKornreich, 1970) They questioned the validity of many of the studies. They
suggested tit, in many cases the number of therapists was small and, in an unknown number
of instances the therapists may have been aware of the particular hypotheses and even
associated with the research effort. An additional problem of the utmost importance is the
degree to which the therapists in these studies valued the interpersonal skills in question. No
attempt has been made to determine this in the earlier outcome studies or in any of those cited
in this chapter (p. 482).

Mitchell et al. go on to describe semf the methodological problems in researching these

highly complex questions and concluded:

éthe mass of data neither supports nor re
variables as empathy, warmth and genuineness in all cases. The recent eaittengh
equivocal, does seem to suggest that empathy, warmtheanthgness are related imnse
way to client change but that their potency and generalisability are not as great as once
thought (p. 483).

Gurman (1977) reviewed 26 studies of perceivedapeutic conditions and outcome in
individual therapy, 20 studies reported findings in favour of the conditatome
hypothesis, 3 reported mixed but supportive findings and 3 reported results that failed to
demonstrate a relationship between outconteanditions. Gurman concluded from these
26 studies that:

éthere exists substantial, i f not over whe
hypothesised relationship between pateritceived therapeutic conditions and outcome in
individual psychotherapy anaanselling (p. 523).

However, he also pointed out that a number of studies had methodological flaws, including
the studies oBarrettLennard(1962) ancKiesler,et al. (B67)described above. He
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suggested that the best test of the condit@risome hypothesis was to correlate outcome
with conditions, controlling for initial severity. Of the 26 studies, Gurman desdriéssed s
(1961)paper as the only one to have used this method and thisttafied any significant

relationship between conditions and outcome.

Lesser was completing a PhD at Michigan State University and required data from clients

6during the second week of June, 1958, regar
comsel lingd (p. 332) .-perceptmrs andinideakeed foé cphearncgeep tiino

(p. 331) as his outcome measure, drawing on the work of Rogers and Dymond (1954). He

found the 22 clients counselled by 11 clierttred therapists improved on th&come

measure such that oO0the resulting t was 3.39
|l evel of confidenced (p. 332). On this basis
although whether or not there was an impact of the therapeldtionship was much less

clear; because 50% of the clients were still in progress at the time of outcome measurement

and 6the client and counsellor ratings of <co
higher for the continuing than for therminated clients (.03 and .04 levels of confidence,

using Whiteds T)o6 (p. 333). Whilst it was Gu
methodology, controlling for initial severity, it was not clear that this was a fair test of the
impactofthea her apeutic relationship because 50% o

Scores.

Lambertet al (1978) reviewed racesheutcane,i st 1 nterpe

methodological considerations and recommendations for future reearahn d cbahc |l ude d

€éRogerian hypotheses have been only modes
due both to the difficulties encountered in sampling and rating therapy sessions and to the
failure of clientcentred therapy to specify more precisely the times wpenific conditions
(such as empathy) might be most facilitative (p. 467).

These reviewers highlighted a number of methodological issues for research of this kind:

1. From whose point of view shall the process of therapy be assessed?

2. Is the medium of audiape a representative and suitable one for judging facilitative
conditions?

3. Should raters be experienced therapists or naive persons trained specifically for the

purpose?
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4. Is it even necessary to train judges?

5. Does the sex of raters confound the rating gsee

6. How should samples be collected: what are the effects of segment location?

7. Do the process scales measure separatdinn@nsional traits or a single dimensions?

Rogersd6 theory (1957, 1959) was thatnt was
for perceiving the therapeutic relationship.
in Rogersodo theory because clients wer e, by d
andsubjecttd a di screpancy bet we eorgatidmendadhe selfi a | expe
picture of the individual b (Rogers,d9553ap.968ds it rep

For her doctoral dissertation Beverl@pmesSchwartz(1978 studied effective ingredients

in psychotherapy and prediction of outcome frammcpss variables. Thirty five male college

student clients were allocated to one of either four male psychiatrists (analytic therapists),

four male psychologists (cliemte nt r ed t herapi sts, referred to
seven male college giessors (alternative therapists). Using the Vanderbilt Psychotherapy

Process Scale two raters blinded to treatment condition were able to identify from audiotapes

significant differences in the the types of process underway in each therapy condition.

In GomesSchwartz(1978)researchsessions with analysts were significantly higher in both
therapist and patient exploration than the other conditions, sessions with experiential
therapists were significantly higher in both therapist and patient exploration than the
alternative therapistaind both alternative and experiential therapists were found to exhibit
greater therapist warmth and friendliness than the analysts. Yet there was no significant
difference in overall outcomes nor any differences on any of the six outcome criteria. This

finding appeared to support the Dodo verdict.

In terms of prediction of outcome from process variables, G&ubwartz analysis met
Gurmanbés (1977) i1 dea that parti al correlatio
there were significant differees in what the therapist was doing in sessions for the three

therapy conditions, none of the process variables significantly predicted outcome. Instead:

Ot herapy outcome was most consistently predi
become etively involved in the therapy interactiéra dimension of therapy process that did

notdi stingui sh among the three treatment grou
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GomesSc hwartz interpreted these findings as su
speci fic factorso as determinants of outcome:
maximising the effectiveness of psychotherapy would be to select only those patients who
evidence a capacity to activellW32pEisti ci pate
appeared to have some similarity with Rogers
characteristicsd that weFrSe hiwganrotrze df oiunn dR ot ghearts
who were not hostile or mistrustful and who actively contrithutethe therapy interaction

achieved greater changes than those who were withdrawn, defensive, or otherwise unwilling

to engage in the therapy processo6 (p. 1032) .

Patterson (1984) conductedarou mer i cal oO6review of reviewsd
Roger s6 t he orLgmbertetal (I98hréviewPatterson aoncluded that:

Considering the obstacles to research on the relationship between therapist variables
and therapy outcomes the magnitude of the evidence is nothing short of amazing. There are
few things in the field of psychology for which the evidence is so strong.vithenee for
the necessity, if not the sufficiency, of the therapist conditions of accurate empathy, respect

or warmth, and therapeutic genuinesnss is incontrovertible (p. 437).

Pattersonds main point seemed t @urpomntst hat 6 al

about the sources of this bias:

1. Reviewers are biased in the selection of the studies they review.

2. Reviewers apply critical standards to research they are biased against and are more
lenient with findings they like.

3. Reviewers emphasise studibsy favour and demphasise studies they dislike.

4. Reviewers are selective in what they report about outcome measures, mentioning

results they |Ii ke and not those they dond

Watson(1984)r evi ewed the empiri cal statuad of Roger

sufficient conditions for effective psychotherapy and concluded that:

Though there is a substantial amount of r
necessary and sufficient conditions for effective therapy, none of the studies meet all of the
conceptal and methodological criteria for rigorous research on this topic. Researchers have
not carefully followed the logic of the hypotheses in designing studies and interpreting the

results. A central shortcoming is the inattention to major conceptual créer@oyinig
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client ratings of the therapist provided conditions, including all the hypothesised conditions

and addressing the issue of causality. A large number of studies have used judge ratings of

the therapist provided conditions which are irrelevarthe hypotheses as Rogers stated

them, and neglected client perceptions of the relationship, which are essential to a test of the
hypotheses. The studies that have focused on client perceptions of the relationship typically

have not included all of the pgthesised conditions, thereby not testing the hypotheses as
propositions of @etof necessary and sufficient conditions. Moreover, studies of client

perceptions have not addressed the issues of the hypothesised conditions as causes of

outcome. After25¢g ar s of research on Rogersdé hypothes

rigour required for drawing conclusions about the validity of this important theory (p. 40).

3.2.2 Abuse of the drug metaphor

Stiles, Shapir@and Hliott (1986)sought to examine apparent contradiction between

apparently equivalent outcomes between therapies with demonstrably different techniques,
hypothesising that this could be a consequence of: a) differential outcomes awaiting better
methods and measures to be revealed, diffigrent techniques share a common core of
processes, or; ¢) gross simplifications of therapy outcome and process studies failing to
observe differential effectiveness at the miprocess level. These authors concluded that the
case that wpskKkeclbiothlaer bpensSesanad!| coefireded pf or
gr ai ned t1[6)in oth oujcéme (@ process studies in order to teakewut

therapy works and any differences between schools at the-prmress level.

In 1988 Stiles wrote aa r t Psydh@herapy processitcome corrations may be

mi sl eadingd the conclusion of which was a 6d
demonstrating causal links between psychotherapy process and outcome (p. 33). Reviewing
processoutcomefidi ngs t o dat e, in particular-O0Orlinsk
analysis of processutcome findings, Stiles concluded research linking process to outcome

had been 6disappointingdé with a dmeagre yiel

himsef had 6é6interpreted t lodcomelrarelationsasof si gni f
indicating that a process component is thera
reflection, Stiles recognised that ih therap

all clients would have the same outcome. With no outcome variation, the correlation would

be zero, despite variation in process. o6 (p.3
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fundamental features of psychotherapy training and supervision, adagtiag\tiio meet the

needs of individual clients. Pointing out that standardising delivery of therapy so that all

clients were treated the same would be dbdabsu
Stilesd argument was ierreéds dudhehatalipnys recesve moees p on s
or |l ess of a component dependent wupon their

are appropriately responsive to client requirements, pracgssme correlations

underestimate the processtcomerelatons hi po6 (p. 30) .

Given this conclusion, that correlating process components with outcomes was thrown into
guestion, Stiles pointed out that there were alternatives to proassne research and these

included incorporating responsiveness in processumesscase studies, microanalysis of

mi croprocesses and the analysis -chdir si mi |l ar 0
procedure) and closely examining subsequent change as a consequence of these similar

events.

Stiles subsequently published a jgatper with Shapiro (1994) that would further elaborate
these points and stir up some controversy and debate.

In 1989HorvathandGreenbergublished an article about theva&elopment and validation of

the working alliance inventoéy ( WA | -)heoeeticdttaee part (bonds, goals and tasks)
conceptualisation of the therapeutic alliance. As part of the development and testing of the

WAI these authors had determined that the WAI strongly correlated with the empathy scale

of the BLRI, sharing some &% ofv ar i ance, al though these autl
the WAI had better outcome predictive validity than the empathy scale. The development of

the WAI was seemingly quite a turning point in psychotherapy research as it appeared to

6gi ve b aanlofdhe thérapeuticaetaiionship/alliance as a legitimate area for research
across therapy schools without being necessarily associated with one particular school. It may
also have been a better conceptualthasati on of
achieved by Rogers and collaborators. A number of research studies subsequently used the
working alliance as a processitcome correlate and some of these are described below, in

general terms the results have been to support the correlation ohgvalkance with

outcome.

Earlier, Stiles et al. (1986) had peenpted the publication of the work on the therapeutic
alliance and had described O6interest in the
di ssatisfaction duriapguthe tondstwionbkb ot lcenie
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described how in factor analytic studies measures of participation from both client and

therapist loaded onto the same factor, citing the wofkarhesSchwartz(1978)amongst

others in supporting this assertion and t hi s suggested a Opatter
173). Stiles et al. expected that the work o
research on the Rogerian 6éconditionsdé and ou
warmth,empdty and genuineness can be construed as
174). The extent to which therapeutic relationship (Rogers, 1957) and therapeutic alliance
(HorvathandGreenberg1989) are the same and or different was unclear, as too thetextent

which the BLRI and WAI overlap or map separate domains. It seemed plausible that at least

two positions were theoretically possible and not necessarily incompatible: the therapeutic
relationship was more than just the alliance, and the alliance wastinaor just the
relationship. It was wunclear to what -extent
grainedé enough to discern differences and s

et al.

Stiles et al. (1986) pointed out at least wivawbacks of the approach based on the

therapeutic alliance: Firstly, correlations with outcome might be a confound of early

outcome, i.e. because a client feels improved s/he rated the alliance more favourably. It was
subsequently shown that this potahtiriticism was unfounded and the alliance was shown to
contribute directly to outcome independent of any early treatment effect, e.g. Klein, et al.

(2003). Furthermore it was also subsequently shown that the therapeutic relationship (BLRI)
was also predtive of outcome independent of any early treatment efecqff andBlatt

(2006) The second drawback anticipated by Stiles et al. was similar to that described above,
that oO6the alliance construct is r egafklieny onl y
and therapist contributions; the exact operation of these constituent factors remains to be
clarifiedd (p. 174). Their concern here was
0t herapeut i c peehbpseeking toseplace vie ddsdribedvat t©o high a level

of abstraction. The difficulty here was, what was an appropriate level of abstraction to define
O6behaviourd or 6éprocessd, and whether or not
sufficiently well defined and embead within an appropriate statistical and methodological

context for meaningnaking to take place.

In 1994 a special feature of the Journal of Consulting and Clinical Psychology was published
to 6containd Stil es isabudeofShdaugmetaphérsPsychbtBetagy) p ap

processout come correlationsd. An introduction we
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(1994) described the Stiles and Shapiro art.
nightmared (p. 941) becsantsedtwer arlfgamend st t h
some O6provocationd yet could not be accepted
required acceptance of a null hupothesis, contrary to convention, see for example Field (2005,

pp, 226)

StilesandShapirob ui | t upon Stilesdé 1988 paper about
psychotherapy procesaitcome correlations. They described an experiment within which

6five theoretically relevant, reliably measu
with therate of change in three standard symptom intensity measures across the brief

treatment of 39 (mainly depressed) psychotherapy clients. The expected significant process
outcome correlations were not foundd (p. 942
methaphor, more is better, was misleading because psychotherapists (and clients) were
responsive to client requirements for process components. The responsiveness model

suggested that process components could not be related to outcome because the process
component would be varied to respond to client needs and was therefore moderated in a
feedback loop to match client needs. Therefore, these authors argued, what would be

expected would be an absence of correlation with outcome, if a process component was

meeting client need in a responsive way, and this required acceptance of the null hypothesis.
Unfortunately the scientific paradigm of hypothesis testing meant the null hypothesis could

never be accepted, it was only the experimental hypothesis that ecadddpted, at a

defined level of probability.

Il n addition to the O6containmentdé of Stiles a
by Newman there were two following articles putting the case against Stiles and Shapiro.

Firstly Silberschat£1994) argued that processutcome correlations were perfectly
appropriate scientific tests provided that t
conceptuali sedd and gayv®echaes(l984)xaagmguthat, of such.
amongst other things, Stiles and Shapiro had inadequate statistical power and could have used
better statistical analyses. One of the more interesting arguments that Sechrest deployed was
that, given the r esponavetywlidaesttse eficacy a dachg m, 06 on
psychot herapist seperatelyd (p. 952) and thi
e.g.Lambert, et al., 2002nd Wampold an&rown, 2005
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Stiles (1994) was given an opportunity on behalf of himself and Shipiespond to

Silberschata nd Sechrest in the Ospeci al-arguientsi ond a
as o6more complex measures should solve the p
solve the probl emd, r es prectytspecifiedrgsearclst i | es acc
6correlational designs are entirely suitable
955). To some extent the argument put forward by Stiles and Shapiro could be termed a
Owake up call 6 t o r absuttherhgpbtiesissthey were testingntiie c ar e f
methods and analyses employed and to incorporate the phenomenon of responsiveness into

an understanding of procesatcome correlations.

In 1996Hayes, CastonguagndGoldfriedpublished a further article camenting upon

Stiles and Shapirobés 1994 paperoutecomel t heir as
correlation research had been meagre because of incorrectly specified testing. Hayes et al.
presented findings from research into anxiety and depressioh tigg claimed were good
examples of processut come <correl ation research, unl i ki
These authors accepted Stiles and Shapirobs
and the importance of the responsiveness phenom They moved the thinking on by

pointing out that it was likely that the responsiveness phenomenon was more applicable for
momentto-mo ment process measures than for Owhen
intervention, change processammmon factor btherapy that is based on a solid theory of
changed (p. 913). These authors concluded th
complex and requires multiple measures of process and outcome, and multiple methods of
inquiry. The processutcome correkion paradigm is only one of these methods and one that

has contrributed significantly to the advanc

In responsé&tiles(1996)accepted some of the points that Hayes et al. had made and moved

the thinking on further by considaeg four reasons why process components might be in

short supply in a therapy/research setting, i.e. lack of resources to provide the component,
ignorance that the component was important to provide, failure to adequately evaluate the

process componenhd failure to recognise that a process component may really be a
6subgoal 6 of outcome e. g. an adequate therap
index of outcome. Right back to Rogers and Dymond (1954) it had been apparent that
Oprocess®mamd weo et not so easily distinguishe
some clients the ability to form an alliance could be an important outcome along the way to
achieving what might be considered havtre trad
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omore is better only when clients arendét alr
unlikely to be the case for robust therapy interventions that are embedded in clinical theory

and practicedo (p. 918).

Subsequently$tiles, AgnewDavies, HardyBarkham,andShapiro(1998)presented a

complex and sophisticated research of relations of the therapeutic alliance with

psychotherapy outcome. Five factor based aspects of the alliance (bond, partnership,

confidence in the work, openness and client ititéin therapy) were correlated with

residual gains on six outcome measures at threglpastpy measurement points (end of

treatment, 3 month follomp and 12 month followup) for 79 clients of five therapists who

each provided either eight or sixte@ssions of psychodynamic therapy or CBT, according

to random assignment. A number of alliance dimensions were found to be statistically linked

to therapy outcomes and therapist perceptions of alliance were found to be more closely
correlated with outcomédnan client perceptions. Some aspects of alliance were correlated

with some aspects of outcome and these resea
that techniques for measurement and analysis of the alliance have outstripped theory, so that

we andother alliance researchers are faced with differentiated results that we do not
understandd (p. 800). Building upon previous
alliance was a consequence of a responsive process, not a number of behavicurkitbat ¢

counted, and therefore suited to correlational research, unlike pmaessne correlations

that looked at behaviours. This research was evidence that strengthening the alliance was

good for outcome but not soumeitlhaitnegr atlhlaytd cionucl

say, the rate of transference interpretations.

3.2.3 Causation approaches

The presence of therapeutic empathy was found to exert a differential effect on outcome
(more empathy, better outcome) in CByBurnsandNolen-Hoeksemd1992) These

authors created a structural equation model of therapeutic empathy and recovery from
depression with CBT. They wrote that this was the first report that they were aware of that
had documented the causal effect of empathy awezg when controlling for the

simultaneous causal effect of depression on therapeutic empathy and concluded that
therapeutic empathy had a direct effect on clinical improvement, estimated at r = .26. In the

context of the research questions it would sptausible that observed effectiveness of the
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personc ent red psychotherapies were |ikely to in
an impact of the therapeutic relationship; especially as empathy is a fundamental part of the
approach. In contrast BurasdNolenHoeksemalso found that adherence to homework

also predicted outcome, r = .14 from patient ratings of homework adherence and r = .25 from
therapist ratings. Giving clients homewor k w
an empiricist, it was unclear wier Rogers would have amended his theory to take account

of findings such as these. Perhaps a pecemtred approach would have been to discuss

putative homework tasks witlientsif they wanted to or asked to. Although it is not clear

how clientswould know to ask for this without being informed of this possibility.

One possible conception of &édhomework adheren
homework adherence was really a subgoal of therapetic alliance/relationship; clients who

worked well with thei therapist wanted to please them by doing the homework they were

asked to do. This possibility occurredBarns andNolen-Hoeksemavho sought to test this
6alternative hypothesisd as best they coul d
empdhy contributed directly to outcome when controlling for initial depression severity,

homework compliance and other factors. They found that the effect of empathy was direct

upon outcome and did not operate by facilitating homework compliance. Instead/drme

compliance had a direct effect on outcome independent of the perception of empathy from the
CBT therapist. These authors speculated as to the cause of homework compliance on
outcome, noting that CBT theory redace t hat Ose
depression by teaching patients to cope with dysfunctional attitudes and behaviour patterns as
hypot hesised by cognitive and behaviour ther
authors noted were that 1) adherence to homework might beoasequence of an

unmeasured variable such as motivation that caused recovery or 2) that improvement might
motivate homework completion. Problems with this kind of causation research include those

of temporal precedence and external unmeasured variabtesitiht also be causative.

However, what was clear from this research was that both perceptions of empathy and

something to do with homework had independent and direct effects on recovery from

depression.

Subsequently Bur ns aDoe ps$cphathargply romewprRl€ai@) as ke d
improvements in depression in cognitivehavioural therapy or does improvement lead to
increesed homework compliance?d. Buil ding upon

paper these authors sought to address temp@eddence and unmeasured variables and
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concluded that homework adherence contributed directly to depression outcome. These
authors noted the défence between a large effegtnet gain of 14.6 BDI points, from
doing homework versus not) and a smalrelation (they estimated the effect of homework

adherence at a correlation coefficient r = .19 to .21 depending upon the measures used.

To the present author, and perhaps to others, the Burns and Spangler (2000) paper is
impressively complex, filled witkomplicated diagrams and somewhat esoteric statistics. In a
subsequent commentaiazantzis, RonargndDeang(2001)pointed outwhilst Burns and
Spangler was a commendable piece of whwkdamentally they had incorrectly concluded
causation from correfen (Field, 2009). In particular that a number of alternative hypotheses
had not been examined e.g. 1) homework compliance could have been a proxy dependent
variable, previous research had shown patient improvement had led to patiesgtovation

of homework compliance; 2) possible measurement error in homework compliance ratings
could have explained the findings; 3) homework compliance could have been a confound of
therapist competence, perhaps better therapists administer homework betezaitzs et

al. concluded that Burns and Spangler had
paper and for those who would seek to assess the impact of the therapeutic relationship, a
related endeavouthis wasa cautionary note.

Whilst Kazantiset al. (2001) praised the efforts of Burns and Spangler (2001) they also
pointed out that an appropriate test of causation would include a prospective test (rather than

a retrospective correlati onal ampromiateygasures h o me

of homework completion and therapist competence. In addition to these experimental and
statistical points Burns and Spangler themselves pointed out the combined difficulties of
relatively small sample sizes available to psychologists, measurermmardrd lots of small
medium sized correlational effects that could lead tesignificant findings in research of

this kind. In the context of considering the impact of the therapeutic relationship these are

related concerns, together with those of anbking appropriate inferences from findings.

In a subsequent review article Thase @atlan( 2 0 0 6 )  w rhe tole of homework in 0 t

cognitvebehaw ur t her apy of depr asaysisolkagantis, Dhaeey ci t e
andRonan(2000)whofomd &éstrong evidence that interven
were more effective than interventions that

analysis suggested that homeworkcome effects with depression outcome tended to be
larger than thoswith anxiety. Thase and Callan pointed out that the premgs®me
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correlation was likely more complicated than it first appeared because of the possible

presence of moderators of homework adherence. In their analysis putative moderating

variables were yt into three groups: task, therapist and patient variables. Firstly, they

considered the impact of the perceived and objective difficulty of the task. Length of

homework task had been found to be one aspect of its difficulty and written tasks tended be
perceived as more difficult. Secondly, therapist variables included individual differences in
enthusiasm for homework, the regularity with which a therapist gave homework assignments
plus the therapistodos skill atablesilogded bi ng t he
personality disorder, symptom severity, homework preferences, perfectionism, fear of failure,

fear of displeasing the therapist, how patients attributed their depression i.e. their own fault,

bad luck, etc.

A further interpretation of homewok coul d be that tifd eicd 6compa
relationship Barkham, et al., 20Q®linami, et al.,2007)and see later. Clients who do

homework could be considered by analogy to have an extrtheoapist session compared

with those who do not. It might be necessary to control for the nature of the task by giving

out nontherapy homework and even this coald i | | be consi-efefrecdt par t
because it was at the request of the therapist.

The point here is an important methodological one. Therapists giving out homework is a
relatively simple system, compared with the whole therapeutic entergnsbkiob it is a

subset. Yet, seeking to understand the impact of homework has proven difficult. Hopefully
the difficulties inherent in a relatively small part of therapy point to the potentially much

larger difficulties in understanding the impact of therapeutic relationship in person

centred psychotherapy. In therapies that support homework this is an additional aspect of the
therapeutic relationship. One question for persemtred therapists, in considering the

clinical effectiveness of the perseentred psychotherapies, is whether with convincing
evidence for an independent impact on outcome, persoined therapy should adopt, or at

least test, homework as an evidebesed intervention. At present the approach of this

author is to discuss poskthomework tasks with a client if they indicate a wish to do
something outside of therapy to help themselves, e.g. addressing agoraphobia by phased
exposure. This comes from within the frame of reference of the client and can thus be
consi dercend réealéi gmtoger s, 1940, p. 163). A mol

situation in which homework tasks were an evidemaged intervention and a persmantred
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therapist refused to mention the possibility of these out of their own (thecapiséd) seres

of O6met hodol ogi cal purityo; potentially a di

3.2.4 Common factors

In 1992NorcrossandGoldfriedp u b | i s hHardbobkhokpsychotlerapy integration

which featured a chapter by Lambei®92)o n 6 Ps y ¢ h o indireseaach.y out co

| mplications for integrative and eclectic th
resear ch on (L&dertetalsld78)tamddie newew of the effectiveness of
psychotherapylLambert,et al.,1986)Lambert putforna d an i dea of d&écommon
spanning schodbased approaches to psychotherapy being responsible for observed changes

as a consequence of therapy. This research resulted in an estimation of the percentage
contribution four therapeutic factors made tggh®therapy outcomgambert, 1992)

Lambert explained this estimation was based upon many decades of empirical research
dealingwithba | arge range of adult disorders and ¢
naturaligic observations, epidemiological studies, comparative clinical trials and

experi ment §p.94@8). al Loagnubeesrot made <cl ear that no
used in these estimations and the pARrcentage
central premise of this kind of analysiswasthat her e i s | i ttl e evidence
superiority of one s c [pol63) This viewthas centainlygat e ov er
been shared by all authors; see for exarBje & Chambless2007) Nevertheless,

Lambertés 6écommon factorsé approach has rece
reported in 1992 had remained unchanged for ten yieansbert & Barley, 2002and were

as follows:

1 40% Extratherapeutic famts e.g. spontaneous remission, fortuitous events, social
support, etc.

1 30% Common factors, variables found in most therapies e.g. empathy, warmth,
acceptance, encouragement of risk taking, client and therapist characteristics,
confidentiality of the ref@onship, therapeutic alliance, process factors etc.

T 15% Expectancy e. g. pl acebo effect, <clien
clientés belief in treatment techniqgue an

1 15% Techniques, factors specific to a particular therapy e.g. biofeedback, hypnosis,
systematic desensitisation, etc.
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(Lambert & Barley, 2002)

In a correspondence with the autfioambert,personal communication™October2006)an

update was provided that estimated the relationship between outcome and other variables as:

1 40% Extratherapeutic factors

1 35% Common factors

1 20% Therapist effects

1 5% Techniques

The author of these estimates cautions there is no direct wagkirig these estimates
(Lambert,personal communication"ctober,2006) Although widely referred to, for

example byCooper(2008) and perhaps reasonably widely accepted, it is important to note

that these Opercent ages paiidnts asrafuncoon e therapeutici n p s
factorsé are perhaps o6illustratived, Oindica
of some statistical technique e.g. matalysis. Nevertheless there was some direct evidence,

as outlined above, fohé therapeutic relationship/alliaempathyas a contributor to

outcome, e.gHorvath andGreenberd1989) Burns andNolen-Hoeksemg1992)

In his 2001 book Bruce Wampold revisited the psychotherapy literature and made the case
for equivalence of outcoes between schools and for factors common to different schools

accounting for similar outcomes.

SachsendElliott (2002)reviewed processutcome research on humanistic variables. In

addition to looking at microprocess research findings and implicatomsactice these

authors summarised macro level humanistic preoagsome research. The approach they

tookto this was look at what theyteesd6 c or e & humani sti c therapeut
understandi ng, acceptance/ affirmation, and g
therapist process variables linked to the humanistic approach (therapeutic alliance,

directiveness and procedsective methods e.g. twohair dialogue), processes central to

humanistic therapies (self exploration and experiencing) together with other client process
variables (client role involvement, client passivity, client openness and positive versus

negative affetive reactions to therapy). This was not a structured-areddysis as such,

alt hough s e e-authbrédiwork an émspatlfipahare Elliott, Greenberg, &

Watson, 2002andElliott, Bohart, Watson, & Greenberg, 201@hd was rather more a

presatation of some of the findings from humanistic and related research. Whilst Gurman
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and others were critical of, say for example, work by Batretinard (1962) these authors
presented his work as an empirical result that supported the significanceapfshempathic
understanding as a predictor of outcome. These authors concluded that on balance
understanding the client empathically was generally associated with positive outcome.
Similarly Elliott and Sachse described therapist acceptance of theadiartonstructive

response although noted great variance in the results and called for more research. In terms of

congruence these authors found mixed results, some positive, some finding no connection

with outcome, and conclanrdteidaltlhyate fcfoengtriuvee cteh
(p. 88) and that further research was requir
drug metaphord work of Stiles and Shapiro an
necessarily lead to betteroudce s and in fact Oémore cogruence:¢
some clients.

Orlinsky, RannestadandWillutzki (2004)r evi ewed what they call ed ¢
psychotherapy processut come researchd. A | arge number ¢
andtheevdence presented as a oO0tally countdé of s
impact outcome, often from the perspective of different process raters e.g. patient, therapist

or independent rater. A tally count such as this was not quite the samestesamalytic

synthesis of research findings. These authors found 62 studies in favour of a positive impact

for empathy on outcome, 53 studies finding no significant impact and no studies with a

negative impact on empathy. In terms of congruence theylf@8rstudies with positive

impact on outcome, 36 with no impact on outcome and 1 with a negative impact on outcome.
Orlinsky et al. found 87 studies with a pos
(versus negati vi t ynosigniicardimmhct and 4 wite annegative 6 3 wi t h
i mpact . I n terms of Otherapeutic bondé, the
they found 87 studies with a positive impact on outcome, 44 with no discernible impact and 1

with a negative impact. &hy other processutcome variables were also presented

In the same volum€larkin andLevy (2004)considered the impact of client variables, a
subject that Rogers appeared to want to avoid, and concluded amongst many other
conclusions, that clients with a-ooorbid personality disorder were unlikely to benefit in

therapy as much as those without.
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3.2.5 Meta-analytic approaches

ShadislrandSweeney1991)brought together outcome metaalyses, questioning the Dodo

bird verdict, and research on third variables that link outcomes and process, mediators and
moderators. Their argument was that whilsteh&as plenty of research showing on average

clients receiving psychotherapy do better than clients not receiving psychotherapy a more
6intelligentd view was required about o&édwhen,
Their approach was to look at mattirs and moderators of outcome and they found

differences in effect sizes between behavioural anebetyavioural therapy outcomes based

on variables that they found infuenced effect sizes. Their conclusion was that Dodo birds are
notvery smartand shauin 6t be all owed to hand out prizes
the research would find differences between therapy outcomes. Whilst the approach taken by
these authors was certainly complex the findings were not entirely convincing in uncovering
themediators and moderatorstbkrapyand seemed to point more to the problems of doing
research, and the mediators and moderatamrssefarch findingsthan about therapy outcome

itself, e.g. finding that behavioural studies that used measures with low reactivity yielded

lower effect sizes than ndvehavioural studies that used measures with low reactivity

perhaps says more about research methods thatige. These authors claimed not to have

solved the problems of therapy research but perhaps to have provided some directions for

others to follow.

Martin, Garskeand Davis 2000)examined the impact of the therapeutic alliance with

outcome. They iddified 79 studies (58 published, 21 unpublished) and found that the

alliance was moderately related to outcome, sample size weighted r = .22 (see below). These
authors concluded that if a proper alliance was established between a patient and a therapist
that the alliance might be therapeutic in and of itself, regardless of other psychological
interventions and that the alliance was predictive of outcome, whatever the mechanism

underlying the relationship.

Norcross (2002published the results ofan APAstk f or ce he est abl i shed
operationalise and disseminate information o
(p. v). The main conclusions of the task force were that some elements of relationships were
6demonstrabl y yahdfthese tvérestieedherapeutic atiamae,acghesion in group
therapy, empathy and goal consensus and collaborblmmathandBedi (2002)were the

contributors for the chapter on the working alliance and they published @anadyais of

the 90 studiesn the relationship between the working alliance and outcome and concluded
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that the effect of the alliance on outcome in most therapy situations was somewhere between
r=.21and r=.238ohartetal.(2002)c ont r i but ed the chapster on e
estimated for the size of the effect for emp
size was reported as being of a similar order to previousanelgses for the therapeutic

allianceoutcome correlation.

The Norcross task forcealsocbonaded t hat some el ements of re
and probably effectived i n ther+enpedapproadh of pa
were the chapters on positive regéfdrber & Lane, 2002)nd congruencélein, Kolden,
Michels, & ChsholmStockard,2002) These aut hors provided Ot al
showing positive, negative or no impact on client outcome, rather than @anadysic
synthesis of an effect size. The other el en
feedback, repair of alliance ruptures, self disclosure, management of counter transference and
quality of relational interpretations.

The overview in the Norcross volurfllambert & Barley, 2002¢lescribed above concluded
that oOthis r evi eaortohe persdn cénted doncepts ofdacilitative

conditions and their proposed influence on <c

The findings of Bohart et al. (2002) could be seen in the light of the those of Simpson,
Orinda, & Ickes2003)wh o0 e x a mi n eadt hdéiwch eanc ceumpacy hurts and
the field of marital i nteractions. They foun
behaviour & was as stomostdetlined in perceéived sghjeetieet er pr e
closeness when the behaviour lga€elater perceived empathic accuracy on the part of the
perceiver and trained observers. It was i mpo
not wunidirectional, it was not the case that
thepointmad by Stiles (1988), about therapy bein

responsi veo. Il n this case more empathy was h
argument was al so the manner in which the en
orinthe contextofperseaent r ed t herapy, Oto understand?©o.

empathy but also what went with it, perhaps what might be put in Rogerian terms as a lack of
positive regard; pointing to the necessity of considering all theawesdtip factors together
(Watson, 1984). In terms of the present research and the impact of the therapeutic
relationship this pointed to the importance of considering all the factors together and of

measuring these in a mappeoptihatecapsporsi va
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simply counting the number of empathic statements, or similar. After the further debate that

arose from Stiles and Shapiro (1994) this appeared to be where Stiles had got to with the
publication ofStiles,et al.1998 cf. the drug metaphor, that an appropriate measure of
relationship/alliance should encapsul ate O6ap

Il n a preview (Norcross 2010) o-basatherappn t o be
rel at i (blorcsobsi 2011)) Norcross and Lambert (2010) reiterated the findings from the
literature that: a) psychotherapy is effective, with typical805%6 of patients who enter

therapy showing benefit, and that; b) irrespective of thetagyp e , 6t raonshimer apy
makes substantial and consistent contributions to patient success in all types of psychotherapy
studied (for example, psychodynamic, humani s
pagination specified). Metanalyses were conducted for kegraknts of the therapy

relationship and the results of this are summarisaldle 1.
Tablel

Table 1: Summary of metaanalysis of keyelements of the therapy relationship based
on Norcross, 2010.

Element of therapy relationship r* | Reference

Alliance in individual psychotherapy .28 | Horvath, Del Re, Fluckiger, & Symonds, 2010
Alliance in child and adolescent .19 | Shirk & Karver, 2010

psychotherapy

Alliance in couple and family therapy .26 | Friedlander, Escudero, Heatherington, & Diamond, 2
Cohesion in group therapy .25 | Burlingame, Theobald McClenon, & Alonso, 2010
Empathy .30 | Elliott, Bohart, Watson, & Greenberg, 2010
Goalconsensus .34 | Shick Tryon & Winograd, 2010

Collaboration .33 | Shick Tryon & Winograd, 2010

Positive regard and affirmation .27 | Farber & Doolin, 2010

Congruence/genuineness .22 | Kolden, Klein, Wang, & Austin, 2010

Collecting client feedback .23.33 | Lambert & Shimokawa, 2010)

Repairing alliance ruptures .24 | Safran, Muran, & EubankSarter, 2010
Countertransference -.16 | Hayes, Gelso, & Hummel, 2010

Managing countertransference .56 | Hayes.et al, 2010

Note:® effect size expressed as partial correlation coefficient.
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Norcross and Lambe(2010)made the point that alliance and cohesion are composed of
mutiple relationship elements, there is evidence for the effect of more specific relationship
elements (empathy, goal consensus, collaboration, positive regard and affirmation,
congruence/genuinergsand specific relationship behaviours that promote the relationship
(collecting client feedback, repairing alliance ruptures, managing countertransference).
Countertransference had a small negative impact on client outcome and the management of
countertansference had a large positive impact on outcome. The extent to which these effect
sizes interact or are O6additived is uncl ea
example Rogers would recognise empathy (r = .30), positive regard (.27) andecmegru

(.22), although it is doubtful that taken together these would constitute r = .79, or perhaps not
much more than the highest of these, r = .30. This also highlights a point about the specificity
of the definition of the different relationship elemeaisl the extent to which they do, or do

not, overlap. For example Horvath and Greenberg (1989) found a correlation between the
alliance and empathy. It is also unclear to what extent these relationship elements are
differentially important for different daomes e.g. is empathy more important for depression
than anxietyNorcrossandWampold(2010)summarised the evidence for adapting the
relationship to the characteristics of the individual patient. They found statistically significant
evidence from theimetaanalysis for adapting to the reactance level of the
patient(defiant/compliant), readiness for change, culture, coping style (internaliser or
externaliser), religion or spiritual belief and preferences in terms of therapy school, treatment
format (indvidual, family, group), relationship style, treatment length, etc. These authors
conclude that O6épsychotherapists can create
distinctive patient and singular situation n addi t i on t o hi sd her di
specified) c¢cf. comment by Sechrest (1994)
psychot herapist seperatelyd (p. 952) .

3.2.6 Some Recent studies

Klein, et al. (2003) looked at therapeutic alliance in depression treatment controlling for prior
change and patient characteristitsese authors found that early alliance significantly
predicted subsequent improvement in depression symptoms, contfotlimge effects that

might affect measures of the alliance. Measures of the alliance and depressive symptoms
were independent and based on different methods, avoiding shared measurement error, cf.
Watson(1984)

r

a
SO

60



86

Cloitre, Chase, Miranda, arfithemtob(2004) considered the related contributions of the

therapeutic alliance and negative mood regulation to the outcome ofphése treatment

for childhood abuseelated post traumatic stress disorder (PTSD). They found the strength of

the early alliance predied improvements in PTSD and that this relationship was mediated by
participants improved capacity to regulate negative mood states. These authors concluded
that O0the therapeutic relationship may be an
of childhood abuse el at ed P-bB$DO The. r4at4onale for this
appeared to these authors to be that once a good relationship was established patients were
better able to tolerate distress, in the relationship, when exposed to diffetuigs
associated with the trauma and of the dbdappar

achieving negative affect regulationd (p. 41

A large naturalistic study of 6,146 clients seen by 581 therapists found about 5% of the

variance in outsmes was due to therapist variabiljyampold & Brown, 2005)The

authors noted there was a wide range of estimates for the percentage of outcome variance due

to therapist effects in the literature and identified reagamhis (e.g. statistical methods

used, heterogeneity of patients in sample, etc.), concluding that within the clinical trial

literature about 8% of outcome variance was due to therapist effects. The authors found a

similar level of effect in their natuliatic sample, 7.8% of variance due to therapist effects,

and this reduced to 5.5% when differences in initial severity of patients seen by therapists

was controlled for. When initial severity was greater, variability due to therapists was greater,
the5.8% fi gure was for 6daverage severityoé patie
figure of about five per cent of the variance in outcomes being due to the therapist in their
naturalistic sample, compared with eight per cent for clinical trialthdogreater variability

amongst patients in usual practice, meaning there was less variation that could be accounted

for by therapist effects. The five per cent figure also took account of sampling error and was

t herefore a r el a ttherapest effects] pnia coenparable asisiha authord o r
estimated the proportion of variance explained by the type of treatment deliver2éoat 1
Subsequent research involving Bruce WamgBlaldwin, Wampold, & Imel, 2007Ayith

another naturalistic sample suggested the outcome variance explained by the therapeutic

alliance was 3%. Notethe8 % per cent ages for o6variance due
much lower than the 2B0% for therapist effects/ common factors positedhiet 6 per cent a ¢
contributing to psyclaoker, 2902gmpertd Barleyo26dg 6 mo d e |
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Lambert, 2006)There was a difference between the contribution a factor makes to outcome

and the outcome variance a factor explains; the latter is likddg smaller than the former.

Wampold and Brown also found that more effective therapists in one time period were also
similarly effective in a subsequent time period; less effective therapists were also predictable
from one period to another. This syuldund patients of more effective therapists received

more benefit from concurrent medication than those of less effective therapists, although the
authors caution that this finding was based on a relatively small subset of the overall

database. In additn to prospectively enhancing the effectiveness of medication the

therapeutic relationship may also influence adherence to a medication (eigiyse Ordway,

& Di Matteo, 1992DiMatteo, etal., 1993) and t hi s oO0i nfl uenced can
(Qureshi, Hatcher, Chaturvedi, & Jafar, 2007)

Zuroff and Blatt (2006) reanalysed data from the National Institute for Mental Health

(NIMH) Treatment of Depression Collaborative Research Programme (TDEIRR, et al,
1989)andfound that all four treatment armsCBT, interpersonal psychotherapy (IPT), anti
depressant medication (imipramine) plus clinical management and pill placebo plus clinical
managemerit had outcomes that were differentially affected by a Rogerian meafstine

therapeutic relationship at the start of therapy (better relationship/better outcome). The
BarrettLennard Relationship Inventory (BLRBarrettLennard, 1962)the Rogerian

measure of the therapeutic relationship, see below, completed at the seatment session

had predicted a composite measure of clinical improvement across all treatment conditions
(Blatt, Zuroff, Quinlan, & Pilkonis, 1996)The 2006 more rigorous analysis controlled for

early clinical change anetlationship variableandf ound t hat O6across CBT,
medication with clinical management conditions, the perceived quality of the early

therapeutic relationship, adjusted for early clinical improvement, predicted the rate of

decrease in maladjustment subsequenttotbea s ur e of t(h £37)inddctat i ons hi
composite score derived from summing the empathy, regard and congruence component of

the relationship inventory was usgl C.Zuroff, personal communicatigrzd" January

2008. It was this composite scoreh at suggested 6t he perceived
relationship early in the treatment process contributes directly to multiple dimensions of
outcome during brief treatment of depression, including symptom reduction, improved global
adjustmentandEC ( Enhanced Ad dpli37) Vhe higher gualityi t i es ) 0
relationship also predicted lower levels of maladjustment throughout the 18 monthdgpllow

period. Rerunning the analysis using each of the four subscales of the BLRI (regard,
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empathy, uncaditionality or congruence) individually, instead of the composite factor,
showed each subscale contributed to outcome to a similar extent, none of the subscales stood

out as having a unique raf®. C. Zuroff, personal communicatiori9d" March 2008.

Hawley, Ho, Zuroff, and Blatt (2006) examined the relationship of perfectionism, depression
and therapeutic alliance during treatment for depression. The strength of the alliance
significantly predicted longitudinal perfectionism change and perfestiosignificantly

predicted the rate of depression change during therapy. Reflecting upon the language and
concepts Rogers was seeking to convey the conclusions of these authors have some similarity
to something Rogers might have written:

Perfectionistic ptients often hold maladaptive beliefs about themselves involving
harsh self scrutiny, overly critical evaluations of their behaviour, and unrealistically high
standards of performance, associated with themes of guilt and inferiority. They often believe
that others will be overly critical of their behaviour, having high expectations for their
performance that must be met to gain approval and avoid rejection. Once a strong alliance has
been established, the ther api setathtsdessacdc ept i ng,
behaviours can provide an environment that allows the patient to challenge this maladaptive
belief system. Within a collaborative therapeutic framework, the patient becomes capable of
disclosing personal information without fear of beingeted or criticised by the therapist.
As the content and structure of the patiento
adaptive beliefs, symptom alleviation occurs as the underlying vulnerability improves. A
successful psychotherapy intenientcan be seen as providing a collaborative setting in
which maladaptive schemata are challenged while working to develop a more realistic,
di fferentiated and i nd40egrated belief systemd

Strauss, et a(2006)examined a nonandomised trial focognitive therapy for avoidant and
obsessiveeompulsive personality disorders. They found stronger early alliances and fupture

repair episodes predicted more improvement in symptoms of personality disorder and

depression and speculated that the therapeut r el at i onshi p was a oOcor
di sconfirm mal adaptive schematad (p. 342). T
of the importance of the early alliance in working with clients with chronic problems such as
depressiorfKlein, et al., 2003)and childhood abuselated PTSCloitre, et al, 2004)

Furthermore, Strauss et al checked, as these authors had, that the therapeutic alliance was not

simply associated with early symptom change.
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In contrast to Beck (1976), who was alsooeauthor of Strauss, et al. (2006), Strauss et al.
considered that the therapautic relationship could be causative in its own right, not simply a
nonspecific convenient means of implementing causative CBT techniques. Rogers 1957

paper was abouttherdlabns hi p condi ti ons for &dédconstructi
symptom relief. These authors cited the ideaBeawfk, Freman, Davis, and Associates

(2004) that the therapeutic alliance could be particularly important in Axis Il populations and
pointed to their own data which suggested rupteygair episodes could be therapeutic if

handled properly. Unusually for journal articles which were ordinarily written in the past

tense Strauss et al. |l ook forward to 6the ne
development research focuses on identifying therapist strategies associated with better and

worse early alliances and rupture outcomes to improve treatment retention and treatment
outcomes in this prevalent andtedbfthéreseanchi ng p
guestions, if persenentred psychotherapy were clinically effective and there was an impact

of the therapeutic relationship on outcome it seemed plausible that-oersoed

psychotherapy might be able to make some useful contibtdiresearch of this kind. This

perhaps reinforced the idea that research questions of this kind could have some validity in

terms of making a contribution to therapeutic literature.

Lutz, Leon, Martinovich, Lyonsand Stileg2007)looked at therapist effects in outpatient
psychotherapy using a three level growth curve approach. They concluded that 8% of the

total variance and 17% of the variance in rates of patient improvement could be attributed to
therapists andnt hdhtat @&t hheacamptiesnt di fferences
studies than in controlled trials finds some

outcome was approxi mately double that typica

Spinhova, Giez, \an Dyck, Kooiman, and Arntz (2007) published a paper about the

therapeutic alliance in therapy for borderline personality disorder. Two conditions, schema

focused and transferenbéacused therapy were found to have significantly different ratgs

the alliance. The authors sought to make sense of this finding by hypothesising that the higher
ratings in the scherf@cused condition possibly reflected the effort in this condition to
6connect to the patient by veatltade andtodevedop unt hr
mutual trust and positive Beekgreeend Dvip,& 112) a
AssociatesZ004)as the foundation for this theory, cf. Beck (1976). The researchers found

that negative ratings of the alliance from bthterapists and patients predicted dop and

increasingly positive ratings of the alliance predicted improvement and these authors
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concluded that the development and maintenance of the alliance during the first year of
therapy was crucial, keeping clisrin therapy so that they might benefit. The authors
speculated that the therapeutic alliance and techniques might interact and may serve to
facilitate a change process.

In 2009Crits-Christoph, et alpublished work on the alliance in motivational entement

therapy (MET) and counselling as usual (CAU) for substance use problems. Whilst these

aut hors expected a significantly higher all.i
focusé on empathy, acceptanceherawmadnoposi ti ve r
statistically significant difference in alliance between the two conditions.Rakawin, et al.

(2007) these authors found it was the therapigherapist variability in average alliances

that predicted outcome, not the patiempatientvariability. In fact these authors found that

scoring the alliance at extremes, compared with other patients, was associated with relatively
poorer outcomes and that the relationship between alliance and change in drug usé was not
linear but quadratic; scing the alliance at an extreme was associated with poorer outcome.
Crits-Christoph, et alconcluded that since the alliance was found to play an important role in
outcome that training 6therapists ip ways th
1133). It appeared possible that the persemired approach with its emphasis on the

alliance/relationship may have some conribution to make to therapy literature and practice.

Perhaps related to the findings@its-Christoph, et al(2009),Souh, Turkheimer, &

Oltmanns (2008) looked at personality disorder and marital functioning. They found low
levels of marital satisfaction and high levels of verbal aggression associated with more
extreme scores for personality disorder, especially borderlshe@mendent personalities.

These authors found the processing dynamics in people with personality disorders led to
misunderstandings, misconceptions, poor communications and unhappy relationships. They
suggested personality traits were important in undedstg why relationships thrive or

falter. It was plausible to consider that there may be some similar phenomenon in therapy,
both in terms of clientsd experience and ass
relationship/alliance with cormorbid personaligorder. Something of this kind maybe what
went on in the different ways in which clients reported on the therapeutic alliance of the kind
observed in Baldwin et al. (2007) and Gi@hristoph (2009). Given the intention of this

research to measure outoesrand the known impact of the presence ofmodbid

personality disorder in moderating outconf@tarkin & Levy, 2004)t seemed important to
consider the impact of a comorbid personality disorder in order to contextualise the outcomes
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study. Furtherma, given the plausibility that presence of a personality disorder could affect
both the measurement and the impact of the therapeutic relationship it appeared important to

bear these factors in mind.

3.2.7 Anti -depressant medi cation

It was mentioned ab@that as naturalistic research in order to make a legitimate claim that
any observed effect was due to the persemired therapy this research would need to rule
out any alternative explanations. One of the alternative explanations mentioned by Clark et
al. (2007) that would need to be considered was thgigstchanges in outcome scores

could be due to concurrently administered medications. Researching clients with depression,
anxiety or norspecific distress it seemed plausible that at least sorhes¢ tlients could be
taking concurrently administered medications and it would be important to know who was
taking what medication, as this could provide an alternative explanation for observed
changes. In particular some of the clients in the researdt be taking antdepressants as
these are routinely prescribed for depressiormoobid depression/anxiety, anxiety or other
psychological/psychiatric difficulties and it was important to consider what possible effects

antirdepressant medication midtdve on the study.

The efficacy/effectiverss of antidepressants hdieen questioned. Kirsch and colleagues

have conducted a number of matzalyses of drug company research, including those studies
submitted to the US Food and Drug Administration, ded twide range of publications

includes for exampleKirsch & Sapirstein(1998) Kirsch, Moore, ScoboriandNicholls

(2002) Kirsch (2002) Kirsch, ScoboriaandMoore (2002) Moncrieff andKirsch (2005)

Moncrieff (2006)andKirsch, et al., 008) In general terms these authors found that pill

placebo was apparently powerful in relieving depression as this typically matci3edo/0f

the efficacy of antdepressant medication. In some cases the remain#3§%0of

i ncrement al efteeatimeomot cendact omwe was | ess

reliable and clinically significant changéacobson & Truax, 1991)

Taken together these articles petit o0 a 0 mi n i-cingcadllysigdificantgrole foro n
antidepressants in recovery frompdession and have themselves been controversial and
given rise to many comments, for exam@alamong2002) Antonuccio, Burnsand
Danton(2002) Brown (2002) Greenberd2002) Hollon, DeRubeis, SheltoandWeiss
(2002) Moerman 2002) Munoz(2002) Rehm 2002)andThase(2002)
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In addition to inquiring about NHS investment in therapy research by theoretical model, the
present author also inquired about NHS spending ordaptiessants (Freedom of

Information requests). In the 16 years to 2006he period when Selective Serotoni

Reuptake Inhibitors (SSRIs) became available, the NHS in England spent £3,115m on
prescriptions for six antiepressants (Fluoxetine/Prozac, Paroxetine/Seroxat,
Sertraline/Lustral, Venlafaxine/Efexor, Nefazadone/Serzone and Citalopram/Cipramil) in
primary and secondary care settin@geston, 2008 an@/eston & Weston, 2008)t seems in

the UK a comparatively large amount of money has been spent for a comparatively small

benefit directly attributable to antiepressants.

Kirsch and colleagues have wondkrea b out what they term O6pl ace
to understand the components of these effect
6augment edd human contact i s mor(Kaptphakete r f ul t
al.,2008) For these researchers 6daugmentedd huma
effectdé. There is perhaps an issue of nomenc

another researchero6és Otherapeutic relationsh

In the field of prescription medications the implications of therapist effects were highlighted
in stark terms at the APA conferen@&@rown, 2007who pointed out that in the TDCRP,
comparison of the antidepressant and pill placebo legs of the trial showed e

outcome variance was due to the psychiatrist and 3.4% due to the medighbqmescribed
accounted for 2.7 times more outcome variance Wiaatwas prescribed. The top third of
psychiatrists achieved better outcomes with placebo than therbibiital achieved with the

antidepressar{McKay, Imel, & Wampold, 2006)

Whilst it may have appeared that pill placebo was apparently powerful in relieving

depression it could be that at least some of the effect was really a therapist effect, since

typicd drug trials include some o6clinical man a
medication with a psychiatrist. This could accountaleast some dheapparentlyjarge

effects of pill placebos in depression RCTSs.

Neverthelesswhilst antidepressants might appear to have only small effects on outcome it
was important to consider in this research whether any apparent effect of pemsea
therapy could be due to concurrent medications.
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3.2.8 Dose effect relationships

Medicat i ons are oftendempmearsdaretr dand thlrei Hdosrec ey
applied to psychotherapy where there can also beeftess relationshipgBarkham, et al.,
2006)although see papers by Stiles starting from6l®& d r evi ewe deohtbeove r e.
dr ug meThanuimberobsessions a client has can influence their outcome and the

evidence appears to suggest, in the absence of other limits, clients will tend to regulate their

own therapy 0doseidntbeyr nalen sussgeh éogb ead ecH iocefntout
(Barkham, et al., 2006)

Il n the context of O6outcomes management 6 some
dynamics of change, e.8tulz, Lutz,Leach, Lucock, & Barkham (2007) looked at 192

clients sessiofvy-sessionforthé i r st si x sessions and identifi
clients could be fitted into, arf8tulz, Thase, Kdin, Manber, & CritsChristoph 2010)

idenified three change groups for 504 clients with chronic depression. In addition to

providing reference groups to monitor client progress against by way of outcomes

management, analyses of this kind prospectively provide a way for identifying which type of
treatment is best suited to what type of patient and for pratgseme research to better

understand linear cause and effectBeftns & Spagler, 20000 The O6sudden gai n:
(e.g.Tang, De Rubeis, Hollon, Amsterdam, & Shelton, 265dId be casidered an early

form of this type of analysis. Hopefully in future this type of research will help in the

understanding of the impact of the therapeutic relationship, perhaps by monitoring the
development of the relationship along with symptom changefaisction of timeStiles, et

al. 1998 discovered a complex interplay of symptom changes correlated with alliance at

different stages. SubsequentByatberg, Seltzer, Choi, & Stile2Q01)investigated

cognitive change before, during and after st@rh dynamic and nodirective therapies in a
preliminary growth modelling study and found
significantly after pretherapy evaluation and diagnostic interviews as well as during the
second hal f of othchnditioasged i cognitive ctaiigés)and thi suggested
cognitive changes may not be specific to CBT but may also be an impact of the therapeutic
relationship and perhaps a mechanism of clinical effectiveness in pestiad

psychotherapy.

Intheset i on on Othe case against Ro@uemasd ment i ¢
(1977) stated that the approach Lesser had taken was an appropriate one, and this was further

supported by the d6dabuse of the drug metaphor
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research may have been affected by adloses ponse ef fect i n that t he
college had to have their outcomes measured to fit in with his PhD, rather than when they had
finished therapy. The previously mentioned rrmtalysis oMinami, etal. (2007 quantified

a doseeffect relationship with the Hamilton Rating Scale for Depressi#iSD) which they

guantified as+.053 ES(d) per week

It was important for this research to consider desponse effects for both the outcomes and

processoutcomes part of the experimental work.

3.2.9 Concluding comments on process -outcome research

This section has reviewed the processcome literature to the benefit of both the findings

therein with regards to the possible impact of the therapeutic redaijpoan outcomes and

the research methodologies to test thisee comments made by reviewers of the early
research on Rogersod6 theory were helpful in p
(1977), Lambert et al. (1978), Watson (1984). The subsequanb us e of t he drug
papers clearly helped the whole fiedd well as this research. The findings reviewed in the
causation approaches, common factors, raatdytic approaches and recent studies sections
served to both inspire the author to \ipe the processutcome research, the evidence

appeared to point in the direction that the therapeutic relationship as defined by Rogers could
likely correlate with outcome and provided further methodological information, not

necessarily to do the methoeisiployed therein but factors to consider. Two factors to

consider for both the outcomes and proeagsomes work were the impact of anti

depressant medication and dastect relationships.

The next section looks at the design of the experimental ptnisatesearch, in terms of an
overview of design issues and separate sections on measuring outcomes and measuring

processoutcome correlations.
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3.3 Research Design.
3.3.1 Overview of design issues.

The O6gold standar doéo rEGsaeddAPAimalirg vidgndemsédav our ed
recommendations is the randomised controlled trial (RCT). Some have argued that RCTs are

not always the best or most appropriate research methodology. RCTs have been criticised for

not being practical or ethical for evaling public health interventiorf¥ictoraandBryce,

2004) Whilst the Consolidated Standards of Reporting Trials (CONSORT) statement has
improved the quality of RCT reporting there has been nothing comparable for non

randomised designs, until recentlige TREND statement (Transparent Reporting of

Evaluations with Nosrandomised Designs sought to remedy (biss Jarlais, Lyles, Crepaz,

& TREND Group, 2004)This research is presented in accordance with TREND guidelines

and he publication guidelines of the ARAmerican Psychological Association, 2001)

The present research was an attempt to look at whether gnstvad therapy had any

helpful impact (outcome study) and whether any outcometrbigjinelated to the therapeutic
relationship as defined by Rogers (proeesgome study). Without a budget to do a

randomised controlled trial (RCT) this research was structured as an evolviegntoriled
naturalistic study of persecentred therapygsr act i sed by the author,
practice (PP), and colleagues at the University of East Anglia University Counselling Service
(UCS). The research at the UCS provided the opportunity, for a subset of the clients in this
research, to do angle group waitlist owrcontrol quasiexperiment; with a short un

standardised wait periq€€ook & Campbell, 1979)Additionally data was collected on

medication usage by clients and the impact of concurrent medication tslikaassessed.

This research could be considered a pilot study in preparation for a more structured RCT, in
particular finding out where potential research problems might be and perhaps building the
case for investment in an RCT. This is in contrashéohuge and highly structured

endeavour that Rogers and colleagues undertook that took many years, had hundreds of
people involved, cost many millions of pound

successful in research teriif®&gers, 196,ANVeston, 208).

As described above, Rogers was a keen supporter of quantitative research, although reading
some of his work and that of his associates it is not clear that there was a thorough grounding
in the disciplines of such. It seems plausible that the piegeeRos ( 1985) wrote 6

more human science of the personé6é, that soug
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6guantitative researchod may have played an i
Opefrcemt red approacho fr omhwad perhapgbecpusaafthe t at i v ¢
influence of this that when the present author sought to recruit peestred therapists to

participate in the quantitative research reported herein some responded in terms approaching
0itds the devilydbd evacsrtk @ da msd eastp etcht uMert o cl i ¢

guestionnaireso.

Firstly, this section looks at issues surrounding the measurement of outnminesondly

issues surrounding the measuremergrotessoutcome correlationare explored

3.3.2 Measuring outcomes.

At its most simple the study of outcomes requires a comparison between clients before and
after therapy(Hill & Lambert, 2004) Quantitative instruments afiequentlyused for these
comparisons, often bad around diagnostic criteria for particular illnes@american

Psychiatric Association, 200@puantitative instruments may be based on the observations of
clients, therapists or observers: all of the quantitative instrienuseatd in this research were
client completed questionnairddo g e r s 6 h y p dtherclest besthe soergeloi thre e
outcome ratings, although this is not without problems, for example clients who like their
therapist may favourably evaluate outcostegared method variance, and sq\dfatson,

1984) There are strengths and weaknesses associated with the source of the outcome
evaluation(Hill & Lambert) and for this research the most thespgecific perspective was

that of the client. Additionally thensere insufficient resources to use further outcome

assessment perspectives such as therapists, judges, clinical experts, significant others, etc.

To be effective questionnaires must fulfil certain crit@Hdl & Lambert), e.g. cotent

validity T ensurehe questionnaire does in fact measuhatit setsout to measuréBeck &
Steer, 1993, pp. 102); criterionvalidity i the questionnairdiscriminates between those

with and without a particular conditigBeck, Steer, & Brown, 1996, pp. -356); construct
validity i the degree to which the measure has the theoretically expected relationship with
other variable¢Dekeyser, Prouty, & Elliott, 2008, p. 4&)g. a depression measure should
correlate with othedepression measuréBecket al, 1996, p. 25-28); testretest stabilityi
clients receive similar scores for similar underlying conditi@ecket al.,1996, p. 25)
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reliability 1 the questionnaire has internal consistency, measured using coetipiesto

ensure all items on the questionnaire are measuring a related phendReltpr2005, pp.
666-676). The suggestion is that coefficient alphas in the range .7 to .8 are acceptable levels
of reliability (Field, 2005, p. 668 Assuming an appropriate questionnaire has been used for
pre and post observations the appropriate statisticaltesgtl bea repeated measures

analysis of varianc@ield, 2005, pp. 42482)to seefithere wa a statistically significant

change.

A simple pre and post outcome test takes no
without an interventionthesec al | ed &é nat ur a larclnicasissedMipaini, of a p .
et al, 2007) On this basis it can be helpful to compare treated and untreated samples of

clients, to identify any marginal benefit an intervention may have over and above the natural
history.Assuming that clients of both treat and untreated cells start with similar levels of

severity an appropriate statistical test to see if there was a statistically significant difference in
outcome scores for the two cells would be an independent santp&f-ield, 2005) An

RCT randomisgclients to treatment and ficeatment conditions to provide an opportunity to
discover whether the treatment has any marginal benefit over natural history. This assumes
thatrandomisation ensures thdients in bothconditions are similar, although this

assumption may not be borne diatr examplehe treatment preferencesdients in

randomised controlled trials may impact the therapeutic alliance and hence outcome in
randomised controlled tria(gacoviello,et al, 2007) These authors recommettpatient

treatment preferences need to be considered and controlled for in RCT settings andaonclude

t hat Obecause of the potenti al of preference
psychotherapy studies in which tim&pact of such factors is minimised may be warranted to
augment f i ndi(lacgveellofetralp 2007 RpCIBHAD alternative to an RCT

design is to precede treatment with a wait period and to compare changes under both

conditions. Statisticallpn advantage of this approach is that variation between clients is
minimised (they are the same people under di
me a s ur e gField,2@0b)anadtide appropriate statistical testuld be a repeated

measures analysis of varianéedisadvantage of this approach is that people mwagdyet

bettebin the wait phase of the research may not participate in the treatmentpbdase lost

to the analysis.

In a clinical trial settingauc ome r esearch i s referred to as
naturalistic setting outcome re¢iHdl&r ch i s ref
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Lambert,p. 115 Beutler, et al., 2004, p. 227As this research was carried out in naturalistic

settingsitwa referred to as Oeffectivenessd resear

Rogers and colleagu€Rogers & Dymond, 1954truggled with the ethics of denying
patients treatment by randomi singaitlistem to a
contr ol met hod. I n this research, where ther
wait-list control, otherwise clients were treated as they arrived for treatment in the usual run

of things.

3.3.3 Measuring process -outcome cor relations.

Elliott (201 0) r e c edhdndgeyrocess kesediehe d e earch t hat seek
the processes whereby change takes places in psychotherapy. He désaritypes of

change process researphocesoutcome, helpful factors, sequential pracand significant

events. Building upon previous work (Cook & Camph&ll79 Haynes & O'Brien, 2000)

Elliott attemptedo assess the strengths and weaknesses of each of these four methodological
groups in providing direct causal evidenoe ¢hange in psshotherapy. It waimportant to

note that quantitive proces®utcome research wanot the only approach to casual inference

and this has strengths and weaknesses.

Compared with the causal inference criteria Elliott identjfiretlconsidered that process

outcome research could show covariation, one of the criteria described by Haynes and
O6Brien. With opt i madicomeeesearahrcoultd detnenstiatg temporalo c e s
precedence of putative cause on subsequent effedtl, consider alternative causes (see

below), and could demonstrate construct validity of cause and effect. However, on its own
processoutcome research could not provide a plausible explanation for the proposed cause

nor necessarily provide evidence thatswdirectly relevant to clinical practice. In summary
processoutcome research provides a part of the evidence lingatetive casual process to

outcome and not the wrebf the required evidence. It svtherefore important to place the

findings from suchreseach into an appropriate context and draw carefully coadider

appropriate conclusions about the generalisability of any findings.

Elliott concluded thatprocessoutcome research may have been overused and that the other
methods identified proviadka necessary complement to the strengths and weaknesses of

proceso ut come research; an argument for Osyster
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6at the same time | must confoetmmedasigeciont i nui n
spite of the controusy over its use, particularly if practical se#fport measures of process

(e.g. client ratings of the alliance) are us
(p. 132).
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4. Introduction to this study

This section introduces the research that follows. Firstly, the need for this research is
described, in the context of the literature previously reviewed. Secondly, an overview of the

hypotheses is provided, before, thirdly, the main hypotheses areisttgsthble terms.

4.1 The need for this research

This research was needed for a number of reasons that are outlined below. Broadly these
reasons are to do with the need for further outcome research with-gergoed

psychotherapy and to do with theedeto see if the therapeutic relationship as defined by
Rogers had anything to do with the outcomes of pecenitred psychotherapy. As with the
literature just reviewed, some overlap is inevitable in highly enmeshed concepts, however,

for the sake of claly these reasons are described in separate groupings.

a) Outcomes research
There was a need to research the clinical effectiveness of pmstyed psychotherapy.

Reviewers of therapy wa evidence of effectivenesgen they seek to make eviderzased
recommendations.g.American Psychological Association, Division of Clinical Psychology,
Task Force on Promotion and Dissemination of Psychological Procéd@8&, Chambless
andHollon (1998) NICE (20044 20044 ec.). These reviewers found insufficient evidence

of empirical support for persecentred psychotherapy, in particular for depression and
anxiety. Depression and anxiety are common problems affecting very many people with a
large economic coMICE (2004a2004b) There was a need to research the effectiveness of

personcentred psychotherapy for depression and anxiety.

Reviewers of the effectiveness of psychotherapy wattome measures to be diagnastic
specific (NICE 2009a) and there was a need to relsehe effectiveness of persoantred
psychotherapy for depression and anxiety with diagnsgictific measures e.g. Bllland
BAI used in this study are widely accepted diagnespiecific measuresn addition it was

reasonably standard practice lire tUK to use COREOM in psychotherapy research (e.g.
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Stiles, et al., 2006, Stiles et al., 2007) and there was a need for this research to use this

measure too for comparability.

Whilst there wa some evidence for the effectiveness of pecsarired psychberapy (e.g.

Elliott et al., 2004) this has not been accepted by all reviewers, e.g. NICE (2009a). Whilst

some academics (D. Cramer, personal communicati$h-@druary 2011havearguel that

the case for persecentred therapy has already been madeebgarch such as Ward, et al.

(2000)this has not led to recommendation by NICE (2009a). In addition to single studies

reviewers also want replicatio€fiamblessndHollon, 1998)and ideally the contriltion of
several/many studies to a metaalysis,os i mi | ar . There is perhaps
of evidenced argument here t hadndteeregvgseast ed t h

need for this research to contribute to the eviddrase.

|l deally reviewers of therapy r es-eoatollech want e
studiesdé (NICE, 2004b) cf. Westen, et al. (2
(2004).The present author did not have the resources to conduct an RCTehawe

naturalistic study of the kind describedthis thesis could make the case for investment in an

RCT. Furthermore, in the absence of RCT evidetieeNICE hierarchy of evidence w/éo

accept evidence fr dehindRCE ¢vidermbotanhi & ad | ®fd d e X @éd rs
Vi ewée. extent to which this research was Owel
and see below.

The fact of doing this research has to some extent already been influential in as much as the
present author has been ask®do some visiting lectures, made conference presentations,

etc. There was a need for this research to demonstrate that-pensid therapy could be
subject to outcomes research c¢cf. some therap
for this research so that the present author, and hopefully others, would make the collection

of outcomes data a routine part of prac{ieeans.et al.,2002)and the presentation of

guantitative persogentredresearch a possibility. There was a need for thisrekdor the

present author to find out how to do outcomes research. In addition to the idea of a pilot for a
possible RCT there was also the need for this research to find out how to/how not to routinely

monitor outcomes and conduct outcomes research.

There was a need for this research to pave the way for other subsequent outcomes research on
other less studied aspects of human difficulties e.g. PTSD, OCD, disordered personality
processes, panic, suicidality, self harm, etc.
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Outcomes management has bskown tomoderate the effect of therapgyHimokawagt al.
2010)and there was a need for this research to test whether some aspects of outcomes

management could be applied to persentred psychotherapy.

Critics of naturalistic research have pointedival hypotheses that could explain outcome,
rather than the psychotherapy intervention, e.g. Clark, et al. (2007) poirsteditober of
alternative hypotheses. Stiles, et al. (2007 here was a need for this research to examine
the validity of theseival hypotheses and related onesttempt to rule these or out, as
appropriatein an attempt to make the outcomes observed as a consequence oteetisah
psychotherapy o6wel |l controll edd.

Some of the known moderators/alternative change processes of the effects of psychotherapy
were identified from the literature review. Three in particular were identified from the
literature as important to consider for a study of this kind and theseaytbieepresence of a
co-morbid disordezd personality process as thissakanown to reduce the size of outcome
effects(Clarkin & Levy, 2004) b) the impact of the number of sessions clients have, the
doseresponse effeqBarkham, et al., 2008/inami, et d., 2007) especially as some of the
clients at the research sites would have limits on the number of sessions theattemdd

and; c)the impact of concurrently administered medicati@ssthesavere intended to

improve conditions such as depressiod anxiety, although some research suggested this

may not be the case practice(e.g.Kirsch, et al, 2002)

Supporters of naturalistic research established the TREND guidelines to support the
CONSORT guidelines (RCT reporting) and there was a nedHi$oresearch to utilise the
TREND reporting guidelines to uphold the quality of the research.

Combining the views of the critics and supporters of naturalistic reseéemehwas a neddr

this research teeport prepost outcomes, LOCF outcomes andhtde change (deteriorated,
improved and recovered) percentages. There was a need for this research to compare the
findings with other comparable studies, although the present author was recommended to

keep this relatively straigtiorward cf. norcentralt methodology, see below.

In addition for the outcomes part of this naturalistic research there was a need for this
research cf. Stiles, et al. (2006), Stiles, et al. (2007), Clark, et al. (2007) to consider a) the
i mpact of 0 mi 9asiefed sizessaadeliabie change pgencemtages, b) the

effect of regression to the mean on-post effect sizes, c¢) the impact of concurrently
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administered medications, d) the prevalence of disordered personality processes, €) whether
these outcomesweresimy t he &6bestd or Obeasiestd client.
impact of time manifests itself in a number of ways and there was a need for this research

(where possible) to consider: a) wagntrolled effect sizes for those clients who acted as

their own wait list control, b) the impact of time progress during wait and treatment, to

control for different length wait and treatment periods and to considetréggense effects,

and c) to compare the clients who acted as their own wait list contholhese who did not

to check if the findings from the wait list control subset were applicable to the rest of the

sample.

The present author was unaware of any compar
study of persoitentred psychotherapy attds was one of the things that made this research

unique.

Providers of psychotherapy want to know that the research reports used by reviewers to make
judgements about the effectiveness of &écouns
treatement cBryant et al. (1998), Bryant et al. (1999). There was a need to research the
effectiveness of persetentred psychotherapy provided by therapists trained in the approach.

Il n particul ar a | a€¥rfgoe cpeadr ti no ft hteh el$tibcentemtirea ptyr aw
psychotherapy. There was a need for this reseafoblpaonsideiwhetherthese people

should retrain to offer CBT, perhaps as part of IAPT.

There was a need for this research so that persoined psychotherapy could participate in

the evolution of research methodology. The literature review showed that many of the early
research efforts that established the approach used techniques, nogfiesdnid measures

that contemporary researchers wouldmovr e cogni se as Oac-cevdepwt abl ed
Research methodologies evolve and itis not postildet and st i |l I with the
research that was n e eatchkchiigses arecontimuallpbeidg bec aus
refined.There was a need for this research so that the present author and hopefully others

could be encouraged to participate in the evolution of persatred psychotherapy

outcomes research.
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b) Processoutcomesresearch

In addition to outcomes evidence reseachers and reviewers want to see a rationale for the
treatment effect and that ideally this rationale/process effect is evidased such that there

is a o6convincing cau s(Aliott,205Qpll28nati on of the p

The literature review showed that the early tests of Rogers hypotheses were largely

unsuccessful (e.g. Rogers, 1967) aiew e t her e was any apparent ¢
were largely rejected by subsequent researchers/reviewersuengais(1977), Lambert, et

al. (1978), Watson (1984%0ome subsequent research has established pimaessne
correlations for some of the eHliettetalt s of Rog
(2010) Watsonmade the case that a thorough testofeRogs 6 t heory shoul d t e
relationship elements simultaneously and for
Some subsequent research has established a causative effect for some of the relationship
elements e.qg. Zuroff arBlatt (2006) However Zuroff and Blatttested a factor composed of

three of the four relationship elememssonpersoncentred therapies for depressed and
therefore presumably O6incongruentdé clients

There was a need for this research as a simultaneous tdstfahal Rogerian relationship
elements with botlicongruenbanddncongruenbclients. There was a need for this research
to see if any observed effect of persmntred psychotherapy had anything to do with the

therapeutic relationship.

The present abbr was unaware of any comparable methodologically balanced study of the
impact of the therapeutic relationship as defined by Rogers on depression, anxiety or distress
outcomes as a consequence of permntred psychotherapy and this was one of the things

that made this research unique.

The impact of the therapeutic relationship is foundational to the peesdred approach.

Whil st training the present author made the
therapist to believe in whenthegoigg t ougho. I f therapists are
the theory must be supported by evidence. This research was needed for the present author,

and perhaps for some other persemtred psychotherapists, to support the theory and in so

doingtosuppdr cl i ents &6éwhen the going gets tougho.

The research review showed that there have been lots of studies wjtensoncentred

therapies that have foumulocessoutcome correlations with a number of relationship
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elements, including the working alliances Areviously described persoentred therapy

would do well to participate in the evolution of research methodologies and this research was
needed to hopefully encourage other persamired researchers to do further chapgeess
research. In additionhis research was needed to identify how to/how not to do research of

this kind in practice, perhaps acting as a pilot for further work in this area.

The literature review found many recent journal articles from the early part of the {fiventy

century whose authors were engaged in highly sophisticated methodological and statistical
techniques that were shedding new light on previouslgxamined areas, some of them

predicted by persenentred theory/practice, mainly not carried out by researchers ffim t
personcentred approach. Clearly there is a risk that pecenitred psychotherapy will get

|l eft behind if its proponents dondét know how

hopefully inspire others to become involved in these developing.area

Some of the insights being developed, for exampl@thentially causative nature of the

therapeutic alliance failients withdisordered personalifgrocesss (Strauss et al., 200&d

to at least one of the authorstod us o n O i d etstiategieydssogated Vhitle bettep 1 s

and worse early alliances and rupture outcomes to improve treatment retention and treatment
outcomes in this prevalent and challenging p
personcentred therapists should kn@awout and could make a contribtion to, but not if they

are not participating in quantiatitive research. Again, this research was needed to encourage

other persoftentred therapists into the field of quantitative research, where given the
encouragingreseac h evi dence f or Nbncresk, 21l0)herewohld seeme | e me r

to be quite some contribution that could be made to the field.

In addition to the need for this research to consider the effect of potential moderators on
outcomes (e.g. dossffect relationships, medication status, disordered personality process,
etc.) this research needed to consider the effects of these on potatiessoutcome

correlations for the therapeutic relationship with depression, anxiety and distress outcomes.

Gur man (1977) g19&l})stady was thadnly dtuelys is hEsrreview of the

impact of Rogerian conditions on outcome, that comdolbr the prdest variable and whilst

this research used an appropriate methodology it was a null finding. The review by the
present author i1identified that Lesseré6és stud
doseeffect(Barkham, et al., 200@ndthat thispotentially confounding variableould have

overlapped with the experimental effect, potentially reducing the statistical size of the effect
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that would otherwise have been attributable to the experimental effect (Field, 2009,-pp. 397
399). Condieringissues such as these made the present author consider that it might be
possible to identify a statistically significant effect for the procegsome correlation where
previously this had not been identified. This was especially encouraged loydings in the
literature review e.g. allianesutcome correlation@Horvath,et al.,2010) putative impact of
clientvariables on ratings of therapig&aldwin, et al, 2007, Crits-Christoph, et al., 2009)

etc.

In addition to considering the effedtme other variablesis research needed to consider
the impact of outlier and influential cases in the procegsome correlationggain this was
an encouragement that a statistically significant finding could be made where none had

previously beendund.

This research was needidconsider whether the effect of therapy on outcome had anything
to do with the therapeutic relationship as defined by Rogers, whilst considering the effect of
other potentially moderating variablesd extreme casesd ths was one of the thinghat

made this research unique.
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4.2 Overview of hypotheses to be tested

In summary, te purpose of this research was to examine the clinical effectiveness of person
centred psychotherapy as offered at the University of East Anglia (UEA) University

Counselling Service (UCS) by a group of therapists (including the author) and by the author

a the authorodés private practice (PP). I n ad:
evidence was also sought as to the role of the therapeutic relationship in predicting outcome.

Ro g er s 1937 h9%Pway that the therapeutic relationship efreed by client
perception of the therapistés provision of ¢

regard was responsible for outcome.

This study was primarily designed to look at outcomes by comparinty@rapy and post
therapy responses to setimpletion questionnaires and to look at the impact of the

therapeutic relationship as scored by the client as a pupadetorof outcome.

In general terms the hypotheses were that:

A. Outcomes Comparing where a client started froim where a lkkent was at the end of
therapy;on average clients would improve such that measures of depressigetyand

distresswould show statistically significant improvemexys< .05)

B. Proces$ Any observed change aepression, anxiety or distress sympsoas measured,
would beat leastpartially predicted ly the therapeutic relationship, as measured, to a

statistically significant exter{p < .05)

Beyond these hypotheses further analyses were required to seek to control for other variables
in both theoutcomes and processitcomes parts of the study.

Once appropriate psychological measures were identified for the constrbettested the
precise hypotheses were specified in terms of the psychological instrumbatsedand
their scoring protaals. The method section gives further information about each of the
psychological instruments usé@tieir scoring protocolreliabilities, clinical cuoffs, etc) and

the rationale for the nature of the precise hypotheses (clinicaffcsitores) However, in
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order to state in precise terms the hypotheses being tested in this secionmarythe

psychological instruments used were as follows:

1 Beck Depression Inventory (BBI) a client completedgtandard measure of
depressioriBeck et al.,199%).

1 Beck Anxiety Inventory (BAI) alient completedgtandard measure of anxi€Beck
& Steer, 1993)

1 Clinical Outcomes in Routine EvaluatiorOutcome Measure (COREM) aclient
completedneasure of subjective distresgiedy used in psychological therapy
services, including within the NH®arkham.et al.,2006)

1 Personal Beliefs Questionnaire (PBQ) a client completed measure of beliefs
associated with disordered personality pro¢Bsgk, et al.,2004)thought to have
same predictive ability with diagnostic stat(Beck,et al.,2001)

1 BarrettLennard Relationship Inventory (BLRI) a client completed measure of the
therapeutic relationshifBarrettLennard, 1962as defined by Roge(d957)and
used by Rogers at Wiscongit967)

The outcome hypotheses were chosen because, as described above SYiCHutad
clinical guidelinedor depression and anxiety and COR distress is a widely used
psychotherapy outcome measurbke predidor hypotheses were chosen because, as

described above, these aetated tahe theory of the perserentred approach.

The precise hypothesesbe tested were defined as folloimghe next section.
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4.3 Specific hypotheses to be tested

A. Outcome Hypotheses
A.1 Depression Outcomes

Ho Null hypothesig mean client BDIIl scores do not improve (amongst clients who start
therapy with a clinical level of depression (BDb = 14) and have a subsequent

measurement of their depression

H, Expeimental hypothesis mean client BDHIl scores improve, p < .05 (amongst clients
who start therapy with a clinical level of depression (BD1 = 14) and have a subsequent

measurement of tiredepression)

A.2 Anxiety Outcomes

Ho Null hypothesis meanclient BAl scores do not improve (amongst clients who start
therapy with a clinical level ainxiety(BAl > = 8) and have a subsequent measurement of
theiranxiety).

H, Experimental hypothesismean client B\l scores improve, p < .05 (amongst clients who
start therapy wit a clinical level of anxietyBAl > = 8) and have a subsequeneasurement

of their anxiety.

A.3 Distress Outcomes

Ho Null hypothesig mean clientlinical COREOM scores do not improve (amongsents
who start therapy with @inical level of distressGOREOM score> =10) and have a

subsequent measurement of tligstress.

H1 Experimental hypothesismean clienCOREOM scores improve, p < .05 (amongst
clients who start therapy witaclinical level of distressGOREOM score> =10) and have a

subsequenneasurement of their distrgss
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B. Predictor Hypotheses
B.1 Prediction of Depression Outcomes

Ho Null hypothesisi BLRI scores do not predict subsequent BDdcores at a statistically

significant (p <.05) level whilst controlling for start BBl scores.

H, Experimental hypothesisBLRI scorespredictsubsequerBDI-1l scoresat a statistically

significant (p < .05) level whilst controlling for start Blliscores.

B.2 Predidion of Anxiety Outcomes

Ho Null hypothesis BLRI scores do not predict subsequent BAI scores at a statistically

significant (p < .05) level whilst controlling for start BAI scores.

H, Experimental hypothesisBLRI scores predict subsequent BAI scores at a statistically

significant (p < .05) level whilst controlling for start BAl scores.

B.3 Predidion of Distress Outcomes

Ho Null hypothesis BLRI scores do not predict subsequent COR¥ scores at a

statistically significant (p <05) level whilst controlling for start COREM scores.

H, Experimental hypothesisBLRI scores predict subsequent CORIM scores at a

statistically significant (p < .05) level whilst controlling for start CORH scores.

Beyond these formal statemegmof the hypotheses further analyses were required to control
for the effects of other variables on both outcomes and procgssmesand to place the

hypothesis testing in an appropriate context
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4.4 Concluding comments on the introduction to the research.

This section introduced the research that folloli® case was made for this rasé within

the context of the literature review in the preceding section. The need for this research was
expressed in terms of both the outcomes and pranégesmes parts of the research. Beyond,

a need tperhapge-orientate persoeuentred psychotherapy research in the direction of more
guantitative research that the present author percavedmmary levehis research was

needed tp

1. Add to the evidencbase for outcomes as a consequence of persotred
psychotherapy, especially in terms of distress (CQRE, to put this on a
comparable base with other psychotherapy outcome studies and through the use of
diagnostiespecific measures for depression (BDland anxiety (BAl).

2. Conduct this naturalistiotutcomes esear ch i n such a way as t
controlledd study in its context by a tho
was one of the things that made this research unique to the kiggnéthe present
author.

3. Examine whether there was statistically significant prediction of outcomes, whilst
controlling for the prdest measure, from the prior measurement of all four of the
Rogerian Otherapeuti c c¢ ondgraentaolienssthis wi t h bo
was one of the things that made this research unique to the knowledge of the present
author.

4. Conduct this naturalistic processtcomes researan the impact of the therapeutic
relationship as defined by Rogeirssuchawayastma ke t hi s a o6wel |l ¢
study in its context by a thorough examinatiorsa@me potentially confounding
variables and extreme cases, this was one of the things that made this research unique

to the knowledge of the present author.

Given the formahypothesis testing structure to this research, items 1 and 3 in the above list
woul d be r ep dgthetfoemdl hypatheseshd semb 2 amd@he control aspects
oftheanalysess s O f ur t h eautcome results {1swduld thlihbe mibi context by
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the consideration of rival hypotheses (2) and the premeg®me results (3) put into context

by the consideration of potentially confounding variables and extreme cases (4).

The next section describes thetfdod, his section is followethy the Results section and the

Further Results section. Finally Riscussion is provided.
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5. Method

In general termdhe method of examining the clinical effectiveness of the persatred

approach and the impact of the therapeutic relationship was to lobéraselfreported

changes using validated outcome questionnaires, comparhtigegpegy with postherapy

scoes, and to |l ook at the clientds score of

completion questionnaire, agputativepredictorof outcome.

In order to test the hypothesmsd rival hypothesebe research literature was consulted, in
particular the methodologies literature, which as well as those items mentioned above also
includeda range of different studies, not referenced here, plus some key methodological
texts, for exampl€ookandCampbell(1979), House(1980) SnowandWiley (1991)
CambellandRuss0(1999) Bickman(2000) andMcleod (2003) In addition the following
professional guidelines about research reporting and conduct were corisuiggttan
Psychological Associatiof2001) British Association for Counselling asychotherapy
(BACP, 2004a)andBACP (2004b)

The design of the method evolved, this evolution is described below together with the
rationale for the evolution and the details of the questionnaires used. The research started by
using a general measureabihical distress (COREOM) as an outcome measure, then added

in firstly a measure of depression outcome (BIpand secondly a measure of anxiety

outcome (BAI).When the research was extended to the UCS site some clients waited for
therapy and the lengtif the wait was measured, together with changésaroutcome

measures, so that clients could act as their own control. Clients were also asked about
concurrent medications so that some attempt could be made to control foAtpeseess

measure was ded, the Barrettennard Relationship Inventory, a measure of the therapeutic
relationship as defined by Rogers. Subsequently the outcome measures were rationalised such
that depression (BBIl) and anxiety (BAI) outcomes were measured, together with the
therapeutic relationship. The final change to the method was to add in a measure of
personality disorder (PBQ) as a measure of prevalence of personality disorders amongst the
population being assessed for depression axi@tgroutcomes, since presence aoa

morbid personality disorder w&nown to impact outcomé€larkin & Levy, 2004)
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5.1 Participants

5.1.1 Clients

The client sample was of 321 clients, 137 cl
184 clients from the University Counselliggrvice at the University of East Anglia (UCS).
Clients were invited to take part in this naturalistic research at their first meeting with a
therapist. PP clients were invited to take part in the research at their first session with the
author and UCS mnts were invited at their exploratory session with a qualified therapist. At
the UCS all clients were offered an exploratory session as part of the usual way of working,
this was an opportunity for the client to ask any questions they may have abaéliogin

and for the qualified therapist to assign a priority (urgent, not urgent) to the client and judge
whether that client might be suitable for a trainee (suitable for trainee or experienced
counsellor required). All therapists working at the UCS egitts pregualification students or

as postqualification staff, were invited to participate. Only pgstlification staff conducted
exploratory sessions. Not all of the UCS therapists doing exploratory sessions were
participating in the research, onlyoe who were participating invited clients to take part in
the research. There were no formal protocols to support deas&img for the judgements

about priority and suitability for trainee.

This was intended to be a naturalistic study of bona fidatsli®eing seen for therapy, as
opposed to a 061l ab o rainclosioy or extlusidnyciiteris, all cliertise r e we r
attending for theimitial session were simply invited to take part in the research. For the

analyses certain inclusion and exstbn criteria were used (e.g. depression outcomes for

those clients starting with a clinical leveladpressionetc.) and these are specified below

(sectionss and?).

The study was started with the intention that the methodology evolve during theustudy

formal sample size calculation was conducted at the start.

This research was approved by the University of East Anglia Research Ethics Committee
(Appendix 1: Research Ethics Committee submigsamsmwas the preceding Masters
ResearchAppendix 1 shows the detail of the recruitment and information/consent

procalures, together with the handouts used by clients and therapists to opt into the research.
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As part of the Ethics Committee review and discussion with the UCS therapists the
methodology changed slightly from that described in the original Ethics Committee
submission and the methodology was as reported in this document, rather than in the

appendix.

a) University Counselling Service (UCS)

A flow diagram for participation at each stage of the research at the UCS is prévglee (

1). Of the 184 clients at the UCS who opted into the research at the exploratory session, 38

did not return for a first counselling session and so 146 UCS clients entered into therapy. Of
thesel46 clients, 59 did not complete the first session paperwork. Of the 59 clients who did

not complete first session paperwork, 48 of these were allocated to a therapist not taking part

in the research, as part of the usual way of working at the UCS;#efutrl clients did not

complete the first session paperwork for reasons unknown. It was possible that some clients

may have decided not to continue in the research, or their therapist decided not to ask for the
paperwork to be completed, i.e. therapists&guently opted out of actively doing the
research. Therefore 87 clients O6in the resea
of these 47 completed all three outcome questionnaires at their last counselling seséion (a 48
client completed justree outcome questionnaire at the last session). The 40 clients in the

research who did not complete all of the last session paperwork may have had satisfactory
endings, although because the paperwork was not completed it is not possible to know

definitively if this was the case. Some of the client record cards at the UCS suggested at least
some of these 40 clients had what the therap
satisfactorydo endings. The 47 clients who co
included at least 11 clients whose counselling came to a premature ending because they or

their counsellor were leaving the University at the end of term, thus circa 36 clients had
Oproper endingsé and completed tRkethattc dme pre
of endingd were recorded by therapists and n
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Figure 1: For University Counselling Service clients, flow diagram of participation at

each stage of research
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b) Private Practice Clients (PP)

A flow diagram is provided for participation in the research at the Private Prdsiticeq?2).
Of the 137 clients at the PP who opt into the research at the start of therapy the following
numbers of clients completed the following outcome questionnaires at the start of therapy:

1 12completel only a COREOM questionnairat the start of therapwll completd a
subsequent CORBM questionnaig
1 1 completd only a BDFHI questionnaireat the starand complete a subsequent BBI
Il questionnaire
1 1 completed only a BAI questionnaire a¢ thtart and completed a subsequent BAI
guestionnaire
1 1 completd both a COREOM and BDHI questionnaireat the starand subsequently
re-completed both questionnaires
1 61completel both BDHI and BAI questionnaire at the start, subsequently:
A 22 completedoth BDHI and BAI
A 13completedBBDI | only (this was partly be
depressi on Newmamnetal 2006 i et y 6
A 3 completed BAI only
A 23 did not complete either a Blllor a BAI:
1 55 completed CORB®M, BDI-Il and BAI at the startsubsequently:

A 22 completed CORIOM, BDI-1l and BAI

A 1 completed COREOM only

A S5completedBDI | only (this was partly bec
depressi on Newmanetal 2006 i et y 6

A 1 completed BAI only

A 6 completed CORI®M and BDHI

A 6 completed BDII and BAI

A 14 did not complete either CORBEM, BDI-II or BAI
1 6 completed only PBQ at the start
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Of the 137 clients who started in the research there were 100 who completed at least one
subsequent outcome measure and 37 who had no subsequent outcomemezasOf these

37 clients with no subsequent outcome measure there were 9 clients who {tdidioain

scores on each measure they completed at the start and 28 clients who started with at least
one clinical score and had no subsequent outcome measiiy@®elients did only one

session. In total there were five clients who started with a clinical score on at least one
outcome measure and who did more than one session and had no outcome measurement; one

client did two sessions and four did three sesseacth.
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Figure 2: For Private Practice clients, flow diagram of participation at each stage of

research
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5.1.2 Therapists

All therapists had received some formal training as a persotred practitioner. Therapists

were invited to sign up to the research and complete some demographic information about
themselves, they also took a unique and confidential therapist referenbemwith which

to mark the questionnaires of clients they had seen. Whilst 27 therapists signed up to do the
research not all of the client questionnaires had therapist reference numbers on them, so it
was not possible to know whether there were mone 27atherapists who saw clients. For

the 321 clients who opted into the research 38 clients were not allocated a therapist because
they did not attend a first session and for 49 clients it was not known who the therapist was.
However, all BLRI forms and fisequent outcome measures had therapist reference numbers
on them. So whilst it was not known who the therapists were for all of the clients, where it

was important to identify the therapist, this information was available.

Clients were seen by 27+ theistp, although 54.3% of the 283 clients who were allocated a
therapist were seen by one therapist (the author), another therapist saw 7% of clients, another
4% and the rest saw3.clients each; eleven therapists saw only one client each. At the UCS
27+trer api sts saw clients o6in the researcho,
outcome questionnaires at their last session. Of these 18 therapists, 12 were studying for a
diploma in persortentred counselling and 6 were post qualification, aitlaverage of 7

years post qualification experience (range for jgpstiification experience-20 years). All

but two of these 18 therapists completed information about themselves, so some demographic
information is available for 16 therapists. The twadpésts who did not complete

demographic information about themselves each saw one client through to their final session
and were both trainee therapists. For the 16 who provided demographic information about
themselves, 12 of the therapists were femaltah@ start of the research the average age of

the therapists was 43 years (ranges38years); 10 were married (5 single, 1

separated/divorced) and 6 had at least one child. Most therapists were British (12) with 4

from Europe, Asia or America.

There waso formal check on adherence to treatment approach and no treatment manual;
however, given this was a persoentred counselling service, partly staffed by students on
placement from a persarentred diploma course, the UCS expected that peeatned

therapy would be offered to clients, as definedRmgers(1957 1959) To some extent the

BLRI was a check on adherence since Rogersb©o
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congruent empathy and unconditional positive regard and the BLRI was a measure of the

clientdés perception of these 6éconditions©o.

5.2 Measures

5.2.1 Outcome measures

a) Depression (BDHI)

A standard measure of depression was (Bedket al1996)thathas beenwidely used in
research{Minami, et al.,2007) Clients respond to 2juestions by circling one of four

response options for each question, each responsgeseascore of 0, 1, 2 or 3 points. The

maximum possible score is 63 and the authors difotal scores as:-03 minimal
depress-depr €6 B8le9d 60O)mir elddsd @B 6o mB@BGer ate depress
63 0s ever eThaaatpors eepastia esirétest stability of .93 (p <.001) and an

internal consistency of .92 (coefficient alpha). For3B8clients who completed a BDI

guestionnaire at the fireime of asking the coefficient alpha was found to be .900 &21h

items of the BDHII, this was slightly lower than that reported by the authors.

At the first time of completioffior these303clientsthe mean BDII score was 2241 (SD

1068, range0-56) with a distribution that v&asignificantlydifferent fromnormal, kS

D(303 = .07, p = .0@. Using the method recommended in the literature to calculate reliable
changgJacobson & Truax, 1991)is suggested Standard Errasf measuremerfor the

BDI-Il questionnaire 02.83 (St = SIA(1- lestretes), Where $= 1068 and fesgretest= -93). The
6spread of the distribution of c¢change scores
change haf(g. 14 was givenrbgSgk @nd this wa calculated from the Standard

Error Sair = VI(2(S)?), where $ = 2.83) to give a value of..00 For 95% confidence of

reliable changd.00was multiplied by 1.96, the-value corresponding to p < .05y X

1.96 where Si = 4.00) to give a value 07.83; being the number of BBl points change

required for 95% cdidence that reliable changehacc cur red i n a <cl-i ent 6s

Il scores Table2 shows the relevant data and calculations for all measures
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Whilst the distribution of BDI scores at the first time of completion was significantly

different from normally distributed the decision was made not to transform this data for the
main parts of thanalysisThis was to retain the ability to compard@ames from this study

with other studies, the benchmarking objective, and also to retain simplicity. It was found that
the BDHII scores at the first time of completion could be transformed to a distribution
significantly different from normaby addng four to each score (there were some zero

values) and taking the square root of the resultant sum. This gave a distribution not
significantly different from normal, S D@03 = .05, p=.083 The transformed data had a
mean of 5.8 (SD 1.07). Working tts through gave a reliable change index786.for the
transformed-l lasaart f +aléeRDK)i>n86then eliadeachange

had occurregde.g.If BDI-II at the start was 19 and subsequently 12 this was a reliable change
atbetterhan 95% confidenégélbedpuse. d9.dswHs) ch 1 s
not very convenierfor clinical useand for the reasons stated the data was not transformed

and this point was borne in mind for the following analyses.

Table 2: Calculation of reliable change criteria(Reliable Change Index, RCl)for 95%
confidence in each outcome measure: Data from this research.

Measure n | Mean| S;=Standard Std Error $ Suift = RC| =| RCl/Mean
of first Deviation of| = gI(1-1) | N2(S)?) (%)
measure| first measure Sairt X 1.96

BDI-II 303 93| 2241 1068 2.83 4.00 7.83 34.9%

BDI-II 303 .93 5.03 1.07 0.28 0.40 0.79 15.6%

transformed

BAI 301 75| 16.61 10.14 5.07 7.17 14.06 84.6%

BAI 301 .75 4.02 1.22 0.61 0.86 1.69 42.2%

transformed

COREOM 251 90| 17.02 6.10 193 273 5.34 314%

Note:? Testretest stability® BAI subscale® COREOM subscale.

b) Anxiety (BAI)

TheBeck Anxiety Inventory (BAIYBeck & Steer, 1993} a standard measure of anxiety
that has beewidely used in researdiNICE, 2004ajnd with a similar scoring pattern to

BDI-1l. The maximum possible score is 63 and the authors dkti@ scores as:-0
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minimal anxiety( 6 Raonnx i oL $6 P Mmi 8 d -AaHm xored y&r, atld-6IA nNnXxi et yC
0severe anxi et y édthe scdres fomwornen may be as avgrage & 4 points

higher than for me (p. 5) although this autharsed the bandings suggested by the auti®rs

above throughout this work.

The authors repatia coefficient alpha of .92 and a testest stability of .75 (p <.001). For
the 301 clients who completed the BAinh at least one occasion tbiis researchcoefficient

alpha was .89 lower than thateported by the authars

At the first time of completion the mean BAI score was 163D 10.41, range €64) with a

distribution that wa significantlydifferent from normal, KS D(301) = .10, p < .001. Using

the method described abo{dacobson & Truax, 1991his suggesida Standard Erraof

Measurementfor the BAI questionnaire @.07 (St = SIN(1- festretes), Where $= 1014 and

lMestretest= -79), Syiff Was calculated from the Standard Errogif$S I7I(2(SE)2), where § =

5.07) togive 7.17. For 95% confidence of reliable chang&7 was multiplied by 1.96, it

x 1.96, where & = 7.17) to give a value o1.4.06; the number of BI points change required

for 95% confidence that reliable changelbac c ur r ed i n a cAlscaast 6s pr e
(Table2).

Whilst the distribution of BAI scores at the first time of completion was significantly

different from nomally distributed the decision was made not to transform this data for the
mainanalysis, for the reasons given above. It was found that the BAI scores at the first time

of completion could be transformed to a normal distribution by adding one to eagh scor

(there were some zero values) and taking the square root of the resultant sum. This gave a
distribution not significantly different from normal -8 D(301) = .6, p > .2. The

transformed data had a mean of24(8D 1.22). Working this through gave a adlie change

indexof 169f or t he transformed dat a. | f o68theB Al st a
reliable change had occurred. This was not very convenient for clinical use and for the

reasons stated the data was not transformed and this poibbmasin mind for the

following analyses.
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c) Distress (COREOM)

Clinical Outcomes in Routine Evaluation Outcome Measure (GORE.Barkham et al.,

2006)is a measure of distress used widely within NHS set(i&ttes et al. 2006, 2007)

Clients respontb 34 questions by ticking option boxes, each response carrying a score of 0,

1, 2, 3 or 4. The maximum possible score is 136. The authorsdlefiheat t hey ter m 0
scores6 by taking the total scor anitthomeant he qu
score and multiplying this mean score by 10 tooggtat t he questimednai r e 0
toast he oO6clinical scdwhead. they aetrmonds | def icmé s
the following bands: 066 h e a | t-h.y® , 6d@resvdH9.7 @rsl below are considered
onaehinicdl4d), 6MAPLEGFG, 6nbde@daAat e pmsBebvrerteed and
25.04 0. 0 O(Baegkham et al$2006)

Developers of the questionnaire repdr coefficient alpha of .94 and a teetest stability
of .90(Barkham, et al., 2001The 251 clients who completed COREM in this research
had a coefficient alpha of Pat the first time of completiofhe mean COREOM score was
17.02 (SD 6.10, rangel.47-33.53 with a dstributionnot significantly different from normal
K-SD(251) = .04, p>.2. Using the method described abdquacobson & Truax, 1994pve
a Standard Error for theOREOM of 1.93 (S = SiN(1- ry), where $=6.10and festretest=

.90), Suirr was calculated from the Standard Errogif$ V(2(Se)%), where $ = 1.93) to give

2.73. For 95% confidence of reliable char@y@é3 was multiplied by 1.96, %t X 1.96, where

Suifr = 2.73) to give a value 05.34 the number oEOREOM points change required for

95% confidence that reliable changelbac cur r ed i n a CORE@Mt 6s pre
scores (able2). Thiscompardwi t h t he ques (Barbhammeaal.PO®& s aut hor

finding that changes greater than 5 in the clinical score provide evidence of reliable change.

d) Personality Disorder (PBQ)

Whilst not strictly used as an outcome measure. The Personality Beliedi@pmaire (PBQ,

Beck,et al.,2001) was usetb assess the prevalencedeforderecersonalityprocesses

amongst clientsThe PBQ was developed as a self report questionnaire to discern probable
presence of a personality disorder based on what therasthod escr i bed as 0dys
beliefsd and as a possible outcome measure f

disorder(s). It is not unusual to seek to determine presence of a personality disorder based on



125

cl i ent ¢AsntzDesksene Sclsoute, Weertman, 2004)There are eleven personality
disorders, usually considered in the following three clugfarserican Psychiatric
Association, 2000)

1 Cluster A: Paranoid, Schizoid, Schizotypal.
i Cluster B: Antisocial, Narassistic, Histrionic, Borderline.

1 Cluster C: Avoidant, Dependent, Passhggressive, ObsessiM@ompulsive.

The PBQ was designed to test for presence of
The PBQ consists of an equal number of items (14) representing beliefs thought to be

associated with avoidant, dependent, pasaggressive, obsessieempulsie, antisocial,

narcissistic, histrionic, schizoid and paranoid personality disorders. Together this makes up

126 items (14 x 9 = 126) and together with the nine personality disorder subscales a tenth
subscale, thought to correspond to a borderline pdigosabscale is composed of 14 items

from the PBQ avoidant, dependent, histrionic and paranoid domains representing themes of
dependency, helplessness, distrust, fears of rejection/abandonment/losing emotional control

and extreme attentieseeking behaviar (Butler, Brown, Beck, & Grisham, 200Ztach of

the 126 o6dysfunctional beliefsd is assessed
60l believe it slightlyd (1)ergl mobehibey8)i anand
believe it totallyd (4). The maxi mum score o0
Permission was sought and gratefully received from the lead géthdr Beck,personal
communicatior2d" December 20070 amend some of the itewording for a UK English

speaking client group

The developers of the questionnaire (Beck, et al., 2001) provided rRseanes for patients

with a diagnosis of each personality disorder and instructed that the primary diagnosis was of
the personality dorder with the highest-gcore in the case of that a client had more than one
z-score equivalent to that of the diagnosed patients.

The developers of the questionnaire reported a coefficient alpha of .89 amongst a group with
mean score 18.8 (SD 10.9)reean score of 25.64core .62) for clients with a diagnosis of
avoidant personality disorder and a mean score of 1&8afe-.69) for those without

avoidant personality.

The developers of the questionnaire reported a coefficient alpha of .90 amagngsp with

mean score 18.0 (SD 11.8); a mean score of 278de .83) for clients with a diagnosis of
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dependent personality disorder and a mean score of 18ci.49) for those without

dependent personality

The developers of the questionnaieported a coefficient alpha of .88 amongst a group with
mean score 19.3 (SD 10.5) and a mean score of 15&(e-.38) for those without passive
aggressive personality.

Unfortunately the questionnaireosiagnasisdfor s ha
passiveaggressive personality disorder to estimate a mean clinical score. In the absence of a
mean clinical score the approach taken thasif a client had a clinicalgcore on one of the

other subscales and the PB® zscore was higher &m this was counted as a passive

aggressive personality, in line with the authors instructions (Beck et al. 2001).

The developers of the questionnaire reported a coefficient alpha of .90 amongst a group with
mean score 22.7 (SD 11.5); a mean score of (268ore .31) for clients with a diagnosis of
obsessiveeompulsive personality disorder and a mean score of 1&8ofe-.51) for those

without obsessiveompulsive personality.

The developers of the questionnaire reported a coefficient alpha of d@iysina group with
mean score 9.3 (SD 6.8); a mean score of 11is¢dre .31) for clients with a diagnosis of
anti-social personality disorder and a mean score of 8stdee-.18) for thosevithout antt
social personalityNote the relatively small raegof 3.3 points between the mean clinical and

nortclinical populations.

The developers of the questionnaire reported a coefficient alpha of .84 amongst a group with
mean score 10.0 (SD 7.6); a mean score of 18édme 1.10) for clients with a diagnosis
narcissistic personality disorder and a mean score of -&dofe-.38) for those whout

narcissistic personality.

The developers of the questionnaire reported a coefficient alpha of .87 amongst a group with
mean score 14.0 (SD 9.3) and a mean sabié.3 (zscore-.29) for those without histrionic

personality

Unfortunately the questionnairedéds authors ha
histrionic personality disorder to estimate a mean clinical sowieghe approach taken inghi

was research was that as described above fatsveaggressivesubscale.
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The developers of the questionnaire reported a coefficient alpha of .81 amongst a group with
a mean score of 16.3 (SD 8.6) and a mean score of 15.1 for those without schizoid

personality.

Unfortunately the questi on ruabers with a diagnosishob r s
schizoidpersonality disorder to estimate a mean clinical score and the approach taken in this

was research was that as described above fatsveaggressivesubscale.

The developers of the questionnaire reported a caafficipha of .93 amongst a group with
mean score 14.6 (SD 11.3); a mean score of 26sdde .51) for clients with a diagnosis of
paranoid personality disorder and a mean score of &dofe-.55) for those without
paranoid personality

The developersf this subscale from the PBQ questionnaire reported a coefficient alpha of
.89 amongst a group with mean score 15.8 (SD 10.5); a mean score oft&38(Z/7) for
clients with a diagnosis of borderline personality disorder and a mean score ef@e(z

.65) for those without borderline personaliBeck,et al.,2001, Butler, Brown, Beck, &
Grisham, 2002)

5.2.2 Process measure

The BarrettLennard Relationship Inventory (BLRI) was developed by Batretinard
(BarrettLennard, 1962in conjunction with Carl Rogers and used at the Wisconsin project
6t o measure the conditi omnsdi oRayerdaP67amp32) as
Permission was granted by Barrke&innard for use of the BLRI in thistudy(G. T.Barrett
Lennard, personabenmunication20” January 2006and his help was gratefully received in
turning the inventory into a tickox format(G. T. BarretiLennard, prsonacommunication
239 March 2006), as illustrateqFigure3) to make it quicker to complete.

h a

per
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Figure 3: Extract of Barrett -Lennard Relationship Inventory as used in this resarch:
Tick box format as agreed with Barrett-Lennard.

Today's date: Counsellor code: Session: Pre-second Client code:

Barrett-Lennard Relationship Inventory - Form OS-40

© Godfrey T Barrett-Lennard, PhD

Below are listed a variety of ways that counsellors may feel or behave in relation to clients. Please consider each
numbered statement with reference to your present relationship with your counsellor. Whilst you have only recently
met, we are interested in your initial view of your counsellor. Mark each statement in the answer columns on the
right, according to how strongly you feel that it is true, or not true, in this relationship. Please be sure to mark every
one, Please indicate your answer by placing a tick in the box that most closely matches your response, using the
following key:

-3: No(!), I strongly feel that it is not true, | +3: Yes(l), I strongly feel that it is true
-2: No, I feel it is not true +2: Yes, I feel it is true

-1: (No), I feel that it is probably untrue, +1: (Yes), I feel that it is probably true or
or more untrue than true more true than untrue

DISAGREE AGREE

No No No |Yes Yes VYes

=3 =2 -1 ] +#1 2 43
1. My counsellor respects me... QB B B

The BLRIused in this study was the 40 item version with four subscales each of ten
guestions designed to probe a client on thei
unconditionalityand congruence with or fone client.Completion of the 4@tem version at

session five was recommended by Bastethnard in the context of the proposed research

(G. T.BarrettLennard, personalbenmunication20” January 2006 The 4Gitem version
(BarettLennard, 1978vasd evel oped as a more Oeconomical d
coll ecti on mdBareettlemardy B9§8p. 283 binel Has been used by other
researchert satisfactory results.g.Goldman, Greenberg, aahgus(2006).

The scoriig keyof the BLRImeantthat clients wee forced to choose to agree or disagree

with a statemerabout their therapist; theresva n 0 6 neeei tnhoerr daigsragr ee d 0
were both positive and negatively worded response itéimes.scoring wa designd such that

aspects ofvhat Rogers considered 6 g o0 0 d 6 (Rogdrsa19%7Wwere Sdoredowith a

maximum score of &r5,0r4 ; aspects of weare sédoed dith a mig@rhuent i on s h
score of Opr 1, or 2, such that there is no mstore of 3 available. The maximum score a

perceived therapeutic relationshiputd have wa 240 (40 6 = 240) and the minimum score

was 0 (40 x 0 = 0)A review of theresearch using tHeLRI (Gurman,1977)found the mean

internal reliability coefficients across 14 studies to be .91 and the meaatésitstability
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across 10 studies to be .90, although it should be noted these studies were of different variants
of the BLRI. For the 18 clients who completed a BLRI in this study the alpha coefficient

was .88 withameanscoreof 18B. f or t he clientds perception
(SD 21.4, range 126240), scores were not significantly different from a normal distribution

K-S (118) = .04 p > .2. Initially the BLRI was completed at the start of the fifth session;

however, this was changed to @& of the first sessiastart of the second session during the
research, so as to increase the numbers of clients completing the BLRIthefapy ended

and this reduced the time to establish a relationship, such that the BLRI was scored based
upon O6i ni t i Bhe maamspssienatwhichrihe BLRI was completed was 4.26 (SD

2.4, median session 5). The effect of earlier versusBatRt completion was assessed using

t-test at different session cuffs:
Session Three

There were 93 clients who completed their BLRI at the third session or later and 25 clients
who completed their BLRI before the third session. The mean BLRI scdeddor
completion was 192.16 (SD 20.8) and 180.60 (SD 22.6) for earlier completion. This

difference was significant t(116) = 2.42, p = .017 and represented a small effect r = .22.
Session Four

There were 79 clients who completed their BLRI at the fourthi@e®r later and 39 clients
who completed their BLRI before the fourth session. The mean BLRI score for later
completion was 192.53 (SD 20.3) and 184.00 (SD 23.3) for earlier completion. This
difference was significant t(116) = 2.04, p = .043 and reptedensmall effect r = .19.

Session Five

There were 60 clients who completed their BLRI at the fifth session or later and 58 clients
who completed their BLRI before the fifth session. The mean BLRI score for later
completion was 189.78 (SD 20.8) and 1898B 22.6) for earlier completion. This
difference was not significant t(116) = .04, p = .971.

It seemed thatn average clients tended to score relationships lower in the-firse$sions
than they @l in later sessions. Thissuggesdt her e coul d be merit i n m
i mpressionsodo of ®Bel andomeoahiepd®maseseidoonel ati o

onwards). Theseere likely measuring slightly different phenomena i.e. initial judgements
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about whether to work witharticular therast or judgements about what it svike to

work with a particular therapist.

The client demographics for the samples upon wbadfficient alpha was estimated for each

guestionnaire useare shown irAppendix 2.

5.3 Research protocol

The precise methodology evolved through the course of the study. There were six distinct
phases and these were when the data collection protocols were slightly different. These
differences are described below in a description of the six different phasss wh
demarcabns were changes thedata collection protocols.nEre weresix distinct phases
(Figure4):

1 Phasei beggn dur i ng t he ReseaictiMestod,2008)ia \shictepres
therapy and pogherapy distress scores (COREM) were compared for a single
therapist (the authorTherewere 12 clientsn this phas¢hatbegan in therapy
between 23/9/4 and 28/2/5, the last of whom finished on 27V .author was
concerned that CORBEM may not be recognised as a diagnostic specific measure
and so further diagnosis specific measureewseught; this aacern was borne out in
the NICEreview of depression ere NICE rejected CORBM as an indicator of
depressiofNICE, 2009aklthough there was some published evidence to support the
use of COREOM for depresion diagnosi¢Gilbody, et al, 2007)

1 Phase 2 in which pretherapy and pogherapy scores were compared for a single
therapist (the author) using up to three different outcome measures {ORIREBDI-

Il and BAI). There were 20 clients in this phase that began in therapy between 3/3/5
and 18/1/6, the last of whom finished on 20/2#6addition to examining outcomes

the author chose to look at the evidence for the role of the therapeutic relationship in
predictingoutcome and a relationship measure was sought.

1 Phase 3 as Phase 2 together with a measure of the therapeutic relationship (BLRI).
There were 35 clients in this phase that began in therapy between 24/1/6 and 9/2/7,
the last of whom finished on 6/11/8.addition to researching outcomes and process
for a single therapist there was an opportunity to widen the research to include

therapists at the institution hosting

t

he
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1 Phaseti in which pretherapy and post therapy scores were compared tisiee
outcome measurd€OREOM, BDI-II andBAI) for a number of therapists
(including the author) at the University of East Anglia University Counselling Service
(UCS) This phase overlapped with ph&séhere werd 84 clients who began in this
phasebetween 2/3/6 and 7/2/7, the last of whom finished on 7/EX{Ferience to
date had shown a certain amount of duplication between GQYRENd the BDIII/

BAI combination, so the decision was made to reduce the paperwork burden on
clients by dropping the GRE-OM for future phases.

1 Phase 5 at the Private Practid®P)in which pretherapy and pogherapy scores
were compared for a single therapist using two outcome measuresl @il BAI)
together with an interim measure of the therapeutic relatioiiBhigl). There were
11 clients who began in this phase between 1/3/7 and 10/10/7. All but one of these
clients had completed by 26/7/8, with one client ongoing at the time of wiQimg).
of these clients also completed a COQH, in addition to BDIll and BAI as an
Employee Assistance Providé&tAP) requirementThe author was concerned that a

typical RCT excludes clients with personality disorders and to date there had been no

assessment of the prevalence of personality disorders within the sempielients
in this phaseompleted a PBQ after starting in therapy whenwlas introduced o
11" November 2007.

1 Phase 6 as Phase 5 together with a satimpletion measure for persality
disorders (PBQ There were 59 clients who began in thisgghbetween 11/11/7 and
14/8/9. Four of these clients also completed a CQRE in addition to BDIIl and
BAI, as an EAP requiremeriDuring this phase it was decided to move BLRI
completion forward to the end of the first session, so as to increase therswh
clients who completed a BLRThe BLRI was found to mediate outcome when
completed after one sessi@uroff & Blatt, 2006) This was accomplished by giving
the client a BLRI and a PBQ to take away and compleg¢e #ifé first session and post
back in a prepaid envelopeAll but 12 of theclientswho began in this phasad
completed by 14/8/9, with 12 clierft®em this phasengoing at the time of writing.

Personality disordequestionnaires were completed by bsat of the overall sample and
data for personality disordengasincludedas aco-morbidpersonality disorder is known

to impact outcomegClarkin & Levy, 2004)
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Figure 4: Research protocol: The sixphases of development of the research protocol.

Phase 1 (PP): 12 clients
Start: 23/9/4 28/2/5
End by: 27/7/5

A 4

1T COREOM

Phase 2 (PP): 20 clients
Start: 3/3/5 18/1/6
End by: 20/2/6

A

17 COREOM
1 BDI-lI
1 BAI

Phase 3 (PP): 35 clients
Start:24/1/61 9/2/7
End by: 6/11/8

A 4

COREOM
BDI-I
BAI

f
f
f
1 BLRI

Phase 4 (UCS): 184 clients
Start: 2/3/61 7/2/7
End by: 7/12/7

A

COREOM
BDI-II

BAI

BLRI

= =8 —a A

Phase 5 (PP): 11 clients
Start: 1/3/7 10/10/7
End by: 26/7/8 (1 ongoing)

A 4

1 BDI-ll
1 BAI
1 BLRI
Phase 6 (PP): 5€ients
Start: 11/11/7 14/8/9
< End by: 14/8/9 (12 ongoing)
1 BDI-ll
1 BAI
1 BLRI
. PBQ
\ 4
321 clients staedin the research
Not e: PP = Authoros private pract i ¢OM=ClniCabOutcomdani ver sit

in Routine Evaluation, Outcome Measure; BD+ Beck Depression Inventory Second Edition; BAI = Beck
Anxiety Inventory; BLRI = Barrett ennard Relatioship Inventory; PBQ = Personal Beliefs Questionnaire
(Beliefs associated with Personality Disorder).
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Treatment duration was variablgith an average df.1 sessions per client (SDD.2, range ©

102), although this average inclutia large number of clientsho did notstart in

counselling or continelin the researchirhe numbers of clients banded by numbers of

sessiongire showr(Table 3.

Table 3: For all clients in the research, numbers of sessions thepisode

Number of sessions this episode

Number of clients

Cumulative %

0 (Exploratory only) 38 11.8
1-6 180 67.9
7-12 58 86.0
1318 21 92.5
19-24 10 95.6
25-36 7 97.8
37-54 4 99.1
55102 3 100.0
Total 321 100.0

At the UCS clients were offeragp to an initial six sessienwith the option to continue

beyond this if bdt client and therapist agredtie average number of sessions wagSD

6.4, range 7). The numbers ofJ)CSclientsbandedy number of sessiorae shown

(Table 4.
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Table 4: For University Counselling Service clients, numbers of sessions this episode

Number of sessions this episode Number of clients Cumulative %
0 (Exploratory only) 38 20.7
1-6 94 71.7
7-12 30 88.0
13-18 11 94.0
19-24 7 97.8
25-36 3 99.5
37-54 1 100.0
55102 0 100.0
Total 184 100.0

At the Private Practiche average number of sessions @@9SD 13.4, range 1102). There
were 29 clients who attended for only one session. The numbers of PP clients banded by

number ofsessionsre showr(Table 5)



Table 5: For Private Practice clients, numbers of sessions this episade

135

Number of sessions this episode

Number of clients

Cumulative %

0 (Exploratory only)

1-6 86 62.8
7-12 28 83.2
13-18 10 90.5
19-24 3 92.7
25-36 4 95.6
37-54 3 97.8
55-102 3 100.0
Total 137 100.0

Within the PR 44 clients were paid for by their employer with varying set limits to the

number of sessions, e.g. 4, 6, 10 or 12 sesssmmsetimes with the optido extend if the

employer agreedror this grouphe average number of sessions @&5SD 3.8 range 1

18). The numbers of clients by sessions this episathere the employer was paying for

therapyare shownTable §.

There was a significant difference between the number of sessions for the 44 PP EAP clients
(mean 6.3 sessions, SD 3.8) and the other 93 PP clients (mean 10.6 sessions, SD 15.9),

t(111.95) = 2.45, p = .016, a small effect r = .23.
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Table 6: For Private Practice clients paid for by their employer, number of sessions this
episode.

Number of sessions this episode Number of clients Cumulative %
1 5 114
2 2 159
3 2 20.5
4 3 27.3
5 5 38.6
6 15 727
7 1 75.0
8 1 77.3
9 1 795
10 3 86.4
12 4 95.5
15 1 97.7
18 1 100.0
Total 44 100.0

5.5 Resulting sample

The sample was of23 clients starting in the research. The mean age at the start of
counselling was B2 years (SD 2.0) with 65.7% female. Marital status wag.8% single,
26.2% married, 16% separated/divorced afd% widowed. Parental status was Bo
non-parent,9.3% with one child, 1.8% with two children and 8% with three or more
children. Ethnic status waequested from clients in frdermat and this ledb a variety of

modes of completion for this data, the most consisteerpretation of this data wao state
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the client s n gtedominaatly British, 8.2%) with tliénts FomvEargpe

(3.1%), America (28%) plus clients from Asia, Afda and Australiaviedication information

was interpreted from the clientods informatio
General PractitionefdRCGP)and allocated tdifferent groups of psychologically relevant
medicationMost clients (83%%) were taking n@sychologicallyrelevant medication at the

start of counselling, with112% taking antidepressants onlyith the remaining.3% of

clients taking anxiolytics, sedatives or ap$iychotics, some in combination with anti

depressanigor 3clients it was unknown whether they were taking any relevant medication

at the startThe best available information was that®6 of clients were not taking relevant
medication at the end of counselling with 12 clients still taking or phasing out anti

depressants at the end anab clientsstill taking antipsychoticsAppendix 3summarises the
demographic information for the overall sample 21 8lients, the PP sample of Z8lients,

the UCS sample of 184 clients and the subsets of the UCS sam 38 ctlents who do only

an exploratory session, the 146 clients who enter therapy, the 59 clients who do not do the

first session paperwork, the 87 clients who enter therapy, the 40 clients who do not do the last
session paperwork, the 47 clients who do plete the last session paperwork and the 36
clients who complete the | ast session paper w

terminated by either the client or therapist leaving UEA.

Theprotocoldiffered slightly between UCS and PP. At U@@ protocol was thatlients

should benvited to complete outcome questionnaires at the end of therapy, accordingly
clientswith non-clinical scorest the start of counselling also completadoatcome

guestionnaire at the end of therapy the PP it wasisually only clients who started offith

clinical scores at the start of theraplio completed a subsequenitcomeguestionnaire.

Furthermore the protocol at the UCS was for clients-mmaplete outcome questionnaires at

the end of therapy whereas la¢ PP clients were monitored through therapy by outcome
guestionnaire completion at a frequency determined by the author in conjunction with the
cientHence there was a reduced | evel of Omi ssi
in protocol gae rise to a different pattern of peseasure completion and is one difference

between the two parts of the sample.

The three outcome questionnaires mainly used in this research were thie B&lland
COREOM. The PBQ was added at a much later datepéaged a more minor role in the

researclas an estimate of prevalence.
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In terms of study samplesd TREND guideline¢Des Jarlaiset al, 2004)recommendd

providing information on study sampl€EREND item 1) numbers of sessions provided

(TREND item 4) sample sizes (TREND item 7), flow of participants through each stage of

the study, including numbers completing each stage of the study and those who did or did not
complete subsequent measurement (TREND item 12), dates defining peredsibment

and followrup (TREND item 13), baseline demographic and clinical characteristics of
participants in each study condition (TREND item 14), numbers of participants in each
analysis of each condition, including analysis of those not completsgguent

measurement (TREND item 16) and results for each study condition, the estimated effect size

and a confidencenierval for the effect size (TREND item 17).

5.6 Participant flow and demographic characteristics for each sample
analysed

Naturalistic research has been criticised e.g. Clark, et al. (2007). This research sought to
address such criticisms and one such way to address these was to report the research in line
with the TREND GuidelineéDes Jarlaiset al.,2004) the naturalist equivalent to the

CONSORT Guidelines. One of the requirements of the TREND Guidelines, described above,
was to make clear what the participant flow was and the demographic characteristics for each
sample analysed amthta was prepargd comply with theTREND reporting requirements

and is included as Appendix 3.

In Appendix 3 for each of the main outcome measures, there is a participant flow diagram

and a summary of demographics for each sample subsequently reported upon
The main samples analysed weas follows:

1 Depression (BDII)

1 Anxiety (BAI)

91 Distress (COREDM)

1 Clients in waitcontrol analysis (depressiérBDI-II, anxietyi BAI and distres$
COREOM)

1 Clients in hypothesis testing (outcomes Al ®akdpredictionB1 to B3)
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The protocol for clients at the UCS was to complete outcome measures at Exploratory, First
and Last Session. The intention was that each client would then act as their own wait control;
outcome measure at start of wait compared with outcome measurecdtveait although

each client had a session with a qualified therapist as their exploratory so had received some

counselling input. Changes during wait could
treatment 6; out come me withlast sesson. The demegtaphce s si on
characteristics of the clients in the Owait

treatment are shown in Appendix 3.

It is important to note a key difference between the outcome and pmgdessne samples

for the analysis. Analysis of outcomes for clients with clinical scores, by defirgtxatydes

clients withsub-clinical scores, whereas the predictor samplelsideclients with sub

clinical scores. This is because a test of percsmired theoryRogers, 19571959)must

include clients who are oO6well 6 (conhlgntheent cl
sample(Watson 1984, p. 37)
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5.7 Analytical approach

SPSS15.0 andl8.0 for Windows was used for the analysis. Outcome hypotheses were
assessed using repeated measures analysis of vdnassess statistical significance of any
changegField, 2005) so that this was consistent with when there were three measurement
points (see belowand using reliable change criteriproportions of clients with reliable
change were counteBredictorhypotheses were assessed usmifivariate regression

(Field, 2005) Further results are provided to support the finditmgaddress some of the
criticisms in the literature of naturalistic research and further understand the firkirther
results sedindependent groupstést, Wilcoxon signedank test, regression analysise

way analysis of variancegpeated measures analysis of variance with betaegjects
factors(Field, 2005)and repeated measures analysisovficiancgM. Adams,28" August
2008)
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6. Results

In addition to the results of the hypotheses testing this section provides a wider picture to the
context of the hypotheses and samples tested.

6.1 Outcomes

Naturalistic research has been criticised for seeming to pick the best outcomes only to report
(Clark, et al, 2007) a criticism that has been challend&tiles,et al.,2008) For

completeness, for the main outcome hypotbesect sizes are shown arLastObservation
Carried forward basis (LOCF) and also where a subsequent outcome measurement was
made. This section seeks to provide some results in addition to the direct reporting of the
outcomes hyptheses. To the extent that itsyaossiblewith the data availablesome of the
criticisms of uncontrolled naturalistic reseaf€ark, et al.,2007)are addressed in section

O/. FurtherR sul t s 0.

Thedemographicharacteristics of the clients tested for eafcthe hypotheses are shown
(Appendix 3. Thefindings for each of theutcomehypotheses are showhable 73 and this
section also presentsrae additional results that support and fill out the picture shown by the

hypothesis testing.

Table 7: Summary of outcomeshypotheses

Hypothesis n Start Subsequen| ES(d) 95% CI p Hypothesis

Mean| SD| Mean| SD conclusion
Depression 111| 26.9| 9.6| 12.7 9.1 1.48| 1.281.68| <.001| Acceptexperimenta
Anxiety 91| 19.7| 9.6 8.6 7.1 1.15| .951.35| <.001| Acceptexperimenta
Distress 79| 18.4| 5.0 9.5 5.2 1.80| 1.532.06| <.001| Acceptexperimenta

Note:® ES(d) effect size calculated by mean score at start minus subsewanscore divided bgtart
standard deviation.
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6.1.1. Depression (BDI-II) outcomes

a) Effect sizes

There were205 clients who completed a Billlat their first therapy sessioand for these
clients, starting with any level of BBl score,on aLast Observation Carried Forwards
(LOCF) basis mean client BBl scores improved significantly F(1, 204) = 118.4X .001,
ES(d) = .70 (95% CI .57 to .82). Of these clients, 124 (60.5% of thel2d%g completed a
subsequet BDI-II and their meamBDI-II scores improved significantly F(1, 123) = 195.56, p
<.001, ES(d) = 1.21 (95% @l104to 1.39. Participantlow is shown as are demographic
characteristicen Appendix3; meanstart andsubsequerBDI-II scores, effect sizes and
significance values for change in repeated measures analysis of variance areTsibevg. (

The aim of the outcomes part of thisearch was to report on clients starting their first
session of therapy with a clinical level of depression (BDE 14) and a subsequent
measure of their depressiddf the205clients witha depression measurement at their first
session162(79.0% of205 clientshad a clinical level of depression atithfest session

(BDI-II score >= 14)For these 162 clientspnan LOCF basjsnean BDill scores improved
significantly F(1, 161) = 127.74, p < .001, @p= 1.02 (95% CI .85 to 1.20). Of these clgnt
111 (68.5% of 162 clients) completed a subsequentIB&rd their mean BDII scores
improved significantly F(1, 110) = 212.60, p < .001, ES(d) = 1.48 (95% CI 1.28 to 1.68). It
was this group that were the target of the depression outcomes hypothegsithélevidence
suggestedanean client BDIIl scores improve significantlyand the null hypothesis, mean
BDI-1l scores @ not improve was highly unlikely.These effect sizeserecompared with
other studiesTable 9, seeDiscussionUsing transformedcores (n = 111) the mean start
score of 5.49 (SD .83) became mean subsequent score 3.94 (SD 1.07) with a slightly higher
effect size ES(d) = 1.8728hich would be difficult to compare with other studies using raw

Scores.

Subtracting cldiegnmtes swiotntdb fgeovertehe clients wi
sampleob nsmrever el y de withwlatsnegttbectérmed howdseverity
depr e ©Osnidjmm é al., 2006) For Ol ow severgtatBDl-ldepr essi o
scores >= 14 and < 28n an LOCF basis (n = 116bart BDHI mean score 28, SD 408,

LOCFBDI-Il mean score4.1, SD7.21 a statistically significant improvement F@Q9) =

92.66, p <.001, ES(d) =1.62(95% C11.28t01.95 and with subsegnt measure (n = 70)
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start BDHI mean 2.0, SD 4.23, shisequent BDIl mean score 10,3D 64, a statistically

significant improvement F(1, 69) = 179.23, p < .001, ES(d) = 2.50 (95% Cl 2.13 to 2.88).

Table 8: Depression(BDI-IlI) outcomes

Group n First Subsequent ES(df p
Mean | SD Mean | SD
All clients with any BD}I score at first session
All .ocF’ 205 22.21| 10.948 14.54 9.8 .7005 <.001
UCSoce| 87 21.26| 10.144 15.93 9.633 .5254 <.001
PRocr| 118 22.91 11.497 13.52 9.837 .8167 <.001
All subseq 124 24,96/ 10.703 11.92 9.017 1.2183 <.001
UCSiubseq| 48 21.40| 11.058 11.29 8.032 .9142 <.001
PPuubseq) 76 27.21 9.899 12.32 9.618 1.5041 <.001
All clients with clinical BDFHI score at first session (BB >= 14):
All  ocr 162 25.83 9.163 16.40 9.989 1.0291 <.001
UCSoce| 68 24.91 8.109 18.60 8.999 7781 <.001
PRoce| 94 26.50 9.845 14.80| 10.404| 1.1884 <.001
All supseq 111 26.86 9.550 1268 0.116 1.4848 <.001
UCSiubseq| 36 25.69 9.017 13.19 8.031 1.3862 <.001
PRubseq 79 27.41 9.805 12.43 9.634| 1.5277 <.001
All clients with severe BDII score at first session (BBl >= 29):
All  ocr 52 36.73 7.151 21.3 12.985 2.15% <.001
UCSoce| 17 36.24 7.111 23.76| 12.862| 1.7550 .005
PRoce| 35 36.97 7.262 20.14 12.989 2.3175 <.001
All sybseq 41 36.8 7414 16.68 11499 2.7313 <.001
UCSsubseq 10 37.40 7.989 16.20| 10.830| 2.6536 .002
PRubseg) 31 36.77 7.352 16.84 11.875 2.7108 <.001

Note:® Effect size wa calculated by outcome measure at start msabsequendutcome measure divided by
standard deviation of outcome measure at Stagst Observation Carried ForwafdClients with a BDII
measurement subsequent to their first session dd@®.= University Counselling Service. PP = Private
Practice Bold indicates clients in the hypotheses testing samples.
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Table 9: Depression(BDI-II) outcomes Comparison with other studies

Study n Start Subsequent ES(d} | Group Comment
Mean SD Mean SD
This study 162 25.83 9.163 16.40 9.989 1.0291| LOCP Clinical depression (Start with BB >= 14).
111 26.86 9.550 12.68 9.116 1.4848| Subse(
52 36.73 7.151 21.33 12.935 2.1535| LOCP Severe Depression (Start with BDI>= 29).
41 36.93 7.414 16.68 11.499 2.7313| Subse(
Ward, et al.(2000) 56 27.6 8.4 12.7 9.5 1.7738| CBT Using BDI. Outcomes at 4 months for
62 25.4 8.6 11.5 7.7 1.6162| PCT randomised completer clients. Data taken
62 26.5 8.9 17.2 11.9 1.0449| Usual GP care from table 2 of reference.
Watson.et al., 003) 33 26.00 9.03 10.27 9.62 1.7419| CBT Using BDI. Outcomes for completer clients.
33 23.24 7.81 9.03 8.63 1.8194| PE Data taken from table 2 of reference.
Elliott, et al., 004) Metaanalysis of 23 studies (9 classical PCT, 6 1.18 Depression outcomes. Data taken from pag
etc.) 514 of reference.
Missirlian, et al., 005) 32 24.59 6.08 9.16 5.13 2.5378| PE Using BDI. Pre and post completer data fror
table 1 of reference.
Dimidjian, et al.,(2006) 17 27.30 6.89 9.76 8.15 2.5457| Cognitive Therapy Using BDI. Low severity completer clients a
13 28.72 4.59 11.00 10.08 3.8605| Behavioural Activation| 16 weeks, apart from placebo, data at 8 weg
22 27.79 5.67 7.91 6.29 3.5061| Paroxetine (treatment change at 8 weeks for this gjoup
19 26.59 5.43 14.68 7.81 2.1933| Pill Placebo Data from table 2 of reference. Note 48.8%
Paroxetine group had left trial by 16 weeks.
Minami, et al., 007) Metaanalysis of 29 studie 1.859| Completers Aggregated benchmarks using BDI. Typical
Metaanalysis of 11 studie 1.706 | LOCF duration 1516 weeks. Data from table 1 of
Metaanalysis ofL1 studies .371| Control reference. Control is natural history
benchmark.

Note:? Effect size wa calculated by outcome measure at start nsnbsequentutcome measure divided by standard deviation of outcome measure i sistrt.
Observation Carried ForwardClients with a BDlI measurement sigequent to their first session scdBeld indicates clients in the hypotheses testing samples for this

research.
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b) Reliable change

In addition to reporting mean change in outcome measures it is good practice to analyse
reliable changéJacobson & Truax, 19914 Jacobson plot is provided for the 124 clients
with any BDHI score at First Session and a subsequentiB8dore, of which 111 clients

staredtherapy with a clinical depression scoreglre 3.

Figure 5: Jacobson Plot for DepressiorfBDI-1l) Outcomes
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Client numbersn each severity group at First and Subsequent Session are Sraia 10).

Table 10: Depression BDI-I1) severity at first and subsequentmeasurement

BDI-1l Severity at First Session Total

Non Mild Moderate Severe
BDI-II Non 12 22 24 20 78
Severity at Mild 1 5 13 8 27
Subsequen Moderate - 1 5 7 13
Session Severe - - - 6 6
Total 13 28 42 41 124

For the 124 clients with a BEll score at FirsBession and a subsequent session there w
no clientswho reliably deteriorated. For the 111 clients who started therapy with-& BDI
score in the clinical range92%6 had no reliable change and.3% reliably improved Table
11); the70.2% with reliable improvement further breaks down in®2846 of clients who had
6recover edd (r e-klinilBDIdl soork a sugsequentntbasureament) and
17.1% of clients who had reliable improvement onllyansformed data gave a slightly higher

estmate of71.2% (cf. 70.3%) of clients with reliable improvemergeeFigure 6

Table 11. Percentages of clients with reliable change and recovered from depression
(BDI-II) .

Group n Reliable No Reliable Chande
Deterioratioft| Reliable
Chang8

| orR?| Improved | Recoverell

All clients with clinical BDHI score at first session (BDI >= 14)

All subseq 111 0.0% 29.™% 70.3% 17.1% 53.2%6
UCSsubseq 36 0.0% 41. 7% 58.3% 13.9%0 44. %%
PRubseq 75 0.0% 24.0% 76.0% 18.7%06 57.3%

All clients with severe BDII score at first session (BDI >= 29)
All subseq 41 0.0% 22.0% 78.0% 29.3% 48.8%
UCSsubseq 10 0.0% 20.0% 80.0% 40.0% 40.0%
PRubseq 31 0.0% 22.6% 77.%% 25.8%6 51.8%

Note:? éReliable deterioraticbwas a deterioration of more that8 BDI-II units.” do reliable chang@was a
change of less thah8 BDI-II units. ¢ Reliable chang@wvas an improvement of more th&® BDI-II units. d
orRéwas6 i mpr ard re & © o at®ubseqdeit measurement, @d. mp r anpreveérdent (©f more than8
BDI-llunitsyor6r ecoveredd (an i ni@BO-Ieniseamd subsdquentscore of 13toa n
les9. ® dmprovedwas reliable change only.e. improvement of more than8 BDI-Il units andsubsequent
score wa >=14 " Recoveredwas reliable change andon-clinical score asubsequent.e. improvement of
more thar7.8 BDI-Il units anda subsequent score of 13 or less
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Figure 6: Jacobson Plot forDepression (BDHI) Outcomes using transformed data.
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c) Severe depression

NICE are interested in outcomes for clients with severe deprgd$iCi, 2004b)and

outcomesare shown (Table 8pr the subgroupof clients with depression scores wii¢he

BDI-1l scores at first sessiomere in the range the authors of this questionn@exket al

1996)defineada s 0 s e v-B * =2%9. It waB iIDtended that outcomes from this study

would be compared with the studiesMisirlian, et al, (2005 andDimidjian, et al, (2006

which eachevaluatectlients with relatively severe depressi@f.the 205 clients who

completed a BDII at their first session, 5&8lients(2 5. 4 %) met the criteri a
depressiond. On a moJver@@ighifidard isnpreventemt E(X, 8l) was a
66.14, p <.001, ES(d) = 2.15 (95% CI 1.62 to 2.68). Of the 52 clients, 41 (78.8%) had a
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subsequent measurement of their depression and themaasragea significant
improvement F(1, 40) = 109.94, p < .001, ES(@. %3 (95% CI 2.20 to 3.25).

Clients with severe depression appear on the Jacobsdffrigiote § and in the severity
table(Table 10) No clients reliably deteriorated during treatm@rable 13, 22.0% had no
reliable change, 76% had reliable chang#is broke down into 29.3% with reliable change

only and 48.8% 6r ecovecdinca BDI-).r el i abl e change
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6.1.2 Anxiety (BAI) outcomes

a) Effect sizes

There were 204 clients who completed a BAI at their first therapy seasidrior these

clients, starting with any level of BAI score, on an LOCF basis mean client BAI scores
improved significantly F(1, 203) = 63.68, p <.001, ES(d) = .46 (95% CI .35 to .58). Of these
clients, 102 (50.0% of the 204 clients) completed a subsegddrand their mean BAI

scores improved significantly F(1, 101) = 98.75, p <.001, ES(d) = .94 (95% CI .75 to 1.13).
Participant flow is shown as are demographic characteristisppendix 3 mean start and
subsequerBAl scores, effect sizes and sigodnce values for change in repeated measures
analysis of variance are showiaple 13.

The aim of the outcomes part of this research was to report on clients starting their first
session of therapy with a clinical levelaixiety(BAI >= 8) and a subse@mt measure of
theiranxiety Of the 2@ clients with @ anxietymeasurement at their first sessiob 1
(76.20 of 204 clients) had a clinical level @nxietyat their first session (8l score >=8).

For these 36 clients, on an LOCF basis, meaAlBcores improved significantly F(1,56) =
77.20, p < .001, ES(d) 69 (95% CI .5 t0 .85). Of these client®91 (58.3% of 156 clients)
completed a subsequenfBand their mean Bl scores improved significantly F(20) =
127.88, p < .001, ES(d) = 15(95% CI 95t0 1.35). It was this group that were the target of
theanxiety outcomes hypothesis (A.&e evidence suggested mean clieAit Bcores
improved significantly and the null hypothesis, medxl Bcores did not improve, was highly
unlikely. Thes effect sizesverecompared with other studieggble 13, seeDiscussion
Using transformed scores (n = 91) the mean start score of 4.44 (SD .99) became mean
subsequent score 2.89 (SD 1.13) with a slightly higher effect size ES(d) = 1.5687 which

would bedifficult to compare with other studies using raw scores.

It was intended that outcomes from this study would be compared with the study of
Barrowcloughet al, (2001)which had a mean start BAI score of 27.26 (SD 9.44), for
comparison a sample fromighstudy was selected with BAI >= 19 which gave a mean start
BAI score of 28.61 (SD 8.199) and mean end 10.39 (SD 8.192), this was a significant
improvement F(1, 37) = 165.09, p <.001, ES(d) = 2.2222 (95% CI 1.87 tq 2&7)

discussion
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Group n First Subsequent ES(d) p
Mean | SD Mean | SD
All clients with any BAI score at first session
All oce’ 204 15.38| 10.058 10.66 8.468 4692 <.001
UCSoce| 87 15.20| 10.526 12.59 8.958 2479 <.001
PRoce | 117 15.52 9.739 9.22 7.819 .6468 <.001
All supseq 102 17.99| 10.242 8.32 7.043 .9441 <.001
UCSiubseq| 47 15.53| 11.300 10.66 7.976 4309 <.001
PPubseq 595 20.09 8.813 6.33 5.457 1.5613 <.001
All clients with clinical BAI score at first session (BAE=B):
All  ocr 156 18.76 9.060 12.44 8.743 .6975 <.001
UCSoce| 68 18.40 9.632 14.69 8.689 .3851 <.001
PRocre| 88 19.05 8.638 10.70 8.428 .9666 <.001
All supseq 91 19.65 9.560 8.59 7.124| 1.1569 <.001
UCSiubseq| 37 18.59| 10.792 11.73 8.143 .6356 <.001
PPubseq| 54 20.37 8.647 6.44 5.438 1.6109 <.001

Note:® Effect sizewas calculated by outcome measure at start mgnbsequent outene measure divided by

standard deviation of outcome measure at $taest Observation Carried ForwafdClients with a B\

measurement subsequent to their first session dBole indicates clients in the hypotheses testing samples.
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Table 13: Anxiety (BAI) outcomes Comparison with other studies

Study n Start Subsequent | ES(d}' | Group Comment
Mean SD| Mean SD
This study 156| 18.76] 9.060| 12.44| 8.743| .6975| LOCP Clinical anxiety (Start with BAI >= 8)
91| 1965| 9.560 859| 7.124| 1.1569| Subse(
Borkovecand Metaanalysis of 2 studie 24| CT Cognitive therapy
Whisman, Metaanalysis of 7 studie .90 | BT Behaviour therapy
(1996} Metaanalysis of 7 studie]  1.01| CBT
Gould, et al., Metaanalysis of 22 studie .34 | Relax + Relaxation training with bideedback (2 studies
(1997f 51| BT Behaviour therapy (3 studies)
59| CT Cognitive therapy (3 studies)
.64 | Relax Relaxation training (3 studies)
91| CBT (8 studies)
Bryant,et al, (1998) 12 STAI State 1.55| CBT Five 1.5 hour sessiof
STAI Trait .86 di sorder 6 within 2 we
Bryant,et al., (B99) 15 STAI Trait 1.45| PE+AM Prolonged exposure and anxiety managemen|
14 1.39| PE only Prolonged exposure only.
16 .85| SC Supportive counselling (psychological placebc
Barrowcloughet al., 19| 27.26 9.44| 11.58 9.17 1.68| CBT Test of CBT (2 therapists) for anxiety in older
(2001) 24| 26.46| 12.84| 17.46| 12.17 71| sC adults versus SC (supportive counselling)
provided by one counsellor.
Elliott, et al., 004) Metaanalysis of 8 studie 1.30| PE Process Experiential therapies. Page 511.
Westen and Metaanalysis of 5 studie 2.09| CBT Conservative inclusion criteria.

Morrison, (2001f

Note:? Effect sizewas calculated by outcome measure at start nsnbsequenutcome measure divided btandard deviation of outcome measure at $tagst
Observation Carried ForwartiClients with a B\l measurement subsequent to their first session starso included in subsequent raetnalysis(Deacon & Abramowitz,

2004) Bold indicates clients in the hypotheses testing sanfptethis research
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A Jacobson plot is provided for th2clients with any B\ score at First Session and a

subsequent Bl score, of whicl®1 clients stagdtherapy with a clinicahnxietyscore

(Figure 9.

Figure 7: Jacobson Plot for Anxiety(BAIl) Outcomes
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Client numbers in each severity group at First and Subsequent Session aréTstimevnj.

Table 14: Anxiety (BAI) severity at first and subsequentmeasurement

BAI Severity at First Session Total

Non Mild Moderate Severe
BAI Non 8 26 17 8 59
Severity at Mild 2 10 10 5 27
Subsequen  Moderate 1 2 4 5 12
Session Severe - - 1 3 4
Total 11 38 32 21 102

For the D2 clients with a B\l score at First Session and a subsequent session thensowere
clientswho reliably deteriorated={gure 3. For the91 clients who started therapy with #B

score in the clinical rangeap clients reliably deteriorated?0.3% had no reliable change and

29.7% reliably improved Table 15; the29.M4 with reliable improvement further breaks
downintol87% of <cl i ents who had Or ediocalAlscdred (r el i
at subsequent measurement) ah@% of clierts who had reliable improvement onWith

the transformed data of the 91 starting with clinical anxiety, 46.2% reliably improved, see

Figure 8

Table 15: Percentages of clients with reliable change and recovered from anxiefgAl) .

Group n Reliable No Reliable Chande
Deterioratioft| Reliable
Chang8

lorR*| Improved | Recoverell

All clients with clinical BAI score at first session (BAI >= 8)

All sypseq 91 0.0% 70.3% 29.™0 11.0% 18.7%
UCSsubseq 37 0.0% 83.8% 16.2% 16.2% 0.0%
PPsubseq 54 0.0% 61.1% 38.9% 7.4% 31.5%

Note:’6 Re |l i ab | e wheadeteriorationaftniore th@d.1 BAlunits."6 No r el i abdae changebd
change of less thald.1 BAl units.°6 Re | ¢ b & wgsead improvement of more thad.1BAl units.“6 1 o r

R6 swadi mporéorveecdobv er edd at subsequent measurem@dit, i . e.
BAlunits)or6r ecoveredd (an i mMplrBalwetsenca subsequemhscoreof BAhsgare of

7 orless)?6 | mp e was reliable change only.e. improvement of more than I14BAI units andsubsequent

BAIl score wa 8 or more’ 6 Re ¢ 0 v esrelabléchamge and nafinical score asubsequent measurement

i.e. improvement of more thadi.1 BAI units anda subsequent BAI score of 7 or less.
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Figure 8: Jacobson Plot for Anxiety (BAI) Outcomesusing transformed data
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6.1.3 Distress (COREOM) outcomes

a) Effect sizes

There werel55clients who completed @OREOM at their first therapy session, and for
these clients, starting with any level @OREOM scoe, on an LOCF basis mean CORE

OM scores improved significantly F(154) =84.01, p < .001, ES(d) =74 (95% CI .Bto

.90). Of these clients89 (57.4% of thel55 clients) completed a subsequ&®REOM and
their meanrCOREOM scores improved significantly F(83) =14141, p <.001, ES(d) =
1.28(95% CI11.07to 1.50). Participant flow is shown as are demographic characteriistics
Appendix 3 mean start anslubsguentCOREOM scoresstandard deviationgffect sizes

and significance values for change in repeated measures analysis of variance are shown
(Table 186.

The aim of the outcomes part of this research was to report on clients starting their first
session btherapy with a clinical level adistresYCOREOM >= 10) and a subsequent
measure of theuistress Of thel55clients with adistressmeasurement at their first session,
130(83.9% of 155clients) had a clinical level afistressat their first sessiofQOREOM
score >=10). For these 30clients, on an LOCF basis, me@®REOM scores improved
significantly F(1, 29) =95.83, p <.001, ES(d) £.11 (95% CI 89to 1.34). Of these clients,
79 (60.8% of 130clients) completed a sulipgentCOREOM and their mea€OREOM
scores improved significantly F(I8) = 182.71, p < .001, ES(d) = 80 (95% CI11.53to

2.06). It was this group that were the target of distressoutcomes hypothesis (3), the
evidence suggested me@OREOM scoresmproved significantly and the null hypothesis,
meanCOREOM scores did not improve, was highly unlikefhese effect sizesere

compared with other studie§gble 17, see discussion
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Table 16: Distress(CORE-OM) outcomes

Group n First Subsequent ES(d) p
Mean | SD Mean | SD
All clients with anyCORESscore at first session
All oce’ 155 16.163] 6.1266/ 11.600| 6.2261 7447 <.001
UCSoce| 87 15568 6.1172] 12.191) 6.0648 .5520 <.001
PRoce| 68 16.925| 6.0988] 10.843| 6.3917 .9972 <.001
All supseq 89 16.980| 6.1955 9.015| 5.1618| 1.2856 <.001
UCSiubseq| 47 15.357| 6.6514 9.068| 4.7036 .9455 <.001
PPaubseq) 42 18796 5.1334 8.957 5.6884 1.9166 <.001
All clients with clinical COREOM score at first sessiqgCOREOM >= 10):
All ocr 130 17.962 48705 12527 6.2784 1.1159 <.001
UCSoce| 72 1752 4.6882 13.460 5.7537 .8660 <.001
PRoce| 58 18.509 50751 11.369 6.7461 1.4068 <.001
All sybseq 79 18.392 4.9641 9.453 5.1722 1.8007 <.001
UCSiubseq| 38 17.663 5.0138 9.969 44751 1.5345 <.001
PPubseq| 41 19.067 4.8813 8.974 5.7579| 2.0676 <.001

Note:® Effect sizewas calculated by outcome measure at start msabsequendutcome measure divided by
standard deviation of outcome measure at Stagst Observation Carried ForwafdClients with aCORE-OM
measurement subsequent to their first session d8ola indicates clients in the hypotheses testing samples.
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Table 17: Distress CORE-OM) outcomes Comparison with other studies

Study n Start Subsequent | ES(d} | Group Comment
Mean SD| Mean SD
This study 130| 17.962| 4.8705| 12.527| 6.2784| 1.1159| LOCF’ | Clinical distress (CORIM >= 10)
79| 18.392| 4.9641| 9.453| 5.1722| 1.8007| Subse(
Elliott, et al, 127 treatment .99 | PE Group mean (Process experiential therapies).
(2004 groups .82 | PE Weighted by sample size
42 controlled 89| PE Group mean
studies 78| PE Weighted by sample size
A1 Untreated conditions

Stiles et al, 1,309| 17.41 6.52 8.50 6.27| 1.36 58 NHS primary care settings (CBT, PDT, PCT)
(2006
Mullin, et al, 11,953 17.5 6.3 8.5 6.3| 1.42 32 NHS primary care counselling services
(2006
Stiles et al, 5,613| 17.60 6.33 8.77 6.43| 1.39 32 NHS primary care settings (CBT, PDT, PCT)
(2007

Note:? Effect size wa calculated by outcome measure at start nsnbsequentutcome measure divided by standard deviation of outcome measure aisistrt.
Observation Carried ForwartiClients with aCOREOM measurement subsequent to their first session Boleindicates clients in the hypotheses testing sanfptes

this research
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b) Reliable change

A Jacobson plot is provided for tB8 clients with anyCOREOM score at First Session and
a subseque@ORE-OM score, of whict¥9 clients started therapy with a clinical anxiety

score Figure 9.

Figure 9: Jacobson Plot for Distress Outcomes

Note: Severity | eve l(Barkizag etpl@006)andireliabte charge iddexfas perithisi o n s
research; Changes greater tBe®ICOREOM unitsweg e consi dered o6r el i abl ebd.


























































































































































































































































































































































































































































































































































































