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Abstract 

Background: Person-centred psychotherapies have fared poorly in reviews of óempirically 

supported therapiesô, compared with cognitive-behaviour therapy (CBT). Yet there is 

evidence of comparable efficacy and effectiveness of person-centred therapies (PCT), of 

elements of the therapeutic relationship as defined in PCT as a therapeutic process of change 

and an NHS research funding gap (£m CBT >> PCT). The author wondered if PCT was an 

effective intervention for a range of different symptoms and about the role of therapeutic 

relationships.  

Aim: The aim was to measure the clinical effectiveness of PCT as practised in the authorôs 

private practice and by colleagues at the University of East Anglia Counselling Service and to 

assess the therapeutic relationship as a putative predictor of outcome.  

Method: This was primarily an uncontrolled naturalistic experiment; outcome measures were 

completed at first therapy session and subsequently, along with a measure of the relationship.  

Results: There was evidence that PCT was an effective intervention for clients who 

completed subsequent questionnaires who started with symptoms of depression (ES(d) =1.48, 

n =111), anxiety (ES(d) =1.15, n=91) and distress (ES(d) =1.80, n=79). These outcomes were 

broadly comparable with the literature. Some of the difficulties identified with uncontrolled 

naturalistic experiments described in the literature are addressed in the text, further 

supporting the validity of these findings. There was no evidence of the role of the therapeutic 

relationship (Rogers 1957) as a predictor of outcome for depression (n=92), anxiety (n=75) or 

distress (n=54). Further analysis of outlier and influential cases suggested the therapeutic 

relationship had an effect on depression outcome, r = .22. Illustrative analysis suggested the 

therapeutic relationship could have an effect on outcomes for anxiety in the order of r = .25 

and distress r = .29. Non-positive findings may have been due to problems with the protocol 

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

Conclusions: PCT warrants further outcome and change process research and inclusion as a 

comparator treatment condition in NHS-sponsored trials of CBT.  

Declaration of interest: The author was trained and practices as a person-centred 

psychotherapist. During the period 19/5/5 ï 13/7/6 the author received £8,167.07 from the 

University of East Anglia University Counselling Service; this was for sessional counselling 

work and included a contribution towards the costs of this research. 
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1. General Introduction  

 

This section introduces the research that follows. Firstly a general introduction is provided 

that describes the source of this research for the present author and gives 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 appropriate context of what is 

known about person-centred psychotherapy outcomes and the impact of the therapeutic 

relationship. The literature review is in two parts, firstly to introduce person-centred 

psychotherapies and secondly to review outcomes literature and process-outcomes literature. 

The introduction to person-centred psychotherapies describes the early research leading up to 

the statement of Rogersô theory, describes Rogersô theory and his attempts to validate his 

own theory. Contemporary person-centred psychotherapies are briefly described, since these 

are not simply about óreflections of feelingsô. The subsequent literature review is broadly 

divided into a review of outcomes literature and a review of process-outcomes literature, 

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

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

the purpose of providing some structure to this part of the thesis, since researchers have 

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 statement of the 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 discussion is provided that 

summarises the results, the strengths and weaknesses of the research and draws some 

conclusions.  

For consistency UK spellings are used throughout, so that ócounsellingô is used instead of 

interchanging with ócounselingô for US authorship. The terms counselling and psychotherapy 

have been used interchangeably. Rogers first used the term ócounsellingô because in 1940s 

America it was necessary to be a qualified medical practitioner to practice ópsychotherapyô 

(Thorne, 2003, p. 14 and p. 60).  
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1.1 The source of this research  

In the UK the National Institute for Health and Clinical Excellence (NICE) has made 

recommendations on what treatments should be offered for particular diagnoses including 

depression and anxiety (NICE, 2002a), schizophrenia (NICE, 2002b), panic disorder, with 

and without agoraphobia and generalised anxiety disorder (NICE, 2004a), depression (NICE, 

2004b), anorexia, bulimia and related eating disorders (NICE, 2004c), self harm (NICE, 

2004d), post traumatic stress disorder (PTSD, NICE, 2005a), depression in children and 

young people (NICE, 2005b), obsessive-compulsive disorder (NICE, 2005c), borderline 

personality disorder (draft guidelines, NICE, 2008) and revised (draft) depression guidelines 

(NICE, 2009a). Whilst cognitive-behavioural therapies (CBT) have fared very well in these 

reviews and are recommended for all diagnoses, the person-centred psychotherapies have 

fared poorly in these recommendations and in fact are recommended only for mild to 

moderate depression (NICE, 2004b). This situation is likely to change such that patients are 

given ówarningsô about the absence of an evidence-base for counselling for depression 

(NICE, 2009a).  

The trend towards evidence-based recommendations for mental health problems was begun 

in the US with the American Psychological Association (APA), Division of Clinical 

Psychology, Task Force on Promotion and Dissemination of Psychological Procedures 

(1995). Dianne Chambless has been a key supporter of this move (e.g. Chambless 1996) in a 

process described by Dobson and Craig (1998). These recommendations have been subject to 

some updates (e.g. Chambless & Hollon, 1998) and some reframing, for example Gone and 

Alcantra, 2007, reviewed the literature to identify effective mental health interventions for 

American Andians and natives of Alaska. Again, person-centred psychotherapies have fared 

poorly in reviews in the US too.  

As a recently qualified person-centred psychotherapist the author was concerned about this 

situation and decided to investigate further by doing a Masters dissertation in this subject area 

(Weston, 2005). This revealed to the author that not all researchers agreed with these 

recommendations, neither in terms of their methodologies nor their findings. Bohart, O'Hara 

and Leitner (1998) wrote about what they termed óempirically violated treatmentsô and 

described what they called the ódisenfranchisement of humanistic and other psychotherapiesô. 

In a large meta-analysis Elliott, Greenberg and Lietaer (2004) presented evidence that in their 

view suggested experiential therapies (humanistic therapies including person-centred, Gestalt, 
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existential, process-experiential, etc.) were as effective as other therapies, including CBT, for 

a wide range of 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 

óefficaciousô for depression (the process-experiential suborientation was óspecific and 

efficaciousô); ópossibly efficaciousô for anxiety disorders; the process-experiential 

suborientation was óspecific and efficaciousô for traumatic and abusive events, and; 

óefficacious and possibly specificô for emotion focused therapy with couples. These authors 

acknowledged that more outcome research was needed for all types of humanistic therapies 

across different client issues, particularly in the political context that existed in the US, UK, 

Germany, Netherlands, Austria, etc.   

From reading material similar to that described above the present author was left wondering 

whether person-centred psychotherapies (also known as ócounsellingô) did have any 

beneficial effect for clients and decided to conduct some primary research into the clinical 

effectiveness of the person-centred psychotherapies. Furthermore, the author wanted to 

research the validity of Rogersô theory (e.g. 1957, 1959) and to assess the impact of the 

therapeutic relationship as described by Rogers upon client outcomes. The next section gives 

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 person-centred psychotherapy is in crisis. In the UK the only diagosis that 

achieves any kind of órecommendationô for counselling from the main body that informs the 

NHS about treatment policy is that patients with depression should be warned about the 

absence of an evidence-base for counselling for depression (NICE, 2009a). Otherwise 

clinicians are warned against offering counselling for all other psychologically-based 

diagnoses that NICE has reported on.  

Yet, non-directive therapy was founded upon empirical principles. During the course of the 

1940s ï 1960s Carl Rogersô team made early attempts at establishing pretty much every 

research technique currently in use. It is widely believed that Rogers was the first researcher 
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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 people worked in a manner that was a fore-runner 

of the National Institute for Mental Health (NIMH) Treatment of Depression Collaborative 

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

in psychology history. Rogers established a massive, in its day, research programme at 

Wisconsin that employed hundreds of people and millions of dollars in todayôs money to test 

his theory.  

Rogersô theory, that the perception of congruent empathy and unconditional positive regard 

by the client from the therapist, was evidence-based. Initially, CBT, now the most widely 

recommended therapy in the UK and beyond, rejected the idea of the therapeutic relationship 

as causative. Beckôs (1976) theory was that a good therapeutic relationship was simply a 

convenient atmosphere to teach the techniques of CBT that would cause outcome.  

It would be too simplistic to describe the therapeutic alliance (Horvath & Greenberg, 1989) 

as a re-branding of the therapeutic relationship. Yet, this change of name, heralded a huge 

research interest in the goals of therapy, the tasks of therapy and the bond between client and 

therapist. The therapeutic alliance is not only shown to predict outcome, it is also increasingly 

seen as causing outcome. Even CBT researchers (Strauss, et al., 2006, Spinhoven, Giez, van 

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

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

In the UK a very large number of the ótherapy work-forceô are not trained in CBT, perhaps 

26,000 individual therapists (A. Couchman, personal communication, 3
rd

 January 2008); do 

all non-CBT trained therapists need to be re-trained in CBT?  

When this research was begun in 2004 the present author joked with the Head of the 

Department that if person-centred therapy didnôt sort itself out soon it would find itself 

supplanted by a new form of CBT-relationship therapy wherein the therapist does not use 

techniques, because these might get in the way of the relationship, 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 appear to accept that over three billion pounds of public money spent on 

anti-depressants in the past couple of decades (Weston & Weston, 2008) was not money well 

spent because anti-depressants donôt make much of a difference to most people (Kirsch, et 

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 effect (Lambert & Barley, 2002) and that the 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 donôt think patients should have person-centred psychotherapy, a therapy founded 

on the idea that it is the relationship that cures.  

There was a need for this research to look at the clinical effectiveness of person-centred 

psychotherapy. Reviewers of therapy want evidence of efficacy/effectiveness when they seek 

to make evidence-based recommendations. Seemingly reviewers of research have found 

insufficient evidence for person-centred therapy and this research was needed to see if 

person-centred psychotherapy was an effective intervention.  

During the early part of this century a lot of effort has been put into developing a broadly-

based measure of distress (CORE-OM, Evans, et al., 2002) to encourage psychotherapists to 

routinely measure outcomes. Yet, when NICE (2009a) reviewed treatments for depression 

they rejected any evidence based on CORE-OM because, they argued, CORE-OM was not a 

specific diagnosis of depression, even though there is evidence that depression can be 

diagnosed with CORE-OM and that there is large covariance with measures of depression 

(Gilbody, Richards, & Barkham, 2007).  

This research was needed to do research on the effectiveness of person-centred 

psychotherapy with diagnostic specific measures, in addition to the more usual broadly based 

psychotherapy outcome measure (CORE-OM).   

This research was needed to look at person-centred outcomes for depression and anxiety as 

these are two of the most common psychologically-based diagnoses (NICE, 2004a, 2004b) 

with huge economic cost.  
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Ideally, reviewers of therapy want evidence from órandomised controlled trialsô (RCTs). 

These are difficult to organise and expensive, certainly beyond the spending of an un-funded 

PhD student. It would be ideal to conduct an RCT for person-centred psychotherapy and this 

research was needed to make the case for an RCT. It seemed unlikely that funders of research 

would come up with a large amount of money to fund an RCT without any prior case.  

Whilst the needed research was necessarily naturalistic, this is not necessarily a ópoorô 

method. Some researchers favour naturalistic research because it is óreal worldô evidence of 

effectiveness e.g. Des Jarlais, Lyles, Crepaz, and TREND Group (2004), Victora, Habicht, 

and Bryce (2004), Schwartz, Trask, Shanmugham, and Oswald Townsend (2004), Westen, 

Novotny, and Thompson-Brenner, (2004).  

One of the challenges with naturalistic outcomes research is to make a ówell controlledô 

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 

outcome, that any observed changes were simply regression to the mean, that the clients 

would have got better anyway, etc. Whilst naturalistic studies can be ócheapô they require 

pain-staking analysis. In addition to finding out about antidepressants this research needed to 

find out about personality disorders. The presence of a co-morbid personality disorder is 

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

considering alternate causes this research needed to find out about the presence of co-morbid 

personality disorders as a putative moderator of effectiveness.    

This research needed to do the analysis of alternate causes or moderators, so that 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 

research team (Chambless & Hollon, 1998). Some might say that person-centred therapy has 

already been researched and shown to have good outcome, say for depression, on a basis 

comparable with CBT (Ward, et al., 2000). This research was needed to add to the evidence-

base for person-centred psychotherapy (Elliott, et al., 2004).  

Contrary to Rogersô early interest in quantitative research, towards the end of his life he 

wrote a paper (1985) that many in the person-centred community appear to have taken as a 

rebuff to quantitative methods. Despite person-centred therapy leading the way in the early 
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years with research, the present author formed the impression from the literature review that 

person-centred therapy was in danger of being left behind as 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 that others from the person-centred approach would consider 

and do quantitative research. As the literature review shows research methodologies are 

continually evolving and there is no room for the sense that óresearch has been done, no more 

requiredô. Consequently the literature review shows there 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 amongst person-centred 

therapists and to begin a process of adopting increasingly complex methods.  

As mentioned above, person-centred psychotherapy was founded on the idea that the 

relationship was the therapy. In addition to outcomes evidence researchers and reviewers 

want to see evidence for the proposed treatment rationale (Elliott, 2010). The present author 

reviewed the literature in the hope of finding research evidence to support the idea that the 

relationship as defined by Rogers causes outcome. The review of literature showed this was 

not straight-forward to do, methodologically, and early attempts at this were subsequently 

ruled out as invalid by reviewers.  

Some subsequent research has established process-outcome correlations for some of the 

elements of Rogersô theory (Norcross, 2010). Drawing on 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 could test this element of 

Rogersô theory.  

The present author could find no research that satisfied both the requirements of Rogersô 

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

do a simultaneous test of the Rogerian relationship elements with both ócongruentô and 

óincongruentô clients to see if any observed effect of person-centred psychotherapy had 

anything to do with the therapeutic relationship.  

The present author 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 person-centred psychotherapy and this was one of the things 

that made this research unique.  
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Mention was made above about the impact of moderators on therapy outcome. In addition to 

moderating outcome these variables can also moderate process-outcome correlations. This 

research was needed to consider whether the effect of therapy on outcome had anything to do 

with the relationship 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 field about ógood relationships with clientsô this research was needed 

as part of the research effort to establish that person-centred therapists óknow about 

relationshipsô and that the approach has something to offer both in research and practice 

óabout relationshipsô e.g. in therapy, medicine, management and beyond.  

Given the needs of this research, to conduct a well-controlled outcome study on depression, 

anxiety and distress and to look for evidence that the therapeutic relationship had an impact 

on outcome, the following literature review considers what is known about person-centred 

psychotherapy, outcomes research and process-outcomes research.  
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2. Person-centred psychotherapies .   

Person-centred psychotherapy is largely credited to the work of Carl Rogers and his 

collaborators. This section describes the development and testing of Rogersô theory in the 

context of the evolution of psychotherapy research wherein key themes have been ódoes it 

work?ô (Outcome research) and óif it does work, how does it work?ô (Causation research). 

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 between client and therapist 

and agreement on the tasks of therapy in pursuit of the clientôs goals; the perception of 

empathy from the therapist for the clientôs situation; the perception of positive regard and 

affirmation from the therapist for the client; the perception 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 (Norcross, 2010). 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 óingredientsô (e.g. Siev and Chambless, 2007). These differing views 

are considered below as part of a description of the history of outcome and process-outcome 

research.  

 

2.1 %ÁÒÌÙ ÒÅÓÅÁÒÃÈ ÌÅÁÄÉÎÇ ÕÐ ÔÏ ÔÈÅ ÓÔÁÔÅÍÅÎÔ ÏÆ 2ÏÇÅÒÓȭ ÔÈÅÏÒÉÅÓȢ  

 

This section sets Rogersô theories in the context of what was known about therapy outcomes 

and the impact of the therapeutic relationship from research findings at the time that Rogers 

wrote and published his theories (1957, 1959), specifically from the research that Rogers 

referred to, to the extent that this material was available.  

Carl Rogers (1902 ï 1987) developed an approach to psychotherapy that has variously beeen 

called ónon-directiveô, óclient-centredô and óperson-centredô. His early years are traced by a 

number of authors (e.g. Kirschenbaum 1979, 2007, Barrett-Lennard, 1998 and Thorne, 2003). 

He began his career in psychology studying clinical and edcational psychology at Teachers 

College, Columbia University. Here he was exposed to what Barrett-Lennard called óan 

objective measurement-oriented ethosô (p. 5). Rogersô first job as a psychologist was at the 

Child Study Department established by the Rochester Society for the Prevention of Cruelty to 
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Children. Whilst at the Child Study Department Rogers continued to study part-time for his 

PhD. Rogers also held a fellowship at the Institute of Child Guidance and this had the context 

of what Barrett-Lennard called óeclectic Freudianismô (p. 5) and Rogers was exposed to 

psychoanalytic theory (Thorne, 2003, p. 8). Rogers completed his doctorate by developing a 

measure of personality adjustment in children aged nine to thirteen years (1931), although his 

first journal article was about óintelligence as a factor in camping activitiesô (Rogers & 

Carson, 1930).  

Around this time a paper was published that would become important, in the sense of being 

continually referred to, on a number of occasions right up until the present day. Writing in 

1936 Saul Rosenzweig used the phrase the óDodo bird verdictô (derived from Lewis Carrollôs 

1865 Aliceôs adventures in Wonderland wherein the Dodo bird when asked to judge a race 

declared óEverybody has won, and all must have prizesô, p. 34, emphasis original) to suggest 

that common factors (e.g. the therapy relationship) shared between different types of 

psychological therapies caused different therapies to be similarly effective. Rogers himself 

would make an important contribution to the ócommon factorsô idea in his 1957 theory paper, 

as well as setting out the key theoretical statement for what would become óperson-centred 

therapyô in his 1959 theory paper.  

Meanwhile, also in 1930s America, Rogers went on to write about óThe Clinical Treatment of 

the Problem Childô (1939) based upon his own practical experiences of working with 

children and their parents. 

Barrett-Lennard (1998, pp. 8-9) pointed out that Rogersô 1939 description of what Rogers 

called órelationship therapyô foreshadowed many of the therapeutic principles that Rogers 

subsequently elaborated upon:  

1. It applies only to those parents who have a desire to be helpedé 

2. The relationship between the worker and the parent is the essential featureé The 

worker endeavours to provide an atmosphere in which the parent can come to freely 

experience and realise his own attitudesé 

3. The effects of this relationship upon the parent may be characterised by the terms 

óclarification of feelingsô and óacceptance of selfôé 

4. éanother characteristic of this viewpoint is its reliance on the parent himself to 

determine independently the manner of dealing with the child. (Rogers, 1939, pp. 

197-9).  
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Later Rogers was to drop his idea of óclient motivationô mentioned in 1939 from his 1957 and 

1959 statements of his theory, although client motivation has subsequently been shown to 

make an important contribution to outcome e.g. Lambert and Barley (2002).  

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

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 Clinical Psychology) entitled 

óThe processes of therapyô. Writing in 1940 Rogers set out what could be described as a 

manifesto to scientifically research óthe processes of therapyô, because:  

Recent years have brought significant progress in the field of psychotherapy. The help 

obtained by the individual in a series of interviews is no longer a vague mystery impossible 

of serious investigationé The time is perhaps ripe for various workers to endeavour to 

formulate and describe the fundamental aspects of this process, in order that such descriptions 

may serve as hypotheses to be tested by research (p. 161). 

In his 1940 paper Rogers set out his hypotheses and described how: 

 It is essential that certain basic conditions be metéIt is probably necessary that the 

client, whether child or adult, should feel some dissatisfaction with present adjustment, some 

fundamental need of helpé Therapy has no chance of being successful if there is too heavy a 

weight of adverse social factors making adjustment impossible except through radical 

alteration of circumstances (p. 161). 

In addition to dropping óclient motivationô from his later theory statements Rogers also 

dropped ósocial contextô; again subsequently this was shown to play an important 

contribution to successful therapy outcome e.g. Lambert & Barley (2002).  

One of the features of what Rogers later called ónon-directivityô that he appeared to recognise 

was, given the freedom to focus on either past or present, or a mixture of both, the client 

would get to whatever was most important 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, since in an important sense ñall roads 

lead to Romeò (p. 162). 
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Rogers described how ógranted these conditions and a skilled therapist whose purpose is to 

release and strengthen the individual, rather than to intervene in his life, certain processes 

seem to take place, or if they do not take place, therapy is likely to be unsuccessfulô (p. 161). 

Rogers described six characteristics of ómost successful therapeutic experiencesô: 

1. Rapport is established. 

2. There is free expression of feeling on the part of the client.  

3. Recognition 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 independence ï with support. (p. 162-3).  

Rogers appeared to anticipate what he would subsequently call óempathyô and ócongruenceô 

in his main theory papers in his 1940 paper: óThere must be on the part of the counsellor a 

genuine interest in the individual, a degree of identification which is none the less real 

because it is understood and to some extent controlledô (p. 162).  

In terms of the research ómanifestoô Rogers described the necessity of óstripping therapyé 

[to the] bare bones of the therapeutic processé if we are to make progresséô (p. 163-4) and: 

In closing, attention might be 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 in a 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 talked about ónewer concepts in psychotherapyô and this seemed to mark some 

kind of turning point for him personally and perhaps for psychotherapy: 

I was totally unprepared for the furore the talk aroused. I was praised, I was attacked, 

I was looked on with puzzlement. By the end of my stay in Minneapolis it struck me that 

perhaps I was saying something new that came from meé I began to believe that I might 

personally, out of my own experience, have some original contribution to make to the field of 

psychotherapy (Rogers, 1974, p. 8 quoted in Barrett-Lennard, 1998, p. 10). 
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In 1942 Rogers published his second book óCounselling and Psychotherapyô and used 

material from his talk at Minnesota as chapter two. The new therapy was called ónon-

directiveô therapy because the therapist did not give advice or tell the client what to do to 

resolve their difficulties; clients were encouraged to be self directing. This was based on the 

modest proposition that, rather than all-knowing 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 emotional freedom within 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. 113-4). 

The 1942 book contained the full transcript of Rogersô eight counselling sessions with 

óHerbert Bryanô and this was probably the first time a full therapy transcript had ever been 

published. As a full professor Rogers could now supervise students to complete masters and 

doctoral degrees, and his students used sound recordings, transcriptions and analyses of these 

in their research. Rogers would subsequently draw upon these published and unpublished 

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 distinctive approach to therapy 

(Barrett-Lennard, 1998). Rogers took up the position at Chicago in 1945 and stayed for the 

next twelve years.  

Barrett-Lennard (1998) pointed out that Americaôs contemporaneous war with what he called 

ótotalitarian anti-democraciesô gave a context to the ódemocraticô nature of non-directive 

therapy. Rogers co-authored a book about providing support to service personnel returning 

from the Second World War in which it was stated óIt is perhaps no accident that this 

emphasis in counselling [non-directivity] has reached its fruition in Americaô (Rogers & 

Wallen, 1946, p. 23).   
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Whilst at Chicago Rogers was elected President of the American Psychological Association 

(APA) for 1946-7 and in his retiring address made ósome observations on the organisation of 

personalityô (1947) which showed how his thinking was developing: 

 The counsellor attitude of warmth and understandingé helps to maximise the 

freedom of expression by the individual. The client experiences sufficient interest in him as a 

person, 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 qualitative observations upon 

which certain hypotheses had been formed and these observations and hypotheses were being 

presented prior to adequate quantitative confirmation: 

 I wish in this paper to try to bring you some of the clinical observations which we 

have made 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 forced upon usé What I shall offer is not a series 

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).  

Rogers key hypothesis was óé that given certain psychological conditions, the individual has 

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 is an appropriate alteration 

of behaviourô (p361).  

Rogersô idea was that it was the therapeutic relationship that helped the client to accomplish 

this because: 

 Client-centred therapy is different from other life situations inasmuch as the therapist 

tends to remove from the individualôs immediate world all those aspects of the field which 

the individual can reorganise except the self. The therapist, by reacting to the clientôs feelings 

and attitudes rather than to the objects of his feelings and attitudes, assists the client 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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In Rogersô hypothesis the therapeutic relationship facilitated this change: 

 By offering only understanding and no trace of evaluation, the therapist removes 

himself as an object of attitudes, becoming only an alternate expression of the clientôs self. 

The therapist by providing a consistent atmosphere of permissiveness and understanding 

removes whatever threat existed to prevent all perceptions of the 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 absence of any 

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 and finally the 

reorganisation of self (p. 366).  

Rogers noted that once all of these denied perceptions were integrated into awareness this 

was accompanied by óéfeelings of comfort and freedom from tension which are experienced 

as psychological adjustmentô (p. 364).  

In contrast to the perhaps ómarginalô role of person-centred therapy that could be inferred 

from the NICE and APA reviews, in 1940s America Rogersô non-directive therapy was what 

might be termed ócutting edgeô. This ónew approachô embraced empiricism and with its 

creator as President of the APA was certainly órespectableô, if not ómainstreamô.  

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

reported findings form 15 non-directive counselling interviews with one client over a period 

of four months, ómade from the verbatim notes of the counsellorô (p. 78) and a follow up 

interview one year later óelectrically recordedô (p. 78). In addition to their qualitative analysis 

these authors conducted quantitative analysis using the Discomfort Relief Quotient (DRQ, 

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

more ódiscomfortô and this reduced as therapy progressed. Here was some evidence to 

support Rogersô 1947 hypothesis that therapy led to a reduction in ótensionô and he referred to 

this finding in his 1959 paper as one of five research papers showing óé the reduction in 

psychological tensionô (p. 219) as both outcome and process of non-directive therapy. The 

idea that óoutcomeô and óprocessô, which at first sight appear distinct, although with further 

consideration are perhaps less distinguishable, is a recurrent one, e.g. Stiles (1996).    
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Rogers also referred to Virginia Axlineôs (1948) paper wherein Axline described the impact 

of the ópermissiveô therapeutic relationship in helping children to come to terms with their 

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 notes and 87 

from electrical recordings from 11 therapists counselling 14 college students. Rogers used 

Raimyôs detailed analysis of Raimy and four judges evaluating 874 and 356 client responses, 

respectively, in his 1959 paper as evidence that, amongst other things, clientôs self regard 

increased as both an outcome and process of therapy.  

Schwebel and Asch (1948) evaluated two different relationship conditions that psychology 

students were exposed to with their teachers. Two classes received ónon-directive teachingô 

and one control group received óusual teachingô. These authors found students in the non-

directive condition did more reading of both set texts and outside texts, and those in the 

ódirective groupô were found to be non-participatory in class and poorly adjusted to 

classroom situations. They concluded that ó1. Non-directive teaching might encourage a 

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

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

to accept his independenceô (p. 363). Related to this research was that by Volney Faw who 

also published research on teaching relationships with psychology students and, along with 

the work of Schwebel and Asch, Rogers referred to Fawôs work in his 1959 paper. Faw found 

students taught in a non-directive manner increased their amount of participation 

(óstatistically significant at the one per cent levelô, p. 104-5) and had better grade point 

averages at the end (óstatistically reliable at the five per cent levelô p. 108). Rogers referred to 

Fawôs 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 improving relationship apply. This leads, among other things, to more 

responsible basing of behaviour upon these perceptions (1959, p. 241).  

The ónon-directiveô school was becoming increasingly óevidence-basedô. Whilst the standards 

of research were not those which would necessarily pass peer review nowadays they were of 

an adequate standard then for acceptance by the major psychology journals. Clearly research 

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

contemporary research.  

In 1949 a óspecial editionô of the Journal of Consulting Psychology (now the Journal of 

Consulting and Clinical Psychology) was published containing seven research reports by 

ónon directive authorsô. These were based upon the same group of ten completely recorded 

and transcribed cases and became known as óthe parallel studies projectô (Rogers, 1949). 

Barrett-Lennard referred to the fact of the óspecial editionô in a major APA journal as the 

óhigh point of the opening phaseô in client-centred/non-directive therapy (1998, p. 236).  

The non-directive authors conducted six different investigations and these were brought 

together in one paper (Raskin, 1949a), with an introduction (Raskin, 1949b). Seemanôs paper 

was first in the journal and, leaving aside his other findings, Rogers later referred to this 

paper as one of seven references supporting óthe increase in the clientôs positive self regardô 

(1959, p. 217) as a consequence of non-directive therapy. Sheererôs work was also referred to 

by Rogers as supporting an increase in positive self regard as a consequence of non-directive 

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

referred to Sheererôs article as one of two papers supporting his assertion that as a 

consequence of non-directive therapy óothers are perceived in a more acceptant fashionô (p. 

219). Rogers used Haighôs research as evidence that as a consequence of non-directive 

therapy there was a decrease in client defensiveness as both a process and an outcome. 

Hoffman and four judges analysed transcripts and Hoffman concluded that as a consequence 

of non-directive therapy the clientôs behaviour became more mature and this was later 

referred to by Rogers in his 1959 theory.   

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

evidence that as a consequence of non-directive therapy, client óéadjustment is improved is 

supported by evidence based on TAT [Thematic Apperception Test], Rorschach, counsellor 

rating and other indexesô (1959, p. 219). In fact Cowen and Combsô óFollow-up study of 32 

cases treated by non-directive psychotherapyô was based upon pre and post tests using the 

Bernreuter Personality Inventory and their t-test analyses of the four subscales showed 

statistically significant improvements in neurotic tendency, introversion, confidence and 

sociability as a consequence of non-directive 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 outcome were ópersonal ñwarmthò of the 

counsellor and his ability to create a non-threatening atmosphereô (p. 257).  

Fred Fiedler completed a PhD in 1949 on óA comparative investigation of early therapeutic 

relationships created by experts and non-experts of the psychoanalytic, non-directive and 

Adlerian schoolsô. There was a subsequent paper in 1950 which Rogers referred to in both his 

1957 and 1959 theory statements. Fiedler described himself as having óhad some non-

directive and psychoanalytic training but at present considers himself to be 

psychoanalytically orientedô (1950, p. 437). He asked three ódivergentô judges to rate a 

sample of ten electrically recorded therapy sessions from a mixture of óexpertsô and ónon-

expertsô in each of the three schools. Fiedler concluded: 

1. Expert psychotherapists of any of the three schools create a relationship more 

closely approximating the Ideal Therapeutic Relationship than relationships created by non-

experts within the same school. 2. The therapeutic relationship created by experts of one 

school resembles more closely that created by experts of other schools than it resembles 

relationships created by non-experts within the same school. 3. The most important 

dimension (of those measured) which differentiates experts from non-experts is related to the 

therapistôs ability to understand, to communicate with, and to maintain rapport with the 

patient (p.444).  

Fiedler noted he used óexpertnessô as a proxy for óeffectivenessô and these were opinions of 

judges, not quantitative measures of what was effective. To some extent it would appear  

Fiedler held an idea of integrative therapy and he noted if one therapy could succeed without 

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

for effective outcome. He was interested in finding what component(s) were essential for 

effective therapy and held an idea of the ódrug metaphorô (cf. Stiles & Shapiro, 1994); more 

of an essential component must produce proportionally better outcomes. His research 

convinced him órelationship is therapy, that the goodness of therapy is a function of the 

goodness of the therapeutic relationshipé this does not necessarily mean, however, that the 

relationship alone can lead to eventual cureô (p. 443, emphasis original).  

Rogers referred to Fiedlerôs work, along with that of Quinn (1950) who undertook a similar 

exercise, as confirmation of Rogersô six conditions of the therapeutic process (in both the 

1957 and 1959 works) and particularly for the role of empathy in the 1959 paper (p213-5). In 

the 1957 paper Rogers also referred to Fiedlerôs work:  
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That such penetrating empathy is important for therapy is indicated by Fiedlerôs 

(1950) research in which items such as the following placed high in the description of 

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

patientôs feelings; the therapist is never in any doubt about what the patient means; the 

therapistôs remarks fit in just right with the patientôs mood and content; the therapistôs tone of 

voice conveys the complete ability to share the patientôs feelings (p. 99).  

In 1951 Rogers published óClient-centred therapy: Its current practice, implications and 

theoryô. Whilst this did not present any new research findings, this did set out Rogersô 

evolving thinking about his theory. Rogers saw the non-directive therapeutic relationship as 

having an impact upon the client so the client came to realise óthat he is responsible for 

himself in this relationshipô (p. 71). Importantly Rogers referred to the 1951 book as being a 

description of the theory and practice of client-centred therapy in his 1957 theory statement. 

The context for this was to position the 1957 theory as a statement of therapy integration and 

Rogers pointed to client-centred therapy, as he had described it in 1951, as being just one of a 

number of the various therapies, and techniques of various therapies simply served as óa 

channel by which the therapist communicates a sensitive empathy and an unconditional 

positive regardé by which the essential conditions of therapy are fulfilledô (1957, p. 102). 

The 1957 theory was to some extent an idea of the integration of the various different schools 

and their therapeutic relationship ócommon factorsô as the cause of effective therapy 

outcome.  

In terms of the chronology of this process, it was in 1952 that Eysenck stirred up a huge 

amount of controversy when he wrote that following his evaluation, published in the APA 

Journal of Consulting Psychology, that the effects of psychotherapy were óunprovenô. This 

created a stir within the therapeutic community and much subsequent research, some of 

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

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

underway at Chicago for over four years (Rogers & Dymond, 1954). The format chosen for 

this was a book, rather than peer-reviewed journal articles and this absence of formal peer-

review may not have helped the subsequent development of client-centred therapy; see also 

Rogersô 1967 research findings were also published in book form. The chapters of the 1954 

book were authored by a number of researchers, in different combinations, as they described 

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

would recognise 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 

hypotheses, etc.  

Some of the approaches taken by Rogers and his team were what Cook and Campbell (1979) 

would later call óquasi-experimentationô; experiments that had treatments, outcome measures 

and experimental units but did not or could not have random assignment. Lack of random 

assignment meant researchers had to work harder at interpreting the results, in terms of 

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

One of the more extraordinary issues described by Rogers and Dymond was that of ósuccess 

criteriaô and the radically óhonestô approach taken by these researchers probably did not serve 

them well in the long-term. The team discussed how they would determine óeffectivenessô, 

what measures would demonstrate ósuccessô or ófailureô. The prevailing contemporary model 

(e.g. NICE, APA approach described above) was to determine a ómedical conditionô (e.g. 

DSM-IV-TR diagnosis, American Psychiatric Association, 2000) and evaluate whether 

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

to which clients have been 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 

ósuccessô or ófailureô of therapy. Certainly this is the criterion which occurs to most people 

when they think of studying psychotherapy. From this point of view, psychotherapy is 

conceived as something which makes people óbetterô or óadjustedô, and hence the therapy is 

successful or unsuccessful in achieving this aim. Or it is conceived as a ócureô for ómental 

illnessô, and research then becomes involved in ambiguity piled upon ambiguity, in which the 

question is whether a mythical entity has or has not been removed. The consequence of this 

use of criteria based upon value judgements has been that each investigator endeavours 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 orientations still further complicates this matter of using selected definitions of 

success (1954, p. 28).   
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To some extent Westen, Novotny and Thompson-Brenner (2004) provided something of a 

contemporary discussion of this and related issues. On the basis that óit is quite impossible at 

the present time to define ósuccessô or óadjustmentô in such a way that the definition is both 

operationally clear and acceptable to allô (1954, p. 29) Rogersô team simply did away with 

ósuccess criteriaô and decided instead to document what changes did or did not occur as a 

consequence of client-centred therapy. In a radically market-oriented approach their idea was 

that clients could then decide, on the basis of the evidence as presented and with their own 

criteria, whether they thought client-centred therapy was what they wanted. Norris (1990) 

differentiated óresearchô and óevaluationô and on the basis of his descriptions, strictly what 

Rogers and team were engaged in was óresearchô (seeking to find out what happens) as 

opposed to óevaluationô (finding out if a particular outcome occurs).  

It is because of this that the 1954 findings were expressed in terms of changes in the self 

concept, changes in psychological tension, changes in psychological adjustment, changes in 

personality and behaviour, the reorganisation of self, changes in attitudes towards others and 

so on, rather than improvements in anxiety, depression, obsessive-compulsive disorder, 

personality disorder and so on. Whilst there was certainly an óhonestyô to science and the 

strict focus upon research of this endeavour, perhaps this took client-centred therapy down a 

óblind alleyô, as opposed to, for example Beckôs (e.g. 1976) background in medicine and his 

approach to evaluating outcome based upon diagnostic criteria.  

To the extent that Rogers and team considered óoutcomeô there was certainly evidence of 

effective outcome as a consequence of client-centred therapy. There was also a comparative 

outcome study (ch. 12) where it was reported that there was no difference in effectiveness 

between Sullivanian and Rogerian therapies. This chapter described the difficulties of 

working with what were referred to as óethnocentricô clients and it seemed plausible that this 

research was tapping similar attitudes and beliefs to some personality disorders e.g. anti-

social personality disorder (Beck, Freeman, Davis, & Associates, 2004). Contemporary 

literature recognises the added complications of work with clients with personality disorders 

and the impact this might have on, along with other client variables, on outcome e.g. Clarkin 

and Levy (2004). Whilst Rogers was in possession of this kind of information, the impact of 

client variables upon outcome, in 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 ógive upô on those who might not be helped or were more difficult to work with and 
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seemingly does not follow 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 to psychotherapy 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 for this thesis the 1954 volume provided evidence of the 

effectiveness of client-centred therapy, although not in terms contemporary psychologists 

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

impact of the therapeutic relationship. In their critique of the evidence for whether ótherapist 

interpersonal skillsô had an impact on outcome, Lambert, DeJulio, and Stein (1978) wrote 

óthese early crude studiesé generally did not involve the specification of therapist behaviour 

and its differential relation to outcomeé Rogers and Dymond (1954) did not look at therapist 

interpersonal skills but concentrated on the overall effects of treatmentô (p. 468). Beyond 

specifying óclient-centred therapyô was offered there was no greater specification of what the 

treatment was, what process was going on in sessions, or what might now be termed 

óadherence to treatment protocolô. There was little attempt to consider causation in the sense 

of defined process leading to, or at least correlating with, defined outcome.  

Rogers was able to provide evidence for changes as a consequence of client-centred therapy 

in both his 1957 and 1959 theory statements based on the 1954 work. In the 1957 paper 

Rogers had evidence to substantiate such claims as changes 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 paper Rogers pointed to changes such as the concept of self becomes 

reorganised to assimilate and include experiences previoulsy denied to awareness (p. 216), 

new and emergent self perceptions (p. 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), the proportion of behaviours which can be owned as belonging to self 

increases, the proportion of behaviours disowned as self decreases, behaviour becomes 

increasingly perceived as being more within control (p. 220), greater maturity in behaviour 

(p. 220), both the clients and friends notice differences  in terms of the way a person drives a 
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car makes choices, behaves in group discussion, treats other people, and so on (pp. 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 client-centred therapist, nor 

was it clear, what if anything the therapist had done, or had to do again, to accomplish or at 

least facilitate these kinds of changes.  

In 1954 Chodorkoff published, based on his PhD with Rogers, a paper that Rogers used in his 

1959 paper to substantiate his argument that more congruent clients are less defensive and 

better psychologically adjusted (p. 202); and because of this changes in congruence and self-

concept are important outcomes, which client-centred therapy was effective at accomplishing. 

In his óintegrative theoryô (1957) Rogers refers to Chodorkoffôs work as evidence clients 

were incongruent, vulnerable or anxious (p. 96) and went on to further define these terms (p. 

97). Another paper published in 1954 by Hanlon, Hofstaetter, and O'Connor was referred to 

by Rogers in his 1959 theory as evidence that self-ideal congruence was related to level of 

psychological adjustment (p. 219) and by implication because self-ideal congruence changed 

with client-centred therapy, then it seemed likely that psychological adjustment also changed 

with client-centred therapy.  

 

2.2 -ÁÉÎ ÓÔÁÔÅÍÅÎÔÓ ÏÆ 2ÏÇÅÒȭÓ ÔÈÅÏÒÉÅÓ ÁÎÄ 2ÏÇÅÒÓȭ ÁÔÔÅÍÐÔÓ ÔÏ ÖÁÌÉÄÁÔÅ ÈÉÓ 
theories.  

 

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

based on common factors. Rogers explained to Hart (in Hart and Tomlinson, 1970) the 1959 

ótheory of therapyô paper published in 1959 was written in 1953-4 and preceded the 

ónecessary and sufficient conditionsô paper published in 1957 (Wyatt, 2001, p. ii). This 

temporal precedence is important and the dates are unfortunately confusing. Importantly the 

1959 paper was óaô theory of therapy and specifically related to óthe client-centred 

frameworkô, whereas the 1957 paper was an integrative theory about all types of 

psychotherapy.  

At the centre of Rogersô 1957 and 1959 theory papers was the proposition that six conditions 

were ónecessary and sufficientô for óconstructive personality change to occurô. Wyatt (2001, 

p. ii) pointed out the minor differences in the 1957 and 1959 descriptions of the six 
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conditions. Rogers expressed these in the 1959 paper (written in 1953-4) as follows, with his 

later 1957 amendments shown in italics:  

1. That two persons are in (psychological) contact.  

2. That the first person, whom we shall term the client, is in a state of incongruence, 

being vulnerable or anxious. 

3. That the second person, whom we shall term the therapist, is congruent (or 

integrated) in the relationship.  

4. That the therapist is experiencing unconditional positive regard toward the client. 

5. That the therapist is experiencing an empathic understanding of the clientôs internal 

frame of reference (and endeavours to communicate this to the client).  

6. That the client perceives, at least to a minimal degree, conditions 4 and 5, the 

unconditional positive regard of the therapist for him and the empathic understanding 

of the therapist. (The communication to the client of the therapistôs empathic 

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

 

Rogersô theory was that the provision of congruent empathy and unconditional positive 

regard, as he defined these, by the therapist enabled clients to undergo óconstructive 

personality changeô (again, as defined).  

At the centre of Rogersô theory was the client who óis in a state of incongruence, being 

vulnerable or anxiousô (Rogers, 1957, p. 96). This incongruence, vulnerability or anxiety 

arises because of óa discrepancy between the actual experience of the organism and the self 

picture of the individual, insofar as it represents that experienceô (Rogers, 1957, p. 96). The 

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

clientôs viewpoint the client gradually came to understand and accept óthe actual experience 

of the organismô cf. óthe self picture of the individualô. It is important to note that Rogers uses 

the term óanxietyô in a particular way and this was precisely defined as óphenomenologically 

a state of uneasiness 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 is approaching symbolisation in awarenessé Anxiety is the 

response of the organism to the ñsubceptionò that such discrepancy may enter awarenessô 

(Rogers, 1959, p. 204). This definition of óanxietyô is different to the way in which this term 

is now commonly used. For example the Diagnostic and Statistical Manual (DSM-IV-TR) 
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lists at least thirteen types of óanxiety disordersô (American Psychiatric Association, 2000, p. 

429). Rogersô precise use of óanxietyô as a kind of ócognitive crisisô is different to the current 

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 theory with people hospitalised for a diagnosis of schizophrenia at 

Mendota State Hospital with the sponsorship, encouragement and financial assistance of the 

Wisconsin Psychiatric Institute (Rogers 1967). Known as óthe Wisconsin projectô some 200 

staff members worked on the project at a total cost estimated to be of the order of £4.6m in 

2003 terms (Weston, 2005, p. 26).  

This was a huge study working with a difficult client group in a difficult setting and, as with 

the work published in 1949 and 1954, the team were creating outcome measures and research 

methodologies that contemporary researchers would take for granted. The study created 

conflict and splits within the research team, that nearly ended up in a court case 

(Kirschenbaum, 2007). Writing about óthe bucket theory of containment and displacementô, 

Hawkins and Shohet (2006) made the point that: 

All helping organisations are, by their very nature, importing distress, disturbance, 

fragmentation and need. This is usually met by individual workers, who, if they are 

empathically relating to the clientôs distress, will experience parallel distress and sometimes 

disturbance and fragmentation within themselves. How much of this they will be able to 

contain and work through 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 quite often act out this 

stress on their colleagues. They can get irritable with the secretary, angry with their boss and 

non-cooperative with their colleagues. Fights can develop about who is responsible for what, 

and arguments over duty rotas. Team meetings begin to start later and later and become more 

fractitous (p. 183).  

Looking back it seems plausible that at least some of the ódisturbanceô experienced by Rogers 

et al. was a consequence of óunder supervisionô.  
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As with the 1954 book, publishing the Wisconsin findings in book form took away the 

external peer review process, which may have been to the detriment. The 1967 book is very 

difficult to read and 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 and amongst many non-positive findings Rogers 

and his team found some evidence that people with a diagnosis of schizophrenia receiving 

client-centred therapy had a small and statistically significant better outcome in terms of 

constructive personality changes and hospital release than matched patients receiving 

treatment as usual; and that óé the greater the degree to which the conditions of therapy 

existed in the relationship, the greateré the evidence of constructive outcomeô (p. 91). To 

that extent this appeared to be some evidence of the clinical effectiveness of client-centred 

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

the sheer difficulty of making sense of this undertaking from the book suggest some caution 

is perhaps appropriate with these findings (and see later e.g. Gurman, 1977).  

Subsequent research suggested ócounsellingô can be effective for people with a diagnosis of 

schizophrenia e.g. Tarrier, et al. (2000).   

After his experience with the Wisconsin project Rogers effectively ceased to be a researcher 

and found considerable success with the publication of several ópopulistô psychology books, 

the first of which was published prior to the Wisconsin project on schizophrenia (1961) and 

others subsequently; Rogers and Stevens, 1967, Rogers, 1978 and Rogers, 1980. Thorne 

(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, óOn becoming a personô, published in 1961 that, almost overnight, catapulted him into 

the limelight and brought him more fame and influence than he could ever have hoped for. 

The book broke him free from the professional world of psychologyé he [Rogers] set out for 

La Jolla in California to join WSBI, a non-profit making organisation concerned chiefly with 

humanistically oriented research in interpersonal relationships (pp. 17-8).  

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 the Wisconsin project as ówithout doubt the most painful and 

anguished episode of my whole professional lifeô (in Burton, 1972, p. 62 quoted in Thorne, 

2003, p. 17).  

By the 1980s Rogers appeared to have changed his perspective on research. In his 1985 

article Rogers made the case for a ónew scienceô, no longer constrained by the óstraitjacket of 

logical empiricismô. Thorne (2003) attempted to put this into the context of Rogersô life and 

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 cause-effect 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 where living human persons 

deserve to have researchers who are prepared to commit themselves to their studies in a way 

that enhances the dignity of everyone involved (p. 63).  

In identifying ósome common elementsô of this ónew scienceô based around Polanyiôs (1958) 

philosophical work Rogers praised the work of Mearns and McLeod (1984): 

 é.there are no longer ósubjectsô of research, but óco-researchersô, óresearch partnersô, 

óparticipantsô. Mearns and McLeod (1984) carry this to an extreme. In their paper they 

advocate having these researh partners involved in every step of the study ï the planning, the 

data gathering, the analysis, the interpretation, the conclusions. They make psychological 

science a cooperative enterprise in which everything is above board, a participatory 

endeavour (Rogers, 1985, in Kirschenbaum & Land Henderson, 1990, p. 285) 

Rogers goes onto to praise the research of other key figures in the person-centred community. 

Looking back it seemed the whole direction of person-centred research for the next twenty 

years and more is encapsulated in Rogersô 1985 paper with its encouragement of qualitative 

methods and the endorsement of particular figures. Yet, Rogers also states óéthe 

conventional methods are not to be thrown out, but they are often inappropriate for questions 

we wish to studyô (1985, in 1990, p. 281). Compared with Thorneôs emphasis, above, Rogers 

says óthe Newtonian, mechanistic, reductionistic, linear cause-effect, behaviourist view of 

science is not thrown out but it is seen as simply one aspect of science, a perfectly good way 

of investigating certain questions, but decidedly inappropriate for othersô (1985, in 1990, p. 

284).  
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In addition to the recent biography mentioned above (Kirschenbaum, 2007), other books have 

detailed the work of Rogers (Kirschenbaum & Land Henderson, 1990), his life (Thorne, 

2003) and the interplay between the two (Barrett-Lennard, 1998).  

 

2.3 Contemporary person -centred psychotherapies.   

 

The approach developed by Rogers has been adapted in a number of different ways (Sanders, 

2004), commonly termed óthe tribes of the person-centred approachô and this includes tribes 

known as óclassicalô, ófocusingô, óexperientialô, óexistentialô and óintegrativeô. It is important 

to note that person-centred therapists are unified in their idea of the centrality of the 

therapeutic relationship (Zuroff & Blatt, 2006) and unlike say, CBT (Beck, 1976), provision 

of the relationship conditions is óprincipledô rather than óinstrumentalô (Grant, 1990), i.e. the 

relationship conditions are not offered as an óinstrumentô of óseeking to be effective with 

clientsô but from the óprincipleô of óhow to be with clientsô. In addition to the largely 

historical quantitative research on óclassicalô person-centred therapy the process-experiential 

ótribeô has recently received the most quantitative research attention e.g. Watson (1996), 

Elliott, et al. (2004), Watson, et al. (2003), Watson and Bedard, (2006). This thesis is titled to 

encompass these research findings, hence óperson-centred psychotherapiesô.  

In later years Rogers became interested in the concept of óemotional processingô during 

counselling, particularly because of the influence of one member of his research team, 

Eugene Gendlin (1962, 1978 and 1996). To study óemotional processingô in therapy the 

óexperiencing scaleô was developed (Klein, Mathieu, Gendlin, & Kiesler, 1969). In addition 

to the importance of the therapeutic relationship, what ógoes onô in therapy was also 

considered important, in terms of emotional processing, although Rogersô interest in this was 

subsequent to his main theoretical statements (1957 and 1959).  

There has been considerable interest in emotional processing in therapy within the person-

centred movement, for example: Greenberg, Rice, and Elliott, (1993), Watson, (1996), 

Greenberg, (2002), Watson, et al., (2003), Goldman, Greenberg, and Pos, (2005), Missirlian, 

et al., (2005) and Watson and Bedard, (2006). Beyond person-centred therapy, emotional 

processing has also been found to be an important predictor of change in CBT (Castonguay, 

Goldfried, Wiser, Raue, & Hayes, 1996, Foa & Kozak, 1991), although there is some 
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evidence that suggests the actual (naturalistic) practice of CBT may discourage emotional 

processing (Malik, Beutler, Alimohamed, & Gallagher-Thompson, 2003).  

Beyond person-centred notions of therapeutic relationships and emotional processing there 

are ideas about assimilation of problematic experiences (Stiles, 2002), configurations of self 

(Mearns, 1999), relational depth (Mearns & Cooper, 2005) and other concepts (Mearns & 

Thorne, 2000). In particular person-centred therapists view clients as óactive self healersô 

(Bohart & Tallman, 1999, Bohart, 2007); Rogersô 1959 idea of óthe actualising tendencyô. 

Whilst Rogersô main theoretical statement was about the therapeutic relationship it is 

important to recognise that óperson-centredô isnôt ójustô about congruent empathy and 

unconditional positive regard.  

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

have influenced many/most of the subsequent generation of person-centred researchers, with 

some notable exceptions, many of whom are named as authors in the following section. The 

next section places this research in the context of what is known about outcomes and process-

outcomes findings and methodologies.  
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3. Placing this research in the context of the literature  

 

Having introduced person-centred psychotherapies this section now reviews what is known 

about outcomes, process-outcomes and research methodologies as related to the two main 

research questions: Does person-centred therapy work (outcomes study) and if it does work, 

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, process-outcomes and 

methodologies. This is for structural convenience, since many researchers have made 

contributions to outcomes, process-outcomes and methodologies in the same publication. 

Consequently there is some overlap between these areas in the following section and this 

done to avoid repetition, for example reporting 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 evolution 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 process-outcomes studies over a number of years 

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, process-outcomes and research methodologies 

seeks to place the experimental part of this research in an appropriate context of what is 

already known.  
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3.1 Outcomes literature  

 

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

the clinical effectiveness of the person-centred psychotherapies. This makes the case for this 

research, since researchers typically find the main schools of therapy have approximately 

equivalent outcomes. It was the intention of the outcomes part of this research to benchmark 

outcomes against a sample of studies from the literature and these studies are described. 

Firstly the óanxietyô studies are described, then the ódepressionô studies and finally the 

ódistressô studies. These are in approximately temporal order. Along the way some 

methodological 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 naturalistic research. 

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 UK and 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 was needed to make the case for non-CBT therapists providing therapy, in 

particular the person-centred therapists who make up the largest proportion of the BACP 

óworkforceô. Furthermore, this research was needed because significantly less financial 

investment in the UK has been made in person-centred therapy, yet, as will be seen in the 

subsequent process-outcome section, there is a substantial literature to suggest the therapeutic 

relationship/alliance is related to outcome.  

Finally in the literature review 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 

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

The preceding section on person-centred psychotherapies mentioned some of the key 

publications in the period that Rogers was researching non-directive and subsequently client-

centred therapy, to maintain some sense of temporal order. These were Rosenzweigôs (1936) 

óDodo birdô paper and Eysenckôs (1952) claim that there was no evidence for the 

effectiveness of therapy. This section gives an overview of some of the outcomes literature. 

This research sought to óbenchmarkô the outcomes from person-centred psychotherapy with 

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 Eysenckôs óunprovenô claims. She found that many studies suffered 

with methodologial weaknesses, problems of interpretation, problems with outcome 

measures, problems of over-interpretation of findings and concluded that there was little 

evidence for any positive effect from counselling beyond óhe would have grown out of it 

anywayô (p. 48).  

Luborsky, Singer and Luborsky (1975) reviewed about forty controlled outcome studies and 

concluded that, in contrast to Eysenckôs claims, psychotherapy was generally effective and 

that there was empricial support for Rosenzweigôs point about the óDodo bird verdictô; 

different schools of therapy led to approximately equivalent outcomes. 

Mary Lee Smith and Gene Glass (1977) reviewed nearly four hundred controlled studies of 

therapy and concluded there was óconvincing evidence of the efficacy of psychotherapyô (p. 

752) and that the typical client was better off  than 75% of untreated individuals. Smith and 

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

analysis, rational-emotive, gestalt, client-centred, systematic desensitisation, implosion 

therapy and behaviour modification) and concluded that ódespite volumes devoted to the 

theoretical differences among different schools of psychotherapy, the results of research 

demonstrate negligible differences in the effects produced by different therapy typesô (p. 

760).  

In 1999 Luborsky, et al. published their article on óThe researcher's own therapy allegiances: 

A ñwild cardò in comparisons of treatment efficacyô. These researchers had found empirical 

evidence of a óresearcher allegiance effectô, wherein researchers comparing their own 

favoured therapy with other therapies tended to find their favoured therapy did best. NICE 
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did not control for óthe researcher allegiance effectô or for óthe reviewer allegiance effectô 

(Scriven, 1998). It was certainly the case that not all authors and interest groups agreed with 

NICE recommendations, see for example interested parties comments (NICE, 2009b) on the 

updated depression guidelines (NICE, 2009a).  

In 2001 Teusch, Bohme, Finke, and Gastpar published 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 social adjustement were 

noted at discharge and 12 month follow-up. Treatment was client-centred therapy with or 

without anti-depressants. Client-centred therapy was found to be superior to the ówith 

medicationô condition for socially deviant, emotionally unstable/borderline and 

histrionic/narcissistic subgroups in the reduction of depression whereas medication enhanced 

outcome in the socially dependent subgroup.  

In 2004 NICE published reports on anxiety (NICE, 2004a) and depression (NICE, 2004b), 

recommending, amongst other things, that the psychological treatment of choice was CBT 

and that there should be no more ócounsellingô for anxiety on the NHS and that patients with 

ómild to moderate depressionô could be offered ócounsellingô on a time-limited basis but not 

for ósevere or recurring depressionô. Part of the rationale for these recommendations was 

based on literature reviewed below. In terms of NICE recommendations for anxiety some of 

the journal articles cited as evidence for the recommendations included Borkovec and 

Whisman (1996), Gould, et al. (1997), Bryant, et al. (1998), Bryant, et al. (1999) and 

Barrowclough, et al. (2001) as evidence of the superiority of CBT over ócounsellingô. The 

NICE recommendations for depression included reference to Ward, et al. (2000) as evidence 

that ócounsellingô could be an effective intervention for mild-to-moderate depression but not 

for ósevere depressionô because Ward et al. did not have many patients with ósevereô 

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 that person-centred therapy was 

an effective intervention for depression, based on Ward et al., this study had not satisfied the 

need for information about ósevereô depression. Furthermore, NICE (and the APA) were keen 

on replication in a number of studies, such that something akin to a meta-analysis could be 

performed. For example the APAôs Chambless and Hollon (1998) criteria required replication 

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 recommendations, Elliott et al (2004) conducted a meta-analysis of 

research on experiential psychotherapies (including person-centred) 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 there was also evidence 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 psychosomatic problems, HIV and cancer 

(improved psychological wellbeing and substantially longer survival times in terminal 

illness). These authors also found evidence of comparable efficacy/effectiveness when 

compared with other schools of therapy. They analysed 127 therapy samples in 112 studies 

(6,569 clients) and found on average a ólargeô ES(d) = .99 effect size (see below) which 

reduced to .86 when weighted by sample size due to two large studies with relatively low 

effects. In making judgements about the levels of empirical support for these therapies the 

authors used the Chambless and Hollon (1998) criteria.  

For anxiety the mean pre-post effect size was 1.30 ólargeô and ópossibly efficaciousô in terms 

of Chambless-Hollon 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. 

In terms of ótrauma and abuseô the mean pre-post effect size was 1.15 ólargeô and the 

Chambless-Hollon criteria were satisfied for an efficacious and specific treatment.  

For ódepressionô the mean pre-post effect size was 1.18 ólargeô and the Chambless-Hollon 

criteria were fulfilled for a óspecific and efficaciousô treatment. 

For treatment of anger and aggression the mean pre-post effect size was .96 ólargeô.  

For schizophrenia and severe, chronic dysfunction the mean pre-post effect size was .88 

ólargeô for mixed inpatients, .80 ólargeô for schizophrenia, and 1.33 ólargeô for severe 

personality disorders and ópossibly efficaciousô in terms of Chambless-Hollon criteria.  

For health-related problems (cancer, HIV, rheumatoid arthritis and psychosomatic problems 

the mean pre-post effect size was .59 ómediumô and ópossibly efficaciousô in terms of 

Chambless-Hollon criteria.  
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The Elliott et al chapter appeared in Lambert (2004) and in the same volume, Lambert and 

Oglesô (2004) reviewed the efficacy/effectiveness literature and questioned whether one 

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 unlikely to be much órealô difference in outcomes between bona fide treatments.   

In 2004 Westen et al. published a critical review of the assumptions and findings used in 

randomised controlled trials (RCT) to establish psychotherapies as óempirically supportedô.  

They suggested that whilst RCT methods maybe used to draw accurate inferences such 

methods such may also be ómisusedô, particularly where money, power and prestige were at 

stake. Amongst many other criticisms these authors pointed to over-simplifications that they 

suggested risked ceasing to represent óreal worldô psychotherapy in laboratory research 

because of research over-simplifications. They further suggested these over-simplifications 

could also be a result of researcher allegiance effects and some of the highlighted risk areas 

included óthe therapyô, (e.g. brief, manualised therapy of fixed duration cf. how most clients 

access therapy in the community), óthe therapistô (risking either uncontrolled therapist effects 

or therapist allegiance effects), óthe clientô (e.g. single diagnosis of a readily measured 

óproblemô with no comorbidity cf. most óreal worldô clients), client selection processes (e.g. 

failure to accurately define client numbers included and excluded), the presentation and 

reporting of statistics (e.g. omitting long-term follow-up) and the ótransportabilityô of RCT 

findings into óthe real worldô (high internal validity cf. low external validity, see below). One 

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

óusing practice as a natural laboratoryô which is the foundation of this research study.      

Unsurprisingly, what could be considered a long and detailed óattack on the EST 

establishmentô (the article is an unusually long 32 pages) led to much counter-argument, see 

for example Ablon and Marci (2004), Crits-Christoph, Wilson, and Hollon (2005), Weisz, 

Weersing, and Henggeler (2005) and the reply of Westen, Novotny and Thompson-Brenner,  

(2005).  

In 2007 Siev and Chambless published research evidence that they claimed was a órebuttalô 

(p. 520) of previous claims in the literature in favour of the óDodo bird verdictô. Their meta-

analysis compared the 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 better, 

across all outcome measures.    

Minami, Wampold, Serlin, Kircher, and Brown (2007) published benchmarks for 

psychotherapy efficacy in adult major depression based upon an extensive meta-analysis. 

Overall they found a mean effect size, ES(d) = 1.85 for completers 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) = 1.70 on a last observation carried forward basis and for a 

non-treatment control group the natural history of untreated depression was found to be a 

small improvement of mean effect size ES(d) = .37. Subsequently Minami et al. (2008) 

showed how their benchmark study could be used with non-central t methodology to assess 

the effectiveness of psychotherapy treatment for adult depression in a particular managed 

care environment.   

In his 2008 book on óessential findings in counselling and psychotherapyô Mick Cooper 

juxtaposed a list of óempirically suppported treatmentsô with a reiteration of the equivalence 

of schools óDodo birdô findings and made the point that there was evidence both ósidesô of the 

debate could point to.  

In a 2008 upate of Elliott et al. (2004), three Strathclyde-based colleagues Elliott, Freire and 

Cooper presented further evidence of empirical support for person-centred and experiential 

psychotherapies. At the same conference Hill and Brettle (2008) presented a systematic 

review of counselling 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 populations. The 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 revised NICE guidelines for depression were circulated (2009a). In 

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

of person-centred therapy with mild-to-moderate (but not severe) depression, it was decided 

that ócounsellingô should no longer be recommended by NICE, on the basis that there had 

been a the large investment in IAPT, and instead warnings should be made that ócounsellingô 

was of unknown efficacy. An early version of the depression findings from this study was 

submitted to NICE (2009b) and rejected as a legitimate form of evidence because it seemed 
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to the reviewers that only one therapist had provided the therapy, cf. NICE (2004a) guidelines 

on anxiety and reliance placed upon Barrowclough, et al. (2001) which had only one therapist 

in the ósupportive cousellingô condition as evidence of the ineffectivness of counselling. 

Furthermore NICE (2009b) rejected any evidence for depression outcome based upon CORE-

OM on the basis that CORE-OM was not specific to depression, cf. Gilbody, et al. (2007). 

This suggested that research of the kind proposed by these research questions should 

incorporate a number of therapists and utilise diagnostic-specific 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 described in this order 

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 reviews of anxiety-related conditions are 

briefly reviewed below, to the extent that they impact on the research question of this thesis; 

what is the clinical effectiveness of the person-centred psychotherapies.  

Borkovec & Whisman (1996) reviewed eight studies for generalised anxiety disorder in a 

meta-analysis and they found that CBT was superior to no treatment and pill placebo 

conditions. They found that CBT failed to demonstrate any superiority over ónon-specificô 

treatments such as the ónon-directive therapyô reviewed in their meta-analysis. The 

implication for this research was that it was possible that person-centred therapy could be an 

effective intervention for anxiety, perhaps on a par with CBT, suggesting the need for further 

research on anxiety outcomes from person-centred therapy.  

Building on the work of  Borkovec & Whisman (1996), Gould, Otto, Pollack and Yap (1997), 

reviewed CBT-based studies that included a control group in a meta-analysis for generalised 

anxiety disorder. They concluded that CBT (ES(d) = .70) was as effective as 

pharmacotherapy (ES = .61) and reiterated the findings of Borkovec & Whisman that CBT 

failed to demonstrate any superiority over non-specific treatments such as non-directive 

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 the therapeutic relationship for anxiety 

outcomes.  

Bryant, Harvey, Dang, Sackville, & Basten (1998) compared CBT with ósupportive 

counsellingô following civilian trauma (road traffic collisions, industrial accidents). The same 

therapists provided the óactive treatmentô condition as the óattention controlô condition, so 

that therapists were not blinded to treatment, research question, therapy allegiance, etc., cf. 

Mitchell, et al. (1977), Luborsky et al. (1999). The researchers found that CBT was more 

effective than ósupportive counsellingô. In terms of the research questions for this thesis it 

was not clear to what extent this was a ófair testô of the clinical effectiveness of person-

centred psychotherapy and the impact of the therapeutic relationship.  

Bryant, Sackville, Dang, Moulds and Guthrie (1999) compared CBT (prolonged exposure 

therapy with or without an óanxiety managementô component) with ósupportive counsellingô 

following motor vehicle accident or non-sexual assault. As with the previous Bryant study the 

same therapists provided each of the different conditions cf. Mitchell, et al. (1977), Luborsky 

et al. (1999). These researchers found both óactive treatmentô conditions were superior to 

supportive counselling, although there were comparable reductions in intrusive and arousal 

symptoms of PTSD across all groups. There was no difference between the CBT conditions 

of prolonged exposure with or without anxiety management. Again it was not clear to what 

extent this was a ófair testô of the clinical effectiveness of person-centred psychotherapy and 

the impact of the therapeutic relationship and both Bryant studies suggested the need for 

further research on anxiety outcomes from person-centred therapy and an assessment of the 

impact of the therapeutic relationship for anxiety outcomes.  

Barrowclough, et al. (2001) compared two CBT therapists with one ósupportive counsellingô 

therapist in a trial of anxiety for CBT with older adults. Whilst the CBT condition was found 

to be significantly more effective than supportive counselling, the authors cautioned: óIt is not 

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

the individual therapists rather than to differences in the treatment per seé this potential 

confound indicates some caution in interpretation of the resultsô (p. 761). (cf. Huppert, et al., 

2001). It was not clear to what extent this was a ófair testô of the clinical effectiveness of 

person-centred psychotherapy and the impact of the therapeutic relationship and this 

suggested the need for further research on anxiety outcomes from person-centred therapy and 

an assessment of the impact of the therapeutic relationship for anxiety outcomes.  
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Westen and Morrison (2001) conducted óA multidimensional meta-analysis of treatments for 

depression, panic and generalised anxiety disorder: An empirical examination of the status of 

empirically supported therapiesô based on studies in the period 1990 to 1998 for manualised 

therapies for these diagnoses. Whilst finding evidence of significant short-term improvements 

as a consequence of therapy these researchers contextualised these óimpressiveô short-term 

effects by stating that there were insufficient numbers of clients who improved and stayed 

improved at clinically meaningful follow-up intervals. In particular they questioned the 

relevance of such studies ófor clinicians who cannot pick and choose their patients the 

applicability of these findings to clinical practice is largely unknownô (p. 884). Making their 

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 follow-up, data on completers and intent to treat samples. 

These findings appeared to pave the way for the co-authored piece by Drew Westen that was 

a larger and more detailed  critique of óThe empirical status of empirically supported 

psychotherapies: Assumptions, findings and reporting in controlled clinical trialsô by Westen, 

et al. (2004), see below. The guidance to researchers offered by Westen and Morrison and 

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 Westen and 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 research (Cook & Campbell, 

1979), and see below.  

As mentioned Elliott, et al. (2004) reviewed the evidence for experiential therapies and found 

for anxiety the mean pre-post effect size was 1.30 ólargeô and ópossibly efficaciousô in terms 

of Chambless-Hollon 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 compare this study with on the basis that 

these included a selection of the evidence that NICE used to make judgements about what 

therapies the NHS should offer. In addition the Elliott et al. (2004) meta-analysis was 

included as a comparator study because this considered the available 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 to for person-centred 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 an RCT of the kind that NICE might consider.  

Writing about the NICE (2004) report on anxiety and in particular ówhy counselling doesnôt 

get a look inô Susanna Lawrence (2005) sought to describe the process NICE had used and 

the rationale for recommending against ócounsellingô in favour of CBT. The process and 

findings of the NICE review of anxiety have been reviewed elsewhere (Weston 2005).  

 

3.1.3 Depression outcomes  

In their review of the evidence for counselling in primary care Rowland et al. (2000) found 

four controlled trials of non-directive 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 satisfaction with counselling was 

óhighô and counselled patients were more likely to be considered órecoveredô than usual 

general practitioner (GP) care (ótentative evidenceô for this, p. 215). Acknowledging the 

research base was limited these authors looked forward to further research in the area, citing 

in particular the work then underway by Ward et al (2000). Ward et al in their randomised 

controlled trial of non-directive counselling, cognitive-behaviour therapy (CBT) and usual 

GP care found that both forms of psychotherapy 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 2003 Watson, Gordon, Stermac, Kalogerakos and Steckley 

compared process-experiential therapy with CBT in the treatment of depression, finding that 

outcomes were generally equivalent between therapies, in terms of depression, self-esteem, 

general symptom distress and dysfunctional attitudes; with clients randomly assigned to the 

process-experiential group reporting a significantly greater decrease in interpersonal 

problems. 
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As mentioned Elliott, et al. (2004) reviewed the evidence for experiential therapies and found 

for ódepressionô the mean pre-post effect size was 1.18 ólargeô and the Chambless-Hollon 

criteria were fulfilled for a óspecific and efficaciousô treatment. 

Missirlian, Toukmanian, Warwar, and Greenberg (2005) studied emotional arousal, client 

perceptual processing and the working alliance in experiential 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 controlled 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 activation component of CBT that was the active 

ingredient.  

 

3.1.4 Distress outcomes and related commentary on methodologies.  

Stiles, Barkham, Twigg, Mellor-Clark, and Cooper (2006) used the Clinical Outcomes in 

Routine Evaluation Outcome Measure (CORE-OM, Barkham, et al., 2001) to evaluate the 

effectiveness of cognitive-behavioural, person-centred and psychodynamic therapies as 

practised in UK National Health Service (NHS) settings to further evaluate psychotherapyôs 

óequivalence paradoxô (Dodo bird verdict). This was naturalistic research and patients (1309) 

received therapy at one of 58 NHS primary or secondary care sites without random allocation 

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

change and there was no significant difference between the three therapy conditions. The 

authors concluded that these óresults tended to support the Dodo verdict for these three 

treatment approaches as practised routinely across a range of NHS settingsô (p. 562). The 

authors described some limitations on their findings, including limited specification of 

treatments, non-random assignment of patients to treatment groups, absence of a control 

group, missing data and restriction to a single self report measure. In terms of investigator 

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 Stiles, Barkham, Mellor-Clark, 

and Connell. This time 5613 patients were studied and the overall pre-post 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, Fairburn, and Wessely (2007) published a commentary on Stiles et al. 2007 paper in 

which they criticised the study on a number of bases. These authors criticised this type of 

naturalistic outcome research on the basis that a) there were lots of ómissing casesô that could 

have been ótreatment failuresô, b) these findings could have been restricted to the óeasiestô 

clients in the research, c) these findings could have been restricted to the óbestô outcomes, d) 

these findings could have been simply a consequence of óregression to the meanô, e) these 

findings could have been simply ónatural recoveryô and f) these findings could have been 

óattributable to concurrently administered medicationsô.  

Stiles, Barkham, Mellor-Clark, and Connell (2008) wrote a letter to the editor by way of a 

órejoinderô to Clark, et al. Stiles et al. re-stated that they were not ódrawing conclusions that 

were not warranted (p. 1), simply that they were reporting their findings as they were e.g. this 

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

had re-completed 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 piece of research arising from these Stiles et al. papers, 

together with the Clark et al. commentary, 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 Stiles et al. research studies as benchmarks with which to compare the outcomes 

from this research. Secondly, Clark et al. made some important points about possible threats 

to the internal validity of naturalistic research that would need to be considered as possible 

alternative hypotheses (Cambell & Russo, 1999) to the central hypothesis; that it was person-

centred therapy that was responsible for any observed improvements in client-wellbeing.  

Having reviewed the benchmark studies the rest of this section considers some 

methodological points related to the Stiles et al. and Clark et al. dialogue that arose 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 overly-focusing 

upon internal validity was at the expense of external validity; a very highly controlled RCT 

could have little relevance to the outside world. Victora, Habicht, and Bryce (2004) have also 

made the case for ómoving beyond randomised trialsô in óevidence-based public healthô. 

Schwartz, Trask, Shanmugham, and Oswald Townsend (2004) examined the issues related to 

óconducting psychological research in medical settings: Challenges, limitations and 

recommendations for effectiveness researchô. These authors provided what they termed óan 

alternative efficacy-effectiveness viewô (p. 501) in which they schematised the idea that high 

internal validity was directly related to low external validity and the opposite; low internal 

validity directly related to high external validity. These authors made the case for naturalistic 

effectiveness research and provided a process that they referred to as the óclinical research 

continuumô (p. 502) wherein the act of providing healthcare may enable the identification of 

a problem, a potential solution could be piloted and if promising tested in an RCT, before 

being tested back óin the real worldô and this making a direct contribution to clinical practice 

(and the cycle begins again). In contrast the NICE/APA view that RCT was the ógold 

standardô for research some authors described putative research situations where RCTs were 

not the method of choice, potentially problematic and in some cases simply unable to provide 

the required answers.   

Iacoviello et al. (2007) identified a potential threat to validity of randomised controlled trials 

when they found that treatment preferences affected the therapeutic alliance. Iacoviello et al. 

randomly allocated patients with major depressive disorder to therapy, medication or pill 

placebo and assessed therapeutic alliance before treatment and subsequently finding óamong 

patients initially preferring psychotherapy, those receiving psychotherapy experienced 

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

placebo experienced decreasesô (p. 194). Patients who preferred medication had no 

differences in alliance development whatever treatment group they were allocated to. These 

authors cautioned: óbecause alliance is a robust predictor of outcome, treatment preferences 

may need to be considered in randomised controlled trial settingsô (p. 194) and recommended 

that naturalistic studies were warranted to augment those from RCTs. 

Accepting that the naturalistic approach proposed in this research had a scientific basis, 

nevertheless this research would need to, in the words of Clark et al. (2007) carefully 

examine alternative explanations: a) whether there were lots of ómissing casesô that could be 

ótreatment failuresô, b) whether these findings could be restricted to the óeasiestô clients in the 
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research, c) whether these findings could be restricted to the óbestô outcomes, d) whether 

these findings could be simply a consequence of óregression to the meanô, e) whether these 

findings could be simply ónatural recoveryô and f) whether these findings could have be 

óattributable to concurrently administered medicationsô. Clearly this was a long list of 

alternative hypotheses to consider in relation to the proposed research. Whilst naturalistic 

research might appear óeasyô to conduct, compared with seeking to control for all plausible 

variables in an RCT, making valid scientific inferences from naturalistic research could be 

óhardô in terms of the alternative hypotheses to consider. On the 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 those of óreal worldô therapy.   

 

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 Counselling and Psychotherapy (BACP, 2009). As at August 2007 there were 

28,012 individual members (A. Couchman, personal communication, 3
rd

 January 2008). 

Members indicated which theoretical models they were trained in and a member may have 

indicated they were trained in more than one model. As at 3
rd

 January 2008 the total number 

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

on average members were trained in around 1.7 models (A. Couchman, personal 

communication, 3
rd

 January 2008). BACP members trained in CBT was 8.4%, one of the 

smaller groupings, the largest was person-centred, 30.4%, integrative 23.5%, psychodynamic 

16.0%, humanistic 15.8%, gestalt 0.8% and óotherô 5.1%. There were a large number 

(perhaps 26,000 individual therapists) of non-CBT trained members of BACP. Combining 

this view of part of the ótherapist workforceô with the data on differential research funding for 

the different schools of therapy (below) suggested there may be a mismatch; do all non-CBT 

trained therapists need to be re-trained in CBT?  

Given the research evidence in favour of the importance of the therapeutic 

relationship/alliance to psychotherapy outcome and the evidence in support of effective 

person-centred therapy outcomes, although not accepted by NICE, the present author 

wondered about the impact of Rogersô apparent discouragement of quantitative research (of 

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 presentations to international peer-reviewed conferences (Weston, 2008c and 

Weston & Weston, 2008). The author contacted the 71 research establishments that 

accounted for 99.5% of NHS funding of mental health research 2006-7 and asked (Freedom 

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

spent on researching the three main schools of therapy (cognitive/behavioural - CBT, 

psychodynamic - PDT, humanistic/person-centred - PCT) plus any óotherô psychotherapy 

research over the preceding 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 authorôs assumptions (11.3% of 71, cumulatively 90.1%), six 

refused to give any data (8.5% of 71), and one did not reply (1.4% of 71). On this basis in the 

ten years to 2006-7, £18.5m was spent on researching psychological therapies by the NHS; 

46.0% on CBT, 28.0% on PDT, 3.7% on PCT and 22.4% on óotherô, including brief 

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 total in 2006-7; it should 

also be noted that this Trust received a comparable amount of money from non-NHS sources 

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

an inspection of the research reports published by the 71 organisations the author estimated 

that over the preceding seven years to 2006-7, £295.2m 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 óotherô. Whilst there were difficulties with the methodology (e.g. missing data, estimations 

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 schools 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 twenty-first century there has been interest in using the 

instruments of research to ómanage outcomesô; using research questionnaires to check on 

client progress through therapy. This has also been referred to as óoutcomes assuranceô or 

ópatient-focused researchô and is arguably similar to the research approach that Rogers 

encouraged in ótowards a more human science of the personô (Rogers, 1985). Tracking client 
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response to treatment and changing therapy, if required, and or making progress through 

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

In 2010 Shimokawa, Lambert, and Smart published a meta-analytic and mega-analytic 

review of previous work that supported the approach to óenhancing treatment outcome. This 

had begun in 2001 when Lambert, Hansen, and Finch wrote about óPatient-focused research: 

Using patient data to enhance treatment effectsô. These authors found that therapists who 

received feedback on patient progress, or lack of it, had better outcomes. The feedback 

helped identify ódifficult casesô and directed efforts towards patients who might otherwise 

have deteriorated. Patient progress was assessed by repeated (weekly) completion of outcome 

questionnaires. These authors found that ótracking patients on a weekly basis presented no 

more risks than did typical pre-test and post-test designsô (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 therapists, 2) giving progress feedback to both therapists and clients, and 3) 

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

therapeutic alliance, patient motivation or patient social support) and providing suggestions 

for resolving identified problems. All three items were effective in enhancing treatment 

outcome and items one and three in the preceding list were effective in preventing treatment 

failure. The authors conclude that óthe accumulating evidence is substantial in favour of the 

routine use of progress feedback and clinical problem-solving toolsô (p. 309).  

The fact outcomes were improved meant this system was making a contribution to therapy 

outcome and to that extent would appear likely ócausativeô of at least some part of measured 

treatment outcome. Lambert and Shimokawa (2010) subsequently estimated the effect size 

for ó collecting client feedbackô at r = .23 to .33 (see below). In the journal article, 

Shimokawa, et al. (2010) questioned the possible mechanism(s) of change and wondered if 

what they were observing was a function of the dose-response effect (Barkham, et al., 2006, 

Minami, et al., 2007) in that at least some of the effect appeared to come from keeping some 

clients in 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 clientôs experience of therapy, an empathic effect from seeking to respond 

better to the client (itself a therapist effect), a client effect, perhaps from re-motivating the 

client, a ótechniqueô of therapy, or even a placebo effect (Kirsch, 2002, Kaptchuk, et al., 
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2008). However, this approach was described, what was clear was that collecting client 

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

likely one of many small-medium effects that made a contibution to an overall effect. In 

terms of the research questions for this thesis it seemed plausible that ócollecting client 

feedbackô, to the extent this was done in person-centred therapy could make a contribution to 

outcome and, depending upon the approach one took to defining factors, this could be 

described as an impact of the therapeutic relationship.    

One issue that arises from this approach to óoutcomes managementô is what to do if a client 

has clinical scores for both depression and anxiety, to avoid completing several 

questionnaires per session. With the rationale that anxiety treatments work better for those 

clients who are not depressed the answer appears to be to monitor depression outcomes first, 

ideally until the depression has become non-clinical, and then to monitor the anxiety; so 

ótreatô (and measure) depression before anxiety, see Newman, Stiles, Janeck and Woody 

(2006). Shimokawa et al., (2010) used the Outcome Questionnaire 45 (OQ-45), a broad 

measure of client distress, so this issue appeared not to arise for them. However, logically if a 

quality assurance system were expanded into other areas of therapeutic work it seemed 

plausible that a number of outcome questionnaires could be óin progressô for one client 

seeking to work upon a number of therapeutic issues, e.g. depression, anxiety, post-traumatic 

stress disorder, 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 general terms the 

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 allegiance is taken into account the latterôs argument falls down. 

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 case for this research was also made in the 

context of the size of the óperson-centredô or ónon-CBTô therapy workforce in the UK and a 

comparable underinvestment in research in person-centred or non-CBT research in the UK. A 

description of outcomes management was provided as the present author practices in a way 
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related to this and this has later relevance. Arguably, outcomes management, client-centred 

research, and tailoring the therapy to the needs of the individual client, is as óperson-centredô 

as anything that Rogers did and maybe this approach will find some support in the person-

centred community. The next section reviews the process-outcomes literature as it related to 

this thesis.  

 

3.2 Process-outcome research literature  

 

This section reviews the process-outcome literature as it related to the second of the main 

research questions; what is the impact of the therapeutic relationship. In addition to finding 

out what outcomes occurred with person-centred therapy it was important to consider the 

impact of the therapeutic relationship as this is considered foundational to the approach. 

Reading Rogersô theory it was unclear to the present author how a person could test Rogersô 

theory, that the therapeutic relationship ï congruent empathy and unconditional positive 

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

Rogersô theory and to see what researchers had found.  

This section starts off with óthe case against Rogersô theoryô in the sense that in this period 

1970s ï mid 1980s reviewers criticised the early attempts at validating Rogersô theory. 

Reviewers found methodological problems with the early work of Rogers and his colleagues. 

Perhaps it was this ócase against Rogersô that arose from the reviews described below that 

contributed to a decline in person-centred research, particularly quantitative research, in 

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

In fact óthe case against Rogersô was simply that there were shortcomings in the research, not 

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 

reviews that made this ócase againstô the early research pointed the way in how the research 

could be conducted. This 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 colleagues from 1986 ï 1998 in a section entitled óabuse of the drug metaphorô after one 

of the key papers in this series. During this time period Horvath and Greenberg (1989) 
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published the working alliance inventory (WAI) which led to a large number of studies on the 

impact of the working alliance. This is reviewed within the section óabuse of the drug 

metaphorô in temporal order because methodological points were also made before and after 

this important publication.  

These two sections (óthe case against Rogersô and óabuse of the drug metaphorô) effectively 

provide the case for the process-outcome correlation research in the experimental part of this 

thesis. However, methodological development continues apace. The next section describes 

causation approaches as these make 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 Rogersô case for the therapeutic relationship as causative and 

demonstrate how such research could be conducted, together with some cautionary notes for 

both this process-outcome research and potential future research on the therapeutic 

relationship, as described by Rogers, as causative.  

The following two sections further support Rogersô case for the therapeutic relationship as 

causative and illustrate two further methodological approaches which have become important 

in psychotherapy causation research. The first of these is the ócommon factorsô approach 

developed by several authors and made ómathematicalô by Lambert and colleagues. The 

approach here was to seek to put percentages on the contributions different factors made to 

therapy outcomes. Whilst Rogers may have some claim to being correct about the causative 

nature of the therapeutic relationship he was wildly wrong that this was ónecessary and 

sufficientô. There are many factors that go together for therapy success, or otherwise, and 

these are described in this section. Lambertôs approach was one of ócutting up the pieô 

(Cooper, 2008) to describe the factors that contributed to outcome and whilst this was based 

on many research studies it was not a meta-analysis.  

The next section is therefore about meta-analyses and the contribution these have made to 

understanding what contributes to therapy outcomes. This starts off with Shadish and 

Sweeney (1991) who made an important contribution to the idea of using meta-analysis to 

answer difficult questions about moderators and mediators of outcome, although 

unfortunately whilst they may have ópointed the wayô, the research available to them did not 

result in very interesting findings. However, this óway pointingô, ultimately led to very 

interesting findings from the perspective of someone interested in 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 goes some way to making the case for elements of the therapeutic relationship 

as predictors of therapy outcomes.  

Recent studies have made some important findings with regard to the tenets of Rogersô 

theory, although mainly not by authors from a person-centred approach. These are reviewed 

to the extent that they point to some of the validity of Rogersô theory and are inspirational 

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 in the experimental part of this thesis 

needed to consider alternative causes mediators/moderators and two of these were alluded to 

above; antidepressant medications and dose-effect relationships. Since these are process 

variables these are reviewed in this section to the extent that they impact on the research 

questions ï the clinical effectiveness of the person-centred approach and the impact of the 

therapeutic relationship. These are important variables that play a part in the interpretive 

context for this study, both in terms of the outcomes from person-centred therapy and the 

impact of dose-effect relationships on the process-outcome findings.   

Following the review of process-outcome literature, to the extent it impacts on this thesis an 

introduction to the experimental research of this thesis is given, together with a brief 

description of some of the relevant methodological issues.  

 

3.2.1 4ÈÅ ÃÁÓÅ ÁÇÁÉÎÓÔ 2ÏÇÅÒÓȭ ÔÈÅÏÒÙ 

Barrett-Lennard (1962) developed the Barrett-Lennard Relationship Inventory (BLRI) with 

which to test the therapeutic conditions as described by Rogers. He tested Rogersô theory 

with 42 college counselling centre clients seen by 21 therapists. Clients completed the BLRI 

at session 5 and post-therapy, 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) pointed out that pre- to post- 

change scores should be corrected for the initial level of the pre-score before testing for the 

perceived conditions-outcome correlation. Amongst other studies, Gurman also made the 

same criticism of the Wisconsin research published by Kiesler, Klein, Mathieu, and 

Schoeninger (1967) upon which Rogers (1967) had made his claim that óthe greater the 
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degree to which the conditions of therapy existed in the relationship, the greateré the 

evidence of constructive outcomeô (p. 91). 

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

genuineness to 1970 and concluded that: 

 étherapists or counsellors who are accurately empathic, non-possessively warm in 

attitude and genuine are indeed effective. Also, these findings seem 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 schizophrenics, college 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 counselling (1971, p. 310).  

This juxtaposition of this óreview of the evidenceô with the already mentioned Gurman 

(1977) review and the radically different conclusions reached, points to the changes in 

methodologies and accepted practice over the period of this review. What 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 apparent abandonment of quantitative research by 

some in the person-centred field as an interpretation of Rogersô 1985 paper.   

Introducing óeffective psychotherapy: a handbook of researchô Allen Bergin (1977) described 

the historical process in therapy research from emphasising ótechniqueô to órelationshipô and 

back again: 

 As research evidence and clinical experience have accumulated, the modal opinions 

of leaders in the field have shifted back and forth on these issuesé Comparative studies 

continue to show little difference in the outcomes of diverse approaches, even though 

therapy, by itself, can be shown to have significant effects when compared to no-treatment. If 

this assessment is correct, then the viewpoint of Jerome Frank is most strongly supported by 

the evidence ï 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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Berginôs reference to Jerome Frank is to Frankôs 1973 work which elaborated upon the 

ócommon factorsô in therapy, see also a similar and later reference to Frank in research by 

Gomes-Schwartz (1978). 

Mitchell, Bozarth, and Krauft (1977) reviewed the evidence for empathy, warmth and 

genuineness and pointed to some criticisms of the early research leading to Rogersô theories: 

 There were, however, early reservations about this position (Matarazzo, 1971, 

Meltzoff and Kornreich, 1970). They questioned the validity of many of the studies. They 

suggested that, 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 some of the methodological problems in researching these 

highly complex questions and concluded: 

 éthe mass of data neither supports nor rejects the over riding influence of such 

variables as empathy, warmth and genuineness in all cases. The recent evidence, although 

equivocal, does seem to suggest that empathy, warmth and genuineness are related in some 

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 perceived therapeutic conditions and outcome in 

individual therapy, 20 studies reported findings in favour of the conditions-outcome 

hypothesis, 3 reported mixed but supportive findings and 3 reported results that failed to 

demonstrate a relationship between outcome and conditions. Gurman concluded from these 

26 studies that: 

 éthere exists substantial, if not overwhelming, evidence in support of the 

hypothesised relationship between patient-perceived therapeutic conditions and outcome in 

individual psychotherapy and counselling (p. 523).   

However, he also pointed out that a number of studies had methodological flaws, including 

the studies of Barrett-Lennard (1962) and Kiesler, et al. (1967) described above. He 
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suggested that the best test of the conditions-outcome hypothesis was to correlate outcome 

with conditions, controlling for initial severity. Of the 26 studies, Gurman described Lesserôs 

(1961) paper as the only one to have used this method and this failed to find any significant 

relationship between conditions and outcome.  

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

óduring the second week of June, 1958, regardless of whether or not the client had terminated 

counsellingô (p. 332). Lesser used óchange in self-perceptions and in ideal-self perceptionsô 

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

found the 22 clients counselled by 11 client-centred therapists improved on the outcome 

measure such that óthe resulting t was 3.39 which is statistically significant beyond the .01 

level of confidenceô (p. 332). On this basis the therapy was effective in the terms defined, 

although whether or not there was an impact of the therapeutic relationship was much less 

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

and óthe client and counsellor ratings of counsellor empathic understanding were significantly 

higher for the continuing than for the terminated clients (.03 and .04 levels of confidence, 

using Whiteôs T)ô (p. 333). Whilst it was Gurmanôs (1977) view that Lesser used the correct 

methodology, controlling for initial severity, it was not clear that this was a fair test of the 

impact of the therapeutic relationship because 50% of the óendô scores were not in fact óendô 

scores.  

Lambert et al (1978) reviewed ótherapist interpersonal skills: process, outcome, 

methodological considerations and recommendations for future researchô and concluded that: 

 éRogerian hypotheses have been only modestly supported, that the lack of support is 

due both to the difficulties encountered in sampling and rating therapy sessions and to the 

failure of client-centred therapy to specify more precisely the times when specific 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 audiotape a representative and suitable one for judging facilitative 

conditions? 

3. Should raters be experienced therapists or naïve 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 process? 

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

7. Do the process scales measure separate uni-dimensional traits or a single dimensions? 

 

Rogersô theory (1957, 1959) was that it was the clientôs perspective that was most important 

for perceiving the therapeutic relationship. Although the clientôs perspective was questioned 

in Rogersô theory because clients were, by definition according to his theory, óincongruentô 

and subject to óa discrepancy between the actual experience of the organism and the self 

picture of the individual, insofar as it represents that experienceô (Rogers, 1957, p. 96).  

For her doctoral dissertation Beverley Gomes-Schwartz (1978) studied effective ingredients 

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

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

four male psychologists (client-centred therapists, referred to as óexperiential therapistsô) or 

seven male college professors (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 Gomes-Schwartz (1978) research, sessions 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 therapists; and 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, Gomes-Schwartz analysis met 

Gurmanôs (1977) idea that partial correlations were the appropriate measure, and even though 

there were significant differences in what the therapist was doing in sessions for the three 

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

ótherapy outcome was most consistently predicted by the patientôs willlingness and ability to 

become actively involved in the therapy interaction ï a dimension of therapy process that did 

not distinguish among the three treatment groupsô (p. 1031, emphasis original).   
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Gomes-Schwartz interpreted these findings as supporting óFrankôs (1973) theory of ñnon-

specific factorsò as determinants of outcomeô (p. 1032). She wondered about óone option for 

maximising the effectiveness of psychotherapy would be to select only those patients who 

evidence a capacity to actively participate in a therapeutic interactionô (p. 1032). This 

appeared to have some similarity with Rogers and Dymondôs (1954) findings about óclient 

characteristicsô that were ignored in Rogersô theory,  Gomes-Schwartz found that ópatients 

who were not hostile or mistrustful and who actively contributed to the therapy interaction 

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

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

Patterson (1984) conducted a non-numerical óreview of reviewsô of the evidence to support 

Rogersô theory. In contrast to Lambert et al. (1978) review, Patterson concluded 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. The evidence for 

the necessity, if not the sufficiency, of the therapist conditions of accurate empathy, respect 

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

Pattersonôs main point seemed to be that óall reviewers are biasedô and made four points 

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 studies they favour and de-emphasise studies they dislike. 

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

results they like and not those they donôt. 

Watson (1984) reviewed the empirical status of Rogersô hypothesis of the necessary and 

sufficient conditions for effective psychotherapy and concluded that: 

 Though there is a substantial amount of research on Rogersô hypotheses of the 

necessary and sufficient conditions for effective therapy, none of the studies meet all of the 

conceptual 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 criteria: employinig 
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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 irrelevant to the 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 hypothesised conditions, thereby not testing the hypotheses as 

propositions of a set of necessary and sufficient conditions. Moreover, studies of client 

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

outcome. After 25 years of research on Rogersô hypotheses, there is not yet research of the 

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

 

3.2.2 Abuse of the drug metaphor  

Stiles, Shapiro and Elliott  (1986) sought to examine an 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, or; b) different techniques share a common core of 

processes, or; c) gross simplifications of therapy outcome and process studies failing to 

observe differential effectiveness at the micro-process level. These authors concluded that the 

case that ópsychotherapy worksô had been established (p. 175) and calleed for ómore fine-

grained thinkingô (p. 176) in both outcome and process studies in order to tease out how 

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

In 1988 Stiles wrote an article óPsychotherapy process-outcome correlations may be 

misleadingô the conclusion of which was a ódiscreditingô of the correlational approach to 

demonstrating causal links between psychotherapy process and outcome (p. 33). Reviewing 

process-outcome findings to date, in particular Orlinsky and Howardôs (1986) recent meta-

analysis of process-outcome findings, Stiles concluded research linking process to outcome 

had been ódisappointingô with a ómeagre yieldô. Stiles noted that researchers, including 

himself, had óinterpreted the absence of significant process-outcome correlations as 

indicating that a process component is therapeutically inertô (p. 28). However, upon 

reflection, Stiles recognised that if therapy was perfectly responsive to client needs óéthen 

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

be zero, despite variation in process.ô (p.30). Furthermore Stiles pointed to one of the 
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fundamental features of psychotherapy training and supervision, adapting therapy to meet the 

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

clients were treated the same would be óabsurdô, ópsychoticô or óincomprehensibleô (p. 29). 

Stilesô argument was that therapy is responsive to client needs such that clients receive more 

or less of a component dependent upon their needs and as such óto the degree that therapists 

are appropriately responsive to client requirements, process-outcome correlations 

underestimate the process-outcome relationshipô (p.30).  

Given this conclusion, that correlating process components with outcomes was thrown into 

question, Stiles pointed out that there were alternatives to process-outcome research and these 

included incorporating responsiveness in process measures, case studies, microanalysis of 

microprocesses and the analysis of similar óeventsô in therapy (e.g. Gestalt two-chair  

procedure) and closely examining subsequent change as a consequence of these similar 

events.  

Stiles subsequently published a joint paper with Shapiro (1994) that would further elaborate 

these points and stir up some controversy and debate.  

In 1989 Horvath and Greenberg published an article about the development and validation of 

the working alliance inventoryô (WAI) a pan-theoretical three 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 48-52% of variance, although these authorsô initial tests suggested 

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 

ógive backô the notion of the therapeutic relationship/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 conceptualisation of the relationship ócommon factorsô than that 

achieved by Rogers and collaborators. A number of research studies subsequently used the 

working alliance as a process-outcome correlate and some of these are described below, in 

general terms the results have been to support the correlation of working alliance with 

outcome.   

Earlier, Stiles et al. (1986) had pre-empted the publication of the work on the therapeutic 

alliance and had described óinterest in the therapeutic alliance emerged out of a growing 

dissatisfaction during the 1970s with the ñtherapeutic conditionsò conceptô (p. 173). They 
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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 work of Gomes-Schwartz (1978) amongst 

others in supporting this assertion, and this suggested a ópattern of mutual facilitationô (p. 

173). Stiles et al. expected that the work on the therapeutic alliance could ósubsumeô earlier 

research on the Rogerian óconditionsô and outcome because óclient reports of therapist, 

warmth, empathy and genuineness can be construed as measuring therapeutic allianceô (p. 

174). The extent to which therapeutic relationship (Rogers, 1957) and therapeutic alliance 

(Horvath and Greenberg, 1989) are the same and or different was unclear, as too the extent to 

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 was more than just the 

relationship. It was unclear to what extent the respective psychological measures were ófine-

grainedô enough to discern differences and similarities, to use the phrase employed by Stiles 

et al.  

Stiles et al. (1986) pointed out at least two drawbacks 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 potential criticism 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 predictive of outcome independent of any early treatment effect, Zuroff and Blatt 

(2006). The second drawback anticipated by Stiles et al. was similar to that described above, 

that óthe alliance construct is really only a conceptual umbrella for uniting a number of client 

and therapist contributions; the exact operation of these constituent factors remains to be 

clarifiedô (p. 174). Their concern here was that both the ótherapeutic allianceô and the 

ótherapeutic relationshipô it was perhaps seeking to replace were described at too high a level 

of abstraction. The difficulty here was, what was an appropriate level of abstraction to define 

óbehaviourô or óprocessô, and whether or not measures of behaviour, process or outcome were 

sufficiently well defined and embraced within an appropriate statistical and methodological 

context for meaning-making to take place.  

In 1994 a special feature of the Journal of Consulting and Clinical Psychology was published 

to ócontainô Stiles and Shapiroôs (1994) paper óDisabuse of the drug metaphor: Psychotherapy 

process-outcome correlationsô. An introduction was provided in which Frederick Newman 
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(1994) described the Stiles and Shapiro article as óeither an editorôs dream or an editorôs 

nightmareô (p. 941) because the arguments they presented were both óattractiveô and causing 

some óprovocationô yet could not be accepted in ónormal scienceô because their argument 

required acceptance of a null hupothesis, contrary to convention, see for example Field (2005, 

pp, 22-6)  

Stiles and Shapiro built upon Stilesô 1988 paper about the potentially misleading nature of 

psychotherapy process-outcome correlations. They described an experiment within which 

ófive theoretically relevant, reliably measured verbal process components were compared 

with the rate 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 foundô (p. 942). Stiles and Shapiro argued that the drug 

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 could be accepted, at a 

defined level of probability.     

In addition to the ócontainmentô of Stiles and Shapiroôs paper from a preceded introduction 

by Newman there were two following articles putting the case against Stiles and Shapiro. 

Firstly Silberschatz (1994) argued that process-outcome correlations were perfectly 

appropriate scientific tests provided that the process measures were óadequately 

conceptualisedô and gave an example of such. Secondly, Sechrest (1994), argued that, 

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 responsiveness paradigm, óone would have to validate the efficacy of each 

psychotherapist seperatelyô (p. 952) and this does become a later theme in therapy research 

e.g. Lambert, et al., 2002 and Wampold and Brown, 2005.  
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Stiles (1994) was given an opportunity on behalf of himself and Shapiro to respond to 

Silberschatz and Sechrest in the óspecial editionô and Stiles summarised the contra-arguments 

as ómore complex measures should solve the problemô and ómore complex analyses should 

solve the problemô, respectively. Stiles accepted that in correctly specified research 

ócorrelational designs are entirely suitable for many questions in psychotherapy researchô (p. 

955). To some extent the argument put forward by Stiles and Shapiro could be termed a 

ówake up callô to researchers to think carefully about the hypothesis they were testing, the 

methods and analyses employed and to incorporate the phenomenon of responsiveness into 

an understanding of process-outcome correlations.   

In 1996 Hayes, Castonguay, and Goldfried published a further article commenting upon 

Stiles and Shapiroôs 1994 paper and their assertion that the yield of process-outcome 

correlation research had been meagre because of incorrectly specified testing. Hayes et al. 

presented findings from research into anxiety and depression which they claimed were good 

examples of process-outcome correlation research, unlike Stiles and Shapiroôs óunfairô test. 

These authors accepted Stiles and Shapiroôs points about overreliance on the drug metaphor 

and the importance of the responsiveness phenomenon. They moved the thinking on by 

pointing out that it was likely that the responsiveness phenomenon was more applicable for 

moment-to-moment process measures than for ówhen the process variable is a potent 

intervention, change process or common factor of therapy that is based on a solid theory of 

changeô (p. 913). These authors concluded that óthe study of change in psychotherapy is 

complex and requires multiple measures of process and outcome, and multiple methods of 

inquiry. The process-outcome correlation paradigm is only one of these methods and one that 

has contrributed significantly to the advancement of the fieldô (p. 913).  

In response Stiles (1996) accepted some of the points that Hayes et al. had made and moved 

the thinking on further by considering 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 component and failure to recognise that a process component may really be a 

ósubgoalô of outcome e.g. an adequate therapeutic alliance could be construed as an early 

index of outcome. Right back to Rogers and Dymond (1954) it had been apparent that 

óprocessô and óoutcomeô were not so easily distinguishable as they might first appear, e.g. for 

some clients the ability to form an alliance could be an important outcome along the way to 

achieving what might be considered more traditional óoutcomesô. Stiles (1996) argued that 
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ómore is better only when clients arenôt already getting enough, and this is particularly 

unlikely to be the case for robust therapy interventions that are embedded in clinical theory 

and practiceô (p. 918).  

Subsequently, Stiles, Agnew-Davies, Hardy, Barkham, and Shapiro (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 initiative in therapy) were correlated with 

residual gains on six outcome measures at three post-therapy measurement points (end of 

treatment, 3 month follow-up and 12 month follow-up) for 79 clients of five therapists who 

each provided either eight or sixteen sessions 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 outcome than client perceptions. Some aspects of alliance were correlated 

with some aspects of outcome and these researchers commented that ówe have the impression 

that techniques for measurement and analysis of the alliance have outstripped theory, so that 

we and other alliance researchers are faced with differentiated results that we do not 

understandô (p. 800). Building upon previous publications these authors concluded that the 

alliance was a consequence of a responsive process, not a number of behaviours that could be 

counted, and therefore suited to correlational research, unlike process-outcome correlations 

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

good for outcome but not something that could be óarbitrarily and unilaterallyô increased like, 

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 CBT by Burns and Nolen-Hoeksema (1992). 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 on recovery 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 seem plausible that observed effectiveness of the 
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person-centred psychotherapies were likely to include some contribution from óempathyô as 

an impact of the therapeutic relationship; especially as empathy is a fundamental part of the 

approach. In contrast Burns and Nolen-Hoeksema also found that adherence to homework 

also predicted outcome, r = .14 from patient ratings of homework adherence and r = .25 from 

therapist ratings. Giving clients homework was not a part of Rogersô theory. Yet Rogers was 

an empiricist, it was unclear whether Rogers would have amended his theory to take account 

of findings such as these. Perhaps a person-centred approach would have been to discuss 

putative homework tasks with clients if they wanted to or asked to. Although it is not clear 

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

One possible conception of óhomework adherenceô upon outcome was that observed 

homework adherence was really a subgoal of therapetic alliance/relationship; clients who 

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

asked to do. This possibility occurred to Burns and Nolen-Hoeksema who sought to test this 

óalternative hypothesisô as best they could with the data available. Using SEM they found that 

empathy 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 homework 

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 was that óself help assignments may directly reduce 

depression by teaching patients to cope with dysfunctional attitudes and behaviour patterns as 

hypothesised by cognitive and behaviour therapistsô (p. 447). Alternative hypotheses these 

authors noted were that 1) adherence to homework might be as a consequence 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 variables that might 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 Burns and Spangler (2000) asked óDoes psychotherapy homework lead to 

improvements in depression in cognitive-behavioural therapy or does improvement lead to 

increased homework compliance?ô. Building upon the previous data from Burnsô 1992 joint 

paper these authors sought to address temporal precedence and unmeasured variables and 
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concluded that homework adherence contributed directly to depression outcome. These 

authors noted the difference between a large effect (a net gain of 14-16 BDI points, from 

doing homework versus not) and a small correlation (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 with complicated diagrams and somewhat esoteric statistics. In a 

subsequent commentary Kazantzis, Ronan, and Deane (2001) pointed out, whilst Burns and 

Spangler was a commendable piece of work, fundamentally they had incorrectly concluded 

causation from correlation (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 patient over-estimation 

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 better, etc. Kazantzis et 

al. concluded that Burns and Spangler had óprovided a service to the fieldô (p. 1081) by their 

paper; and for those who would seek to assess the impact of the therapeutic relationship, a 

related endeavour, this was a cautionary note.  

Whilst Kazantis et 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 correlational study) of homeworkôs effects incorporating appropriate measures 

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, measurement error and lots of small-

medium sized correlational effects that could lead to non-significant 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 only making appropriate inferences from findings.  

In a subsequent review article Thase and Callan (2006) wrote about óthe role of homework in 

cognitive behaviour therapy of depressionô. They cited the meta-analysis of Kazantis, Deane, 

and Ronan (2000) who found óstrong evidence that interventions that included homework 

were more effective than interventions that did not (weighted r = .36)ô (p. 168). The meta-

analysis suggested that homework-outcome effects with depression outcome tended to be 

larger than those with anxiety. Thase and Callan pointed out that the process-outcome 
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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 put 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 therapistôs skill at describing the homework. Finally, client variables included 

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 homework could be that this is comparable to a ódose-effectô 

relationship (Barkham, et al., 2006, Minami, et al., 2007) and see later. Clients who do 

homework could be considered by analogy to have an extra non-therapist session compared 

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

out non-therapy homework and even this could still be considered part of a ódose-effectô 

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 enterprise, of which 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 the therapeutic relationship in person-

centred psychotherapy. In therapies that support homework this is an additional aspect of the 

therapeutic relationship. One question for person-centred therapists, in considering the 

clinical effectiveness of the person-centred psychotherapies,  is whether with convincing 

evidence for an independent impact on outcome, person-centred therapy should adopt, or at 

least test, homework as an evidence-based intervention. At present the approach of this 

author is to discuss possible homework 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 

considered óclient-centredô (Rogers, 1940, p. 163). A more challenging scenario could be a 

situation in which homework tasks were an evidence-based intervention and a person-centred 



79 

 

therapist refused to mention the possibility of these out of their own (therapist-centred) sense 

of ómethodological purityô; potentially a difficult ethical issue for some.    

 

3.2.4 Common factors  

In 1992 Norcross and Goldfried published their óHandbook of psychotherapy integrationô 

which featured a chapter by Lambert (1992) on óPsychotherapy outcome research: 

Implications for integrative and eclectic therapistsô. Perhaps following his detailed critique of 

research on Rogersô theory (Lambert et al., 1978)  and his review of the effectiveness of 

psychotherapy (Lambert, et al., 1986) Lambert put forward an idea of ócommon factorsô 

spanning school-based 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 to psychotherapy outcome (Lambert, 1992). 

Lambert explained this estimation was based upon many decades of empirical research 

dealing with óa large range of adult disorders and a variety of research designs, including 

naturalistic observations, epidemiological studies, comparative clinical trials and 

experimental analoguesô (pp. 97-98). Lambert made clear that no óstatistical proceduresô were 

used in these estimations and the percentages appear ómore precise than is warrantedô. A 

central premise of this kind of analysis was that óthere is little evidence to suggest the 

superiority of one school or technique over anotherô (p. 103). This view has certainly not 

been shared by all authors; see for example Siev & Chambless (2007). Nevertheless, 

Lambertôs ócommon factorsô approach has received some support and the percentages 

reported in 1992 had remained unchanged for ten years (Lambert & Barley, 2002) and were 

as follows:    

¶ 40% Extratherapeutic factors e.g. spontaneous remission, fortuitous events, social 

support, etc.  

¶ 30% Common factors, variables found in most therapies e.g. empathy, warmth, 

acceptance, encouragement of risk taking, client and therapist characteristics, 

confidentiality of the relationship, therapeutic alliance, process factors etc.   

¶ 15% Expectancy e.g. placebo effect, clientôs knowledge that they are being treated, 

clientôs belief in treatment technique and rationale, etc.  

¶ 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 author (Lambert, personal communication, 7
th
 October 2006) an 

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

¶ 40% Extratherapeutic factors 

¶ 35% Common factors 

¶ 20% Therapist effects 

¶ 5% Techniques 

The author of these estimates cautions there is no direct way of making these estimates 

(Lambert, personal communication, 7
th
 October, 2006). Although widely referred to, for 

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

that these ópercentages of improvement in psychotherapy patients as a function of therapeutic 

factorsô are perhaps óillustrativeô, óindicativeô or ósuggestiveô rather than a direct consequence 

of some statistical technique e.g. meta-analysis. Nevertheless there was some direct evidence, 

as outlined above, for the therapeutic relationship/alliance/empathy as a contributor to 

outcome, e.g. Horvath and Greenberg (1989), Burns and Nolen-Hoeksema (1992).  

In his 2001 book Bruce Wampold revisited the psychotherapy literature and made the case 

for equivalence of outcomes between schools and for factors common to different schools 

accounting for similar outcomes.  

Sachse and Elliott (2002) reviewed process-outcome research on humanistic variables. In 

addition to looking at microprocess research findings and implications for practice these 

authors summarised macro level humanistic process-outcome research. The approach they 

took to this was look at what they termed ócoreô humanistic therapeutic variables (empathic 

understanding, acceptance/affirmation, and genuineness/congruence), together with óotherô 

therapist process variables linked to the humanistic approach (therapeutic alliance, 

directiveness and process-directive methods e.g. two-chair 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 affective reactions to therapy). This was not a structured meta-analysis as such, 

although see Elliottôs later co-authored work on empathy (Bohart, Elliott, Greenberg, & 

Watson, 2002, and Elliott, Bohart, Watson, & Greenberg, 2010), and was rather more a 

presentation 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 Barrett-Lennard (1962) these authors 

presented his work as an empirical result that supported the significance of therapist empathic 

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 the client as a constructive 

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 concluded that congruence was a ópotentially effective therapist conditionô 

(p. 88) and that further research was required. In particular they referred to the óabuse of the 

drug metaphorô work of Stiles and Shapiro and pointed out that more congruence may not 

necessarily lead to better outcomes and in fact ómore cogruenceô could be detrimental to 

some clients.   

Orlinsky, Rønnestad, and Willutzki  (2004) reviewed what they called ófifty years of 

psychotherapy process-outcome researchô. A large number of process factors were reviewed 

and the evidence presented as a ótally countô of studies that found positive, negative or zero 

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 same as a meta-analytic 

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 they found 23 studies 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 positive impact on outcome for ótherapist affirmation 

(versus negativity) toward patientô, 63 with no significant impact and 4 with a negative 

impact. In terms of ótherapeutic bondô, the name these authors gave to ótherapeutic allianceô 

they found 87 studies with a positive impact on outcome, 44 with no discernible impact and 1 

with a negative impact. Many other process-outcome variables were also presented 

In the same volume Clarkin and Levy (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 co-morbid personality disorder were unlikely to benefit in 

therapy as much as those without.  

 



82 

 

3.2.5 Meta-analytic approaches  

Shadish and Sweeney (1991) brought together outcome meta-analyses, questioning the Dodo 

bird verdict, and research on third variables that link outcomes and process, mediators and 

moderators. Their argument was that whilst there was plenty of research showing on average 

clients receiving psychotherapy do better than clients not receiving psychotherapy a more 

óintelligentô view was required about ówhen, where, why and how therapy worksô (p.883). 

Their approach was to look at mediators and moderators of outcome and they found 

differences in effect sizes between behavioural and non-behavioural therapy outcomes based 

on variables that they found infuenced effect sizes. Their conclusion was that Dodo birds are 

not very smart and shouldnôt be allowed to hand out prizes because a more intelligent view of 

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 

the mediators and moderators of therapy and seemed to point more to the problems of doing 

research, and the mediators and moderators of research findings, than about therapy outcome 

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

lower effect sizes than non-behavioural studies that used measures with low reactivity 

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

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

others to follow.   

Martin, Garske, and Davis (2000) examined the impact of the therapeutic alliance with 

outcome. They identified 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 (2002) published the results of an APA task force he established óto identify, 

operationalise and disseminate information on empirically supported therapy relationshipsô 

(p. v). The main conclusions of the task force were that some elements of relationships were 

ódemonstrably effectiveô in therapy and these were the therapeutic alliance, cohesion in group 

therapy, empathy and goal consensus and collaboration. Horvath and Bedi (2002) were the 

contributors for the chapter on the working alliance  and they published a meta-analysis of 

the 90 studies on 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 = .21 and r = .25. Bohart et al. (2002) contributed the chapter on empathy and their óbest 

estimateô for the size of the effect for empathy was r = .32, a medium effect size. This effect 

size was reported as being of a similar order to previous meta-analyses for the therapeutic 

alliance-outcome correlation.  

The Norcross task force also concluded that some elements of relationships were ópromising 

and probably effectiveô in therapy and of particular relevance to the person-centred approach 

were the chapters on positive regard (Farber & Lane, 2002) and congruence (Klein, Kolden, 

Michels, & Chisholm-Stockard, 2002). These authors provided ótally countsô of studies 

showing positive, negative or no impact on client outcome, rather than a meta-analytic 

synthesis of an effect size.  The other elements receiving this same task force óratingô were 

feedback, repair of alliance ruptures, self disclosure, management of counter transference and 

quality of relational interpretations.  

The overview in the Norcross volume (Lambert & Barley, 2002) described above concluded 

that óthis review would lend some support to the person centred concepts of facilitative 

conditions and their proposed influence on client progressô (p. 23).  

The findings of Bohart et al. (2002) could be seen in the light of the those of Simpson, 

Orinda, & Ickes (2003) who examined ówhen empathic accuracy hurts and when it helpsô in 

the field of marital interactions. They found that what they termed órelationship threatening 

behaviourô was associated with greater pre- to post- declines in perceived subjective 

closeness when the behaviour had greater perceived empathic accuracy on the part of the 

perceiver and trained observers. It was important to note from this study that óempathyô was 

not unidirectional, it was not the case that ómore is always betterô.  To some extent this was 

the point made by Stiles (1988), about therapy being ósystematically appropriately 

responsiveô. In this case more empathy was hurtful, not therapeutic. Beyond the more or less 

argument was also the manner in which the empathy was óusedô, to hurt rather than to help, 

or in the context of person-centred therapy, óto understandô. It was not simply the amount of 

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 the relationship 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 manner that captured the sense of óappropriate responsivenessô, not 
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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 of Stiles, et al. 1998, cf. the drug metaphor, that an appropriate measure of 

relationship/alliance should encapsulate óappropriate responsivenessô.  

In a preview (Norcross 2010) of a soon to be published book on óevidence-based therapy 

relationshipsô (Norcross, 2011), Norcross and Lambert (2010) reiterated the findings from the 

literature that: a)  psychotherapy is effective, with typically 75-80% of patients who enter 

therapy showing benefit, and that; b) irrespective of therapy-type, óthe therapy relationship 

makes substantial and consistent contributions to patient success in all types of psychotherapy 

studied (for example, psychodynamic, humanistic, cognitive, behavioural, systemic)ô (no 

pagination specified). Meta-analyses were conducted for key elements of the therapy 

relationship and the results of this are summarised, Table 1.  

Table 1 

Table 1 : Summary of meta-analysis of key elements of the therapy relationship based 

on Norcross, 2010.  

Element of therapy relationship r
a
 Reference 

Alliance in individual psychotherapy .28 Horvath, Del Re, Fluckiger, & Symonds, 2010 

Alliance in child and adolescent 

psychotherapy 

.19 Shirk & Karver, 2010 

Alliance in couple and family therapy .26 Friedlander, Escudero, Heatherington, & Diamond, 2010 

Cohesion in group therapy .25 Burlingame, Theobald McClenon, & Alonso, 2010 

Empathy .30 Elliott, Bohart, Watson, & Greenberg, 2010 

Goal consensus .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, & Eubanks-Carter, 2010 

Countertransference -.16 Hayes, Gelso, & Hummel, 2010 

Managing countertransference .56 Hayes, et al., 2010 

Note: 
a
 effect size expressed as partial correlation coefficient.  

 



85 

 

Norcross and Lambert (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/genuineness) and 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 

countertransference had a large positive impact on outcome. The extent to which these effect 

sizes interact or are óadditiveô is unclear from the preview of the forthcoming book. For 

example Rogers would recognise empathy (r = .30), positive regard (.27) and congruence 

(.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 elements and 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 outcomes e.g. is empathy more important for depression 

than anxiety? Norcross and Wampold (2010) summarised the evidence for adapting the 

relationship to the characteristics of the individual patient. They found statistically significant 

evidence from their meta-analysis 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 (individual, family, group), relationship style, treatment length, etc. These authors 

conclude that ópsychotherapists can create a new, responsive psychotherapy for each 

distinctive patient and singular situation ï in addition to his/her disorderô (no pagination 

specified) cf. comment by Sechrest (1994) óone would have to validate the efficacy of each 

psychotherapist seperatelyô (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 characteristics. These authors found that early alliance significantly 

predicted subsequent improvement in depression symptoms, controlling for nine 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)   
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Cloitre, Chase, Miranda, and Chemtob (2004) considered the related contributions of the 

therapeutic alliance and negative mood regulation to the outcome of a two-phase treatment 

for childhood abuse-related post traumatic stress disorder (PTSD). They found the strength of 

the early alliance predicted improvements in PTSD and that this relationship was mediated by 

participants improved capacity to regulate negative mood states. These authors concluded 

that óthe therapeutic relationship may be an especially ñactive ingredientò in the remediation 

of childhood abuse-related PTSDô (p. 414-5). The rationale for this óactive ingredientô 

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 difficult feelings 

associated with the trauma and of the óapparent importance of the therapeutic alliance for 

achieving negative affect regulationô (p. 415).   

A large naturalistic study of 6,146 clients seen by 581 therapists found about 5% of the 

variance in outcomes was due to therapist variability (Wampold & 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 reasons for this (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 naturalistic 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; 

the 5.5% figure was for óaverage severityô patients. The authors explained their relatively low 

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 trials, by the greater 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 

therefore a relatively ópureô estimate for therapist effects; on a comparable basis the authors 

estimated the proportion of variance explained by the type of treatment delivered at 1-2%. 

Subsequent research involving Bruce Wampold (Baldwin, Wampold, & Imel, 2007) with 

another naturalistic sample suggested the outcome variance explained by the therapeutic 

alliance was 3%. Note the 3-8% percentages for óvariance due to therapist effectsô are very 

much lower than the 20-30% for therapist effects/ common factors posited in the ópercentages 

contributing to psychotherapy outcomeô models (Lambert, 1992, Lambert & Barley, 2002, 
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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 likely to be 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 study found 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 addition to prospectively enhancing the effectiveness of medication the 

therapeutic relationship may also influence adherence to a medication regime (Hays, Ordway, 

& Di Matteo, 1992, DiMatteo, et al., 1993), and this óinfluenceô can be ótaughtô to prescribers 

(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 (TDCRP, Elkin, et al., 

1989) and found that all four treatment arms ï CBT, interpersonal psychotherapy (IPT), anti-

depressant medication (imipramine) plus clinical management and pill placebo plus clinical 

management ï had outcomes that were differentially affected by a Rogerian measure of the  

therapeutic relationship at the start of therapy (better relationship/better outcome). The 

Barrett-Lennard Relationship Inventory (BLRI, Barrett-Lennard, 1962), the Rogerian 

measure of the therapeutic relationship, see below, completed at the second treatment 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 and relationship variables and found that óacross CBT, IPT and the two 

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 subsequent to the measure of the relationshipô (p. 137). In fact a 

composite score derived from summing the empathy, regard and congruence component of 

the relationship inventory was used (D. C. Zuroff, personal communication, 29
th
 January 

2008). It was this composite score that suggested óthe perceived quality of the therapeutic 

relationship early in the treatment process contributes directly to multiple dimensions of 

outcome during brief treatment of depression, including symptom reduction, improved global 

adjustment and EAC (Enhanced Adaptive Capacities)ô (p. 137). The higher quality 

relationship also predicted lower levels of maladjustment throughout the 18 month follow-up 

period. Re-running the analysis using each of the four subscales of the BLRI (regard, 
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empathy, unconditionality 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 role (D. C. Zuroff, personal communication, 19
th
 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 perfectionism significantly 

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 patients 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 therapistôs accepting, nonjudgemental and supportive attitudes and 

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 being rejected or criticised by the therapist. 

As the content and structure of the patientôs mental schemata shift toward more realistic and 

adaptive beliefs, symptom alleviation occurs as the underlying vulnerability improves. A 

successful psychotherapy intervention can be seen as providing a collaborative setting in 

which maladaptive schemata are challenged while working to develop a more realistic, 

differentiated and integrated belief systemô (p. 939-40).  

Strauss, et al. (2006) examined a non-randomised trial of cognitive therapy for avoidant and 

obsessive-compulsive personality disorders. They found stronger early alliances and rupture-

repair episodes predicted more improvement in symptoms of personality disorder and 

depression and speculated that the therapeutic relationship was a ócorrective experience to 

disconfirm maladaptive schemataô (p. 342). These authors placed their findings in the context 

of the importance of the early alliance in working with clients with chronic problems such as 

depression (Klein, et al., 2003) and childhood abuse-related PTSD (Cloitre, 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 also a co-author of Strauss, et al. (2006), Strauss et al. 

considered that the therapautic relationship could be causative in its own right, not simply a 

non-specific convenient means of implementing causative CBT techniques. Rogers 1957 

paper was about the relationship conditions for óconstructive personality changeô, not simply 

symptom relief. These authors cited the ideas of Beck, Freeman, Davis, and Associates 

(2004) that the therapeutic alliance could be particularly important in Axis II populations and 

pointed to their own data which suggested rupture-repair episodes could be therapeutic if 

handled properly. Unusually for journal articles which were ordinarily written in the past 

tense Strauss et al. look forward to óthe next phase of Adele M Hayesôs treatment 

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 and challenging populationô (p. 344). In the context of the research 

questions, if person-centred psychotherapy were clinically effective and there was an impact 

of the therapeutic relationship on outcome it seemed plausible that person-centred 

psychotherapy might be able to make some useful contribution to research 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, Lyons, and Stiles (2007) 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 and that óthe contention thaté therapist differences tend to be larger in naturalistic 

studies than in controlled trials finds some support in our findingsé therapist effect on 

outcome was approximately double that typically observed in the clinical trialsô (p. 36).   

Spinhoven, Giez, van Dyck, Kooiman, and Arntz (2007) published a paper about the 

therapeutic alliance in therapy for borderline personality disorder. Two conditions, schema-

focused and transference-focused therapy were found to have significantly different ratings of 

the alliance. The authors sought to make sense of this finding by hypothesising that the higher 

ratings in the schema-focused condition possibly reflected the effort in this condition to 

óconnect to the patient by adapting an unthreatening and supportive attitude and to develop 

mutual trust and positive regardô (p. 112) and citing the work of Beck, Freeman, Davis, & 

Associates (2004) as the foundation for this theory, cf. Beck (1976). The researchers found 

that negative ratings of the alliance from both therapists and patients predicted drop-out 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 clients in 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 2009 Crits-Christoph, et al. published work on the alliance in motivational enhancement 

therapy (MET) and counselling as usual (CAU) for substance use  problems. Whilst these 

authors expected a significantly higher alliance for the MET condition, given its óextensive 

focusé on empathy, acceptance and positive regardô (p. 1132) in fact there was no 

statistically significant difference in alliance between the two conditions. Like Baldwin, et al. 

(2007) these authors found it was the therapist-to-therapist variability in average alliances 

that predicted outcome, not the patient-to-patient variability. 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 use was not ï

linear but quadratic; scoring the alliance at an extreme was associated with poorer outcome. 

Crits-Christoph, et al. concluded that since the alliance was found to play an important role in 

outcome that training ótherapists in ways that might enhance the alliance are justifiedô (p. 

1133). It appeared possible that the person-centred approach with its emphasis on the 

alliance/relationship may have some conribution to make to therapy literature and practice.   

Perhaps related to the findings of Crits-Christoph, et al. (2009), South, 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 borderline and dependent 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 understanding why relationships thrive or 

falter. It was plausible to consider that there may be some similar phenomenon in therapy, 

both in terms of clientsô experience and assessment/recording of the therapeutic 

relationship/alliance with cormorbid personality disorder. 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 Crits-Christoph (2009). Given the intention of this 

research to measure outcomes and the known impact of the presence of a co-morbid 

personality disorder in moderating outcomes (Clarkin & Levy, 2004) it seemed important to 

consider the impact of a comorbid personality disorder in order to contextualise the outcomes 
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study. Furthermore, 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 above that as naturalistic research in order to make a legitimate claim that 

any observed effect was due to the person-centred 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 that pre-post changes in outcome scores 

could be due to concurrently administered medications. Researching clients with depression, 

anxiety or non-specific distress it seemed plausible that at least some of these clients 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 research could be taking anti-depressants as 

these are routinely prescribed for depression, co-morbid depression/anxiety, anxiety or other 

psychological/psychiatric difficulties and it was important to consider what possible effects 

anti-depressant  medication might have on the study.  

The efficacy/effectiveness of anti-depressants has been questioned. Kirsch and colleagues 

have conducted a number of meta-analyses of drug company research, including those studies 

submitted to the US Food and Drug Administration, and their wide range of publications 

includes for example: Kirsch & Sapirstein (1998), Kirsch, Moore, Scoboria, and Nicholls 

(2002), Kirsch (2002), Kirsch, Scoboria, and Moore (2002), Moncrieff and Kirsch (2005), 

Moncrieff (2006) and Kirsch, et al., (2008). In general terms these authors found that pill 

placebo was apparently powerful in relieving depression as this typically matched 70-80% of 

the efficacy of anti-depressant medication. In some cases the remaining 20-30% of 

incremental effect from the óactive treatmentô condition was less than that required for 

reliable and clinically significant change (Jacobson & Truax, 1991).  

Taken together these articles pointed to a óminimalô (i.e. non-clinically significant) role for 

anti-depressants in recovery from depression and have themselves been controversial and 

given rise to many comments, for example: Salamone (2002), Antonuccio, Burns, and 

Danton (2002), Brown (2002), Greenberg (2002), Hollon, DeRubeis, Shelton, and Weiss 

(2002), Moerman (2002), Munoz (2002), Rehm (2002) and Thase (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 on anti-depressants (Freedom of 

Information requests). In the 16 years to 2006-7, the period when Selective Serotonin 

Reuptake Inhibitors (SSRIs) became available, the NHS in England spent £3,115m on 

prescriptions for six anti-depressants (Fluoxetine/Prozac, Paroxetine/Seroxat, 

Sertraline/Lustral, Venlafaxine/Efexor, Nefazadone/Serzone and Citalopram/Cipramil) in 

primary and secondary care settings (Weston, 2008 and Weston & Weston, 2008). It seems in 

the UK a comparatively large amount of money has been spent for a comparatively small 

benefit directly attributable to anti-depressants.  

Kirsch and colleagues have wondered about what they term óplacebo effectsô and have sought 

to understand the components of these effects; finding that a óplaceboô intervention with 

óaugmentedô human contact is more powerful than one without human contact (Kaptchuk, et 

al., 2008). For these researchers óaugmentedô human contact was a component of óthe placebo 

effectô. There is perhaps an issue of nomenclature: one researcherôs óplacebo effectô is maybe 

another researcherôs ótherapeutic relationship effectô.  

In the field of prescription medications the implications of therapist effects were highlighted 

in stark terms at the APA conference (Brown, 2007) who pointed out that in the TDCRP, 

comparison of the antidepressant and pill placebo legs of the trial showed 9.1% of the 

outcome variance was due to the psychiatrist and 3.4% due to the medication; who prescribed 

accounted for 2.7 times more outcome variance than what was prescribed. The top third of 

psychiatrists achieved better outcomes with placebo than the bottom third achieved with the 

antidepressant (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 

typical drug trials include some óclinical managementô, a regular review of symptoms and 

medication with a psychiatrist. This could account for at least some of the apparently large 

effects of pill placebos in depression RCTs.  

Nevertheless, whilst anti-depressants might appear to have only small effects on outcome it 

was important to consider in this research whether any apparent effect of person-centred 

therapy could be due to concurrent medications.  
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3.2.8 Dose effect relationships  

Medications are often considered to be ódose-dependentô and this concept may also be 

applied to psychotherapy where there can also be dose-effect relationships (Barkham, et al., 

2006) although see papers by Stiles starting from 1986 and reviewed above re. óabuse of the 

drug metaphorô. The number of sessions 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 ódoseô by the use of a client-internalised ógood enoughô level of outcome 

(Barkham, et al., 2006).  

In the context of óoutcomes managementô some researchers have sought to understand the 

dynamics of change, e.g. Stulz, Lutz, Leach, Lucock, & Barkham (2007) looked at 192 

clients session-by-session for the first six sessions and identified five óchange groupsô that 

clients could be fitted into, and Stulz, Thase, Klein, Manber, & Crits-Christoph (2010), 

identified 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 process-outcome research to better 

understand linear cause and effect (cf. Burns & Spangler, 2000). The ósudden gainsô literature 

(e.g. Tang, De Rubeis, Hollon, Amsterdam, & Shelton, 2007) could be considered 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 change as a function of time. Stiles, et 

al. 1998 discovered a complex interplay of symptom changes correlated with alliance at 

different stages. Subsequently, Svartberg, Seltzer, Choi, & Stiles (2001) investigated 

cognitive change before, during and after short-term dynamic and non-directive therapies in a 

preliminary growth modelling study and found that ópatients in both conditions changed 

significantly after pretherapy evaluation and diagnostic interviews as well as during the 

second half of therapyô (p. 201). Both conditions led to cognitive changes and this 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 person-centred 

psychotherapy.   

In the section on óthe case against Rogersô mention was made of Lesser (1961). Gurman 

(1977) stated that the approach Lesser had taken was an appropriate one, and this was further 

supported by the óabuse of the drug metaphorô work. It seemed plausible that Lesserôs 
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research may have been affected by a dose-response effect in that the clients at Lesserôs 

college had to have their outcomes measured to fit in with his PhD, rather than when they had 

finished therapy. The previously mentioned meta-analysis of Minami, et al. (2007) quantified 

a dose-effect relationship with the Hamilton Rating Scale for Depression (HRSD) which they 

quantified as +.053 ES(d) per week. 

It was important for this research to consider dose-response effects for both the outcomes and 

process-outcomes part of the experimental work.  

 

3.2.9 Concluding comments on process -outcome research  

This section has reviewed the process-outcome literature to the benefit of both the findings 

therein with regards to the possible impact of the therapeutic relationship on outcomes and 

the research methodologies to test this. The comments made by reviewers of the early 

research on Rogersô theory were helpful in pointing the way for this research e.g. Gurman 

(1977), Lambert et al. (1978), Watson (1984). The subsequent óabuse of the drug metaphorô 

papers clearly helped the whole field, as well as this research. The findings reviewed in the 

causation approaches, common factors, meta-analytic approaches and recent studies sections 

served to both inspire the author to attempt the process-outcome 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 methods employed therein but factors to consider. Two factors to 

consider for both the outcomes and process-outcomes work were the impact of anti-

depressant medication and dose-effect relationships.  

The next section looks at the design of the experimental part of this research, in terms of an 

overview of design issues and separate sections on measuring outcomes and measuring 

process-outcome correlations.  
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3.3 Research Design.  

3.3.1 Overview of design issues .  

The ógold standardô research design favoured by NICE and APA in making evidence-based 

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 evaluating public health interventions (Victora and Bryce, 

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 recently; the TREND statement (Transparent Reporting of 

Evaluations with Non-randomised Designs sought to remedy this (Des Jarlais, Lyles, Crepaz, 

& TREND Group, 2004). This research is presented in accordance with TREND guidelines 

and the publication guidelines of the APA (American Psychological Association, 2001).  

The present research was an attempt to look at whether person-centred therapy had any 

helpful impact (outcome study) and whether any outcome might be related to the therapeutic 

relationship as defined by Rogers (process-outcome study). Without a budget to do a 

randomised controlled trial (RCT) this research was structured as an evolving non-controlled 

naturalistic study of person-centred therapy as practised by the author, in the authorôs private 

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 a single group waitlist own-control quasi-experiment; with a short un-

standardised wait period (Cook & Campbell, 1979). Additionally data was collected on 

medication usage by clients and the impact of concurrent medication could also be assessed. 

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 contrast to the huge and highly structured 

endeavour that Rogers and colleagues undertook that took many years, had hundreds of 

people involved, cost many millions of pounds in todayôs money and was only partially 

successful in research terms (Rogers, 1967, Weston, 2005).  

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 piece Rogers (1985) wrote ótowards a 

more human science of the personô, that sought to encourage research beyond only 
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óquantitative researchô may have played an influence in discouraging proponents of the 

óperson-centred approachô from doing quantitative research. It was perhaps because of the 

influence of this that when the present author sought to recruit person-centred therapists to 

participate in the quantitative research reported herein some responded in terms approaching 

óitôs the devilôs workô and at the very least ódisrespectful to clients to ask them to fill  in 

questionnairesô.  

 

Firstly, this section looks at issues surrounding the measurement of outcomes and secondly 

issues surrounding the measurement of process-outcome correlations are 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 are frequently used for these 

comparisons, often based around diagnostic criteria for particular illnesses (American 

Psychiatric Association, 2000). Quantitative instruments may be based on the observations of 

clients, therapists or observers: all of the quantitative instruments used in this research were 

client completed questionnaires. Rogersô hypotheses required the client be the source of the 

outcome ratings, although this is not without problems, for example clients who like their 

therapist may favourably evaluate outcome, shared method variance, and so on (Watson, 

1984). There are strengths and weaknesses associated with the source of the outcome 

evaluation (Hill & Lambert) and for this research the most theory-specific perspective was 

that of the client. Additionally there were insufficient resources to use further outcome 

assessment perspectives such as therapists, judges, clinical experts, significant others, etc.    

To be effective questionnaires must fulfil certain criteria (Hill & Lambert), e.g. content 

validity ï ensure the questionnaire does in fact measure what it sets out to measure (Beck & 

Steer, 1993, pp. 10-12); criterion validity ï the questionnaire discriminates between those 

with and without a particular condition (Beck, Steer, & Brown, 1996, pp. 34-35); construct 

validity ï the degree to which the measure has the theoretically expected relationship with 

other variables (Dekeyser, Prouty, & Elliott, 2008, p. 47) e.g. a depression measure should 

correlate with other depression measures (Beck et al., 1996, pp. 25-28); test-retest stability ï 

clients receive similar scores for similar underlying conditions (Beck et al., 1996, p. 25); 
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reliability ï the questionnaire has internal consistency, measured using coefficient alpha, to 

ensure all items on the questionnaire are measuring a related phenomenon (Field, 2005, 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 statistical test would be a repeated measures 

analysis of variance (Field, 2005, pp. 427-482) to see if there was a statistically significant 

change.     

A simple pre and post outcome test takes no account of what change might occur ónaturallyô, 

without an intervention, the so-called ónatural historyô of a particular clinical issue (Minami, 

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 treated 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 samples t-test (Field, 2005). An 

RCT randomises clients to treatment and no-treatment conditions to provide an opportunity to 

discover whether the treatment has any marginal benefit over natural history. This assumes 

that randomisation ensures that clients in both conditions are similar, although this 

assumption may not be borne out, for example the treatment preferences of clients in 

randomised controlled trials may impact the therapeutic alliance and hence outcome in 

randomised controlled trials (Iacoviello, et al,, 2007). These authors recommended patient 

treatment preferences need to be considered and controlled for in RCT settings and concluded 

that óbecause of the potential of preferences on how alliance develops, naturalistic 

psychotherapy studies in which the impact of such factors is minimised may be warranted to 

augment findings from RCTsô (Iacoviello, et al., 2007, p. 197). An alternative to an RCT 

design is to precede treatment with a wait period and to compare changes under both 

conditions. Statistically an advantage of this approach is that variation between clients is 

minimised (they are the same people under different conditions), this is termed a órepeated 

measures designô (Field, 2005) and the appropriate statistical test would be a repeated 

measures analysis of variance. A disadvantage of this approach is that people who may óget 

betterô in the wait phase of the research may not participate in the treatment phase and be lost 

to the analysis.  

In a clinical trial setting outcome research is referred to as óefficacy researchô and in a 

naturalistic setting outcome research is referred to as óeffectiveness researchô (Hill & 
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Lambert, p. 115, Beutler, et al., 2004, p. 227). As this research was carried out in naturalistic 

settings it was referred to as óeffectivenessô research.  

Rogers and colleagues (Rogers & Dymond, 1954) struggled with the ethics of denying 

patients treatment by randomising them to a óno treatment conditionô and used a wait-list 

control method. In this research, where there was a ówaitô this was measured to provide a 

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 (2010) recently reviewed óchange process researchô, research that seeks to understand 

the processes whereby change takes places in psychotherapy. He described four types of 

change process research: proces-outcome, helpful factors, sequential process and significant 

events. Building upon previous work (Cook & Campbell, 1979, Haynes & O'Brien, 2000) 

Elliott attempted to assess the strengths and weaknesses of each of these four methodological 

groups in providing direct causal evidence for change in psychotherapy. It was important to 

note that quantitative process-outcome research was not the only approach to casual inference 

and this has strengths and weaknesses.  

Compared with the causal inference criteria Elliott identified, he considered that process-

outcome research could show covariation, one of the criteria described by Haynes and 

OôBrien. With optimal research design process-outcome research could demonstrate temporal 

precedence of putative cause on subsequent effect, could consider alternative causes (see 

below), and could demonstrate construct validity of cause and effect. However, on its own 

process-outcome research could not provide a plausible explanation for the proposed cause 

nor necessarily provide evidence that was directly relevant to clinical practice. In summary 

process-outcome research provides a part of the evidence linking putative casual process to 

outcome and not the whole of the required evidence. It was therefore important to place the 

findings from such reseach into an appropriate context and draw carefully considered 

appropriate conclusions about the generalisability of any findings.  

Elliott concluded that process-outcome research may have been overused and that the other 

methods identified provided a necessary complement to the strengths and weaknesses of 

process-outcome research; an argument for ósystematic methodological pluralismô. However, 
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óat the same time I must confess a continuing fondness for the process-outcome design in 

spite of the controversy over its use, particularly if practical self-report measures of process 

(e.g. client ratings of the alliance) are used and temporal precedence is carefully consideredô 

(p. 132).   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



100 

 

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 are stated in testable 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 person-centred 

psychotherapy and to do with the need to see if the therapeutic relationship as defined by 

Rogers had anything to do with the outcomes of person-centred psychotherapy. As with the 

literature just reviewed, some overlap is inevitable in highly enmeshed concepts, however, 

for the sake of clarity these reasons are described in separate groupings.  

 

a) Outcomes research 

There was a need to research the clinical effectiveness of person-centred psychotherapy.  

Reviewers of therapy want evidence of effectiveness when they seek to make evidence-based 

recommendations e.g. American Psychological Association, Division of Clinical Psychology, 

Task Force on Promotion and Dissemination of Psychological Procedures (1995), Chambless 

and Hollon (1998), NICE (2004a, 2004b, etc.). These reviewers found insufficient evidence 

of empirical support for person-centred psychotherapy, in particular for depression and 

anxiety. Depression and anxiety are common problems affecting very many people with a 

large economic cost NICE (2004a, 2004b). There was a need to research the effectiveness of 

person-centred psychotherapy for depression and anxiety.  

Reviewers of the effectiveness of psychotherapy want outcome measures to be diagnostic-

specific (NICE 2009a) and there was a need to research the effectiveness of person-centred 

psychotherapy for depression and anxiety with diagnostic-spectific measures e.g. BDI-II and 

BAI used in this study are widely accepted diagnostic-specific measures. In addition it was 

reasonably standard practice in the UK to use CORE-OM 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 was some evidence for the effectiveness of person-centred psychotherapy (e.g. 

Elliott et al., 2004) this has not been accepted by all reviewers, e.g. NICE (2009a). Whilst 

some academics (D. Cramer, personal communication, 24
th
 February 2011) have argued that 

the case for person-centred therapy has already been made by research such as Ward, et al. 

(2000) this has not led to recommendation by NICE (2009a). In addition to single studies 

reviewers also want replication (Chambless and Hollon, 1998) and ideally the contribution of 

several/many studies to a meta-analysis, or similar. There is perhaps something of a óweight 

of evidenceô argument here that suggested that the more studies the better and there was a 

need for this research to contribute to the evidence-base.   

Ideally reviewers of therapy research want evidence from RCTs, or other ówell-controlled 

studiesô (NICE, 2004b) cf. Westen, et al. (2004), Victora, et al (2004), Schwartz, et al. 

(2004). The present author did not have the resources to conduct an RCT, however a 

naturalistic study of the kind described in this thesis could make the case for investment in an 

RCT. Furthermore, in the absence of RCT evidence, the NICE hierarchy of evidence was to 

accept evidence from ówell controlled trialsô, behind RCT evidence but ahead of óexpert 

viewô. The extent to which this research was ówell controlledô is a judgement for the reader, 

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 asked to do some visiting lectures, made conference presentations, 

etc. There was a need for this research to demonstrate that person-centred therapy could be 

subject to outcomes research cf. some therapistôs views re. Rogers (1985). There was a need 

for this research so that the present author, and hopefully others, would make the collection 

of outcomes data a routine part of practice (Evans, et al., 2002) and the presentation of 

quantitative person-centred research a possibility. There was a need for this research for 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 been shown to moderate the effect of therapy (Shimokawa, et al. 

2010) and there was a need for this research to test whether some aspects of outcomes 

management could be applied to person-centred psychotherapy.  

Critics of naturalistic research have pointed to rival hypotheses that could explain outcome, 

rather than the psychotherapy intervention, e.g. Clark, et al. (2007) pointed to a number of 

alternative hypotheses re. Stiles, et al. (2007). There was a need for this research to examine 

the validity of these rival hypotheses and related ones to attempt to rule these in or out, as 

appropriate, in an attempt to make the outcomes observed as a consequence of person-centred 

psychotherapy ówell controlledô.  

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 these were a) the presence of a 

co-morbid disordered personality process as this was known to reduce the size of outcome 

effects (Clarkin & Levy, 2004); b) the impact of the number of sessions clients have, the 

dose-response effect (Barkham, et al., 2006, Minami, et al., 2007), especially as some of the 

clients at the research sites would have limits on the number of sessions they could attend, 

and; c) the impact of concurrently administered medications, as these were intended to 

improve conditions such as depression and anxiety, although some research suggested this 

may not be the case in 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 need for this research to utilise the 

TREND reporting guidelines to uphold the quality of the research.  

Combining the views of the critics and supporters of naturalistic research there was a need for 

this research to report pre-post outcomes, LOCF outcomes and reliable 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 straight-forward cf. non-central t 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 

impact of ómissing casesô on pre-post effect sizes and reliable change percentages, b) the 

effect of regression to the mean on pre-post effect sizes, c) the impact of concurrently 
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administered medications, d) the prevalence of disordered personality processes, e) whether 

these outcomes were simply the óbestô or óeasiestô clients, and; f) the impact of time. The 

impact of time manifests itself in a number of ways and there was a need for this research 

(where possible) to consider: a) wait-controlled effect sizes for those clients who acted as 

their own wait list control, b) the impact of time on progress during wait and treatment, to 

control for different length wait and treatment periods and to consider dose-response effects, 

and c) to compare the clients who acted as their own wait list control with those 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 comparable ówell controlledô naturalistic outcomes 

study of person-centred psychotherapy and this 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 ócounsellingô used correctly specified forms of the 

treatement cf. Bryant et al. (1998), Bryant et al. (1999). There was a need to research the 

effectiveness of person-centred psychotherapy provided by therapists trained in the approach. 

In particular a large part of the ótherapy work-forceô in the UK were trained in person-centred 

psychotherapy. There was a need for this research to help consider whether these people 

should re-train to offer CBT, perhaps as part of IAPT.  

There was a need for this research so that person-centred 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, methodologies and measures 

that contemporary researchers would not now recognise as óacceptableô nor pass peer-review. 

Research methodologies evolve and it is not possible to stand still with the sense of óall the 

research that was needed is now doneô because research techniques are continually being 

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 person-centred psychotherapy 

outcomes research.  
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b) Process-outcomes research 

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 evidence-based such that there 

is a óconvincing causal explanation of the processô (Elliott, 2010, p.123). 

The literature review showed that the early tests of Rogers hypotheses were largely 

unsuccessful (e.g. Rogers, 1967) and where there was any apparent ósuccessô these findings 

were largely rejected by subsequent researchers/reviewers e.g. Gurman (1977), Lambert, et 

al. (1978), Watson (1984). Some subsequent research has established process-outcome 

correlations for some of the elements of Rogersô theory e.g. empathy, see Elliott, et al. 

(2010). Watson made the case that a thorough test of Rogersô theory should test all the 

relationship elements simultaneously and for ócongruentô as well as óincongruentô clients. 

Some subsequent research has established a causative effect for some of the relationship 

elements e.g. Zuroff and Blatt (2006). However, Zuroff and Blatt tested a factor composed of 

three of the four relationship elements in non-person-centred therapies for depressed and 

therefore presumably óincongruentô clients.    

There was a need for this research as a simultaneous test of all of the Rogerian relationship 

elements with both ócongruentô and óincongruentô clients. There was a need for this research 

to see if any observed effect of person-centred psychotherapy had anything to do with the 

therapeutic relationship.  

The present author 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 person-centred psychotherapy and this was one of the things 

that made this research unique.  

The impact of the therapeutic relationship is foundational to the person-centred approach. 

Whilst training the present author made the observation that ótheory was something for the 

therapist to believe in when the going got toughô. If therapists are to óbelieveô in their theory 

the theory must be supported by evidence. This research was needed for the present author, 

and perhaps for some other person-centred psychotherapists, to support the theory and in so 

doing to support clients ówhen the going gets toughô.  

The research review showed that there have been lots of studies with non-person-centred 

therapies that have found process-outcome correlations with a number of relationship 
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elements, including the working alliance. As previously described person-centred therapy 

would do well to participate in the evolution of research methodologies and this research was 

needed to hopefully encourage other person-centred researchers to do further change-process 

research. In addition, this 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 twenty-first 

century whose authors were engaged in highly sophisticated methodological and statistical 

techniques that were shedding new light on previously un-examined areas, some of them 

predicted by person-centred theory/practice, mainly not carried out by researchers from the 

person-centred approach. Clearly there is a risk that person-centred psychotherapy will get 

left behind if its proponents donôt know how to do the research. This research was needed to 

hopefully inspire others to become involved in these developing areas.  

Some of the insights being developed, for example the potentially causative nature of the 

therapeutic alliance for clients with disordered personality processes (Strauss et al., 2006) led 

to at least one of the authors to focus on óidentifying therapist strategies associated with better 

and worse early alliances and rupture outcomes to improve treatment retention and treatment 

outcomes in this prevalent and challenging populationô (p. 344). This looks like something 

person-centred therapists should know about and could make a contribtion to, but not if they 

are not participating in quantiatitive research. Again, this research was needed to encourage 

other person-centred therapists into the field of quantitative research, where given the 

encouraging research evidence for órelationship elementsô (Norcross, 2010) there would seem 

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. dose-effect relationships, medication status, disordered personality process, 

etc.) this research needed to consider the effects of these on putative process-outcome 

correlations for the therapeutic relationship with depression, anxiety and distress outcomes.  

Gurman (1977) stated that Lesserôs (1961) study was the only study, in his review of the 

impact of Rogerian conditions on outcome, that controlled for the pre-test variable and whilst 

this research used an appropriate methodology it was a null finding. The review by the 

present author identified that Lesserôs study may have been subject to what is now termed 

dose-effect (Barkham, et al., 2006) and that this potentially confounding variable could 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). Considering issues such as these made the present author consider that it might be 

possible to identify a statistically significant effect for the process-outcome correlation where 

previously this had not been identified. This was especially encouraged by the findings in the 

literature review e.g. alliance-outcome correlations (Horvath, et al., 2010), putative impact of 

client-variables on ratings of therapists (Baldwin, et al., 2007, Crits-Christoph, et al., 2009), 

etc.   

In addition to considering the effect of some other variables this research needed to consider 

the impact of outlier and influential cases in the process-outcome correlations. Again this was 

an encouragement that a statistically significant finding could be made where none had 

previously been found.  

This research was needed to consider 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 variables and extreme cases and this was one of the things that 

made this research unique. 
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4.2 Overview of hypotheses to be tested  

 

In summary, the 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 

at the authorôs private practice (PP). In addition to examining the clinical effectiveness, 

evidence was also sought as to the role of the therapeutic relationship in predicting outcome. 

Rogersô theory (1957, 1959) was that the therapeutic relationship as defined by client 

perception of the therapistôs provision of congruent empathy and unconditional positive 

regard was responsible for outcome.  

This study was primarily designed to look at outcomes by comparing pre-therapy and post-

therapy responses to self-completion questionnaires and to look at the impact of the 

therapeutic relationship as scored by the client as a putative predictor of outcome.  

 

In general terms the hypotheses were that: 

A. Outcomes - Comparing where a client started from, to where a client was at the end of 

therapy; on average clients would improve such that measures of depression, anxiety and 

distress would show statistically significant improvements (p < .05).  

B. Process ï Any observed change in depression, anxiety or distress symptoms, as measured, 

would be at least partially predicted by the therapeutic relationship, as measured, to a 

statistically significant extent (p < .05).  

 

Beyond these hypotheses further analyses were required to seek to control for other variables 

in both the outcomes and process-outcomes parts of the study.   

Once appropriate psychological measures were identified for the constructs to be tested the 

precise hypotheses were specified in terms of the psychological instruments to be used and 

their scoring protocols. The method section gives further information about each of the 

psychological instruments used (their scoring protocol, reliabilities, clinical cut-offs, etc.) and 

the rationale for the nature of the precise hypotheses (clinical cut-off scores). However, in 
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order to state in precise terms the hypotheses being tested in this section, in summary the 

psychological instruments used were as follows: 

 

¶ Beck Depression Inventory (BDI-II) a client completed standard measure of 

depression (Beck, et al., 1996). 

¶ Beck Anxiety Inventory (BAI) a client completed standard measure of anxiety (Beck 

& Steer, 1993). 

¶ Clinical Outcomes in Routine Evaluation ï Outcome Measure (CORE-OM) a client 

completed measure of subjective distress widely used in psychological therapy 

services, including within the NHS (Barkham, et al., 2006). 

¶ Personal Beliefs Questionnaire (PBQ) a client completed measure of beliefs 

associated with disordered personality process (Beck, et al., 2004) thought to have 

some predictive ability with diagnostic status (Beck, et al., 2001). 

¶ Barrett-Lennard Relationship Inventory (BLRI) a client completed measure of the 

therapeutic relationship (Barrett-Lennard, 1962) as defined by Rogers (1957) and 

used by Rogers at Wisconsin (1967). 

 

The outcome hypotheses were chosen because, as described above, NICE has produced 

clinical guidelines for depression and anxiety and CORE-OM distress is a widely used 

psychotherapy outcome measure. The predictor hypotheses were chosen because, as 

described above, these are related to the theory of the person-centred approach.  

 

The precise hypotheses to be tested were defined as follows in the next section.  
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4.3 Specific hypotheses to be tested  

 

A. Outcome Hypotheses 

A.1 Depression Outcomes 

H0 Null hypothesis ï mean client BDI-II scores do not improve (amongst clients who start 

therapy with a clinical level of depression (BDI-II > = 14) and have a subsequent 

measurement of their depression).  

H1 Experimental hypothesis ï mean client BDI-II scores improve, p < .05 (amongst clients 

who start therapy with a clinical level of depression (BDI-II > = 14) and have a subsequent 

measurement of their depression). 

 

A.2 Anxiety Outcomes 

H0 Null hypothesis ï mean client BAI scores do not improve (amongst clients who start 

therapy with a clinical level of anxiety (BAI > = 8) and have a subsequent measurement of 

their anxiety).  

H1 Experimental hypothesis ï mean client BAI scores improve, p < .05 (amongst clients who 

start therapy with a clinical level of anxiety (BAI > = 8) and have a subsequent measurement 

of their anxiety). 

 

A.3 Distress Outcomes 

H0 Null hypothesis ï mean client clinical CORE-OM scores do not improve (amongst clients 

who start therapy with a clinical level of distress (CORE-OM score > = 10) and have a 

subsequent measurement of their distress).  

H1 Experimental hypothesis ï mean client CORE-OM scores improve, p < .05 (amongst 

clients who start therapy with a clinical level of distress (CORE-OM score > = 10) and have a 

subsequent measurement of their distress). 
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B. Predictor Hypotheses  

B.1 Prediction of Depression Outcomes 

H0 Null hypothesis ï BLRI scores do not predict subsequent BDI-II scores at a statistically 

significant (p < .05) level whilst controlling for start BDI-II scores.  

H1 Experimental hypothesis ï BLRI scores predict subsequent BDI-II scores at a statistically 

significant (p < .05) level whilst controlling for start BDI-II scores.  

 

B.2 Prediction of Anxiety Outcomes  

H0 Null hypothesis ï BLRI scores do not predict subsequent BAI scores at a statistically 

significant (p < .05) level whilst controlling for start BAI scores.  

H1 Experimental hypothesis ï BLRI scores predict subsequent BAI scores at a statistically 

significant (p < .05) level whilst controlling for start BAI scores.  

 

B.3 Prediction of Distress Outcomes  

H0 Null hypothesis ï BLRI scores do not predict subsequent CORE-OM scores at a 

statistically significant (p < .05) level whilst controlling for start CORE-OM scores.  

H1 Experimental hypothesis ï BLRI scores predict subsequent CORE-OM scores at a 

statistically significant (p < .05) level whilst controlling for start CORE-OM scores.  

  

Beyond these formal statements of the hypotheses further analyses were required to control 

for the effects of other variables on both outcomes and process-outcomes and 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 follows. The case was made for this research 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 process-outcomes parts of the research. Beyond, 

a need to perhaps re-orientate person-centred psychotherapy research in the direction of more 

quantitative research that the present author perceived, at summary level this research was 

needed to:  

1. Add to the evidence-base for outcomes as a consequence of person-centred 

psychotherapy, especially in terms of distress (CORE-OM), to put this on a 

comparable base with other psychotherapy outcome studies and through the use of 

diagnostic-specific measures for depression (BDI-II) and anxiety (BAI).  

2. Conduct this naturalistic outcomes research in such a way as to make this a ówell 

controlledô study in its context by a thorough examination of rival hypotheses. This 

was one of the things that made this research unique to the knowledge of the present 

author. 

3. Examine whether there was statistically significant prediction of outcomes, whilst 

controlling for the pre-test measure, from the prior measurement of all four of the 

Rogerian ótherapeutic conditionsô with both congruent and incongruent clients, this 

was one of the things that made this research unique to the knowledge of the present 

author.  

4. Conduct this naturalistic process-outcomes research on the impact of the therapeutic 

relationship as defined by Rogers, in such a way as to make this a ówell controlledô 

study in its context by a thorough examination of some 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 formal hypothesis testing structure to this research, items 1 and 3 in the above list 

would be reported as óresultsô (the formal hypotheses) and  items 2 and 4 (the control aspects 

of the analyses) as ófurther resultsô. The outcome results (1) would thus be put into context by 
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the consideration of rival hypotheses (2) and the process-outcome results (3) put into context 

by the consideration of potentially confounding variables and extreme cases (4).   

The next section describes the Method, this section is followed by the Results section and the 

Further Results section. Finally a Discussion is provided.  
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5. Method  

 

In general terms the method of examining the clinical effectiveness of the person-centred 

approach and the impact of the therapeutic relationship was to look at client self-reported 

changes using validated outcome questionnaires, comparing pre-therapy with post-therapy 

scores, and to look at the clientôs score of the therapeutic relationship, using a validated self-

completion questionnaire, as a putative predictor of outcome. 

In order to test the hypotheses and rival hypotheses the research literature was consulted, in 

particular the methodologies literature, which as well as those items mentioned above also 

included a range of different studies, not referenced here, plus some key methodological 

texts, for example Cook and Campbell (1979), House (1980), Snow and Wiley (1991), 

Cambell and Russo (1999), Bickman (2000), and Mcleod (2003). In addition the following 

professional guidelines about research reporting and conduct were consulted: American 

Psychological Association (2001), British Association for Counselling and Psychotherapy 

(BACP, 2004a) and BACP (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 measure of clinical distress (CORE-OM) as an outcome measure, then added 

in firstly a measure of depression outcome (BDI-II) and secondly a measure of anxiety 

outcome (BAI). When the research was extended to the UCS site some clients waited for 

therapy and the length of the wait was measured, together with changes in the outcome 

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 for these. A process 

measure was added, the Barrett-Lennard Relationship Inventory, a measure of the therapeutic 

relationship as defined by Rogers. Subsequently the outcome measures were rationalised such 

that depression (BDI-II) 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 and anxiety outcomes, since presence of a co-

morbid personality disorder was known to impact outcomes (Clarkin & Levy, 2004).  
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5.1 Participants  

 

5.1.1 Clients  

The client sample was of 321 clients, 137 clients from the authorôs Private Practice (PP) and 

184 clients from the University Counselling Service 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 clients 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 about counselling 

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, either as pre-qualification students or 

as post-qualification staff, were invited to participate. Only post-qualification staff conducted 

exploratory sessions. Not all of the UCS therapists doing exploratory sessions were 

participating in the research, only those who were participating invited clients to take part in 

the research. There were no formal protocols to support decision-making for the judgements 

about priority and suitability for trainee. 

This was intended to be a naturalistic study of bona fide clients, being seen for therapy, as 

opposed to a ólaboratory studyô so there were no inclusion or exclusion criteria; all clients 

attending for their initial session were simply invited to take part in the research. For the 

analyses certain inclusion and exclusion criteria were used (e.g. depression outcomes for 

those clients starting with a clinical level of depression, etc.) and these are specified below 

(sections 6 and 7).  

The study was started with the intention that the methodology evolve during the study and no 

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 submission), as was the preceding Masters 

Research. Appendix 1 shows the detail of the recruitment and information/consent 

procedures, together with the handouts used by clients and therapists to opt into the research.  



115 

 

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 provided (Figure 

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 

these 146 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; A further 11 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. therapist subsequently opted out of actively doing the 

research. Therefore 87 clients óin the researchô (146 minus 59) began counselling at the UCS, 

of these 47 completed all three outcome questionnaires at their last counselling session (a 48
th
 

client completed just one 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 therapist described as ómutually agreed and 

satisfactoryô endings. The 47 clients who completed all of the last session paperwork 

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 

óproper endingsô and completed the outcome measures at the various stages. Note that ótypes 

of endingô were recorded by therapists and may not accord with client perspectives on this.  
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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 Practice (Figure 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:  

 

¶ 12 completed only a CORE-OM questionnaire at the start of therapy, all completed a 

subsequent CORE-OM questionnaire 

¶ 1 completed only a BDI-II questionnaire at the start and completed a subsequent BDI-

II questionnaire 

¶ 1 completed only a BAI questionnaire at the start and completed a subsequent BAI 

questionnaire 

¶ 1 completed both a CORE-OM and BDI-II questionnaire at the start and subsequently 

re-completed both questionnaires 

¶ 61 completed both BDI-II and BAI questionnaire at the start, subsequently: 

Á 22 completed both BDI-II and BAI 

Á 13 completed BDI-II only (this was partly because of ómeasure 

depression before anxietyô (Newman, et al., 2006)) 

Á 3 completed BAI only  

Á 23 did not complete either a BDI-II or a BAI: 

¶ 55 completed CORE-OM, BDI-II and BAI at the start, subsequently: 

Á 22 completed CORE-OM, BDI-II and BAI 

Á 1 completed CORE-OM only 

Á 5 completed BDI-II only (this was partly because of ómeasure 

depression before anxietyô (Newman, et al., 2006)) 

Á 1 completed BAI only  

Á 6 completed CORE-OM and BDI-II  

Á 6 completed BDI-II and BAI 

Á 14 did not complete either CORE-OM, BDI-II or BAI  

¶ 6 completed only PBQ at the start   

 



118 

 

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 outcome measurement. Of these 

37 clients with no subsequent outcome measure there were 9 clients who had non-clinical 

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 measurement; 23 clients 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 sessions each. 
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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 person-centred 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 reference number with 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 more than 27 therapists 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 subsequent 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+ therapists, 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 saw 1-5 clients each; eleven therapists saw only one client each. At the UCS 

27+ therapists saw clients óin the researchô, although only 18 therapists had clients complete 

outcome questionnaires at their last session. Of these 18 therapists, 12 were studying for a 

diploma in person-centred counselling and 6 were post qualification, with an average of 7 

years post qualification experience (range for post-qualification experience 2-20 years). All 

but two of these 18 therapists completed information about themselves, so some demographic 

information is available for 16 therapists. The two therapists 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 female. At the start of the research the average age of 

the therapists was 43 years (range 28-63 years); 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 was no formal check on adherence to treatment approach and no treatment manual; 

however, given this was a person-centred counselling service, partly staffed by students on 

placement from a person-centred diploma course, the UCS expected that person-centred 

therapy would be offered to clients, as defined by Rogers (1957, 1959). To some extent the 

BLRI was a check on adherence since Rogersô theory was that the therapist provide 
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congruent empathy and unconditional positive regard and the BLRI was a measure of the 

clientôs perception of these óconditionsô.  

 

5.2 Measures 

 

5.2.1 Outcome measures 

 

a) Depression (BDI-II)  

A standard measure of depression was used (Beck et al 1996) that has been widely used in 

research (Minami, et al., 2007). Clients respond to 21 questions by circling one of four 

response options for each question, each response carries a score of 0, 1, 2 or 3 points. The 

maximum possible score is 63 and the authors defined total scores as: 0-13 minimal 

depression (ónon-depressedô), 14-19 ómild depressionô, 20-28 ómoderate depressionô and 29-

63 ósevere depressionô. The authors reported a test-retest stability of .93 (p < .001) and an 

internal consistency of .92 (coefficient alpha). For the 303 clients who completed a BDI-II 

questionnaire at the first time of asking the coefficient alpha was found to be .900 for the 21 

items of the BDI-II, this was slightly lower than that reported by the authors.  

At the first time of completion for these 303 clients the mean BDI-II score was 22.41 (SD 

10.68, range 0-56) with a distribution that was significantly different from normal, K-S 

D(303) = .07, p = .002. Using the method recommended in the literature to calculate reliable 

change (Jacobson & Truax, 1991) this suggested a Standard Error of measurement for the 

BDI-II questionnaire of 2.83 (SE = S1Ѝ(1- rtest-retest), where S1= 10.68 and rtest-retest = .93). The 

óspread of the distribution of change scores that would that would be expected if no actual 

change had occurredô (p. 14) was given by Sdiff and this was calculated from the Standard 

Error (Sdiff = Ѝ(2(SE)
2
), where SE = 2.83) to give a value of 4.00. For 95% confidence of 

reliable change 4.00 was multiplied by 1.96, the z-value corresponding to p < .05, (Sdiff x 

1.96, where Sdiff = 4.00) to give a value of 7.83; being the number of BDI-II points change 

required for 95% confidence that reliable change had occurred in a clientôs pre and post BDI-

II scores. Table 2 shows the relevant data and calculations for all measures. 
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Whilst the distribution of BDI-II 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 the analysis. This was to retain the ability to compare outcomes from this study 

with other studies, the benchmarking objective, and also to retain simplicity. It was found that 

the BDI-II scores at the first time of completion could be transformed to a distribution not 

significantly different from normal by adding 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, K-S D(303) = .05, p = .083. The transformed data had a 

mean of 5.03 (SD 1.07). Working this through gave a reliable change index of .786 for the 

transformed data. If ã(BDI-II start + 4) minus ã(BDI-II end + 4) > .786 then reliable change 

had occurred, e.g. If BDI -II at the start was 19 and subsequently 12 this was a reliable change 

at better than 95% confidence because ã(19+4) - ã(12+4) = .796 which is > .786. This was 

not very convenient for clinical use and 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, RCI) for 95% 

confidence in each outcome measure: Data from this research.   

Measure n r
a
 Mean  

of first 
measure 

S1 = Standard 

Deviation of 

first measure 

Std Error SE 

= S1Ѝ(1- r) 

Sdiff = 

Ѝ(2(SE)
2
) 

RCI =  

Sdiff x 1.96 

RCI/Mean 

(%) 

BDI-II  303 .93 22.41 10.68 2.83 4.00 7.83 34.9% 

BDI-II 

transformed  

303 .93 5.03 1.07 0.28 0.40 0.79 15.6% 

BAI 301 .75 16.61 10.14 5.07 7.17 14.06 84.6% 

BAI 

transformed 

301 .75 4.02 1.22 0.61 0.86 1.69 42.2% 

CORE-OM 251 .90 17.02 6.10 1.93 2.73 5.34 31.4% 

Note: 
a
 Test-retest stability. 

b
 BAI subscale. 

c
 CORE-OM subscale. 

 

b) Anxiety (BAI)  

The Beck Anxiety Inventory (BAI) (Beck & Steer, 1993) is a standard measure of anxiety 

that has been widely used in research (NICE, 2004a) and with a similar scoring pattern to 

BDI-II. The maximum possible score is 63 and the authors defined total scores as: 0-7 
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minimal anxiety (ónon-anxiousô), 8-15 ómild anxietyô, 16-25 ómoderate anxietyô and 26-63 

ósevere anxietyô. The authors suggested the scores for women may be an average of 4 points 

higher than for men (p. 5) although this author used the bandings suggested by the authors as 

above throughout this work.  

The authors reported a coefficient alpha of .92 and a test-retest stability of .75 (p < .001). For 

the 301 clients who completed the BAI on at least one occasion for this research, coefficient 

alpha was .894, lower than that reported by the authors.  

At the first time of completion the mean BAI score was 16.61 (SD 10.141, range 0-54) with a 

distribution that was significantly different from normal, K-S D(301) = .10, p < .001. Using 

the method described above (Jacobson & Truax, 1991) this suggested a Standard Error of 

Measurement for the BAI questionnaire of 5.07 (SE = S1Ѝ(1- rtest-retest), where S1= 10.14 and 

rtest-retest = .75), Sdiff was calculated from the Standard Error (Sdiff = Ѝ(2(SE)
2
), where SE = 

5.07) to give 7.17. For 95% confidence of reliable change 7.17 was multiplied by 1.96, (Sdiff 

x 1.96, where Sdiff = 7.17) to give a value of 14.06; the number of BAI points change required 

for 95% confidence that reliable change had occurred in a clientôs pre and post BAI scores 

(Table 2).  

Whilst the distribution of BAI 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 analysis, 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 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, K-S D(301) = .05, p > .2. The 

transformed data had a mean of 4.02 (SD 1.22). Working this through gave a reliable change 

index of 1.69 for the transformed data. If ã(BAI start + 1) minus ã(BAI end + 1) > 1.69 then 

reliable change had occurred. This was not very convenient for clinical use and for the 

reasons stated the data was not transformed and this point was borne in mind for the 

following analyses.  
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c) Distress (CORE-OM) 

Clinical Outcomes in Routine Evaluation Outcome Measure (CORE-OM, Barkham, et al., 

2006) is a measure of distress used widely within NHS settings (Stiles et al. 2006, 2007). 

Clients respond to 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 authors defined what they term óclinical 

scoresô by taking the total score for the questionnaire, dividing this by 34 to get an item mean 

score and multiplying this mean score by 10 to get what the questionnaireôs authors referred 

to as the óclinical scoreô. The authors defined what they term óclinical scoresô as falling into 

the following bands: 0-.6 óhealthyô, 6.2-9.7 ólowô (scores of 9.7 and below are considered 

ónon-clinicalô), 10.0-14.7 ómildô, 15.0-19.7 ómoderateô, 20.0-24.7 ómoderate-to-severeô and 

25.0-40.0 ósevereô (Barkham, et al., 2006).  

Developers of the questionnaire reported a coefficient alpha of .94 and a test-retest stability 

of .90 (Barkham, et al., 2001). The 251 clients who completed CORE-OM in this research 

had a coefficient alpha of .93 at the first time of completion. The mean CORE-OM score was 

17.02 (SD 6.10, range 1.47-33.53) with a distribution not significantly different from normal 

K-S D(251) = .04, p > .2. Using the method described above (Jacobson & Truax, 1991) gave 

a Standard Error for the CORE-OM of 1.93 (SE = S1Ѝ(1- rŬ), where S1= 6.10 and rtest-retest = 

.90), Sdiff was calculated from the Standard Error (Sdiff = Ѝ(2(SE)
2
), where SE = 1.93) to give 

2.73. For 95% confidence of reliable change 2.73 was multiplied by 1.96, (Sdiff x 1.96, where 

Sdiff = 2.73) to give a value of 5.34; the number of CORE-OM points change required for 

95% confidence that reliable change had occurred in a clientôs pre and post CORE-OM 

scores (Table 2). This compared with the questionnaireôs authors (Barkham, et al., 2006) 

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 Beliefs Questionnaire (PBQ, 

Beck, et al., 2001) was used to assess the prevalence of disordered personality processes 

amongst clients. The PBQ was developed as a self report questionnaire to discern probable 

presence of a personality disorder based on what the authors described as ódysfunctional 

beliefsô and as a possible outcome measure for therapy with clients with personality 

disorder(s). It is not unusual to seek to determine presence of a personality disorder based on 
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clientôs beliefs (Arntz, Dreesen, Schouten, & Weertman, 2004). There are eleven personality 

disorders, usually considered in the following three clusters (American Psychiatric 

Association, 2000): 

¶ Cluster A: Paranoid, Schizoid, Schizotypal.  

¶ Cluster B: Anti-social, Narcissistic, Histrionic, Borderline.  

¶ Cluster C: Avoidant, Dependent, Passive-Aggressive, Obsessive-Compulsive.  

The PBQ was designed to test for presence of ten personality disorders, all but óschizotypalô. 

The PBQ consists of an equal number of items (14) representing beliefs thought to be 

associated with avoidant, dependent, passive-aggressive, obsessive-compulsive, anti-social, 

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 personality subscale 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 attention-seeking behaviour (Butler, Brown, Beck, & Grisham, 2002). Each of 

the 126 ódysfunctional beliefsô is assessed by the client as óI donôt believe it at allô (score 0), 

óI believe it slightlyô (1), óI believe it moderatelyô (2), óI believe it very muchô (3) and óI 

believe it totallyô (4). The maximum score on each subscale is thus 56 (14 x 4 = 56). 

Permission was sought and gratefully received from the lead author (A. T. Beck, personal 

communication 20
th
 December 2007) to amend some of the item wording for a UK English-

speaking client group.  

The developers of the questionnaire (Beck, et al., 2001) provided mean z-scores for patients 

with a diagnosis of each personality disorder and instructed that the primary diagnosis was of 

the personality disorder with the highest z-score 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); a mean score of 25.6 (z-score .62) for clients with a diagnosis of 

avoidant personality disorder and a mean score of 11.3 (z-score -.69) for those without 

avoidant personality.  

The developers of the questionnaire reported a coefficient alpha of .90 amongst a group with 

mean score 18.0 (SD 11.8); a mean score of 27.8 (z-score .83) for clients with a diagnosis of 
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dependent personality disorder and a mean score of 12.2 (z-score -.49) for those without 

dependent personality.  

The developers of the questionnaire reported a coefficient alpha of .88 amongst a group with 

mean score 19.3 (SD 10.5) and a mean score of 15.3 (z-score -.38) for those without passive-

aggressive personality.  

Unfortunately the questionnaireôs authors had insufficient client numbers with a diagnosis of 

passive-aggressive personality disorder to estimate a mean clinical score. In the absence of a 

mean clinical score the approach taken was that if a client had a clinical z-score on one of the 

other subscales and the PBQ-PA z-score was higher then 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 26.3 (z-score .31) for clients with a diagnosis of 

obsessive-compulsive personality disorder and a mean score of 16.8 (z-score -.51) for those 

without obsessive-compulsive personality.  

The developers of the questionnaire reported a coefficient alpha of .81 amongst a group with 

mean score 9.3 (SD 6.8); a mean score of 11.4 (z-score .31) for clients with a diagnosis of 

anti-social personality disorder and a mean score of 8.1 (z-score -.18) for those without anti-

social personality. Note the relatively small range of 3.3 points between the mean clinical and 

non-clinical 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 18.4 (z-score 1.10) for clients with a diagnosis of 

narcissistic personality disorder and a mean score of 7.1 (z-score -.38) for those without 

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 score of 11.3 (z-score -.29) for those without histrionic 

personality.  

Unfortunately the questionnaireôs authors had insufficient client numbers with a diagnosis of 

histrionic personality disorder to estimate a mean clinical score and the approach taken in this 

was research was that as described above for the passive-aggressive subscale.  
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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 questionnaireôs authors had insufficient client numbers with a diagnosis of 

schizoid personality disorder to estimate a mean clinical score and the approach taken in this 

was research was that as described above for the passive-aggressive subscale.  

The developers of the questionnaire reported a coefficient alpha of .93 amongst a group with 

mean score 14.6 (SD 11.3); a mean score of 20.4 (z-score .51) for clients with a diagnosis of 

paranoid personality disorder and a mean score of 8.4 (z-score -.55) for those without 

paranoid personality.  

The developers of 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 of 23.9 (z-score .77) for 

clients with a diagnosis of borderline personality disorder and a mean score of 9.0 (z-score -

.65) for those without borderline personality (Beck, et al., 2001, Butler, Brown, Beck, & 

Grisham, 2002).  

 

5.2.2 Process measure 

The Barrett-Lennard Relationship Inventory (BLRI) was developed by Barrett-Lennard 

(Barrett-Lennard, 1962) in conjunction with Carl Rogers and used at the Wisconsin project 

óto measure the conditions of therapy as perceived by the individualô (Rogers, 1967, p. 32). 

Permission was granted by Barrett-Lennard for use of the BLRI in this study (G. T. Barrett-

Lennard, personal communication, 20
th
 January 2006) and his help was gratefully received in 

turning the inventory into a tick-box format (G. T. Barrett-Lennard, personal communication, 

23
rd

 March 20066), as illustrated (Figure 3) to make it quicker to complete.  
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Figure 3: Extract of Barrett -Lennard Relationship Inventory as used in this research: 

Tick box format as agreed with Barrett-Lennard.  

 

 

The BLRI used in this study was the 40 item version with four subscales each of ten 

questions designed to probe a client on their perception of their therapistôs regard, empathy, 

unconditionality and congruence with or for the client. Completion of the 40-item version at 

session five was recommended by Barrett-Lennard in the context of the proposed research 

(G. T. Barrett-Lennard, personal communication, 20
th
 January 2006). The 40-item version 

(Barrett-Lennard, 1978) was developed as a more óeconomicalô version to make data 

collection more ómanageableô (Barrett-Lennard, 1998, p. 284) and has been used by other 

researchers to satisfactory results e.g. Goldman, Greenberg, and Angus (2006).  

The scoring key of the BLRI meant that clients were forced to choose to agree or disagree 

with a statement about their therapist; there was no óneither agree nor disagreeô option. There 

were both positive and negatively worded response items. The scoring was designed such that 

aspects of what Rogers considered a ógoodô relationship (Rogers, 1957) were scored with a 

maximum score of 6, or 5, or 4; aspects of a óbadô relationship were scored with a minimum 

score of 0, or 1, or 2, such that there is no mid-score of 3 available. The maximum score a 

perceived therapeutic relationship could have was 240 (40 x 6 = 240) and the minimum score 

was 0 (40 x 0 = 0). A review of the research using the BLRI (Gurman, 1977) found the mean 

internal reliability coefficients across 14 studies to be .91 and the mean test-retest stability 
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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 118 clients who completed a BLRI in this study the alpha coefficient 

was .88 with a mean score of 189.71 for the clientôs perception of the therapeutic relationship 

(SD 21.61, range 126-240), 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 the end of the first session/start of the second session during the 

research, so as to increase the numbers of clients completing the BLRI before therapy ended 

and this reduced the time to establish a relationship, such that the BLRI was scored based 

upon óinitial impressionsô. The mean session at which the BLRI was completed was 4.26 (SD 

2.4, median session 5). The effect of earlier versus later BLRI completion was assessed using 

t-tests at different session cut-offs:  

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 score for later 

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 fourth session or 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 represented a small 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 189.64 (SD 22.6) for earlier completion. This 

difference was not significant t(116) = .04, p = .971. 

 It seemed that on average clients tended to score relationships lower in the first 1-3 sessions 

than they did in later sessions. This suggested there could be merit in measuring both óinitial 

impressionsô of relationships (session 1-3) and more ómatureô relationships (session 4 

onwards). These were likely measuring slightly different phenomena i.e. initial judgements 
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about whether to work with a particular therapist or judgements about what it was like to 

work with a particular therapist.  

The client demographics for the samples upon which coefficient alpha was estimated for each 

questionnaire used are shown in Appendix 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 phases whose 

demarcations were changes to the data collection protocols. There were six distinct phases 

(Figure 4): 

¶ Phase 1 ï began during the authorôs Masters Research (Weston, 2005); in which pre-

therapy and post-therapy distress scores (CORE-OM) were compared for a single 

therapist (the author). There were 12 clients in this phase that began in therapy 

between 23/9/4 and 28/2/5, the last of whom finished on 27/7/5. This author was 

concerned that CORE-OM may not be recognised as a diagnostic specific measure 

and so further diagnosis specific measures were sought; this concern was borne out in 

the NICE review of depression where NICE rejected CORE-OM as an indicator of 

depression (NICE, 2009a) although there was some published evidence to support the 

use of CORE-OM for depression diagnosis (Gilbody, et al., 2007). 

¶ Phase 2 ï in which pre-therapy and post-therapy scores were compared for a single 

therapist (the author) using up to three different outcome measures (CORE-OM, BDI-

II  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 20/2/6. In addition to examining outcomes 

the author chose to look at the evidence for the role of the therapeutic relationship in 

predicting outcome and a relationship measure was sought.  

¶ Phase 3 ï 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. In 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 the authorôs PhD.   
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¶ Phase 4 ï in which pre-therapy and post therapy scores were compared using three 

outcome measures (CORE-OM, BDI-II and BAI)  for a number of therapists 

(including the author) at the University of East Anglia University Counselling Service 

(UCS). This phase overlapped with phase 3. There were 184 clients who began in this 

phase between 2/3/6 and 7/2/7, the last of whom finished on 7/12/7. Experience to 

date had shown a certain amount of duplication between CORE-OM and the BDI-II / 

BAI combination, so the decision was made to reduce the paperwork burden on 

clients by dropping the CORE-OM for future phases.  

¶ Phase 5 ï at the Private Practice (PP) in which pre-therapy and post-therapy scores 

were compared for a single therapist using two outcome measures (BDI-II and BAI) 

together with an interim measure of the therapeutic relationship (BLRI). 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 writing. One 

of these clients also completed a CORE-OM, in addition to BDI-II and BAI as an 

Employee Assistance Provider (EAP) requirement. The 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 sample. Four clients 

in this phase completed a PBQ after starting in therapy when this was introduced on 

11
th
 November 2007.   

¶ Phase 6 ï as Phase 5 together with a self-completion measure for personality 

disorders (PBQ). There were 59 clients who began in this phase between 11/11/7 and 

14/8/9. Four of these clients also completed a CORE-OM, in addition to BDI-II and 

BAI, as an EAP requirement. During this phase it was decided to move BLRI 

completion forward to the end of the first session, so as to increase the numbers of 

clients who completed a BLRI. The BLRI was found to mediate outcome when 

completed after one session (Zuroff & Blatt, 2006). This was accomplished by giving 

the client a BLRI and a PBQ to take away and complete after the first session and post 

back in a pre-paid envelope. All but 12 of the clients who began in this phase had 

completed by 14/8/9, with 12 clients from this phase ongoing at the time of writing. 

Personality disorder questionnaires were completed by a subset of the overall sample and 

data for personality disorders was included as a co-morbid personality disorder is known 

to impact outcomes (Clarkin & Levy, 2004).  
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Figure 4: Research protocol: The six phases of development of the research protocol.  

Phase 1 (PP): 12 clients 

Start: 23/9/4 ï 28/2/5 

End by: 27/7/5 

¶ CORE-OM 

  

  Phase 2 (PP): 20 clients 

Start: 3/3/5 ï 18/1/6 

End by: 20/2/6 

¶ CORE-OM 

¶ BDI-II  

¶ BAI  

Phase 3 (PP): 35 clients 

Start: 24/1/6 ï 9/2/7 

End by: 6/11/8 

¶ CORE-OM 

¶ BDI-II  

¶ BAI  

¶ BLRI 

  

  Phase 4 (UCS): 184 clients 

Start: 2/3/6 ï 7/2/7 

End by: 7/12/7 

¶ CORE-OM 

¶ BDI-II  

¶ BAI  

¶ BLRI 

Phase 5 (PP): 11 clients 

Start: 1/3/7 ï 10/10/7 

End by: 26/7/8 (1 ongoing) 

¶ BDI-II  

¶ BAI  

¶ BLRI 

  

  Phase 6 (PP): 59 clients 

Start: 11/11/7 ï 14/8/9 

End by: 14/8/9 (12 ongoing) 

¶ BDI-II  

¶ BAI  

¶ BLRI 

¶ PBQ 

   

 321 clients started in the research  

 

Note: PP = Authorôs private practice; UCS = University Counselling Service; CORE-OM = Clinical Outcomes 

in Routine Evaluation, Outcome Measure; BDI-II = Beck Depression Inventory Second Edition; BAI = Beck 

Anxiety Inventory; BLRI = Barrett-Lennard Relationship Inventory; PBQ = Personal Beliefs Questionnaire 

(Beliefs associated with Personality Disorder).  
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5.4 Treatment duration  

Treatment duration was variable, with an average of 7.1 sessions per client (SD 10.2, range 0-

102), although this average included a large number of clients who did not start in 

counselling or continue in the research. The numbers of clients banded by numbers of 

sessions are shown (Table 3). 

 

 Table 3: For all clients in the research, numbers of sessions this episode. 

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 

13-18 21 92.5 

19-24 10 95.6 

25-36 7 97.8 

37-54 4 99.1 

55-102 3 100.0 

Total 321 100.0 

 

At the UCS clients were offered up to an initial six sessions, with the option to continue 

beyond this if both client and therapist agreed; the average number of sessions was 5.5 (SD 

6.4, range 0-37). The numbers of UCS clients banded by number of sessions are shown 

(Table 4).  

 

 

 



134 

 

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 

55-102 0 100.0 

Total 184 100.0 

 

At the Private Practice the average number of sessions was 9.2 (SD 13.4, range 1-102). There 

were 29 clients who attended for only one session. The numbers of PP clients banded by 

number of sessions are shown (Table 5). 
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Table 5: For Private Practice clients, numbers of sessions this episode. 

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 PP, 44 clients were paid for by their employer with varying set limits to the 

number of sessions, e.g. 4, 6, 10 or 12 sessions, sometimes with the option to extend if the 

employer agreed. For this group the average number of sessions was 6.3 (SD 3.8, range 1-

18). The numbers of clients by sessions this episode, where the employer was paying for 

therapy are shown (Table 6).  

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 11.4 

2 2 15.9 

3 2 20.5 

4 3 27.3 

5 5 38.6 

6 15 72.7 

7 1 75.0 

8 1 77.3 

9 1 79.5 

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 of 321 clients starting in the research. The mean age at the start of 

counselling was 31.2 years (SD 12.0) with 65.7% female. Marital status was 62.3% single, 

26.2% married, 10.6% separated/divorced and 0.9% widowed. Parental status was 66.7% 

non-parent, 9.3% with one child, 17.8% with two children and 6.3% with three or more 

children. Ethnic status was requested from clients in free-format and this led to a variety of 

modes of completion for this data, the most consistent interpretation of this data was to state 
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the clientôs nationality and this was predominantly British, 88.2%, with clients from Europe 

(3.1%), America (2.8%) plus clients from Asia, Africa and Australia. Medication information 

was interpreted from the clientôs information sheet by a Member of the Royal College of 

General Practitioners (MRCGP) and allocated to different groups of psychologically relevant 

medication. Most clients (83.5%) were taking no psychologically relevant medication at the 

start of counselling, with 11.2% taking antidepressants only, with the remaining 5.3% of 

clients taking anxiolytics, sedatives or anti-psychotics, some in combination with anti-

depressants; for 3 clients it was unknown whether they were taking any relevant medication 

at the start. The best available information was that 87.5% 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 and two clients still taking anti-psychotics. Appendix 3 summarises the 

demographic information for the overall sample of 321 clients, the PP sample of 137 clients, 

the UCS sample of 184 clients and the subsets of the UCS sample; the 38 clients 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 complete the last session paperwork and the 36 

clients who complete the last session paperwork and have a óproperô ending, not prematurely 

terminated by either the client or therapist leaving UEA.  

The protocol differed slightly between UCS and PP. At UCS the protocol was that clients 

should be invited to complete outcome questionnaires at the end of therapy, accordingly 

clients with non-clinical scores at the start of counselling also completed an outcome 

questionnaire at the end of therapy. At the PP it was usually only clients who started off with 

clinical scores at the start of therapy who completed a subsequent outcome questionnaire. 

Furthermore the protocol at the UCS was for clients to re-complete outcome questionnaires at 

the end of therapy whereas at the PP clients were monitored through therapy by outcome 

questionnaire completion at a frequency determined by the author in conjunction with the 

client. Hence there was a reduced level of ómissing clientsô at the PP cf. UCS. This difference 

in protocol gave rise to a different pattern of post-measure completion and is one difference 

between the two parts of the sample.   

The three outcome questionnaires mainly used in this research were the BDI-II, BAI and 

CORE-OM. The PBQ was added at a much later date and played a more minor role in the 

research as an estimate of prevalence.   
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In terms of study samples the TREND guidelines (Des Jarlais, et al., 2004) recommended 

providing information on study samples (TREND 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 periods of recruitment 

and follow-up (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 completing subsequent 

measurement (TREND item 16) and results for each study condition, the estimated effect size 

and a confidence interval 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 Guidelines (Des Jarlais, et al., 2004), the naturalistic 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 and data was prepared to comply with the TREND 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 were as follows: 

¶ Depression (BDI-II)  

¶ Anxiety (BAI) 

¶ Distress (CORE-OM) 

¶ Clients in wait-control analysis (depression ï BDI-II, anxiety ï BAI and distress ï 

CORE-OM) 

¶ Clients in hypothesis testing (outcomes A1 to A3 and prediction B1 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 measure at end of wait, although 

each client had a session with a qualified therapist as their exploratory so had received some 

counselling input. Changes during wait could then be compared with changes during óactive 

treatmentô; outcome measure at first session compared with last session. The demographic 

characteristics of the clients in the ówait time analysisô, comparing change during wait with 

treatment are shown in Appendix 3.   

It is important to note a key difference between the outcome and process-outcome samples 

for the analysis. Analysis of outcomes for clients with clinical scores, by definition, excludes 

clients with sub-clinical scores, whereas the predictor samples include clients with sub-

clinical scores. This is because a test of person-centred theory (Rogers, 1957, 1959) must 

include clients who are ówellô (congruent clients in addition to incongruent clients) within the 

sample (Watson, 1984, p. 37)
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5.7 Analytical approach  

SPSS 15.0 and 18.0 for Windows was used for the analysis. Outcome hypotheses were 

assessed using repeated measures analysis of variance to assess statistical significance of any 

changes (Field, 2005), so that this was consistent with when there were three measurement 

points (see below) and, using reliable change criteria, proportions of clients with reliable 

change were counted. Predictor hypotheses were assessed using multivariate regression 

(Field, 2005). Further results are provided to support the findings, to address some of the 

criticisms in the literature of naturalistic research and further understand the findings. Further 

results used independent groups t-test, Wilcoxon signed-rank test, regression analysis, one 

way analysis of variance, repeated measures analysis of variance with between-subjects 

factors (Field, 2005) and repeated measures analysis of covariance (M. Adams, 28
th
 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 challenged (Stiles, et al., 2008). For 

completeness, for the main outcome hypotheses, effect sizes are shown on a Last Observation 

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 hypotheses. To the extent that it was possible, with the data available, some of the 

criticisms of uncontrolled naturalistic research (Clark, et al., 2007) are addressed in section 

ó7. Further Resultsô.  

 

The demographic characteristics of the clients tested for each of the hypotheses are shown 

(Appendix 3). The findings for each of the outcome hypotheses are shown (Table 7) and this 

section also presents some additional results that support and fill out the picture shown by the 

hypothesis testing.  

 

Table 7: Summary of outcomes hypotheses.    

Hypothesis n Start Subsequent ES(d)  95% CI p Hypothesis 

conclusion Mean SD Mean  SD 

Depression 111 26.9 9.6 12.7 9.1 1.48 1.28-1.68 <.001 Accept experimental 

Anxiety  91 19.7 9.6 8.6 7.1 1.15 .95-1.35 <.001 Accept experimental 

Distress 79 18.4 5.0 9.5 5.2 1.80 1.53-2.06 <.001 Accept experimental 

Note: 
a
 ES(d) effect size calculated by mean score at start minus subsequent mean score divided by start 

standard deviation.   
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6.1.1. Depression (BDI -II)  outcomes 

a) Effect sizes 

There were 205 clients who completed a BDI-II at their first therapy session, and for these 

clients, starting with any level of BDI-II score, on a Last Observation Carried Forwards 

(LOCF) basis mean client BDI-II scores improved significantly F(1, 204) = 118.42, p < .001, 

ES(d) = .70 (95% CI .57 to .82). Of these clients, 124 (60.5% of the 205 clients) completed a 

subsequent BDI-II and their mean BDI-II scores improved significantly F(1, 123) = 195.56, p 

< .001, ES(d) = 1.21 (95% CI 1.04 to 1.39). Participant flow is shown, as are demographic 

characteristics in Appendix 3; mean start and subsequent BDI-II scores, effect sizes and 

significance values for change in repeated measures analysis of variance are shown (Table 8). 

The aim of the outcomes part of this research was to report on clients starting their first 

session of therapy with a clinical level of depression (BDI-II >= 14) and a subsequent 

measure of their depression. Of the 205 clients with a depression measurement at their first 

session, 162 (79.0% of 205 clients) had a clinical level of depression at their first session 

(BDI-II score >= 14). For these 162 clients, on an LOCF basis, mean BDI-II scores improved 

significantly F(1, 161) = 127.74, p < .001, ES(d) = 1.02 (95% CI .85 to 1.20). Of these clients 

111 (68.5% of 162 clients) completed a subsequent BDI-II and their mean BDI-II 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 hypothesis (A.1), the evidence 

suggested mean client BDI-II scores improved significantly and the null hypothesis, mean 

BDI-II scores did not improve, was highly unlikely. These effect sizes were compared with 

other studies (Table 9), see Discussion. Using transformed scores (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) = 1.8713 which would be difficult to compare with other studies using raw 

scores.  

Subtracting clients with ósevere depressionô from the clients with óclinical depressionô left a 

sample of ónon-severely depressed clientsô with what might be termed ólow severity 

depressionô (Dimidjian, et al., 2006). For ólow severity depressionô clients (start BDI-II 

scores >= 14 and < 29) on an LOCF basis (n = 110) start BDI-II mean score 20.8, SD 4.08, 

LOCF BDI-II mean score 14.1, SD 7.21 a statistically significant improvement F(1, 109) = 

92.66, p < .001, ES(d) =  1.62 (95% CI 1.28 to1.95) and with subsequent measure (n = 70) 
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start BDI-II mean 21.0, SD 4.23, subsequent BDI-II mean score 10.3, SD 6.4, a statistically 

significant improvement F(1, 69) = 179.23, p < .001, ES(d) = 2.50 (95% CI 2.13 to 2.88).   

 

Table 8: Depression (BDI-II) outcomes. 

Group n First Subsequent  ES(d)
a
 p 

Mean SD Mean SD 

All clients with any BDI-II score at first session: 

All LOCF
b
 205 22.21 10.948 14.54 9.800 .7005 <.001 

UCSLOCF 87 21.26 10.144 15.93 9.633 .5254 <.001 

PPLOCF 118 22.91 11.497 13.52 9.837 .8167 <.001 

All subseq
c
 124 24.96 10.703 11.92 9.017 1.2183 <.001 

UCSsubseq 48 21.40 11.058 11.29 8.032 .9142 <.001 

PPsubseq 76 27.21 9.899 12.32 9.618 1.5041 <.001 

All clients with clinical BDI-II score at first session (BDI-II >= 14): 

All LOCF 162 25.83 9.163 16.40 9.989 1.0291 <.001 

UCSLOCF 68 24.91 8.109 18.60 8.999 .7781 <.001 

PPLOCF 94 26.50 9.845 14.80 10.404 1.1884 <.001 

All subseq 111 26.86 9.550 12.68 9.116 1.4848 <.001 

UCSsubseq 36 25.69 9.017 13.19 8.031 1.3862 <.001 

PPsubseq 75 27.41 9.805 12.43 9.634 1.5277 <.001 

All clients with severe BDI-II score at first session (BDI-II >= 29): 

All LOCF 52 36.73 7.151 21.33 12.935 2.1535 <.001 

UCSLOCF 17 36.24 7.111 23.76 12.862 1.7550 .005 

PPLOCF 35 36.97 7.262 20.14 12.989 2.3175 <.001 

All subseq 41 36.93 7.414 16.68 11.499 2.7313 <.001 

UCSsubseq 10 37.40 7.989 16.20 10.830 2.6536 .002 

PPsubseq 31 36.77 7.352 16.84 11.875 2.7108 <.001 
Note: 

a
 Effect size was calculated by outcome measure at start minus subsequent outcome measure divided by 

standard deviation of outcome measure at start. 
b
 Last Observation Carried Forward. 

c
 Clients with a BDI-II 

measurement subsequent to their first session score. UCS = 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)
a
 Group Comment 

  Mean SD Mean SD    

This study 162 25.83 9.163 16.40 9.989 1.0291 LOCF
b
 Clinical depression (Start with BDI-II >= 14). 

 111 26.86 9.550 12.68 9.116 1.4848 Subseq
c
 

52 36.73 7.151 21.33 12.935 2.1535 LOCF
b
 Severe Depression (Start with BDI-II >= 29). 

 41 36.93 7.414 16.68 11.499 2.7313 Subseq
c
 

Ward, et al., (2000)  56 27.6 8.4 12.7 9.5 1.7738 CBT Using BDI. Outcomes at 4 months for 

randomised completer clients. Data taken 

from table 2 of reference.  
62 25.4 8.6 11.5 7.7 1.6162 PCT 

62 26.5 8.9 17.2 11.9 1.0449 Usual GP care  

Watson, et al., (2003) 33 26.00 9.03 10.27 9.62 1.7419 CBT Using BDI. Outcomes for completer clients. 

Data taken from table 2 of reference.  33 23.24 7.81 9.03 8.63 1.8194 PE 

Elliott, et al., (2004) Meta-analysis of 23 studies (9 classical PCT, 6 PE, 

etc.)  

1.18  Depression outcomes. Data taken from page 

514 of reference.  

Missirlian, et al., (2005) 32 24.59 6.08 9.16 5.13 2.5378 PE Using BDI. Pre and post completer data from 

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 at 

16 weeks, apart from placebo, data at 8 weeks 

(treatment change at 8 weeks for this group). 

Data from table 2 of reference. Note 48.8% of 

Paroxetine group had left trial by 16 weeks.  

13 28.72 4.59 11.00 10.08 3.8605 Behavioural Activation 

22 27.79 5.67 7.91 6.29 3.5061 Paroxetine 

19 26.59 5.43 14.68 7.81 2.1933 Pill Placebo 

Minami, et al., (2007) Meta-analysis of 29 studies 1.859 Completers Aggregated benchmarks using BDI. Typical 

duration 15-16 weeks. Data from table 1 of 

reference. Control is natural history 

benchmark.  

Meta-analysis of 11 studies 1.706 LOCF 

Meta-analysis of 11 studies .371 Control 

Note: 
a
 Effect size was calculated by outcome measure at start minus subsequent outcome measure divided by standard deviation of outcome measure at start. 

b
 Last 

Observation Carried Forward. 
c
 Clients with a BDI-II measurement subsequent to their first session score. Bold 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 change (Jacobson & Truax, 1991). A Jacobson plot is provided for the 124 clients 

with any BDI-II score at First Session and a subsequent BDI-II score, of which 111 clients 

started therapy with a clinical depression score (Figure 5).  

 

Figure 5: Jacobson Plot for Depression (BDI-II) Outcomes. 

 

Note: Severity levels as per authorôs definitions (Beck et al 1996) and reliable change index as per this research. 

Changes greater than 7.8 BDI-II units were considered óreliableô.  
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Client numbers in each severity group at First and Subsequent Session are shown (Table 10).  

 

Table 10: Depression (BDI-II ) severity at first and subsequent measurement.  

 BDI-II Severity at First Session Total 

Non Mild Moderate Severe   

BDI-II 

Severity at 

Subsequent 

Session  

Non 12 22 24 20 78 

Mild 1 5 13 8 27 

Moderate - 1 5 7 13 

Severe - - - 6 6 

 Total 13 28 42 41 124 

 

For the 124 clients with a BDI-II score at First Session and a subsequent session there were 

no clients who reliably deteriorated. For the 111 clients who started therapy with a BDI-II 

score in the clinical range, 29.7% had no reliable change and 70.3% reliably improved (Table 

11); the 70.3% with reliable improvement further breaks down into 53.2% of clients who had 

órecoveredô (reliable change and non-clinical BDI-II score at subsequent measurement) and 

17.1% of clients who had reliable improvement only. Transformed data gave a slightly higher 

estimate of 71.2% (cf. 70.3%) of clients with reliable improvement, see Figure 6.  

 

Table 11: Percentages of clients with reliable change and recovered from depression 

(BDI-II) .  

Group n Reliable 

Deterioration
a
 

No 

Reliable 

Change
b
 

Reliable Change
c
 

    I or R
d
 Improved

e
 Recovered

f
 

All clients with clinical BDI-II score at first session (BDI >= 14) 

All subseq 111 0.0% 29.7% 70.3% 17.1% 53.2% 

UCSsubseq 36 0.0% 41.7% 58.3% 13.9% 44.4% 

PPsubseq 75 0.0% 24.0% 76.0% 18.7% 57.3% 

All clients with severe BDI-II 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% 

PPsubseq 31 0.0% 22.6% 77.4% 25.8% 51.6% 
Note: 

a
 óReliable deteriorationô was a deterioration of more than 7.8 BDI-II units. 

b 
óNo reliable changeô was a 

change of less than 7.8 BDI-II units. 
c
 óReliable changeô was an improvement of more than 7.8 BDI-II units. 

d
 óI 

or Rô was óimprovedô or órecoveredô at subsequent measurement, i.e. óimprovedô (improvement of more than 7.8 

BDI-II units) or órecoveredô (an improvement of more than 7.8 BDI-II units and a subsequent score of 13 or 

less). 
e
 óImprovedô was reliable change only, i.e. improvement of more than 7.8 BDI-II units and subsequent 

score was >=14. 
f
 óRecoveredô was reliable change and non-clinical score at subsequent, i.e. improvement of 

more than 7.8 BDI-II units and a subsequent score of 13 or less. 
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Figure 6: Jacobson Plot for Depression (BDI-II) Outcomes using transformed data. 

 
Note: Severity levels (transformed) as per authorôs definitions (Beck et al 1996) and reliable change index 

(transformed) as per this research. Changes greater than 0.786 transformed BDI-II units were considered 

óreliableô.  

 

 

c) Severe depression 

NICE are interested in outcomes for clients with severe depression (NICE, 2004b) and 

outcomes are shown (Table 8) for the subgroup of clients with depression scores where the 

BDI-II scores at first session were in the range the authors of this questionnaire (Beck et al 

1996) defined as ósevereô (BDI-II > =29). It was intended that outcomes from this study 

would be compared with the studies of Missirlian, et al., (2005) and Dimidjian, et al., (2006) 

which each evaluated clients with relatively severe depression. Of the 205 clients who 

completed a BDI-II at their first session, 52 clients (25.4%) met the criteria for ósevere 

depressionô. On an LOCF basis there was an overall significant improvement F(1, 51) = 

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 there was on average a significant 

improvement F(1, 40) = 109.94, p < .001, ES(d) = 2.73 (95% CI 2.20 to 3.25).  

Clients with severe depression appear on the Jacobson plot (Figure 6) and in the severity 

table (Table 10). No clients reliably deteriorated during treatment (Table 11), 22.0% had no 

reliable change, 78.0% had reliable change; this broke down into 29.3% with reliable change 

only and 48.8% órecoveredô (reliable change and non-clinical BDI-II).  
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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 session, and for 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 subsequent BAI and 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 characteristics in Appendix 3; mean start and 

subsequent BAI scores, effect sizes and significance values for change in repeated measures 

analysis of variance are shown (Table 12). 

The aim of the outcomes part of this research was to report on clients starting their first 

session of therapy with a clinical level of anxiety (BAI >= 8) and a subsequent measure of 

their anxiety. Of the 204 clients with an anxiety measurement at their first session, 156 

(76.5% of 204 clients) had a clinical level of anxiety at their first session (BAI score >= 8). 

For these 156 clients, on an LOCF basis, mean BAI scores improved significantly F(1, 155) = 

77.20, p < .001, ES(d) = .69 (95% CI .54 to .85). Of these clients, 91 (58.3% of 156 clients) 

completed a subsequent BAI and their mean BAI scores improved significantly F(1, 90) = 

127.88, p < .001, ES(d) = 1.15 (95% CI .95 to 1.35). It was this group that were the target of 

the anxiety outcomes hypothesis (A.3), the evidence suggested mean client BAI scores 

improved significantly and the null hypothesis, mean BAI scores did not improve, was highly 

unlikely. These effect sizes were compared with other studies (Table 13), see Discussion. 

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 be difficult to compare with other studies using raw scores.   

It was intended that outcomes from this study would be compared with the study of 

Barrowclough, et al., (2001) which had a mean start BAI score of 27.26 (SD 9.44), for 

comparison a sample from this study 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 to 2.57), see 

discussion.   
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Table 12: Anxiety (BAI) outcomes. 

Group n First Subsequent ES(d)
a
 p 

Mean SD Mean SD 

All clients with any BAI score at first session: 

All LOCF
b
 204 15.38 10.058 10.66 8.468 .4692 <.001 

UCSLOCF 87 15.20 10.526 12.59 8.958 .2479 <.001 

PPLOCF 117 15.52 9.739 9.22 7.819 .6468 <.001 

All subseq
c
 102 17.99 10.242 8.32 7.043 .9441 <.001 

UCSsubseq 47 15.53 11.300 10.66 7.976 .4309 <.001 

PPsubseq 55 20.09 8.813 6.33 5.457 1.5613 <.001 

All clients with clinical BAI score at first session (BAI >= 8): 

All LOCF 156 18.76 9.060 12.44 8.743 .6975 <.001 

UCSLOCF 68 18.40 9.632 14.69 8.689 .3851 <.001 

PPLOCF 88 19.05 8.638 10.70 8.428 .9666 <.001 

All subseq 91 19.65 9.560 8.59 7.124 1.1569 <.001 

UCSsubseq 37 18.59 10.792 11.73 8.143 .6356 <.001 

PPsubseq 54 20.37 8.647 6.44 5.438 1.6109 <.001 
Note: 

a
 Effect size was calculated by outcome measure at start minus subsequent outcome measure divided by 

standard deviation of outcome measure at start. 
b
 Last Observation Carried Forward. 

c
 Clients with a BAI 

measurement subsequent to their first session score. Bold 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)
a
 Group Comment 

  Mean SD Mean SD    

This study 156 18.76 9.060 12.44 8.743 .6975 LOCF
b
 Clinical anxiety (Start with BAI >= 8) 

91 19.65 9.560 8.59 7.124 1.1569 Subseq
c 

Borkovec and 

Whisman, 

(1996)
4
 

Meta-analysis of 2 studies .24 CT Cognitive therapy 

Meta-analysis of 7 studies .90 BT Behaviour therapy 

Meta-analysis of 7 studies 1.01 CBT  

Gould, et al., 

(1997)
4
 

Meta-analysis of 22 studies .34 Relax + Relaxation training with bio-feedback (2 studies) 

.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 

STAI Trait 

1.55 

.86 

CBT Five 1.5 hour sessions of CBT for óacute stress 

disorderô within 2 weeks of ócivilian traumaô.  
Bryant, et al., (1999) 15 STAI Trait 1.45 PE+AM Prolonged exposure and anxiety management.  

14 1.39 PE only Prolonged exposure only.  

16 .85 SC Supportive counselling (psychological placebo). 
Barrowclough, et al., 

(2001) 
19 27.26 9.44 11.58 9.17 1.68 CBT Test of CBT (2 therapists) for anxiety in older 

adults versus SC (supportive counselling) 

provided by one counsellor.   
24 26.46 12.84 17.46 12.17 .71 SC 

Elliott, et al., (2004) Meta-analysis of 8 studies 1.30 PE Process Experiential therapies. Page 511.  
Westen and 

Morrison, (2001)
d
 

Meta-analysis of 5 studies 2.09 CBT Conservative inclusion criteria.  

Note: 
a
 Effect size was calculated by outcome measure at start minus subsequent outcome measure divided by standard deviation of outcome measure at start. 

b
 Last 

Observation Carried Forward. 
c
 Clients with a BAI measurement subsequent to their first session score. 

d
 Also included in subsequent meta-analysis (Deacon & Abramowitz, 

2004). Bold indicates clients in the hypotheses testing samples for this research. 
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b) Reliable change 

A Jacobson plot is provided for the 102 clients with any BAI score at First Session and a 

subsequent BAI score, of which 91 clients started therapy with a clinical anxiety score 

(Figure 7).  

 

Figure 7: Jacobson Plot for Anxiety (BAI) Outcomes. 

 

Note: Severity levels as per authorôs definitions (Beck & Steer, 1993) and reliable change index as per this 

research; Changes greater than 14.1 BAI units were considered óreliableô.  
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Client numbers in each severity group at First and Subsequent Session are shown (Table 14). 

 

Table 14: Anxiety (BAI ) severity at first and subsequent measurement.  

 BAI Severity at First Session Total 

Non Mild Moderate Severe  

BAI 

Severity at 

Subsequent 

Session  

Non 8 26 17 8 59 

Mild 2 10 10 5 27 

Moderate 1 2 4 5 12 

Severe - - 1 3 4 

 Total 11 38 32 21 102 

 

For the 102 clients with a BAI score at First Session and a subsequent session there were no 

clients who reliably deteriorated (Figure 7). For the 91 clients who started therapy with a BAI 

score in the clinical range, no clients reliably deteriorated, 70.3% had no reliable change and 

29.7% reliably improved (Table 15); the 29.7% with reliable improvement further breaks 

down into 18.7% of clients who had órecoveredô (reliable change and non-clinical BAI score 

at subsequent measurement) and 11.0% of clients who had reliable improvement only. With 

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 anxiety (BAI) .  

Group n Reliable 

Deterioration
a
 

No 

Reliable 

Change
b
 

Reliable Change
c
 

    I or R
d
 Improved

e
 Recovered

f
 

All clients with clinical BAI score at first session (BAI >= 8) 

All subseq 91 0.0% 70.3% 29.7% 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: 
a
 óReliable deteriorationô was a deterioration of more than 14.1 BAI units. 

b
 óNo reliable changeô was a 

change of less than 14.1 BAI units. 
c
 óReliable changeô was an improvement of more than 14.1 BAI units. 

d
 óI or 

Rô was óimprovedô or órecoveredô at subsequent measurement, i.e. óimprovedô (improvement of more than 14.1 

BAI units) or órecoveredô (an improvement of more than 14.1 BAI units and a subsequent score of BAI score of 

7 or less). 
e
 óImprovedô was reliable change only, i.e. improvement of more than 14.1 BAI units and subsequent 

BAI score was 8 or more. 
f
 óRecoveredô was reliable change and non-clinical score at subsequent measurement, 

i.e. improvement of more than 14.1 BAI units and a subsequent BAI score of 7 or less. 
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Figure 8: Jacobson Plot for Anxiety (BAI) Outcomes using transformed data. 
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6.1.3 Distress (CORE-OM) outcomes 

a) Effect sizes 

There were 155 clients who completed a CORE-OM at their first therapy session, and for 

these clients, starting with any level of CORE-OM score, on an LOCF basis mean CORE-

OM scores improved significantly F(1, 154) = 84.01, p < .001, ES(d) = .74 (95% CI .58 to 

.90). Of these clients, 89 (57.4% of the 155 clients) completed a subsequent CORE-OM and 

their mean CORE-OM scores improved significantly F(1, 88) = 141.41, p < .001, ES(d) = 

1.28 (95% CI 1.07 to 1.50). Participant flow is shown as are demographic characteristics in 

Appendix 3; mean start and subsequent CORE-OM scores, standard deviations, effect sizes 

and significance values for change in repeated measures analysis of variance are shown 

(Table 16). 

The aim of the outcomes part of this research was to report on clients starting their first 

session of therapy with a clinical level of distress (CORE-OM >= 10) and a subsequent 

measure of their distress. Of the 155 clients with a distress measurement at their first session, 

130 (83.9% of 155 clients) had a clinical level of distress at their first session (CORE-OM 

score >= 10). For these 130 clients, on an LOCF basis, mean CORE-OM scores improved 

significantly F(1, 129) = 95.83, p < .001, ES(d) = 1.11 (95% CI .89 to 1.34). Of these clients, 

79 (60.8% of 130 clients) completed a subsequent CORE-OM and their mean CORE-OM 

scores improved significantly F(1, 78) = 182.71, p < .001, ES(d) = 1.80 (95% CI 1.53 to 

2.06). It was this group that were the target of the distress outcomes hypothesis (A.3), the 

evidence suggested mean CORE-OM scores improved significantly and the null hypothesis, 

mean CORE-OM scores did not improve, was highly unlikely. These effect sizes were 

compared with other studies (Table 17), see discussion.  
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Table 16: Distress (CORE-OM) outcomes. 

Group n First Subsequent ES(d)
a
 p 

Mean SD Mean SD 

All clients with any CORE score at first session: 

All LOCF
b
 155 16.163 6.1266 11.600 6.2261 .7447 <.001 

UCSLOCF 87 15.568 6.1172 12.191 6.0648 .5520 <.001 

PPLOCF 68 16.925 6.0988 10.843 6.3917 .9972 <.001 

All subseq
c
 89 16.980 6.1955 9.015 5.1618 1.2856 <.001 

UCSsubseq 47 15.357 6.6514 9.068 4.7036 .9455 <.001 

PPsubseq 42 18.796 5.1334 8.957 5.6884 1.9166 <.001 

All clients with clinical CORE-OM score at first session (CORE-OM >= 10): 

All LOCF 130 17.962 4.8705 12.527 6.2784 1.1159 <.001 

UCSLOCF 72 17.52 4.6882 13.460 5.7537 .8660 <.001 

PPLOCF 58 18.509 5.0751 11.369 6.7461 1.4068 <.001 

All subseq 79 18.392 4.9641 9.453 5.1722 1.8007 <.001 

UCSsubseq 38 17.663 5.0138 9.969 4.4751 1.5345 <.001 

PPsubseq 41 19.067 4.8813 8.974 5.7579 2.0676 <.001 
Note: 

a
 Effect size was calculated by outcome measure at start minus subsequent outcome measure divided by 

standard deviation of outcome measure at start. 
b
 Last Observation Carried Forward. 

c
 Clients with a CORE-OM 

measurement subsequent to their first session score. Bold 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)
a
 Group Comment 

  Mean SD Mean SD    

This study 130 17.962 4.8705 12.527 6.2784 1.1159 LOCF
b
 Clinical distress (CORE-OM >= 10) 

 79 18.392 4.9641 9.453 5.1722 1.8007 Subseq
c
 

Elliott, et al., 

(2004) 

127 treatment 

groups 
    .99 PE Group mean (Process experiential therapies).  

    .82 PE Weighted by sample size 
42 controlled 

studies 
    .89 PE Group mean 

    .78 PE Weighted by sample size 

    .11  Untreated conditions 

Stiles, et al., 

(2006) 

1,309 17.41 6.52 8.50 6.27 1.36  58 NHS primary care settings (CBT, PDT, PCT) 

Mullin , et al., 

(2006) 

11,953 17.5 6.3 8.5 6.3 1.42  32 NHS primary care counselling services 

Stiles, et al., 

(2007) 

5,613 17.60 6.33 8.77 6.43 1.39  32 NHS primary care settings (CBT, PDT, PCT) 

Note: 
a
 Effect size was calculated by outcome measure at start minus subsequent outcome measure divided by standard deviation of outcome measure at start. 

b
 Last 

Observation Carried Forward. 
c
 Clients with a CORE-OM measurement subsequent to their first session score. Bold indicates clients in the hypotheses testing samples for 

this research.
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b) Reliable change 

A Jacobson plot is provided for the 89 clients with any CORE-OM score at First Session and 

a subsequent CORE-OM score, of which 79 clients started therapy with a clinical anxiety 

score (Figure 9). 

 

Figure 9: Jacobson Plot for Distress Outcomes. 

 

Note: Severity levels as per authorôs definitions (Barkham, et al, 2006) and reliable change index as per this 

research; Changes greater than 5.3 CORE-OM units were considered óreliableô.  

 

 

 

 

 




























































































































































































































































































































































































