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A controlled, clinical trial investigation of short-tenn 

psychoanalytically oriented group psychatherapy (SIG) was conducted 

which included eight psychothernpy groups 1ed by experienced 

therapists. Patient psychological roirrledness (FM) was investigate::1 as 

a selection cri terion an::i pro:JI1ostic variable. seventy-nine 

psychiatrie outpatients expe.riencing prolonged or delayed grief 

reactions were matched for level of FM am. then randonùy assigne::1 to 

S'ffi or to a wait list. 'Ihere was repeated rœasurernent of several areas 

and sources of outcarre. Results irrlicated a strong main effect for S'TG 

but not for FM on outcame, ani sorne evidence of an interaction effect. 

Be.nefits were rnaintained at six-ronth follow-up. Psycho1ogical 

minded.ness emerged. as highly predictive of attrition and modprately 

predictive of psychodynamic work. Psychcdynamic work was monitored by 

process analysis rdtings am was m::x:iestly related to outcorne. 

Methodological limitations, clinical significance, clinical 

ilTIplications, ard suggestio~ for future re&' ll'Ch are discussed. 
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SCIImajre 

Une étude clinique contrôlée portant sur la psychothérapie brève de 

groupe d'orientation analytique (PB:;) fut effectuée au sein de huit 

groupes de psychothérapie dirigés par des thérapeutes expérimentés. La 

capacité d'introspection psychol~ique (CIP) fut étudiée en tant que 

critère de sélection et variable pronostique. soixante-ctix-neuf 

patients recrutés en clinique externe cie psychiatrie, pré...c;entant des 

réactions de deuil prolorgées ou retardées, furent pairés dt après leur 

niveau de CIP et assignés ensuite de façon aléatoire a un pa:; ou à une 

liste d'attente. Différents aspects et sources de l'issue 

thérapeutique furent mesurés à plusieurs reprises. lBs résultats 

révèlent une influence principale importante sur l'issue thérapeutique 

de la part du pa::; mais non du CIP, et nettent en évidence un certain 

degré d'interaction. Le suivi a permi de constater que les bénéfices 

s'étaient l1'aintenus au bout de six rois. la capacité d' introspectioTl 

psychol~ique s'est avérée hautement prOOicti ve quant à l' attrition, et 

mcdérément prédictive quant au travail d'élaboration psychodynamique. 

Le travail dl élaboration psychedynarnique, evalué sur la base de scores 

obtenus à l' analyse de processsus, s'est avéré modestement relié à 

l'issue thérapeutique. Les limitations d'ordre méthcdologique, les 

implications et les significations cliniques f ainsi que des suggestlons 

pour la recnerche à venir S::lnt abordées. 
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A review of the group psychotherapy research 1iterature of the past 

three decades reveals two notable tren:ls. The first trend is 

increasing confidence a:rrong researchers in the efficacy of group 

treatment methcds. '!he second trend is increasing sophistication of 

research techniques. These two trerrls are re1ated. As group trea:tments 

continue to be associate::l with client improvement, the research focus 

shifts fram the general question concerning the efficacy of group 

treatments to specifie questions conœrning which dilnensions of group 

membership arrl group functioning contribute ta therapeutic outcorne. As 

researchers address the more sophisticated questions of group 

menù:ershi.p arrl group functioning, they develop more sophisticated 

research techniques. It is important to emphasize that investigations 

of these other dbnensions maintain a strong focus on outcome. While an 

investigation my focus on a particular dilnension of group therapy, the 

trend is towards understanding aM/or predicting the interaction 

between patient predictor variables, group treatroent process variables 

and outCOll'.e variables. 

This cornprPhensi ve approach te the outcame question is consistent 

with suggestions made by reviewers of the group psychotherapy research 

literature. Kaul and Bednar (1986) recently concluded that "group 

treatrnents have been associated wi th client irrprovement in a variety of 

settings" (p. 672) but that the con:litions under which group 

psychotherapy can be effective are basically unknown a.rrl in need of 

systematic research. Similarly, Parloff am Dies (1977) stated that 

the question of group efficacy should be as follows: ''What kinds of 

changes are prcduced by what kirrls of intel:ventions provided by what 
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kinds of therapists with what kin:1s of patients/problerns under what 

kinds of conditions" (p. 316) • Renee, researchers are cautioned that 

particu1ar treatment methcx1olCX]ies may interaet with special patient 

characteristics to detennine psychotherapeutic outcame. The 

recomrnendation that investigators integrate patient predictor variables 

and treatment prccess variables into their investigations of outcome, 

addresses two familiar criticisIlIs of the group field. 

The first criticism involves the lack of integration between 

research am. theory. cespi te the consensus that group therapies are a 

cost-effective f01:1l1 of therapy for outpatients, Kaul am Bednar (1986) 

pointed out that there is a "conceptual malaise regardi.ng the primary, 

unique, aM. defining characteristics of group treatrnents" (p. 673). The 

recarmnendation that investigators elucidate the conditions under which 

group therapy is effective, addresses this first criticism by 

requiring, a priori, conceptual am operational definitions of the 

essential elements of group psychotherapy. 'Ihese definitions can 

provide the conceptual foundation for the evolution of a theoretical 

integration of patient predictor variables, group treatrnent process 

variables and outcorne. 

The second famil.lar cri ticism of group psychotherapy research 

involves its lack of clinical relevanee. Dies (1983a) reported that 77 

percent of clinicians surveyed, questionned the relevance of group 

research. A particular weaJm~d identified by rnany clinicians is the 

failure of many studies te integrate process and autcame. Henee, the 

crucial clinical question of effective technique bas been rarely 

addressed. Researchers 1 failure ta integrate process an:! outcome is 
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probably due to limited resources nee:1.ed to fulfill rigourous standards 

of "sufficiently large samples of patients, groups, therapists and 

methods" (Frank, 1975). The split between elinical research and 

practice tends to pe!petuate the lack of relevance of the research and 

silnultaneously prevents the development of basic concepts and 

propositions based on careful observation of group process. 

Clearly, an integration of researc:h, theory and practice is 

necessary for the illlplementation of conprehensive investigations that 

address elinically relevant questions, that evol ve fram a secure 

theoretica1 foun:lation arrl which utiliz~ lTethodologica11y sophisticated 

designs. The fragmentation of elinical research, theory and practice 

is particularly dangerous ln this tiIne of heightened sensitivity ta 

therapeutic accountability. Parloff and Dies (1977) warned. that "the 

group psychotherapist will be cal1erl 'I.l1;X)n increasingly ta document that 

what he does is not silnply useful but rrore simply useful than other 

available treatment approaches with specifie patient categories" 

(p. 282) • 

The practice of brief group therapy is one area that addresses the 

accountability challenge and promises an integration of group theory, 

research and. practice. D.lring the last decade considerable clinical 

activity bas emerged concerning this fom of treatment. Toseland and 

Siporin's recent (19B6) review of the clinical and research group 

literature revea1ed that approxilnately two-thirds of the studies 

publisherl between 1965 am 1985 concel:ned. the use of group therapies of 

less than twenty sessions. '!he practice of brief group therapy 

addresses the challenge of therapeutic accountability by considering 
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economie and conceptual factors. Economie factors include an interest 

in providing cost-:ffecti ve treat:rnents given the eNer-increasing 

imbalance between available psychotherapists and the dernand for 

services. In addition, there is the growing necessity of accamodating 

ta limits set by thil:d-party payrnent sources such as goverrnnent hea1th 

care programs and insurance corrpanies. Finally, there are activities 

such as supervision and training that compete for clinicians' tinte. 

Conceptual factors include the idea that t:ime pressure accelerates the 

pace of therapeutic work am the idea that a time lllni t prevents 

long-tem dependency by the patients. In addition, the success of 

brief individual treatme.nts has encouraged experimentation with less 

tracli tional foms of group therapy. 

Practitioners utilizing a client-centered, behavioral or 

cognitive-behavioral approach have quick.ly adapted thelr therapies ta 

the group modality. Of less prevalence are short-te.nn group t.'lerapies 

utilizing the psychoanalytically-oriented approach (S'TG) • '!he 

objective of S'TG is ta help patients solve their presenting problerns by 

achieving insight inta how their clifficu1 ties are related ta unresol ved 

intrapsychic conflicts and by initiating a process of working through 

that will continue beyond the treat:ment sessions. The achievernent of 

this objective is believed to .I.."e facilitated by a therapy process 

characterized by psychoanalytic work. Psychoanalytic work bas been 

defined by Bienventl, Piper, Debbane, and de carufel (1986) as entailinq 

a regressi ve proc.ess, a teu. ... r:ical process, and a p~essi ve process. 

'!he regressive process refers ta the passive encouragement by the 

therapist of regression on t..'1.e patient 1 s part and the patient' s 
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acceptance of that ~sion. The technical process refers to the 

neutral position of the therapist, the centrality of the analysis of 

transference, am the use of in~retation as the main tecl:mique. The 

progressive process refers ta the acceptance by the patient of working 

with interpretation. 

Dnlike the overall group psychotherapy research literature, the 

issue of S'IG efficacy rernains unsettled. Clinical enthusiasm for the 

efficacy of STG is inconsistent with the research li terature wherein 

only a few outcome studies are reported. nus paucity may result fram 

the fragmentation of clinical research, theory and practice. With 

respect to the fragmentation between the I"I"'..search am practice of S'TG, 

Poe:! (1985) abserved: 

at the present time there is a paucity of rigorous outcame 
research available on short-tenn dynamic group psychotherapy 
sven though many such groups are being run. Pe:rhaps this is 
because these groups are usuallY:t'Un in high-volurne clinies 
where little time i5 budgeted for research efforts (p.332). 

with respect te the fragmentation between the theory, research and 

practice of SIG, there are extensive conceptual confusion an:! debates 

in the literature concerning :furd.amental issues. The ftmdamental 

issues that remain unsettled include whether or not one can cany out 

psychoanalytic work on an on-going basis in a short-tenn group format. 

other unsettled issues concern patient selection criteria and therapist 

technique. Hence, uncertainty involving furoalTlental issues of S'TG 

mernber="...hip and. treatment prOï'...e5S has probably hin:ierecl the 

implerrentation of controlled studies of S'TG. 
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Give.n the interplay between the various components of group 

treatJnent, the manner in which researchers resolve one issue will have 

implications for otber camponents arrl ultinately, will have a direct 

bearing on the results of an outcarne investigation. A corollory is 

alse true: uncertainty concerni.rg the efficacy of SIG (partially due ta 

the pauci ty of outcarne studies) can affect hCM researchers approach the 

resolution of the unsettled issues concerning group membership or 

therapy process. For example, doubts about the possibility of 

affecting structural change (Le. profourrl changes in characterolcgical 

and/or psychic structure) seem ta have contributed. ta the generation of 

a nurnber of other obj ecti ves that have been rnentioned in the 

literature. 'Ihey include symptcffi\ reduction, crisis resolution, 

support, 

therapy. 

trial therapy, student trainin:;r am preparation for long-tenn 

SUch obj ecti ves can be important an:l cornpared ta structural 

change, roay be rrore readily attainable. HCMeVer, their pursuit can 

serve te deplete the resources of a therapy group and diffuse tbe 

therapist' s technique. In the en:1 this diffusion can diminish the 

chance of accornplishing psychoanalytic work and affecting structural 

change. Hence, a se1f-fulfilling prophecy can cx::cur where doubts about 

the efficacy of S'TG can lead ta confusion concerning treatment 

obj ecti ves , which in turn, can hirrler clari ty conceming 

psychoanalytically oriented therapist technique, which finally, results 

L"1 outcomes which support doubts about the efficacy of STG. 

In resp:>nse ta the need for basic controlled studies of S'TG, the 

prilnary objective of the present study was ta conduct a controlled, 

clinical-trial investigation of S'IG. Consistent with recornmendations 
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in the li terature, the present investigation was alse designed to 

address aspects of group membership an:l group functioning believed to 

influence the outccme of S'I'G. '!he issue of group me.mbership addressed 

was that of patient selection. 'Ihe issue of group functioning 

addressed was that of psychoanalytic work. 

The reroainéier of this introduction is di vided into four maj or 

sections. In the first section, there is a review of the clinica1 and 

research literature on short-t.e.nn psychoanalytically oriented group 

therapy. This section is di vided into three subsections. 'The first 

subsection reviews the SIG outcarœ li terature. The second subsection 

reviews the S'IG therapy process literature. The third subsection 

reviews the S'ffi patient selection literature. This is follo.ved by a 

literature review of the patient dimension, psychological mindedness. 

Level of psycholcgica1 mindedness represents a possible patient 

selection criterion for S'I'G. 'Ihe third section st.nTIIllarizes the 

rationale and description of the present study. '!he ma.j or hytX:lthêSeS 

are presente.d in the fourth section. 

1. Review of S'TG Clinical and Research Literature 

Outcome 

A revievl of the li terature on SIG reveals a cornrnon yet arnbi valentl y 

held viewpoint that one should not expect toc rom of short-term group 

therapy in tems of treatIœnt outcame. For example, when corrrrne:nting on 

their e.xperiences with SIG for genital heJ:P9S sufferers, Drob and 

1 Bernard (1985, 1986) gave somewhat contradictOl:Y reviews. In one 
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article they stated: 

[i)t should be noted that m:::>St participants are not referred 
for further treatrnent iImnediately following the completion of 
the group, which suggests that the lO-week program, though 
quite short, is usually experienced as a complete treatrnent 
experience rathr~ than a beginning which necessarily requires 
further elaboration (1985, P .19) • 

8 

In a subsequent article, however, they tempered their enthusiasm by 

stating that "[a) tiIne-lmted psychotheraRl group cannat effect 

fundamental changes in character, but i t can point the way to the 

long-tenn issues t.l-Jat must be addresSErl" (1986, p.140). It i6 not 

clear whether they l:::elieved that the long-terra issues must be addressed 

in subsequent therapy. 

Drob and. Bernard' s tempered enthusiasm is consistent witt. other 

advocates of SD3. Budman and Gunnan (1!:183) argued that brief therapy 

can be usef'ù to everyone if it is not seen as a cure-all. Klein 

(1985) appears to be in agreerrent when he said that in S'TG it may be 

possible to identify core conflicts and to examine interpersonal 

i.iTlplications, but not ta work through core conflicts or achieve lasting 

structural cl1arBe. Goldberg, Schuyler, Bransfield, and Savino (1983) 

stated that he1ping patients appreciate the complex and conflictual 

nature of their experience 1s a realistic goal but campletely resolving 

their problems i5 note nruoer, Lewis, and Loiselle (1979) alse 

irdicated lilnitations in the outcarne of short-tenn groups by noting 

that m:my patients seek additional treatlœnt when their groups are 

finished. 

The work of Buclman arx:l his colleagues in Boston represents an 
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optimistic point of view conce...-rning the efficacy of SIG. 'Ihey offer an 

important contribution te the validation of SIG as a viable treat:rnent 

alternative. 'They have developed an adult developmental model for 

S'IG. '!heir groups are hOIllCXJeneollsl y cantp:)S€d according to the 

patient's age and associated stage of development. There are YQ1Y}g 

adult groups for those in their twenties, midlife groups for those 

between thirty-five arrl fifty, aIrl later midlife groups for those OlIer 

fifty. Consistent with the writirqs of E. Erikson (1950), each stage 

of life is asSUIœd ta contrant an in::lividual with particular ooncerns 

am conflicts that need te be negotiated am mastered. Hence, each 

type of group is foc:use:i arourà a particular area of conflict. 'TI1e 

young adult groups focus on conflicts of intimacy versus isolation. 

The midlife groups focus on conflicts of stagnation versus 

generativity. The later miellife groups fecus on conflicts of despa.ir 

versus ego-integrity. Between six an:l ten rrembers COlTIpJSe each group 

which are co-led by experienced therapists. 'Ihe young adult groups am 

the midlife groups have a c1osed. rrembership and rreet weekly for fifteen 

sessions of ninety m:inutes duration. r::ue to the issues asscciated with 

patients in the later midlife groups, these groups are open-ended. 

The therapists are active an::l focus on here-an.:l-now interpersonal group 

behavjor relating ta the particular area of oonflict associatect for 

each type of group (Budrnan, Bennett, & Wisneski, 1981). 

In an article authored by 9.ldman, Cernby, am Randall (1980), the 

resul ts of an uncontrolled outccnne study wi th twenty-two groups were 

presented (192 patients were dispersed te 17 young adul t groups and 

five midlife groups). 'lhe patients were assessed before an1 after 
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treat:ment arrl at a four-month follow-up interview. Areas assessed 

ineluded individually-fornn.ùated target objectives, psychiatrie 

symptornatology, and attitudes tCMards the group. The results 

indicated that 32 patients dropped out before the fifth session, 41 

were considered to be high changers, or to have received much be.nefit, 

while only ten patients were considered te be lCM changers, or to have 

received little benefit fram the group experience. 'Ihis study is 

offered as support for the efficacy of SIG since the majority of the 

patients were able te benefit, at 1east to sorne degree, from a 

short-tenn group experience of the Budman m:x:iel. 

Apparently encouraged by these resul ts, the :Buc:h'ran group proceed.ed 

te corrluct a controlled outcame study of two young adul t groups and a 

carrparable number of waiting-list control patients (Budman, Cernby, 

Feldstein, & Gold, 1984). '!he rœa.sures utilized were the same as in 

the previous study. '!he resul ts in:licated that at the end of therapy, 

treated patients had improved more than the control patients. 'Ihese 

results were, however, no longer statistical1y significant at the 

four-mon th follCM-up r:ericd. 'Ihis is tht' only controlled outcome study 

reported in the literature. It is an _ mportant model for subsequent 

research in the area since the authors descri.bed their p:JpUlation, 

theoretical orientation an:i therapist technique as carefully as their 

research protocol. '!he fact that their population evidenced rather 

rnild syrnptomatology (presenting with problems in living), may have 

interfered with finding even stroI'XJer treatment effects. 'Ihls fact and 

the rather small number of patients partieipating in the study restrict 

the generalizability of the results. 
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IaPointe am R:ilmn (1980) reported the results of a comparative 

outcarne study. The study ccnrpared the efficacy of insight-oriented, 

co;nitive and assertiveness therapies of reactive (situationally 

related) depression in wornen. There were two groups conducted 

utilizing each apprœ.ch. Eetween three and nine patients carnposed each 

group (33 patients participated). The groups 1ret weekly for six 

sessions of two heurs duration. An e>q:>erienced therapist individually 

led each group. fue patients were assessed l:efore and after treatment 

an:i at a two-month follow-up interview. Areas assessed included 

depression, irrational think.inc:J an:1 assertiveness, which was measured 

both subjectively and abjectively. 'Ihe results brlicated that aIl 

groups improved in all areas regardless of approach with the benefits 

being maintained at follow-up. 'Ihis study supports the overall but not 

the differential efficacy of STG. The lack of differential efficacy of 

treat:ment apprœ.ches may be related to the methodological weaknesses of 

the study. '!hese weaknesses include the rather low m.nnber of patients 

participating in the study. In addition, the insight-oriented approach 

is described by the authors as being rather structured , directive and 

cognitive. Hence, the therapies may have been more similar than 

different, with the insight-oriented apprœch being quite different 

fram how it is usually corrlucted. 

Another o:mtparati ve outcame study of SIG was reported by Piper, 

Debbane, Bienvenu, and Garant (1984). 'Ibis study ccnrpared four forros 

of therapy: long-te.rm individual, long-term group, short-tenn 

individual, am short-term group. '!he approach for all fonns was 

psychoanalytically oriented. The long-tenu the.rapies lasted for 'CWO 
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years while the short-tenu therapies lastEd for six months. AlI 

sessions WPIe conducted on a weekly basis. '!he individual therapy 

sessions were of 50 minutes duration while the group therapy sessions 

were of 90 minutes duration. Each of three experienced therapists 

conducted all forros of treatJnent. 'lbe patients were assessed before 

and after therapy and six months following therapy. Patients receiving 

the long-term therapies were assessed three additional times during 

treatment (after six, twelve arrl eighteen mnths of therapy). Areas 

assessed included interpersonal functioning, psychiatrie symptomatology 

am personal target objectives. '!he three sources of evaluation were 

the patient, the therapist arrl an ln:1eperrlent assessor. 

'!he :œsul ts of the Piper et al. (1984) study iniicated that 

long-t.erm group therapy ar:rl short-tenn irrli vidual therapy were superior 

te long-tenu Wividual therapy am short-tenn group therapy, in terms 

of outcorne, therapy process ar:rl cost-effectiveness. In particular, 

"[e]xamination of the follow-up IœaI1 scores in:li.cated alInost without 

exception that S'TG had the poorest scores" (p.275). The authors 

continued, hCMeVer, te point out that "i t would be a mistake te view 

its [S'IG] outcc::uœ effects as disastrous. Evidence for the negative 

effect::; was minimal • If SIG therapy had been studie::i al one its 

outc.œe results would have seemed more favorable" (p.275). In 

considering why S'TG did 50 I=OOrly compared to the other fontIS of 

therapy, the authors characterize:i the process as being one where 

"[i]nitiaJ. anxiety about working on sensitive issues in the presence of 

others was soon followed by anxiety about ending the group" (p. 277) • 

Hence, these authors suggested. that perllaps "the structure of these 
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groups would be oore suitable for ether orientations of short-term 

group therapy, for example those that consist of highly structured 

exercises and/or attempt to minimize rather than arouse anxiety during 

the sessions" (p.277). '!he relatively poor outcomes of S'TG in the 

Piper et al. (1984) study, may be attributable ta the tradi tional 

manner in which the groups were oonducted. COnversely, advocates of 

SIG identify scveral guidelines when adapting psychoanalytically 

oriented therapy for the short-tenu group fornat. Piper et al. (1984) 

alse stated that it is "possible that a different tec:hnica1 application 

of psychoanalytically oriente:i tllP.rapy with short-ter.m groups would 

prove ta be lOOre sucœssful" (p. 277) • 

In SUl1'IIT'Ia!Y 1 the outcame li terature on SIG is scarœ revealing only 

one s1:1Jctt which invol ved a no-treat:ment control group. The two studies 

that compared S'ffi with ether fontIS of treatment failed ta support the 

differential efficacy of SIG. In bath these studies difficulty 

adapting the psychoanalytica1ly oriented approach te the short-term 

group format is evident. 'nle next section summarizes recommendations 

ard guide1ines that have been offered by proponents of S'TG concerning 

therapy process. 

Process 

'!he most fundamental issue revealed by a review of the S'IG 

literature is the uncertainty about can:ying out psychoanalytic work on 

an on-going basis in short-tenu groups (McCallum & Piper, 1988). Given 

the demanding nature of this type of work urrler even the most optimal 

conditions, it is reasonable ta won:1er mether it is possible ta 
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accomplish if bath the time for therapy is lilnited am the situation 

inval ves a group of patients. While a group is a natural place te 

experience regressive processes, such processes can be quite 

frightening for patients. Coupled with inevitable group tensions 

concerning control, individuality, und€'.rstanding, privacy and safety, 

strong resistance to interpreti ve work can be expected as a matter of 

course. 

'Ihis uncertainty is reflecte:l in an article by Hennan and SchatzCM 

(1984) . In their work with incest vic...tillls, these authors argued that a 

group is particularly useful in helping their patients reso1ve issues 

of sea:ecy, shame am stiqma. 'nley qualified their argument, however, 

by stating that due te "the stre5sful an::i disorganizing nature of the 

group experience members rnight need the protection of ongoing 

[indi vidual] therapy. . (which canJ help integrate the experience 

after the group [h..:!..c;] ended" (p.607). 'Ibis qualification seems to 

reflect their uncertainty about the efficacy of a short-tenn group 

fonrat. With respect ta the psychoanalytically oriented approoch, 

these authars seem similarly uncertain. They reporteà. that their group 

therapist utilized a supr::orti ve orientation while "interpretations of 

group dynamics, ind.i vidual resistances or unconscious material was 

[sic] avoided, except in cases where such an interpretation was 

necessary te retmn the group to its main fecus" (p.614). Hence, while 

they were clearly familiar with the concepts and efficacy of the 

psychoanalytically oriented approach ta group therapy, they seemed ta 

utilize its techniques only as a last resort. 

The uncertainty concerning S'I'G is similarly reflected in the work 
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of Bilodeau am Hackett (1971). In their 'WOrk with myocardial 

infarction patient groups, these authors reported that the two most 

frequently expressed issues voiced by t..'1e group members invol ved the 

leader am group cohesion. 

'!he pre.rlaminant feelings expressed were fear am anxiety. Ta 
cape with these arrl other feelings of aggravation, anger, 
dependency, sadness, inadequacy, and sharne the mernbers used 
various observable tecl'miques: joking, changing the subject, 
displaœment, projection, denial, rationalization and 
identification (p.584). 

Despite these authors' obvious familiarity am belief in psychoanalytic 

concepts, they advocated a therapist technique whieb. gave "little 

interpretation to the material discussed" (p. 584) • 

Oh11neier, Karstens arrl Kohle (1973) also corrlucte.d short-tenn 

psychotherapy groups wi th myocardial infarction patients . These 

authors asserted, however, that due te this population' s "extrema 

achieverœnt problems [arrl] their fear of loss of identi ty and passive 

surrerrler, the analytic group situation • . . can be of valuable help" 

(p.241) . 'Ih.eir apprœch reflects the belief that "[t]ransference, 

resistance, and carnrmmal unconscious phantasies are seen to be a 

product of the whole group. Following from this, the 

interpretations of the therapists are always directed towards the group 

as a whole" (pp. 241-242) . 

Those who have illlplemented psychoanalytically oriented techniques 

in their model of SIG seem equally uncertain about its feasibility. 

'!heir uncertainty is reflected in debates concerning technique, for 

example, the use of transference interpretations. '!he m:x:lel presented 
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by Goldbe.rg et al., (1983) ''nakes considerable use of transference 

towa.rd the leaders" (p.414). Conversely, Budman an:i Bennett (1983) 

stated that " [t] ransferential issues and characteristic modes of 

dealing with authority figures l1"ay certainly arise within the context 

of the group; however, te allCM these te becarne the central themes is 

not productive" (p.139). '!he recazmnendations of Poey (1985) reflect 

his ambivalence in that he encouraged "rapid transference explorations 

. fram all mernbers" (p.343) yet advocated: 

the ideal is te keep the transferences te the leaders as 
positive as possible .•• [suggesting that] the leaders can 
easily sidestep neqative transferences with direct, clarifying 
connnents follCMed by suggestions ta move back to the here and. 
nCM work at band" (P. 347). 

'Ihese debates are reminiscent of the development of short-term 

psychoanalytically oriented in:lividual therapy (STI). For exarople, 

there were the beliefs that transference interpretations could not be 

made early in therapy am that a gradual, pro1onged period. of working 

through was a requirement of effective therapy. '!he practice of ST!, 

hCMever, is currently very prevalent in the 1ite.rature (for exarnple, 

Strupp & Binder, 1984; Bauer & Kobos, 1987). In deve10ping STI, 

advocates formulated conceptual and. theoretical bases for their 

therapies. For exanp1e, Mann (1973) posited that brief t.iJne-limitect 

therapy was ideal for addressing issues of separation by focusing on 

the horror of t.ime (i. e. the existential anxiety aroused when facing 

the final separation, death). Hence, Mann identified stages of therapy 

which corresporrl te the idea of the horror of tinte being re-enacted 
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within the course of therapy. He further identified the implications 

of these stages in detenni.nin; th.erapist technique. Examples in the 

1iterature of the successful transition of psychoanalytically oriented 

therapy to the short-tenu group fomat reflect an adaptation of the 

technique. While there are many debates and disagreernents conceming 

aspects of this adaptation, there is, nevertheless sorne consensus. 

Advocates of STG agree upon the following technical e1ements: the 

encouragement of rapid group cohesion, t.he maintenance of a clear am 

specifie focus, an errphasis on the awareness of the tiroe limit, an 

active therapist role, arrl a focus on current relationships and 

be.havior (particularly as they occur in the group). strategies for 

faeilitating these technical elements inc1ude the de1ineation of stages 

of group development and the recammerrlation for hOITlCqeneous group 

composition. With respect to the first strategy, in delineating stages 

of group development, authors have used different nomenclature. Conunon 

stages identified, however, include the beginning and the enc:li.rKJ stages 

with a workin:J stage between them (Poey, 1985; Gold}:::)(~ et al., 1983; 

Mackenzie & Livesley, 1983; Drob & Bernard, 1985). When advocating 

their model of group development, Mackenzie and Livesley (1983) posited 

that "the value of the developmental rrcd.el for brief groups i5 that i t 

directs the therapist 's attention to events cri tical for the rapid 

establishment of . . . [a mature] workinJ system" (p.102). 

With respect to the second strategy for facilitating the 

aforem:mtioned technical elements, the groups are typically cornpose::i 

according to ''broad-based hCll'l'D;Jeneity, including the establishrrent of a 

comrron theme" (C.oldbe.rg et al., 1983, p.423). Brœ.d-baserl hono;Jeneity 
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refers to both patient qualities, for example, ego-strength, and ta 

demographic characteristics, for exarnple, age, sex, or marital status. 

The cornmon theme can he defined in terres of several kinds of events. 

It can refer ta a shared. syrnptamatic pattern (e. g., depression), a 

shared. historical event (e.g., the loss of a significant other), or a 

shared. unconscious conflict (e.g., autonomy versus intiroacy). Budman 

et al. (198la) co:mposed their groups accorùi.ng to corrrrnonalities at more 

than one level of abstraction. As previously described, they chose 

patients who were at a carrnnon developrne.ntal stage, such as young 

adulthood, and who were assurœd te be alse experiencing difficulties 

conceming the conflict of intimacy versus isolation. Similarly, Drob 

and Bernard (1985) chose patients suffering fram genital herpes and who 

we:re assurned to be experiencing conflicts about sexuali ty, intimacy and 

parenthcxxi. This approach to composition is consistent with 

psychoanal ytic principles in that " [l] ike any stressor, herpes can 

seJ:Ve to highlight difficul ties in an in:li v ldual 's general mcde of 

adaptation that have obstnlcte:l successful living long before the 

disease was contractecl" (Drob & Bernard, 1986, p.140). The value of 

composing groups according to a camrnon theme is that is provides a 

focus for the work an:i facilitates the development of cohesion. 

It should be notec1, however, that While practitioners of S'ro 

advocate camposing groups aocording to a OJIUlOCln therne, there is much 

disagree:ment concerning its level of abstraction. If the cornrnon theme 

is conceptualized at the unconscious level, the range of suitable 

patients is brœl_ler. 'Ihe risk wi th this approach is that patients rnay 

have difficulty identifying with each other due to the heterogeneous 
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marner in which the unconscious the:me manifests itself. This rnay be 50 

despite the clarity of the carrnronality in the therapist' s mind. If the 

cornmon theme is conceptualized at a more conscious leve1, such as 

symptomatolO3Y, the group process may remain at a superficial level. 

Interpretation and relate1 psychoanalytic work may be difficult due to 

the variety of unconscious conflicts that give rise to similar l'nanifest 

content. Klein (1985) cautioned that any hOJOOgeneously composed group 

:may be more limited in tenns of the range of interaction, inquiry and 

self-disclosure that occurs. Pragmaticall y, a group that is 

hC!OOCJeneous with respect te a CClIl1m:ln theme is like1y te be quite 

heterogeneous with respect te many ether cli.lrensions. 

In surmna:t:y, the successful transition of psychoanalytically 

orien'i:'.ed group therapy ta the short-tenn fonnat has demanded conceptual 

and techl1ical rro:iifications. There remains uncertainty concerning the 

success of this transition in tenns of COW..lcting psychoanalytic work 

on an on-going basis in these groups. In particular, aspects 

associateà. with therapist technique ani the level of abstraction for 

determining a cornrnon therœ continue ta be debated. Nevertheless, these 

mcx:lifications integrate aspects of therapy process, outcorne and. patient 

selection. For e.x.ample, the delineation of a cornrnon theme can 

determine treabnent goals in that while the entire range of conflicts 

troubling patients cannot be addressed in a short-term group/ except in 

the m::>St superficial marmer, the thorough exploration of a single 

cormnon theme can be accomplished. With respect to outcorne, the 

thorough exploration of a s~le conflict area can benefit patients 

indirectly by offering them an iIrportant ex.aIl~:Ile or nroel for 
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urrlerstanling concurrent or subsequent conflicts in their lives. With 

respect te patient selection, patients should be selecte:i according te 

these cammon thernes. The next section presents a review of the sm 

patient selection literature. 

Patient Selection 

'Ihere are two n'Iain approaches te the development of patient 

selection criteria for S'IG. '!he first approach is associated with 

group composition strategies, as outlined in the previaus section. 

'Ihis approoch argues that sarre patients may have problerns that are 

particularly conducive te work arrl resolution in brief time-limited. 

group therapy . 'Ihe second. approach is associated wi th the 

psychnanalytie orientation of the therapy. 'Ihis second approach argues 

that sorne patients lM.y have attributes or qualities that are 

particularly sui\.ed to psychoanalytic work, especially in a short-tenn 

group fonnat. 

section. 

Eoth of these approaches will he considered .in this 

With respect te selectin:;J patients according ta a COl'lln'On theme, 

Goldberg et al. (1983) pointed out that "there see:ms te be no specifie 

limitation. . as long as it can be conceptualized as containing 

conflicts that can he worked. with in the time allotted" (p.417). These 

authors identified three strategies for selecting a patient population: 

according te prablerns COl11ll'Dnly fourrl in an outpatient psychiatrie 

elinie (e.g., repetitive failures in relationships), prablems cormnonly 

foun:i in a general hospital (e.g. , post-mastectamy recovery), or 

problems commonly fourrl in the conununity (e.g., single parenthood, 
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divorce) • In addition to .irrlividual adults, S'TG has alse been 

conducted with alcoholic couples (Mathiasen & D3.venport, 1988) and with 

early latency-age children (01arach, 1983). Within each honv:geneous 

patient population, however, there oost differences with respect to 

suitability for SIG. In ether words, while patients may have problems 

that are particularly coOOucive te a short-tenn group fonnat, not all 

patients with the same problem will be equally stùted to work within 

the psychoanalytical1y oriented approach. 

'Ihis variability in suitability is denonstrated in the work of Drob 

and Bernard (1986). In con::lucting short-tenu groups for genital herpes 

patients, they utilize a psychodynamic approach (OOP) and a 

cognitive-behavioral stress managerrent approach (CBSM). The two 

approaches have several elements in COlt'IlOOn. '!he structure of both 

types of groups consist of ten weekly sessions of 85 minutes duration. 

Many of the hypothesized curative factors are the sarre an::l include 

relief fram isolation, overcarninJ denial, resolving ethical dilemmas 

and exchange of information. With respect te selecting patients for 

each apprœ.ch, the authors reported that the CBSM is offered te a wider 

range of patients, am i5 especial1y useful for relatively fragile 

in:lividuals. '!he authors did not specify which patients are offered 

OOP. 'Ihey did report that "the success of the [OP group is IOOre 

variable and is depp..ndent on such factors as ... the willin;Jness of 

group members to take interpersonal risks in a group setting" (p.19). 

The impression of Drob and Bernard concerning the variability of 

outcome of patients treated with sn; is CCJIllI'OC)nly reported in the 

lite.rature. In the previously described autcame study by IaPointe am 
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Rilmn (1980), the authors concurred that "the insight group appeared ta 

have the greatest variabi1ity in treatment outcome" (p. 319) . 

Similarly, in the study by B.ldnan et al. (1980), while most patients 

received sarre benefit fram the group, there was vari",bility in the 

degree of benefit. '!he 41 patients who particular1y benefited, were 

described. as being in the neurotic range, arrl "al though they corne into 

the group hurting arrl symptamatic, they begin treat:rnent with a liking 

for people, friendships am a base fram which to operate when 

interacting in the group" (p .14) • 

'There exists sorne consenSU:3 in the literatu.re conceming suitable 

candidates for STG. Poey (1985) outlined these common guidelines: an 

abi1ity te verbalize a focal camplaint, a significant level of 

psychological mindedness, an urge to grcM and explore, a desire ta 

enter SIG, realistic expectations of the group arrl a hasic ability to 

relate and te be inf1uenœcl by others. D:spite a consensus among 

clinicians as to which patient quali ties ought te predict outcorne, 

"there is a conti.rn.l..inJ paucity of resea.rch data regarding the 

identification of irrlividuals who will l::enefit fram either long-tenu or 

short-terrn group therapy" (Klein, 1985, p.313). 

Woods and Melnick (1979) agreed with Klein by painting out that the 

abili ty to predict outcome based on pretherapy dyadic assessrnents of 

patient diagnosis, personality dynamics or interpersonal factors is 

generally poor. one notes that the relationship between patient 

predictor variables arrl outcome is consistently poor throughout the 

psychotherapy li terature. For exarnple, in their work with irrlividual 

psychotherapy, the Penn Psychotherapy Project reported generally 
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insignificant results with only five to ten percent of the outcome 

variance being accounted for by satie 80 predictor variables (ü.lborsky, 

Mintz, Auerbach., Christoph, Bachrach, Todd, Johnson, Cohen, and 

O'Brien, 1980). In atternpting to explain the generally insignificant 

resul ts of these studies, sorne authors have raise:i methodological 

concems such as the outcame criteria utilized (MeNair, 1976) and the 

heterogeneity of the therapies involved (Bachrach, 1980). Another 

weakness of these studies invol ves the conceptl1.a.l and operational 

definitions of patient dimensions utilized as patient predictor 

variables. The development of valid selection criteria for S'TG should 

primarily be based on considerations of concepts that are relevant ta 

this fom of therapy. 'Ihe following section presents t.~e rationale for 

operationalizing the concept, psychological mirxiedness, as a possible 

selection criterion for STG. 

II. Psychological Mindedness as a Selection Cri terion for S'TG 

'!he goal in developin;J valid selection criteria invol ves 

determining the suitability of particular individuals for beneficial 

group treatJnent, that is, those who can be i.ncluded am those who 

should be excluded. 'lbe relevance of identifying a suitable patient 

population for STG is evident. If group therapists accepted only those 

patients who are the IroSt likely ta benefit, they could minimize wasted 

manhours of therapists an:l financial an:l enotional costs to patients. 

Henee, the developrnent of valid selection criteria clearly relates to 

the efficient utilization of available therapeutic ~. 
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The researcher t s challenge in developing valid selection criteria 

is "empirica.lly identifying the group relevant behaviors requisite to 

achieving positive outcarnes and then developing reliable and 

predictively valid pretherapy measures of these behaviors lt (Woods and 

Melnick, 1979, p.162). 'Iheoretica11y, the achievernent of };OSitive 

outcomes in STG deperrls on the patient's ability te contribute te the 

therapeutic objective. As previously mentioned, the objective of S'I'G 

is te help patients solve their presenting problems by achieving 

insight into how their difficulties are related to unresolved 

intrapsychic conflicts an::i by initiating a process of working through 

that will continue beyoro the treatment sessions. The the..vapist uses 

an jnterpreti ve, here-arrl-now approach that focuses on unconscious 

conflicts. Specifical1y, the therapist errleavours to foster insight 

concerni.ng hcw patients' presenting complaints are actually the 

manifestation of an urrlerlying psychic conflict between unpennissable 

wishes, the anxiety or fear to which these wishes gi ve rise and the 

ineffectual defense IreCbanisms that are nd)ilized te cope with the 

anxiety am ta maintain the repression of the wish. This insight is 

fostered by interpreting er hypothesizing a 1ink œtween the patient' s 

current pattern of behavior, feelings and. cogni tiens wi th this 

unconscious process. In addition, therapists hypothesize a link 

between the patient 1 s pattenls of past relationships, current 

relationships, arrl hisjher interactions wi thin the group. 

The group relevant behaviors required for success in S'I'G invol ve an 

ability to work with inte:rpretations. Working with intapretatiens 

requires that tha patient has an nability te see rel3.t.i.onships among 
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thoughts, feelings, an:l actlons, with the goal of learning the meanings 

and causes of ms experiences arrl behavior" (Appelbaum, 1973, p. 36) . 

While this definition identifjes an ability that is requisite for 

working with interpretations, it was inten:ie::l by Appelbaum as a 

definition of "psychological m..in:ledness." Hence, psycholo:jical 

mindedness represents a patient cliJnension which is conceptually relate:i 

to relevant STG behavior. 

A review of the psychotherapy li terature reveals much consensus 

regarding the relevance of this patient dimension for working within 

aU foms of psychoanalytica11y oriented therapy. 'The outcome research 

literature, however, reveals very f€M studies that have attempted to 

operationalize psychological m..ii-x'lerlness and investigate i ts 

relationship with autcame. Investigators élSsociated with the 

Psychotherapy Research. Project of the Me.nn:i.N3er Fourrlation attenpted te 

measure this variable (~, Burstein, Coyne, AppelbaUIn, Ho:rwitz, 

& Voth, 1972). Ratin::js of psychological mirdedness were inferred frorn 

evaluators' appraisal of compone.nts they assumed te influence thinking 

psychologically. 'Ihese COI'IpOnents were .ideational richness, 

reflecti veness, and control over emotions and affects. These 

appraisals were bassd on patients' responses te a cort'q)lex battery of 

projective and nonprojective tests (Appelbaum, 1977). There were no 

significant. relationships between ratings of psyc'1ological mirrledness 

ar.d outcome. The problems associated with their operdtional definition 

of psychological min:1erlness include its lack of objective criteria, its 

.inllrectness, am the fact that they defined a psychological concept in 

terrns of ether psycholc.gical concepts rather than avert, quantifiable 
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l::eh.avior. 

rnvestigators associatecl with the Penn Psychotherapy Project 

utilized more objective measures of patient predictor variables 

(lllborsky et al., 1980). 'Ihey did not§ hCMeVE'I, specifica"y assess 

psychological rnindedness. It was incorporated. into ether variables. 

'Ihese other variables were: inventorv of social and psychological 

functloning, and attractiveness as a patient (a variable which include:i 

an assessment of the patient's insight). Neither variable was 

significantly related to outcame. Prob1ems associated with tlùs 

operational definition also inc1ude its lack of specificity and its 

indirectness. 

'lbe evidence for a significant relationship between psycho1ogical 

mindedness and therapy outcame is lOOre substantial in investigations of 

group therapy than in:li.vidual therapy. Abram:::Mitz and Abramowitz 

(1974) investigate:i the relationship between outcarre in groups am 

pretherapy irrlividual assessments of insight. Based on their scores on 

the Insight Test (Tolor an:l Reznikoff, 1960), twenty-six college 

students were assigned te haoogeneous groups (two groups OO111pOSed of 

those who obtained high scores and two groups composecl of those who 

obtaine:i lew scores) • Each type of group attended either 

insight-ori.ented therapy or supportive therapy for ten sessions (twice 

weekly with sessions lasting 90 minutes). Henee, the type of 

composition was crossed with the type of treabnent with one group in 

each of the four treatJne.nt corrlitions. 'Iheir results indicated that 

the highly insightful patients improved more on measures of 

psychosocial functioru ng when they experienced insight-orienterl therapy 
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as opposed te SlJPP:>rtive therapy. The highly insightful patients did 

no better than their minirnally insightful counterparts in the 

supp:>rtive treatrnent con:lition. 'Ihese results are pramising with 

respect ta specifying the :match between patient arrl therapy approach. 

Unfartunately, the rnethodolcgic:~l weaknesses necessitate that this 

study be viewed as exploratory rather than definitive. 'Ihese 

weaknesses include the small mnnber of patients and groups in each 

condition, the use of the senior investigatar as the therapist in the 

study and the use of a college student population. 

In the previously described camparati ve out:co:Iœ study reIX'rted by 

Piper et al. (1984), psychological min::ledness did correlate with the 

outcame af patients receivin;J shart-tenn group therapy. '!he 

psycholcgical mirrledness scores of patients wha particularly benefited 

from S'TG were significantly higher than patients evidencing relatively 

less inlprovement. In that study, psycholcgical mirrledness was one af 

fifteen variables that were rated by the therapist based on his/her 

inteJ::view behaviar. Hence, the variable was measured globally and in 

conjunction with a nurnber af ether variables. 

In sunnnary, t.~e relevance af the variable psychalogical mirdedness 

te the objec:::'ives and requireItents of STG is evident. Past attempts at 

operationalizing the variable have relied on Wirect or nonspecific 

sources of assessrnent. A mre objective, direct rneasure of 

psycholcgical mirrledness which is ba.sed on clearly define::l behaviaral 

referents would represent the development of a selection cri terion that 

may predict work and ou~ in short-term psychoanalytically oriented 

group therapy. 
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It should be noted that developiI'q a measure of patient suitability 

that is based on a pre-therapy dyadic interview does not reflect trends 

in the group psychotherapy research li terature. Rather, i t is group 

assessments that have been found ta be better predictors of subsequent 

group behavior (Goldstein, Hel 1er , & Sechrest, 1966: Piper & M'arrache, 

1981) . It is probably net surprising, therefore, that the group 

research li terature bas recommen:led a t.ren:i away fram dyadic assessrnent 

and tCMards the assessrnents of pretherapy and early therapy group 

behavior as selection or suitability variables. Despite the predictive 

ability of pretherapy group behavior on subsequent therapy group 

behavior, there are several clinica1 disadvantages inherent in this 

procedure. Selecting patients based on their pretherapy group behavior 

necessi tates that the can:tidates have already been deerned sui table, or 

at least worthy of consideration, for group therapy before the referral 

te group assessrrent was made. It is this prel:iminary decision, made no 

doubt by a screening mental health professional that renains the 

relevant clinical issue in need of researd:ùng. In addition, 

clinicians have voiced concem over feelin;Js of rejection on the 

patient's part, were he/she ta fail the group assessment. '!he 

practica1 demands of utilizirq pretherapy group assessrnents as a 

selection variable alse ten:i to make the process unpopular to 

clinicians. 'lbese dernan::'is include recrui ting am training assessment 

leaders (who are net the groups' therapists) and rapidly ratirq the 

pretherapy sessions in order not ta delay the onset of therapy. 

Perhaps for these clinical reasons, these pretherapy assessment 

groups are typically utilized ta prepare patients for the group 
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experience, rather than for selection purposes. These preparation 

sessions are referred te as pretraining sessions in the literature 

(e.g., Piper, Debbane, Garant, an:i Bienvenu, 1979). Research evidence 

in:licates that these sessions can improve atten::lance arrl dropout rates 

in therapy groups (aldman, Clifford, Bader: & Bader, 1981; Piper, 

Debbane, Bienvenu & Garant, 1982). Budman advocated the use of a 

three-hour preparation workshop with his young adult short-tenu groups 

(Budman et al., 1981a). Havever, there are clinical disadvantages 

associated wi th this method of preparing S'TG candidates. 'Ihese 

disadvantages include the therapist's difficulty in joining a group 

that has been prepared by another clinician since they rna.y have been 

together for as many as four sessions. In the case where the group 

therapist conducts the preuëüning sessions, the disadvantage invol ves 

the patients f reactions te the inevitable shift in the therapist' s role 

(directive to interpretive). In addition, ~ the ecpivalent of a 

quarter of the therapy group's time in preparation, rnay urrlermine the 

efficiency of short-tenu group therapy. Hence, there are practical 

considerations to the development of a measure of psychological 

mindeàness. These considerations include the ease and speed of its 

administration and the ease with which it could he incorporated into 

typical patient selection am preparatory procedures. '!he next two 

sections summarize the rationale for the present study am present the 

roaj or hypotheses. 
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III. The Present Study 

It is apparant fram the literature review, that there is 

considerable controversy an:i exciteme.nt conceJ::ning short-term group 

therapy utilizing the psychoanalytically oriented approach. The 

exci'te:meJ.,t reflects pragmatic ar:d. theoretical developments in the 

mental heal th field. '!he controversy centres around. fundamental 

issues, particularly the question of efficacy. The prinary 

consideration of the present study was te conduct a clinical-trial 

investigation of S'TG. The abj ecti ve of this fOnIl of therapy is to help 

patients solve their presenting problerns by achieving insight into how 

their difficulties are related te unresolved intrapsyc.hic conflicts and 

by ini tiating a process of working through that Yli11 continue beyond 

the treatrnent sessions. 'Ihe therapist u.....c::.ed. an interpretive, 

here-and-nCM approach that focuses on unconscious conficts. Treatment 

consisted of twelve weekly sessions of 90 minutes duration. Treatment 

was offered to half the patients irnmediately while the others waited 

twel ve weeks before begi.nnirY;r treabnent. 'Ihis wai ting period 

constitued the no-treatment control candi tion. It was equivalent in 

length to the treat::rœnt phase. 'Ihere was a six-month fOllCM-UP 

assessment pericd for all treated patients. 

Consistent with recarnrœndations offered in the literature, patients 

participating in the present st-.1dy represented a population whose 

problems might be particularly conducive to \vork and resolution in 

S'IG. The patient population chosen were adult men and WOT"8Il who had 

lost a significant ether in the recent pasto Psychoanalytic theoIy 
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assumes that the difficulties experienced by these patients are related 

te the exacerl:Ja.tion of unconscious conflicts, for example irrlepe.ndence 

versus depe.rrlence or autonamy versus intimacy. While such conflicts 

are experie.nced. by evayone and a partial resolution has likely been 

previously achieved by these patients, it was hyp:>thesized that the 

debilitiating effect of the loss follCMed a re-intensification of the 

conflicts. It was believed that SIG could offer 10S5 patients the 

opportuni ty to explore arrl negotiate a new resolution to their 

conflicts. Plj expe.rienc:i.r:g the inevitable loss of the group, 

unresol ved conflicts am feelings associated wi th each patient' s 

idiosyncratic loss could be re-experienced and addressed in the 

here-and-now group situation. Consistent 'ltlith Mann's (1973) model of 

time-limi ted indi vidual the.rapy, by urrlerst.a.n:::ling their reaction to the 

loss of the group, the patients may begin ta work through unresolved 

conflicts that are associated with their previous lasses. 

Given the complexity of the outcame question in tenns of the 

contribution of patient variables am therapy process variables in 

determining treatment outcame, these ether variables were also 

investigated by the present study. Specifically, the unœrtainty 

regarding the feasibility of canying-out psychoanalytic work on an 

on-going :basis in a short-tenn group was addressed. The quality and 

quantity of psychoanalytic work evidenced by patients and therapists 

during the the.rapy sessions were m:mitored utilizing the Psychcxlynamic 

Work ard Object Rating- System (~RS; Piper & McCallurn, 1988). '!he 

fW)P.S defines work as an attempt by a group rne:rnber to urrlerstand the 

problems of one or rore members of the group 1 or the group as a whole 
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in terms of conflict among dynamic cornponents (wishes, fears, defensive 

processes) • By monitoring the level of psychodynamic work from session 

to session, the incidence of arrl there.by feasibility of conduct.ing 

psychoanalytic work could be exploreCl. These quantitative indices of 

work could subseguently be correlate.d with outcame. Renee, these 

analyses would address the relationship between therapy process and 

outcome in the groups. 'Iheoretically, patients who evidence higher 

levels of psychcdynamic work when participating in a psychoanalytically 

oriented therapy, are asst.nned ta evidence better outcome scores 

relative to patients who evidence lCM levels of psychcdynamic work. 

The FWORS differentiates L.-wcJ levels of work and nlo levels of 

non-work. In addition ta the level of work, the FW)RS also monitors 

the focus 

Finally, 

(including 

of the work, in terms of which member(s) , the work involves. 

the PX()RS monitors the degree to which group meIl'Ibe..""S 

the therapist) link patterns of interpersonal 

relationships. A ~rehensi ve description of the FW:lRS is presented 

in the Method section. 

'!he thin.l consideration of the present study was the potential 

usefulness of the patient dimension, psycholcgical mindedness for 

predicting the process and outcome of short-tenu psychoanalytically 

oriented group therapy. Ta merit usefulness as a selection criterion, 

a direct relationship between levels of psycholcgical mindedness and 

outcorne would have to be demonstrated. In tenus of prcx:::P-Ss, it was 

assumed that patients considered highly psychologically minded, would 

evidence high levels of psychodynamic work. Conversely, patients 

considered ma.r:ginally psych.ologically It\injed, would evidence low levels 



1 

,. 

33 

of psych.c:dynamic work. 

In this investigation, psycholcqical mirrlejness is defined as the 

ability te identify dynamic (intrapsychic) carrp:ments arrl to relate 

them te a person's difficulties. In order to assess the patient's 

level of psychel~ical mindedness, an assessment device was 

constructed. The assesSIl'lellt device is called the Psycho1<XJica1 

Mindedness Assessment Procedure (FMAP; McCallum & Piper, 1988). 'l11e 

test stimulus is a videotape of simulated patient-therapist 

interactions. The interactions are portrayed by an actress and an 

acter who follCM a script which was designed te reflect various aspects 

of therapy process. '!he ratin:j sca.le identifies nine levels of 

psychological min:iedness. Each leve1. reflects a different concept 

relevant te psychoanalytic theory. A manual outlining specifie rating 

criteria for each level bas been developed. Henee, advantages to this 

operationalization of the concept include its basis in direct and 

behavioral referents. Its elinical advantages include the ease and 

spee:l of its administration and the ease with whic.h it can be 

incorporated into typical patient selection and preparatory 

procedures. In addition, the conceptual relevanee of the dimension to 

clinicians may make it popular with them. A possible disadvantage of 

the FMAP relates to the stanè.ardization of the stimulus. Tt is quite 

possible that patients who display high levels of psycholcqical 

m.irrledness with respect to the act..!:-ess-patient's problem, do net 

generalize this ability te their own problems. Hence, this rreasure may 

net predict therapy process or outcaIte on the level of the individual 

patients. However, given that group therapy involves the feedback and 
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interaction between patients, the FMAP rnay still predict the work level 

of the group. A comprehensive description of the measure is presented 

in the Method section. 

In SI.lllllTa.rY, the present study investigated the efficacy of and 

patient suitability for short-tenn psyC'.hœnalytically oriented group 

therapy with patients who experience difficul ties after a persan loss. 

'lbere was an ilIIrnediate treat:me.nt corxii tion and a delayed treatJnent 

corrlition. 'Ihere was alse a fOllCM-UP assessment. Patients were 

matched on the suitability variable an:i ran:3cm1y assigned to treatJnent 

corrlition. Fach group consisted of equivalent mnnbers of patients 

scoring highly or rnarginally suitable in tems of psychologica.l 

min::iedness. 

IV. Hypotheses 

In the present study eight major hypotheses were fonm.ùate::i. 

ijypothesis l 

Greater benefits, in terms of outcame irrlices 1 will be reporte:l by 

the treated patients relative to the wait list control patients. 

'!he first hypothesis focuses on the efficacy of short-term 

psychoanalytically oriented group therapy. 'lhls hytX)thesis is ba.sed on 

previous reports in the clinical and research literature which support 

the efficacy of SIG. 
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Hypothesis 2 

Greater benefits, in te:tms of outcoIœ irrlices, will he reported by 

the highly suitable patients, relative te the rnarginally suitable 

patients. 

The secam hypothesis focuses on the patient suitability variable, 

psychological mirrledness, as a curative factor. PsycholCXjical 

mindedness may exert an indepen::lent effect on outcarne. Hence, patients 

who are psychola;rically minded may resolve their clifficulties, whether 

treated or note 'Ibis hypothesis follows from the conceptual definition 

of the variable. The highly psychologica11y minded patient, by 

definition, is able ta explore connectioro between overt behavior, 

affects and ccgnitions, incl1.ldinj symptamatology, arrl unconscious 

intrapsychic conflicts. Hence, the results will irrlicate an 

indeperrlent effect for suitability. 

Hypothesis 3 

There will be an additive effect between treabnent and 

suitability. The consequence of this additive effect will result in 

the treated highly suitable patiE".nts reporting the test outcomes, the 

untreated narginally suitable patients reporting the worst outcomes, 

arrl the rernaining two groups of patients (i.e. the treated marginally 

suitable patients and the untreated highly suitable patients) reporting 

outcornes in between. 

The third hypothesis predicts tbat the effects of therapy an::l 

psychological :mi.rrledness will combine such that highly psychologically 

minded patients in the i.mmediate treatIœnt corrlition will benefit from 
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bath indepenjent variables an:i evidence the best outcomes. The 

outcames of ~inally psycholo;rically mWed patients in the inunediate 

treabnent condition or those of highly psychologica1ly minded pa'tients 

in the delayed treat:ment corx:lition will refJ.ect the effects of only one 

of the in::leperrlent variables ( i. e. treatment or suitablity, 

respective1y) . Renee the outcames of these two groups of patients will 

}Je less impressive than those of the innnediately treated highly 

psychologically rnirrled patients but rore iInpressive than those of the 

marginally psychologica1ly minded patients in the de1ayed treatment 

condition. '!he outcames of this latter group of patients will reflect 

the beneficial effects of neither the treabnent nor the suitability 

variable. 

Hypothesis 4 

Treated. highly suitable patients will evidence better outcomes than 

treated rnarginally suitable patients. 

The fourth hypothesis addresses the utili ty of psychological 

mirx:ledness as a selection cri terion. 'Ihis hypothesis is ba.sed on the 

conceptual definition of the patient variable. By definition, the 

highly psychologically min::led patient considers sirnilar bases te 

problems as the therapists. Hence, ther.apist interpretations will have 

a more pronounced bnpact on the highly psychologically minded patients 

compared to the marginally psychologically mirrled patients. 

Hypothesis 5 

Untreated highly suitable patients will evidence better outcomes 
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than untreated marginally suitable patients. 

'Ibis hypothesis addresses the utility of psychological min:ledness 

as a prognostic factor. While waitin:j for therapy, the highly 

psycholo;rically mirrled patient has IWre ability than the marginally 

psychologically minioo. patient ta initiate a process of 

self-examination that rna.y resolve sane of hisjher diffiClÙties. 

Hypothesis 6 

Highly suitable patients will evidence higher levels of 

psychodynaInic TN'Ork during the sessions, in tenns of process ratings, 

than marginal sui table patients. 

'!he issue of therapy process is addressed by the sixth hypothesis. 

Given the parallels between the operational definitions of 

psychological min::lerlness arrl psychodynaInic work, the highly 

psychologically miOOed patients' ability te identify the 

actress-patient 's conflictual intrapsychic COItqX)nents on the FMAP will 

be similar te their ability ta identify group me:mbers 1 conflictual 

intrapsychic c:arrponents. 

Hypothesis7 

I.evels of psychodynaInic work will be positively associated with 

therapy outcome. 

'nris hypothesis follCMS fram theory concernin:j curative factors in 

psychoanalytically oriented therapy. 'The obje...-:tive of this approach is 

to help patients solve their presenting problerns by ac:hievirrJ insight 

into hCM their difficul ties are reldted te unresol ved intrapsychic 
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Patip.nts who en;Jage in greater psychodynamic work will, by 

definition, evidence greater insight into the association between 

intrapsych:i.c conflicts arrl their difficulties and will, therefore, 

benefit more fram this approach. 

Hypothesis 8 

r:Ihe benefits evidenced by all treated patients will he :maintained 

at the six-month follow-up pericx:l, as indicated by the follow-up 

outcome indices. 

r:Ihe eighth hypothesis is based on the notion that S'TG will 

thoroughly address the issue of loss such that the process of working 

through, initiated in the group, can he continued beyond the treatment 

sessions. In addition, it is asstnned that by thoroughly exploring the 

issue of l06S, the patients will benefit by obtaining an important 

exanq;>le or lTICldel for understarxting concurrent and subsequent conflicts 

in their lives. Renee, the work of therapy will continue after the 

fonnal therapy bas been completed. 
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I. Design 

An overview of the design is presented in Table 1. The study was 

designed to investigate the effectiveness of short-tenu, 

psychoanalytically oriented group psychotherapy (S'TG) witn psychiatrie 

outpatients who EXperience difficulties following the 10S5 of a 

persan. The first indeperrlent variable, treabnent, represented a 

fixed-effect, crossed variable with two 1evels: presence versus absence 

of S'TG. The study was also designed to provide inforrnation about the 

suitability of patients for S'TG. This involved an investigation of the 

personality characteristic psychological :min:ledness (FM) in terns of 

its potential value as a selection criterion for this type of therapy 

and as a prognostie variable for this ty~ of patient. Patient 

suitability fonned a secorx:l, fixed-effect, crossed irdeperrlent variable 

with two levels: highly versus marginally in tems of psychological 

mindedness. Each group was te be CClII'lp)S€d of four patients who were 

highly psychologically mirrled am four patients who were marginally 

psychologically nu.n:led. The three types of t.ine periods were 

treatment, waiting-list control, arrl follo,.;-up. The length of 

treatment an:l of the delay perioo was an equivalent twelve weeks. The 

follow-up period was six IOOnths. 

Eight therapy groups were composed over a fourteen month perioc1; 

four in the imrnediate treatment corxiition arx:l four in the delayed 

treatment candi tion. 'Ihere were two therapists in the study. Each 

.. 11 
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Table 1 

overview of '!he Desiqn 

(A) 

Treatment 

.-

(B) IIruoodiate Wait 1 Delayed Treabnent 1 Follow-up 
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l 'lherapist SUitability l'Ihree-Month Periodl'lbree-Month Periodl'lbree Month PeriodlSix-Month Periodl 

(0) -1 ~ ~ ~ --2 ~ 1 J ~ ~ ~ 1 

l'lberapist l IHighly SUitable 14H/ /4HI /4HI 14HI 14HI 14HI 114HI14HI14HI14HII 

1 IMarginally SUitablel 14M1 14M1 14M1 14M1 14MI 14MI 1 14M/14MI/4M1 14M1 1 

(C) 1 / 

-1 --1 ~..Ji ~..Ji 1-1..1~~1 

l'lberapist 2 IHighly Suitable 14HI 14HI 14HI 14HI 14HI 14HI 1 14HI 14HI14HI 14HI 1 
1 /Marginally Suitablel 14M/ 14M/ /4M1 14M1 14MI 14MI 114M114M114M114M1 1 
1 1 1 ____ _.1 

(A) TreatJnent 

(B) SUitability: 4H - four patients scorirg high in rsychological mirxiedness - highly suitable 

(C) 'Iherapist 

(D) Groups 

4M - four patients scoriDJ narginally in psychological ml.rrledi1ess - marginally sui'table 
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therapist led two groups in each treat:rnent corrli tian. Therapist 

represented, therefore, a rarrlarn-effect, crDSsro irrlependent variable 

with two levels: therapist one ard therapist two. 'TI1e groups 

represented a partially nested, random-effect variable with two groups 

being nested within each cel 1 of the treabnent versus therapist 

variables. As each group was camposed of bath highly and Il'arginally 

suitable patients, the groups were net nested within the suitability 

variable. Pairs of patients were matched on level of FM, sax, an::l age 

with one of the pair being randarnly assigned to either the immediate 

treatrnent group or the delayed treat:rnent group. Hence, the method of 

patient allocation was a cornbination of rnatching am. randOIn assigrnnent. 

In StntU1IarY, the study llwolved a mixed mcdel design with three 

completely crossed Weperrlent variables (treatIœnt, FM, therapist) and 

one pa.."1:ially nesterl irrleperx:lent variable (groups). 'IWo of the crossed 

independent variables, treat.rrent (presence versus absence of S'TG) and 

suitability (highly versus narginally psychologically minded) were 

fixed-effect variables. 'lhe ether crossed irrlepe.rrlent variable, 

therapist (therapist one versus therapist two) was a random-effect 

variable. '!he therapy groups represented a partially nested, 

randarn-effect variable with two therapy groups being nest(=d within each 

cell of the treatment versus therapist variables but not the 

suitability variable. 

The deperrlent variables in this study included outcoIre 1œaSI..lres, 

arrl therapy process measures. Main am interaction effects of 

treat:roont and suitability were investigatOO. utilizi.n:J a series of 

uni variate and mul ti variate statistics. Multiple cornparison tests were 
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Treat:lœ.nt effects were examined by corrparing 

the outcomes of patients in the immediate treatment condition versus 

patients in the wait group. Treatrnent effects were also examined by 

comparing the outcornes of patients in the delayed treatme.nt condition 

aver the wai t perim versus aver the treatment phase. Tc detemine the 

relationships between pairs of variables, comparisons across conditions 

were made using correlational techniques. 

II. Patients 

Seventy-nine adult outpatients (53 female and 26 male) of the 

Walk-in Clinie of the Division of External Psychiatrie services, 

University ..)f Alberta Hospitals (Edrrcnton, Alberta) partieipated in the 

study. 'lhese patients were referre:i to the Walk-in Clinic by general 

practitioners (44%), frien:::is (24%), private psychiatrists (13%), social 

ageneies (12%) or thernselves (6%). Prior to the beginning of the 

study, a notice had been eirculated to various referral sources in the 

city of Edmonton informing thern of the structure of the groups and the 

population they were inte.nded to address (see Appendix A). AlI 

patients had lest a significant person in the reœnt past, e.g., a 

spouse, partner, parent, family member or friend through death, 

separation, or ëi.vorce. They were not adapting well to the change and 

wished to examine the reasons with others who had had a similar 

experience. Since the therapy was not crisis intervention the patients 

were beyooo the initial perim of shock and mow:ning. TIlus, for most 

patients the loss had net occurred during the Iast three months. 
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Although the patients were no lon;er experiencirg the irnroodiate effects 

of the crisis, they were S'Cill considerably affected by the loss as 

reflected in their inabi1ity to ~ a satisfying arrl prcductive 

life . Depressive sympt:arratology, social isolation, am lonel iness were 

typical presenting complaints. 

'!he average lengt.h of tiroo sinee the loss was seven years (range: 3 

months - 20 years). The average age of the patient when he/she 

experienced the loss was 30.3 years (~e: 5 years - 55 years). With 

respect ta the 'Djpe of loss, 33 percent reported loss ( es) through death 

only, one-fifth (20%) was through separation or dlvoree only, and 

almost one-half (47%) had experienced ooth types of losses. For thase 

reporting loss (es) through death, 54 percent had lost one parent and 

one-third had lest both parents. with respect to the number of losses 

identified, 35 percent re};XJrted a s~le 1oss, 26 percent reported two 

losses, and 39 percent report.ed having experienced multiple losses. 

In tenus of the Piagnostie an:l statistical r1<'!.n~~_QLJ1~tal 

Oisorders (!:SM-III: AIrerican Psychiatrie Association, 1<)80), on 

admission ta the clinie, 53 percent of the patients receivoo an axis l 

diagnosis of affective disorder: 46 percent major depression, 6 percent 

dysthymic disorcier, and l percent cyclothymie disorder. 'I\Jenty-three 

percent of the patients were diagnosed with adjustment disorder. other 

axis l diagnoses included generalized anxiety disorder, obsessive

compulsive disorder arrl con::litions net attributable to a mental 

disorder such as rrarital problern or work inhibition. Nineteen percent 

were assessed as also warrantirg an axis II diagnosis of personality 

disoroer. 'lTIe nvst <XJJtuton axis II diagnosis was depen:::lent personality 
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ether personali ty clisorders cliagnosed on admission 

inc1uded compulsive, borcler1ine, narcissistic ard atypical. Patients 

rnanifesting prob1ems of suicidal intent, psychosis, addiction, sexual 

deviation, sociopathic behavior or who were currently involved in 

another fom of psychotherapy were excluded from the study. Seventy 

percent of the samp1e had had previous contact with a mental health 

professional. 

psychotherapy 

Few patients, however, had actually engage:'l in 

(D = 5). In tenns of rnedication, 49 percent of the 

patients had been prescribed. antidepressant or anxiolytic medication. 

'!he patients ranged in age fram 18 te 65 years wi th a mean age of 

35.7 years. '!he rrajority (89%") had at 1east a high schCXJl leve1 of 

education. Of these, almost one-third (30%) had attended or were 

attending university whi1e lrDre than a third (37%) had attencled or were 

attending a technical college. At the tirre of the study, over 

two-thirds of the patients worked outside of the home (42% full-time 

ernp1oyment, 16% part-titœ employrrent, 10% students), while the 

remain:1er were either unemp10yed (18%), hClll.SE!'W'ivesjhousehusbands (9%) 

or reti.red (4%). Approxi."I'ately three-quarters of the patients did not 

live with a partner, being either single, separated, divorced or 

widowed (28%, 20%, 19%, arrl 10%, respective1y). Sixteen percent were 

married and 6 percent were living cornm::m-law. 

III. Therapists 

'IWo staff therapists each conducte.d four therapy groups i two in 

each of the immediate treatIœnt a.rrl delayoo trea'bnent condition. 'Ihey 
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were a thirty-four yea.r old male psychologist and a thirty year old 

female social worker. Bath were experienced in group am irrlividual 

forros of dynamically-oriente.1 psychotherapy (eight arrl four years, 

respectively) . '!he practice of outpatient psyc.hotherapy represented. a 

najor portion of their professional wark. 

A technical outline arrl rnanual was developed for S'TG (see Apperùix 

B). It included. a summary of the psychcrlynamic approach, the 

therapeutic goals, the structure of the groups ard the implications 

that this structure might have for therapist activity. In addition, 

the stages of the group and the unconscious confl iets that were 

anticipated te emerge in the groups were described wlth ex.<:lJTIPles of hON 

the therapist might address arrl interpret them. A series of weekly 

meetings am:mg the group therapists, the director of the research unit, 

the principal investigator ard other therapists in the cl inie was 

held. At these meetin::J~, conceptual and technical aspects of the 

therapy viere discussed an.::1 audiotaped sessions from each therapist' s 

groups were revie<.ved in refere.nce te technical adherence to the 

manual. The meebngs began four IIDnths prior to the study ard 

continue:l. throughout. Audiotaped sessions fram a pilot STG corducted 

by the prinmy researcher se.rve.d as trainin::J m3.terial for the 

therapists. On-goin:j grcups were viewed tram behirrl a one-way rnirror, 

allowing for additional on-goin::J supervision for the therapists. The 

therapists were bIin:l te the hypotheses of the study arrl the 

suitability level of the patients. 'Ihey were infonred dS to the 

treatment corrlition of each group as this would have been impossible to 

keep hidden. The therapists agree:i te complete J:X)St-sessional 



t 

1 

46 

questionnaires am outcame measures. 

IV. Initial Clinical Interview (Intake) 

'!he intake procedure involved several activities an:j typically 

took one-balf day ta complete. When a patient presented at the 

elinic, hejshe was first asked te ccrnplete several forros inquiring 

about demographie infonna.tion am. hisjher reasons for seeking the 

clinic's services. 5ymptam checklists were also included in mis 

package. Next, a staff therapist corrlucted a psychiatrie assessment 

inteJ:view te determine a provisional diagnostic and etiol~ical 

understarrling of the presentin;r complaint(s) with the gool of 

formulating an appropriate treabnent plan. The treatJnent plan was then 

discussed and finalized in the presence of a supervising psychiatrist. 

If t..~e patient was thought ta be a potential candidate for STG, the 

therapist made subsequent aPfX)intrrents ta obtain his/her infonned 

consent 1 to prepare h.inVher for the group, an::l to complete the referral 

procedure. 

There were fifteen intake therapists, thirteen women and two men. 

Nine of the therapists held a Master' s degree in sccial wark, three 

held a Master' s degree in psychology, two held a Bachelor level degree, 

one in nursing, the other in occupational therapy and there was one 

Fh. D. carrlidate in clinical psycholO3)'. AlI therapists were supervised 

by one of seven male staff psych.iatrists (four of wharn were alse 

psychoanalysts) . 'Iberapists and their supervisors we:re familiar with 

the selection criteria an:l fonnat af the groups through .i.nservice 
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research serni.nars presented prior to the study. 'Ihey aIse rece i veel 

infornational meI'OClran::la (see Appen:iix C) arxi informaI rernirrlers 

throughout the study. In addition, many of the intake therapists 

participatect in the S'TG trainin:J seminar. 

Dete.nnining' that a patient was appropriate for STG invol veel bath 

clinical arrl research considerations. '!he clinical considerations 

primarily invol veel deciding whether the patient met the selection 

criteria (e.g. adult man or waman who had experienced a significant 

persan 1055) ard was willing to be con.sidered for SIG. Ta help the 

patient make an inforIT'Bi decision, hejshe was told that the therapy 

group would COnsi5t of seven or eight rrembers arrl would IlY3€t weekly for 

90-mli1Ute sessions over a twelve-week span. With respect ta t."1e fonnat 

of the groups, hejshe Wë1S told that while the groups would be 

relative]y unstructured, the task was to explore the feelings and 

thoughts associated with the loss. A fOTIn SUItTlT'arizirq the graup's 

ground rules was presented an:::i discussed with the patient (see Appenjix 

D) • The grourd rules included the iJnp:>rt:mce of commitment, 

confidentiality and suggestions as te how te CO!TIp)rt hi.m,lherself in the 

group (e. g. ta be as honest as possible concerning thoughts ard 

feelings experiencect in the group). When the clinical considerations 

had been satisfieel, the intaJœ therapist procee:J.Erl to discuss the 

research cons iderations . 

The research COnsiderations includeel the patient' s willirxrness to 

cooperate with the evaluation procedures. In this respect, the patient 

was told that aH sessions WOùld be tape-recordErl, that a 'Jne-way 

mirror facility would be used, that hejshe would te a5Y..e:l to complete 
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questionnaires throughout the therapy am that he/she would be invited 

to meet with members of the Research an:i Evaluation unit befare an:i 

after therapy a.rrl six ronths thereafter. 'Ihe possibility of having to 

wait for treatment was discussed in detail. Any patient who was 

uncornfortable with this aspect of STG was offered an alternative 

treat:ment plan. wi th both clinica1 an:i resea.rch considerations being 

satisfied, the patient was presented with the infonned consent form 

(see Appendix E) • 

'!he first page of the info:rned consent form summarized the 

infonnation concemin::J the therapy an:i the evaluation procedures. A 

copy of this informa.tian page together with a copy of the group 1 S 

ground rules were given ta the patient to keep. On the second page of 

the informed. consent forro, there was a line for the patient 1 s sjgnature 

which the intake therapist witnessed an:::1 dated. 'The therapist 

completed. a SIG refm-ral fonu which asked hlm/her to detail the 

patient' s identified 105S(es). 'Ibe referral forro. also inquired as to 

the therapist 1 s reasons for referring the patient and any reservations 

he/she held concemin::J the appropriateness of the referral (see 

Appendix F). 'lhe signed infonned consent forro. and the cornpleted 

referral fOTIn were then forwarded ta the clinic' S group coordinatar. 

The group coordinator discussed with the principal irwestigator, the 

appropriateness of each referred patient before forwarci.inj the referral 

and consent forms ta the research unit. 

on occasion, the intake therdpist 1 s preparation of the patient for 

the group consisted. of a preliminary treat:ment. A patient who was 

still experiencing the initial period of shock and IroI.llTl.Ù1g typicall Y 
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was offered crisis inte.."'"Vention an::l then reassessed for STG. 

Sirnilarly, a patient who initially presented in a severely depressa::i 

state was typically offered a psychapharmacolCXJical intervention ard 

men reassessed for SIG. Once a patient was acceptErl into the SIG 

program, hCMeVer, the intaJœ therapist's involve:rrent was restricted te 

medication rronitoring an::i sporadic support ive contacts during the delay 

perim as initiated by the patient. If a patient contacted his!her 

intake. therapist during the treat:ment phase of the study he/she was 

encouraged to discuss the concerns in the group with the S'TG 

therapist. In actual ity , patients rarely contacted their intake 

therapist during the delay or treatment perio:is. 

V. Initial Research Interview 

Upon recelpt of the referral ard. consent fonns from the group 

coordinator, an irrleperrlent assessor cxmtacted the patient. An 

app::>intrnent for the initial resea.rch interview was arrarqed. This 

inteIview involvErl several activities ard. typically took three hours to 

complete. These activities included det.ennining the patient's 

personalized target objectives for therapy, administering the 

Psycholcq'ical Min:ledness AssesSIœI1t Procedure (FMAP), corducting a 

semi-str1lcturect interview ta assess pretherapy levels of functioning in 

several areas of the pat) ent' s lite an) administeriIx; d'tller Jœ.a.SU.reS of 

the pretherapy Olltc:ame battery. These activities comprised, therefore, 

tvJo l1'Bin tasks: the assessnvmt of patient suitability ard the 

administration of the out.coroo battery. In an atternpt ta keep the 
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outcarne assessor blirrl to the sui tabili ty of the patient, the tasks 

were divided among two irrleperrlent assessors. 

The initial research inteJ::view was corrlucted, therefore, in two 

parts 'Dy two mernbers of the Research am Evaluation Unit. The 

irrlependent assessors were engaged as research assistants. one of them 

held degrees in nursing arrl research technolcgy wi th supplemental 

credits in computer and. statistics courses. The other research 

assistant held a Bachelor's degree in psycholcgy. Bath had received 

extensive training in adm.ir..isterirq the :tMAP arrl the outcome battay. 

In addition, the procedure for corrlucting the research interviews was 

starx:lardized (see Apperrlix G) • 

When a patient presented for his first research interview, he/she 

was asked ta complete a sheet detailing the reasons for seeking 

therapy. When campleted, one of the irùepen.:ient assessors, the 

suitability assessor, conducted the FMAP. The fMAP was presented to 

the pa.tient as a way of determ.ining his/her perception of therapy. 

After the FMAP was cornpleted the ether in:iepen:lent asses5C)r, the 

outcorre assesoor, corrlucted the semi -st.ructured assessrnent interview'. 

The patient' s re.sp:lnse5 te bath the FMAP arrl the outcarne interview were 

tape-recorded for subsequent reliability detenninations. At the end of 

the interview, the outcame assessor discussed wi th the patient, his/her 

reasons for seeking' therapy. using the patient' s previously completed 

list of reasons as a guide, tbcy developed a set of clear and 

concisely stated personalized target objectives. These target 

objectives would later be rated by the patient, the outcame assessor 

am the group therapist. 
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the patient was told that he/she would be 

contacted within a few weeks conœmin:J the starting date of hisJher 

therapy group (Le. relatively irnrrediately or after a twelve-week 

delay) . He/she was then given a questionnaire packet am asked to 

complete the forIllS in a separa te office arrl retnm them ta the 

receptionist. 'This packet contained the remaimer of the outcorne 

battery. 

VI. Group ÇQmposition 

In composing the groups, the design called for equivalent numbers 

of patients scoring high arrl rrarginal on the PsycholCXJical Mindeilness 

AssesSIrent Procedure (H>1AP) in eac::h group. Attention was also to be 

given to balancing the groups acconHng to the average age ard r..he sex 

ratio. The composition process began, therefore, by accurnulating 

enough referrals of patients who spanne::i the range of Psychol<Xjical 

Mindedness (FM). Patients could then be paired according to their FM 

score, sex, age am, where possible, the type of loss experiencod. It 

should be nentioned at this point that due te the nature of referred 

patients, there were deviations in the prcçedure of composing the 

groups. 

Fewer referred patients scored marginal than high on the rnAP. 

This suitability ratio imbalance represented a critical unforseen 

obstacle ta ~lementing the proposed design of the study. Insistence 

on the accumulation of equivalent mnnbers of marginal arx:l high PM 

patients would have rreant irnposing a protracted wai t period on a11 
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In other words, there 1NOUld have been a delay between the 

initial research interview arx:i patient assignment while awaiting the 

referral of additional marginal FM patients. Clinical an::l ethical 

considerations argued against the irrposition of an additional wait 

pericx:1, especially for those patients who would subseqUently be 

assigned to the delayed treatment con::li.tion. In practical terms, there 

was the concern that patients would became frustrated wi th a protracted 

and. arnbiguous pretherapy wait and. abaOOon the project. Further, a 

protracted delay between the initial researc:h assessment and patient 

assignment could have meant significant variability in the length of 

the wait period. such variability could have resulted in an irmnediate 

treatm:mt patient actually wait~ lorger for treatment than a delayed 

treat::Jœnt patient depen:li.rg on when the referral was recei ved. This 

variability would have confourrled the results of comparisons between 

the treatment versus control conii tians. In surnmaJ:y, adherence to one 

aspect of the design (balanced ratio of level of FM in each group) 

threatened the implernentation of the secam aspect of the design (a 

controlled outcame study). For these aforementioned reasons, it was 

decided that, where necessm:y, the groups '.vould be camposed of fewer 

marginal FM patients than high FM patients. 

Typically the groups were camposed of two or three patients who had 

scored marginal on the FMAP an::i four or five patients who had scored 

high. care was taken te ensure that the ratio of marginal ta high FM 

patients was matched for each pair of immediate and delayed treatment 

gl:."OUpS. OVerall, the groups in the immediate and delayed treatme.nt 

condition were composed of fourtee.n marginal and nineteen high FM 
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Hence, the ratio of marginal te high FM patients was 

identical for the immediate an::l delay corxti tions. 

With respect to the sex balance of the groups, there were fewer men 

than warnen referre:l te the project. 'This se.x ratio imbalance was 

consistent with the dernographics of this am other outpatient clinics 

(Le. more women than men terri te seek psychotherapy). Typically the 

groups were composed of two or three men arrl four or five wornen. caro 

was taken to ensure that each pair of i.mmediate treatment and delayed 

treatment groups had an equivalent !:âtio of men ta WOIœn. OVerall, the 

groups in the immediat .. ,n treat::Ioont corrlition were camposed of twenty-one 

women ard twel ve rren while the groups in the delayed treat:ment 

con::iition were canposed of twenty-t.v.o wamen am füeven men. Hence, the 

ratio of men te WOJœl1 was similar for the i.nIrœrliate a.rrl delay 

con::iitions. After the two groups had been canposed, one of the 

in::iepen:ient assessors contacted. the patients and inforrned them of their 

group' s starting date. 

VII. 'Iherapy 

For patients assigned te the ilI.lrnediate treat:.rœnt coooi tian, therapy 

began within three weeks of the initial researc:h interview. For 

patients assigned te the delayed treatment cami tian, therapy began 

within two weeks of the postwait research interview, or wlthin fifteen 

weeks of the initial research interview. The group t.herapists did not 

meet with the patients before therapy beg'an. 'They were given a list of 

their group nembers arrl each patient's loss(es) as identified by the 
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intake therapists. '!he group therapists had aCC(~s to each patient' s 

clinical record but the results of the rP...search assessments were not 

available to them. 

AlI group sessions were he1d at the Walk-in Clinic CL External 

Psychiatrie services. six groups began with seven patients and two 

groups began wi th six patients. Each group was conducted by one 

therapist. The groups met once weekly for gO-minute sessions. The 

duration of the groups was limi ted ta tt .... el ve sessions am after the 

secam session, the membersh.ip was cl csed. 

'!he conceptual orientation was psychoanalytic, that is, based on 

the notion that recurrent internal conflicts whose cowponents are 

largely unconsciaus serve ta pex:petuate maladaption. Conflicts 

conœ.ming the issues of intbnacy versus isolation and iroependence 

versus depen:1ence .in the context of loss were conut'On in the patient 

population. The technical orientation ernphasized an active therapist 

raIe wherP. intel:pretation am clarification were emphasized relative ta 

support and dL....-ection. Relevant here-an:i-now events in the group, 

including transference, were highlighted arxi examined. Patients were 

encouraged to contribute te the therapeutic process of other patients. 

The technical procedures fo11cwOO those of Goldberg et al. (1983) and 

the therapy manual outline (see Apperrlix B) • 

'!he inte:Jri ty of the psychodynamic therapeutic orientation was 

investigated.. This investigation involved process analysis ratings of 

the therapists' activity uciliz.in:J the Psychodynamic Work and Object 

Rating System (~RS). 'lhe fWJRS SUl'I1Illal:Y in::licated that the average 

ntnnber of therapist interventions per session was 17. 'Ibis nurnber 
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represen'ted a participation ratio of 16 percent, relative to the total 

verbal productions of an average group session. Sixty-three percent of 

aIl therapist interventions were rated interpretations (statements 

identifying dynamic components). One-fifth of aIl therapist 

interventions invol ved interpretations of multiple conflictual dynarnic 

components. These data were accepted as strong confinuation of the 

integrity of the therapy as being psychodynamically oriented. 

VIII. Follow-through Assessments 

A patient assigned to the delayed therapy group, was re-assessed 

between ten am. twelve weeks after the initial research interview 

regardless of 'Whether or not hejshe intended on entering the therapy 

group. This second, postwait, research interview assessed changes that 

may have occurred during the waiting period. It was similar in 

struC'ttL.---e to the first interview. The FMAP was administered by the 

suitability assessor. '!he outcome assessor then conclucted the 

semi-structured assesSIœl1t interview, assessed the severity of the 

target objectives, asked whether additional objectives were to be 

added, and investigated whether or not the patient had participated in 

other fonus of psychotherapy or had taken medication during the wait 

period. Patients who had decided not ta continue into the treatment 

phase, were given an opportunity ta discuss these reasons with the 

outcome assessor. Finally, hejshe was given a questionnaire packet and 

asked ta complete the fonus in a separate office and retum them to the 

receptionist. '!he therapist completed a brief rating form after every 
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therapy session an:i a IOOre comprehensive questionnaire packet after 

each third of therapy. 

At the end of treatIœnt 1 all patients were recontacted. by one of 

the iroepe.ndent assessars arrl asked to carne in for an interview 1 

regardless of whether or not they had actually campleted the therapy. 

This posttreatrnent follcw-through interview was similar in structure to 

the previous interview(s): the FMAP was readministered, the 

serni -structured assessrnent interview was conducted, participation in 

concurrent treatments was investigated 1 the severi ty of the target 

abj ecti ves was assessed, am a questionnaire packet was gi ven and 

cornpleted. 'Ihe therapist was alsa given a questionnaire packet to 

complete. 

Patients who had not carnplet.e:l therapy, were gi ven an opportuni ty 

to discuss their reasons for dropping out wi th the outcome assessor. 

They were thanked for their cooperation t _ JUghout the study and 

informed. that any subsequent contact with the clinic should be directed. 

ta their intake therapist. Patients who had completed therapy, were 

rernirrled that they would be recontacted in six rronth..s for another, 

follow-up interview. InvolvE!lœI1t with the clinic during the follow-up 

pericd was restricted. to rnedication lronitor.in; arrl sporadic suppJrtive 

contacts with the inta}œ therapist as initiated by the patient. 

six months after treat:rœnt had er.rled./ those patients who had 

completed treatrrent v&e recontacted by one of the irrlependent 

assessors arrl asked ta co:rœ in for an interview. 'This second 

posttreatment follow-through interview was identical in structure te 

the previous interview. At campletion of the interview, the patient 
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was remin:ied that this was the last evaluation session am was thanJœd 

for his/her cooperation throughout the study. Those patients 

requesting subsequent therapy were advised te recontact their intake 

therapist. 

IX.Measures 

'Ihere were several periods of assessrnent in the present study. '!he 

suitability arrl outcome variables were assessed on three occasions for 

patients in the imrne:::liate treatrne.nt corrli tian: initial, posttherapy and. 

six-rnonth follow-up inteJ:.views. Patients in the delayed treabnent 

corrlition were assessed one additional time on these variables: 

follClWing the wait pericx:i. 'Iherapist-rated process variables were 

assessed after every session while the>.rapist-rated patient variables 

were assessed after each third of the therapy. Hence 1 a variety of 

measures were utilized. te assess patient variables, therapy process, 

am outcaIre. Table 2 provides an overview of each maasure arrl its time 

of measurement. The Appen::lices contain a copy of each measure 

utilized. The followi.n:j subsections pres8l1t a description of the 

rneasures, tc:gether with data concerning their psychometrie properties. 

1. Patient Variables 

A. Psycholcqical Mirrledness Assessment Procedure 

'!he Psycholcqical Mirrledness Assessrœnt Procedure (FMAPi McCallum & 
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Piper, 1987) wa.s developed to meet this study's need for a direct 

rneasure of psychological mi.rxle.::lness that was based on clear behavioral 

referents. Psychological rnindedness (FM) is definErl as the ability to 

identify dynamic (intrapsychic) campements and to relate them to a 

person' s difficulties. The H-1AP also assesses the degree to which a 

person understancis psychodynamic interpretations. 'This second 

variable, called !nteI:pretation Comprehension (lC) 1 is defined as the 

abili1..y -. identify the referents of therapeutic interpretations. 

The H1AP (Appendix H) utilizes a videotape of two simulated 

patient-therapist interactions. 'lbe interactions are portrayed by 

actot'S accorcling ta scripts developed ta reflect various COlTIpJnents of 

therapeutic process. 'lhe interactions begjn wi th an actress-patient 

describing a recent event in ber life ta her male therapist. This 

description includes verbalizations reflecting' dynamic camp:ments (Le. 

conflictual wishes and fears, defensi ve manoeuvres) and links between 

internal and external events (i.e. links l::etween cognitions/affects and 

behavior) . The actre5s-patient' s account constitutes the tp..st stimulus 

for assessing psychological rnindedness. 

The secorrl p:rrt of the intaactions involves an actor-therapist 

respording ta the patient by interpreting first the dynamic camp::ments 

of 11er conflict am men the transferential aspects (i. e. her attempt 

to repeat with the therapist a past mode of interaction). Bath types 

of interpretations are presented. in three stBges. 'Ihese stages vary on 

the degree of ambiguity and therefore, on the degree of diffic.ulty. 

The first interpretations are very amiguous with the secorrl and third 

intel.pretations becoming increasingly less ambiguous or 'easier' to 
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Table 2 

overview of Measures and Tirne of Evaluation 

Measure 
Pre-Wait Pre-'Iherapyj D.lrirq Post-'Iherapy Follow-up 
Intel::view Post-Wait 'Iherapy Interview InteJ::view 

Assessor-rated 

Patient Variable: 

x 

Process Variable: 

outcorre Variables: 

Social Adjustment 
Scale X 

Target Severi ty X 

Therapist-rated 

Patient Variables: 

Likeabili ty 

Response ta 
InteJ:pretation 

ProcessVariables: 

Patient 
Participation 

Patient Work 

outcorne Variable: 

OVerall Usefulness 
of Therapy 

x x 

x 

X X 

x x 

x 

x 

x 

x 

x 

x 

Note: R1AP = Psycholcgical M.i.rrledness Assessrœnt Procedure 
PfK)RS = Psychodynarnic Work arrl Obj ect Ratirq System 

x 

x 

x 
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Table 2 Continued 

Pre-Wai t Pre-Therapy / DJ.ring Post-Therapy Follow-up Measure Interview Post-Wait Therapy Interview Interview 

Patient-rated 

OUtcame Variables 

Target Severi ty X X X X 

Target Change X X X 

IlnpactofEvents 
Sca1e X X X X 

Interpersonal 
Behavior Scale X X X X 

Interpersonal 
Depen:iency 
Inventory X X X X 

SCl.r90 X X X X 

.Beek ~pression 
Inventory X X X X 

Rosenberg 
Self-Esteem Scale X X X X 

Life SatiSfaction X X X X 

OVerall Usefulness 
of Therapy X X 

Service Evaluation 
Questionnaire X X 

Note: SCIr90: 8ynptom O1ec:klist - 90 items 
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recognize. The actor-therapist's responses constitute the test 

stimulus for assessing Interpretation Comprehension. 

The FMAP is in::lividually administered. It takes approxinl?tely 

thirty minutes to COIT1plete. Both interactions are shawn and fol '.CM the 

same procedu""e. 'Ihe fL""'St part, the patient i s account, is initially 

shown uninterrupted. After this first shCMing, the tape is stopped and 

the person being assessed is asJœd for hisjher gE'J1eral impressions of 

''What seems ta be troubling this warnan?" The persan' s resp::mses are 

audiotaped. Part one i5 then replayed with the per'.30n being encouraged 

to stop the tape at any point te elal:orate or clarify his!her initial 

responses. Repeating the first part of the tape i5 an atternpt to 

eliminate possible confounding effec'ts due to mernory differences among 

respond.ents. AlI responses are audiataped and scored according to the 

level of FM they are judged to œflect. 

The FMAP clifferenti ates nine levels of :FM t l through IX). The 

criteria for each level reflect basic assumpt.ions of psychcdynamic 

theory. The higher levels incorp::lrate criteria from the lower levels 

such that each level becames :rrore camprehensi ve and complex in i ts 

focus. Tc obtain a high FM score, therefore, a persan must reflect 

several of the basic assurnptions held by psychcdynamic therapists 

concerning h1.lI"ŒlJ1 patholo;:;y. It is believed that a persan who reflects 

these basic assumptions will be more arnenable to the psychcdynamic 

therapeutic approach.. eomrersely, to obtain a score of 0, the person' s 

e:xplanation must fail to reflect any appreciation of psychcdynaL1Uc 

theory. These explanations would be limited ta the identification of 

external events as the cause of the patient's troubles (e.g. bad luck 
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or mistreatment by ethers). It is believed that a persan offering 

these types of explandtions is not psychologically minded and will not 

be amenable to the psychodynantic therapeutic approach. 

The criteria for levels l through III are based on the assumption 

of "psychic de+-..enninism." Psychic determinism is the principle whE:rreby 

all human functioning is assumed. te result fram an int..ernal or psychic 

process. Explanations of the pa.tient' s troubles that are limited ta 

the identification of any inten1al state - e.g. "she's Ionely" - merit 

level I. lsvel II criteria go beyorrl the mere identification of an 

internal state am require that the explanation reflect an appreciation 

of the rnotivating aspect of this internaI state or force. For exarnple, 

the state:ment "It' s all due ta her loneliness" meets level IJ criteria 

by implying tbat the loneliness is causing something ("it"). Levei III 

dernan:ls the E-XPlicit identification of toth the c1riving .internal force 

and one of its results. For e:xample, "her loneliness is making her 

feel de:pressed." 

Level Dl 

"unCOnsciolls" . 

criteria are based on the assumption of the 

To score level IV, the subject TIn.lSt reccx;nize that an 

interna.l moti vating force is largely out of the patient 1 s awareness. 

For example, "she doesn ft rea1ize it, but she still thinks of hm as 

her husband. " Level V corresponds ta the application of the concept of 

ambivalence and/or conflict. A basic assumption underlying the 

psychodynantic understanc.li.rB of pathology is that internal impulses (id) 

corne into conflict with the frustrating or nongratifying aspects of 

external reality or their intemalized representatives (supe.rego). 

This .i.ntemalized repreœntative can be experiencecl as a contraclicting 
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affect or cognition, an anticipation of pmishment or rejection, or as 

a prohibitive conviction based on roorality or conscience. An example 

of a response meriting level Vis: "she wants te be with her husband 

again, but she' s still angry with him." 

'The criteria for levels VI arrl VII reflect an appreciation of the 

assumptions that a conflict presses for discharge which in turn 

produces tension or clisequilibrium. Ta score level VI, therefore, the 

subj ect must identify both the conflict an::i one of i ts resul ts (as i t 

pushes for discharge). For exarnple, "she 1 s paralyzing herself because 

she doesn 't knCM whE' cher or not she wants te chance i t wi th hirn 

again." A level VII is scored. if the pe!""".:>On actually lal:els the 

tension (that is resulting fram the conflict) as an anxiety or fear: 

"despite all the hurt an:::l anger, she still wants him back and that 

scares her. Il 

levels VIII and IX correspond te the assumption that conflictual 

ilnpulses are only permitted expression in a distorted or diminished. 

fom. Renee, they are filtered through self-protecting or defensive 

mechanisrns. Level VIII reflects the identification of a defensi ve 

process while level IX explanations emphasize that the defensive 

manoeuvre bas achieved only partial success in resolving the conflict. 

For exarnple, level VIII would be warranted if the person said "that's 

sour grapes ta say shels 'really œtter off without himl ." A level IX 

would be warranted if the persan continued by explaininq that "she 

really feels that she'd be a lot happier with him." 

After the level of psychological mirrledness has been assessed, the 

second part of the tape, the therapist' s interpretations, is then 
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Part II of the FMAP is introduced by infonning the patient 

that " [t] he therapist is going te came on am tell the patient wha.t he 

thinks might be troubling her. " '!he patient is instructed te try to 

understarrl ms statements. '!he three interpretations of the dynamic 

camponents arrl the three intel:pretations of the transference are then 

played. The tape is stopped after each interpretation an:l the person 

being assessed is asked ''Where is he getti.n;J that from" or ''What is he 

driving at" or ''What does he mean Dy that." His/her responses are 

audiotaped ancl later scored according te the level of Ie t.1îey are 

judged. te reflect. 

Interpretation comprehension has three subscores. The first 

subscore refers te the rn.nnber of dynamic cx::xrponents that. are correctly 

understood fram the therapist' s dynamic interpretations. The three 

dynamic cornponents interpreted are the wish, the anxietyjfear arrl the 

defense mechanisrn of rationalizatian. The rating scale is from 0 te 3 

with each dynamic being worth l point. A secom subscore refers ta the 

spee:l or ease with which the individual has urrlerstocrl the dynamic 

components. The speed is determined by the level of arobiguity at which 

the dyna:mic campement was urrle.rstood. 'Ihis rating scale is from a to 

9. Each camponent urrlerstocd. after the first (most arnbiguous) 

interpretat i.on recei ves 3 points, while those un:1erstocx:l after the 

secorx:1 interpretation receive 2 points, and those campements that are 

only understocx:l after the third (least arobiguousjeasiest) 

interpretation recei ve l point. 

'Ihere is alse a subscore te reflect the speed with which bath 

aspects of the transference interpretation are unjerstood. The two 
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aspects of the t-ransference int,e..rpretation are the past mode of 

interaction an1 the actress-patient' s atternpt to re-enact this with the 

therapist. The scale is fram 0 to 6. Eadl component is worth 3 points 

if it is understood after the first interpretation, 2 points jf it is 

understcx::xi after the secooo interpretation, an1 l point if it is 

understcx::xi after the thirù interpretation. 

Prior te i ts iroplementation in this study, the psychometrie 

properties of the rneasure were explored in a a pilot study. Thirty 

adul t men and women were recruited tram the Montreal area to 

participate in a study on "the -perception of psychotherapy." After 

completion of the videotape portion of the study, each subj ect was 

administered questionnaire measures of personality, intelligence, 

depression and anxiety in order to investigate the construct validi ty 

of the concept. Half of the subj ects were brought baek one month later 

to assess test-retest reliability. Two raters independently rated the 

(audiotaped) responses of the subjects in order to assess inter-rater 

reliability. The first scenario was foW1d to have the stronger 

psychometrie properties, regardless of the oroer of presentation (which 

was counterbalanced). The reliability and validity data which follCM 

relate to this scenario. The results of Pearson product-moment 

correlation coefficients rev-ealed that the test-retest reliability of 

the measure was X' (13) = .76, 12 < .001 and the inter-rater reliability 

was X (13) == .81, P < • 001. TIle measure was significantly relate::i to 

the psychological mindedness subscale of the california Psychological 

Inventory (Gough, 1956), X (28) = .42, r> < .05, and the ova-all insight 

score of the Insight Scale (Talor & Reznikoff, 1960), 1; (28) = .50, P < 
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.01. It was not significantly related. to the achievement scale of the 

Personality Research Fonn (Jackson, 1974), the intelligence quotient of 

the Quick Test (AInroons & Ammons, 1962), or the anxiety arrl depression 

subscales of the SCI.r90 (Deragatis, 1977). 

In SlUtUnary, the reliabi1ity data, the positive correlations with 

related concepts and. the i.rrlepe.ndence fram need achievement, 

intelligence and. bath anxiety am depression aU supportec1 the nanner 

in which the fMAP had operationalized psycholcqical :min:.iedness. 'Ihe 

PMAP promised t.o be an efficient, easily administered rneasure that 

might preclict amenability to psychodynamic therapy, arrl thcreby judged 

appropriate for assessing' patient suitabil ity for psychoanalyt.ically 

oriented, short-tenu. group psychotherapy. 

In this s'tudy, the patient' s FM score on che first interô.ction 

determined his/her designation as highly or maxginally suitable for 

S'IG. Patients who received a score of 0-5 were classified as roarginally 

sui table while patients who recei ved a score of 6-9 were classified as 

highly suitable. 'Ibis cut-off point was chosgn upon the basis of bath 

conceptual and ernpirical considerations. Conceptually, scores lower 

than 5 reflect reference ta an intrapsychic COlTlpOnent as an isolated 

event and a score of 5 irrlicates only the identification of sorne 

conflict between two (or lIDre) of these intrapsychic corrponents. 

Conversely, ~'C!,)res higher than 5 reflect the additional un:::ierstanding 

of a consequence arising fram the conflict between the opposing 

intrapsychic camp::ments. Henee, patients who, at the most, are only 

able to identify conflictual forces but are unable to identify their 

impact or consequences are seen as marginally suitable for S'IG. 
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conversely, patients who are 'primed' for investigating the 

relationship between intrapsychic conflicts an:l their consequences 

(e.g. symptarns) are seen as highly suitable for this therapeutic 

approach. Empiriœlly, this area of the scale was a definite divicli.ng 

region for the thirty subjects of the pilot study (12 subjects received 

a score of 0-5 and 18 subjects recei veel a score of 6-9). 

In the present study, the two i.n::lepen::1ent assessors were tra~ned to 

administer the fMAP am. rate the level of FM. '!he training sessions 

lasted approximately two-m:mths anj llwolved extensive practice ratings 

utilizing the audiotapes fram the pilot study. In addition, the 

incl.epe.ndent assessors 1 being members of the research unit, had 

previously attended relatec3. training sessions and discussions with the 

investigator concerning the basic concepts an::l asSt.mTptions of 

psychc:x:iynarnic theory. Train.in;J was considered complete when acceptable 

inter-rater reliability coefficients had been reached. 

As each assessor adrninistered the fMAP te half of the patients, it 

was possible te det.errnine the ~1ter-rater reliability for the :FMAP in 

this study. Tape-reco:rtlin;rs of fifteen patients' responses te the 1:MAP 

were randomly chosen an:i rate:l by a secon:l. rater. For the first 

scenario, the scenario that se.rved te ascertain patients' level of 

suitability, the mean Pearson product-moment correlation for two raters 

over the fifteen patients was ~ (13) = .90, 2 <.001. When they 

disagreeà on the ratinj, they were always within one level of each 

ether arrl the disagreements never affected the assigrnnent of patients 

te the high versus ma..cginal suitability categories. Hence, level of 

patient suitability had been reliably detennined with this clinical 
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population. For the secorrl scenario, the mean Pearson product-moment 

correlation for the raters was .r (13) = .76, ~ < .OOL 

With respect te rat~ of Interpretation Comprehension, for the 

first scenario, the mean Pearson PrOO'uct-m:nnent correlations for the 

variables, Nt.nnber of Dynamics, and Speed of Dynamics were both ± (13) = 

.80, P < .00l. 'Ihe ~nean correlation coefficient for the variable, 

Speed of Trcmsferenc.e, was ± (13) = . Tl, g < .05. 'l'he reliabi li ty for 

the second scenario was quite disafJIX)int:i.ng: ±;" (13) = .37 for the 

Number of Dynam:i cs, ± (13 ) = . 35 for tr.e Speed of Dynamics, and ]; (13 ) 

= . 6:J.. for Speed of Transference. 

To detennine whether or net the four B1AP variables represented 

cliscre-te concepts, Pearson correlation coefficients were calcu1ated for 

the four variables. r:at~ were provided by the 79 patients who 

participated in the stùdy. ('lbe roean and starrlard deviation for each 

of the four PMAP variables are p~..J1ted in Appenclix 1). As presented 

in Table 3, \:he resul ts .in:ticated a significant but mcxierate patt.en1 of 

correlations between psychologic.a1 mi.rrledness a'"X:l the two variables 

concerrling dynamics. 'Ibis pa.ttern suggests that tlle ability te relate 

dynamic components ta a pason' s diffiClÙties (psychologica1 

mindedness) ard the ability te urrlers+...and therapist interpretations of 

conflict between dynamic carrq:x:ments are relatively in:lependent 

abilit.ies. 'Ihere may be, however .. sirnilar (~itive) processes that 

underlie the two abilities. 'lbe two variables concerning dynamic 

components were found ta be highly COrrelél.ted. since these variables 

are conceptually related, the strength of this correlation was 

expected. Finally, only min.iJnal correla.tions were found between the 
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Table 3 

Intracorrelation Coefficients for :FMAP Variables 

Psychological 
Mindedness 

Nt.m1ber of 
Dynarnics 

Speed. of 
Dynarnics 

Spe.ed of 
Transference 

Note: * - p<.05 
** - p<.01 

*** - p<.OOl 

Psychologica1 
Mirrledness 

IMAP Variables 
Number of Speed of Spee::l of 
Dynamics Dynamics Transference 

.34** .25* .20 

.81*** .18 

.1i 

transference variable an:l the other three. This latter finding 

suggests that the ability te urrlerstard interpretations of transference 

phenomena i5 relatively irrlependent of the ability te generate or ta 

urrlerstaOO. explanations of probiert\S in tenns of dynamic \"ClIl'\POnents. III 

summary, the ~ is believed te assess three irrlepen::ient abilities 

al though Psychological Mirrledness arrl the abili ty to understand 

interpretations of dynamic carnponents were found to be mcderately 

related. 

8. 'lb.erapist-rated Patient Olaracteristics 

Following sessions four, eight, an:i tw-el. ve, t.lte therapist was asJœd 

ta provide rating'S of each patient' s level of psycl1ological :nù.n:iedness 1 
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likeability an::3. response te interpretation. '!he rati.n; scale for each 

variable ranged. fram poor (1) te excellent (7). 'Ihese ratings were 

requested in order ta investigate the strength of association between 

therapist-rated., clinical impressions an:i the research instnnnents. 

2. Therapy Process Measures 

A. Psychodynamic Work an:l Object Rating System 

'lhe Psychodynamic Work ard Object Rating system (FW)RS; Piper & 

McCallurn, 1987) was deve10ped to neet this study's need for a measure 

that cou.ld monitor the quality arrl quantity of analytic work engaged in 

by patiG.I1ts and therapist(s) in group psychotherapy sessions. It is 

derived, in part, fram the Therapist In"tP..rvention i:<dting system (Piper, 

Debbane, de Carufel, & Bienvenu, 1987) an::l the 'Iherapeutic \vork Rating 

System (Connelly, Piper, & Brdha, 1985). 'The former prcx::ess analysis 

system is utilized ta IOClnitor therapist interventions in irrlividual 

foms of psychodynamical1 y oriented psychotherapy. 'Ihe latter process 

analysis system bas been utilized ta rronitor patient '.Jork in group 

forros of psychodynamically oriented psychotherapy. The fW)RS is an 

atte:mpt to operationalize psyd1C:dynamic work in a Inzmner that i5 

consistent wi th psychodynillTlic theory an::l that can be utilized to 

monitor patients as well as therapists engaq<.:.'d in group psychotherapy. 

Work is conceptuaL .. y define:i as an att~ by a group mernber to 

understand the problems of one or mre members of the group, or the 

group as a whole in tenns of conflict among dynamic components. 

1 
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Dynamic campements are intemal forces in the group tbat are part of a 

conflict. This means that a dynamic campement is asSl..IDled to be 

exerti.n:;J an intemal force on one or rore rrernbers, or on the group as a 

whole an::l that at sorne level the force is oppc:v.;ed. Excluded frorn the 

definition of work are the !nere identification or description of 

resultant (end) states and. consideration of dynamic factors that belong 

to persans or situations external ta the group. 

'lhere are five comp:ments in the system. Four are dynamic arrl one 

is nonciynamic. The four dynamic campements are wishes, reactive 

anxiety, defensive processes arrl dynamic expressions. 'The nondynamic 

component is abjects. Objects refer ta people - ins.lde or outside the 

group. 'IWo aspects of abjects aœ JOCinitore::l, the Object Focus and. 

whether or not there is abject Linking. 'The Qbject Focus refers to 

whether the ~ is fccusing on abjects internal or exb?..rnal to the 

group. Int.e.n1al abj ect.s include the speaker, another group member, a 

or the group as a -vmole arrl are caUro. "uni ts of the group." 

abjects include family me:mbe.rs. a specifie persan, another 

group am general classes of people. Ohjec:t Linking refers to the 

identification of a shared interpersonal pl:"OCe3S bet..-ween a unit of the 

group and. t-wo other abjects. 'The link.ed abjects Il'ay be internaI and/or 

external to the group. The five compements are used ta differentiate 

four categories of nonwork arrl work which correspon::l ta prc::gresslvely 

higher levels of analytic w,')rk. 

The ~RS is consistent with psychodynamic theory in that it gives 

prirrm'y emphasis te un:lerstarrling the raie of internal (intrapsych.ic or 

intragroup) conflictual campements as they are related to patients' 
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'!he importance of the group context is emphasized in that 

'twork" includes 

other roernbers • 

one member 1 S contribution to the therapy process of 

The il11portance of the group context is also reflected 

in the system's ability to monitor conflicts involving the entire group 

in addition to conflicts involving dyads, sutgroups, or the 

intrapsyc.'1ic conflicts of i.ndi vidual members. The Obj ect Focus and 

Object Linking parts of the system emphar:.ize t:1"'.e importance of 

patient-patient transference phenomena in addition ta the rrore 

traditional patient-therapist tl"ansfe..rence phenomena. one use of 

Object Linking is ta rocmitar the identification of maladaptive patterns 

of interaction being re-enacted in the here-arrl-now group situation. 

For each patient and therapist stat.emP-nt, the FW)RS determi.nes the 

cat.e:Jory of work, notes the Object Focus arrl whether or not there is 

Object Linking. In determining the category of work, the FWJPS 

monitors the identification of dynamic components. statements mat do 

not atterrpt te underst'..and the problems of a u.1it of the group in terms 

of dynamic cornponents, are considered nonwork. There are tvJO nonwork 

categories. The first nonwork categoty, cat-..egory l, contains 

Externalizing Statements. These statements focus on tapies that do not 

invol ve a unit of the group and! or focus on abj ec.ts external to the 

group, 

and the 

categor.f 

group's 

They fail ta indicate the process in whicF, a unit of the group 

extemal abject are engaging or the impact between the two. 

l includec stateIœnts that blarre ethers for a unit of the 

problem(s). For example, '~ father never showed any affection 

to anyone". 

The second nonwork categoty, category 2, contains Descriptive 
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staternents. 'Ihese statements provide or request infonnation about a 

unit of the group. When the statement involves an object ext.ernal te 

the group/ the response or reaction by a unit of the group is èÙso 

identified. While category 2 statements may also blame others for a 

unit of the group's prablem(s), they differ fram categ'ory l stateroe.nts 

in that a description of the unit of the group 1 s experienœ of the 

problem "createdl! by the ether is at lea.st mentioned. For example, "I 

probably don' t like myself because rny father never shCMed ne any 

affection. " 

The work categories contain statements that identify dynamic 

cornponents of a unit of the group. since the speaker is attempting to 

underst.arrl the problems of at least one group merr.ber in tenns of 

dynamic campements, the statements are considered to reflect dynamic 

work. T'ne number of types of dynamic cornp:ments identified il1 the 

staternent differentiates the two work categories. 'The first one, 

category 3, contains Single Dynamic Component statements. These 

statements provide or request info:tmation about a sin3'le type of 

dynamic campement. cate:jory 3 i.ncludes statements that identify one 

aspect of a unit's intrapsychic conflict, such as a defensive prœess. 

For example, "I think you're (group mernber) trying te ignore just 'now 

angry you are at your father for making you feel unacceptable and 

unlavable. " 

The second work category, -:ategory 4, contains Multiple Dynamic 

Campements statements. 'IhesP. staterrents provide or request infonnation 

about two or IOClre types of dynamic components, or two of the sarre types 

that are in conflict with each other. category 4 includes statements 
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that identify two aspects of an intrapsychic conflict, such as a 

defensive process that arises to cambat reactive anxiety. For exarople, 

"I think you' re (group IœInber) trying to m:inimize the illpact your 

father's death had on you because l'ou're afraid to get in touch with 

how angry you are about all the other times he aba.r:doned you." Hence, 

these staternents irrlicate an appreciation of the opposing or 

conflictual nature of dynamic components. 

In summary, the ~RS offers a system for determ.ining the quali ty 

and quantity of psychcdynarnic work evidenced by group members, 

Specifically, the FWJRS can explore the level of work, and the focus of 

work in term.s of -which :rnel'rÙX!r (s) the work invol ves , arrl the degree to 

which group members (incl~ the therapist) link patterns of 

interpersonal relationships. Hence, the FWJRS can provide information 

concerning the ext"..ent ta which each member works wi thin am across 

sessions, addresses his/hel own issues or those of another unit of the 

group, and the extent to which maladaptive patterns of interaction are 

identified <1S beirxJ re-enactcd in the here-arrl-ncM group situation. In 

aàdition ta providing infonnation concerning the therapy process of 

patients, the FWJR:"i can provide the th8rapist with feedback concerning 

his/her tcr'...hnique. The IWJRS is consistent wi th psychodynamic theory 

in that pr:L"l'arY emphasis is given to understanding the role of 

intrapsychic camponents in mernbe.rs 1 problems. The FWClRS alse 

ernphasizes the :i.rrportance of the group context in that the definltion 

of work includes one mernber' s contribution ta the therapy process of 

another member. An appreciation of the importance of the here-and-now 

group behavior is reflected in the clifferentiation between internal and 
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external abj ect Fecus. 
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Finally, the importance of rnember-member 

transference in addition to therapist transference is reflected in the 

monitoring of abject Linkin::;. Appen:lix K presents the p;.K)RS system am 

manual. 

AlI therapy sessions were audiotaped utilizing a SONY reel-to-reel 

tape recorder. A microphone was mounted on the ( .... "iling of the therapy 

roam an::1 the recorder was placed in an observation room. The facility 

was equipped wi th a one-way mirror an:i a sound panel. It had been 

especially designed te view, monitor arrl recoro therapy sessions. 

Seve.'1 of the twel ve sessions (l, 2 , 4 , 6, 8, 10, and 12) 1;\lere chosen for 

process analysis. Neither the patients oor the therapist were aware of 

which sessions were te be chosen for rating. The objectives of this 

approoch to selection were to obtain a large data base for all 

patients, especially for tl~.Je patients who eventually dropped out, and 

ta abtain an equi valent amount of data fram each phase of therapy. It 

was hoped. that this sûection procedure would ensure a representative 

sampling of patient behavior, an:i allCM an analysis of the 

relationships between initial therapy behavior am subsequent therapy 

behavior, dropping out, an::l/ or therapy outcome. 

It should be noted at this point that five of the 56 sessions could 

not be anal yzed and fkl.d to be d.lscarùed. The discarded sessions were 

either inaudible (poor sou.rrl quality) or did not record due ta 

technical (recorùer malflmction) or human er:ror. In each case, the 

closest session in tenns of chronolgy was subst i tuted for the discarded 

session. On two occasions session 3 was substituted for the first 

session rurl session 11 replaced session 12, while for one discarded 
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session 4, session 5 wa.s substituted. 

'!he raters listened te the first ha~f-hour of each session for 

context, then rated each patient's stat.err.ents durin:;J the next 45-minute 

segment. usinJ a similar process analysi~ system (the Mcdified Hill 

Interaction Matrix) with a similar patient popula'L':on, Piper and 

Marrache (1981) deterrnined empirically that this 45-minute segment was 

highly represe.ntative of the entire session, reporting correlations 

which ranged fram .80 to 1.00. 

Each statement was timecl us~ a stq;Match. A statement was 

defined as a part of a sentence, a complete sentence, or several 

sentences spoken by a member of the group which \VctS not interrupted by 

a statement by another member or by a silence greater fr.an"tP-n 

seconds . Total statement duration for each patient was Sl.lll1IllE!d for each 

work category (category 3 or 4:) anj were cambined. for all sessions 

rated. 

The following ratios were calculated. for each patient. 

Participation was the ratio cf the patient' s total statement duration 

over the total verbal production for the group. Tc detennine the 

degree to which each patient engaged in psychodynamic work two ratios 

were calculated. Group-based. Work was the proportion of a patient' s 

work behavior (staternents scor.inçr category 3 or 4 ) relative to the 

total work be.havior of the group. Self-based Work was the proportion 

of a patient's work behavior relative te hisjher total participation. 

'!he two work ratios were recalculated utilizing statements that had 

score:! category 4. These addi tional ratios were called High-level 

Self-based. Work am High-level Group-based Work. 
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Four research assistants were trained ta use the ~RS. '.!he 

training sessions lasted approximately four rronths am involved 

extensive practice ratings utilizing the audiotapes fram a pilot 

therapy group previously corrlucted by the principal investigator. In 

addition, the raters, being msrnbers of the research unit, 

simultaneous1y atte.nded related training sessions and discussions with 

the investigator concenüng the basic concepts and assumptions of 

psychodynamic theory. Trai.nirB was considered CClIT'plete when acceptable 

inter-rater reliability coefficie.nts had bea1 reached. 

'!he inter-rater reliabllity of the i-mRS was detennined by 

comparing pairs of indeperdent ratin:.:;s of twelve sessions. 'Ihe twelve 

sessions were randomly chosen ft'Ol1l the eight groups. care was taken to 

ensure that each phase of therapy a.rrl every cambinatian of raters were 

represented in the sample. 'Ihe twelve sessions provided 1572 

statements (an average of 131 statements per session) for 

categorization. 'The inter-rater reliability was dete.rmined. for the 

~RS utilizing its four categories. 'Ihe four categories were then 

collapsed into just two categories: Work (œtegories 3 arrl 4) anj 

NOl'IV/Ork (categories l arrl 2). 

'IWo types of inter-rater reliability were determ.ined for the four 

categories of the FWJRS. '!he first, percent perfect agreement, 

reflects the statement by statement category agree:ITh nt beb>leen two 

raters for a therapy session. 'Ihe mean percent perfect agreement 

l:etween the four raters for the 12 sessions was 79. The average 

percentage.s of perfect agreement for categories l through 4 were: 87, 

83, 67 and 66, respectively. 
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The secam reliability statistic calcu1ated was the kappa 

coefficient (Cohen, 1960) . The kappa coefficient is recornrne.rrled for 

use with nominal scales arrl :reflects the prop::>rtion of category 

agreem:nt between two ra'\.....XS after re:rrovi.n'; the influence of 

chance-expected agreement. '!he mean kappa coefficient for the four 

raters over the twelve sessions was .69 (ran;:;e = .62 - .80). 

These two types of inter-rater reliability were ret:eated utilizing 

the collapsed \'lork versus Nonwork differentiation. The me::m percent 

perfect agreement between the four raters for the twel ve sessions was 

89. The average percentages of perfect agreement for Work and Nonwork 

categories were: 85 and 90. The mean kappa coefficient for the four 

raters over the twe1ve St"-ssions on the Work-Nonwork distinction was .75 

( .78 for Work and . 69 for Nonwork) . 

'IhJ s data supported the inter-rater reliabj lity of the :?iK)RS. When 

four categories were utilizecl, the majority of the disagreements were 

between the two work categories or between the two nonwork categories. 

'nlus, it was rare, that raters disagreed about the work versus nonwork 

distinction. 

B. Therapist-Rated Process Variables 

Following each session, 

impression 

contribution 

(expressecl as 

(participation) 

the therapist was asJœd to provide an 

a percent) of each patient' s verbal 

ar:rl the percent of each patient' s 

participation that was cor.sidered ''work.'' 'nle thempist. was asked to 

base hisjher ratings of work on the following defiru.tion: 



Work is an atternpt by the patient te urx1erstan:i a problem that 
invol ves the patient 1 other patients in the group, or the 
group as a whole in tenns of dynamic factors. Dynamic factors 
include wishes, fears, defenses am any affects, behaviors or 
cognitions that be10ng te IDelTIbers of the group that are 
dynamically related te the problem. '!he notion of conflict is 
iroplicit if not e.xplicitly identified. Excluded from this 
definition are the rrere description of a prablem am 
consideration of dynamic or norrlynaInic factors that beloIYj ta 
pE"..rsons or situations externa.l to the group. 

3. outcome Measures 
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'!he current trerd. in psychotherapy out.caIœ research is to include a 

wide range of Olltcarne criteria (I..ambert, Shapiro, & Bergin, 1986; 

Waskow & Parloff, 1975). 'This trerrl is based 0n the notion that since 

the impact of psychotherapy is l!D..Ù. tid.:iJrensional , outcorre should be 

monitored from a variety of perspectives. A number of different areas 

were represented in this study' & outcarre battery . They included 

interpersonal functioning, psychiatrie symptaroatology, self-esteem and 

personalized target objectives. Sources of evaluation ineluded the 

patient, the therapist arrl the in:::lependent ass.essors. Consistent wi th 

current practice (e.g. Green, Gleser, stone, & Seifert, 1975; Mjntz, 

Luborsky, & Cl1ristoph, 1979) , several types of outCOl'lll:':! in:lices (e. g. 

residual change scores, rated benefit scores) were obtained. 

Seventeen of the outcome variables were assessed on three 

occasions: at the inltia1 interview, at the camp1etion of therapy, a..nd 

at the six-month follow-up interview . Patients in the delayed 

treatment cor.tdition were assessed an additional time: follC1.Ving the 

wait pericd. Three outcome measures that assessed overall benefit fram 

therapy were administered at the posttreatme.nt arx:l fOllow-up 
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interviews . 

A. Social Adju..c:rt:n'ent Scale 

'!he Social M.justment Scale (SAS; Weissman, Payke1, & sie:;rel, 1972) 

is a semi- structured interview tilat utilizes 48 items to assess five 

areas of tunctioning and provide seven global ratings. 'The five areas 

assesse::l are work, social and leisure, e::cte.nded family, marital (as 

spouse, parent, and merober of family unit) an::l economic independence. 

The time focus of assessment i8 two rronchs. Reliability data came from 

two irxiependent studies. The degree of agreerœnt (within 1 point) for 

indeper.d.ent raters was 95 percent. 'Ihe mean Pearson correlation 

coefficient was .83. Validity was ~rtec1 in two ways. Forty-one of 

the items successfully discriminated between a population of forty 

psychiatrie patients fram their norroal controls. Items referring to 

solely single subjects (e.g. frequency of dating) failed to 

discriminate between the groups. '!he SAS was also shcwn to be 

sensitive ta the ill1pact of two ronths of psychotherapy as improvement 

iJl the predicted direction was measut"E!d by the SAS. 

A modified version of the SAS was utj lized in this study . 

Subscores on six areas of interpersonal functioning were obtained 

instead of four. The additional subscores were derived by separating 

the marital area of functioning into three subsections. Bence, in 

addition to work, social life, arrl parental family, the SAS 1 as used .in 

this study, provided subscores in the areas of spouse, sex, and 

parent/childe 'The implementation of this modifica'cion was base::l on the 



• 81 

belief that functioning in these three areas could he differential1y 

affected by therapy. 'Ihis m:xiification is consistent with previous use 

of the scala' s pred.ecessor f the structured ani Scaled Interview to 

Assess Naladjustment (SSIAMi Gurlan:l, Yorkston, stone, Frar".k, & Fliess, 

1972) . 'The SSIAM provid&. for five subscores by providing sepal"ate 

scores for spouse and sexual life. In their use with the SSIA'\l, Piper 

and his colleagues (1984) modified the scale such tbat the cornbined 

spouse and pare.ntal areas were further divided into t.wo separate 

assessment areas. 

A second m::difi.cation was made ta t.he SAS for use in the present 

study. Tc ascertain the progressive impact of the three oonth wuit 

:period and the three lOOnth group therapy, the ti.lre fecus of assessment 

was reducecl te one IOOnth. 

Previous r.vork by Piper an:l his colleagues (1984) with the 3SIAM, 

suggested a third modification te the SAS. 'Ihese authors modified the 

scoring criteria te include oore be.havioral ard frequency referents 

which resulted in improved c1arity ard relbbility (Piper et al., 1982 i 

1984). In these two separate studies, the average Pearson 

prcduct-moment correlation between the ratings of tWCl irdependent 

raters were: 1; (10) = .87, P <. OOli and 1; (18) = ,85, p< • 001. Henee, 

these revised scorin;J criteria were used in the present study with the 

relevant items. 

Each item of the SAS was scorecl on an Il-point scale ranging frcJlTl 

an absence of problerns te extreme distress. The patient' 5 sc.ore for 

each area was detenninecl by averaging the ratings for that sübscale. 

An overall sr....ore for interpersonal funct.,.oning was obta. ined by 
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averaging the scores of all six subscales. To detennine inter-rater 

rel iabil i ty in the present study, correlations between the two 

independent assessors' subscale scores for 15 patients were 

calculated. The mean Pearson product-m:nnent correlation for the six 

areas of functioning was r (13) = .73, 12 < .01, witt, a range fram .r = 

.50 te.r = .S7. 

B. Target Obj ectives 

A special task force canunissioned DY the National Institute of 

Mental Heal th presented a m::mograph of recammended outcome measures 

(WaskcM & Parloff, 1975). within this mnograph is the reconnnendation 

of including personalized target objectives in psychotherapy outcame 

re.search • Several researchers support the recanunen:::lation of their 

inclusion as an ilnportant criterion of treatJnent efficacy (Iambert, 

Shapiro, & Bergin, 1986; Sloane, staples, cristol, Yorkston~ & Whipple, 

1975) . 

In the present study, each patient was asJœd at the beginning of 

the initial research interview te specify the prab1ems or goals that 

he/she rrost wantei help with in psychotherapy. Using this list as a 

guide, the cutcarne assessor an:i the patient developed a set (between 

three to five) of clea.rly an:i concisely st.ated, nonoverlapping, 

personalized target objectives. '!he severity of the problems 

associated with each target objective was rated by the patient arrl the 

indepen:1ent assessor. 

Before bE!ginning therapy, the patient used a 5-point rating scale 
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ranging fram slight (1) to extreme (5) to assess each tal:çet objective 

with respect te its severity during t'he past oonth an::i the éUOO\l!lt of 

improvement expected by the en:l of tllerapy. usirq the saIne scale 1 

he/she was alse aslœd to rate the inq:x:>rtance of each target. r:uring 

the interviews:. con:lucted after the termi.nation of therapy an:1 at the 

six-ronth follow-up 1 the patient was asked te use the sare scale te 

rate the severity an:l imp:lrtance of each target objective. using an 

Il-point scale that ran;Jed fram extrerre worsening (1) ta ext.rerne 

iJnprovement (11), he/she was also ask:e::i te rate the ~ of change 

associate::i with each tatget objective. 'This rating bas been called a 

rated benefits score (Mintz et al. 1 1979). A pa.tient assigned to the 

delayed. therapy corrli tien was asked te rate 1 for each target obj ecti ve 1 

its severity, importance, expected improvement am the degree of change 

that may have occurred durin:J the wait perim. 

At the en:l of therapy, the therapist use:i similar rating scales te 

rate the degree of severi ty arrl imprcverrent associated wi th each 

patient' s tal:get objectives. '!he therapist did not provide pretherapy 

ratings as he/she only met the patients at the first therapy session. 

'!he outcome assesser determined the severity of target objectives by 

utilizing the patient 1 s respJnses te a staOOarci list of questions 

concerning the frequency 1 duration, intensity, pervasi veness 1 and 

clisruptiveness of f'.ach problem associated with the target objectives. 

Patient responses in each dimension were rated on a scale fram trivial 

(l) te severe (5) . Giving special weight to the disrupti veness 

d:i.:mension, the 

severity score 

five dimensions we..."'"9 averagerl to produce an overall 

(that similarly ranged from trivial (1) to severe (5». 
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'!he outcaIre assessor provided severity ratings at each assessment 

in1:&view. The outcorne assessor did net provide a rated benefits 

score 1 or a ~e score, as she often cou1.d not reue:mber the 

pre-therapy severi ty level after the three or nine month hiatus between 

interviews. 

Inter-rater reliability for the outcome assessors severity ratings 

on the first target objective fram 15 patients was l' (13) =.73 f? < .01. 

C. Ill1pact of Event 8cale 

'!he Impact of Event Scale (IFS; Horowitz, Wilner, & Alvarez, 1979) 

is a 15-item Likert scale whiC'h assesses the degree of subjective 

distress experienced in reaction te a traurratic event, such as a loss. 

It was included te measure the effe=t of this study 1 s loss-focused 

therapy approach. '!he patient rates each item for the frequency of 

experience durin; the previous week, resporrli.n;J with either "not at 

all, " "rarely," "sarnetimes," or "often." '!he items include behavioral, 

affective, an:l ccçnitive aspects of distress arrl were based on clinical 

descriptions of recent episodes of distress. 'The scale bas two 

subscales (as revealed by cluster analyses): the Intrusion of unwelcome 

aspects associated with the traurnatic event, and the conscious 

Avoidance of ether associated aspects of the event. The patient with 

multiple losses can complete a separate scale for each event sir.ce each 

loss is identified at the top of the copy. 

'!he scale 1 s spli t-half reliability coefficient is .86. The 

intetnal consistency of the Intrusion subscale is . 78 while that of the 
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Avoidance frubscale is .82. since the correlation between the two 

subscales is .42, they are believed te ref1ect associated but not 

identical dilœnsions. '!he scale' s test-retest re1iabi1i ty coefficient 

(for 1 week duration) is .89 for Intrusion, .79 for Avoidance arrl .87 

for the total score. With respect to the validity of the IFS, it was 

highly effective at distinguisl'lirq between patient a.rrl student 

populations (p < .001) . It bas alse proven itse1f to be sensitive to 

changes made by patients engaged in a treatrnent aimed at pcst-trauroatic 

stress disorder (p < .05; mean length of t:reatrrent was 11 weeks;. In a 

cross-validation study, the IES was sensitive ta the stress respcnse 

syndrome as evidenced in a non-clinical lX'!'lllation (Zllberg, Weiss, & 

Horowitz, 1982). 

D. Interpersonal Depen::1ency Inventot:y 

'lhe Interpersonal Ceperrlency Inventol:)T (mI; Hirschfe1d, Klerman, 

Gough, Barrett, 

which rrea.sures 

Korchi.n, & Olodoff, 1977) is a 48-itern questionnaire 

interpersonal deperrlency, which is defined by its 

aut.hors as the need te associate closely with, interaet with, and rely 

upon valued ether people. 'Ibe inventory is based on psychoanalytic, 

social 1earning and ethologica1 theories an::i consists of three scales, 

Emotional Reliance on Another Persan (ER) , lack of Social 

Self-confidence (SC) am Assertion of Autenomy (Au). The patient is 

asJœd to rate each item on a four-point scale ranging tram "nat 

characteristic of me" te "very characteristic of me." Whi1e an overal1 

score can be obtained, the authors suggest that a subscore for each of 
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the three scales be utilized. '!he t.hree scales are considered to be 

conceptually imeperrlent. 'lhis irrleperrlence has been supported 

statistica1ly. For exarnple, the correlation between ER and Au is 

-.23. With the goal of redueing the demarrls of self report measures on 

the present study's patients, the SC scale was del~ted. 

'lbe IDI' s predictive validity bas been supported by its ability ta 

discr:iIninate between normal arrl psychiatrie populations with these 

results being cross-validated on two additional samples. Its construct 

validity bas been supported by the firding that ER significantly 

corre1ateè with the conceptually related variables of social 

desirabii ty, anxiety, depression ar.d int.erpersonal sensi ti vi ty . Th.e 

moderate strength of these correlations, heMever, attest te the scale' s 

conceptual independence fram these variables. With respect to Au, the 

correlations were of minbnal strength. With respect te its other 

psychometrie properties, the split-half reliabilities for the relevant 

scales are .87 (ER) an:l .72 (Ail). 

E. Interpersonal Behavior Scale 

The Interpersonal Behavior Scale (IBS; Piper, Debbane, & Garant, 

1977a) is a 30 item questionnaire which rneasures the present an::i idea1 

leve1s of int.erpersonal functioni.rxJ. '!he lBS utilizes two forros which 

are identica1 in content tut have different instructions: one fonn 

inquires as te the present leve1 of functioIÙ.nJ and the ether fonn 

inquires as te the idea1 level of functioninJ. Each fonu' s i terns are 

divid.ed between the patient's (present or idea1) ability ta 
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self-disclose, express affect an:i he sensitive ta others. '!he patient 

is asJœd ta rate the extent ta which these behaviors are (presently or 

ideally) reciprocated by others. AlI items are rated on a ~-point 

scale rdI'lging fram ''very se1dam" te ''very freqllently". '!he present 

level of interpersonal functioning is obtained by st.maning the total 

points on the appropriate fonn. By determin.ing the absolute value of 

the difference between the points for each item on mth forTIIS am 

summing them, a discrepancy score between present am ideal levels of 

interpersonal functiol1i.m can be obtained. 

Piper et al. (1977a) fourrl the test-retest reliabilities for 24 

wait list control patients CNer a three lIDIlth period ta be !' = .79 for 

the present level of functioYÙl'"g scores anj 1;:' = .74 for the discrepancy 

scores. The rBS bas also been found ta be a valid measure of 

therapeutic ch.a.n:;Je. 'IWo studies have shawn that treated group 

psych.ot"..herapy patients i.Irprove their levels of interpersonal 

functioning (in tenns of discrepancy scores) roore sc than untreated 

wait list co~trol patients (Piper et al., 1977a; Piper, Debbane, & 

Garant, 1977b). Another study reports ::.~ r:mificant improvement in group 

psychotherapy patiel. its ' pre te post tl: ~apy IBS discrepancy scores 

(Piper et al., 1984). Wi th respect ta therapy process, the IBS present 

functioning scale bas been shawn ta be significantly correlated with 

therapy work levels (as measured by the Hill Interaction Matrix) (Piper 

& Leonoff, 1983). 
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F. Rosenberg Self-Esteem Scale 

'!he Rosenbel:g Self-Esteem S\'..ale (Rosenberg, 1979) is a lü-item 

Guttrnan scale which provides a score of global self-attitude. 

'Iheoretically, low self-esteem is believed ta distinguish between 

patholcgical mourning (rrelancholia) arrl nonnal 1TOI.lJ':l1ing (Freud, 1917). 

'The assessrnent of salf-esteem was considered, therefore, to be 

particularly relevant for this study's population of loss patients. 

'The Rosenberg was chosen due co i ts ease of administration an:1 

impressi ve psychometrie properties. 

'!he patient respords ta each item with either "strongly agree," 

"agree," "disagree," or "strongly clisagree." 'Ihe rating criteria yield 

a score fram 0 ta 6 with higher scores indicating lower self-esteern. 

'!he Rosenberg's coefficient of reprcx::lucibility is 92% and its 

coefficient of scalability is 72%. These coefficients meet the 

criteria for Gut'bllan scales in:iicatinJ mat the scale has good intemal 

cor.sistency 1 or that the items appropriately assess a uniclimensional, 

curnulati ve response pattern. 

The test-retest reliability (aver a two-week period) ranges fram 

.85 ta .88. 'The scale's construct validity is supported by its 

empirical relationship with conceptually relevant variables. Scores on 

the Rosenberg were :r:a;itively related ta scores of depression am 

anxiety but negati vel y related. ta peer sociometrie ratings. Its 

convergent valiclity was support.e:l by its m:xierate relationship with 

other measures of self-esteem (e.g. psychiatrie ratings, Self-Image 

Questionnaire) . In surnrna:ty, the Rosenberg represents a concise, valid 
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and reliable :measUJ:t:: of self-esteem. 

G. Self-report symptan Inventory - SCL-90. 

'!he Self-report symptarn Inventory - SCL-90 (DP..rogatis, 1977: 

De.rogatis & Cleary, 1977) is a 90 item self-report symptam inventory. 

It consists of ni1'le primary syrnptam classifications: samati zat ion , 

obsessi ve-carrpulsi veness, interpersonal sensitivity, depressien, 

anxiety, hostili ty , phobie anxi~ty, paranoid ideation an:i psychoticism. 

It was included as a comprehensive measure of psychiatrie 

syrnptamatolCXJY • In addi tien, the rreasure bas been shawn ta De a 

reliable arrl valid n-easure for use with psychiatrie outpatient 

populations . 

'l11.e interna1 reliability CX)effieients of the rune dimensions 

assessed by the SCL-90 have been reported as ranging fram . 77 to .90 

(Derogatis, Richels & Rock, 1976). 'Ihis was based on a het.erc:genous 

group of "i11~ psychiatrie outpatients. With respect to its validity, 

the nine dimensions have been sho.vn ta reach peak correlations with 

analogous scales fram among the c1inical scales of the Minnesota 

Multiphasie Personality Inventory (MMPI) (Cercgatis et al., 1976). 

'Ihis was based. on 209 syrnptamatic volunteers for therapeutie drug 

trials. In addition, the SCL-90 has been sho.vn to be a sensitive 

measure of a variety of treatment effects including brief therapy 

(Green, Gleser, Stone, & Seifert, 1975). 
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H. Beek ~ression InVentory 

'Ihe Beek Depression Inventory (Beek am steer, 1987) is a 21-item, 

nrultip1e choice 

symptamatolcxy . 

available data 

normative data. 

questionnaire that l!'ea.SI.lreS the severi ty of depressi ve 

A major strength of this scale is the extensive 

concerning i ts psychCll'retric properties, including 

Another strength is that the items reflect the 

affective, cognitive, arrl physiolcqica.l carnponents of depression. '!he 

Beek is particularly suited for use with outpatient populations given 

its sensitivity to mild arrl moderate levels of depression (Gelin & 

Hartz, 1979) . In addition, it has been sheMn to be sensitive te 

psychotherapy treat:rrent effects. Besides havbg gcx:x:l predictive 

validity, the Beek' s concurrent validi ty is supported by i ts strong 

correlation with the Zurq Self-Rat:i..n:;J Depression Scale (Reynolds & 

Gould, 1981) ar:d clinicians 1 ratirBs of depression (Beek & 

Beamesderfer, 1974). Its construct validi_ salse suggested by the 

concordance between its iteros am six of 'che pme criteria for a 

depressive episode presented in the Diagnostic am. statistical Manual 

of the Arrerican Psychiatrie Assoc::iation (ŒM-III). With respect to 

reliability data, the split-balf correlation coefficient has been 

reported to be .86 with an internal alpha of > 93 (Beek & Bearnnesder.fer, 

1974) • 

For reasons of parsim:::>ny, the 13-item version of the Beek was 

utilized in the present study. 'This shorter version has been shC1itJI1 ta 

be highly correlateci with the original scale (±, = .93) and. has a 

si.mi.larly strong inte.rnal consistency Ct' =.83; Reynolds & Gould, 1981). 
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I. Global Rati.rçs of outcane 

Four measures assessed global ratirgs of outcame. Lambert, 

Shapiro, an:l Bergin, (1986) advcx::ated the inclusion of global outcome 

ratings, a.rgu.i.n:;; that they have high face valicli ty . 'nle first was a 

global rating scale of "Life Satisfaction" . 'The scale ranges from 

complete1y clissatisfied (1) ta carnplete1y satisfied (7). 'The scale was 

completed by the patient before am after therapy arrl at the s:i.x-month 

follow-up periode 

'Ihree addi tional outcarne measures were abtained at the posttherapy 

assessment. 'The patient am therapist were asJœd te provide ratings of 

the "OVeral1 Usefulness of 'Iherapy." '!he rating scale ranges fram very 

little (1) te very mm (7). In addition, the patient evaluated hisjher 

satisfaction with the services received. 'Ihe "sexvice Evaluation 

Qu,estio..'1.l1aire" consist.3 of seven items with a 4-point rating scale 

reflecting dissatistaction (1) to satisfaction (4) with the quality of 

care provided. 'lbe mean of the seven items provided one measure of 

se:rvice evaluation. 

X. Procedure 

Patients were ~itia1ly assessed by a staff therapist and a 

supervising psychiatrist who referred patients for S'IG. '!he staff 

therapist explained the procedures and abtained the patient' s infonned 

consent. rrbe patient was then assessed for psychological rnindedness 

(FMAP) am classified as highly or marginally suitable. Next, a second 
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blini i.n:leperrlent assessor admi.nistered the outcane battery. '!he 

principal investigator rarrlarnly assigned pairs of patients to either 

i.mmediate therapy or delayed therapy am to a particular therapist am 

group. Delayed therapy patients wai ted 12 weeks before being 

re-assessed wi th the outcame bat:tery. 'Iherapy lasted 12 weeks. AlI 

therapy sessions were taperecorded for subsequent process analyses. 

'lbe therapist provided rat:i..n:;Js col'lCeIl1in;J hisjher pp-rception of the 

therapy process after each session. Soon after therapy ended the 

patient met with the 

am outcarne battel:y • 

irrlepen:lent assessors who a~lu.nistered the rnAP 

Six nonths after the end of therapy the 

independent assessors met with the patient for a final, follow-up 

administration of the FMAP an::i outcame battery. All dropouts were 

requested te participate in a final interview with the Weperrlent 

assessors who admininste.rel the outcarne battery dI'Ù investigated the 

patient' s reasons for leavl.n;J th.erapy. 
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Results 

'!he resul ts are presented in four sections that focus on the 

patient samples available for various analyses, the analyses of pretest 

scores, the tests of the major hypotheses, an::l additional analyses. 

Results presented in the first arrl secorrl sections pri.marily llwolve 

frequency data. These data were subjected to chi-square tests of 

irrleperrlence am, where appropriate, t-tests. Results presented in the 

third arrl fourth sections invol ved several statistical techniques. rIhe 

pretest-posttest, control group design (campbell & Stanley, 1963) 

invol ved a repeate::l measurement of outcome variables. Changes 

occurring OlIer the pretest ta posttest period (prescore-postscore data) 

were analyzed by rr .. ~ of multivariate and univariate statistical 

procedures. Several of the proc:::edure:s were implemented ta adjust for 

the carrunon c:x::!Cl.l!'rence of significant linear relationships between 

prescores an:i postscores. A description of each of tllese statistical 

procedures preceeds the sections concerning findings resulting f~"OlII 

their implernentation. 

When required, multiple carnparison tests were cow ... ct:ed between 

irdividual cell means using the Scheffé meth()d which utilizes the f 

statistic. The level of significance chosen was .05. Marginal 

sj #ficance was defined as an alpha J.evel between .05 and .10. 

'IWc-tailed tests of significance . ..tere chosen for aIl correlation 

coeffi '"!ients and t-tests. '!he analyses were con::lucted using computer 

software packages f:t:'C",ffi SAS (SAS Institute, 1985) and SPSSX (SPSS 

Incorporat.ed, 1988). 
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I. Patient Samples Available for Analyses 

A total of 79 patients participated in the study provid.i.ng, at 

minimum, initial assessment data. 'Ihere were 33 pôtients raIl<.. 1In..Li 

assigned to the i.mmediate treatment cordition arxi 33 patients rcJ1domly 

assigned to the control condition. Of the 33 patie.'1ts within €ach 

condition, 19 had scored high and 14 had scored low on l:-'SYchological 

mi.n:ledness (FM). After the initial con:lition assign:ment, another 13 

patients were added to the control corrlition. Five of these additional 

patients (3 highly suitable and 2 marginally suitable) replaced 

patients who had dropped out early in the delay period. The decision 

te use these patients as replacements was based on the fact that their 

B1 score, gender and age were comparable. 'lhe other eight additional 

patients (3 highly suitable am 5 nmginally suitable) were added just 

before the first therapy session. (On one occasion, a patient was 

added. to the group at the second session.) 'They replaced patients who 

elected not te receive treatment after the delay period. They were 

accepted into the study to ensure that a sufficient mnnber of patients 

were avai:ï.able for the control patients' therapy groups. 

A number of patients dropped out at different times throughout the 

study. The attrition figures are presented in Table 4. In tenns of 

attrition according to condition assigrnnent, the rates are quite 

similar. 'lhe innnediate treatment condition suffered 15 dropouts: five 

failed to attend one session (decliners), eight dropped out after 

attending less than balf the sessions (early dropouts) and two 

terrninated prematurely after attencling m:>re than half the s@.ssions 
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Table 4 

SUmrnary of Patient Attrition 

# 1 # 1 # 1 # # # 1 # # 1 # 1 
1 Group 1 1 Initially 1 AddErl 1 Adderl 1 Total 1 Decl ined 1 Began 1 Early rate 1 # 1 Retumed for 1 
1 Ile IIMIAssigned Ito Waitlto Group 1 Assigned 1 'lherapy l 'lherapyl Dropout Dropa.lt 1 Remainersl FollCM-up 1 
1 1 1 1 1 1 1 1 . 
1 11 l 1 HI 6 VA 1 0 6 2 1 4 1 0 1 3 1 3 
1 1 1 MI 3 NIA 1 0 3 0 1 3 2 0 1 1 1 1 
1 1 1 1 1 1 1 1 
1 210 1 HI 5 0 1 1 6 2 1 4 0 0 1 4 1 4 
1 ! 1 MI 4 0 1 2 6 4 1 2 1 1 1 0 1 0 
1 1 1 1 1 1 
1 31I 1 HI 5 NIA 0 5 0 5 1 0 1 4 3 
1 1 1 MI 3 NIA 0 3 1 2 0 2 1 0 0 
1 1 1 1 1 
1 41D 1 HI 4 2 1 7 2 5 0 0 1 5 5 
1 1 1 MI 3 0 1 4 2 2 1 0 1 1 1 
, 1 1 1 
1 51 l 1 HI 4 NIA 0 4 0 4 0 0 4 4 
1 1 1 MI 3 NIA 0 3 0 3 3 0 0 0 
1 1 1 1 
1 610 1 HI 4 1 0 5 1 4 0 0 4 4 
1 1 1 MI 3 2 0 5 2 3 0 1 2 1 
1 1 1 1 
, 71 l 1 HI 4 NIA 0 4 0 4 0 0 4 4 
1 1 1 MI 5 NIA 0 5 2 3 0 l 2 2 
1 1 1 1 
1 810 1 HI 6 0 1 7 4 3 0 0 3 2 
1 1 1 MI 4 0 2 6 3 3 1 0 2 2 
l'Ibtall HI 38 3 3 44 11 33 2 0 31 29 
1 1 MI 28 2 1 5 35 14 21 8 5 8 7 

Note: C - Condition: l - Immediate treatrnent; D - D:!laved treabnent condition 
FM - Psycholoqical mind.edness: H - High IM; M - Marginàl FM. NIA - lbn-applicable 
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'!he control rorxtition suffered 20 dropouts (Le. 

during the delay period). '!he dropout rate for the i.mmediate condition 

was 45.4 percent (15 of 33 patients) while the dropout rate for the 

control condition was 52.6 percent (20 of 38 patients). A chi-square 

analysis was conducted on the frequency of remainers and dropouts 

between the two corrlitions. '!he resul t of the chi -square was 

nonsignificant, irx:licating tbat attrition was net related ta condition 

assigrnnent. 

Fifty-four patients began the innnediate or delaye::1 treat.ment phases 

of the study, atten::li.ng at least one of the twel ve g.roLIp therapy 

sessions. From this set of patients, there were 15 dropouts, ten early 

;md five late. 'Ihus, the overall dropout rate dur~ the treat:Ir.ent 

phases was 27.8 percent. v-.mle 62 percent of the marginal FM patients 

dropped out, only 6 percent of the high FM patients dropped out. Table 

5 S1..1l'!U'lla.rizes the attrition rates during t..'1e treatment phases according 

ta the patients' level of psycholcqical min:ledness. Of the 15 

dropouts, two patients were highly psychological mirrled while 1: were 

in the marginal range. '!he result of a chi-square analysis on these 

frequency counts was highl.y significant, Z2 (1) = 17.46, p<.OOl. The 

proportion of explained Ya7iance attributable ta FM was calculated 

(Hudson, Thye.c, fy Stocks, 1985). '!he proportion was fourrl ta be .32 

indicating a st.ron;; association between level of psychologica1 

rnindednt:!ss am attrition fram therapy. 

'!he re lationship between psycholcqical mirrledness and dropping out 

was an infonnative although disruptive f~. The implications of 

this finding will be presented in the Discussion section. It is 

• 
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Table 5 

Psycholc:x:rical Mindedness and 
Attrition D..lring Trea'bnent Phase 

I.e el of 1 Nl.m1ber Who Number who 1 

1 Psycholygica... Minc1edness 1 Rernained DroPPed out 1 

1 1 1 

1 IITGrf 1 31 2 1 

1 1 1 

1 1 1 

1 MARGINAL 1 8 13 1 

1 1 1 
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ilnportant at this point, however, to disCllSs the disruptive 

inplications that this association had for the analyses of the data. 

Qnly three of the marginally suitable patients in the immediate 

treatrnent condition actually canpleted treatrnent. Hence, the number of 

patients available to test t.~ interaction effects of treatrnent and 

suitability was rernarkably reduced. It was decided that the two 

patients who had attended the majority of their sessions before 

prematurely tenninating (the late dro};)OUts) would be included as 

"treateél.. " One patient had d.ropped out after session eight and the 

other had dropped. out after the tenth session. nùs decision increased 

the number of narginally suitable patients in the i:rmnediate treabnent 

corrlition te five. The few number of treata::l narginally suitable 

patients barely pennitte.d testing for the main effect of fM and the 

interaction effect of the study' s two primary irrlependent variables. A 

potential third inde pendent variable was therapist, and a potential 

fourth, partially-nested, independent variable was groups. 

Investigations of the three-way and four-way interaction effects were, 

however, pre-e.mpted gi ven the small rn.nnber of patients per œIl. While 
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the three-way interaction between sui tability , therapist, and group 

could have been investigated, the results would have been misleading. 

'!he iromediately ~eated and control patients could not be combined for 

this analysis since the wait list patients had yet ta experience the 

group and i ts therapist. Investigating this three-way interaction 

using the data fram the llnmediately treated patients was again 

prevented by the few treated marginal FM patients. Hence, the data 

analyses focused on the effects of the two primary independent 

variables, treatme.nt arrl sui tabili ty . 

Forty-eight patients contributed data for camparing the outcornes of 

the ilnrnediate treatInent versus control conditions. 'Ihe i1nmediate 

treatment patients were included in these analyses if they had attended 

OlIer half the therapy sessions, an::i provided pre and posttreabnent 

data. 'Ihe mean number of sessions attended by the ilmnediately treated 

patiente; was 11 with a standard deviation of 2.7. 'l'Wenty irnmed.iately 

treated patients provided data for these analyses (15 high FM, 5 

marginal FM). Control patients were included. in the data analyses if 

they provided prewait and postwait data. Inclusion did not require 

their continuation into the treabnent phase of the study. Twenty-eight 

control patients provided. data for these analyses (16 high FM, 12 

marginal FM). Four cases had incarnplete data due ta the patients' 

failure to return for the postwait interview, or ta complete their 

questionnaire pacJœt. 

Seventeen control patients proceecled from the wait list through the 

treatment phase of the study (13 high ru, 4 marginal FM), providing 

data for the "CMn control" or the "within group" cornparison of 
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(one marginal FM patient who proceeded fram the 

wait list te the treatment phase dropped out early in therapy. Henee, 

bis posttreatrnent data was inappropriate for these analyses.) In terms 

of follCM-UP data, of the 39 patients who carnpletecl treat:rnent, 36 (92%) 

returned for the follCM-up assessment (29 high FM, 7 marginal FM) • 

Investigations of the relationships between process and outcorne 

were based on the data provided by 43 treated patients (31 high FM, 12 

marginal FM). one of the treated patients (a late drop:mt) failed ta 

provide posttreatrnent data. '!he data fram the early sessions of the 

early dropouts were deleted since they were based on only a small 

sampling of behavior. FUrthennore, any relationships that might have 

been found between their process and outcome data vlould have been 

confounded by the fact that they dropped out before being treated. 

Investigations of relationships between psychologica.l mindedness and 

therapy process involved the data from the 43 treated patients. 

II. Pretest Score Analyses 

statistical analyses were conducted to verify that inunediately 

treated patients were carrparable te control patients, arrl that high FM 

patients were carrparable te marginal :FM patients with respect to 

possible confouncling variables. '!he variables included de:rnc:graphic 

characteristics, pretest Olltcorne levels, medications used, and factors 

relating to their persan loss (es) • 

The demographic variables were age, S9X, marital status, level of 

education and employment status. Chi-square analyses and where 
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appropriate, ,t-tests, indicatec1 no significant differences between the 

i.mmediate treat1nent and control conditions or between the high FM and 

marginal FM patients on t.~ese variables. 

In order to rule out the possibility of significant pretest outcome 

differences between the treated and control patients, and the high and 

the marginal PM patients, two-by-two analyses of variance were 

conducted on the prescores of aH outcome variables. No significant 

differences were found. This indicate:::l that patients in the different 

conditions were initially comparable on the outcome variables. 

In order te ascertain whether the use of medication was confounding 

the impact of the independent variables, chi -square analyses were 

conduct.ed on the use of medications amorg the wai t list (43%) versus 

inunediately t.reate:::l patients (45%) and arnong the highly (48%) versus 

marginally suitable patients (35%). The medications were almost 

entirely antidepressants. A separate two (high versus marginal FM 

patients) by two (wait list versus delayed treatment phase) chi-square 

analysis was conducted for rre:lication use among the 17 control patients 

who entered treatroent following the delay period. 'Ihe results of the 

chi-squares conducted on each of these frequency counts wcre 

nonsignificant. Hence, the use of medication was comparable for 

patients regardless of treatrnent condition or level of suitability 

indicating that subsequent findings of a significant treabnent effect 

for sm would not be confourded by the differentiaJ use of medication. 

Whet.her or not patients differe:i significantJ y on aspects 

associated with the 10ss(es) was also explored. 'The aspects that were 

investigated included. the incidence of loss by death as opposed to loss 
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by separation, the incidence of single versus multiple lasses, the 

incidence of the death of a parent as opposecl to another persan, the 

length of tll1'te since the loss 1 arrl the age of the patient at which 

hejshe experienced the loss. None of the (chi-square or t-test) 

analyses indicated a significant difference bebNeen the iIr.mediately 

treated versus control patients or between the high versus marginal FM 

patients wi th respect ta these ab--pects of the 1066 (es) . 

In Sl..l1l1ITla.IY, results of the the pre-group analyses confinned that 

patients in each treatment corrlition and at both levels of suitability 

were carrparable with respect. te deJ'OCX3TI1phic variables and other 

possible confouncling variables. 

III. Tests of Maj or Hypotheses 

Hypotheses l, 2, am 3 concern the independent arrl additive effects 

of the treatment variable (SIG) and the s'Uitability variable 

(Psychological Mindedness; FM) on the depe.ndent variables (outcome 

indices). Since these hypotbeses were initiallyaddressed by the same 

series of analyses, they will be presenb::rl in the saIœ section. 

HyPOtheses l, 2 and 3. 

'Ihe first hypothesis pre1icted a It"ain effect for S'IG and the second 

hypothesis pre1icted a It"ain effect for FM. Hypothesis 3 predicted that 

there would be an additive effect between treatrnent and suitability. 

'Ille consequence of this addi ti ve effect would resuJ. t in the treated 

high ru patients achieving the best outcome, the untreated marginal 1?M 
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patients achieving the worst out:.caroo, arrl patients in the remaining two 

groups (Le. the treated marginal ru patients an:i the untreated high FM 

patients) achieving outcomes in between. 

Tc- test these hypotheses, an initial two factor (treatrnent, 

suitability) MANOVA was conductai on the outcome variables. 'Ihe MANOVA 

was conducted instead of a MANCOVA since the latter technique was not 

feasible. The MANCOVA program demands that the same covariate or set 

of covariates be used for all depen1ent variables. Sinee the covariate 

was each dependent variable 1 s coinciding prescore, a procedure was 

needed that would all~ more flexibility. utilizing the MANOVA 

procedure with residual gain scores offered this flexibility while 

correcting for the influence of the correlation between the prescores 

and };X)stscores on the raw postscores. Hence, the outcome data were 

converted ta rt"-sidual gain scores (RGS). RGS equals the Z-score of the 

postscore minus the product of the Z-score of the prescore times the 

correlation between the prescores and postscores [i. e. RGS = 

Z-postscore minus (Z··prescore mul tiplied. by ~ between the prescore and 

postscore)] . 

The set of outcome variables available for this analysis consisted. 

of the 17 outcome variables which were assessed both before and after 

therapy for the patients in the immediate treabnent condition and both 

before and after the wait list period for the patients in the delayed. 

treatment condition. Variables that assessed overall benefit fram 

therapy (e. g . patient-rated. Dverall Usefulne.ss of 'Iherapy) were not 

appropriate for inclusion since they were oruy relevant for patients in 

the immediate treatIœnt corrlition. Four of this set of outcome 
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variables were fw:ther deleted. fram the MANOVA due to the relatively 

small D'S for these variables. ('lb.e MANOVA procedure dernands that all 

included patients provide complete data on all variables. A patient 

who has not provided complete data is automatically deleted fram the 

analysis. ) Three variables chosen for deletion were those that were 

nonapplicable to many patients (Le. the Work, Partner, and Childre.n 

subscales of the Modified Social Adjustment Scale). CUe to occasional 

incornplete subscales interspersed. in the data, the entire set of data 

for these 14 variables was available for 32 of the 48 participitating 

patients. In addition, the SCL-90 was the most often incomplete or 

erroneously completed questionnaire. It alse was deleted fram the 

MANOVA. 'Ibis 1eft the ratio of patients to variables at 37: 13 , which 

approaches the ratio of 3: 1. 

'!he MANOVA yielded a significant main effect for treat:ment, 

E(13,21) = 2.8, p<.02. '!he main effect for suitability was 

nonsignificant. E(13, 21) = 1.8, p<.ll, an:l the interaction effect 

approached significance, f(13,21) = 1.9, p<.10). 'Ihe results of the 

MANOVA indicated that significant finclings of a treatment effect and an 

interaction effect from subsequent univariate analyses would not be 

merely a statistical artefact. Ta determine which outcome variables 

were evidenci."1g significant effects, a two (immediate versus delayed 

treatment) by two (high versus marginal suitability) analysis of 

covariance (ANCOVA) was corrlucted for each of the 17 outcome variables 

that invol ved pre and. postscores. '!he lillCfJVA removes any possible 

confounc:ling effects resulting fram the relationship between pre and. 

post outcome scores. In each case the dependent variable was the 
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Each ANOOVA could 

provide evidence of a main effect for treatment, a main effect for 

suitabil ity , and an interaction effect. Given that the MANOVA failed 

te re-v'eal a main effect for suitability, only results concerning main 

effects for tr€'...atme.nt and interaction effects we.re interpreted from the 

series of MKXJVA' s. Interaction effects were gi ven priori ty in 

relation to treabnent main effects. Table 6 presents a summary of 

these analyses. ('ilie ANa:NA tables are reproduced in Appendix 0) • 

Eight signific:ant and one near significant main effects for 

treabnent (in the absence of significant interë\ction effects) were 

found. 'l'he variables incll1ded: the Famil y of Origin, E ( l, 38) = 4.91, 

~.05, Partner, f(1,9) = 3.43, p<.lO, and Sexual, E(l,39) = 10.11, 

p<.Ol, subscales of the Mcx:lified Social Adjusbnent Scale (SAS-M), the 

T~et Severity as rated by the in::lependent assessor (TSIA), f(1,39) = 

9.95, p<.Ol, tlle Avoidance subscale of the Impact of Events Scale 

(rES-A) , f(1,39) = 6.74, }2<.05, the Autonomy subscale of the 

Interpersonal Dependency Inventory (IDI -Au), f ( l, 38) = 4. 74, p<. 05 , the 

Beek Depression Inventory (Beek), E(1,39) = 10.32, p<.01, the Rosenberg 

Se1f-e.steeIn Sca1e (Rosenberg), f(l,36) = 16.89, p<.OOl, and the Life 

Satisfaction Sc:ale (Life Sat) , I(1,36) = 9.85, p<.Ol. In each case, a 

camparison of the adj usted postscore means for the two groups inclicated 

a lOOre favourable outcame for the treated patients than the control 

patients. 

A significant interaction effect for three of the variables was 

indicated by the results of the 'M1.a:NA.'s. 'Ihese variables were the 

Social subscale of the SAS-Mf E(1,39) = 7.06, p<.05, the Inte.rpersonal 
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Table 6 

F-Ratios From Two by 'I\-.ro Analyses of Covariance {AN<XJVA} 
Indicating Main and Interaction Effects 

of TreatJnent and SUitability 

outcome Variables 11 

Modified Social Adjustment Scale 
Work 37 
Social 44 
Family of origin 43 
Partner 14 
Chlldren 31 
Sexual 44 

Target Severity 
Independently rated 44 
Patient-rated 44 

Impact of Events Scale 
Intrusion 44 
Avoidance 44 

Interoersc-"rJal Behavior Sca1e 
PÎ:-esent Functioning 44 

Interpersol1ë.l Dependency Inventor:y 
Em:>tional Reliance 43 
Autonomy 43 

SCI..r-90 Total Score 38 

Beek Depression Inventory 44 

Rosenberg Self-Esteem Scale 41 

Life Satisfaction Scale 41 

Note: PM - Psychological Mirxledness 
a - 12 < .10 
* - 12 < .05 

** - 12 < .01 
*** - 12 < • 001 

Treatment :EN 
Effect Effect 

0.23 0.67 
3.31a 0.14 
4.91* 0.14 
3.43a 0.03 
0.42 0.00 

10.11** 2.38 

9.95** 3.27a 
2.:31 0.16 

1.73 1.38 
6.74* 3.57a 

5.13* 0.05 

0.17 2.22 
4.74* 0.52 

10.40** 0.05 

10.32** 1.02 

16.89*** 4.89* 

9.85** 3.4Sa 

Interaction 
Effect 

0.12 
7.06* 
0.10 
0.02 
1.04 
1.01 

2.44 
1.36 

0.20 
0.00 

5.72* 

0.10 
0.90 

5.02* 

0.65 

3.57a 

1.21 
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Behavior Sca1e - Present F'unctioning (IBSP), 1'(1,39) = 5.72, p<.05, and 

the SCL-90 Total Score (SCL-90), .f(1,33) = 5.02, p<.05. Mtùtiple 

camparison tests (Scheffé) arrong the four oo11s of the design indicated 

that for aH three variables, the marginal FM patients in the 

innnediately treated corrlition had a more favourable outcome than 

maxginal FM patients in the control corrlition: Social, f(3,39) = 2.54, 

}2<.10; IBSP, f(3,39) = 2.63, }2<.10; SCI.r-90, E(3,33) = 3.47, p<.05.. No 

other significant differences existed. 

Hypothesis 1 - SUpplementary Analyses . '!he series of lillCOVA's 

indicated that the i.mmediately treated. patients were reporting more 

improvement on outcame rneasures compared te patients in the control 

condition. In order ta determine whether the improvements evidenced by 

the immediately treated patients actually represented significant 

treatment benefits (Le. significant improvement over the pretreatrnent 

to posttreabnent period) a series of correlated t-tests were next 

conducted. Table 7 presents the mean and standard deviat ion for each 

of the relevant outcome variable' s prescores and postscores. '!he 

t-value associated wi th the change fram the prescores to postscores is 

also presented. For those variables that evidenced more improvement 

compared te the control corrlition (main effect for treatment revealed 

in the ANOJVA's) , the following also evidenced a significant treatrnent 

effect (Le. significant pre te posttreatrnent change): the three 

subscales (Family of Origin, Partner, and Sexual) of the SAS-M, TSIA, 

IF..s-A, the Beek, and Life Sato Henoo, the improvements on outcome 

variables for the imrnediatel y treated patients represented a 

significant treatJnent effect which was aIse greater than the 
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Table 7 

Mean and t-Value of 
Prescore to Postscore Change on Relevant outcarne Variables 

for Patients in the Immediate Treatrnent Condition 

Prescore Postscore 
outcame Variables 11 SO M SD D t 

SAS-M 
Family of Origin 4.5 1.7 3.6 1.3 19 -3.08** 
Partner 4.9 1.7 3.7 1.4 07 -4.53** 
Sexual 6.7 4.3 4.4 3.6 19 -2.46* 

TSIA 4.0 0.8 2.5 1.2 20 -6.15*** 

IFS-A 16.5 8.2 9.0 7.5 20 -3.40** 

lOI-Au" 2.0 0.4 2.0 0.4 20 1.07 

Beek 11.2 8.0 5.4 4.4 20 -4.20*** 

Rosenberg 3.4 1.4 2.4 1.9 19 -1.91a 

Life Sat" 3.6 1.7 4.7 1.3 20 3.29** 

Note: 1\ Iower scores reflect mre disturbance on these measurP..5 

a - p < .10 
* - P < .05 

** - P < .01 
*** - P < .001 

SAS-M=Modified Social Adjustment Scale; TSIA=Indepe.ndently-Rated Target 
Severity; IES-A=Avoidance subscale of Inpact of Event Scale, IDI-Au = 
Autonarny subscale of Interpersonal Deperrlency Inventory, Beck=Beek 
Depression Invento:...'Y, Rosenberg=Rosenberg Self-esteem Scale, Life 
sat=Life Satisfaction Scale. 
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iIrprovements reported by patientE. in the wait list control condition. 

It was possible, however, that the control group had also 

experienced significant improvements over the wait pericd. but that 

their iroprovements were srnaller than those of the immediately treated 

patients. Tc explore this possibility, a second series of correlated 

j;-tests were conducted on the same var~ables for the control group 

patients. Table 8 presents the mean and standard deviation for each 

outcome variable' s prescores and postscores, and the t-vô.lue associated 

with the change over the wdit perim. '!he results ind.icated. that for 

the control patients, only the Beek and 'ISIA showed significa."1t 

iroprovement while the Rosenberg showed significant worsening. Renee, 

the control patients evidenced few significant iIrprovements CNer the 

wai t pericd. 

Magnitude of Effect. It bas been asserted that statistical 

significance confourrls the magnitude of the effect prcx:luced by the 

treatment wi th the size of the sample, and other technical features of 

the experiment that are independent of the treatment (.ffect (Smith, 

Glass & Miller, 1980). Tc control for thsse confounding influences, 

Smith et al. (1980) proposed the calculation of a treatment effect 

size. '!hey defined the effect size (ES) as the m?::.r1 differenee betweE".n 

the treated and control subjects' scores divided. by the standard 

deviation of the control group. '!he ES represents, therefore, ":he 

difference in stan::iard devi3.tion units between the trea.ns of the treated 

and control groups. By converting the standard deviation uni ts into 

area percentage of the normal CUl:Ve, the ES perrni ts a comparison 

between the average treated patient and the control group on each 
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Table 8 

Mean and t-Value of 
Prescore to Postscore Change on Relevant outcome Variables 

for Patients in the Control Condition 

outcorne Variables 

SAS-M 
Family of origin 
Partner 
Sexual 

'ISlA 

IES-A 

IDI-Au 

Beek 

Rosenberg 

Life Sat 

Note: a - 12 < .10 
* - 12 < .05 

** - 12 < .01 
*** - 12 < • 001 

Prescore 
M SD 

4.4 1.2 
5.3 2.1 
6.2 4.5 

4.2 0.5 

13.2 7.3 

1.8 0.4 

12.1 7.6 

3.0 2.1 

3.0 1.5 

Postscore 
M SD 1:1 t 

4.3 1.6 24 -0.22 
5.5 2.7 07 0.41 
6.9 4.1 25 1.23 

3.7 1.2 24 -2.74* 

13.2 9.4 24 -0.01 

1.8 0.4 23 -0.94 

9.7 6.5 24 -2.91** 

3.7 2.0 22 4.95*** 

3.4 1.4 21 1.09 

SAS-M=Hoclified Social Adjustment Scale; 'ISIA=Independently-Rated Target 
Severity; IFS-A=Avoidance subscale of Impact of Event Scale l IDI-Au = 
Autanomy subscale of Interpersonal Dependency Inventol:Y, Beck=Beck 
Depression Inventory, Rosenberg=Rosenbel:g Self-esteem Scale, Life 
sat=Life Satisfaction Scale. 
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outcome variable. For example, an ES of 1.0 represents a difference of 

one standard deviation unit between the the mean of the treatment group 

and the mean of the control group or that the average treated patient 

is better off than 84 percent of the control group (a standard score of 

1 in the nonnal CU!'Ve provides the upper bound to 84% of the area) • 

utilizing the adjusted postscore means, the treatment effect size 

was calculated for each outcome variable in the present study (ES = 

adjusted postscore mean of the treated group minus the adjusted 

postscore mean of the control group, di vided by the square root of the 

adjusted mean square errer). In addition, the aggregated effect size 

for S'I'G was computed by averaging t.he effect size for aIl outcome 

variables. Finally, the percentage of area of the nOl:1llé1l curve that 

corresponded with the effect size was alse detennined. As presented in 

Table 9, the effect size was above .70 for Il of the 17 outcome 

variables. These variables consisted of the Family, Partner, and 

Sexual subscales of the SAS-M, the 'ISIA, the IFS-A, the IBSP, the 

IDI-Au, the SCL-90, the Beek, the Rosenberg, and the Life Sato The 

largest ES, 1.50, was for the Rosenberg, indicating that the average 

treated. patient was better off than 93 percent of the control patients 

in terrns of self-esteem. The smallest ES, .14, was for the IDI-ER, 

indicating that the average treated patient was better off than 56 

percent of the control patients in terras of being ernotionally reliant. 

'!he aggregated effect size was .79, irrlicating that, overaU, the 

average treate::1 patient wa..c; better off than 78 percent of the control 

patients. 

Clinical Significance. The pre te post ilnprovements evidenced. by 
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Specifie and Aggregated Effect Size 
and Correspondinq Area Percentage of Nonnal CUrve 

for Treated Versus Control Patients 

111 

outcome Variables Effect Size % of Normal curve 

SAS-M 
Work .17 56.8 
Social .61 72.9 
Family of Origin .75 77.3 
Partner 1.01 84.4 
Children .24 59.5 
Sexual 1.06 85.5 

'ISIA 1.10 86.4 
'ISPI' .51 69.5 

IES-I .45 67.4 
IES-A .88 81.1 

IBSP .78 78.2 

IDI-ER .14 55.6 
IDI-Au .75 77.3 

SCI.t-90 1.21. 88.7 

Beek 1.1.2 86.9 

Rosenberg 1.50 93.3 

Life Sat 1.16 87.7 

-
Aggregated Effect Size .79 78.5 

SAS-M=Modified Social Adjustment Scale: TSIA=Independently-Rated Target 
Severity; 'ISPT=Patient-Rated Target severity, IFS-I=Intrusian subscale 
of Iropact of Event Scale, IES-A=Avoidance subscale of Impact of Event 
Scale, IBSP=Present Functioning subscore of Interpersonal Behavior 
Scale, IDI-ER=Emotional Reliance subscale of Interpersonal Dependency 
Inventory, lOI -Au=Autanorny subscale of Interpersonal Dependency 
Inventory, SCL-9Q:::=I'otal Score of SCI.r90, Beck=Beck Depression 
Inventory, Rosenberg=Rosenberg Self-est.eem Scale, Life Sat=Life 
Satisfaction Scale. 
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the i.nunediate1y treated patients were next considered from the point of 

view of clinica1 significance. Clinical significance refers to the 

meaningflÙDess of the treatJnent effect in tenns of substantial1y 

iroproving the patient's quality of life, or ren:1ering h:iJtVher within 

the nonnal range of functioning • In tenus of the scales 1 anchor 

points, scores on the Family and Partner subscales of the SAS-M had 

decreased fram the "samewhat" disturbed range te the Il slightly" 

disturbed range. Sexual (SAS-M) clisturbance had diminished fram 

t'moderate" te "somewhat" • Similarly, TSIA had improved from the 

"considerable" severity range ta between t.he ''minor'' and "moderate" 

severity range. With respect to IFS-A, the innnediately treated 

patients were reporting that their conscious avoidance of themes 

assœiated. with the loss (es) had also decreased. The average item 

frequency ratings had ilTIproved fram between the "rarely" and 

"sometimes" range ta between the "not-at-all" and "rarely" range. 

According ta the Beek scores, patients' level of depression had been 

reduced from "moderate" ta ''mild. Il Globally, on the Life Sat patients 

were endorsing digits on the "more satisfied" end of the scale than the 

pretreatJnent endorsements of digits on the "more dissatisfied." end of 

the scale. The change in the average anchor point endorsements 

suggested that the inunediately treated patients were clinically less 

disturbed in their functioning. It was still debatable, however, 

whether these changes signified an improved quality of life. 

Jacobson and Revenstorf (1988) have developed three methods to 

quantitatively determine th.e clinical significance of treatment 

effects. 'Ihe first method involves calculating a cut-off point at 
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which a patient i5 equally liJœly te be a member of either the 

functional or dysfunctional distributions. It is a point between the 

means of these two populations. The formula for calCl.Ùating the 

cut-off point has in the numerator the standard deviation of the 

nonnative population multiplied by the mean of the dysfunctional 

population (prescore) which is added to the product of the standard 

deviation of the dysfunctional population (prescore) times the mean of 

the normative population. In the denonùnator is the SUffi of the two 

standard deviations. '!he fonnula is, therefore, (So :t1t) + (St 

Mo) / 50 + St· A postscore that surpasses this cut-off point 

meets the cut-off criterion of clinical significance. 

As a second met"lcd a ,t-test can be conducted between the p:Jstscores 

of the irornediately treated patients and the scores of the normative 

group. In this case a nonsignificant j;-test indicates clinica1 

significance. 

When nonns are not available, a third method for dete.rmining 

clinica1 significance can be utilized. The third criterion dernands 

that the treated patients 1 postsoores be two standard deviations (in 

the direction of functionality) beyond the mean of the treated 

patients' prescores. In other words, the mean of the prescores minus 

the mean of the postscores divided by the standard deviation of the 

prescores must equal or he greater than two standard deviation units in 

order te meet this stringent criterion of clinica11y significant 

change. 

Clinical significance was calcu1ated for each cutcame variable for 

the .immediately treated patients. When norms were available, the 

--------------............ 
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appropriate cut-off point was detenninerl am then carrpared wi th the 

mean postscore. In addition te the cut-off criterion, the ,t-test 

criterion was also utilized. Nomative data were available for the IFS 

(Zilberg, Weiss, & Hora.vitz, 1982), the IDI (Hirschfeld et al., 1977), 

the SCL-90 (Cerogatis et al., 1977), the Beek: (Beek & steer, 1987), an:i 

the Rosenberg (Kernaleguen & Conrad, 1980). When nannative data were 

unavailable, the two standard deviation criterion was implernented. 

For those measures for which nonns were available, the resul ts 

indicated (Table 10) that changes evidenced on the IFS-A and the IDI-Au 

reflected clinical1y significant improvement. 'Ihe t-tests conducted on 

these two measures supported the firrling that by the e.rd of treatment, 

the treated patients were not significantly different front the 

normative group. In addition, a ,t.-test corducted for the IES-I 

indicated that while the mean postscore did not surpass the cut-off 

point, the .üomediate1y treated group was not significantly different 

fram the nonnative group by the en::1 of treatment. On the IDI-ER, the 

SCL-90, the Beek an::l the Rosenberg, the treated patients rernained 

significantly more clist\lri::)ed than the normative group. 

It was possible that the 1ack of clinically significant changes on 

these latter measures was due te the prescores being already wi thin the 

normative range. However, for the IDI-ER, the rnean prescore for this 

samp1e (47.16) was comparative ta the mean score of two samples of 

mixed psychiatrie patients (48.7 am 43.3) reported by Hirschfeld et 

al. (1977) . With respect te the SCIr90, scores of this study's sample 

(1. 44) exceeded scores report.ed by Derogatis et al. (1977) for 

psychiatrie outpatients (1. 26). On the Beek, the mean prescore (18.17) 
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OUt:cx::lfœ 
Variables 

IFS-I 
IES-A 

IDI-ER# 
IDI-Au# 

SCL-90# 

Beck# 

Rosenberg 

Table 10 

C1inica1 Significance of Treabnent Effects 
utilizing Nonnative Çarnparisons 

Dysfunctional Group 
(Prescores) 

M SD D 

16.2 8.4 
16.5 8.2 

47.16 9.5 
27.44 5.3 

1.44 .78 

18.17 8.72 

3.37 2.37 

20 
20 

20 
20 

19 

20 

19 

Nonnative Group 
M SD D 

5.8 
4.9 

39.6 
26.4 

.3 

4.7 

1.1 

5.6 29 
7.3 29 

9.4 121 
6.1 57 

.3 974 

3.1 143 

1.3 50 

cutoff 
Rlint 

9.98 
10.37 

43.35 
26.96 

.67 

7.30 

2.20 

Treated Group 
(Fbstscores) 
M SD 

10.2 
9.0 

44.82 
28.56 

.7B 

8.72 

2.4 

B.9 
7.5 

9.1B 
5.04 

.55 

7.09 

1.9 

Note: a - ~ < .10; * - ~ < .05; ** - p < .01; *** - p < .001 

iii 

t-Value 
Treated Vs. 

Nonnative 

1.9 
1.9 

2.35* 
1.55 

3.62*** 

2.5* 

2.8** 

115 

# Scores have been converted to confonu with scoring procedures utilized in compi1ing nonnative data 

IES-I=Intrusion subscale of Impact of Event Scale, IES-A=Avoidanoe subscale of Impact of Event scale, 
IDI -ER=Eroc>tional Reliance subscale of Interpersonal ~pendency Inventory 1 IDI -Au=Autonamy subscale of 
Interpersonal Dependency Inventory, SCI.t-90=T0tal Score of SCI.t-90, I3eck=Beck Depression Inventory , 
Rosenberg=:Rosenberg Se1f-esteem Scale 
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was consistent with that of patients who had received a diagnosis of 

dysthymic disorder (17.5) (Beek & Steer, 1987). Finally, on the 

Ros~, this study's sample (3.37) had roc>re problems of self-esteem 

than bereaved women who l'lad sought psychotherapy (1.14) (T,jf'iliennan & 

Videka-Sherman, 1986). It should be noted the patients in this study 

were also comparable to two sample..s of psychiatrie patients of mixed 

diagnoses on the IDI-Au (27.4 versus 27.0 and 29.2; Hirschfeld et al., 

1977). On the Impact of Event Scale, their scores exceeded those of 

adult offspring of deceased parents two months after the death (16.2 

versus 13.1 for Intrusion, and 16.5 versus 8.3 for Avoidanee) (Zilberg, 

Weiss, & Horowitz, 1982). In summary, the patients in this sarnple 

represel1ted a clinical popuJ.ation on these rreasures. The failure of 

the treatment te render the immediate1y treated patients within the 

normative range was not a statistical artefact. 

For those rneasuœs for which normative data were not available, the 

results indiC3.ted (Table 11) that only improvernents on the TSIA and 

TSPI' exceeded one standard deviation unit, approacning clinica.l 

significance. The changes evidenced on all subscales of the SAS-M, the 

IBSP and the Life Sat did not reflect significant clinical improvement 

utilizing the two sta.ndard deviation criterion of change. 

Tc summarize, the results of the statistical analyses strongly 

supported hypothesis 1. A significant main effect for treabnent was 

revealed by the rwiOVA. The series of univariate analyses (ANCOVA) 

revealed that eight of the set of 17 outcome variables evidenced. d 

significant main effect for treatment, and a ninth variable approached 

significalîce . Henee, the immediately treated patients wer~ evidencing 
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Table 11 

Clinical Significance of Treatment Effects 
utilizing the !WO Standard Deviation eriterion 

since Nonns were Unavailable 

Prescore Postscore 
outcome Variables 11 M SD M 

SJ\S-M 
Work 
Social 
Fami1y of origin 
Partner 
Chi1dren 
Sexual 

TSIA 
TSPl' 

IBSP 

Life Sat 

16 
19 
19 
07 
13 
19 

20 
20 

4.8 
4.9 
4.5 
4.9 
3.5 
6.7 

3.9 
4.0 

1.9 
2.2 
1.7 
1.7 
1.4 
4.3 

O.B 
0.7 

20 126.4 18.2 

20 3.0 1.7 

Note: a approached clinica1 significance 

3.7 
4.2 
3.6 
3.7 
3.2 
4.4 

2.5 
2.9 

130.6 

4.7 

117 

SO units 

.56 

.33 

.53 

.67 

.22 

.54 

-.23 

-.69 

SAS-l>FMcxlified Social AdjustJnent Scale; 'l'SIA=L~epemently-Rated Target 
Severity; 'ISPI'=Patient-Rated Target Severity, IESP=Present Functioning 
subscore of Interpersonal Behavior Sca1e, Life Sat=Life Satisfaction 
Scale. 
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greater pre ta post ~rovements than were the control patients. In 

addition to evidencing better outoames relative ta the control 

patients 1 a series of correlated t,-tests revealed that the immediately 

treated patients were evidencing significant pre ta posttherapy changes 

on seven of these rune targeted variables with an eighth variable 

approaching significance. The improvements of the immediately treated 

patients were not parallelled by the control patients. Rather, the 

control patients evidenced significant pre to postwait bnprovement on 

only one variable, the Beek, while evidencing significant pre ta post 

deterioration on the Rosenberg • The overall effect size of sm was 

.79. While statistical analyses of the pre ta posttreatment 

irnprovements of the irnrne:iiately treated patients confinned their 

significance, the clinical significance of these changes was 

substantiated quantitatively for only the IES-I, IFS-A, IDI-Au, TSIA 

and TSPI'. 

Delayed Treatment fhase Versus Wai t List Phase. The outcome of the 

delayed patients after the treatment phase relative ta bnprovewents 

after the wait period was alse investigated. This investig~tion 

involved conc1ucting a series of correlated t-tests on two sets of 

residual gain scores for the 17 outcame variables that were assessed 

befare and after the dalay perim and after treatment. ri'he first set 

of residual gain scores represented the changes that had occurred over 

the wait period (Le. prewait ta postwait). '!he second set represented 

the changes that had occurred over the treabnent phase (i.e. 

postwaitjpretreabnent to posttreatment). The data for these analyses 

were provided by the 17 patients who had proceeded fram the wait list 

to the en::l of the treatment phase. 
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Table 12 

Mean arrl t-Value fram 
Co:rrelated t-tests on outcome 

at 'Ihree Temporal stages 
for Delayed Treatrnent Patients 

Time1 T:i.me2 Time3 Olange 

119 

outcane D M 11 M !;-wait !;-treatment !;-residual 

SAS-M 
Work 13 
Social 17 
Family 16 
Partner 03 
Chlldren 12 
Sexual 17 

4.6 
6.5 
4.7 
6.4 
4.2 
7.2 

4.5 
5.1 
4.6 
7.0 
4.7 
7.6 

3.4 .16 
5.2 3.10** 
3.9 .63 
3.6 -3.21a 
3.8 -1.05 
6.7 - .55 

TSIA 
TSPI' 

16 4.2 3.7 2.7 

lBS?" 

lDI-ER 
lDI-Au" 

SCL-90 

17 4.0 3.4 2.8 

17 17.6 15.3 14.9 
17 13 • 3 12 • 8 12.4 

17 119.1 115.6 120.6 

1.37 
.42 

1.03 

17 
17 

2.5 
1.9 

2.5 
1.8 

2.5 -0.08 
1. 7 1.34 

14 125.9 113.2 94.9 .75 

1.70 
- .24 
1.61 
2.88 
2.22 

.87 

3.11** 
2.99** 

-.18 
.16 

-1.85a 

.45 
1.12 

1.44 

1. 74 
-1.76a 

1.19 
3.44a 

2.81* 
.94 

1.54 
.94 

- .41 
- .01 

-1.61 

.37 

.45 

.48 

17 13.6 10.6 8.2 2.92* 2.12* .11 

Rosenberg 17 3.5 4.1 2.5 -4.40*** 3.86** 4.71*** 

Life Sat" 16 2.6 3.0 4.4 -.98 -4.74*** -2.96** 

Note: 1\ Lower scores reflect rore clisturl:>ance 
a - 12 < .10, * - 12 < • 05, ** - 12 < .01, *** - 12 < .001 
Tintel - prewait, Time2 - postwait/pretreatment, Tirne3 - posttreatment 

SAS-M=Mcxlified Social Adjustment Scale; TSIA=Indepe.ndent1y-Rated Target 
Severityi TSPI'=Patient-Rated Target Severity, IFS-I--Intrusion subscale 
of Impact of Event Scale 1 IES-A=Avoidance subscale of Impact of Event 
Scale, IBSP=Present Functioning subscore of Interpersonal Behavior 
Scale, IDI-ER=Emotional Reliance subscale of Interpersonal D=pendency 
Inventory, 101 -Au=Autonomy subscale of Intel:personal Dependency 
Inventory, SCIr90=T0tal Score of SCL-90, Beck=Beck D=pression 
Inventory, Rosenberg=Rose.nberg Self-esteem Scale, Life sat=Life 
satisfac~ion Scale. 
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Table 12 presents the mean for each outcome score at each of the 

three aforementioned assessment perio:Is. Three types of j;-values are 

also presented: the t-value associated with changes evidenced over the 

delay perim (t-wait), over the treatJnent perim (t-t.reatment) arrl over 

the treatrnent phase relative ta OlIer the wait period (t-residual). 'lhe 

resul ts indicated three significant ard. one near significant treatJnent 

effects. The variables consisted of the Partner, t (1) = 3.44, p< .10, 

and Children, t(lO) = 2.81, }2<.05, subscales of the SAS-M, the 

Rosenberg, t(15) = 4.71, p<.001, arrl Life Sat, t(14) = -2.96, p<.01. 

For 12 of the variables, the change was in the predicted direction. 

'!he Social subscale of the SAS-M evidenced a deterioratian after 

treatJrent, t(15) = -1.76, p<.10. It. should be noted, however, that 

this was one of the variables whlch evidencecl significant irnprovement 

OlIer the wait period, t(15) = 3.10, p<.0l. 

In SUIttIl1al:Y, the results of the ,,~ control" comparison of autcome, 

indicated that patients r,oJho pl1JCeeded fram the wait list through the 

treatJnent phase evidenced continual :i.mprovernent on 16 of the 17 outcome 

variables. Three variables evidenced significant benefits after 

treat:ment relative te changes occurring over the wait perim. 'Ihese 

results represented sorne support for a treat:ment effect. 

Hypothesis 2 - SUpplementart Analyses. 'The firrlings did not 

support hypothesis 2. While the suitability variable, psychalogical 

mlndedness significantly predicted attrition fram therapy, it was not 

related to outcame. '!he results of the MANOVA failed ta fin::l. a main 

effect for FM. 

Tc investigate the st.ren;Jth of the association between the ether 
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patient pre:tictor variable, Interpretation comprehension (rc) , and 

outcarne, partial correlation coefficients were calculated for the two 

sets of variables. 'Ibis statistical procedure controls for the effect 

of the relationship between the outcome variables' pre and postscores 

by partiallirg out the effect of the prescore for bath the lC ratings 

ani the outcorre postscores before C(j.r::relating the two sets of 

variables. Data for mis analysis were provided by the 43 treated 

patients. The calculations irnrolved the three lC variables fram the 

first scenario of the FMAP am the entire set of outcome variables. As 

descri.bOO in the Method section, the lC variables assessed the 

patients 1 ability te understand the actor-therapist on the FMAP 

videotape when he interpretated the actress-patient 15 problem. 'Ihey 

consisted of Nurnber of Dynamics, Speed of Dynamics, and Speed of 

Transference. 'Ihe outcame variables consisted of the previously 

describe:i set of 17 outcarre variables that were assessed pre and 

posttreatment plus four variables that were only administered 

posttreatment. 'Ihese additional four variables assessed the patient 1 s 

overall benefit fram treabnent. They were appropriate for inclusion 

since this analysis addressed data fram aIl treated patients. 'Ihese 

latter variables included the OVerall Usefulness of Therapy as rated 

bath by the patient (CXJP), am rrj' the therapist (CUI') , the 

patient-rated c:han:Je in Target Severity (TSPC), and the patient-rated 

service Evaluation Questionnaire (Serv Eval). Pearson, rather than 

partial, correlation coefficients were calculateèl for these latter four 

variables. 

The correlation coefficients (Table 13) revealed a weak pattern of 
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Table 13 

Correlation Coefficients for 
Interpretation Comprehension and outcome Variables 

Interpretation Comprehension Variables 
Number of Speed of Speed of 

outo.:'lll\e Variables n Dynarnics Dynamics Transference 

SAS-M 
Work 35 -.13 -.14 -.10 
Social 42 -.07 -.08 -.17 
Familyof Origin 40 -.16 -.21 .05 
Partner 14 -.35 -.44 -.5Sa 

Children 29 .01 -.07 .07 
Sexual 42 -.01 .02 .08 

TSIA 42 .05 .04 -.04 
TSPI' 40 -.04 -.05 -.07 

IFS-I 41 -.10 -.10 .05 
IFS-A 41 ··.26a -.21 -.22 

IBSP 42 .17 .15 .23 

lOI-ER 42 -.01 .04 .00 
lOI-Au 42 -.07 -.13 .01 

SCL-90 41 -.17 -.14 -.03 

Beek 42 -.27a -.24 -.16 

Rosenberg 35 ,,08 .07 -.22 

Life Sat 41 -.05 -.05 .26 
---------------------------- - ---------------------
OUF 41 .46** .10 .51** 
OUT 43 .40** .13 .43** 
Serv Eval 39 .38* -.14 .40* 
'ISPC 41 .17 .13 .20 

Note: a - ~ < .10, * - D < .05, ** - D < .01, *** - ~ < .001 
SAS-M=Mcx:lified Social Adjust:ment Scale; TSIA=IndepenO.f' . .i1tly-Rated Target 
severity; 'ISPI'=Patient-Rated Target severity, IFS-I=Intrusion subscale 
of Dnpact of Event Scale, IES-A=Avoidance subscale of Impact of Event 
Scale, IBSP=Present Functioning subscore of Interpersonal Behavior 
Scale, IDI-ER=EJrotional Reliance subscale of Interpersonal D=petldency 
Inventory, IDI -Au=Autonomy subscale of Interpersonal Dependency 
Inventory, SCI.r9O=Total Score of SCI.r-90, Beck=Beck Depression 
Inventory, Rosenberg--Rosenberg Self-estee.m Scale, Life Sat=Life 
Satisfaction Sœle, OOP-Patj 2I1t-rated OVerall Usefulness of Therapy, 
OtJT-'Iherapist-rate1 OVerall Usefulness of 'Iherapy, Ser Eval-Service 
Evaulation, TSPC-Patient-ra'œd Ch.arqe in Target Severity. 
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associations between the Interpretation Con'prehension val: .LabIes and the 

pre-post outcome variables with none of the variables reaching 

statistical ::,ignificance. 'Ihere were, however , signif.icant 

relationships between le and the global outcome variables. The 

results indicated that the more interpreted dynamics that the patient 

urrlerstood (Nurnber of Dynamics), the more the patient [1;'(39) = .46, 

Q<.Ol] and the therapist [1;'(41) = .40, p<.01] rated t."1e therapy as 

being useful for the patient and the more satisfied the patient was 

with the services he/she had received [I"(37) = .38, p<.05]. similarly, 

the ease wi th whieb the patient had understood the actor-therapist' s 

interpretation of transference phenomena (Speed of Transference) was 

directly related te those saIt'\Ca global appraisals of outcome [OUP: J;'(39) 

= .51, ]2<.01; CXJl': t"(41) = .43, p<.Oli Serv Eval: t"(37) = .40. p<.05]. 

In sunuua.ry, whj ~ e the relationship between the le and pre-:post outcome 

variables was generally weak, they were associated with positive, 

global impressions of the therapy experience. 

fIYpothesis 3 - Supplementary Analyses. Hypothesis:; had prErlicted 

an additive effect between the treatrnent and suitability variables. 

The analyses reported thus far partially addressed. the third 

hypothesis. The series of ANCJJVA' s reveale::i that three variables had 

evidenced a significant interaction effect (Social subscale of the 

SAS-M, roop, and SCL-90). The rank order of the outcomes for these 

variables placed the i.Irm'ediately treated marginal ru patients as the 

best an::1 the wai t list marginal ru patients as the worst wi th the other 

two groups (the immediately treated high m patients and the wait list 

high fM patients) in between. The only significant difference 
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occurred, therefore, between the outcxmes of the i1mnerliately treated 

versus the wait list marginal FM patients. Hypothesis 3 had correctly 

predictecl that: the margirel FM 1..'1 the control coroition would evidence 

the worst autcorres relative ta the other three cells. 'l11is was clearly 

the case. Inieed, these results in:licated that the marginal FM 

patients deteriordt.ed samewhat over a wait list control pericd. 

Contrary ta the prediction, however, these fin:lings indicated that when 

the l'!'ra.rginal :tH patients were treated llrtmediately r they were able to 

benefit fram the experience. 

Ta investigate the rank orclering of each cell on the re:maining 14 

pre-post outcome variables, a series of Scheffé planned comparison 

tests were corrlucted on the means of the adjusted postscores for the 

i:mmediately treated high :tH patients and the narginal FM patients in 

the delay condition. Table 14 presents the cell means Lor the adjusted 

postscores of each outcorne variable. Table 15 mnnmar .izes the rank 

ordering of each of the four cells on each of the 17 outcoroe 

variables. For fOllr variables, two of the cells evidenced equal 

rneans. 'Ihese variables consisted of the Family and Partner subsca1es 

of the SAS-M, and both scales of the IDI. When this equali ty 

interfered with determining first or last rank order, the variables 

were deleted fram consideration. 

Tables 14 am 15 indicate that the best outcomes were evidenced by 

the inunecliately treated, high FM patients on six of the outcome 

variables (Partner, allldren, am Sexual subscales of the SAS-M, the 

IE'S-I arrl the lES-A, and the Beek). ResUlt.s of the series of Scheffé 

planned comparison tests irrlicated that for two of these variables 1 the 
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Outcome Variables 

SAS-M 
Work 
Social 
Fami1yof origin 
Partner 
Children 
Sexual 

TSIA 
TSPI' 

IFS-I 
IFS-A 

IESP 

IDI-ER 
IDI-Au 

SCL-90 

Beek 

Rosenberg 

Life Sat 

Table 14 

Ce1I Means of Adjusted Postscores 
of an outcorne Variables 

1_ Treatment and SUi tability Condition 
1 Intmecliate Treatment 1 Delayed Treatrnent 
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1 High B1 1 Marginal m 1 High m 1 Marginal m 
1 M n 1 M n 1 M n 1 M n 

3.6 11 3.3 5 4.1 15 3.4 6 
4.6 14 3.1 5 4.2 16 5.4 9 
3.7 14 3.4 5 4.4 15 4.4 9 
3.8 04 4.0 3 5.3 04 5.3 3 
3.1 08 3.6 5 4.0 Il 3.4 7 
3.8 14 4.4 5 5.9 16 8.3 9 

2.8 15 1.6 5 3.4 16 3.3 8 
3.0 15 2.4 5 3.1 16 3.4 8 

9.6 15 13.6 5 14.0 16 15.8 8 
6.2 15 10.8 5 12.4 16 16.7 8 

127.7 15 139.3 5 128.4 16 114.3 8 

2.4 15 2.6 5 2.4 16 2.6 7 
2.0 15 2.1 5 1.8 16 1.8 7 

77.0 15 34.4 4 91.0 13 127.2 6 

5.1 15 5.3 5 8.2 16 10.6 8 

2.7 15 0.5 4 3.9 15 3.3 7 

4.3 15 5.6 5 3.4 15 3.7 6 

SAS-M=Modified Social Adjustloont Scale; TSIA=Independently-Rated Target 
Severi ty; TSPI'=Patient-Rated Target Severi ty, IES-I=Intrusion subscale 
of Impact of Event Scale, IES-A=AvoidaJ1ce subscale of Impact of Event 
Scale, IESP=Present Functioning subscore cf Interpersonal Behavior 
Scale, IOI-ER=Emotional Reliance subscale of Interpersonal Dependency 
Inventory, IDI -Au=Autonamy subscale of Interpersonal Dependency 
Inventory, SCI.r-9Q=.Total Score of SCIr-90, Eeck=Beck Depression 
Inventory, Rosenberg=Rosenberg Self-esteern Scale 1 Life Sat=Life 
Satisfaction Scale 
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Table 15 

SUrnmal:y of Rank Orderi.nq on outcarœ Variables 
Based on the Adjusted Postscore Celi Mea.ns 

Rank 
Treatment X SUitability corrlitions lst 2rrl 3rd 

I1rnnecliately Treated High FM 6 7 3 

Imrnediately Treated Marginal FM 10 5 l 

Celayed. Treatment High FM 0 2 6 

Celay:ed. Treatment Marginal FM 0 2 3 
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4th 

0 

0 

5 

8 

benefits of the i:mrnediately treated high FM patients were significantly 

greater than those of the wait list marginally suitable patients while 

the outcornes of the ether two groups (treated marginally ru patients 

and delayed high m patients) fe11 in between. A third variable 

approached significance. '!he three variables that conformed to the 

rank order predicted by hypothesis 3 were the Sexual subscale of the 

SAS-M, E(3,39) = 4.4, p<.Ol, the lES-A, E(3,36) = 2.3, tK.10, and the 

Beek E(3,39) = 3.7, p<.05. In general, however, the results did not 

support the prediction that the best outcarœs would be experienced by 

the immediately treated, high FM patients. 

Hy:pothesis 4. 

Hypothesis 4 predicted that for patients in the i.mrœdiate treatment 

con::lition, the high FM patients W'OUld achieve l::etter outcames than the 

ma-ginal FM patients. '!he resul ts of a series of Scheffé planned 

comparison tests conducte::i on the paired means of the adjusted 

postscores for the :irnrœdiate1y treated high FM versus marginal FM 

patients (pre.sented in Table 14) did rot S1.JW:lrt this hypothesis. The 
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outcorres of these two groups of patients were carrparable on all 

variables except the Rosenberg, l'(3,36) = 2.4, p<.10 (favouring the 

marg'inal !M patients). In summary, hypothesis 4 was not supported. 

Hypothesis 5. 

Hypothesis 5 predicted that for patients in the control condition, 

the benefits for the high FM patients 'WOUld surpass those of the 

marginal FM patients. The resul ts of a series of Scheffé plannecl 

carnparison tests conducted on the pai.red me.ans of the adjustecl 

postscores for the high FM versus marginal FM patients in the control 

condition (presented in Table 14) did not support this hypothesis. '!he 

outcomes of these two groups of patients were comparable on aU 

variables. In S\.lI\UnëU:Y, hypothesis 5 was not supported. 

Hypothesis 6. 

HyJ;xJthesis 6 predicterl. tl"lat pretherapy level of psychologica1 

mirrledness (as assessed. by the H1AP) would he lX'Sitively related to 

process ratings of psychodynaInic work (FW:)RS). Tc test this 

hyp::>thesis, Pearson product-moment correlations were calculated between 

the four variables deri ved fram the first scenario of the H1AP, and 

each of the five IW:>RS ratios. As previously descri.bed, the four FMAP 

variables consisted of level of FM, am the three Interpretation 

Comprehension variables: Nurnber of Dynamics, Speed of Dynamics, and 

Speed of 1'ransference. '!he five ~RS ratios consisted of the 

frequency of Patient Participation, Self-based Work, High leVel 

Self-Base:1 Work, Group-based Work, an::l High Level Group-Based Work. 
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Table 16 

Pearson Correlation Coefficients for FMAP with IWJ~3) 

~RS RATIOS 

Participation 

Self-Based Work 

High-level SBW 

Group-Based Work 

High-level GB'l 

Note: a - Q < .10 
* - Q < .05 

** - Q < .01 
*~\." - Q < .001 

Psychological 
Mirrledness 

.24 

.42** 

.37* 

.2Sa 

.34* 

Nurnber of 
Dynamics 

.41** 

.26a 

.10 

.43** 

.40** 

Speed of Speed of 
Dynarnics Transference 

.44** .01 

.23 .07 

.10 .19 

.44** .02 

.40** .08 

SBW - Self-Based Work 
GBW - Group-Based Work 

('!he means and starrlard deviations for each FWORS ratio is presented in 

Appendix P). Table 16 surnmarizes the resul ts of these correlations. 

The correlation coefficients revea1ed that while FM was not 

significantly associated with Participation, it was associate:l with 

Self-basecl Work, ~(41) = .42, p<.Ol, High-level Self--based Work, 1'(41) 

= .37, p<. 05, and High-level Group Based. Work, 1'( 41} = .34, p<. 05. 

Hence, while psycholOJical min::ledne.ss r"ras not associaterl wi th speaking 

in the groups, it was significantly associat.ect with engaging in 

psychodynamic work. Specifically, the m:>re psychologically min.:1ed the 

patient, the 1l'Ore hisjher statements reflected psychcdynamic work 

relative ta nonwork statements. Furthenrore, the nnre psychologically 

mirrled the patient, the nore he/she ergaged in psychcdynamic work 

relative te the other group members. Hypothesis 6 had "been supported. 
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The results of these correlation coefficients also inclicate::i that 

the Interpretation Comprehension variables were also related ta group 

activity. The Interpretation Comprehension variables assessed the 

patients 1 ability to u.rrlerstand the actor-therapist on the FMAP 

videotape when he interpretated the actress-patient 1 s problem. The 

resul ts indicated that the IrQre interpreted dynamics the patient 

understood, (~-r of Dynarnics) and the ease with which he/she 

understocd them (Speed of Dynamics) the rrore he/she participate::i in the 

group (Participation), and the more he/she engaged in psychodynamic 

work compared with other group members (Group-based Work an:1. High-level 

Group-based Work). The nOllsignificant correlations between the Speed 

of Transference and the EWORS ratios indicated that the ease with which 

the patient had understood the actor-therapist 1 s interpretation of 

transference pr.enornena was not associated with group therapy behavior. 

Hypothesis 7. 

The seventh hyp::>thesis predicted that ratings of psychcx:lynamic work 

would pcsitively correlate with outcarne. Ta tp..st this hypothesis, a 

series of correlation coefficients were calculated for the FWORS ratios 

and out..come variables. The FWORS ratios were the same set that were 

utilized. ta test hypothesis 6: Patient Participation (PP), Self-baseà. 

Work (SEM), High-level Self-Ba.sed Work (HISBW), G.roup-Based Work (Gffi) , 

arrl High-level Group-Eased Hork (HI.GBW). The outcame variables 

consisted of the e.'1tire set of pre-post autcorne variables plus the four 

variables that asse.ssed the overall benefi t fram therapy. '!he entire 

set of outcorne variables were appropriate for inclusion since this 
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analysis addressed data fram al1 treaterl patients. Partial correlation 

coefficients were calculated for the pre-post outcame variables while 

Pearson correlation coefficients were calculated for the four global 

outcome variables. Table 17 presents the correlation coefficients 

between these two sets of variables. 

The resul ts of the partial correlation coefficients revealed a 

minimal pattern of associations betwee.n the process an::l pre-PJSt 

outcome variables. The two significant correlation coefficie.lts that 

were found were not interpreted since they were quite JX)Ssibly due to 

chance. 

The correlation coefficients between the global outcome rat~ and 

the IWJRS ratios were st.ron;rer • 'The OVerall Usefulness of Therapy 

(GUI') was }?OSitively related ta participation [PP; f'( 41) = .43, p<.OlJ 

and working hard relative ta the ether group rrert'.bers [GBVl: l ( 41) = .45, 

12<.01: an::1 HLGEM; X(41) = .52, p<.OOlJ. 'Ihese associations suggest 

that the more the patient participated, an::l engaged in psychcdynamic 

work relative ta the ether group members, the more the therapist rated 

the therapy as being useful for the patient. A similar but weaker 

pattern of results were revea1ed for the patients' global ratings of 

outcarne. CUP correlate:\. with Participation C±,(40) = .30, p<.10] and 

Group-base:1 Work [r(40) = .30, 12<.10]. This pattern of correlations 

suggests that the more a patient participated, and engaged in 

psychc:x:iynamic work relative te the ether group members, the TIDre useful 

the hejshe rated the therapy e:xperience. 'fuis pattern WdS repeated for 

Serv Eval. A patient was rrore liJœly te positively rate the services 

he/she had received, if he/she had participatoo in the groups CX(37) = 
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Table 17 

Correlation Coefficients for 
~ Ratios arrl outcome Variables 

~~ Ratios 
outcame Variables D pp sm msEM GEM 

SAS-M 
Work 
Social 
Family 
Partner 
Chi1dren 
Sexual 

TSIA 
TSPr 

IES-l 
IES-A 

lBSP 

lDI-ER 
lDI-Au 

SCL-90 

Beek 

Life Sat 

35 
42 
40 
14 
29 
42 

42 
40 

41 
41 

42 

42 
42 

41 

42 

40 

41 

.00 

.07 
-.10 
-.07 

.08 
-.04 

-.04 
-.13 

-.06 
-.00 

.00 

-.03 
.02 

-.04 

-.10 

.18 

-.05 

-.04 
.11 

-.36* 
-.05 
-.25 
-.04 

-.05 
.11 

-.27a 
-.11 

-.09 

-.28a 

.20 

-.14 

.05 

.11 

-.05 

.02 

.11 
-.36* 
-.10 
-.15 
-.11 

-.11 
.15 

-.29a 
-.15 

-.23 

-.20 
.25 

-.09 

.05 

.08 

.06 

-.11 
.08 

-.12 
.01 
.00 

-.05 

-.04 
-.13 

-.11 
-.06 

-.04 

-.05 
.03 

-.01 

-.09 

.17 

-.05 

-.18 
• 04 

-.24 
.00 

-.09 
-.05 

-.12 
-.11 

-.08 
-.02 

-.16 

-.10 
.18 

-.03 

-.05 

.11 

-.01 
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-------------------------------------------------------------
CUP 
c:vr 
Serv Eval 
TSFC 

42 
43 
39 
41 

.30a 

.43** 

.41** 

.18 

.18 

.25 

.22 

.10 

.03 

.20 

.08 
-.01 

.30a 

.45** 

.36* 

.13 

.24 

.52*** 

.30a 

.10 

Note: a - 9 < .10, * - P < .05, ** - P < .01, *** - P < .001 
SAS-M=Modified Social Adjusbnent Scale; TSIA=In:lependently-Rated Target 
Severityi TSPr=Patient-Rated Target Severity, IFS-I=Intrusion subscale 
of Impact of Event Scale, IES-A=Avoidance subscale of Impact of Event 
Scale, IBSP=Present Functioning subscore of Interpersonal Behavior 
Scale, IDI-ER==Emotional Relianœ subscale of Interpersonal Dependency 
Inventory, IDI -Au=Autonarny subscale of Interpersonal Dependency 
Inventory, SCIr90=T0tal Score of SCL-90, Beck=Eeck Depression 
Inventory, Rosenberg=Rosenberg Self-esteem Scale, Life Sat=Life 
satisfaction Scale, CUP-Patient-rated Overall Usefulness of Therapy, 
GUr...JIherapist-rated Overall Usefulness of 'Iherapy, Ser Eval-Savice 
Evaulation, TSPC-Patient-rated ~e in Target Severity. 
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.41, p<.Ol] and engaged in more 

other group members [GBV: ]; (37) 

p<.lO] • 
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psychodynamic work relative ta the 

= .36, p<.05: HLGBW: ];(37) = .30, 

In surnmary, the supp::>rt for hypothesis 7 was rncdest. 'Ihere was a 

weak pattern of correlations revealed between the fWJRS ratios and the 

pre-post outcame variables. A stronger pattern was found for the 

global ratings of outcame. Specifically, the 1l'Ore a patient engage:::l in 

psychodynamic work (relative ta the ether group members), the more 

useful the therapy was rated as being by bath the theJ..ôpist and the 

patient arrl the rore satisfied the patient was with the services hejshe 

had received. 

Hypothesis 8. 

'The eighth hypothesis predicted that treatlœnt benefits would be 

maintained at the six-month fOllow-up assessrrent. Ta test this 

hyp:Jthesis, a series of correlated !,-tests were corrlucted on the 

posttreatroent am follON-up out.come score..s. Data for this analysis 

were provided by the 36 patients who completed treatm=>..nt arrl returned 

for the follow-up assessIœl1t. 'The ou-tc.oIœ variables consisted of the 

17 variables tbat were asse.ssed pre and posttreabœnt plus three 

variables that the patient cornpleted posttreat:me..nt. 

Table 18 presents the rrean for each Olltcame variable at the two 

assessment periods. 'Ihe ,t-value associated with the change 

(irnprove.ment or deterioration) occurrirq over the follow-up perim is 

alse presented. rrhe results irrlicated that for three variables, 

patients evidenced adclitional significant improverœnt am. two variables 



t 133 

Table 18 

Mean and t-Value of 
Posttreatrnent te Follow-:Y12 Chanqe on outcome Variables 

for Treated Patients (n=36) 

outcome Variables Posttreatrnent Follow-up Change 
D M M j; 

SAS-M 
Work 30 3.5 3.0 2.27* 
Social 33 4.6 4.1 1.46 
Family of origin 33 3.4 3.2 1.25 
Partner 14 4.1 3.4 0.95 
Olildren 24 3.3 3.1 0.91 
Sexual 33 4.2 4.0 0.62 

TSIA 30 3.0 2.6 1.49 
TSPI' 34 2.8 2.4 1.89a 

IFS-I 30 11.4 8.3 3.34** 
IFS-A 30 9.7 8.2 1.72a 

lBSP 36 125.1 123.3 0.56 

lOI-ER 36 2.5 2.4 2.55* 
lOI-Au 36 1.8 1.9 -0.59 

SCL-90 35 73.0 68.4 0.61 

Beek 35 6.3 6.8 -0.49 

Rosenberg 35 2.2 2.0 0.84 

Life Sat 36 4.6 4.2 1.60 

C1JP 36 5.3 5.3 0.18 
Serv Eval 35 3.2 3.1 0.65 
TSJ:C 3'3 8.4 9.9 -0.92 

Note: a - 9 ' .10, * - 9 < .05, ** - 9 < .01, *** - 9 < .001 
SAS-M=Modified Social lIdjust::roont Scale~ 'ISIA=Irx1epexrlently-Rated Target 
Severity; TSPD=<Patient-Rated Target Severity, IES-I=Int.rusion subscale 
of Impact of Event Scale, IES-A=Avoidance subscale of Impact of Event 
Scale, IESP=Present F\mctioning subscore of Interpersonal Behavior 
Scale, IDI-ER=Emotional Reliance subscale of Irterpersonal Dependency 
Inventory, IDI -Au=Autonarny subscale of Interpersonal Dependency 
Inventory, SCI.r90=T0tal Score of SCL-90, Beck=Beck Depression 
Inventory, Rose.nbel:g=Rose.nberg Seùf-esteem Scale, Life Sat=Life 
satisfaction Sca1e, OOP-Patient-rated OVerall Usefulness of Therapy, 
ClUr-Therapist-rated OVerall Usefulness of Therapy, Ser Eval-Service 
Evaulation, TSFC-Patient-rated Olange in Target Severity. 
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approacheci significance. 'Ihese variables included the Work subscale of 

the SAS-M [t(28) = 2.27, p<.05J, TSPT [t(32) = 1.89, p<.10), IES-I 

[t(28) = 3.34, p<.Ol], IES-A [t(28) = 1.72, p<.lO] and rOI-ER [t(34) = 

2.55, 12<.05] . Ten of the outo::u:re variables evidenced continued 

improvement although. the c.hange.s were net statistically significant. 

One variable remained the sarre (OOP). None of the v-crriables evidenced 

significant deterioration over the follCM-up perim. Four variables 

(IBSP, the Beek, Life Sat anc1 Sery Eval) evidenced a slight decrease in 

benefits over the period but the follow-up rrea.ns were still within the 

norrral range. In St.mlllIëll:Y 1 hypothesis 8 recei ved strong support. For 

all outcome variables the treatlœnt benefits were maintained. over the 

follow-up period with five variables evidencing significant or near 

significant improveIœI1t. 

calculations of the clinical significance of the treabnent effect 

were repeated for the follow-up data. 'These calculations addressed the 

possible accumulated bene fi ts fram therapy that had continued after 

tennination. As descr.ibed earlier, JaCXlbson an:l Revenstorf's (1988) 

cut-off point arrl j;-test roothoc1s were utilized for measures with 

available nomative data am the two stan::lard deviation criterion was 

utilized ':'or 1lEaS1.ll:"eS withcut available nonnative data. For t..l-J.ose 

measures for which noms were available, the results irrlicated (Table 

19) that changes evidenced b'l treated patients between their first arrl 

last assessment on the IFS-I, the IFS-A, the lOI-ER, ard the Beek 

reflected clinically signifir,.ant improverrent. 'The t-tests corrluctro on 

all measures i.rdi.cated that by the six-oonth fOllCM-up interview, 

treated patients were not significar.tly different fram the nonnative 
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outoame 
Variables 

IES-I 
IES-A 

IDI-ER# 
IDI-Au# 

SCI.r-90# 

Beck.# 

Rosenberg 

Table 19 

Clinical Sigillficance of Treatzœnt Effects 
At Six-Month Follow-up 

utilizing Normative oamparisons 

Dys:functional Group 'Ireated Patients 
Nonnative Group cutoff (Follow-up SCOres) (Prescores) 

M 50 TI M 5D TI Point M SO 

16.2 8.1 30 5.8 5.6 29 10.05 8.3 6.9 
15.2 8.6 30 4.9 7.3 29 9.62 8.2 7.4 

46.8 10.8 36 39.6 9.4 121 42.95 42.4 10.1 
26.6 6.0 36 26.4 6.1 57 26.50 26.4 5.8 

1.41 .61 35 .3 .3 974 .68 .76 .59 

18.38 11.13 35 4.7 3.1 143 7.68 6.8 10.88 

3.11 1.78 35 1.1 1.3 50 1.95 2.0 1.85 

Note: a - ~ < .10i * - ~ < .05; ** - ~ < .01; *** - ~ < .001 

.. 
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.t-Value 
Treated Vs. 
Nonnative 

1.5 
1.7 

1.5 
0.0 

4.5*** 

1.1 

2.5** 

# SCores have been convert.ed to confonn with scoring procedures utilized in C!Ollllilirq nonnative data 

IES-I=Intrusion subscale of Impact of Event Scale, IES-A=Avoidance subscale of Impact of Event scale, 
IDI-ER=EmJtional Reliance subscale of Interpersonal r:eperrlency Inventory, IOI-Au=Autonamy subscale of 
Interpersonal Dependency Inventory, SCI.r90=T0tal Score of SCL-90 1 Beck=Beck. D=pression Inventory 1 

Rosenberg=Rosenberg Self-esteeln Scale 
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Table 20 

Clinical Significance of TreatMnt Effects 
At Six-Month FOllCM-up 

utilizirn t.he 'l\Yo Starrlard Deviation Criterion 
Since Norms were Unavailable 

Prescore Postscore 
outcome Variables TI M so M 

SAS-M 
Work 
Social 
Family of Origin 
Partner 
Chlld.ren 
Sexual 

TSIA 
TSPr 

IBSP 

Life Sat 

30 
33 
33 
14 
24 
33 

30 
34 

36 

36 

4.7 1.7 
5.4 2.3 
4.4 1.4 
6.2 2.8 
4.1 1.7 
7.3 4.1 

4.0 0.6 
3.9 0.7 

121.3 17.8 

3.2 1.5 

3.0 
4.1 
3.2 
3.4 
3.1 
4.0 

2.6 
2.4 

123.3 

4.2 

Note: * surpasses the 2 SD cri terion of clinical significance 

136 

SD units 

.97 

.56 

.89 

.99 

.81 

.57 

2.2* 
2.3* 

-.11 

-.66 

SAS-M=Modified Social Adj1.lStIN:mt Scale: 'ISIA==Indeperrlently-Ratoo T.w:Jet 
Severity; 'ISPI'=Patient-RatErl Target Severity, IBSP=Present Functioning 
subscore of Interpersona1 Be.havior Scale, Life Sat=Life Satisfaction 
Scale. 
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sa:rrple on the IFS-l, the !ES-A, the IDI-ER, the IDI-Au, and the Beek. 

COnversely, on the SCIr-90 and the Rosenberg, the treated patients 

re:mained significantly IOClre disturbe:l than the nonne 

For those measures for which nonnati ve data were unavailab1e the 

results Wicated (Table 20) that the clinical significance had 

increased for eight of the ten neasures, compared ta the posttreatment 

results. Cl1anges evidenced on two of the measures, the 'ISIA and rI'SPI', 

now surpassed the two standard deviations criterion of clinical 

significance. In Sl..lITIIWry, the c1inical significance of treatment 

benefits was stronger six months after therapy than immediately after 

tennination (compare with Tables 10 am 11). Thé patients were not 

significantly different fram •. "'\rnative samples in tenns of the 

intrusiveness or avoidanœ of themes associated with the 1055 (es) , 

their interpersonal autonomy and emotional reliance Oi~ another persan, 

and reports of depressive synptamatology. In addition, their target 

objectives for entering ti'erapy had evidenced clinically significant 

improvernent. 

Dl. Additional Analyses 

'Iherapist Effects 

It was important te investigate whether differences between the 

therapists had influenced the t.reatment affect. It was possible, for 

exarople, that the better outcomes of the imrnediately treated patients 

were attributable te only one of the therapists. For each of the 17 

outcome variables that provided pre-post data, a one-way liliCDVA 



1 

1 

138 

(therapist A versus therapist B) was corrlucted for the :i.Jnm::diately 

treated patients. For the four outcame variables that were assessed 

posttreatment only, irrleperrlent !;-tests were comucted between those 

patients who had been t:reated by therapist A an:i those wr.LO had been 

treated by therapist B. '!he results in::licate:l only one variable 

evidenced a significant therapist effect. This sole fin::li.rq was not 

interpreted given that it was quite possibly due te chance. Hence, the 

greater benefits of the :i..mnediate.Ly treated patü:nts relative te the 

control patients were net attributable te the effectiveness of only one 

of the therapists. 

Evidence for a therapist effect was alse investigated with all 

treated patients. Of the 21 cutcat'e variables subjecta:i te analysis, 

only one provided evidence for a the...rapist effect. 'Ihis sole firrling 

was alse quite possibly due te chance. In Sl.IIl1ltlal:Y, differences between 

therapists were net found te have significantly confourrled the 

treatlnent effect. 

Tnerapist Ratirqs 

Analyses which involved therapist ratings addressed the clinical 

validation of the research instruments. Fll-st, the associations 

between therapist ratin;:Js of patient characteristics ard the PMAP 

variables were investigated. 'The associations between the therapist 

ratings of therapy process arrl the fWJRS ratios were alse explored. 

'!he predictive ability (in tenns of out.caJœ) of the therapist ratings 

compared ta the research instruments was alse investigaterl. 

First, the relationship between clinical impressions of tbe patient 
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Table 21 

Correlation Cbefficients for 
'Iberapist-rated Patient Olaracteristics 

am the ~ (n=42) 
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'lherapist-rated Patient <l1aracteristics 
Ps"y-cho1ogical Response to 

iMAP Variables Mindedness Inte:!:pretation Likeability 

Psychological Mirrledness 

Number of Dynamics 

Speed of Dynamics 

Speed of Transference 

.30* 

.46** 

.46** 

.37* 

.40* 

.46** .36* 

.50** .34* 

.41** .42** 

Note: a - p<.10: * - ~.05: ** - )2<.01; *** - I;?<.001 

and the FMAP ratings was determined. Clinical impressions of the 

patient' s Psychological Mirrledness, Resp:Jnse te Interpretation and 

Likeability were provided at sessions 4, 8, and 12. Pearson 

correlation coefficients were calculated. for the mean rating of each 

therapist-rated variable an:1 the FMAP variables. The correlation 

coefficients are presented in Table 21. 'Iherapist ratings of 

Psychological Min:1eàness were significantly corre1ateèl with the FMAP 

assessment of ru [X'(40) = .30, 12<.05]. '!he therapist ratings of 

Response to Interpretation were significantly correlateèl with the FMAP 

assessment of IC [Nurnber of Dynamics: X'(40) = .46, p<.Ol; Speed of 

Dynamics: r(40) = .50, ]2<.01; Speed of Transfere.nce: ~(40) = .41, 

p<. 01] • The strerqth of these associations offererl clinical va] idation 

of the FMAP variables. 

'!he resul ts alse irrlicated significant correlations between the 
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therapist ratings of Likeability arrl the FMAP variables, especially the 

Ie variables [Nurnber of l}jnarnics: J;"(40) = .36, p<.05; Speed of 

Dynamics: 1"(40) = .34, p<.05; Speed of Transference: 1:'(40) = .42, 

p<.Ol]. 'This pittem of results in:licates that the therapist liked 

those patients who understood the concepts of conflictual dynamic 

components arrl transference am who were psycholcgically min:led [r( 40) 

.30, p<.lO). 

To investigate t~e relationship between the therapist-rated 

impressions of the patient arrl outcome, partial am Pearson correlation 

coefficients were calculated. '!he results of these correlations (Table 

22) indicated a weak pattern of associations between the clinical 

impressions arrl the pre-post outcame variables. Only two significant 

correlations were revealed. Tney were not interpreted since they are 

quite possibly due ta chance. A stroTY;1er patter11 was fourd for the 

global outcome measures, especially for the therapist's global ratings 

of therapy outco.tre (c:u:r). Specifically, the more psychologically 

rn.i.rrled CK(41) = .58, p<.OOl}, resp::m5ive ta int-P....xpretations [r(41) = 

.51, p<.OOl], and liJœable [K(41) = .57, p<.OOl] the patient was, the 

m::>re useful the therapist ratei the therapy. A similar, but weaker 

pattern vJaS revealed for the patient' s global ratings of therapy 

outcame (CUP). Hence, therapist ratinJs of these th.ree patient 

cii.Iœnsions were 'POSi ti vely related ta bath the patie..nt' s an:1 the 

therapist' s global appraisals of therapy outcome. 

In SUI'llllB.Iy, therapist ratirYjs of patient characteristics provided 

after each third of therapy were foorrl te be minimally related ta 

therapy outCOIre. Conversely, positive global appraisals of therapy 
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Table 22 

Correlation Coefficients for 
Therapist-rated Patient O1aracteristics and outcorne 

'Iherapist-rated Patient d:1a.ract..eristics 
Psychological Response to 

outcorne variables D Min::iedness Intel:pretation LiJœability 

SAS-M 
Work 35 -.14 -.22 .01 
Social 42 -.09 -.05 .01 
Family 40 -.22 -.31 -.17 
Partner 14 -.55a -.55* -.33 
Children 29 .07 .01 .01 
Sexual 42 -.14 -.18 -.32* 

TSIA 42 -.01 -.03 -.05 
TSPI' 40 -.01 .06 .05 

!ES - l 41 .03 -.07 -.03 
IFS - A 41 -.20 -.18 -.21 

IBSP 42 .10 .03 .12 

IDI - ER 42 .24 .22 .20 
IDI - Au 42 .05 .04 .15 

SCL-90 41 -.06 -.06 .01 

Beek 42 -.09 -.02 -.03 

Rosenberg 35 .24 .17 .11 

Life Sat 41 -.06 -.06 .06 
-------

OOP 41 .32* .36* .34* 
OUT 43 .58*** .51*** .57*** 
Serv Eval 39 .24 .28 .23 
TSPC 41 .15 .16 -.02 

Note: a - p < .10, * - P < .05, ** - P < .01, *** - P < .001 
SAS-M=Modifieà. Social Mjustment Scale; TSIA=In:lepe.rrlently-Rated Target 
Severity; TSPr=Patient-Rated Target severity, IES-I=Intrusion subscale 
of IIrpact of Event Scale, IES-A=Avoidance subscale of Impact of Event 
Sca1e, IBSP=Present Functioning subscore of Int.erpersonal Behavior 
Sca1e, 101 -ER=Errotional Reliance subscale of Inte.rpersonal Deperrlency 
Inventory, IDI -Au=Autonamy subscale of Interpersonal Deperrlency 
Inventory, SCL-90=T0tal Score of SCL-90, Eeck=Beck r::epression 
Inventory, Rcsenberg=Rosenberg Self-esteern Scale, Life Sat=Life 
Satisfaction Scale, CUP-Patient-rated Overa11 Usefulness of 'lherapy, 
OUT-tIhe.r::l.pist-rated OVerall Usefulness of 'Iherapy, Ser Eval-Sru:vice 
Evaulation, TSPC-Patient-rated Cl1ar.Be in Target Severity. 

--------------............. 
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Table 23 

Correlation Coefficients for 
'Iherapist-rated Process 

arrl IW)R$ Variables ~n=4J) 

'Iherapist ProcesS Ratings 

FW)RS ratios 

Participation 

Self-based Work 

High-level Self-based Work 

Group-based Work 

High-level Group-based Work 

Note: a - p < .10 
* - P < .05 

** - P < .01 
*** - P < .001 

Participation Work 

.86*** .53*** 

.52*** .57*** 

.44** 

.87*** .56*** 

.78*** .61*** 
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outcame were significantly related to high psychological mi.n:ledness, 

being responsive te inte.rpretations am being likeable. 

A final series of analyses addressed the relationship between 

clinical ratings of process ard the FW:JRS. Clinical ratings of process 

consisted of (the nea.n of) therapist postsessional ratings of 

Participation and Work. As previously described, the FW:>R$ ratios 

consisted of Participation, Self-Basro Work, High-level Self-baseà 

Work, Group Ba.sed Work, an:l High-level Group-based Work. Pearson 

correlation coefficients were calculated for the two sets of 

variables. The results (Table 23) irrlicatOO that the therapist rated 

process ratings were significantly related te prcx::ess ratings provided 

by the FW:>R$ • Specifically, therapist ratings of Participation 

significantly correlated with four of the IWJRS variables 
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[Participation: ±:(41) =- .86, p<.001; Se1f-based Work: ±:(41) = .52, 

l;?<.()01; Group-baserl Work: ±:(41) = .87, p<.001; High-level Group-based 

Work: ~(41) = .78, p<.001). '!he fifth!W)R$ variable, High-le\Tel 

Self-based Work approached Siglllficanœ [];'(41) = .29, p<.10J. 

'Iherapist ratings of WOrk significantl y corre1ated wit:h the FWJRS work 

variables: Self-based Work - .f' ( 41) = .57, p<. 001; High-level Self-basecl 

Work - .f'(41) = .44, p<.01; Group-based Work - 1;."(41) = .56, p<.OOl, and 

High-le\Tel Group-based Hork - ~(41) = .61, p<.001. 'Ihe strength of 

these associations offered clinical validation of the H\DRS. 

It \Iras important ta determine whether the therapist ratings of 

process were better predictors of outcome than the ThURS ratings. 'Ihis 

issue was addressed by calculati.n:;J PaJ:.tial an:i Pearson correlation 

coefficients between the therapist ratings of process a.rrl the outcome 

variable.s. 'The results (Table 24) revealed. a generally weak pattern of 

associations between the clinical ratings an:l the pre-,POSt outcorne 

variables with no significant associations being found. 'The 

re1ationship was stronger tor the global outcome ratings . 

Specifically, therapist ratings of Participation significantly 

correlated with the OVerall Usefulness of 'Iherapy as rate:1 by bath the 

patient [1"(40) = .30, p<.05] and by the therapist [1"(41) = .58, 

p<.001J. Participation was alse significantly correlated with Serv 

Eva1 [];"(37) = .38, p<.05]. In addition, therapist ratings of Hork 

significantly correlated with the therapist' s appraisal of the OVera11 

Usefulness of 'Iherapy [l'( 41) = .51, p<. 001]. 'Ihls pattern of 

associations suggests that with the exception of global appraisals of 

therapy usefulness, tl1erapist brpressions of process were not stron;ly 
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Table 24 

Correlation Coefficients for 
'Iherapist-Bted Process am cutcare Variables 

'Iherapist Process Ratings 
outcxJme Variables D Participation Work 

SAS-M 
Work 35 .05 -.10 
Social 42 .07 -.07 
Family of Origin 40 -.18 -.15 
Partner 14 .05 .12 
Orildren 29 .10 -.06 
Sexual 42 -.06 -.06 

'!'SIA 42 .03 -.03 
'!'SPI' 40 -.03 .11 

IFS - l 41 -.10 -.16 
IFS - A 41 .03 -.05 

IBSP 42 -.13 -.03 

IDI - ER 42 .04 .13 
-Au 42 .03 .04 

SCL-90 41 .00 .10 

Beek 42 -.09 .02 

Rosenberg 40 .25 .30a 

Life Sat 41 -.03 -.16 
----------- -------

OOP 42 .30* .24 
cm 43 .58*** .51*** 
Serv Eval 39 .38* .11 
'!'SCP 41 .10 .00 

Note: a - p < .10, * - P < .05, ** - P < .01, *** - P < .001 
SAS-M=Mcx:lified Social Mjustment Scale; TSIA=Irrlep:mdently-Rated Target 
severityi TSPT=Patient-Rated Target Severity, IES-I=Intrusion subscale 
of !n'pact of Event Scale, IES-A=Avoidance subscale of Impact of Event 
Scale, IBSP=Present Functioning subscore of Intp..rpersonal Behavior 
Scale, IDI-ER=Errotional Reliance subscale of Inte.rpe.rsonal Deperdency 
Inventory, IDI -Au=Autonorny subscale of Inte.rper-.;:,Qnal Ceperrlency 
Inventery, SCL-9O='I'Qtal Score of SCL-90 1 Beck:=Beck Cepresslon 
Inventor'j, Rosenberg=Rosenberg Self-esteem Scale, Life sat=Life 
Satisfaction Scale, CUP-Patient-rated. OVerall Usefulness of 'llierapy, 
aJI'-'Iherapist-rated. OVerall Usefulness of 'Iherapy 1 Ser Eval-Service 
Evaulation, TSFC-Patient-rated O'l.an;e in Target Severi ty . 
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A camparison of the pattern of 

associations between the clinical impressions of therapy process and. 

outcame ('Table 24) versus the ~ ratinqs arrl outcarne (Table 17) 

revea1e::i that the predictive power of the therapist is very sirnilar te 

that of the FW:)RS. 
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I)jsOlssicn 

'!he discussion is organized aroun:i three major areas: the outcome 

(section one) 1 therapeutic process (section two) and patient 

suitability (section three) for short-tenu psychœnalytically orientoo 

group psyd10therapy as corducted am investigated. in this study. '!he 

first section is divided into two subsections: the treatment effect and 

the clinical significance of the treatnX"..nt effect. The section 

addressing the therapeutic prcx::ess of the groups consist..c; of five 

subsections. '!he first one descri.bes the fX'Ssible curative factors 

inherent in SIG. This description is [011owoo by a discussion of 

whether S'TG therapeutic process constituted psychoanalytic work. 'l'he 

thini subsection concerns the de:;ree ta which psychodynamic work was 

foun:.1, to be a curative factor in the groups. Ta pravide a context for 

eva1uatinJ the success of SIG therapeutic process 1 a brief review of 

the success of alternative group treat:ments evokirKJ other therapeutic 

processes with loss patients constib.ltes the fourth subsection. The 

final subsection in the discussion of therapcutic process concerns 

patient attrition. The third section evaluates the success of 

psychol(XJical mirrledness as a selection variable. The predictive 

abili ty of the Interpretation Comprehension variables i5 aIso discussed 

in this section. This is follCMed by the clinical implications of the 

relationships between psychol<XJical min:ledncss am SIG process and 

outcome. Specifically, alternative strategies in the treatrrent of 

marginally psychologically mirded loss patients are presented. A 

fourth section considers results involving ~~e therapists in the 
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study. The dis:cussion of the major fin::1.in.:Js is followed by a 

presentation of limitations associated with the present study, a 

surnmary of the strer'qths arrl implications of the study and a 

presentation of the original contribution of this research. 

I. '!he OUtcome of STG 

'!he Treatment Effect 

'!he results indicated that patients who were inu:nediate1y treated 

with S'ffi improved significantly more on outcome measures than their 

matched COW1terparts on the wait list (Hypothesis 1). In addition to 

evideneing better OUtcame relative ta the control patients, the 

benefits evidenced by the imrnediately treated patients were found to 

represent (statistical1y) significant improvements. The benefits 

included areas of interpersonal functioning, psychiatrie 

symptomatology, self-esteern, a.nj general life satisfaction. 

Conversely, the control patients evidenced slight improvement OVeJ: the 

wait pericx:1, deteriorating in sarre cases. 'The mean effect size for aIl 

outcome variables utilizecl in this study (.79) was comparable to the 

mean effect size of all psych<)therapy (.85) derived fram a 

meta-analysis of aIl outcarne studies (Smith, Glass, & Miller 1980). 

'!he range of the f' t'tect size in this study suggests that S'IG was 

particularly effective for sorne areas of disturbance (e.g. self-esteem) 

but not for others (e.g. occupa.tional function.in3'). 'Ihese results 

offer stronger support for the efficacy of SIG than the previous 

empiricaI studies of SIG corxiucted by Budman et al., 1984, Piper et 
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al., 1984 arrl l.apointe arrl Rirom, 1980 (reviewed in the Introduction). 

'!he effectiveness of SIG was fourd ta be less impre.c;sive for 

patients who proceeded fram the wait list through the treatment phase. 

'!he pretherapy ta posttherapy outcon€ scores irdiC<."\ted bencficial 

treabnent effects, but only a few reachErl critena of statistiœl 

significance. 'lhe diminished efficacy of SIC for the dclayed tœ.atment 

patients relative te the i.rnrœdiately treatErl patients may have been 

due ta the rather srnall mnnber of patients (17) available for this 

analysis. 'Ihe lower D resul ted in reduced pcwer for the a.m-control 

analyses. Conceptual explanations involve possible interfering effects 

of the wait period. For example, they could have interpreted the delay 

as confinnation of their feelings of worthlessness. 'This speculation 

is support..e::l by the firrling that self-esteem was the one variable which 

evidenced significant deterioration over the wait period. It is also 

possible that the delay evoked anger with respect to cxp0riencing 

further deprivation. This heightened anger could have been displ aced 

from the research staff onta the group therapist creating obstacles in 

the fornation of a cohesive workin<J group. Finally, the improvcments 

evidenced over the delay period, although slight, could h..,we nndc their 

lives more tolerable. Henee, patients' motivation ta ta.}r..e ris}r~s and. 

change might have diminishe::1 as their camplaints bœame less 

debili tating. This fiming suggests that there is an optimal time for 

offering any patient therapy and. that a v.rait period may inadvertently 

interfere v.rith their rrotivation for ard their ability to benefit from 

subsequent therapy. 
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ouantitativelY eetermined Clinical Significanœ of outcome 

'!he deterrnination of clinical significance based cm the posttherapy 

data was Iess impressive than the statistical tests of treatrrent 

efficacy. For those rooasures where norma.tive data were available, the 

results irrlicated that the average treated patlent's levei of 

functioning rerrained within the disturbed (pretherapy) ran:;re. 

Sbnilarly, for those measures whe.re nonnative data were not availabIe, 

only two scores approached a cl1arBe of two stan::lard deviatien units. 

However, those two scores representa:l c.h.arqes in the patient 1 s target 

objectives. In addition, the mean post.score on the Autonomy subscale 

of the Inter};:€rsonal [):!pe.rrlency Inventory was net significantly 

different fram the normal pop..ùation. On the Impact of Event Scale, 

patients' reports of avoidance am intrusion of therœs associated with 

the loss (es) were net significantly different fram reports of anomal 

population 13 months after a traumatic event. 

Esfore consider:ing the implications of these fi.n:iings 1 it should be 

noted that the quanti tati ve detennination of the clinica1 

meaningfulness of a treatJre.nt' s O1.ltcame rernains a controversial issue. 

For ex.ampIe, Saurrle.rs, HeMard, arrl N~vman (1988) presented the 

philosophical objection -chat the utilization of nantIS te detennine 

treatment efficacy is te equate conformity or social adjus'brent with 

the goal of psychotherapy. 'Ihey alse pointed out the ami trariness ard 

cultural relativism inherent in utilizin;; normative criteria ta 

indicate treat:ment effectiveness. P.elated te this issue, Strupp am 

Hadley (1977) have pointed out that sociaJ. adjust:ment is one a.s};>eCt of 

therapy outcaIoo with the patient arrl therapist' s subjective evaluations 
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two equally i.mp::>rtant rut net necessarily congruent 

aspects. For exa:mple, the patient' s evaluation of therapy outcome may 

he based on hisjher self-contentJrent while the therapist' s evaluation 

may reflect hisjher theoretical biases such as the l1'\c:"1turi ty of the 

prevalent defense JTeChanisms utilized. Other objections raised in the 

literature included the argument that change resultlI~J fram treat.nvmt 

may }Je interesting anj me.anin:Jful despite faU iTXJ short of normalcy 

(Hallon & Flick,1988). Henoe, veviewers of Jacobson and Revenstorf's 

(1988) proposed method of calculatirg cl inical significance have 

advocatOO the use of relative criteria of functioning rather than 

dernanding absolute normalcy (Hollon & Flick, 1988; Nietzel & Trull, 

1988) . 

Despi te the controversy am obstacles regarding the methcds arrl 

meaning of quantitatively detennined clinical significance, the issue 

is a crucial one am was addressed in the present study. 'lhere were 

obstacles te the quantitative determination of the clinical 

meaningfulness of changes evidenœd in the present study. For example, 

there were problerns presented by the utilization of ~tiple measures. 

Tais raised the issue of hON te evaluate the differential effect of STG 

on areas of functioning. 'Ihp.re was aIse the issue of whether ta 

include areas of functioning that had not been identified as 

problematic by the patients. 

'The major obstacle, hCMever, was the absenCE! of nornative data for 

rnany of the outcome variables. 'Ihe fEM Iœasures for which normative 

data were available were utilized despite doubts conceming the 

appropriatess of the normative sample. 'Ihese doubts were based on the 
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theoretical issue of whether any IrOUming prcx::ess was eve::: "resolved." 

'Ihis issue invol ves debating whether patients who had experienced 

multiple losses could e!-Ier became IInormal." It became obvious ti-..at an 

evaluation of clinical significance had to be consio~ wi ttill1 the 

context of the patient population. For exrunple, a treatment for 

schizophrenies can be effective (in sorne areas) despite its failure to 

renier the patients within the no:nnal range of functioning (Nietzel & 

Trull, 1988) • In the case of the present study, therefore, the 

evaluation of clinical significanee begins with a theoretica1 

understanding of the pathology exhibited by this population. This 

understanding is basOO. on a synthesis of the wri tings of various 

psyc..1.oanalytic am object relations theorists in addition to the 

present author' s understanding of themes an:1 conflicts that emerged in 

the groups throughout the study. (The following description also 

serves as the basis for a future discussion regarding the therapeutic 

process arrl curative factors of the groups.) While the psychcJl1alytic 

an:1 object relations theoretical understandings or loss primaril:r 

concern bereavement, the issues arrl processes involved in ~~ng any 

100s, be it by death or separation (divorce), are considered to be 

universal. '!he nature of the presenting complaints rnay mffer, 

however, depending on features of the loss. 

The Nature and Etiology of Pathological Grief. The task of 

mourning involves accepting the reality that the relationship to the 

abject (significant persan) no longer exists. Henee, the emotional 

invesbnent in or attachment te the lost object bas to be withdrawn. 
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since this process of detachrnent is gradual, the existence of the lest 

abject needs to he continued jn the miOO until the process is complete 

(Freud, 1917). 'lhe subject 1Tll1St ficst fonu an introject (internalized 

representation) of the lost person am then interaet and negotiate with 

this introj ect until the obj ect belongs to the past where noth i.ng ll'Ore 

can be expected fram it (Tahka, 1984). 

When a persan resists accepti.rq the significance or the impact of 

the loss sucl1 that the self-limitir"q process of 1l'DUn'ling is arrested, 

pathological grief is said to be occurrin;J. While pathological grief 

rnay appear as a prolonged lOClU.n'ling process it rnay alse appear as a 

grief reaction whose onset bas been unusually delayed. 'lhe actual 

features of nonnal mouming am. pathological grief may be identical 

with one notable distinction. As Freud (1.917) first noted, whi1e 

normal mourning involves an attitude of 1055 of an abject, pathologica1 

grief (which he tenned melanr...holia) invol ves an attitude of loss of 

se) f. Henee, a loss of self-esteem is a characteristic feature of 

pathological grief. 

By un:lerst.arrli.r.g the deve10pœnt of self-esteem one begins ta 

understarx:l the nature arrl etiolc::gy of pathological grief. Positive 

self-esteem is closely linked with the prima::ry caretaker's (usually 

mother) loving and conœxned accessible presence, and with the pride 

with which she invests her child (Tyson, 1983). If a loss, separation, 

or disappointment cx::curs prior ta the establishment of inte:malized 

ideals, values, arrl se] f-worth, the subject will !.emain deperoent on 

the presence of external abjects te pe.rfonn the praising and punishing 

functions. Ultimately, a person's vulnerabillty te pathological grief 
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w.ith the degree to which the psychic structure 

is depen:lent on the presence of an external abject. 

Freud (1914) referred te these types of abject relationships as 

narcissistic, whi1e Tahka (1984) referred to them as prestructual. 

'Ihese types of abject relat.· onships fai1 to eI'Berrler autonomy fram the 

sustai.nin;J abject or a constant sense of self arrl se1f-worth. IQ.ein 

attributed them te a fai1ure te adaquately ne:::rotiate the depressive 

position (Klein, 1948). In addition te reflecting arrested 

development, these types of obj ect relationships are considered ta be 

fraught with hostility. Hence, hostile depe.ndency, inadaquate 

reparation, or arobi valence characterizes the relationships of those 

people who are pred.ispose:i te patholcgical grief (Tahka, 1984 i !yson, 

1983; I..erner & I.erner, 1987; Klein, 1948; Horowitz, Wilner, Mannar & 

Knlpnick, 1980) 

Given that the lest abject sel:Ved. ( -Punction for the persan, the 

loss must be resisted (denied.) until the functian has been replaced. 

'Ihe persan may deny the loss in the hope of completing the 

developmental process of separation and autenomy wi th the now 

introjectro object (Lerner & Lerner, 1987). 'Ihe denial of the loss 

invol ves rna.ladapti ve consequences 1 however 1 whic:h may bring these 

people te the attention of mental heal th professionals. 'The fo1lowing 

section describes several consequences of pathological grief which 

constituted the conflicts and presentirg carnplaints of this study's 

patient populati.on. 

'!he arobiva1@..nce which characterized their relatianships gave rise 

to the fear that their hostility tcMards the abject was responsible for 
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the loss. At the very least, they were afraid that the obj ect left 

because of defects in themsel ves, or because they were not lovable 

enough. 'lhese fears may have been supj:X)rted by tautological arguments 

such as: 'since l failed to prevent the loss, l am weak, incornpetent, 

and uncaring' (Horowitz et al, 1980). In cases where the loss was 

preventable (deaths related ta car accidents, cigarette smoking, 

alcohol abuse arrl all separations/divorces) failure ta rescue the 

abj ect was tantamount ta being responsible for the loss. The feelings 

of responsibility and guilt with respect ta the loss may have 

reflectErl, therefare, the unconscious fear that their anger had 

rnagically killed or banished the lost object. The patients may have 

denied the potency of their hostility by presentin;J as helpless and 

depressed. It is noteworthy that arnbi valence wi th respect ta the lost 

abject was typically denied. '!he lost abject \<JaS either idea.lized 

(particularly in the case of death) or vilified (particularly in the 

case of sepëh"âtion, divorce). Hence, while the "I1egative" side of th.;! 

ambivalent feelirqs was CXlIt'O:OClnly denied after a death, it was the 

"positive" side of the ambivalent feelings that was cammonly denied 

after a separation/divorce. 

A typical reactian ta the loss of the abject was the attempt te 

replace hiny'her W1th another persan. Such :replac.errw:mts often lead to 

transient :relationships which resul ted in yet ll'Ore lasses. Mdi tional 

lasses serve::l ta confinn the patients' fears that they were despicable 

and resp:msible tor former lasses. If the substituted object 

relationship was maintained the expectations am. anger that were men 

displaced anta this secorrl persan often resul tel in marital or 
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Relationships which offered the patients the 

opportunity te learn te perform these functions for themselves am 

hence 1 complete the developrœntal sequence tewô.rds autonomy were 

resisted. 'llùs resistance seemed. to reflect their need te punish 

themselves for the former lass. In addition it seemed. that new 

relationships threatene::i ta dissel ve even the rnemory of the fonner 

relationship. 'The threat of absolute dissolution ren:lered the patient 

fee1ir"q disloyal and guilty while confirming their fears that they did 

have the p:::Mer ta destroy another. 

'Ihe confusion wrought by loss(es) often brought fears of repetition 

if another relationship was atternpted. Renee, the patients remained 

isolated despite feeling lonely and incarnplete. 'Ihey needed. yet feared 

another relationship which made intimacy, with anyone, a struggle. 

Often patients atternpted ta substi tute alcohol, fcx:.d, or work for the 

original nurturirq (lest) abject. These substitutions tended te only 

pexpetuate the depression, sh.alre, low self--esteern, interpersonal 

clifficu1ties as weIl as creatinq arrl/or exacerbating samatic 

camplaints . 

The diverse syrnptarns and conflicts that chara.ct.erized the 

present.i.nq complaints of this patient population were understood as 

manifestations and consequences of patholcgical grief. In mis respect 

it is perhaps not surprising that two-thiros of the patients who l:-.ad 

warranted an axis II diagnosis had received deperrlent personality 

diserder. 'Ihe criteria for this personality disorder are: "passively 

allows ethers te asstll'OO resrxmsibi1ity ... because of an inability ta 

function; subordinates own nee:is ta those of persan en wham he or she 
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deperds . . . . , sees self as help1ess" (ŒiM-IIIi Aroerican Psychiatrie 

Association, 1980, p.326). 'Iheoretically, at the base of these 

difficulties were the patients' inability ta to1erate the existence of 

ambivalent teelings tcMards the lost abject, the hostile dependent 

nature of their relationships arrl their developrœnt.al failure to 

separate. In addition ta addressirq the presentin;J complaints of these 

patients, therefore 1 the therapeutic goal included the exploration of 

the COllIl'OC)n unconscious featu..""'eS an:i their cormection with the patients 1 

conscious difficulties. The nature an::i etiology of pathologk.al grief 

fonrtS, therefore, the context within which one considers the elinical 

significance of the resul ts. 

'Ihe clinical Significance of SIG. The results irrlicatecl that there 

were only a few areas where S'TG had cha:ngoo. the patients in a 

elinically meanirY;:Jful way. 'Ihcse =u-eas represented 1 hOvJever 1 the 

personalized. probleJ.tlS for which they had sought treatment (the target 

obj ecti ves) • By the end of treatment 1 the patients were as autonomous 

interpersonally as the normal population. In addition, a reduction in 

the ùisturbing impact of the loss(es) had been accamplished. This 

reduction had represented the focus of S'TG. T'nese r€'.sul ts are 

interpreted with restrainErl optimisrn regardi.ng the efficacy of S'TG. 

While the groups, by their very nature were not expected to explore the 

entire range of mnflicts existing in the patients, a tl10rough 

exploration and understarrling of the particular conflicts associated 

with 10ss had been postulated ta benefit the patients by offering them 

an ill1portant:mcx:ie1 for understan:::ling subsequent arrl concurrent problems 
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am conflicts in their lives. '!he treatment fOCllSErl on the issue of 

loss and the nature of their interpersonal interactions (i. e. their 

lack' of autonarny intel::personally) . While the resul ts of the 

statistical analyses had detennined that the treat:ment had 

si<?mficant..ly affected fuis an::l other aspects of functioninCJ, the 

impact. was not, as yet, clinically significant. Many areas of 

fiIDctioning re:rnained problerratic. 'The groups did not deliver a "quick 

f · " ],X. Nevertheless, the patients 1 and therapist' s goals for treatment 

had been reached. 'The process of recx:Nery had been set in motion. 

Considering the ramer primitive (i. e. prestructural, depressi ve, 

dependent, narcissistic) nature of the patients ' personality stnlcture 

and/or interpersonal relationships, arrl the invcst:ment of time by the 

patients an:::i t.he.TI.l.pist, the impact of SIG is considered. t.o be 

c1inically signif~cant an::1 no srrall accomplishment. 'l11e working 

t.hrough prcces.s would have to continue beyonci the tennination of 

therapy. 'Iheoretically, gains in the targetted. areas of functioning 

would contmue arrl eventually influence the patients' entL..--e lives. 

'Ihese conclusions are similar to those of Budman et al. (1984): 

SUch groups may not "cure" problems in living nor dramatically 
alter character structure, if irdee.d such changes are ever 
possible undE'I any circumstances. They may, however, provide 
patients with the opportunity ta begin ta change aspects of 
their lives about which they feel dissatisfaction or 
derroralization. Furt.~enrore, even nv:::x:lerate c.hang'e rnay cany 
with it the seeds of mastery arx:i hope. 'Itlese factors in turn 
may facilitate more effectIve problem-solving when future 
stresses emerge (p. 601) • 

Analyses of the follow-up data reaffimed the (statistically 

ùeterm.ined) treatment effectiveness (Hypothesis 8). Trea'bnent gains 
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had been Iraintained six m::mths after the t:ennination of t.herapy. In 

sarœ areas the patients l'lad continued ta irnprove. calculations of the 

clinical significance of these benefits revealed that improve.rn<=>.....nt in 

the patients' goals for therapy (target objectives) l'lad nc:w surpassed 

the two st mda.1:ù deviations criterion of sign.i.ficance. 'I11e patients 

were also as autonarnous arrl em::rtionally reliant as the norIl'k3.l 

population. 'Iheir experience of depressive syrnptomatolCXjy was nCM 

indisti.rBuishable fram the norm. Finally, the disruptive in1pact of the 

loss (es) was ncM belON' the reports of a normal r:opulation thirteen 

months after a traurnatic e:vent. In sumrnary, the be.nefits of treatment 

had continued after therapy had e.r.ded becorn..in:r more pronOlU1ced in sorne 

areas. '1lle areas which evidenced continued improvemaJ1t represented 

those sanie areas co11Siderect to be partictùarly problernatic for this 

patient population. 'Ihe follow-up results irrlicated that the benefits 

of treatment for these areas of diffictùty were n<:M clinically 

significant. 

II. 'The Therapeutic Process of SIG 

curative Factors in S'TG 

'The efficacy of SIG may have reflected a particularly good match 

between a treat:rrent approach (S'ffi) am a patient population (l05S 

patients) . Renee, the success of SIG may have reflected the resonance 

between the groups' therapeutic approach arrl the patients' conœrns am 

conflicts. '!he follCMing section S1...IIm!larizes the manner in which the 

therapeutic process is believed to have addressed typical processes and 
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themes that evol ved in the groups. 

with the first session, conflicts of intimacy .inure:liately caIre te 

the fore as pntients struggled to coalese into a working group, 

çi.sclose personal infonnation an::l overcome their fear of 

vulnerability. 'Iheir vulnerability was particularly elicited. by the 

knowledge that involvement would be follONed by loss (tenninatian) 

after only eleven more sessions. Predictably, patients atternpted to 

carnfort themselves (anc1 avoid intllnaC\j with each other) by substituting 

the therapist for their lost gratifyin;f abject. 1his was reflected in 

patients' deIlléU1d.c; for advice, structure ard explanations fram the 

therapist. D:.spite the substantlal activity level of the therapist, 

inevitably, he/she was pp..rceived as being passive, judgemental a.rrl 

deli.berately depriv.i.nJ them of the "secret formula" necessary to 

resolve their diffic~ties. 'Ihis misperception of the therapist may 

have been due to the the type of therapist. activity which ~ 

predominantly interpretive and clarifying" rather than directive arrl 

supporti ve. Since the patients were not otrta.iru.ng vlhat t.hey felt they 

needed fram the therapist, it was as if they were receiv:i.nj nothing at 

all. The therapist inte1:preted the frustrations and disappoint:ments 

witl1 him;her arrl the patients' fear of the saIne. By interpreting the 

"unspeakable" the patients were .i..n:1irectly encouraged by the therapist 

te.l express their "negati ve" feelirqs. The therapist' s acceptance of 

these feelings were seen to promote an at:nY.:lsphere of safE.ty. 

The hamJgeneotJS composition of the groups facilitated this 

anxiety-laden beginnincJ stage of the groups as 1Tel11bers recognized and 

identif_~ed with the similar camplaints arrl concerns of each other. '!he 
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curative benefits fram identifyirg with similarities of other patients 

has been referred to by Yalam (1985) as univ~ity. Simultaneous1y, 

the group mcdality allowed patients ta develop 1lU.lltiple relationships 

which gratified sarre of their depe.rrlency needs, thus substituting for 

the lost obj ect. It i5 noteworthy that many theoretical papers have 

campaxed any group ta the "gocxl :roclther". Elbirlik (1983), for example, 

postulated that group members \vill evoke 1TleI'OC)ries of early figures arrl 

patholCXJica1 attachrnents. Rence, there is a parallel between ITlOUDling 

and group process sinr.B bath situations require the patient to abandon 

a familiar way of interacting arxl attempt scnrething clifferent arrl 

frlghtening (Elbirlj }.:, 1983). 1.11 this study, i t was perllaps the 

cambination of a hCll1'03eneous gR""'Up who shared. the saJre conflicts and 

fears with respect te relationships, who offered support, reassurance 

and acceptance ta each ether, an:l a therapist who encouraged the 

patients ta express their ambivalence with respect te hiIDjher that 

enabled the pa.tients te begin te explore their ambivalence with respect 

to past depriving abjects, who typically included the lost objectes) • 

The horrogeneous composition of the group was therapeutic in 

another, ironie way. As every member sought ta have the group satisfy 

mS/her dependency needs, each rrember was the recipient of other 

members' demands. By experieneing first han.1, therefore, the dem:mding 

arrl overwhelming aspects of other patients' interactions, the patients 

began ta realize their CMn contribution ta failed relationships. 'lhe 

possibility of hamcgeneous groups becaming volatile due ta each 

mernber's negative aspects being refla.-ted in ether Iœmbers has been 

docurnented. in the literature (stava & Bednar, 1979; Furst, 1975). For 
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this population, the expression of hostility, especially in reaction to 

their own maladaptive patterns of interaction, was considered 

therapeutic. 

Whi1e the groups were helIOClgeneous with respect te loos, the JrJ.nd of 

losses were heterogeneous. '!he majority of the patients had 

experienced multiple lasses, both by death and by separatlon. The 

cambination of bath types of lasses in the SaIne group l'lad a 

sererrlipitous effect. It was noted that patients who focused on a 

death tended te deny anger towards the lost abject. Conversely, 

patients who focused on a separation/divorce tencled to deny sadness 

tcMards the lest abject. By having both types of losses in the same 

group, and in:leed, often within the same patient, the exprEssion of all 

types of emotion was facilitated in the groups. 

Another unexpected therapeutic factor soon appeared in the groups. 

This was the group's reactiol1 to the dropout. Initially, absent 

members tended to be protected and defendec1. This was interpreted as 

the patients' fea.rs of "speaking ill of the dead." Eventually, the 

group began te acknawledge experiencing a variety of feelings tCMards 

the "enpty chair. fi These feelings included concem, sadness, 

reja."tion, regret, guilt ani the less SJ:X)ntaneously acknawledged 

affects of anger, eJWY or relief. The group's ambivalent feelings 

tCMarCi the lost member were interpreted as being reminiscent of 

similar1y ambivalent feelings toward past lasses in their lives. In 

addition, acknCMledging feelings of envy tcwards the departed member 

led to me.mbe.rs 1 appreciation of their ambivalence tcwards the group and 

other relationshlps in their lives. 'Ihus, patients' reactions to the 
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loss in the here-arrl-now life of the group were interpreted by the 

therapist as beirq sunilar ta their :r:eactions te past lasses 0 While 

dropouts are generally considered ta have a d€lOOralizing effect on 

psychotherapy groups, in this study 1 their departure tended to 

consolidate the borri betwee.n the re:n'ainin:::J trernbers. Perhaps once the 

patients' (worst) fears of aban:lonment had been realized they felt 

somewhat freer ta becorre invol veel ID the group. 'nu.s ten::iency of 

drop:Juts ta facili tate cohesion among remaining mert1bers bas been note:i 

in the litm"ature by lothstein (1978) 0 

'!he time-liInit of the groups was seen as being particularly 

therapeutic for these loss patients 0 Tenn:i.nation represented a unique 

opportunity for patients ta explore and re-e..'q;)erience their 

idiosyncratic reactians ta loss which had created sa much difficulty 

for them in the pasto By u..."'là.~ the relationship between their 

current feelings wi th respect ta te.nnination and their past reactions 

ta lasses, they could experinent with different and IOOre adaptive 

reactions te lasso Hence, the loss of the group could alse serve as a 

rehearsal for future lasses. 

Initially, for these patients who were afraid of losinJ control af 

their aggressive impulses, an:i who feared the destructive ability of 

their depen:iency needs, the clearly define::l bcundaries imp::>se:i an 

external control which ten:led te contribute te the safety of the 

group. Eventually, the members o::Jl'lUOOnly expresse:i the wish that the 

group continue past its predet.ermined tennination date. Similarly, 

members wished te socialize with each other between arrl beyond the 

sessions. These wishes were interpreted as attenpts te deny the 
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inevitabi] ity of the loss of the group arrl the related fears of 

isolation arrl aban:1ornœnt TNhl.ch TNere rem.iniscent of their conflict with 

respect te past lasses. Si.milarly, frustrations tbat the group had net 

resol veel all the patients 1 problerns am that the tennination was 

premature were interpreted ar; bein:] reminiscent of past, premature 

lasses. Discamfort with the variablity aII'Ong members' satisfact.ion 

with the group was inte:rpreted. as the patients 1 fear of in:iividuality 

and survivor guilt. SUl:vivor guilt referred te the terrlenC'j of the 

patients te feel guilty livin3' while ethers close te them h:ld died. 

In addition ta these shared therres in reaction te tenrlnation, each 

member's idiosyncratic reaction te the loss of the group was 

interpreted as bei.n:1 a familiar pattel:n originatln;) in the pasto '!he 

inherent difficulties consequent of these patterns were identified. 

'Ihese idiosyncratic œ.actions te the loss of the group included: 

devaluing the group experience ta avoid the sadness; becaIni.n3' helpless 

or in crisis ta prolong the group sessions; talking of dropping out ta 

avoid a IOC>re direct expression of ~er. Examples of experiInenting 

with different, rrcre adaptive ways of addressing loss included 

confronting or supporting another naerober rather tl1an regretting yet 

another missed opportul.ity. '!he ease with which patients were IOC>re 

acceptirg of ambivalent fee1in;Js with re..cq;>ect te the therapist, the 

group members, the group experience, the errl of the group, an::1 the 

memory of past lest obj ects were speculated te indicate the climinished 

impact of past (and future) lasses. 

SUpport for the aforeIOOl1tioned explanations of the groups 1 efficacy 

with this population can be foun:i in the clinical litp..rature. It has 
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been arguerl, for examp1e, that psychoanalytic.;a.lly oriented group 

therapy is the trea'bnent of cl10ice for patients who: are overdependent 

am ove:rdemarxlirx;, terrl to withdraw fram relatianships, becaI're involverl 

in multiple transient relationships, fear the omnipotence of their 

anger, fear arrl avo~d the dyadic situation of irrlividual therapy, 

experience difficul ties of adjust.lœnt am functionL'"1g .'..n social 

situations, and corrp1ain of a life situation of loneliness, dreariness 

arrl a 1ack of stiInulation (Neumann & Gaoni jI 1974: Grunebaum & Kates, 

1977). For theo..se patients the group can represent a corrective 

emotjonal experience (Grunebaum & Kates, 1977). 'Ihis tenn signifies 

the opportunity for patients to experiment with different ways of 

interacting within an enotional1y intense yet safe environme.nt. In 

addition, patients' depen1ency nee:js are oore likely te be gratified 

an::i to1eratro in a group where they are divided arrong wany people 

(Neumann & Gaoni, 1974). 

'Ihere are reroarkabl~ similarities between patients believerl ta te 

particularly suited ta group therapy arx:i the cllaracteristics of the 

loss patients. While group therapy may be the treat:ment of choice far 

loss patients, the sucx::ess of the short-tenu 1ll:dality remains 

impressive. As noted earlier, however, the time-limLtod nab.:irr: of the 

groups seemed ta resonate with the conflicts inherent in lasso In Ws 

respect, the success of SIG is COIlSistent with Mannls (1973) rriOdel of 

time-limite1 irrlividual psychotherapy, (described in the 

Introduction). Patients were offered the opportunity ta uroerstarrl am 

uti1ize their reactions to the loss of the group as a rrod.e1 for 

beginning ta work through the unresolved conflicts that were associated 
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with their previous losses. In addLtion ta the the tirne limit of the 

group, factors believed to have facilitated the etficacy of SIG 

included the group m:.rla1.ity, the hamogeneous composition, the therapist 

focus on here-arrl-now interpersonal interactions a.rrl the linking of the 

saIre with past relationships, especially the lost relationship, and the 

exploration of mernber-rœ;mber arrl therapist transference phenarnena. In 

conclusion, the mteraction between the S'TG therapeutic proc:ess and the 

patient population is believed te have been responsible for the 

efficacy of S'IG. 

The Integrity of the Psychoanalvtic Process 

A najor issue addressed by the present study was the feasability of 

corrlucting psychoanalytic work on an on-going basis in the S'TC format. 

As reviewed in the Introduction, psydlœnalytic work has been defined 

as e.ntail.i.ng a reqressi VI? process, a technical process and a 

progressive process (Bienvenu et al., 1986) . In response. te the 

amdety of the begi.nn.i.r:g stages of the group, it has previously been 

mentioned that the patients att.empted te substitute the therapist for 

the lest gratifying abject. Hence, they seemed ta regress ta a 

depen::lent roode of functionirq \Yhere they atteInpted te procure the 

caretaking function fram the therapist. This depen:lent rrcde of 

functioning \o.'aS rnanifested in the patients 1 deman::is for advice, 

structure, explanations an::l encourageJ:œ.nt from the tl1erapist. When the 

therapist did not callude with their deperrlency, hejshe was perœived 

as passive, judgemental, am deliberately depriving of their wishes. 

Their perceptions of the therapist see:med to elicit further regression 
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as the patients projected their arqer ante the therapist accus~ 

hinVher of beirYJ rejectirq an:i punitive. Renee, it was concluded tbat 

the groups had elicite::l the regressive proc:ess of psychoanalytic work. 

Clinical appraisals of the groups confinœd that the therapists had 

succeeded. in carryin;r out an analytic technical process. They had 

rraintained a neutral position arrl interpreted transference and 

unconscious conflicts as they manifested themsel ves in the here-aro-naw 

EVents of the group. 'Ihe integri ty" of the technical process was 

empirically investigated by rronitorirB the frequency and type of 

therapist interventions, utilizing the fW)RS. 'Ihis investigation 

revealed. that the average number of therapist interventions per session 

'WaS 17 which represented 16 percent of all verbal productions in the 

group. Sixty-three percent of aU therap1.st L'1terve,lltions were 

interpretations with one-fifth involving nnliitiple conflictual dynamic 

components. The empirical evidence supported the clinical appraisals 

of a successfully conducted analytic technical process. 

'!he third CClJl1tX'nent of psychœnalytic work, the progressive process 

was clinicalJ y r>'2flected in the patients' efforts ta urderst.anJ. arrl 

work with the therapist's inte.rpretations. '!he patients' dbility ta 

work within the W1.r:lLytic apprœch was empirically investigated by 

monitoring the quantity arrl quality of psychcdynamic work evidencul in 

the sessions, utiliz:U1g the FWJES. 'l11is investigation revealed that 

almost half of aU patient spea}d.N;J timc invol veel the ide,ntification of 

dynamic corrponeJlt.s. Statr.:!IT1el1ts th.c."1t frx::used on multiple, conflictual 

dynamic COItlJ.X)nents represented slightly over one-fifth of all their 

speaking tiroo . '!he empirical evidence supportx..i the clinical 
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appraisals of a prc:çressive process in the groups. In addition, the 

amount of time that the patients engaged in psychodyna:mic work was 

comparable ta that of the therapist. 'Ihe work levels of S'TG patients 

were also camparable with those of patients engaged in long-tenn 

psychoanalytically orientai group therapy. Piper, D:lan, Edlvards arrl 

Jones (l979) utilized a rnc:rlified version of the Hill Interaction Matrix 

ta investigate the work levels in their groups. They reported. that 

long-te.nn group patients ~ged in work approximately 53 percent of 

the ti.me. In conclusion, given the EVidence that regressive, technical 

and progressive p:t:"CX::eSses had c::ccu:rred in SIG, the transition of 

psychoonalytic group psychotherapy to the short-term fonnat was 

considered a success. 

Psychodynamic Work as a CUrative Factor in S'TG 

It had been hypothesized that the IOClre a patitmt engaged in the 

therapeutic prccess, as reflected. in msjher levels of psychedynamic 

work, the IOClre hejshe would benefit front tl1e group (Hypothesis 7). 'Ihe 

patient' s engagement in p::,-ychodynarllic work (as rateG by the FWORS) 

represented., therefore, the curative factor that was empirically 

investigated in the present study. The results inclicated a generally 

weak pattern of direct asscx::iations between levels of work and pre-post 

rneasures of out.caIœ. 'Ihe two significant correlations that were foun:i 

were attributP.d te chance conside...ring the number of variables involved 

in the correlation matrix. 

The lack of significant direct relationships between levels of 

psychodyn.a.mic work an::i the majority of the outcame variables may be 
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partially due ta the 1ack of variabi1ity am ran:Je in outcarre scores. 

'!he patients improved. regarùless of the ir work level in the group. 

'!hose patients who failed te benefit fram the group droppErl out. 

Hence, they did not contribute to the data set. 

involves the limitations of the FW:;RS rneasure. 

Another explanation 

The system did not 

roni ter the incidence of "WOrk cx::currirq cavertl y wi thin the session, or 

work that cxx:urred. beuveen sessions. In addition, the system failed to 

evaluate the e.notional iInpact or integration of the work being 

verbalized within the sessions. 'Ihese other aspects of work may have 

played. a crucial mIe in the relationship between work and OUtcarne in 

the groups. other explanations for the rather mea.gre relationships 

found bet'"ween work ard outcome in the present. study involve the 

carnplexity of therapeutic process. It is p:>SSible, for exarnple, that 

the relationship between work an:i outcarre differs between patients. 

Sorne patients may need ta connect a conflict with an un::1esirable 

consequence only once in order ta facilitate d'larBe w1üle other 

patients rnay need ta porrler the sane connection severa! times before i t 

resonates with them arrl results in cl1.ame. It is also possible that 

other therapeutic corili.tions or factors inherent in the groups roodiated 

or influenced the relationship between work an:1 out.came. Related te 

this issue, is the point raised by stiles (1988) concerning the 

possibility that patients nay require different amounts an:i 

combinations of therapeutic factors in orcier te obtain positive 

outcames. It is evident that the recipe for outcorre rernains obscure 

with either the ingredients an:l/or the quantities of each :i..n;Jre:lient 

requiring furthpr i.."1Vestigation. 
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SUccess of Alternative Treabnents for Loss Patients 

The present study did not address the efficaCi~ of STe relative ta 

other therapeutic approoches or m:d.alities for this population. 

There are reports in the literature which attest ta the efficacy of 

other trP .. a:bnent approaches with a similar population, the conjugally 

bereft. For example, Liebeman an::l Videka-Shennan (1986) evaluated the 

efficacy of self-help groops with this fXJPLÙation. They rep::>rted 

improved functioning for widows Vina had elected to participate in a 

self-he1p group Prc:x:J!âlTl for one year campared to those who had 

declil'1ed. These authors also rep::>rted that the 25 percent of their 

population 'Who had reported exposure ta adjunct psychotherapy did not 

significantly benefit fram that ~. These latter findings are 

rather ambiguous, however, since 42 r:ercent of the psychotherapy 

contacts were of less than six sessions duration arrl the authors relied 

on the participants' report of the type arrl usefulness of the contact. 

'The study does attest, however 1 te the usefulness of self-help groups 

with a population believed ta be highly susceptible ta the development 

of psychologica 1/ e:rrational prablems. 

Barrett (1978) compared the oot:caIœs of 70 widavs who had been 

recruited fram the community am then rarrlamly assigne:l ta one of three 

group treatments or a (delayed treat::roent) control group. The 

treatments consisted of a self-help group, a confidant group or a 

consciousness-raising group. 'Ihe two groups corrluct€d within each 

coOOi tian met for seven weekl y sessions of two hours duration. The 

format of the self-help group consistOO of rrernbers shari.n:j solutions to 

practical concerns while the therapist acted as a facilitator. The 
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confidant group invo1ved eaC'il. zœmber pairin;J with one other persan to 

engage in intimacy-building exercises while the therapist IroVed fram 

pair to pair "as need.ed." A discussion aroun::1 a list of p::>Ssible sex 

role tapies considered ta be of particular relevance ta widCMS 

constituted the fonnat of the consciousness-raising group. Darrett 

reported that aU groups (incll.ldir:q the control group) evidenced 

substantial changes. On two of the twel ve outcorre rreasures, the 

treatment groüpS were somewhat IOClre effective than the control group. 

'Ibere were no significant differences between the out.c:arres of the three 

treat:rnent approach.es. 'Ihere was a trerrl, hCMeVer, in faveur of the 

consciousness-raising group. '1.he author attributed the effectiveness 

of this group approach ta the facilitation of expressed anger. 

'Ih.e out..caIre study oorrlucted by' Mannar, HOrcMitz, Weiss, Wilner and 

Kaltreider (1988) involved a clinical popliation. 'Ihes€ researchers 

compared the efficacy of .irrlividual versus group treatJrent of conjugal 

bereaverœnt. In that study, 61 widONS were ran::lanùy assigned ta twelve 

sessions of either psychodynamically oriente:l .i.n::lividual therapy (STI) 

or a self-help group (SHG). '!he irrlividual therapy sessions were one 

heur in l~ while the group treabœnt sessions were one and one-half 

hours in lengt.'1. Their !"p-sults irrlicated that patients in bath 

conditions improved over the course of the study and that the two 

treat:Iœmts were equally effective. Ac; with the present study, these 

authQrs alse reported that the treatloont was very effective for some 

areas of disturbance (symptom reduction) but not for others 

( interpersonal an:1 occupational functioning). They attributed this 

latter finding ta "the lon;r-term process of raIe transition 
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necessitat.ed by the death of a spouse" (p.208). 

In summary, there have been feM controlled outcame studies that 

have investigated the efficaC}' of group treat:rrent approaches with loss 

patients. 

strategies . 

approach. 

Intervention has often represented secondaJ:y prevention 

Self-help groups have been the preferred treat:ment 

While their general helpfulness has been concluded, 

controlled outo:nre studies of the efficacy of group treat:rnents for 

conjugally bereave::i fN'CJIOOn have offered ambiguous results. No fonn of 

treat:rrent for this patient popliation bas been found te be superior to 

another. 

Attrition 

A rn.nnber of patients dropped out at various ti.mes throughout the 

present sf.:udy. 'D1e d:ropouts represent a sul:::group of patients wi th whorn 

the S'TG therapeutic process did net resonate. Dropp:in3' out was not 

found. to be re.lated to corrlition assigrnnent. 'Ihis fi.n:ling should ease 

ethical concerns over utilizi.n;J a delayed treabœnt control group 

paradigm. J:espite the counterargument.s that it is unetlllcal te provide 

treatment without verify~ its efficacy, delaying treatrrent for a 

ran:1ornly selected portion of patients is always difficu.lt. Corxtition 

assigrnnent may net have affected attrition in this study since the 

patient was inforrœrl that his place in the subsequent therapy group was 

rese!Ved. He/she was inforrœd of the starting date of the group. 

Patients viere also made aware that if their circumstances deteriorate::i, 

they could recontact their i.."1taJœ therapist arrl. procure support or 

arrange an alternate treatment plan. 
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'!he dropout rate durirq the treat:m=nt ~ was 28 percent. ra be 

considered a c1.rop:JUt, the patient had te atterri at 1east one session 

but not complete treatrnent. 'Ihis study 1 s dropout figure was actually 

at the average level of usual dropOUt rates for group therapy . 

IDthstein (1978) for example, quoterl a dropout rate for long-ter:m group 

therapy that rangoo fram 25 te 50 percent. CoI1'f~'t"Sely, Piper et al. 

(1984) reported a dropout rate of 17 percent fram their short-tenn 

groups. Those authors foun:i no differences between those patients who 

dropped out am those who remained in their groups which were conducted 

according ta traditional psychoanalytic principles. 'lhe controlled 

outcaIœ study corrlucted by &ldman et al. (1984) did not experience any 

dropouts a.non; their 36 participants. '!he authors attr ibuted this 

impressive fi.rrl.irq ta the success of their (single, one aM one-half 

heurs) screening workshop. (Four patients were excluded fram their 

study due ta their presentation dl.lri.n:;J the 'WOrkshop.) In an earlier 

paper, however 1 Buc:man et al. (1980) reported a c:lrqx>ut rate of 17 

percent fram 22 short-tenn groups that they had been lIDni toring . As 

described. in the Introduction, Budrnan an:::l his colleagues corrluctOO 

psychcdynamlca11y oriented short-tenn groups that were based on a rncx:lel 

of adult development. 'They charact.erized their drop:JU.ts fram the 

groups as distant an::1 i.nsensitive towards others, distrustful of the 

group experienœ but at the same tim.~ holc::tirq unrealistic hopeful 

expect.ations of the group. 'Ihese authors implioo that their dropouts 

lacked a basic lik..i.rg an:i trust for people adding that ta succee::i in 

S'TG patients needed "ta be able ta 'speak the same language 1 or at 

least be able ta hear the 'WOrds" (Budrnan et al., 1980, p.15). 

--------------.............. 
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While BudItan et al. (1980) were referri.n:J te interpersonal 

communication by the prrase "speak the same language", the dropouts in 

the present study whera similarl y unable to 'speak the sarœ language' 

as the other mernl:::e.rs. Dropp~ out ot treatrrent in the pn:>.sent study 

was found ta be significantly related. te the pac-:'ent's level of 

psycholcgical mindedness (R-f). While 62 percent of marginal FM 

patients droppeCl out only six percent of high FM patients failed to 

complete therapy. 'The differential attrition rates between the 

patients in::iicated that the majority of the ma:rginal FM patients could 

not telerate the groups. It is highly probable, therefore, that the 

marginal FM patients droppe:l out of therapy because they felt confused 

and dissatisfied with the psychœ.nalytically oriented therapy process. 

The followinc:;f desGription typifies the experience of marginal FM 

patients who clroppErl out of S'IG. Often they cam: late to the first 

session with their atte.rrlance continuing te be erratic thereafter, wit.~ 

absenteeism, latel1ess or early departures. Typically, theyoffere1 

reasonable excuses such <J::. work schedules or illnesses as being 

responsible for their :poor atten:lance while denying any ambivalence 

wi th respect te their mernbership in the groups. When in atten:::lance, 

they often sat silently throughout the sessions. When invited by 

another group mernber to participa+-..e, they rare1y added to the 

discussion stat~ that they agreed wi th most of what had already been 

said. When they did participate in the group discussion, they 

cornplained about their physical cordition, the incompetency of the 

lOOdical profession te correctly treat them, t.hP-ir doubt regarding the 

connection between their current concerns an:l "samethirx;J that happened 
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years aga am that happens ta everyone." 'Iheir confusion with the 

therapist role was revealed by Sl..l.Ch. statemants as ltwhen 1 calI a 

plurnber l expect him to kn~ ~ to fix t.h.irqs." Henee, these patients 

int.el:preted the therapist' s 1ack of advice an:i d.irect.ion as reflecting 

incampetence. 'Ihey could not explore the possibili ty that their 

resistance to the therapist was l:eing exacerbated by associating 

him,lher with the medical doctors vIDO had fai1ed ta save their lost 

one. For them, the group was experience::l as "the blin::l leading the 

blind." 

Tne speculation that the marginal FM patients fel t lost in the 

groups is supported by the fact that two thirds of the d.ro}:xJuts 1eft 

the group during the early sessions. '!he early sessions have been 

reported elsewhere as beirB the ~icx:1 of high risk for any group 

therapy (Klein & carroll, 1986; BI.ldman et al., 1980). Mackenzie arrl 

Livesiey (1983) speculated that early dropcuts in their short··tenn 

therap:y groups failed ta eng-dge due ta fears of being fourd 

unacr-epta\:)le by the ether:rœmbers. Given the level of guilt arrl 

"unacceptable" a.n;]er expe.rienced by loss patients, it is perhaps not 

smprising that sinee they were unable ta urrlerstarrl the connectian 

between their syrrpt.ams arrl their feelings with respect. ta the 105S(es), 

their feelirqs of helplessness arrl confusion escalated ta the lX'int 

where they dropped out. 

It is equally PJSsible that these patients had interpreted their 

referral ta the groups as yet anotner abanàornœnt by either their 

general practitioner or by their intake therapist. Typically these 

patients had ~ refe.rred by their general practi tioner who had 
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suspected that their chronie camplaints of vague aches an::i pains 1 

irritability and insomnia were actual1y manifestations of a lCM level 

type of depression or dysthyrnia. Al thaugh these pa.tients were adamant 

that their symptams were nol.. lIall in their head" there were m:my 

possi.ble reasons for their acceptin;J referral ta the groups. For 

example, they had to agree that talk..i.n; al::x:Jut the loss (es) still 

brought tears ta their eyes or that the onset of their aches arrl pains 

had coincided with a loss or an anniversa.ry of a loss. 'I11ey also may 

have realized that what they had attempted thus far r.tad been 

ineffectual arrl that the J1t11'rIeTOUS m:rlical tests that they had urrlergone 

had failed ta reveal any physical ailment. '!heir failure to enga0e 

with the other group membe.rs may have represented, therefore, their 

anger with respect to being referred ta a treatment they considered ta 

be secord best (irrlividual therapy bein..J their first c.hoice). 'Iheir 

difficulty overcarnin::J their apprehension in the group probably 

represented their dif 2 iculty identifying with the highly 

psychologically rnirded patients, not understanding the therapist's role 

or inte:rventions and me il' prohibitive fear of intimacy. 

'Ihe one-third of the dropouts who left the group during the 

te.nninating sessions were conside.....~ te have had difficulty with the 

loss of the groLp. Wh.ile the psychoanalytic pn...."'CeSs rnay or may not 

have resonated with thesa patients, they neve......-the1ess had r:;ersisted 

with the group. Ho.vever, when these patients wr->.re confronted with yet 

another loos, they fajled to understarx:l atXl/or work with the connection 

between their reaction to the loss of the group anj their reactions te 

past losses. Faced with the repetition of 1oss, these patients copej 
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with their fee1irgs of helplessness arrl an;Jer by abarrlOnl.rg the group 

rather tllan waiting to be abarrloned. It was as if the group's 

tennination pre-empted any errluri.rq positive evalUdtion of the 

experience. MacJœnzie an:l Uvesley (1983) have similarly postulated 

that dropping out late in treat:Iœnt reflects difficulties re....~lving the 

existential problem of one's essential isolatlon and responsibility for 

oneself. 

Mannar et al. ( 1988) aIso ci ted the painful nature of the 

termination phase as precipi tati.rq drop"pi.rq' out for their patients who 

were al.ready sensi tized by a recent ma.j or loss (i. e. death of spouse) • 

In the Mannar et al. (1988) study, the authors reported that VJhile 29 

percent of patients in the short-term in:ii vidual therapy corrli tion 

dropped out, 77 percent of patients in the Imltual self-help group 

terminated prematurely. To explain the cliîfere.ntial attrition rates 

between the two con:litions, the authors cited variable irrlividual 

responses te stre5sful events which act.ed. ta disrupt the fonnatian of 

early cohesion. Specifically, the..c:;e ë:Luthors speculated that the 

àrq;x:ruts were "threatePed '0'1 witnessing p::Merful abreactive 

expressions" of errotions that they, them..sel ves, were trying ta clisavow 

(p.208). It is unlikely, however, tllat it was tl1e nature of the 

patients diffiClÙties (Le. be.reave:rœnt) that solely precipit.atect the 

high attrition rate in that study. For example, Yalam an:.l Vincgradov 

(1988) reported only a five percent dropout rate in their paper 

describing the techniques and therœs of their SUl::i(.)(>.rt groups for the 

bereft. It is conceivable that the pa11:icularly high attrition rate in 

the Mcmnar et al. (1988) s'tudy is attributable te their use of 
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nonclinicians as the groups' leaders. It is };X>SSible that they were 

unable to manage the debilitat.i.rxj anxiety of those ear1y sessions. '!he 

low dropout rate reported by Yalam arrl Vincqradav (1988) may be 

attributable te the fact that experienced group psychotherapists 1ed 

the groups. It roay also be attributable, in part, to the selection of 

a non-clinical population. Hence the 1IlE!II1bers :My have been less 

vulnerable ta the abreacti ve experiences of ether me:mbers. 

In sunnnar:y, level of psychological m.i.n:iedness W"dS found ta be 

strongly related to dropping out in the present st.-udy. The nature of 

the patient p:JpUlatlon an:i the psycho:lynamic therapeutic approach may 

have contributed ta the relationship tetween FM an:i attrition. These 

results ~ly that marginally psyr-holcgically mirrled patients should be 

referred te another fonu of therapy. Marginal FM patients are usually 

considered lia better prospect for chenotherapy (or behavioral or 

supportive therapy) than for uncoveri.n:;J thera.py" (Abrarro;...ritz & 

Abra.mcMitz, 1974, p.610) 'The decision to refer roa.l:ginal FM patients to 

al ternati ve treatment in the future i:-rvn1 ves considering psychological 

mirrledness as a selection variable. 'lhe next section discusses this 

issue. 

III. Patient SUitability for STG 

Psycholcgical Minde1ness as a Selection Variable 

As previously mentioned, psychologiœl rain:ledness was fourrl te be 

stongly related ta remaining or dropping out of therapy. For those 

patients who rertained in the groups, the resul ts in:licat.ed that 
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psychological mirx:1eàness was related te therapy process. &'peCifically, 

while m was 

engag~ in 

not related to talkati veness, it was associate:i with 

psychodynamic work (Hypvthesis 6). Psychological 

rnindedness was not found to be a prognostic variable since i t was not 

strongly related to "spontaneous ll remission rates of patients on the 

wait Est (Hypothesis 5). similarly, it was net fourrl. te be a curative 

factor since it was net strongly relateèl. te general irrrprovement 

(Hypothesis 2). Tc be considere::i a selection variable, however, 

psycholc:gical mir.dedness had te have influenced the response to 

treatment. 

'!he influence of psychological mirùedness on outcarre was generally 

weak. The fin::ling that was revealed was unexpected (Hypothesis 3). 

'Ihe results in::licated that those margillal m patients who campleted the 

group benefitEd as llUl.Ch. as or mre than the high :Roi patients. 

Explanations of this fi.r'rliN;J are tentative due to the small rrumber of 

patients involved. Rather t.~ high levels of psyc.nological rn.i.rrledness 

being a selection criterion, the resu1ts sugge.st that it i5 the 

marginal B1 patients who should be offered S'IG. Glven that the 

majority of the marginal FM patients could not tolerate the groups, it 

is interesting ta speculate how ~.his "high risk, high gain" population 

did benefit fram tho groups. 

While treated patients improvEd regardless of the level of 

psychological mimedness, it is unlikely that the marginal lli patients 

benefi ted fram the samr~ process as the high FM ~tients. While 

psychcx:ly11t-J.mic work an] the psychœnalytically oriented pracess may have 

been the high FM patients' route te success, it i5 likely that the 
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marginal FM patients l:enefited fr.::m other curative aspects present in 

the groups. Yalam (1985) bas identified several curative factors that 

he believed occur in any therapy group. 'lhey included universality, 

corrective recapitulation of the pri.mal:y family group, instillation of 

hope, am the developrrent of socializinj techniques. Rence, the high 

am marginal FM patients may have followa:.i different routes but arrived 

at the saIœ destination. '1his explanation is consistent with the 

minimal influence of psycholCXJical mi.rx:iedness on outcome (Hypotheses 2, 

4, am 5), the aforementioned strol'xJ patte..'I'7l of associations between FM 

am psychodynamic work (Hypothesis 6) am the weak pattern of 

associations between psychodynamic work arxl outcame (Hypothesis 7). 

In support of this explantion is the study reported by Connelly and 

Piper (1989) wherein patients who ~gej in different therapeutic 

processes were still able te derive benefit fram psychodynamical1y 

oriented Iorq-term group therapy. 'lbey speculated, therefore, that the 

patients engaged in a process \..ru.ch was lOOSt sui ted te an::l llV)St 

beneficial for them. RC7.tJeVer, they also found that the therapists 

rated patients who had en;aged in low levels of psychodynamically 

oriented group process as hav~ benefited oore fram insight oriented 

therapy than their counterparts who had en;;Jaged in high Ievels. 'Ihis 

finding suggests that even though the patients failerl ta engage in high 

levels of psychodynamically oriented therapy process, their exposure to 

this prœess was, nevertheless the curative factor in their treatment, 

according to the therapist. 

It is possible that the psychoanalytica1ly oriented process as 

evidenced in S':ro helped marginal FM patients by offeri.n;J them ways of 
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viewirq problems that was nost. nove! for them. Being ~ te a 

philosophy which espoused responsibility arrl hence, control for one's 

lot .in life (the verbalizations of the high FM grrup members am the 

therapist .intave.ntions) nay have cœ.batted. the patients' feelings of 

helplessness am hopelessness, E!l'lCC\lZâgiIq them that they could change 

their lives. I.eam.ing through exp:lSUre te other people' s behavior is 

calle:i vicarious learn:in;}. 'Ihls phenatrena has l::een also conceptualized 
, 

as a curative factor in group psychotherapy (Yalam, 1985). In 

addition, it was identifie::1 as a curative factor by inpatients enJaged 

in short.-term groups (B.:rabenjer, Albrecht, Sillitti, COOper & Kramer, 

1983) • '!he view that marginal psyc:hological rnirrled péitients can 

benefit from psychodynarn.ically orientai therapy has been espo...:::;ed in 

the clinical literature (Neumann arx:l Gaoni, 1974). 

Tc surnma.rize, the rnajority of rncn:ginal FM patients in the groups 

dropped out. 'Ibose who did persist in the groups benefited fram the 

experience. Psychological mi.n:ledness was net particularly related te 

patients 1 benefi t fram therapy. Treate::1 patients improved regardless 

of the levai. of psychological min::iedness. It is unlikely, hcMever, 

that the marginal IM patients benefite::1 fram the saIne p:rocess as the 

high FM patients. '!bey erqagerl in 1ess psychodynamic work than the 

high FM patients. Factors that œy have differentiated the marginal m 

patients who remained in the group fram those who left arxi that 

subsequentl", al1cwed them te benefit fram the group may have been 

their ability te benefit vicariously fram the process of the high FM 

members and/or ether nonspecific factors occurrirq in the groups. '!he 

marginal fM patients who remained in the group Ion; enough to take 
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advantage of its curative factors, might have been better able to 

interact interpersonally than those who dropped out. 'lbeir 

interpersonal ability see:med ta have campensated for their lack of 

psycholcgical lt'liniedness. 'lbe importance of interpersonal factors for 

remaining in S'IG has b6t:.!l1 dc:x:::urœnted in the literature (Budman et al., 

1980) . 

Whi1e psycholCXJical min:iedness did flOt prove itself as a selection 

variable, the results of the present study do have inplications for the 

preparation and/or selection of marginal FM patients for future S'IG 

10ss groups. In addition te the patients' level of psycholcgical 

miroedness 1 their ability ta urrlerstan:i therapist interpretations of 

conflict between dynamic components and of transference phenomena was 

alse assessed by the IMAP. The predictive ability of these variables 

is discussed in the next subsection. 

Interpretation Comprehension as a Predictor of S'ffi Process and outcome 

Similar ta psychological nù.rx1edness, the pattern of associations 

between the Interpretation COmprehension variables and the pre-post 

measures of outcome was generally weak. In te:rms of therapy process, 

the pattern of associations between the Interpretation Comprehension 

variables and the FWJRS process variables was stronger. Patients who 

were receptive ta interpretations of conflictua., dynamic corrponents 

participated rore in the groups arrl engaged in rore psychcx1ynamic work 

than other members. '!hese associations suggest that they felt more 

comfortable in the groups 1 talking and working reg-ardless of the ether 

members. 'lhey were not inhibited by the ether members. 



1 182 

'Ibese process measures arrl the bath types of the Interpretation 

Ccmprehension variables (dynamics and I:ransference) were fourrl to he 

related to therapist and patient ratinJs of the overall usefulness of 

therapy arrl patient satisfaction with services receiveà.. Renee, the 

value ascribed ta the SIG experience, by both the therapist an::i 

patient, varied deperrling on the patient' s invol vement in the group an::i 

receptivity to the fundamental psychoanalytic concepts of conflictual 

c1ynamic components arxl transferenee r"onomena. In SUimnary, the 

Inte-.:pretation Corrprehension variables were minimally relate:l to 

outcame but :rocdestly related to process measures and global impressions 

of therapy outcame. 'Ihis pattern of associations suggests that 

reoeptivity ta therapist interpretations may influence patient 

satisfaction with a therapy technique that errphasizes interpretation. 

Psychological mirxiedness remained, hCMeVer, the more powerful predictor 

variable given its association with attrition and process. '!he 

implications of these associations are discussed in the nen 

subsection. 

Treating Marginally Psycholooical1y Minded IDs~1 Patients 

Two strategies for the future treatment of marginal :FM loss 

patients invo1 ve offering an al temati ve therapeutic approach or 

mcdifying S'm. The first strategy asstnnes that marginal FM patients 

would do equal1y well or better in another fonn of treatment but that 

they would he less like1y ta abandon Ws alterate treatment. 'lb 100er 

the risk of dropping out, Chey could he offered a therapy that was more 

directive, structured and supportive in fonn. By maintaining the group 
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fonnat, the patients could continue te benefit frorn the curative 

factors inhere.nt in all groups. 

It is possible, however, that vicarious lea.min;J resul ting fram 

their ~ to novel ways of viewin:J t:heir problems (Le. the 

psychoanalytic process), was a salient curative factor for this type of 

patient. If this was t.~e case, then they should contimle to be offere1 

STG. Certain rrOOification would need te be ilnplemented, however, in 

order te reduce the high dropout rate é\lOC)l1g the marginal FM pa.tients. 

Lothstein (1978) suggested that c1ropout3 could te prevented by reducing 

the ambiguity of the ear1y sessions. Rather than uti1izing the early 

sessions, Budman et al. (1984) utilizated a single pretherapy workshop 

session. As previous1y mentionro., those authors attributed their zero 

dropout rate from their contro11ed outcc:aœ study te this procedure. 

Sbnilarly, Piper et al. (1984) have found that pretraining or 

pretherapy preparation sessions do successful1y lower dropout rates in 

long-term group therapy. With respect te the fonnat of a preth.erapy 

workshop, Piper et al. (1982) reported that i t was the experiential 

(interpersonal) aspects of the pretrain.irxJ exercises rather than the 

cognitive information conveyed that influenced the subsequent dropout 

rate. Consistent with this fin:ling, I..othstein ('.978) reported that the 

d..ropouts he surveyed did IlOt attri.l::m:e their departure fram group to a 

lack of preparation. Hence, a pretrainirY;J session that facilitated 

intel:personal interactions between group mernbers, corrlucted in a 

structured and supportive way could be lmplemented with future loss 

patients. The high m patients would alse atterri ti'J.s pretraininq 

session since recomposing groups after the pretrainin:J experience bas 
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been fa.md to disrupt the positive influences of pret.rainirg on 

renaining (COnnel1y & Piper, 1989). 

A third consideration raised by the results of this stu.: .... involves 

corrposition strategies for SIG. It is possible that the marginal FM 

patients who remainOO in the groups were able te benefit only after the 

other marginal fM patients dropped out 1eav~ the group composed of a 

majority of high FM patients. With the departure of nost of the 

ltIill'ginal FM patients, the psychoanal ytic process would not be 

detou.'t'Erl.. Renee, the marginal FM patient may need to l:::.e surrourrled by 

rather than merely exposed te highly psycholcçica11y mirrled patients to 

benefit. 'Ihis speculation is supporte::l. by the work of Connelly am 

Piper (1989). 'Ihey found that patients scoring high on pretheraP'J 

levels of work (high-level patients) evidenced higher therapy levels of 

work when they were in groups camposai of ether high-level patients 

than with a mixture of high-level an::l low-level patients. 'Ibis 

phenorrenon can be called a context effect. Hence, the future 

campositior. of S'1'G may need to vary the ratio of high te marginal FM 

patients te optimize the context eftt;...."t. 

'Ihere is cl2a.rly a ne€d to re&drch the aforerentioned stl:ategies 

for m::d.ifying the future treatrrent of m:rrginal FM patients. First, 

there neecls to be a comparative study tl-Jé1t investigates whether or net 

marginal FM patients benefit 11'Ore fram a support ive therapeutic 

approach than fram a psychoanalytically oriented one. A comparative 

outcare study would continue the investigation of possible matches 

between a patient pq:ulation and a treabnent approach. As the design 

of the camparative study ~d involve referring rna:r.ginal FM patients 
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to STG, pretraini.rg procedures would need ta be implemented ta increase 

the pr""lbability that they would rernain in the groups (in order to 

carrpare their outcames with their counterparts L'1 the support group). 

Referring high H! patients ta a support ive treatInent involves ethical 

considerations. It is possible that the high FM patients would not 

benefit as much fram a supportive approach as they would fram S'IG. 

AbraIl'lCMitz arrl Abram:JWitz (1974) reported, for example, that highly 

insightful college students benefited more fram insight-oriented 

therapy than fram a supportive approach. In addition, they reported 

that the highly insightful students did no better than their minimally 

insightful counterparts when bath experienced the supporti ve therapy. 

It may he necessary, t..'1erefore, ta include a cross-over phase where 

each group of patients experienced both types of therapeutic 

intervention. 

IV. 'lberapist Effects. 

'lbere was little evidence for a therapist effect on outcome. 

Patients improved regardless of the particular therapist conducting the 

group. Treatment effects were not, therefore, significantly confounded 

by differences between the therapists. Therapist ratings of pa.tient 

characteristics (psychological mindedness, response to interpretation, 

likeability) 1 and processs variables (participation, work) offered 

clinical validation of the research in..struments developed to assess 

patient predictor variables (IMAP) ëU1d therapy process (fWORS). The 

therapist ratings were net superior ta the research inst.nnnents in 
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terms of predictin;J ootcane despite the fact that they were based on 

the patients 1 presentation t.h.rollghc:ut the course of therapy • 

Cornre:rsely, the J:MAP ratin;Jg were base:i on a thi.:rty-minute pretherapy 

administration of the device. 

'Iherapist ratings of patient characteristics we:r:e minimally related 

ta pre-post outcame measures but IX'S~tively related te bath patient am 

therapist appraisals of the overall usefulness of therapy. 'Ihis 

firxii.rY:J suggests that the :xrore the therapist percei ved the process 

resonating with the p:\tient (in tenns of hisjher display of 

psycholcgical mi.ndedness and response to inteJ:pretations) 1 the lOOre 

useful the therapist judged the therapy ta have been for the patient. 

'Ihe patient 1 s agreement that the t.herapy was useful validated t11e 

therapist's appraisals. 

v. I.J.rnitations arrl SUggestions for Future Research 

The methcrlo1.ogica1 linûtations associated with the CUITent study 

have been identified in previous sections. 'lhe:y are summarized in this 

section. 

'!he major weakness of the study was the few immediate1y treated 

marginally psycholcgically:mi.rrled patients who actually COlipleted 

treatment. '!he high rate of attri tien aroc>nq this œIl in the study 

severely reduced the power of the tests of interaction effects. 'n1e 

high d.t"op:Jut. rate alse prevented the investigation of the three-way am 

four-way interaction effects between treat:nv:mt 1 sui tabili ty, therapist, 

am groups. It is conceivable that by focusin;J on the effects of the 

two manip..llated in::leperrlent variables 1 lOOre camplex interactions were 



maskerl. 

187 

Generalizirq fram results based on the data of sc few patients 

nrust be done cautiously due ta possibility that the marginal m 

patienb.-; in this shldy are not representati ve of typical marginal m 

patients. Future research must devise strategies te better retain 

these patients. These strategies may invol ve pretl1erapy exercises that 

focus on increasing cohesion or IrCdifications ta the therapeutic 

technique that address the anxiety of the initial sessions. 

A secom limitation conœ.med the criteria for psychodynamic work 

included in the fW)R$. The system did not lOClni tor the incidence of 

work occuring covertly within t.he session, or work that cx::curred 

between sessions. In addition, the system failed to evaluate the 

ernotional inpact or integration of the vlOrk being verbalizoo within the 

sessions. It is possible that these other components of therapeutic 

process contribute te the relationship bet.:ween psychodynamic work and 

outcome. Perhaps the development of a measure of e:motional invol ve.--nent 

or engagement could be devised or ut:_ '"J te complement the FWJRS. 

Another lLLÙtation of the J?W:)RS was its L ':mce on frequency data. It 

is possible that the ilnpact of psychody (,;:Imic work is independent of 

frequency and that an insight or connection need only be realized once 

ta have impact. In addition te utilizing adjunct or lOClre comprehensive 

measures of work, future measures could reflect c.amplex and interactive 

m:::x:iels of therapeutic process. In this way, future researchers may 

discover variables that IOOderate the relationship between psychodynamic 

work and therapy outcorne. 

With res"}?ect ta the outcome battery, this study priroarily relied on 

the patient's self-report. The inclusion of a measure completed by 

sorneone who knew the patient might have enhanced the objectivity of the 
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sinee the goal of psychodynamic therapy is to 

foster insight, a measure of each patient' s un::ierst.a.n:ling of hisjher 

idiosyncratic oonflicts would have c::arrplemented this study's outcome 

batteIy. It would he useful if future research en.:ieavours addressed 

the construction of a measure of psychodynamic change. 

'Ihis study did not address the efficacy of sm cc:mpared to 

al ternate treatlnent approac.hes. It is possible trot supporti ve 

int:P...rventions may he more efficacious with the marginal FM patients. 

FUture research studies would do well to compare the benefits of S'TG 

wi th other th.erapies. 

Generalizing the efficacy of S'IG as practised in the current study 

to "'.:ber populations should be done cautiously. It is possible, that 

the benefits evidenced in this study represented a particularly good 

match between a patient PJPI..Ùation and a therapeutic approach. Future 

studies could investigate the efficacy of STG with another equally 

suitable population. A cc:urpa.rative study of the efficacy of SIG with 

two different populations would also he infonnati ve. 

VI. Strengths and Implications 

'Ibis study represents the largest controlled, clinical trial 

investigation of S'IG ta date. Its major stre:ngths, therefore, include 

the number of groups in\lo.l.ved, the randam assignment of patients to the 

:innnediate treatrnent versus the control condition, repeated 

administration of the outcame bôttery, the utilization of e:xperienced 

therapists, the selection of a clinical population am the inclusion of 

a six-month follCM-up periode r:rhe fact that the outcarne batteJ:y 
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i.nc1uded measures representirq a variety of areas of functioninl an:! 

different sources of evaluation was also a st:ren;Jth. Requirin:J each 

therapist to con:hlct eq1.li valent rn.nnbers of groups in each conii tion 

controlled for therapist effects across corrlitions \ffiich :i.ncrease:l the 

li.kelihocd that the treatment effects were due to the i.rrlepenjent 

variable (Dies, 1979). '!he major elinical implication of this study is 

that the enthusiasm of many elinicians for S'ffi has been empirica.lly 

substantiated. '!he practice of STG constitutes a valid treatJrent 

option for loss patients. 

'lb.e developrrent of the FMAP addressed tne recamrœrrlation that 

research in.struIœnts reflect c::orgruence between operational an::i 

conceptual definitions of relevant variables (Bednar & Moeschl, 1981). 

'!he R-1AP is an efficient, easily administerOO measure of two clinically 

relevant variables. Its psychometrie properties were initial1y 

established in a pilot study arrl the results of this study supported 

its reliability arrl validity with a clinical population. '!he strong 

association bet:we2n level of FM as assessed by the FMAP an:i attrition 

fram therapy suggests that it is possible te identify probable dropouts 

before the first group session. 'Ibis identification has implications 

for the selection arrl/or preparation procedures for marginal m 

patients with respect ta this type of therapy. Firrling that marginal 

m patients who persisted with SIG derived benefits fram the e:xpe.rience 

bnplies that ether patient characteristics (e. g. interpersonal 

ahilities) nay be able ta corrpensate for psycholcx;Jical nrin:1eclness in 

these groups. 

'lbe strong associations between the fMAP variables am 
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psych.odynamic work in the groups suggest that it is possible to 

identify patients who are amenable to workirq within this orientation 

durirq the assessrrent process. 'Ibis identification bas implications 

for the selection arrl/or camposition procedures for psychodynamically 

oriented therapy groups. 'Ille rather weak pattern of diJ::'eCt 

relationships between the FMAP variables am the outcone in:iiv.es 

suggests that there are patient variables an::v or process variables 

mediating l:etween the predictor arXl outcome variables. 

'!he developrnent of the ::J:W.:)RS reflects a congruence between 

ope.rational and conceptual definitions of a relevant elinical concept, 

psychodynamic work. 'lbe criteria of work utilized in the J:W:>RS are 

based on group phenomena, for example, the impact of one member on 

another. Renee, the work variables reflect primary and unique 

ëtilnensions of group tn-:l'bnents (Bednar & Moeschl, 1981). 'lbe ThORS 

proved itself as a reliable and valid measure of a component of therapy 

p:rcx::ess. PsychOOynamic work was significantly related to pretherapy 

neasurernents of patient psychologica1 mirrledness anl mcx::1estly related 

to global appraisals of outcome. utilizing a process analysls system 

rather than relying on therapist rep:>rts of prœess was a more 

objective measure of the therapeutic process of S'I'G. '!he possibility 

of experirnenter bias was significantly reduced. 

'Ihis study investigate:i the interaction between patient 

characteristics, therapy prcx::ess arrl outcome. This investigation 

acknawledged the warning that particular treatment methodologies nay 

interact with specifie patient characteristics to detennine 

psycl10therapeutic outcome (Parlaff & Dies, 1977). 'lbe manipulation of 
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a patient characteristic aà:iressed tba neœssity of mat:chin;J a 

treatment modality with suitable patients (Beutler, 1979). 

'lbe two familiar criticisms of gra.1p psyc:hotherapy researc:h were 

addressed by the current study. '!he first criticism involves the lack 

of integration between researc:h am theory (Kaul & Bednar, 198(,). '!he 

therapy marrual constructed for S'IG attempted to specify am describe 

the components of the therapeutic process. 'Ibere was alse an atterrpt 

te identify the possible curative factors inherent in S'IG. 'Ibis 

identification invo1ved a conœptual djscussion of the rature am 

etiology of t.his patient pcp.ùation and the manner in which this rray 

have been addressed by therapy. 

'!he secon:l criticism typically levied against group psychot.herapy 

researc:h involves its lack of clinical relevarx::e (Dies, 1983a). 'Ibis 

study bas addressed the issue of clinical relevance by discussing the 

clinical significanœ of the results. In addition, an attempt was rrade 

te integrate the process am outcame of S'IG such that clinicians could 

ilnplement the t:1erëlpeutic techniques in their own practice. 'Ihe study 

of short-term therapy represented a particu1arly relevant choice of 

treatment given the necessity of deve10pim cost-effective treatments 

(Parloff & Oi'3S 1 1977) • '!he choice of loss patients as this study' s 

population represented the decision to address a prevalent patierlt 

population. Death an:l separation are parts of life. As every c.han;Je 

can be considered a loss 1 the relevance of the treatment of 

pathologica1 reactions te los.s ca.nnJt he overstated. 
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VII. original Contribution 

'!he present study repreSP.nts the lélltJest controlled, clinical trial 

investigation of S'ro te date am contributes te the literature 

concerning the efficacy of this treatment 1OOdality. 'Ihe successful 

transition of psychoanalytically orientecl group therapy process te the 

short-tenu fonnat bas been empirically demonstrated. The development 

of the fMAP represents an efficient, standardized, reliable and valid 

measure of two clinically relevant variables that is based on 

behavioral referents. In particular, the operationalization of the 

variable, psychological min:ledness, represents an important 

contribution te the mental health field. 'Ihis study is the only one in 

the S'IG literature to date that investigated the interaction between a 

clinically relevant patient characteristic (psychological mindedness) , 

therapeutic process (psychodynarnic work), arrl outcome. Investigations 

that address the camplex interactions between these three aspects of 

psych.otherapy have been recammended by reviewers of the group 

psych.otherapy research literature (Kaul & Bednar, 1986; Parloff & Diesi 

1977; Woods & Melnick, 1979). 
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APPENDIX A. Informing Referral Scurœs of the SIG Program 

Short-tenn Group 'Iherapy for I.cs.c; 

'!he External Psychiatrie Ser-lices of the University of Alberta 
Hospitals will be con:1uct.irg short-tenu group therapy for a specialized 
patient population. SUitable carrlidates for these groups are men and 
WOllIel1, between twenty arxi sixty years (:>Id, who have lost either a 
spouse, partner, parent, family meml::er or friend as the result of a 
separation, divorce, death or geograJ,irical n~e. It should have been 
at least three :rronths since the 1(X"~ cx:r.urred. Renee, although the 
patient will no lorqer be e:>q:eriencirq the .i.nn"oecliate effects of the 
crisis, it should be clear te the assessor that tile patient is still 
affected by the loss as reflected in hisjher inability te resume a 
happy or satisfy:i..n;J way of life. 

Each t.h.erapy group will be COlposed of eight me:mbers and 
therapy sessions will be offered once a week for twelve weeks, with 
each session lasting one and a balf heurs. Members will be expected to 
atten:i all sessions. 'Ihe focus of therapy will be psychcx:iynamie rather 
than supportive such that members will be encouraged to explore their 
conflicts with respect to the loss of the significant relationship .mi 
the (unconscious) reasons beh.irxl its conti.nua:i interference with their 
lives. Each group will be led by one of the EPS therapists who have 
extensive experience with C01'XÏUCti.n:] group therapy utilizing the 
psychodynamic approach. 

As part of the EPS's camnitIœnt te the evaluation and 
continual developre.nt of its services, these therapy groups will be 
m:>mtered by the Research am Evaluation Unit of the clinie. 'Ihls 
evaluation procedure i.ncludes the assessment of patients utilizing 
questionnaires an:1 in:iividual interviews in addition te audiotaping the 
sessions. Hence, patients should be infonned of these evaluation 
procedures an:i our conmit:ment to the protection of confidentiality. 
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APPENDIX B. rrherapist Manual 

Short.-Te.rm (Tirre-Limited) Psychodynamic Group Psych.ot:herapy: 
Technical Considerations. 

1) The Psychodynamic Approach 

Utilization of the psychodynamic approach to SIG therapy is 
ba.sed on the assumption that patients' presentin;J camplaint of their 
inab i 1..ity te resolve a particular, current problem or crisis, reflects 
the re-emergence or continued influence of unresol veel intrapsychic 
conflicts. In ether words, their reaction to the precipitating 
stresser (for which they are seekin::1 therapy) is linked to unresolved, 
unconscious conflicts. 

For example, adults who have recently e.xperienced the loss of 
a significant person Illay present for therapy camp1ai.nin;:J of a variety 
clf distuJ:bances. '1hese di.sturbanœs may relate te s~1!!1ptams 
characteristic of Affective Disorders (e.g. Major Depresssion; 
Dysthymic Disorder) or Anxiety Disorders (e.g. Agorapè.cbia; Generalized 
Anxiety Disorder). As varied as the presentin:] comp1aints may be, by 
taking a complete case history, camrron theœs may aœrge. These tl1erres 
possibly relate te: wanti.rq yet fearing a close relationship with 
another persan; wanting te be autoncm:::lus or self-sufficient yet fearing 
isolation or loneliness; confusing, conflictual feelings of anger, 
guilt, depression, in re-c:;ponse ta the loss of the ether (either by 
separation, divorce, geographical IOOVe or death) • 

2) The 'Iberapeutic Goal 

'Ihe therapeutic goal in psychOO.ynam.ic therapy, therefore, is 
te pramote insight into the unconscious conflicts which. are inhibiting 
the patient's ability to resolve the current crisis or prablem and is 
net solely te alleviate the ego-dystonic symptoms. With this patient 
population, therefore, the therapeutic goal would not}Je solely to 
alleviate the presentin;J comp1aint of depression or anxiety but te 
clarify and interpret how these presenting complaints are 
manifestations of the un:lerlying conflicts referred te abave. 

3) The Sbort.-Term Modality 

Short-tenn therapy, by its very nature, cannet explore the 
entire range of conflicts existinJ in patients seeking therapy. 
Nevertheless, advocates of short.-tenn therapy are confident that a 
thorough exploration an:i un:ierstarrli.r of a particular conflict will 
benefit patients by offerin;J them an important 1t'Odel for urY.ierstanding 
subsequent an:ljor concurrent prablems and conflicts in their lives. In 
addition, the short-tem IOCldality has been shawn te acce1erate the pace 
of the:rapy and te yield sua::essful therapy outcorres. Short-tenn therapy 
in this projec:t refers te therapy offered for 12 weeks with one session 
per week. of one arrl a balf heurs duration. 
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'!he t:hre-lilnited aspect of sm pranDtes the errergence of 
"t:helœs associated with all intrapsyc::hic conflicts. The COITalOn wish of 
group members that the group continue past its pre-detenni.ned 
ter.mination date, represents a wish for the unattainable. 'Ibis wish 
for the unattainable is rem.iniscent of the conflictual, unattainable 
wishes that are denied gratification by the superego. In addition, the 
frustratjn;J aspects of the group in tenns of net being a 'cure-all' is 
rem:iniscent of the anjer and frustration that all patients feel with 
respect te the imperfection of themselves am the world. By accepting 
the lilnitations an:i frustrat.ÎIl;i aspects of STG, members hypothetically 
develop ego strength whieb helps them te resolve subsequent/concurrent 
non-gratifyiI':q situations outsicie the group. Finally, for members 
conflicted by depen:lency needs, tennination repr.esent..s a unique 
opportunity for them te explore the related fears of isolation and 
abarrlomnent. 

Offering this type of therapy te patients expe.riencing a 
significant persan loss would offer them the opportunity te explore 
their conflicts about bein:J in a relationship. For example, they may 
gain insight into hc::w their relationship with this lest persan 
continues te influence th.eir interactions with the opposite sex. 'lheir 
conflicts wi th respect te the lest relationship may, to SCllœ extent, 
influence their reaction te any intimate relationship - be i t wi th saIne 

sexerl :Zrierrls or their children. '!bey may then begin to urrlerstand 
their needs, fears arxi defenses with respect te fo!1lling an intimate 
relationsmp with anyone in their lives which would help them 
understanl their needs, fears and defenses with respect te the lass. 

4) Group Honpgeneity 

Tc enhance thE:' effir..acy of the short-term lOOdality in group 
th.erapy, the groups are camposed of a hc:m::qeneous patiE'.nt population. 
Horoogeneity refers te Jdle!œs or conflicts shared by all group members. 
The haIrog'enei ty of +..he Iœll1bers' conflicts or theJ.nt?s acts te focus the 
group work. Horro;Jendity is alse a.ssl.lItai te prc:arote cahesiveness am::mg 
the membe...rs as they rec:xxjl1ize an:l identify with the smlar complaints 
or concems of the nero1::::ers. 'Ihis sllnilarity is elsewhere referred te as 
"mriversality" - which is a..sstnned t.o be a curative factor in group 
psychotherapy (Yalarll). 

'Ihe hclm::qeneous nature of the ~ in this proj ect relates 
te choosing adults who have recently suffered a significant persan 
loss as the patient population. 'Ibis will facilitate the cohesion of 
the groups as each member identifies wi th the problems of ether mernbers 
as th.eir prable:ms will be reminisœnt of ms/her 0Wll. Hence, the group 
thezœs or conflicts will quickly c:oJn: te the fore éUd members will net 
feel sc alone, isolated or hopeless. 

5) Implications for 'Iberapist Activity 

a) Given the short-term fonnat, the therapist fcx::uses on the 
limited anj realizable goal of explor:irg the conuron thenes or conficts 



• 

1 

209 

of the group. Hence, he/she will net ~ an idiosyncratic or unique 
problem of any one member but w.Ul tenacicus1y stay with only those 
conflicts cc:n11l1'On te all group me:mbers. 

b) Given the insight-oriented approach, the therapist' s 
primary task is te explore the previous1y unrecognized conflicts that 
are linked te the central themes or conflicts. He/she will interpret, 
therefore, the unconscious dynamics of the group. Discussions of 
syrnptams of dep:ression am anxiety are considered a secorrlary 
therapeutic task in this type of therapy. Discussions of 1.Tedications, 
are net considered a therapeutic task in psychodynamic therapy. 

c) Given that therapy is provided in a group fonna.t, the 
therapist focuses on heM these unconscious conflicts are energing 
(manifestErl) in the ''here am llCM" behavior in the group. For example, 
with this patient population, the therapist nay interpret the way: 
1. :members' fears of intimacy are be~ d.i.sp1ayed in the lack of 

disclosure between the Irel1lbers or statements reflecting 
rationalizations such as 'why get involved if it's only for 12 
weeks' ; 

2. :members' ambivalence over depen:1ency needs is being displayed. 
in their an;reI' at ether members' neecliness, despair of 'the 
blirxi 19ading the blim' am their disappoint:Iœnt with the 
therapist; 

3. members' wish te he taJœn care of is heing displayed in 
demarx:1s that the therapist gi ve advice, he m:::lre active, answer 
their questions etc.; 

4. :members' an:Jer CNer the 1008 of the relationship is hein:J 
displayed in their amer over the absenteeism an:l dropping out 
of ether members arrl of the inevitable tennination of the 
group; 

5. me.mbers' guilt over tl1..e loss of the relationship is being 
displayed in the protectiv.-. (defensive) manoeuvres tcMards 
absent am droppin;r out rnembers. 

d) Given that the therapy is short-term an:l insight-oriented, 
the therapist is active in rapidly fCX:::USin'J on the group defenses, 
transference reactions am the unconscioos themes by utilizin:"j the 
tec:hniques of clarification, confrontation arrl interpretation. In 
addition, the therapist is ever-mind.ful of group behavior reflecting 
the termination issue am clarifies, confronts arrl interprets the 
conflicts associated with it. For example, the therapist would 
interpret fear of tennination if the rnernbe.rs began to: 
1. devalue the group as a way of avoid.i.rç the sadness (as they 

may have clone with past losses) ; 
2. r~ helpless or in crisis as a way of blackmailing the 

therapist to le.rqt:he.n the duration of therapy; 
3. 'fly into health' as a way of deny:i.nq their need for arrl 

therefore loss of the group (as they may have done wi th past 
losses); 

4. talk of droppiD:J out of therapy as a defense against the 
feelin;Js of helplessness ~ the en:i of the group 
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("l'll reject yeu before yeu have a chance ta reject me" syrx:lrane). 

6) Characteristic stages of Process in STG* 

1. Exposition - (sessions 1 & 2) - Members introduce 
themsel ves an:i articu1ate the central themes. 'Ille therapist encourages 
discussion an:i active1y interprets the group's resistance te intimacy 
and cammi. t:rnent. 

2. Deperxlency - (sessions 2-4) - Melnbers express anger an:i 
neediness for nurturance arrl guidance. '!he therapist active1y 
inte:rprets the conflictual nature of their feelings arrl hON they are 
disguised - especially with respect te their feelin:js tc:Mal:ds the 
leader. 

3. Conflict Elaboration (sessions 4-10) - Members 
increasingly appreciate the conflictual nature of their feelings. The 
therapist continues te clarif"y am interpret the COI'IlIOCln conflicts in 
addition to transference an:i termi.nation reactions. 

4) Termination - (sessions 10 - 12) - Members experience a 
return of earlier behavior am fears and al ternate between wish.b1g for 
and fearing intimacy. '!he therapist recapitulates the major insights 
gained fram the therapy while inteJ:pret.1.n;J manifestations of the 
conflict between intimacy an::l alienation. 

*E1aboration of process presented in Goldberg, eta1., 1983 
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APPENDIX c. Guidelines for Referral te S'ro. 

The intaJœ therapist performs the initial crucial tasks of 
assessing arrl referrin;J patients to the S'TG project. 'lhe follCMing 
outline seJ:V9S as a guide for SIG referral decisions. Intake 
therapists are welcame te approach Iœ!lI1bers of the research unit at any 
time te cliscuss patients being conside.red for referral. 

1. Determining patient suitability for S'TG 

a) Clinical Considerations. 

SUitable patients will meet the follCM:lrq criteria: 

1. l\d1.llt man or waman (ages 20 - 60) who bas lest a significant persan 
(spouse, partner, family member ç friend) through separation, divorce, 
death or geographical lOClVe. 
2. The less will have occurred at least three months before 
presentation at the WIC. While the patient is no longer in crisis, the 
intake therapist views the loss as œntrally influencing the patient' s 
inability te enjoy a satisfyinj and productive life. 
3. The patient agrees te a l2 session contract, preanâl1CJed group 
therapy times, and no concurrent therapy. 
4. 'lhe patient is seen as capable of e.xplorin;J the impact of 1 arrl 
feelings associated with the loss in a group situation (with 6 or 7 
other people who have experienced a similar loss experience). 

Note: We are :interested L.'1 acœptin;J patients for SIG "Who span JOOSt of 
the range of patient suitability with respect ta the capacity te work 
within a psychodynamic approach. Hawever, a certain minimal level of 
ability and. IOOtivation te work within Ws approach is required. 
He.'1ce, the patient would not be solely seek.irq medication or advice. 

b) Evaluati ve Considerations. 

'!he patient must he willing te have hisjher therapy eva1.uated. 'Ibis 
process includes: 

1. The utilization of a "tape recorder and one-way mirror facility. 
2. Sorne additional assessm.<?J1t interviews. 
3. Senne additional questionnaires arrl ratin3s. 
4. The possibil~ ty that the onset of therapy will be delayed for 10-12 
wee..'I(s. 

2. Presenting the Clinical and Evaluative Aspects of SIG. 

We reco.rt'!Iœrrl that yeu present S'I'G first as a fom of treatrnent that 
is offered in the WIC, an::i secorrl as a fom of treatment that i5 being 



, 212 

evaluated. To seme degree all treat:ments in the WIC are urrler 
evaluation, i. e. data are recorded thralghout the patient' s contact and 
the type of outcome is officially noted as part of the patient' s 
discharge record. As with srI, SIG will he evaluateci ll'Ore thoroughly 
than sorne of our other treatroonts as yet have been. We would prefer 
that patients view evaluation as a routine aspect of how we work in the 
WIC rather than an unusua1. aspect. '!he disadvantages associate:i with 
the prE".sent evaluation are evident (extra assessment time, possible 
de1ay of therapy). '!he advantages are just as important to mention. 
:Each patient will receive 12 sessions of a therapy that bas been 
especially tai1ore:l to hisjher problem. 'Ihe th.erapists are exr-erienced 
full-time Iœ!I!\bers of our staff. Each patient will be follONed closely 
for a perim of 9-12 months. sm i5 net "experiIDentalll nor a 
particularly new fom of therapy at the me. While the disadvantages 
need not be :minimized, the advantages can he highlighted as part of 
establishing a realistic optbnism about working within this form of 
therapy. 

3. Obta.:i.nirg Infonned COnsent. 

A special Infonnation am Consent Fonn bas been prepared for the 
patients. On the fl.rst page is the informa.tion concerning their 
therapy. Patients can talœ thls (infonnation) page home wi th them, 
together with an outline of the grourrl rules of the group. By taking 
the information am grouril nùes sheets home with them, we have found 
that patients' anxiety with respect te their expectations about the 
group therapy diminishes while theil.' cammitment :increases. On the 
second page i5 a line for the patient 1 s signature which you will 
wi~""less and date. 'Ibis seo:md page is submittec1 ta Fyfe Bahrey (the 
group co-ordinator), tcgether with ycur referral fom (see below) • 

4. Informing the Research a.rrl Evaluation Unit CREU) of the Referral. 

As wi th any group referral, the :i.ntake therapi.st completes a 
referral forme A special S'TG referral fana has b8f>..l1 designed for this 
project. It \-lill be attached ta the Infonnation and Consent fonn and 
the ground rules sheet with this package being lœate::l in the front 
office. As mentioned above, the completed referral form an::l. consent 
form are submitt.ed to Fyfe Bahrey who - after verifying the 
appropriateness of the patient for S'D3 - forwards the fonns ta the REU 
(via research assistant Hilary Morjn 1 s mailbox). At this point the 
intake therapist's treatJnent responsibilities are reduced ta medication 
follCM-UPS (if need œ) am administrative tasks such as paperwork. 

5. '!he .RED' s Responsibili ties. 

'!he REU contacts the patient upon :receipt of the referral am 
consent fonn.q , An appoi.nbnent is arraI'XJed. nus appointment consists 
of a str . .:tured assessment interview an:1 the administration of 
questionnaires. Patients are told dur~ this interview whether they 
will COl1'!lTlel1ce group therapy relatively inunediately (Le. as saon as 
there are enough suitable patients assembled) or after a 10-12 week 
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delay. '!he REU contacts the 9ra.IP therapists and infonns them of the 
patients' phone number. Patients will be reassessed by the REt] at the 
cœpletion of t.heir tllerapy am six l101ths thereafter te naù.ter the 
gains they maJœ a:rxi maintain. wait.inJ list patients are assessed an 
additional tiJne - at the en::l of their waitin;J period. 
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214 

We believe that cxx:7peration with the follCIWin;J grourx:1 rules 
will enhance your experienœ and ethers 1 experienc:e in group therapy. 

I. Carnmitment 

l uro,erstand that rrrj carmnibnent to the group is for all 12 
sessions. '!he group will Iœ:et for ninety minutes each week. Group 
atterrlance Im.1St he a high priority and unless t..'1ere is a very good 
reason, e.g., severe illness, l will be there each week. In the event 
of such an absence, l will notify the therapist prior to the group arrl 
at the ne.xt n-eetinJ l will share my reason wi th the rest of the group. 
l also recognize the importance of bein;r on tim= since lateness 
interferes with the work of the group. If l am thinking about leaving 
the group l will let others know arrl should l decide te leave the 
group, l will c:::orœ for one last session where people can say goodbye. 

II. Responsibilities in the Group 

l agree to work toward learni.rg !tOre about Irrj own and others 1 

problems. l will try to be open an:i self-exam.in.irq. l will be as 
honest as possible in shar~ what l am aware of in the group, - Le. 
thoughts, feelings, fantasies - about myself, ether group members 
(ineluding the therapists) an::l other people in my life. l understand 
that l cannot carre te group uooer the influence of alcohol or drugs. 
It is alse not permissible ta SIroke, drink, or eat in group. l alse 
un:ierstand that physical violence will net he tolerated in the group. 

III. Responsibilities outside of the Group 

Confidentiality is esserrtial 50 tllat each member can fee! safe 
enough te share. l agree that l will net repeat anything that is said 
in the group outside the group, unless it concerns only myself. l will 
net share information that might identify any member of the group. 

Extra group socializin:J may prevent the wc::k in the group. l 
urrlerstand that contact with another member (incluclin:;J the therapist) 
outside of group may sabotage Irrf CM1 treatment an:i l agree te discuss 
the details of any chance outside contacts in the group. 
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APPENDIX E. Infonned consent Ferm 

Inforrration ab::ut the 'Iherapy ard Evaluation Procedures: 
A Controlled Evaluation of Short-term Groop Psychotherapy 

Providin;J therapy for patients is a central part of our work in the 
Walk-in Clinic. fb..lever, it is not the anly part. We also 
continuously evaluate the services that we provide. 'Ihis involves 
monitoring the various assessment an:l treatment activities and 
abtainin::; the reactions of the participants. 'Ibis is accamplished 
through the use of interviews, questionnaires and tape record.in:js. '!he 
infonnation abtained is used. to improve our un:1erstanding of what 
techniquP-s work best with what types of people. nus is a slCM process 
that usually taJœs several years befare conclusions are forne:l. 

Patients \vho participate in therapy have regular contact wi th treat:ment 
staff, e. g., your therapist, and infrequent contact wi th evaluatian 
staff, e.g., a persan who can:1ucts inteJ::views. '!he two types of staff 
have different jobs am work ratl1er irx:lependently. It is the job of 
your therapist te work with yru t.a.Yard achievin; lŒÙS that you have 
fo:nmllatad. It is the job of evaluation st:.,. te rronitar your 
experience and your progress. However, any prd:;j .f S or concems tl-.at 
yeu experience durin;J therapy should he raised witn your therapist as 
hejshe is the persan who is in cl1arge of your treatment. Psychotherapy 
is an enotionally involvlrg ~ience that at tiJres can be stressful, 
Le. anxiety arous.:irq. Concerns about therapy are usually best 
resol ved in therapy. 

Treatment staff an::l evaluation staff canprise a small rnnnber of 
professionals who YIOrk in our clinie. Considerable care is taJœn ta 
preserve the confidentiality of infannation about our patients. 
Inforrration is coded by number rather than by nalœ. Taperecorù.ings are 
erased after information h.as been abtained. QùeStic:""naires and tapes 
are never presented ta classes of st:udents for derronstration purposes. 
We WOL:ld. also like te use our one-way mirror faeility. Observers will 
be a smaJ l number of permanent staff of our clWe who are in 
trainincT. AlI observers are l:ound by :rules of confidentiality. Given 
the precautions that we take 't'le have never experienced a prablem 
involv:1n;J a breach of confidentiality. 

'!he program of therapy arxi evaluation that we are recarnrœrrling consists 
of: 
1. An initial set of interviews for assesSlœl1t arrl orientation 

purposes. 
2. Group therapy that will occur once-a-week for a period of 12 

weeks. 'lbe group will œgin soon after the Wtial interviews 
are campleted or aboL.t 12 weeks later after a secon::i 
interview. '!he startin] time will be determined by a 
stan::Iard., ran:1anized pxocedure. 

3. A series of questionnaires that inquire about yarr e.xperierce 
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in and outside of your group. 'lbese usually taJœ 1-2 heurs te 
cc:nrplete • 
An interview con:lucted just after therapy enJs arxi again six 
llalths later by a member of the evaluation staff. 'Ibis 
usually taJœs 1 heur. 
Monitorin; of activities by an audio taperecorder. 

Consent Fonn 

l 'lll'Xierstan:i the therapy and eval.uation procedures and have had the 
opportunity to clarify the.m with a staff member of the Walk-in Clinic. 
'Ihis includes the possible benefits and djsccanforts associated with the 
prc:x:::e1ures. l know that l may ask any questions about the procedures 
as they p:tUgl:ess. 

l have been assured that personal info:rmation will be kept confidential 
am that no infonnation will be released or printed that would disclose 
personal id.entity without my penn.ission. 

l un::1erstan:i that l am free ta withdraw fram the evaluation procedures 
B.t any time and that Irrf therapy would continue. 

l have been gi ven a copy of the infonnation an:i consent fonns. 

Signature of Patient 

Signature of Witness 

The persan who may be cantacted. about the evaluation procedures is: 

Dr. William Piper 
Associate Oirector, 
Program Evaluation arxi Research 
Division of EXt.emal Psychiatrie Services 
University of Alberta Hospi tals 
Teaephane: 432-6501 
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APPENDIX F. Referral Fonn 

Shert-te:nn Loss-Group Referral Ferro 

Patient 1 S Name: WIC #: 

~s: ____________________ ___ WIC 'nlerapist: ______ _ 

Telephone: ____ .Hane ____ WOrk Age: ______ _ 

Consent Obtained: _____ _ rate Referred: ______ _ 

Hours Conflictin:J with Group 'Iherapy: __________________ _ 

Axis l Diagnosis: _________ _ 
Axis II Diagnosis: ______ . __ _ 

Cllrrent Medications: 
___ None unknown 
___ WIe Prescription (Irxticate Drug(s» am am:JUnt _____ _ 
___ ether Non-prescription (IrDicate OJ:u;J(s» am arrount ___ _ 

!Dss (es) Experienced By Patient am rate IDss (es) occurred: 

Expected Goals, O1.an;Jes, Gains that You Feel the Patient Could Ach.ieve 
fram the Group Experience: ________ _ 

ReservationsjContrain:lica.tions for Treatment? _________ _ 

Note: P1ease attach patient consent form to this fonn. 
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APPENDIX G. Procedure for Wepen::lent Assessment 

1 Introduce yourself as a member of the Evaluation Unit 

2 (For patient #1) Give patient a ccpy of the blank target sheet 
(which begins "By now yeu ..• "). Say yeu' Il retum in 15 minutes. 

3 Bring the patient te the office for Psychological Mindedness 
assessœnt. 

4 Review the ll'Om.ln:J' S events: 
"l' 11 tell yeu what we' 11 he doirq this 1OO!.'I'ÙI'g': 

First, l'Il show yeu a vidiotape of simulated therapy sessions & 
ask yOIl a few questions about them. 
Next, rrr:l colleague will ask you a series of questions about various 
aspects of your life. She will also go OlIer your reasons for 
enterirg therapy at this tiIœ so we have a clear understanding of 
your goals. 
'Ihen, we'll ask yeu to ccarq;:>lete a few questionnaires. 

"I 'm goi.r:q te show yeu segments of simulated therapy sessions. A 
female patient will be describln:;J to ber male therapist samething 
that happenerl. ta her recently. rrhen the therapist will came on and 
say what he thinks might be goin;I on. 

"'!he first time t:hrough, l want yeu te relax am aftel:wa.rds l'Il 
ask yeu for your general impression of what seems te be troubling 
the woman. l'll play it again am then yeu can feel free ta stop me 
if you wa.nt te clarify or elaborate on what you said. But the 
first time l'Il ask yeu for just a general impression". 

PrAY SCENERIO #1 & then ask.: "What seems te he troub1ing this woman" 
TAPE REO)RD patient's response. 

then say: "Fine, l' 11 play it again am fee1 free to stop me if yeu 
wish ta clarify or e1aborate on what yeu think is troubling ber". 

then say: ''Now the therapist is goi.n:J te come on am say what he 
th.i nks might be goin:] on. 'Ihis may he the sarre aspect that you 
picJœd up on or it may be a different aspect. l want yoo to listen 
arrl then tell me what he is referring" te - what did the woman say 
that would lead hiIn te thi.nk tr.at; what is he gettin:J at." 
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PIAY DmAMICS #1. TAPE REa:>RD RESFCtfSE. 

then say: ''He's goirg te go on an:l elaborate. Listen an:l tell me if 
yeu have anythi.rq ta ad:i." 

PIAY DmAMICS #2 & #3. RECDRD RESroNSE. 

then say: "'!he therapist is rDW goin;J ta talk about another aspect 
that he sees goin:J on. Listen an:l tell me what he's driving at; 
what he IOOanSi where is he gettin:J that fram." 

PIAY TFANSFERENCE #1,2,3 (same procedure as dynamics) 

then say: "I 'm goin;1 ta play a sec::orrl SE:nario. We' 11 follow the 
same procedure. First, just listen te the wc:rma.n am l' 11 ask for a 
general impression of T,<ihat' s "tr'alblirq her." 

PIAY SCENARIO #2 - SAME PROCErXJRE AS SCENARIO #1 

If patient asks: it is net the saIne patient; she's been in therapy a 
couple of weeks i we don' t use a real patient for 
oonfidentiality reasons. 

IF 2m PATIENT, give copy of b1ank target sheet - return in 15 mins. 

6 TAKE ro OFFICE FOR ooro::ME A.SSESSMENI' 

A) SFI- "l'ro goirq te ask yeu a series of q\~~ions. 'lbey're the salle 

questions l ask everyone. 'lbink abcl.rt the 1LW-t month te resporrl." 

B) TARGETS- "New l' 11 ask you a few questions about your goals for 
therapy. " 

C) D1FORMATION- "I will be in tooch within a feM weeks ta tell yeu 
whether yeu will be waitin;r or lX't. 

If you begin therapy relatively illIme.diately - l' 11 see you at the 
eIXi (Le. in 3 months). Or, if delay, l'll see yaJ. in 10 weeks 
right before yru begin therapy. l'Il also see yw at the end of 
therapy am 6 ronths thereafter ta see how yeu are maintainirx;J the 
gains. 

7. TAIŒ 'ID OFFICE WHERE QJESTIONNAIRES ~ t=...E 0l1PI.EI'ED 

''New 1'11 ask yoo te canplete th.ese questl.onnaires. If yœ have any 
questions l' 11 be back in half-an-ha.:.r ta see hC1N yoo' re doirq." 

''When yeu 're finished, yeu can harxi the forros into the front 
receptionist. " 

C) :mroRMATION- Tell theJn either immediate or delay 
If :inmb.1.i.'lte~ give card with date, tine arrl therapist on it. 
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If delay: give approx:i:mate date, ti.me and therapist and say 
you '11 see them in 10 weeks for another appointment arx:l that 
yeu' 11 calI te confinn tlùs in 6 weeks. 

If this is a pre-therapy assessmerrt, i. e., ml for inuœdiate, IB2 for 
delay say: 

"I '11 be seeing yeu when you finish therapy te evaluate the gains 
yeu maJœ and 6 months after that ta see hcw yeu are rnaintaining the 
gains you made." 
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APPENDIX H. Manual for the PsycholCXJical Mirrledness Assessment 
Procedure 

PSYCliOLOGIC1lli KINDEINFSS ASSESSMEm' PROCEIXJRE (FMAP) 
'IRE MANUAL 

SUbjects are as1œd te explain what 19 troublirxJ a patient portrayed 
on a videotape. rrbese explanations are rated accorc'U.nJ ta their 
sbnilarity to the psych.odynami.c explanation. '!his dimension of 
sbnilarity is called "Psychological Mirrledness." 'lbe rationale for 
operationalizim ilPsychological M.irx:ledness" in this way, is that the 
more the explanation resembles a psychodynanù.c fonnulation, the rrore 
the subject shares the basic assumptions held by psychodynanù.c 
therapists concerni.rq hurnan pathology. Renee, the nore psychologically 
minded the subj ects the roore amenable these subj ects should be to a 
psychodynanù.c therapeutic approoch. nus amenability has irrplications 
for therapeutic process arxi outcc:::nœ. 
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'!he Nine Ievels of Psych.ologica1 Mindedness 

Ievel I. 

criterion: '!he subject identifies a specifie internaI experience of the 
patient. 

Rationale: A basic assumption of psychcd.ynaInie theory is that of 
"Psychic Detenninism," whereby all human functioning results 
fram an intemal or psychic process. Henee, in explaining 
the patient's problem, the psychologica11y mirrled person 
begins by appreciating - or fOCllSing on - the intemal 
experience of the patient. 

Level II. 

criterion: 1he subject recognizes the drivirq force of an internal 
experience of the patient. 

Rationale: Psychodynaroic theo3:Y further postulates that problems, 
corrq;>1aint.s or symptams arise when an "impulse" is perœived 
as t:hreatening to the mental apparatus. Henee, the basis of 
the patient' s problem is an Ïltt,p.llse or drive which is 
pressing for ~ression, or is motivat:in3' the patient. 

lsvel III. 

eriterion: '!he S1.ll:>ject identifies a result of a drive such that a 
causal link is made betwee.n an i.nternal event an:l its 
resultant expression. 

Rationale: Psychie detenninism states that the internal or psychie 
process is responsible for human expressions - in the form 
of behavior, affect or cognitions. Hence, the internal or 
notivatirq force is rnanifested in an external expression. 

I..evel IV. 

criterion: The subject reccgnizes that the rocrtivating force in the 
patient is largely out of ber awareness or' is unconscious. 

Rationale: A secon:l basic a.ssunption of psychodynamic theory is that of 
the ''Unconscious,'' whereby the majority of the mental 
apparatus 1 function.irq is not i.nuœdiately accessible ta the 
conscious rnin:i • 
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Level V. 

criterion: '!he subject identifies conflictual c:x:mponents of the 
patient' s experience. 

Rationale: '!he i.nq;rulse or drivin;J force, is threateni.ng, according te 
theory, because it ia contradictory or incompatible with 
reality - be it extemal reality or internal reality. 
Internal reality relates ta SUperego norality needs or 
beliefs. '!he conflict can nanifest itse.lf as bein;J between 
cognitions, affects, needs or arr:! combination of the above. 

Level VI. 

criterion: SUbject identifies a causal link wilere the conflict i5 
presented as generatirq an expression. 

Rationale: contlict produces tension or clisequilibritnn within the 
me.."ltal. apparatus which presses for discharge in arder te 
return the system te a state of equilibrium. Rence, conflict 
notivates the haœostatic mecilanism. 'lhe homeostatic 
nechanism can manifest itself in many ways. 

Level VII. 

criterion: SUbject identifies a causal link \'1here tension (fear, 
anxiety) is presented as lOOtivatin;J an E>.J<P!'9Ssion. 

Rationale: It is the tension which is intolerable te the system arxi 
hence, it is the tension created by the conflict that is the 
ul timate ooti vator. 

leVel V.LII. 

criterion: SUbject rec:cgnizes that the patient i5 e.n:Jaging in a 
defensi ve manoeuvre. 

Rationale: The expression bas been filtered through a self-protectirg 
or defensive mechanism. 'lhese defense mechanisms distort am 
prevent the true expression of the conflict. 

level IX. 

criterion: SUbject rec:cgnizes that despite the defensive manœuver, the 
patient remains disturbed in sorne way by the conflict. 

Rationale: Pathol~ resu1ts when the defense IreChanisms cannet 
effectively reduce the tension as no compromise bas been 
reached between the conflict:ual camponents. 

", 
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Part 1: '!he Patient i s Account 

Scenario #1. 

Patient: l don't ..• (silence). l don't knOW' Where te begin. (silence) 
l fee.l sc weird lately; kirxi of at loose ends. (pause) It 
started last week an:! j~-t won't go away. (long pause) l 
didn't knON if l should even tell you tllls. (silence) l 
went shopping last Wednesday an:l while l was walking through 
Eaton 1 s,l saw my husband. - my ex-husbar:d, l mean. 'lhere he 
was not ten feet in front of me at the jewlery counter. At 
first, l just wanted te :rush up te him an::t say 'hi, long 
tiJne no see - heM about lunch or SOIœ~.' But then l 
thought 1 \IIell, he 1 s probably buy:i.n;J a present for his new 
girlfrierrl arxl he'd just feel awkward - or ma.ybe he'd think 
l was spying on him - or l don 1 t know what. l started te 
fee1 real.ly nerveus. l felt liJœ l just had te get out of 
there. l fe1t like l was back in high school watching tllls 
guy l used ta have a terrible crush on. It was liJœ l 
couldn't oove or speak - l just stood there, watchi.ng. l 
watched for a long bme, daydreaming ••. Oh, l don 't knCM, 
maybe of how niee it would be if he were buying a necklace 
for me. He'd came hamu an::! l'd be cooking clinner. He'd corne 
up behirrl me an::l put it aroum. my neck. l 'd he sc surprised 
am. happy an:1 everyt:hi.ng VIOUld be okay again (she smiles). 
Sœet:i.mes l really wish he'd come back (pause, she looks 
very \'l1oughtful). But then, l kncw l lm really better off 
without him. (She lt:>oks very saà). Gcd he was such a - l 
get sc ~ when l think of heM it used ta be - l sorceti.lœs 
wish l had nsver met him. 011, l don 1 t knc1N hCM l feel, l 
feal sa weird. 
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scenario #2. 

Patient: Was that wanan who just 1eft another patient of yours ? She 
was very pretty. (pause) Well, l went out with Richard last 
night te this rozy little French restaurant. It was 50 

romantic am l was sc haW)' - just heing with hi1n makes me 
happy. ~tirnes l think ha's exact1y what l've been looking 
for. He' s such a great guy - he could have any woman he 
wanted. (pause) We were havirq such a good t:i1œ and then 
(pua.se) l l'lad to go and ruin evetyth.J..ng. You Bee, the 
waitress was real1y channin;J ard attracthe, arrl l thought, 
(pause) we1l, l thought he was beirg a bit t':lO ~.cierrlly with 
her. l started te fee1 really ugly am du1l. l began to 
worrler what he sees in Ire. l felt liJœ l was go~ ta start 
crying. l wanted te just get up an:l leave - l was sc upset. 
wall l blew up é..C him saying 'hey if you'd rather be with 
her - fine. l don' t care. yeu' re not:h.in;J to me. ' l don' t 
kncM wa.y l got sc argry. My ex-husbarrl an:i l used ta have 
sorne terrible fights but wi th him l had good reason - he was 
a terrible flirt. But Richard' s not liJœ that. New l 'm 
worrieCi that he'll never call me agame Maybe that would he 
for the best though. Better he break up with me nCM than 
later - when l 'm even nore invol ved. l don' t want te get 
hurt again. l don 't k:ncw if l 'm aven ready for another 
relationship. Maybe l need lOOre time. SometiIœs l don' t even 
know if l liJœ Richard. Oh, l don' t know - l 'm sc confused. 
Sometimes l wonder if l'ln ma1d..rg any progress at aH. You're 
prabably wonderirg that tao. 
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Part II: '!he Assessnent of Interpretation Comprehension 

Interpretations focusin:;r on dynamic cgmponents 

Scenario #1-

1) Highest 1evel of ambiguity. 
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'Iberapist: see~ your ex-husbarrl excite1 yOll, a kirrl of 
nervous excitement. Yeu seem to he tJ::ying to 
discount these feelirgs. 

2) Moderate level of ambiguity. 

'Iherapist: Seeing your ex-husbarxl bas aroused sorne positive 
feelings about h.lln, alse sorne nervous feelings. 
Your response seenu:; to be 'why want what yeu 
don't have'. 

:3) Lowest level of ambiguity. 

'Iherapist: See.inj your ex-husbarx:1 made yeu want te he with 
him again, arxi that seems to have nade yeu 
anxious. Tell~ yourself that you're better off 
without him, might he your way ta feel less 
anxieus. 

scenario #2. 

1) Highest level of ambiguity. 

'Iherapist: It seems as tha.lgh yeu have a real interest in 
Richa:t:d, a rather unsettlirq interest. Yeu seem 
to be tryin:J to disown these feeli.D;Js. 

2) Moderate level of ambiguity. 

'Iherapist: It sa.m:1s as though yeu really like Richard arrl 
that's stirred up sorne apprehension. Your 
response see.ms te he 'he' s net interested in 
me. ' 

3) !owest level of ambiguity. 

'Iherapist: It soun:3s like yeu really want Richard arrl that 
bas aroused your fear of gettirxJ hurt. Clai.nùn:1 
that he' s really not interested in yeu SOUOOs 
like a way of protectiD;J yourself. 
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Assessment of Interpretation Cgnprehension 

Interpretations focusing on the transferP..nce 

Scenario #1. 

1) Highest level of ambiguity: 
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'Iherapist: Yeu seemed ta have sorne diffia.ù.ty, tcrlay, 
decid:in:J whether te tell Ire \Yhat happened. l 
guess the incident in the store was a di ff icul t 
one for yeu. 

2) Moderate level of aItlbiguity. 

'Iherapist: Your difficulty arrl hesitation with me malœs me 
think of the difficu.l ty yeu had decicling what te 
do when you saw your ex-hu.sbarxl. 

3) Lowest leV'el of ambiguity. 

'Iherapist: You seem to have difficulty approaching men. 
'Ihis shCMed up in the store with your ex-hu.sbarrl 
but alse hem, with !l'e, in your difficu1ty in 
tellin:J ne what happened. 

Scenario #2. 

1) Highest level of ambiguity. 

rrberapist: Yeu seem to be worrlerin:J what l see in yeu. l 
guess the incident in the restaurant bas 1eft 
yeu wonderin] about your worth. 

Z) Mcderate level of ambiguit:j. 

'Iherapist: Your doubt about bein:J a good patient rern.in:Is me 
of ycm- drubt about l::eirq gcxxi enough for 
Richard. 

3) I.owe.cst lavel of arnbigui 't'j. 

'Iherapist: Yeu seem ta anticipate rejection. nus sb.owe:1 up 
in the restaurant with Richard, rut alse here, 
with Ire, whe:n yal worrlererl if l think yeu' re net 
makin;1 arrt progress. 
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Criteria for Ratin:r the Ieve1 of Psychological Mirrledness 

IeJel l 

'lbe subject identifies an intemal experience of 
the patient but does l'lOt integrate t:h.is experience or causally relate 
it to other aspects of the patient. 

eg. She 1 s lonely. 
She 1 S insecure. 

Level II 

'!he dri v:i.n:J force of the intunal experience is 
explicitly stated. If patient identifies the wish of the patient, this 
autamatica11 y is rated as categol:Y II due to the theoretical backgroun:l 
of the Wish. 

eg. Her whole problem is that she' s insecure. 
It's all due te her loneliness. 

'lbe wish - a desirei nee::l; want. 

Scenario #1 
scenario #2 

Level III 

te he with ber husbarrl again. 
te he with Richard or te have a relationship 
with Richard. 

causal statements which are stated with.out 
appreciation or recognition of the conflictua1 aspect of the antecedent 
are rated as category III. 

a) Antecedent: 

Effect: 

b) Antecedent: 
Effect: 

c) Antecedent: 
Effect: 

Scenario #1: 

thinki.rx;r husbarrl will fee! awkward thirJd.ng 
husban:i will think she is spying 
thinki.rx;r husbarrl is buy~ a present for ms 
girlfrieni. 

&he fee1 ner'lJOUS 

&he begins to àaydream 
she watches him 
&he bas te 'get out of there l (panics). 

fee1in:1 nervous 
she dayàreams 
she panics 
she watches hint. 

dayàreaming about hus.ban:i ccanin:r back 
fee1s happy, everythin;J will be ok again. 



1 
d) Antecedent: 

Effect: 

e) Antecedent: 
Effect: 

scenario #2: 

a) Antecedent: 
Effect: 

b) Antecedent: 
Effect: 

c) Antecedent: 
Effect: 

d) Antecedent: 
Effect: 

e) Antecedent: 
Effect: 

f) Antecedent: 
Effect: 

Level IV. 

t:hinkin;J about the past 
feels very sad. 

t:hinkin;J about the past foOOly 
aJ'X]er • 

bein;J with Richard 
she feels happy 
she thinks he' 5 a great gr.r:J 
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she thinks he' s what she has been 1ookin::J for. 

t:hinkin;J wai tress is attractive 
thinks Richanl wants ta be with her 

t:hinkin;J Richard is flirtirq 
she feels ugly am dull 
she feels IDœ cryin;J 
she wants ta leave 
she won:lers what he sees in her 

feelirg upset 
aJ'X]er 
says she doesn 1 t care 

getting ar.gty 
anticipates rejection 
tllinks he won 1 t call. 

net want:in;J te get hurt again 
doesn' t know if ready for another relationship 
doobts herse.lf 
doesn't know if she likes Richard 

The subject recognizes that the patient is unaware of œ-rtain 
feelirY;rs or that they are largely uncx:mscicus. 

Scenario #1: She still thinks of him as ber husband even though 
she doesn' t really realize this. 
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scenario #2: She is not aware of hcw true it is when she says 'I 
had te :ruin ev~. ' 

level V 

'.the subject identifies a conflictual wish or an intrapsych.ic 
conflict. K.e:j W'Orks whic::h reflect that the subject is aware of the 
conflict are: on the one harrl she feels this but an the other harxl •••• 
-or - she feels like this but she alse feels liJœ that ... - or - she 
can't reconcile herself te the fact ... - or - she's ambivalent. 

Scenario #1: She wants te be with ber hl.lSbard but she's alse very 
angry with him: but she kncMs she can 1 t have him. 

scenario #2: She wants a relationship with Richard but she doesn't 
know if she really likes hlln; if she' s really ready 
for another relationship. 

Note: The latter part of the conflict may actually be a fear or a 
defense, but the subject is not accentuat~ this part yet. 
If the subj ect goes on te explain how the latter part of the 
conflict is a fear or a defense, bath the conflict and the 
appropriate dynarnic are rated. 

I..evel VI 

Af+'...er the conflict is identified, the subjects link one or bath 
aspects of the conflict te a resultant expression. If the resuJ.tant 
expression of the conflict is fear or ' anxiety' then bath anxiety and 
conflict causal are rated. 

scenario #1: 

Scenario #2: 

Level VII 

SIle wants te be with her husband but knows it 1 S 

over 50 sh.e fantiasizes about it instead. 

She wants Ricl1ard but is 50 insecure that she 
gets jealous of the waitress. 

The subj ect identifies fear or anxiety in relationship te the wish 
or conflict. 

Note: If fear is stated without recc:çnition or appreciation of its 
inhibi tory or conflictual aspect (1. e. against the wish) 
then it is rated as a negative affect(œtegory l or II). 

Scenario #1: started ta feel very nervous; had te get out of 
there - after wanti.n::] te rush up te hint. 
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leve1 VIII 
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she wants hlln tut she' s afraid she' s not good 
enough; she' s afraid she ' 11 get hurt; she' s 
afraid he' 11 break up with ber. 

'!he subj ect identifies the patient t S avoidance or distortion of 
realit']: action or thooghts which are contrar.y te a previously 
expressed wish or feel~. 

Note: The distorting aspect or unbelievable aspect of the behavior 
Irtlli:o-t be identified an:l stated te be rated as defense. 

scenario #1: a) denial - fantasy of husban::l givim her the 
necklace 
b) avoidance - does not approoch husbarrl (when she 
wanted te :rush up te hUn) • 
c) projection - that husbani wo..ùd feel awkward 
d) rationalization - "seur grapes" - 1 Jmows' that 
she 'really' is better off without the husbarrl (even 
though she gets sad when she realizes how Im.1Ch she 
wants him te return) • 
e) reaction formation - feels arqry when she 
initWly felt very happy th.ink:Lr:q about hirn. 

Scenario #2: a) rationalization - it ~d be best if he never 
called; maybe she needs 1OO!"e tilre 

level IX 

b) reaction formation - a..n;Jer when shf~ feels hurt 
(felt like cryinq) say~ she doesn't_ care 
c) denial - sanetilœs she doesn' t know if she even 
liJœs Richard 
d) projection - she fee! that she's net good enough 
for Richard sa thinks RicJ.'lal:'d ImlSt th.ink 50 toc, sa 
believes that Richard wculd rather he with the 
waitress. 

In addition te identifyirq the defense, the subject alsa identifies 
that which the defense is protect.in;} ber against (Le. the wish, the 
fear). '1his inteqration of the defense with the conflictual aspects of 
the patient must be ~licitly stated. 
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criteria for Ratina the r.evel of Interpretation Comprehension 

ptnamics 

Scenario #1. 

Dynamic: 
'Iherapist' s statement.: 

Referent: 

'lbe wish. 
1) See:i.rY:r your ex-husbarrl excited yeu ••• 
2)See:i.rY:r your ex-husbani aroused SOIœ positive 
feelirxJs ••• 
3) See:i.rY:r your ex-hu.sban:l mde yeu want to be 
with him again •.. 
"At first, l just wanted to rush up to him ••• 
Sometimes l really wish he'd COlOO back." 

Dynamic: Anxiety. 
'Iherapist 1 s staterrent: 1) 0 •• a kin:i of nervous exci tement .•• 

2} . •• also sorne neJ:VOLlS feelirq ••• 

Referent: 

DynaInic: 
T.herapist 1 s statelœnt: 

Referent: 

Scenario #2 

3) • • • am that seems to have made yeu anxious 

nI started to feel really nervous. l felt like l 
just had to get out. of there." 

Defense - Rationalization. 
1) • •• yeu seem te be trying te discount these 
feelin;rs. 
2) ••• yoo:r response seems to be Iwtty want what 
yeu don't have. 1 

3) ••• telling yourself that youlre better off 
withaut hiln, might he your way te feel less 
anxious. 
"But then l know, l 'm really better off without 
mon 

nt"..",,.,,'; '!he wish. -.:1 ............ 0 : 
'lherapist 1 s statement: 1) It seems as tl'lalgh yeu have a real interest 

in Richard ••• 

Referent: 

2) It sourxls as thrugh yeu really like Richard 
o • 0 

3) It sourrls as though you really want Richard ... 
"Scanetimes l think hels exact.ly 'l,Yhat l Ive been 
look:ln;J for. •. nt:M l 'm worried that he 1 Il never 
caU me again." 
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Oynamic: Anxiety. 
'lberapist 1 s statement: 1)... a rather unsettlin:.J intel"eSt 

2) • •• that' s stirred up sone apprehension ••. 
3)... that haB aro.lSEd yrur fear of gettim 
hurt. 

Referent: "I started to fee! rea.lly ugly am dull. l began 
to ~ what he sees in me. l felt liJœ l was 
goirg to start cry~... l don 1 t want te get 
hurt again. 

Dynamic: 
'Iherapist 1 s stateInent: 

Referent: 

Transference 

Scenario #1. 

Defense - Projection, Re.action Fonnation. 
1) Yru seem ta l:e tJ:yinJ te disown these 
feelirçs. 
2)Yrur response seems te be 'he's not inœrested 
in ne.' 
3)Clailning that be's really not int.ereste::i in 
yeu soords liJœ a way of protectin} yourself. 
''bey if you'd rather be with her - fine •.• Better 
he break up with ne rDtl than later. ' 

'lbe transference relationship: 1) You seemed to have sane difficul ty , 
today, decicl.in] whether te tell me what 
ha~ ••• 
2) Your difficulty am hesitation with me 
J) • •• }:ut alse hem wi th ne, in your 
difficulty in tellin:J me what happened. 

The current relatianship: 1) ••• the in::ident in the store was a 
aifficult one for yeu. 
2) ••• the difficulty yeu had decic1irg 
what ta do when you saw your ex-hu.sbarrl. 
3) • •• this showed up in the store wi th 
your ex-husbarrl ••• 

'!he link: 1)repetition of the ward 'difficulty' 
when describin;r the tv.o situations. 
2) ••• nalœs me think .. (again , the 
repetition of the ward 'difficulty.' 
3)Yru seem to have clifficulty 
~ch.irxj men ••• but alse here wi th 
me 
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Scenario #2. 

'!he transference relationship. l)You seem tc.' be worrlerin;J vihat l see in 

'!he current relationship: 

'!he link: 

YClll ••• 
2)Yrur doubt about l:eing a gocxi patient. 
3) • •• ltJhen yeu woniered if l think 
yeu' re not mak..in; any progress. 
1) • •• the incident in the restaurant bas 
1eft yeu won:ler~ about you vorth. 
2) • •• your doubt about being good enough 
for Rich.ard. 
3) • •• 'Ihis showed up in the restaurant 
with Richard. 
1) ••• repetition of the ward "worx:1ering" 
when describirxJ the two situations. 
2) • •• reminds me of ••• (again the 
repetition of the YJOrd 'doubt'). 
3) Yeu seem to anticipate rej ection 
but alse here with ne. 

-
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APPENDIX I. Mean am Staroard Deviation of R-1AP Variables 

FMAP Variable N Mean Standard Deviation 

Psychological 
Mindedness 79 5.96 2.45 

Nurnber of 
Dynamics 79 1.99 .67 

Speed of 
Dynamics 79 4.58 1.91 

Speed of 
Transference 79 3.38 LES 

1 
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APPENDIX J. Therapist-Rated Patient Olaracteristics. 

Patient Narne: 

Therapist Name: 

Date: __________________________ __ 

Psychological Min:ïedness 

Likability 

Response to Interpretation 

236 
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PSYCHOIOGlCAL MINDEOOFSS: 
'Ihis refers to the patient' s terx:lency to reco;pU.ze relationships 
aJl'On:J his (her) internal events (wishes, affects, defenses, 
conflicts) as weIl as interactions between those events am ms/her 
behavior. 'lbe use of psychological jargon is net a criterion. 

7 Excellent Spontaneous dem::mstration of psychological :m.irx:1edness. 

6 

5 Good 

4 

3 Fair 

2 

1 Poor 

DelIonstration of psychological min:iedness with the 
direction am aid of arx>ther member ard/or therapist. 

Definite difficulties in maki.rq distinctions and/or in 
links am.:m;r events. 

Absence of ability and interest in viewin3- events arrl 
problems in this way. 
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RFSroNSE 'ID INl'ERPREl'ATION: 
This refers te the patient's terrlency te work with an 
inteJ:pretation. The patient preserves a focus on himse1.f (herself), 
presex:ves a focus 0.11 the Ireaning of the interpretation, am adds 
something iJnportant to the interpretation. It is based on abserving 
the patient' s response te interpretations made during the sessions. 

7 Excellent There is a spJntaneous productive tendency ta work with 
the interpretation. 

6 

5 Goci'. 

4 

3 Fair 

2 

1 Poor 

With direction an::i aid fram the therapist there is a 
terxiency te work with the interpretation. 

1bere is mi.ni:mal work (even with assistance). 

'Ihere is a clear absence of work*. 

* The patient dces not en;age in work, Le., he (she) does not add 
samething bnportant to the inteIpretation. 'Ihere are many ways of 
avoiding work by doing something else. 'Ihey include: remaining silent, 
requesting clarificati.on, reflectirq what the therapist said, cllanging 
the object of focus te scsneone else, an::i c:ha.rqing the topic (content) 
of fQCl.lS. Agreeing with the therapist and/or expressing feeling are not 
criteria for work. 'Ihus, a patient who merely expresses agreement and 
enthusiastically reflects what the therapist said i5 re;}ard.ed as net 
workin;l. 
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LIIŒABILITY 
'Ihis refers to the quali ty of how likeable, pleasant, am 
attractive the patient is perceived ~ membership in the 
group. It refers te heM pleasurable it i5 to work with the 
patient. It does not concem p~is, i.e. probable out:carre with 
therapy. 

7 Excellent The patient is very likeable am appealiN;J. 

6 

5 Good 

4 

3 Fair 

2 

l Poor 

'!he patient is likeable, but this does not stam out in a 
dominant way. 

'Ihe patient corrveys a basically neutral (or ambivalent) 
ilrq;>ression ~ likeability. 

'!he patient evidences qualities which the therapist 
definitely clislikes. 
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APPENDIX K. Manual for the Psychodynamic Work am Object Rating system 

PSYŒODYNAMIC mRK AND OB.JECI' RATING SYSTEM (:ruJRS) 
MANUAL 

Introduct ion: 

The IWJR$ is a system for ratirg the level of work engaged in by 
patients and therapist (s) in psychotherapy groups. According to the 
system, work is defined as an attenpt:. by a group .tœmber ta understand 
the problems of one or rore members of the group, or the group as a 
whole in terms of conflict am::m.g dynamic camponents. Dynamic 
components are internal forces in the group that are part of a 
conflict. 'Ihis means that a dynamic camponent is assumed. t.o be 
exerting an inte:rnal force on one or rrore members, or on the group as a 
whole and that at seme level the force is opposed. Excluded fram the 
definition of work are the mere identification or description of 
resul tant (errl) states an:l o:msideration of dynamic factors that belong 
to persans or situations external te the group. 

Key Words utilized: 

Obj ects refer ta people - inside or outside the group. 
Units of the Group refer ta a patient, the therapist, a dyad, a 
sub;roup/ or the group as a whole. 
statements are a part of a sentence, a sentence, or several sentences 
spoken b'l an internal abject which are separated by a statement of 
another internal abject or by a silence greater tban 10 seconds (even 
if the same abject continues speaJdng) 
Resultant Expressions are affects, cognitions or behaviors that belong 
te a unit of the group/ and that are prE'.sented as errl states. 
Dynamic Components are wi..c:ilies (iiîipulses / motives , drives), reacti ve 
anxiety (fears) f defensive processr.>---S (avoiding, nùnimizinq, resisting), 
and dynamic expressions that bF.üong ta a unit of the group. 'Iheyare 
asSlD11ed to exert an inten1al forr...e on anoth0x unit of the group. 
Dynamic expressions are affects, cognitions and behaviors that are 
presented as exel.:ting a dynamic influence on a unit of the group. 

Description of the H-K)R$: 

There are five caroponents in the system. Four are dynamic an:l one 
is norrlynamic. '!he four dyanamic cœrpanents are wishes, reacti ve 
anxiety, defensive processes anj dynamic expressions. '!he l'1Ol"rlynamic 
campement is abjects. Objects refer te peqlle - inside or outside the 
group. 'Ihe IW)RS monitors twu aspects of abjects in each statement: 
Obj ect Focus an:i Obj ect L:i.nkirg. 'lbe fi ve canponents are use:l te 
differentiate four categories of work an::i lîCll1INOrk. 
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Non~ork categories: 

1. Exte...l"!1alizing statements 
stateInents that focus on topies thùt do net invol ve a unit of the 

group arrl/ or fOC\.lS on obj ects externa1. te the grc:up. The statement 
faUs to i.r:dicate the process in which the ext:ernal obj ect arrl the unit 
of the group are en;aginJ or the ilTlpact l:etween the two. '!he abject 
may be an important figure ta a unit of the group. 

2. De.scripti ve statements 
statements that provide or request information about a unit of the 

group. 'The object focus of the statement rnay alse include an external 
objecte If the info:rma.tion only concerns an abject exte.rnal to the 
group, the statement nrust :in:licate t.he interpersonal proœss in which 
the external abject an:i a unit of the group are en:rag:i.n;J or the ilnpact 
between the t'NO. 

Work categories: 

3. Single Dynamic Cœp:ment StateInents 
statemeI1ts that previde or request infonnation aboot a sin:;le 

dynamic component. 

4. Multiple Dynamic COmponents statements 
statements mat previere or request infonnation about two or lOOre 

dynarnic camponents. These a:::mp:n'lents need not belorq ta the sare unit 
of the group. 'Ihe relationship between the two dynamics need not be 
identified in the statement. Rence, the impact of one dynamic on 
another, or the conflictual nature of the dynamics need only be implied 
and not explicitly st2ted. 

Explanat ion of H\DRS Work categories 

categOl'Y l contains stateroonts that do not invol ve a unit of the 
group. category 2 contains staterrents that focus on at least one unit 
of the group but do rot identify dynamic ccmponents. As categories l 
arxl 2 corrt:ain staterrents that do lrt attempt to urrlerstarrl the problews 
of a unit of the group in te.rms of dynamic cx:mpments, tbey are nonwork 
cate;ories. categories 3 an:i 4 contain stat.eIœnts that focus on at: 
least one unit of the group am identify dynarnic camp::>nents. Hence, 
categories J and 4 contain stateIOOnts that involve work. 

Obj ect F'ocus 

In addition te rat~ the level of \oX)rk eIXJ<1ged in by group 
me:rnbers, the !W)RS also rronitors the Object FOCll~ of statements ard 
whether they include abject Links. '!he Object Focus refers to whether 
the speaker is focusing an obj ects internal or external to the group -
Le. the rater notes wham the statement is al::::out. An Obj~ Link 
refers te a sha:red i.nterpersonal proc:ess between a unit of the group 
am two obj ects. 
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l Rating the Object Focus 
In usin;J the system, each statement is 

abject focus. 'Ihis involves three steps. 
first analyzed for the 

1) '!he rater notes who is spea.ki.n;. 

2) The rater n.otes wham the staternent concerns. 'Ibis invol ves deciding 
whether the staternent involves abjects internal an::ljor extemal to the 
group. '!he stat.ement may be about internal am external objects. AU 
are noted. If the abject focus does net i.nciude a unit of the group, a 
rating of category l is given, am the rater proceeds ta the next 
statement. 

3) The rater determ.ines whether there are abject links. If the........-e i5 an 
internal obj ect fecus, the rater determines whether there are obj ect 
links. In this detennination, the rater Im.1St identi.fy an identical 
interpersonal process which i8 occurring between the previousl y noted 
unit of the group an::1 two abjects. 'lhe two abjects whieb fo:r:m the link 
can be either internal an::1/or e.xte.rnal te the group. The unit of the 
group engaged in the saros i.nterpersonal process with the obj ects is 
considered "the vortex." The vort:.ex and the li.nked abjects are all 
noted. 

II Rat,in:r the Level of Work 
If there i8 an internal abject focus, the rater prc::x:::eeds to rate 

the level of work. Several steps are irrvoi ved. 

1. '!he rater detennines whether the stat.ement includes dynamic 
cartponents: 

a) If the stat.ement identifies a \"rish, a reactive anxiety or a 
defensive process, the appropriate dynamic campement. is noted. 
b) Determining \>mether there are any dynamic expressions, i5 a 
more cornplicated task. 'The rater studies each affective, 
behavioral, o::gnitive or vague exprESsion bo.....longing ta a unit 
of the group, am d.ecides wh.ether 1. t is presented as being in 
conflic.t with, causing, giving rise tcJ or impacti.rq on another 
expression of this or any other lliÙt of the group. !he 
appropriate subscripts are noted. 'Ule rater must ~ 
that the two aspects of the dynamic expression need not belo~ 
ta the same unit of the group. 

2. If the statement identifies dynamic camponents, the rater nrust 
d.ecide whieil work category is appropriate. 

a) If there is one dynamic component scorErl, a rating of 
category 3 is given. 
b) if there is one type of dynamic cornponent scored, but there 
are two or oore exa:mples of it, the rater Im.1St decide if they 
are in conflict with each ather. If they are not, a category 
3 is given. If the two exarnples of the same type of dynamic 
camponent are prese.nted as being in conflict with each other, 
a rating of category 4 is warranted. 
c) If there are two (or lOOre) types of dynamic ccmponents 
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note1, a ratirq of category 4 is gi ven. '!he rater ImJSt 
renember that the dynamic ccmponents need not belon; te the 
same unit of the group. 'Ille rater then proceeds te the next 
stateIoont. 
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3. If there are no dynamic o::rrp:ments noted the rater must decide which 
nDn-work category is appropriate. 

a) If there are no resultant expressions, a category l is 
given. Renee, when a unit of the group is presenterl as be~ 
the recipient of an ext.ernal abj ect 1 S expressions or dynamics, 
the statement would be considered an exte.rnalization. 
b) If there is at least one resultant expression noted, a 
rating of category 2 is given. 'Ibe rater proceeds to the next 
statement. 

Explanations, Examples, an:} Rules 

l Dynamic COmponents: 

ThE're are four types of dynamic callp:ments: wishes, reactive 
anxiety, defensi ve processes an:} dynamic express ions. Tc be rated, a 
dynamic COIl"IpOnent must belon:;r te a unit of the g:l:"(Xlp. 

II Notation: 

'!he dynamic cœponents are irrlicated by a letter within parentheses: 
(W) = Wish (A) = Reactive Amdety (0) =: Defensive process 
(E - E) = Dynamic Expressions: (Ea) =: Affective dynamic expression 

(Eb) = Behilvioral dynamic expression 
(Ee) = COgnitive dynamic expression 
(Ev) ::: Vague dynamic e..xpression 

With dynalnic expressions, the affect 1 behavior or ccqni tion that is 
sxertin:J a dynamic influence on a unit of the group 1s identitied with 
the appropriate subscript. In addition, the ~ression that is 
resultant of the dynamic expression is alse noted. For exarrrple, if an 
affect is giv~ rise te a behavior, this wcllid be noted as: (Ea
Eb) • "Vague" dynamic expressions rofer to cases where the absence of 
an at'fect, bP..havior or ccgnition is pl."BSented as exertil"B adynamie 
influence on a unit of the gro...rp. Vague expressions are also noted 
when the ratE~ 1s unclear hCM to classify thta expression but is certain 
that it is dyllallÙC. 

III FWJRS Work cata:Jories 

Ratin:;Js of 
components . 

categories 3 arrl 4 deperrl on the rn.mù:Jer of types of dynamic 
A repetition of the sanie type of dynarnic cxxnponent does 
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net differentiate the categories. For exanq;:>le, mel:ely identifying 
three defensive processes in the same statement would be rated category 
3 net 4. If, ~, the statement present:ed a conflict between one 
type of defensive process an:l another, this 'WOUld merit a rating of 
category 4. statements whieb provid.e an antecedent (dynamic) or 
resultant expression of a wish, a reactive anxiety or a defense do not 
meri t category 4 ratings. Hence, when a dynamic ~ression contains a 
wish, a reactive amd.ety, or a defense, these latter components VJOUld 
taJœ precedence over the dynamic expression an:i would not receive a 
ratin;J of 4. Howev'er, when a dynamic component ether than a dynamic 
expression is presented as bein;}' an antecedant or resultant of another 
type of dynamic camponent, then both dynamics are rated am a category 
4 is warranted. '!he rater is cautioned against conr...lSIDJ descriptions 
and/or elaborations of one dynamic camponent with the identification of 
another. 

rv Defining Dynamic Conponents 

wishes: 

Ta score a wish, the statement :must he about the presence of a 
wish, drive, notive. e.g. "I think you want hiln back." rus would be 
scored (W) and rated category 3. 

If the statement is about the absence of a wish, it can he rated as 
a dynamic camponent if it presented as a dynamic expression. e.g. "You 
don 't want te get hurt again 50 yeu refused his invitation. Il III this 
case it would be scored (Ev - Eb). 'Ihis IOOrits a rating of categOIY 3 
with the (Ev) referrin;r te ''yeu don 't want te get. hurt again ... " and 
the (Eb) referring te " ... 50 yOl1 refused ms invitation." 

A dynanùc r.:o:mponent can also be rated if the absence of a wish is 
presented as being in conflict with a wish. e.g. "Yeu want hint back, 
but on the other hand., you don 1 t want ta get hurt again." In this case 
category 4 is rated wi+-.h "Yoo want him back" (W) bein;:; in conflict with 
"you don't want to get hurt again (Ev). 

If a wish is presented as a defensive process in the sense of 
wanti.n:1 ta defend, the wish is scored. e.g. "Yeu want to avoid your 
sadness." 'Ibis merits a ratirq of 3 for (W). 

Reactive Anxiety: 

Tc score reacti ve anxiety, the statement nrust present a fear or 
anxiety as being a causal agent, a counterdri ve (i. e. counter ta the 
wish), in oppc"Sition te a wish, or in reaction te an internal state. 

e. g. "It 's because you 1 re afraid of getti.n;J hurt again that yeu refused 
his invitation. If 'Ibis rates a categoIY 3 for the (A) which refe.rs ta 
the fear of getting hurt again which is gi vl.n:J rise ta the refu5a1. of 
the invitation. 

e.g. "Yeu want te get involved again but you':re sca.œd." Here a rating 
of 4 is meri ted for the wish to get invol veel again (W) is in conflict 
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with the fear - of gettirç invol ved again - (A). 

e.g. "'!he silerx:e maJœs yeu scared." 'lhis merits a ratirg of category 
3 for the fear of the silence (A). 

Defensive Prtx::esses: 

To score a defensive process, the essential idea that nrust be 
camnumicated in the statement is the quality of avoidirg, resisting, 
distort:i.n;J, bein:J reluctant, etc. e.g. "You're trying te ignore your 
anger. " 

campements being defen:1ed against may be dynamic (wishes, 
anxieties) or norrlynamic (~er, helplessness) . e. g. "YOll' re 
discountirq your desire for a new re1ationship." or "You're discounting 
your anger. l ' Tc score defense, however, the stateIrent need not 
identify what is bain:; deferrled against nor hON the defense rnanifests 
i tself. e. g. "Yeu 1 re reluctant te talk al::x:Jut that." 

When the staternent does identify a dynamic cOJlll.:x:ment as being 
defen:ied against, all are scored. e.g. "I think yeu want another 
relationship despite hcw much you 1œep denyim it." 'Ihis would me.rit a 
categoty 4 ratim. 

C'.anq;X:lnents bein:J defen::le:i against may belorx;r te any unit of the 
group. e. g. "You' re :reluctant te address her éIDJer at yeu." 

Dynamic Expressions: 

Dynamic expressions are affective, behavioral, cognitive or vague 
expressl.ons that are presented. as exertin;J a dynamic influence on a 
unit of the graJp. Ta he scored as a dynamic camp:ment, the expression 
nrust be presented as as beirx! in conflict with, causirq, givirq rise 
to, or impactin.;r on another expression of this or another unit of the 
group. 'Ihis secorrl expression (resultant) nrust he statEd, am the 
connection betw'een the dynamic arrl resultant expression must be clear 
in the rater's mirrl. Hence, while an expression may be presented as 
exerting an influence on a unit of the grt:.\lp, if it presented in a 
vague an::l questiol'lnir.g manner, i t ~d net be rate:l as adynamie 
expression. 'The rater is cautiona::i against confu.sirg expressions that 
occur sinnllta.nea.lsly as opposed te seque.ntially as only the latter can 
be considered dynamic. While the resultant expression must belon;J te a 
unit of the group, i t need not belorq te the same unit of the group as 
the dynamic expression. 

e.g. "I think. yoo didn't corre last week because you were upset at what 
l said te yoo the week l::efore." 3 (El:J - Ea), (Fa - Ev). 'll1e (El:» 
refers te " ••• what l said ..• " , the (Ea) refers ta " ... yeu were 
upset ... Il and the (Ev) refers to" ... yeu didn' t c:arœ last week ••• " • 
'!he (Eb) is present.ed as giv:i.rg rise to the (Ea) which is presented as 
givirq rise te the (Ev). As t.hese two dynamics are the ~ type of 
canp::>nents i. e. dynamic expressions, and they are rot presented as 
beirq in conflict with one another, a ratjn;J of 3 is meritOO. 

e.g. "Yoo don't want him back rut yeu don't want tel::e alone either." 
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'Ihis is an ~le of the absence of a wish being in conflict with the 
absence of another wish. (l'V) is scored in bath cases am a rating of 
4 is merited. 

e.g. ''When yeu cry like that l feel really guilty, like l upset you or 
sometlùn;:J." 3 (Eh - FÂ). (Eb) refers to the patient cryi.rg which 
gives rise to the speaker's feelinjs of guilt (Ea). A secon::i dynamie 
expression is net rated for "like l upset yoo." for it is net seen as 
givi.rg rise ta the c:ryin:J, rut merely acts to elarify what the guilty 
feelin;s are about. 

V Defining the Non-Dynamic conponent 

'nle non-dynamj c camponent of the rw:>RS is abj ects. Two aspects of 
abjects are rated: Obj ect Focus an:i Obj ect Links. 

'!he Obj ect Focus refers te whether the speaker is focusing on 
abjects inte:rnal or external ta the group - Le. the rater notes wham 
the statement is about. Obj ects that are internal to the group are the 
speaker, or another tmit of the group. Obj ects that are external ta 
the group include general classes of people, specifie people known te a 
unit of 'tlw group, units of the group who are absent during the current 
session anl me:mbers who have left the group. statements that focus on 
abjects r--OO:ernal te the graJp, may or may net irdicate the 
in~ process in which the external abject arxi a unit of the 
group are en:Jagln; or the impact between the bJO. 

sOJ.œtilres the focus of the groop is alIlbiguous. A restrictive 
approach to rat:inj an internal focus is advocated. Tc be a focus, the 
abject nrust be disolSSErl or tal.Jœd abcut. Hence, expressions of speech 
such as ''yeu know" or "I think" are net suffieient te be rated as a 
focus. As a general rule, if deletin:1 these expressions of speech 
results in the absence of an internal focus, then an external fecus is 
rated. Similarly, general state.ments, platitudes or truisms are net 
assumed to involve a unit of the groop. An external focus should be 
given wh.en substitutirq "one" for "yeu" in a stateIœnt does net disrupt 
the meani.rg of the statement. 'Ihere is one exception. If a 
therapist's stateIœnt does not identify a specifie tmit of grol.'lp, it is 
assumed that the abject focus is the group as a whole rather than 
I:'OOPle in general. As a general rule, when doubt remains in the 
rater's mi.Ixi, an external focus should be given. 

Obj ects are scored accordin:;J ta the followim abbreviations. 

InteInal Objects: 

S: Speaker MB: Another specifie::i group IœllIber 
T: '!he thera;>ist G: 'lbe group as a whole 

D: A dyad 

SUB: An identified subgroup, (e.g. the men; the wanen) 
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Extemal Obiects: 

M: Mother F: Father p: Parent SB: Siblin:J FM: 
Family 0: Another specifie persan 00: A former or absent member 
of the group En: A specifie group ether than this therapy group 
U: General classes of people 

When an inte....-pe.rsonal process occurrinJ }.:)ebJeen a unit of the group 
an:i an obj ect is identified as <X'!CllrriIg in the saIœ way between that 
same mUt of the group an:! a secon:i object, this cons-citutes an Object 
Link. 'lbe shared interpersonal. process may or rray not he dynantic. 
Beth of the linlœd ooj ects may be internal, or both may be exte.rnal, or 
one may be internal arrl one exte.rnal. By definition, the vortex is 
always intemal. 'lbe unit of the gro.:tp at the vortex of the link arrl 
the linkai abjects are all noted in the appropriate columns. 

VI staternents with double foci: 

If a statement has tw different foci, the ratin:J priority is given 
te the higher lHOrk ratirq. 

VII statements with double internal object focus: 

If a category 3 - 4 statement haB two internaI abjects ratErl as the 
focus, the abjectes) that refers te the dynamic canponent is circled. 
In this way, it can be determ:ined 'Whether the work invol ved the speaker 
or another unit of the groop 

VIII Hypothetical expressions« dreams: 

statements deal~ with hypothettcal expressions or dream material 
(arn possible imaginary experiences an.:i objects) receive the saIne 

ratiIg as arry other ~ression. 

IX Questions that invol ve a dynamic process: 

Content dete:rmines whet.her or net a statement is rated as 
identityin} dynamie ccttp:lJ'l9I'lt. Tc rate dynamic ccttp:lJ'l9I'lt identified 
in a question, the follor.rirç criteria must he met. For defence, 
reactive anxiety or dynamic expression te :be rated, that which is 
gi virq rise te the deferx::e, the anxiety, or the resul. tant expression 
(respectively), must he presented as beirg internal te the ~, 
actually occurrirg, am specifically identified in the intervention or 
cle.arly understood fram tlle contexte For a wish to be rate:i, it has to 
be presentErl as actuallyoc:curr.in;J ar.d specifically identified in the 
intervention or clearly urrlerstood frcm the contexte 

X FacUi tative comrm.mication: 

t FacUitative camrmm.ication by patients or therapist (s) do no create 
two separate statements. 
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XI Silence: 

silence is rate.d if it is 10 sec:::oOOs or nore. A silence also in:licates 
a new state.rrent. 'lbe rater notes the abject (s) who initiated am 
interrupted the silence - e.g. T - sil - T, indicates that the silence 
occured betwee.n two therapist stateIœnts. 

XII Timi.nq: 

'!he duration of each state:ment is ti1œd and noted (in secoràs). 'lbe 
rater alse tiIres a subsection of the stat.erncnt. 'Ibis subsection is the 
interval that merited a codi.ng of dynalnic cœp:>nent an:V or resul tant 
expression. Hence, in aàdi tien te t1'1f:! overall duration of the 
sta"te:l'œnt, the rater alse notes the duration that the speaker engage::l 
in descriptive an::I/or dynamic work. By definition this excludes 
categoty 1. 

mJRS categories arrl Exan1ples 

1. Extemalizing staterents 

1. '!he traffic is 50 heavy today; bacJœd up as far as the eye 
can see into the parkin;; lot. 

1 

2. l think she (absent member) didn't o.-me back this week because 
she' s scared. 

100 

3. '!he YWCA. was sa helpful; the counsel1or told e'IIC'ryone what to 
do - like te write a letter te the one who had dieè. 

1 0, EG 

4. My IOOther was 50 invol ved in the church, she 'd go there at 
least twice a week an:l help out. 

1 M, EX; 

5. '!he mi .. ·lister preached the m::>st cnnmny senoon - just doing a 
Job; he didn' t care about her. 

l 0, M 

2. oescripti ve statements 

1. l was alIrost late today: l won::lered if l would maJœ it at all. 
2 S 

2. l'm really conce.rned abart SUe (absent me:mber); l hope she 
hasn 't gone arrl done some~ stupide 

:2 S, QG 



• 

1 

249 

3. (To the therapist) Are yru goirg ta caU her (absent nenber) 
an:! make sure she' s ok? 

2 T, OG 

4. l always fel t that she (Mother) care:l llOre about st:ran;ers 
than she did about ma 

2 S, M, U 

5. Were you really close ta your not:her? 
2 MB, M 

3. Single Dynamic CQmponent statJrents 

1. l think you're (group œmber) tJ:y~ to focl yourself mto 
t:hinking she 1 s (ex-wife) goin:; te COIl'e back 

3 (0) MB, 0 
2. He (group member) got argJ:y because yeu (group membe.r) Jœpt 

asking questions? 
3 (Eb - Fa) MB, MB 

3. It seems like yeu (the group in general) want me (the 
therapist) te taJœ care of yOll the way you 'iN'OUld have wanted 
the various ether people in your lives ta take care of you. 

3 (W) T/WU 

4. l think you're (group member) frightened te death te get in 
touch wit.'I-J. heM ~ yeu are at hlm (ex-hu.sban::i) for leaving 
you. 

3 (A) MB, 0 

4 • Multiple DynaInic Conpone.nts stateInents 

1. l was always sa afraid when nt'I father wculd drink that l would 
just cry arx:i c::ry. Yet, sametimP..s I wish l could get that 
smashed. 

4 (A) (W) S, F 

2. Well l 'm net goinJ te sit here in silence; not talki~ about 
what we 're supposej te talk about. Last week l got sc angry 
with you (looks at therapist) for net tell~ us where SUe 
(lŒ!I1lber of today's group) was. Are we net suppc:>sai te be 
concemed a:1OUt each ot.her? 

4 (D) (Ev - Fa) S, G, Tf MB 

3. l wish my husbarrl were here; he' d really get things goirg - he 
was such a character. l always get sc frightened by baing 
with a group of stran:Jers. 

4 (W) (Eb - Ea) G/.QJU 1 0 
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4. It' s like l don 't want ta kncM ~ personal about anybody 
in he:re am at the same time l fee1 sc lonely that l want te 
feel l belon:J scarewhere. 

4 (Ev) vs (W) S, G 

5. l think members of this group are afraid to talk about their 
feelin;rs an:i that pertlaps it is OO5ier, or safer ta sit in 
silence instead of "~ up the woun:ls againl!. 

4 (A) (D) G 

6. l think we need mre direction than what yeu 1 re (the 
therapist) gl.VlIXJ us. It makes me sc angry when you just sit 
there arxi don' t say anyth.i.rq; when yeu don 1 t tell us what we 
should be doing ta get better again. Arrl when yeu do speak, 
yeu just confuse us - just liJœ IllY dadi he was always speaking 
over evez:yone' s head - like l didn' t desel:ve an explanation. 

4 (W) (Eb - Ea) T/WF, G 
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APPENDIX L. Definition of Patient Work Behavior for 'lherapist Ratings 

Defini tien of Patient Work Behavior in SIG 

In detemin.in:;J your ratings of each patient' s level of work in the 
session, we suggest yoo consult the follCMin; definition of patient 
work. 

When a patient is WC'Irkin:J in group therapy, he takes 
responsibility for ms or the group's prablems by explorin;J causes for 
them. nll.s exploration involves attempt.in:J ta explain a problem by 
causally l.i.nki.n:J it ta internal experiences or behaviors of himself or 
the group. 'll1ese internal experiences may relate ta lI'Otivation (e.g. 
wishes, fears) behin:i a certain maladaptive (prablematic) behavior or 
circumstance. 'Ihey may alse relate te ccgnitions or affects which are 
causally linked te a problem. Behaviors presentai as giving rise ta 
problems rnay include defensive manoeuvres (e.g. withdrawal, arguments). 

A patient who focuses on the (assuIœd) internal e.xr:erience or 
behaviors of ether :people (exte:rnal ta the group) is not engaged in 
work. SUch focussinJ does net reflect a :pe.rsonal responsibility for 
problems but rather it inplies that bis (or the group's) problems are 
caused by somethirq or sameone exte:rnal. In addition, a patient is net 
working when he me.rely states or describes a problem but does net 
explore the possible (:internal) l"""'.:!aSOns for it.. 
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APPENDIX M. 'Iherapist-Rated Process Ratioos. 

You are aske::i ta provide an impression (expressed as a percent) for 
each patient in your group for two variables. Please use your 
obsel:vations of each patient' s behavior dul:~ this therapy session. 

1. PARl'ICIPATION. Of the total verbal participation of al1 the 
patients, how Imlch did each patient contribute? 'lbe total for all 
patients equals 100% 

% 

% 

% 

% 

% 

% 

% 

% 

100 % 

2. PERCENT OF FAŒ PATImI" S PARI'ICIPATION 'mAT WAS ON-TASK (~RK). 
Each patient participate::i a certain ëll1'O.lI'lt. For each patient what 
percent of hisjher anamt was on-task (work) ? 'lbe total of the 
percents for all patients is net expected te equal 100% 

% 

% 

% 

% 

% 

% 

% 

% 
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APPENOIX N: OUtcame Measures 

A. SOCIAL ADJUS'll1ENI' SCAIE 

In respondi.rY:j to the followirg questions, please answer in 
consideration of the last mnth. 

IDRK ~ 15 hours/week ~ 3 weeks/3 Ironths 
Students ~ 1/2 ti1re 
Housewives - -work less than 15 hours/week 

1. Ti:me IDst - HCM nan:y days/weeks have yeu m.issErl? 

2. Ineffieiency - Hcw well have yeu been do:i.n;J your work? 1):) you meet 
requirements? Get negative feedback? 

3. Friction - How 1Ttl1Cl1 friction bas ~ been between yeu am your 
colleaguesjboss - how does i t show? 

4. Disinterest - How in'tP...resting have you found. your 'JJOrk? 

5. Distress - HCM ups.et 1 te.nse, anxious 1 have yoo fel t at work? Does 
it interfere or take a lot: ta control? 

6. Feeling Inadequate - !Xl you ever feel inferior to others at work? 
Not doi.n;] as well? Does this bother you? 

7. Economie Adequacy - Have yoo had enoogh rroney ta meet the needs of 
the family (not post:pon.in;] essentials or dipping into savings). can 
you afford luxuries? 

FAMILY OF ORIGrn - if no living relatives - questions 7 an:l 8 

1. Contact - How much contact have you had wi th members of your 
family? Telephone conversations/letters? 

2. Confiding -
back? 

How open are you wlth your family - what do you hold 

3. Depe.rrlency - How much have you deperrled on yotl.r family for material 
or errot.i::mal support? 

4. Friction - HeM rnuc.h friction has there been between you arx1 your 
family? How does this came out? 

5. Worry - HeM nru.ch have yeu worried about SOIrethin;J happening te 
me:mbers of yoor family? Does this occupy a lot of your tilœ? 

6. Defiance - On the ot:her h.arrl, how much have you done out of a wish 
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te rebel or make them a.n;J:Y? 

7. GUil t - HCM guil ty have you fel t about disappointing or lett:in;J 
your fam.ily dcwn? Hcw stronj is the feelirq? 

8. Resentrrent - otherwise, hCM rese.T1tful have you fel t about them 
disappointing yeu or lettin;J you dam? 

~ AND LEISURE - if no friends, Q 1,7,8,9,10,11 

1. Contacts - Who are the 2-3 people yeu have seen socially? 

2. Interactions - HCM rom contact have yeu had with those people? 
What kin:l of contact? 

3. Fee1in:Js - Hcw open are yoo with these frie.rrls? Have yoo expressed 
positive am negative feelings? 

4. Friction - Hcw much friction bas th.ere been wi th each of your 
frierxis? HOt'; does it carre out? 

5. Hype.rsensi ti ve - Hcw sensitive have yoo been about what your 
frien::1s have said al:::out you? D::> you over-react? 

6. Dist.."'"eSs - HON relaxed or comfortable do yoo feel with these 
frie.nds? Do yeu feel tense, anxious, avoid them? 

7. Nee::l for Contacr. - Have yoo felt the nee::l for either more friends 
or more contact wi th the frierrls y::JU have? 

8. Impaired Leisure Acti vi t:ies - Have you lest interest in your usual 
hobbies or leisure activities? 

9. Boredom - Have you felt bored in your free time? Often? 

10. Datinj - Ha.v often have you dated? 

Il Interest in Datirq - Are you still interested in datirg or bas this 
diminished? 

PARINER - Re.gular contact with sp::lUSe of at least 8 hours/week. 

1. Confiding - How open are yeu with your partner (positive an:i 
ne:Jative f~..lings)? What do yeu hold bo.ck? 

2. Friction - HON mucb friction bas there 00. n between you arrl your 
partner? Hcw does this come out? 

3. Depen:lency - HeM deperrlent have you been on your partner? Ibes fuis 
trouJ:)le yeu? 
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4. SUbmissiveness - How sul::anissive have yeu been (givin;1 in)? 

5. Domineerin;;J - How daroineering have you been? Mak.irq decisions 
without consulti.n;J/considerir'g partner? 

6, Need For Wannth - Haw muc.h have you fel t the need for more 
affection and/or attention fram your partner? 

Worry - Hcw llU.lch have you worried about something happening to your 
partner? Are you troubled by this? 

8, Guil t - Have you fE:l t guil ty about letting your partner down or 
be.in:J unfair to hirn,Iher? 15 this strong"? 

9, Resent.nv:mt - Have yau. fel t resentful that your partner has let yeu 
clown, been unfair te you? 

SEXUAL FtlNCTIONING -

1. FrequenC'.l - Approxinately heM often have yeu had sexual relations 
durin:; the last tlrree months? 

2. 'R1ysical Prablems - Have you ~rience:l any physical problems wi th 
sax? Hcw often - does it interfere or p:rE!Vent yoo fram havirA' sex? 

3. Satisfaction - H.oiN often have yeu been able te relax am enjoy sex? 
How satisfying is se){ tQ,C yoo? 

MARITAL AS PARENT - minimum of 8 hours/week. 

1. Responsibilitjes - How wculd you define your responsibilities te 
yOUl:' children durin;; the last 3 lOOl1ths? Tc what extent have yeu 
been fulfillil"lg them? 

2. Communication - Are you able to disa.lss things wi th your ch.i.ldren 
(do they Clp"'....D up)? wnat do yeu hold back? 

3. Friction - How much friction has the.œ been between you and your 
children? How dces this 0Jffie out? 

4. Need For Wannth - How often have yoo fel t the nee:::i for more 
affection or attention tram them? Is i t strong? 

5. Worry - Hc:M much have yeu worried about samethirq happE'ning te your 
children'? Does this ClCCUp'j a lot of your time? 

6 Gull t - Have you fel t gui l ty for letting your children dC1llI1 or 
being unfair ta tbemjhi.nVher? Hot., much? 

7. Resentrnent - On the other hand, have yeu fel t rese.ntful that they 
have let you down or been unfair te you? 

-
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B. 'l'AlQ.T OB.JECrIVFS 

Consider eaC'h of the objectives that have been fonm.ùated. Yeu are 
asJœ:l ta do three different ~ with each objective. 

First, indicat.e hON severe (disruptive) the prablem associated with 
each objective bas been for yoo dŒ:"ing the last month by placing a 
number in the appropriate colurnn accordirq to the following: 

l 

slight 

severity 

2 

miner 

severity 

3 

lOCdP..rate 

severity 

4 

considerable 

severity 

5 

extrerne 

severity 

secam, irxiicate how important each objective is ta yon by placing a 
number in the appropriate colurnn, accc.\:rù.in; te the followil.g: 

l 

slight 

inportance 

2 3 

miner no:lerate 

importance importance 

4 

considerable 

.ùnportance 

5 

extrema 

iInportance 

Remember, severity arrl importance refer te two different th..in;s (e.g., 
a prablem may be of considerable severity but only of minor importance 
to yeu, o:r a problem rnay only be of miner severity, yet be of extrema 
ilTIportance ta you) • 

'Ihird, in::licate heM much improvement you expect for each prablem by 
the errl of psychotherapy, by placin;J a number in the appropriate 
colUl'lU'l, accord.in;:r ta the following~ 

l 

slight 

2 

miner 

3 

IOOderate 

4 

considerable 

iInprovement iInproveœnt improve:ment :i.Irpt'O'/eIren.t 

5 

extrema 

ilnprovement 
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Consider each of the objectives that have been fonm.ù.ated. You are 
aslœd to do four different "t:hin;s with each objective. 

First, in::licate heM severe (disruptive) the problem associated with 
each obj ecti ve bas been for yeu duri.l'q the last oonth by placing a 
number in the appropriate column accord.in3' ta the followiI'lg: 

l 
slight 

severity 

2 
miner 

severity 

3 
moderate 
severity 

4 
considerable 

severity 

5 
extreme 
severi'ty 

Secorrl, in:licate hcw important each objective is te yeu by placing a 
number in the appropriate col'l.Dm1, according ta the following: 

l 
slight 

importance 

2 
miner 

importance 

3 
nxxierate 

inportance 

4 
considerable 

inportance 

5 
extreme 

importance 

Rernembe.r, severity an::l importance refer te two different things (e.g., 
a problem rnay he of considerable severity but only of minor importance 
to you, or a prablem may only be of minor severity, yet he of extrerne 
importance to yeu) • 

Third, in:iicate how 1lU.lch improvement yeu expect for each problem by 
the errl of psychot:herapy, by placi.n:J a ntmlber in the appropriate 
column, acconi.in;J te the followl.n;r: 

1 
slight 

improvement 

2 3 
miner m:::derate 

i 1llproveIœnt inlprovement 

4 
considerable 
ilnproverne.nt 

5 
extreme 

ilnprovement 

Fourth, in:licate the type of ~e that occured for E.3.ch prablem 
dur~ the last mnth by placin:j a number in the appropriate colurnn, 
according te ~"le followi.ng: 

l 2 3 4 5 6 
extreme considerable m:rlerate miner slight no 
worsening worsening worsenirxj worsening worsening chanqe 

7 8 9 10 11 
slight miner IOOderate considerable extreme 

:i.nq:)rovement ~rovement inq;n:uvement ilIlprovement inprovement 
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~ ASSFSSMENT OF OBJECTIVE'S 

Please consider eac.'1 of the followln] objectives that were 1'o:rnn.llated 
before therapy began. Yeu are aslœd te do t:hree different thirxJs with 
each objective. 

First, imicate how severe (disruptive) the problem associated with 
each objective bas been for you durirg the last month by placing a 
number in the appropriate colUllU1. according te the following: 

012 
no slight minor 

severity severity severity 

3 
m::dera.te 
severity 

4 
considerable 
severity 

5 
extre.me 
severity 

Secam, iOOicate the type of chan:Je that cx::cured for each problern since 
therapy began by placirq a mnnber in the appropriate column, according 
te the follcwing: 

]. 2 3 4 5 6 
ext.rerœ considerable IOOderate miner slight no 
worsening worsening worsening worsening worsening change 

7 8 9 10 11 
slight minor l1KX1erate considerable extrerne 

in"provement ilnprovement improvemant in"provernent ilnprovement 

'lhlrd, irrlicate how important (relevant) each objective is to yeu by 
placirq a number in the appropriate C01Ul1a1, according to the following: 

o 1 2 3 
no slight miner IOOderate 

ilTIportance importance importance inp::>rtance 

4 
considerable 

importance 

5 
extreme 

importance 

Remember 1 severi ty am importance refer te bJo different things, (e. g. , 
a prablem may be of considerable severity but only of minor importance 
to you, or a prablem may only be of minor severity, yet he of extreme 
ilnportance ta yeu) • 
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C. IMPACT OF EVENTS SCAIE 

one of the losses in your life that you have described is ____ _ 
Belcw is a list of comments made by 

people after such a stressful life event. Please read each item, 
indicating how frequently these a:mnents were true for you during the 
past seven days. If they did net occur durin;r that tilne, please mark 
the "net at all" column. 

Not at Rarel.y 
all 

1 l thought al:::out i t when l didn' t mean te. X X 

2 l avoided letting myself get upset when 
l thought about it or was remin:led of it. X 

3 l tried te reIOOVe it fram l1'lE!lIDry. X 

4 l had trouble fallirq asleep or stay:irq 
asleep, because of pictures or thaJghts 
about it that came into my min:l. X 

5 l had waves of st:rong feelings abaIt it. X 

6 l had dreams about it. X 

7 l stayed away fram remi.n::iers of i t. X 

8 l felt as if it hadn't happened or it 
wasn't real. X 

9 l tried not te talk about it. X 

10 Pictures about it popped into rny rr..in::i. X 

11 ot.her t:hirgs kept mak.irq 1I'e think 
about it. X 

12 l was aware that l still had a lot of 
feelings about it, but l didn't deal 
with them. X 

13 l tried not te think about it X 

14 Aro.l remin:ler brought back 
feelings about it. X 

15 My feelings about it we.re kirxi of numb. X 

X 

X 

x 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Seme
times 

X 

X 

X 

x 

x 

X 

x 

x 

x 

x 

x 

x 

x 

X 

x 

Often 

X 

X 

X 

x 

X 

x 

x 

X 

x 

X 

x 

x 

X 

X 

x 
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INSTRUCI'IONS: 32 statements are presented below. Please read each one 
and decide whether or net it is characteristic of your attitudes, 
feelings, or behavior. 'lbe>n assign a ratin; to every statement, using 
the values gi ven below: 

4 = very characteristic of me 
3 = quite characteristic of me 
2 =- SCl1'll8What characteristic of me 
1 = net characteristic of me 

1. l prefer te be myself. 

2. l do nrx best wcrk when l 
knc:M it will be appreciaterl 

3. l can' t stan::i bein:J fussed 
aver when l 'm sick. 

4. l believe people could do 
a lot IlY)re for me if they 
wanted. te. 

5. As a child, pleasÏn;J nrx 
parents was very important 
to me. 

6. l don' t need ether people 
to maJœ me fee1 good. 

7. Disapproval by scaœone l 
care about is ver} painful 
for me. 

8. l'm the only persan l 
want to please. 

9. '!he idea of losim a close 
frierrl i9 terrifyin:J te me. 

10. l rely only on myself. 

14. l easily get discouraged 
'When l don' t get what l 
need fram others 

15. l don' t need Imlch fram 
people. 

16. l lIUlSt have one person 
who is very special to 
me 

17. When l am sick, l prefer 
that my frier& leave me 
alone. 

18. l'm never happier than 
when l 've done a good 
job. 

_ 19. l am willing to disregard 
ether peopla' s feelings in 
order to accomp1ish same-
t.hirx] that' s important ta me 

20. l need te have one persan 
who puts me above all ethers. 

__ 21. l dan't need anyone. 

_22. l ten:i te ilnagine the worst 

11. l TNOUld be camp1etely lest if 
l didn' t have sameone special. 

if a loved one doesn' t 
arrive when expected. 

_12. l get upset when sameone 
discovers a mistaJœ l Ive 
made • 

_13. l hate it when people 
effer me syropathy. 

_23. Even when things go wrong l 
can get alorg without asking 
for help from my frien::i 

_24. l tem te expect tao nmch 
fran ethers. 
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_25. l tern te be a loner. 

_26. l fee! that l never really 
get all that l need fran 
people. 

_27. Even if nœt people tuzned 
against me 1 l could still go 
if sameone l love stood Dy me. 

_28. What people think of me 
doesn 't affect how l fee1. 

_29. l think that nost people 
don't realize how easily 
they can hurt me. 
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_30. l have a1ways had a 
terrible fear that l 
will lose the love am 
supporc of people l 
desperately need. 

_31. l would fee! helpless if 
deserted by someone l 
love. 

_32. What ot.~ people say 
dcesn 't bother me. 
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E. INTERPERSONAL BEHAVIOR SC1U.E 

Part 1: Please irxiicate the extent te which each of the fo11CMing 
occurs presently in your 1ife with the people whom you interaet with 
regularly. SUch people often include frierrls, social an:i work (or 
schoo1) associates. You are asked te state an average for each item by 
circlin:J the appropriate number. 

6. Very frequently 
5. Frequently 
4. Often 
3. Sarootimes 
2, Seldcnnl y 
1. Very seldamly 

1. l share personal information with t.heln. 

2. 'Ihey sr.are persona! infonnation with me. 

3. l behave freely with thern. 

4. They behave freely wi th me. 

5. l ~ress mt feelir.gs te them.. 

6. 'Ihey express thêir feelings ta me. 

7. l conununicate cle::rrly te them. 

8. 'Ihey corrnnunicate clearly te ne. 

9. l ~ress my thoughts te them. 

10. 'Ihey express their thoughts te ma. 

11. l am honest ta them. 

12. 'They are honest with me. 

13. l am aware of how l influence them. 

14. l am aware of how they influence me. 

15. l let them know when l am irri tated 
with them 

16. They let me know when they are 
irritated with me 

17. l trust then. 

18. 'Ihey trust 100. 

12345 6 

12345 6 

l 2 3 4 5 6 

l 2 3 4 5 6 

l 2 3 4 5 6 

12345 6 

12345 6 

12345 6 

12345 6 

12345 6 

12345 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

l 2 3 4 5 6 
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19. l tell them how l see them. l 2 3 4 5 6 

20. 'lhey tell me how they see me. l 2 3 4 5 6 

2l. l am sensitive te their feelin:Js. 1 2 3 4 5 6 

22. 'Ihey are sensi ti ve to my feelir'gs. 1 2 3 4 5 6 

23. l am helpful te them. 1 2 3 4 5 6 

24. 'Ihey are helpful te ll'e. 1 2 3 4 5 6 

25. l let them know when l have posi ti ve 
feelin;]s toward them. 1 2 3 4 5 6 

26. 'Ihey let me know when they have 
positive feelirx3s tcMards me. 1 2 3 4 5 6 

27. l am acceptirg of them. 1 2 3 4 5 6 

28. 'Ihey are acceptjn;J of 100. 1 2 3 4 5 6 

29. l feel satisfied '\..;ith my relationships 
with them. 1 2 3 4 5 6 

30. 'Ihey feel satisfied with their 
relationship with !l'e. 1 2 3 4 5 6 

1 
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Part II: Please i.ndi.cate the extent to which yeu would like each of the 
following ta occur in your life with the people whom you interaet with 
regularly. Aqai.n, yeu are as1œd te state an average for each item by 
circling the appropriate number. 

6. Very frequently 
5. Frequently 
4. Often 
3. S<::IrœtiIrw;.s 
2. Seldamly 
1. Very seldamly 

1. l share personal infonnation with thern. l :2 3 4 5 6 

2. They share personal informa.tion with 100. l 2 3 4 5 6 

3. l behave freely wi th the:m. l :2 3 4 5 6 

4. They be.have freely with me. l 2 3 4 5 6 

5. I express my feel~ te t..hern. l 2 3 4 5 6 

6. They express their feelings to me. l 2 3 4 5 6 

7. I camnrunicate clearly te thern. l 2 3 4 5 6 

8. They cOll1munica:te clearly to me. l :2 3 4 5 6 

9. I express my thoughts te thern. l 2 3 4 5 6 

10. They express their thoughts te me. l :2 3 4 5 6 

ll. l am honest te them. l :2 3 4 5 6 

12. 'Dley are honest wi th me. l :2 3 4 5 6 

13. l am aware of heM l influence thern. l :2 3 4 5 6 

14. l am aware of how they influence me. l :2 3 4 5 6 

15. l let thern know when I am irritated 
with them 1 :2 3 4 5 6 

16. They let me l<naN when they are 
irritated with me 1 :2 3 4 5 6 

17. l trust them. 1 :2 3 4 5 6 

18. They tJ:ust me. 1 1 :2 3 4 5 6 

t ":"9. l tell them how l see trieIn. 1 :2 3 4 5 6 
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20. '!bey tell me heM they see me. 1 2 3 4 5 6 

2l. l am sensitive to their feelirgs. l 2 3 4 5 6 

22. 'Ihey are sensitive te my feeli.rgs. 1 2 3 4 5 6 

23. l am helpful to t.hem. l 2 3 4 5 6 

24. 'Ihey are helpful te me. 1 2 3 4 5 6 

25. l let them know when l have positive 
feelings toward them. 1 2 3 4 5 6 

26. They " .. et me knCM when they have 
pos~ti ve feelings towards 1re. 1 2 3 4 5 6 

27. l am accepting of them. 1 2 3 4 5 6 

28. '!bey are acceptinq of me. l 2 3 4 5 6 

29. l fee.l satisfied with my relationships 
with them. l 2 3 4 5 6 

30. 'nley fee.l satisfied with their 
relationship with me. 1 2 3 4 5 6 

l 
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F. ROS'ENBER; SEI.F-FSrEEM SCAIE 

Ten items are presented belCM. Please in::licate hCM strongly yeu agree 
or disagree with each item by circling the appropriate alternative. 

SA = Stror~ly agree 
A = Agree 
D = Disagree 

SD = Strorqly disagree 

1- on the whole, I am satisfied with myself. SA A D SD 

2. At times l think l am no gocd at all. SA A D SD 

3. l feel that l have a number of good qualities. SA A 0 SD 

4. l am able te do thi.ngs as well as most other 
people. SA A D SD 

5. l feel l do not 11ave nruch te be proud of. SA A 0 SO 

6. l certainly feel useless at times. SA A 0 SO 

7. l feel that l'm a persan of worth, at 
least on an equal plane vlith ot:hers. SA A 0 SD 

8. l wish l c:ould have m::>re respe- ,t for myself. SA A 0 SO 

9. AlI in all, l am inclined ta feel that l 
am a failure. SA A 0 SD 

10. l take a p:>sitive attitude t:otYard myself. SA A 0 SO 

.--"'_T ""~~~'"",_""y ,""-.2. ________________ _ 
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G. SE!F-RE.PJRl' SYMPI'CH INVENIORY (SCI.r90) 

Below is a list of problems tl1at people sometimes have. Read each one 
carefully am choose one of the nurnbers that best describes HCW MUCH 
'IRE PROBIEM BAS OOI'HERED YOO OORING 'IHE PAST w"EEK, INCI1JDING TOUA.Y. 
Place the number ta the right of the complaint. Do not skip any 
items. 'Ihe example belcw will show you exactly hCM to mark your 
answer. If you have fu'1Y questions, please a..c;k. 

Example: HCM MUCH WERE YOO IDIHERED BY: Answers 
o Not at aH 

Bcx:ly aches (Answer)-L 
(rocxieratel y) 

l A little bit 
2 Mcx:leratel y 
3 Quite a bit 
4 Extremely 

1. Heada.ches"."." •• Il " • " " " " " • " " 23 " SUddenly scared. for no reason_ 
Tempe.r outburst that you could 2. Nervousness or 24. 

sl1ak.ir1ess irlside""""""""""" 
3. Repeated unpleasant 

thoughts that YJOn' t 
leave y~ mÎl1Ci •• " " " " ct " " " " ,,_ 

4. Faintner::s or dizziness ..... 
5. lDss of sexual interest or 

pleasure."" "" " ft " • "" " " " " "" " ,,_ 

6. Feeling critical of others._ 
7. The idea that ::;',Olll80ne else 

can control y01.1r thaughts .. _ 
8. Feeling others are to blruœ 

for most of ycur troubles .. _ 
9. Trouble rerne:mberinj thillgS._ 

10. Worried about sloppine.3s 
or carelessness., ......... . 

11. Feelin:J easil y romoyed 
or irrita-t.c:.d..". Do " " " l!Io " " " " " " ,,_ 

12. Pains in neart or chest •••• 
13. Feeling afra id in open 

spaces or on the otreets ... _ 
14. Feeling" lCJi..l :in E!I1C!r.gy or 

s 10W'ed. dam •.•••.•••••••••• 
15. Thoughts of erxii'1g your 

life" . " " " lit " " " " " " " " " " " " " " " " " 

16. Hearing voices that ether 
people do not hear ......... _ 

17" l:r'l:ernbliflÇJ" 0 " " " "" fi. fi ....... c_ 

18. Feeling tlk"lt 1T!..-~t people 
cannat he t.J:115 ted •.• 0 • • ••• ° 

19. Poo: appet~te ....•.•..•.•.. === 
20. Cl:y'lIlCJ eaE)l.ly") ••••••••••••• _ 
21. Feel in1 s11y or uneasy with 

tl1e opj;:X)Si te sex Il •••••••••• _ 

22. FeelinJs of œ~ trapped 
or ca.ught .••••••••••••••••• ,_ 

net. control ................. . 
25. Feel~ afraid ta go out of your 

hollse. alone ..... 0 lit ..... Go •••••• 

26. Blaming yourself for things.o_ 
27. Pains in lower back ......... . 
28. Feelings blcx::ked. in getting 

tl1.irlgs done. ~ D • • • • • • • .. • • • " • • ._ 

29. FeelinJ lonely ............... _ 
30. Feeling bJue ...•..•.••••.. 0"_ 

31. Worrying toc lmlch aoout 
t1ili1gs •••••••...•••.••• 0 • G ••• _ 

32. Feeling no intcrest in 'chings_ 
33 ° Feeling fearful. ... 0 0 0 • 0 0 0 0 0 0_ 

34 ° Your feolinqs being easily 
tmt •... e \\0 ..... ~ •••••••• e ••••• _ 

35. Other people being a\olare of your 
privatc tholl<)hts ••• 0 ••••••• 0"_ 

360 FeelllYJ other:3 de not understarxi 
or are lU1SYIDFHthetic .••. 0 ••• 0_ 

37 ° Feelirq that: peop h; are 
unfrierrlly or dislike you .... _ 

38. Havin.)" ta do thÜJCj5 very slavly 
te insure c.Drrcctnp..ss ° 0 •• 0 0 •• 

39. Heart pounding or racing .. 0"_ 

40. Nausca or upspt stooach •••••• _ 
41. Feeling inferior to ethers •• ° 
42. Soren'2f';s of your muscles ..... _ 
43. Feeling that yeu are being 

\<latched or taLked about by 
at:l1..e..!-s. . . .,. . . . . . , . . . . . , . . . . . 0 • 

44. Trouble falli.n;J asleep ••••••• _ 
45. Having te checlc am doublP.Check 

wtla.t yru do.... . . . .... , . . . . .. 
46. Difficulty mak.in:J decisions."= 
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Question: 

HCM MUa! WERE YCU EOIHE:RED BY': 

47. Feeling afraid te travel on 72. 
buses,sul::.ways or trains .. , '_ 73. 

48. Trouble getting your 
brea.~ ............................... li .. 74 .. 

49. Hot or cold spells ......... _ 
50. Havin;r ta avoid certain things,75. 

places or acti vi ties b:...""CatlSe 

they frighten yoo •••••••••. _ 76. 
51. Your miro. goirq blank •..... __ 
52. Numbness or ti.rqling in parts 77. 

53. 
54. 

55. 
56. 

of your body ••••• ~ ••••• ~ ••• __ . 
A lump in your throat ••..•. _ 78. 
Feeling hopeless about the 
future. . . • . . . . . . . . . ... . . . . . 79. 
Trouble concentrating ...... __ 80. 
Feel.irq weak in parts of your 
l::x::x:ly .......... ~ ...... " .. 1) " (1 1) .......... ,,_ 8L 

57. Feeling tpJ1Se or keyed up •• _ 82. 
58. Heavy feeli1'x]s in your anus 
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Answers 
o Not at all 
1 A little bit 
2 Mcxierately 
3 Quite a bit 
4 Extremely 

Spells of panic or terrer .... _ 
Feelirg una:nnfortable about 
eating or drinking in public._ 
Gettirg into frequent 
arguments •••...••••.••..•.••. _ 
Feel.in;T nervous when you are 
1eft alone .................. . 
others net gi virq you proper 
credit for your achievements._ 
Feeling lonely even when you are 
witll pe:cJple" " " " .. " " " " " " " " " " " If ,_ 

Feeling so restless you can't 
sit still ................... . 
Fef>.J.ings of worthle.ssness .... _ 
'Ihe feeling that S01œthing bad 
is going ta happen ta yeu .... _ 
Shouting or throwing things .. _ 
Feeling afraid yoo will faint 
in public" Il " • " , " " " " 4 " " .. " " " " • ,,_ 

or le.;s.Cl •••• " ............... _ 83. Feeling tllat people will take 
:'9. 'Ihoughts of deatl1 or dying._ 
60. OVereating.~ .... ~ ........• , __ _ 
61. Feeling un8aSY when people are 84. 

Vlatcl1jJ1ÇJ yOtl. "" ............. " .. "'_ 

62. Having thotlCjhts that are net 85. 
yoor <:fVll1 ....... " ...... " .......... C/I • ,_ 

63. Having urges ta b~at, injure 86. 
or halJn sameone,~.C .. OCl ••••• 

64. Avmk:e.n~ in the early 87. 
J'IlC)m.ll'q .... e • 1) .. " .. • .. • .... 0' Il .. .. Il • "_ 

65. Having t.o n~peat t:h(~ same 88. 

66. 

actions, such as t.ouc:hi.m, 
countirq, 'ltlô.s:hirq ••••.••. , • __ 89. 
Sleep thai. j 5 restless or 90. 
diS~n " ~ " " " ft • " • " " " " fi " • " 

~s~ ... "." ••••• ID."' •••••••• _ 

68. Hav'Î.!1lJ i.deas or l>21iefs that 
othe! s do rot shan:. •••••••• 

69. Feeling very self -conscious-
witn others ••••.• ~ ••••••••• 

70. Feeling uneasy in c:1:"OOs, such 
as shopping or at a lOClVie •• _ 

71. Feeling' everything is an 
effort .. " " " .. " .. " " " " " • fi " ••• ,_ 

advantage of 1'00 if you let 
t:h..ern. " " " " " " ~ • " " " •• " " " " " ,. • " " " " 
Having tllCJUghts about sex that 
l:x:..ïtl1el... yoo al ct. " " " " .. " " " " " " " "_ 
'Ihe idea that you should be 
punished for your sins .....•. _ 
Thoughts an:l images of a 
frightel1.ing mt1.tre •.........• _ 
'Ihe idea uJat something serious 
is wron.)' with your body •••••• _ 
Never feeling c] ose ta another 
~."" •••••••• 0 ~ •••••••••• _ 

Feelin:js of guilt •...•....•.. _ 
'!he idea that samething is wrong 
with your rrJnd ••••••••••••••• ___ 
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H. BECK DEl'RE'SSION INVENroRY 

This questiormaire consists of 13 groups of statements. Please read 
the entire group of statements in eam catego:ry. pick out the one 
stateIœ.nt in that group which}::est descriJ:Jes the way yoo feel tcàay; 
that is, right now. Circle the letter beside the statement you have 
chosen. If seve..cal statements in the group seem ta apply equally well, 
circle each one. 

Be sure ta read all the statements ir <:?ach group before making your 
cboice. 

1. A. l do net feel sad. 
B. l feel sad or blue. 
C. l am sad or blue all the t.ùne and. l can 't snap out of it. 
D. l am sa sad or unhappy that l can' t starx:l it. 

2. A. l am net ~"'ticularly pessimistic or discooraged about the 

3. 

4. 

future. 
B. l feel discouraged about the fu:t:ure. 
C. l feel l have nothing to look fol:Wcll:Ù ta. 
D. l feel that the future is hopeless am that things cannat 

improve. 

A. 
B. 
C. 
D. 

A. 
B. 
C. 
D. 

l do net feel like a failure. 
l feel l have failed lOOre than the average persan. 
AF l look back on my life, all l can see is a lot of failures. 
l feel l am a complete failure as a persan (parent, husbarrl, 
wife) . 

l am net rarticularly dissatisJ:ied. 
l don 1 t enj oy t.h:Ïn:'JS the way l used ta. 
l don' t get satisfaction out 01: ~ anyrrore. 
l am d.issatisfied wi th eve.ryt:hj.rq. 

5. A. l don't fee! particularly guilt:y. 
B. l feel bad or unworthy a gocxi part of the time. 
c. l feel quite guilty 
D. l feel as though l am very bad or ~rthless. 

6. A. l don 't feeJ. disapp.:>inb=d in Il'lT-;elf. 
B. l am disappointed in myself. 
C. l am disgusted wi th myself. 
D. l hate myself. 

7. A. l don' t have thollghts of ~ myse.lf. 
B. l feel l would be better off dead. 
C. l have definite plans about committin:1 suicide. 
D. l would kill myse1f if l had a chance. 



• 8. A. 
B. 
C. 

D. 

9. A. 
B. 
C. 
D. 

10. A. 
B. 
C. 

D. 
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l have not lest interest L'1 other people. 
l am less interested in ot:her people t..1-)an l USErl ta be. 
l have lost oost of WI interest in other people arrl have little 
feeling for the.m.. 
l have lest all of my interest in ether people an:l don' t care 
about them at all. 

l make decislOns about as well as ever. 
l try te put off naJd.n;; decisions. 
l have great difficulty in Jlla.ki.rg dec':";::,~ons. 
l can't make arry decisions at all anynore. 

l don 't feel l look any worse than I used to. 
l am tvorried that I am look.irg old or unattractive. 

l feel that there are pennanent c.harqes in my appearance and 
they mak.e 1re look unattractive. 
l feel that l am ugly or repulsive looking. 

11. A. l can work about as well as before. 
B. It taJœs extra effort te get started at dom; SOIrething. 
C. l have ta push ~..,elf very bard te do ~. 
D. l can 't do any YJ'Ork at all. 

12. A. l don 't get any more tired than usual. 
B. l get tired Irore easily than I use:l m. 
C. l get tired fram doirq anyt.hin:J. 
D. l get toc tired ta do anyt.hin:J. 

13. A. My appetite is no \oK)rse than usual. 
B. My appetite is not as goo1 as it used ta be. 
C. My appetite is much worse now. 
D. l have no apPetite at all anyrrore. 
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1. GIDBAL RATINGS OF cxm:x:ME 

Part 1: Life satisfaction Scale 

AlI things considered, heM satisfied or dissatisfied. are yoo with your 
life as a whole these days? Circle one rrumber on the Une that you feel 
best represents your level of satisfaction with yoJr present lire. 

Completely Completely 
dissatisfied. . . 1. • 2. • 3.. 4. • 5. • 6 • • 7 •. satisfiec1 

Part II: OVerall Usefulness of 'l11erapy 

Patient-rated: "OVerall, heM much was your therapy useful te yeu?" 
Therapist-rated: "OVerall, h.ow 1'CD.lCh was therapy useful te each of the 
followl.rq patients?" 

1 
Very little 

2 3 4 

Part III: Sel::Vice Evaluation Questionnaire 

5 6 7 
Very much 

You can help us iroprove our program bj answering the following 
questions about the so-l:Viœs yeu have received.. We are mterested in 
your honest opinion, wbether it is positive or negative. Please answer 
all the questions. We alse welcame your cornments and suggestions. 
circle the nurnber which yoo feel best represents your opinicn. 

1. HOW' would yeu rate the quality of service yoo bave received'? 

4 
Excellent 

3 
Good 

2. Did yeu get the kind of service yeu wanted? 

1 2 3 

2 
Fair 

4 

1 
Poor 

No, definitely not No, net really Yes, generally Yes, definitely 

3. Tc what extent bas oor program met your nea::3s? 

4 
.AlnY:lst all 

needs have been met 

3 
lœt of my needs 

have been net 

2 
only a fat 

needs have been met 

1 
None 
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4. If a friend were in need of similar help, would you ~...rrl our 
program ta him or her? 

1 
Definitely not 

2 
No, l don't think sc 

3 4 
Yes, l think 50 Definitely Yes 

5. How satisfied are you with the am:runt of help yeu have received? 

1 2 3 4 
Qui te dissatisfied Iniifferent, or 

mildly dissatisfied 
Mbstly satisfied Very satisfied 

6. Have the services you receiveà. helped yeu to deal more effectively 
with your problems? 

3 2 1 4 
Yes, a 

great deal 
Yes, tbey helped 

samewha.t 
No, they really 

didn't help 
No, they seerned to 
malœ things worse 

7. In an overall, general sense, heM satisfied are you with the 5eJ..-vice 
yoo have received? 

4 3 2 l 
Very satisfied Mostly satisfied In:lifferent, or Quite satisfied 

mildly dissatisfied 

8. If yeu were te seek help agair., \YOUld you return to our progrant? 

1 
Definit.ely net 

2 
No, l don't think sa 

3 4 
Yes, l think SO D:;finitely Yes 
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APPENPIX O. 2 X 2 ANCJJVA Tables: Main am Interactive Effects of 
Treatment am Corxtition on outcame 

Variable 1: Social Adjustment Scale - Work 

Source 

within Cells 
Regl:-?,ssion 
Constant 
Treat:ment 
Corxiition 
Treatment by Con:lition 

84.53 
16.54 
12.52 

.60 
1.77 

.32 

32 
1 
1 
l 
1 
1 

Variable 2: Social Adjust::roont Scale - Social 

Source 

within Cells 
Regression 
Constant 
Treatment 
Corxiition 
Treatment by eorrlition 

87.00 
21.49 
43.75 
7.39 

.32 
15.75 

39 
1 
l 
1 
1 
1 

2.64 
16.54 
12.52 

.60 
1. 77 

.32 

MS 

2.23 
21.49 
43.75 
7.39 

.32 
15.75 

Variable 3: Social Adjustment Scale - Family of origin 

Source 

Within CeUs 
Regression 
Constant 
Treatment 
eon:lition 
Treatment by Cordition 

50.06 
36.53 
4.45 
6.4; 
.19 
.13 

OF 

38 
1 
1 
l 
1 
l 

1.32 
36.53 
4.45 
6.47 

.19 

.13 

Variable 4: Social Adjustmer.t Scale - Partner/Spouse 

Source 

Within cells 
Regression 
constant 
Treatlnent 
COrxlition 
Treatment by Corrlition 

17.55 
39.45 

.04 
6.69 

.07 

.04 

9 
1 
1 
1 
1 
1 

1.95 
39.45 

.04 
6.69 

.07 

.04 

6.26 
4.74 

.23 

.67 

.12 

9.63 
19.61 
3.31 

.14 
7.06 

27.73 
3.38 
4.91 

.14 

.10 

20.23 
.02 

3.43 
.03 
.02 

.018 

.037 

.637 

.420 

.731 

.004 

.000 

.076 

.708 

.on 

.000 

.074 

.033 

.706 

.753 

.001 

.885 

.097 

.856 

.890 
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Variable 5: Social Adjustment Scale - Sexual Life 

Source SS OF MS F E 

within Cells 311.89 39 8.00 
Regression 295.40 1 295.40 36.94 .000 
Constant 50.50 1 50.50 6.31 .016 
Treatlnent 80.81 1 80.81 10.11 .003 
Con:lition 19.06 1 19.06 2.38 .131 
Treatment by Corrlition 8.04 1 8.04 1.01 .322 

Variable 6: Social Adjusbnent Scale - Chlldren 

Source SS OF MS F fi 

within Cells 52.11 26 2.00 
Regression 58~07 1 58.07 28.97 .000 
Constant 2.00 l 2.00 1.00 .327 
Treat:ment .85 l .85 .42 .521 
Condition .00 1 .00 .00 .993 
Treat:ment by eon:iition 2.09 1 2.09 1.04 .316 

Variable 7: Target Severity - Irrlepen:iently-rated 

Source SS OF MS r fi 

within Cella 44.96 39 1.15 
Regression 3.95 1 3.95 3.43 .072 
Constant .64 1 .64 .55 .462 
Trea:bœnt 11.47 1 11.47 9.95 .003 
Condition 3.77 1 3.77 3.27 .078 
Treatment by Coniition 2.81 1 2.81 2.44 .127 

Variable 8: Target Severity - Patient-rated 

Source SS DF MS l fi 

within Cells 46.71 39 1.20 
Regression 3.21 1 3.21 2.68 .110 
Constant 3.20 l 3.20 2.67 .110 
Treatment 2.76 1 2.76 2.31 .137 
Condition .19 1 .19 .16 .691 
Trea'bnent by COrxiition 1.63 1 1.63 1.36 .250 
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Variable 9: Impact of Event scale - Intrusion 

Source SS OF MS E g 

Within CeUs 2067.36 39 53.01 
Regression 2262.81 1 2262.81 42.69 .000 
Constant 7.95 1 7.95 .15 .701 
Treatl\lent 91.85 1 91.85 1. 73 .196 
Corxlition 73.38 1 73.38 1.38 .246 
TreatJrent by Corrlition 10.46 1 10.46 .20 .659 

Variable la: Il'rq?act of Event Scale - Avoidance 

Source SS OF MS E g 

Within Cells 1182.48 39 47.24 
Regression 1110.80 1 1110.80 22.54 .000 
Constant 33.12 1 33.12 2.56 .408 
Treatment 318.61 1 318.61 4.15 .013 
Con:1i.tion 168.43 1 168.43 2.55 .066 
Treatment by Corrlition .10 1 .10 .00 .964 

Variable 11: Interpersonal Beh.avior scale - Present Functioning 

Source SS OF MS E g 

Wi thin Cel1s 9502.94 39 243.67 
Regression 9536.07 1 9536.07 39.14 .000 
Constant 273.16 1 273.16 1.12 .296 
Treatm:mt .1249.08 1 1249.08 5.13 .029 
Condition 13.02 1 13.02 .05 .818 
Treatment by Corxti.tion 1394.60 1 1394.60 5.72 .022 

Variable 12: Interpersonal Cepenjency Inventory - Errotional Reliance 

Source SS DF MS E g 

within Cells 4.93 38 .13 
Regression 9.41 1 9.41 73.99 .000 
Constant .32 1 .32 2.50 .122 
Treatment .02 1 .02 .17 .680 
Condition .28 1 .28 2.22 .145 
Treatment by Corxiiti()n .01 1 .01 .10 .754 

1 
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Variable 13: Intel:personal Depen:lency InventoIY - Autonomy 

Source SS .QF MS r F 

within cells 2.67 38 .07 
Regression 3.98 1 3.98 56.57 .000 
Constant .51 1 .51 7.19 .011 
Treatment .33 1 .33 4.74 .036 
eorxlition .04 1 .04 .52 .474 
Treatlnent by Corrlition .06 1 .06 .90 .348 

Variable 14: SC!.r-90 - Total Score 

Source SS OF MS r F 

within cells 65448.11 33 1983.28 
Regression 17906.03 1 17906.03 9.03 .005 
constant 6404.94 1 6404.94 3.23 .081 
Treatment 20623.37 1 20623.37 10.40 .003 
COrxlition 97.03 1 97.03 .05 .826 
Treatment by Corrlition 9959.02 1 9959.02 5.02 .032 

Variable 15: Beek Depression Inventory 

source SS OF MS r F 

within cells 557.47 39 14.29 
Regression 571.69 1 571.69 39.99 .000 
constant 31.11 1 31.11 2.18 .148 
Treatment 147.47 1 147.47 10.32 .003 
Conlltion 14.57 1 14.57 1.02 .319 
Treatment by corxIition 9.31 1 9.31 .65 .425 

Variable 16: Rosenberg Self-esteem Scale 

Scurœ SS OF MS r F 

Within Cells 75.71 36 2.10 
Regression 57.80 1 57.80 27.48 .000 
Constant 2.18 1 2.18 1.04 .315 
Trea~ent 35.52 1 35.52 16.89 .000 
Conlltion 10.29 1 10.29 4.89 .033 
Treatlnent by corm.tion 7.50 1 7.50 3.57 .067 
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Variable 17: Life satisfaction Sc'Ùe 

Sourœ SS OF MS r F 

within cells 52.79 36 1.47 
Regression 8.98 1 8.98 6.12 .018 
Constant 64.71 1 64.71 44.13 .000 
TreatJœnt 1(.45 1 14.45 9.85 .003 
eorm.tion 5.06 l 5.06 3.45 .071 
Treatment by Cordition 1.78 1 1.78 1.21 .278 
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APPENDIX P: ~ and Stardard Deviation of ~ Variables 

~ Variables N Mean Standard Deviation 

Participation 43 18.5 10.0 

Se1f-based 
Work 43 31.2 13.0 

High-1eve1 
Se1f-based Work 43 8.9 7.8 

Group-based 
Work 43 18.8 10.9 

High-leve1 
Group-based 
WOrk 43 18.9 12.0 

t 


