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Controlled Outcome Study of Short-term Group Therapy




A controlled, clinical trial investigation of  short-term
psychoanalytically oriented group psychotherapy (STG) was conducted
which included eight psychotherapy groups led by experienced
therapists. Patient psychological mindedness (PM) was investigated as
a selection criterion and prognostic variable. Seventy-nine
psychiatric outpatients experiencing prolonged or delayed grief
reactions were matched for level of PM and then randomly assigned to
SIG or to a wait list. There was repeated measurement of several areas
and sources of outcome. Results indicated a strong main effect for STG
but not for PM on outcame, and some evidence of an interaction effect.
Benefits were maintained at six-month follow-up. Psychological
mindedness emerged as highly predictive of attrition and moderately
predictive of psychodynamic work. Psychodynamic work was monitored by
process analysis ratings and was modestly related to outcome.
Methodological limitations, clinical significance, clinical

implications, and suggestions for future research are discussed.
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Une étude clinique contrdlée portant sur la psychothérapie bréve de
groupe d'orientation analytique (PBG) fut effectuée au sein de huit
groupes de psychothérapie dirigés par des thérapeutes expérimentés. Ia
capacité d'introspection psychologique (CIP) fut étudiée en tant que
critére de sélection et variable pronostique. Soixante-dix-neuf
patients recrutés en clinique externe de psychiatrie, présentant des
réactions de deuil prolongées ocu retardées, furent pairés d'apres leur
niveau de CIP et assignés ensuite de fagon aléatoire a un PBG ou a une
liste d'attente. Différents aspects et sowrces de 1'issue
thérapeutique furent mesurés a plusieurs reprises. les résultats
révelent une influence principale importante sur 1'issue thérapeuticque
de la part du PBG mais non du CIP, et mettent en évidence un certain
degré d'interaction. le suivi a permi de constater que les bénéfices
s'étaient mainterus au bout de six mois. 1a capacité d'introspection
psychologique s'est avérée hautement prédictive quant a 1l'attrition, et
modérément prédictive quant au travail d'élaboration psychodynamique.
Ie travail d‘'élaboration psychodynamicque, evalué sur la base de scores
obtenus a l'analyse de processsus, s'est avéré modestement relié a
l'issue thérapeutique. Ies limitations d'ordre méthodologique, les
implications et les significations cliniques, ainsi que des suggestions

pour la recherche a venir sont abordées.
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A review of the group psychotherapy research literature of the past
three decades reveals two notable trends. The first trend is
increasing confidence among researchers in the efficacy of group
treatment methods. The second trend is increasing sophistication of
research techniques. These two trends are related. As group treatments
contimue to be associated with client improvement, the research focus
shifts from the general question concerning the efficacy of group
treatments to specific questions concerning which dimensions of group
membership and group functioning contribute to therapeutic cutcome. As
researchers address the more sophisticated questions of group
membership and group functioning, they develop more sophisticated
research techniques. It is important to emphasize that investigations
of these other dimensions maintain a strong focus on outcome. While an
irvestigation may focus on a particular dimension of group therapy, the
trend is towards understanding and/or predicting the interaction
between patient predictor variables, group treatment process variables
and outcame variables.

This comprehensive approach to the outcame question is consistent
with suggestions made by reviewers of the group psychotherapy research
literature. Kaul and Bednar (1986) recently concluded that “group
treatments have been associated with client improvement in a variety of
settings" (p.672) but that the conditions under which group
psychotherapy can be effective are basically unknown and in need of
systematic research. Similarly, Parloff and Dies (1977) stated that
the question of group efficacy should be as follows: "what kinds of

changes are produced by what kinds of interventions provided by what
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kinds of therapists with what kinds of patients/problems under what
kinds of conditions" (p.316). Hence, researchers are cautioned that
particular treatment methodologies may interact with special patient
characteristics to determine psychotherapeutic outcome. The
recommendation that irvestigators integrate patient predictor variables
and treatment process variables into their investigations of ocutcome,
addresses two famillar criticisms of the group field.

The first criticism involves the lack of integration between
research and theory. Despite the consensus that group therapies are a
cost-effective form of therapy for cutpatients, Kaul and Bednar (1986)
pointed out that there is a "conceptual malaise regarding the primary,
unique, and defining characteristics of group treatments" (p.673). The
recomendation that irwestigators elucidate the conditions under which
group therapy is effective, addresses this first criticism by
requiring, a priori, conceptual and operational definitions of the
essential elements of qroup psychotherapy. These definitions can
provide the conceptual foundation for the evolution of a theoretical
integration of patient predictor variables, group treatment process
variables and outcome.

The secornd familiar criticism of group psychotherapy research
irnvolves its lack of clinical relevance. Dies (1983a) reported that 77
percent of clinicians swrveyed, questionned the relevance of group
research. A particular weakness identified by many clinicians is the
failure of many studies to integrate process and outcome. Hence, the
crucial clinical question of effective technique has been rarely

addressed. Researchers! failure to integrate process and outcome is
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probably due to limited resources needed to fulfill rigourous standards
of "sufficiently large samples of patients, groups, therapists and
methods" (Frank, 1975). The split between clinical research and
practice tends to perpetuate the lack of relevance of the research and
simultaneously prevents the development of basic concepts and
propositions based on careful cbservation of group process.

Clearly, an integration of research, theory and practice is
necessary for the implementation of camprehensive irwvestigations that
address clinically relevant questions, that evolve from a secure
theoretical foundation and which utilize methodologically sophisticated
designs. The fragmentation of clinical research, theory and practice
is particularly dangerous JIn this time of heightened sensitivity to
therapeutic accountability. Parloff and Dies (1977) warned that "the
group psychotherapist will be called upon increasingly to document that
what he does is not simply useful but more simply useful than other
available treatment approaches with specific 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. During the last decade considerable clinical
activity has emerged concerning this form of treatment. Toseland ard
Siporin's recent (1986) review of the clinical and research group
literature revealed that approximately two-thirds of the studies
published between 1965 and 1985 concerned the use of group therapies of
less than twenty sessions. The practice of brief group therapy

addresses the challerge of therapeutic accountability by considering
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econamic amnd conceptual factors. Economic factors include an interest
in providing cost-effective treatments given the ever-increasing
imbalance between available psychotherapists and the demand for
services. In addition, there is the growing necessity of accomodating
to limits set by third-party payment sources such as goverrment health
care programs and insurance companies. Finally, there are activities
such as supervision and training that campete for clinicians' time.
Conceptual factors include the idea that time pressure accelerates the
pace of therapeutic work and the idea that a time limit prevents
long=term dependency by the patients. In addition, the success of
brief individual treatments has encouraged experimentation with less
traditional forms of group therapy.

Practitioners utilizing a client-centered, behavioral or
cognitive~behavioral approach have quickly adapted their therapies to
the group modality. Of less prevalence are short-term group therapies
utilizing the psychoanalytically-oriented approach  (STG). The
cbjective of SIG is to help patients solve their presenting problems by
achieving insight into how their difficulties are related to unresolved
intrapsychic conflicts ard by initiating a process of working through
that will contimue beyond the treatment sessions. The achievement of
this objective 1is believed to re facilitated by a therapy process
characterized by psychoanalytic work. Psychcanalytic work has been
defined by Bienvermi, Piper, Debbane, and de Carufel (1986) as entailing
a regressive process, a tew.nical process, and a progressive process.
The regressive process refers to the passive encouragement by the

therapist of regression on the patient's part and the patient's




5
acceptance of that regression. The technical process refers to the
neutral position of the therapist, the centrality of the analysis of
transference, and the use of interpretation as the main technique. The
progressive process refers to the acceptance by the patient of working
with interpretation.

Unlike the overall group psychotherapy research literature, the
issue of STG efficacy remains unsettled. Clinical enthusiasm for the
efficacy of SIG is inconsistent with the research literature wherein
only a few outcome studies are reported. This paucity may result from
the fragmentation of clinical research, theory and practice. With
respect to the fragmentation between the research ard practice of STG,

Poey (1985) chbserved:

at the present time there is a paucity of rigorous cutcome
research availaple on short~term dynamic group psychotherapy
even though many such groups are being run. Perhaps this is
because these groups are usually run in high-volume clinics
vhere little time is budgeted for research efforts (p.332).

With respect to the fragmentation between the theory, research and
practice of STG, there are extensive conceptual confusion and debates
in the literature concerning fundamental issues. The fundamental
issues that remain unsettled include whether or not cne can carry out
psychcanalytic work on an on-going basis in a short-term group format.
Other unsettled issues concern patient selection criteria ard therapist
technique. Hence, uncertainty inveolving fundamental issues of STG
membership and treatment process has probably hindered the

implementation of controlled studies of STG.
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" Given the interplay between the various components of group
treatment, the manner in which researchers resolve one issue will have

implications for other camonents and ultimately, will have a direct

bearing on the results of an ocutcame irvestigation. A corollory is
also true: uncertainty concerning the efficacy of STG (partially due to
the paucity of ocutcome studies) can affect how researchers approach the
resolution of the unsettled issues concerning group membership or
therapy  process. For example, doubts about the possibility of
affecting structural change (i.e. profound changes in characterological
ard/or psychic structure) seem to have contributed to the generation of
a number of other objectives that have been mentioned in the
literature. They include symptom reduction, crisis resolution,
support, trial therapy, student training and preparation for long-term
therapy. Such abjectives can be important and compared to structural
change, may be more readily attainable. However, their pursuit can
serve to deplete the resources of a therapy group and diffuse the
therapist's technique. In the end this diffusion can diminish the
chance of accamplishing psychoanalytic work and affecting structural
change. Hence, a self-fulfilling prophecy can occur where doubts about
the efficacy of STG can lead to confusion concerning treatment
objectives, which in turn, can himder clarity concerning
psychoanalytically oriented therapist technique, which finally, results
in outcomes which support doubts about the efficacy of STG.

In response to the need for basic controlled studies of STG, the
primary objective of the present study was to conduct a controlled,

«’ clinical-trial investigation of STG. Consistent with recommendations
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in the 1literature, the present investigation was also designed to
address aspects of group membership and group functioning believed to
influence the outcame of SIG. The issue of group membership addressed
was that of patient selection. The issue of group functioning
addressed was that of psychocanalytic work.

The remainder of this introduction is divided into four major
sections. In the first section, there is a review of the clinical and
research literature on short-term psychoanalytically oriented group
therapy. This section is divided into three subsections. The first
subsection reviews the STG ocutcame literature. The second subsection
reviews the STG therapy process literature. The third subsection
reviews the STG patient selection literature. This is followed by a
literature review of the patient dimension, psychological mindedness.
Ievel of psychological mindedness represents a possible patient
selection criterion for STG. The third section summarizes the
rationale and description of the present study. The major hypotheses
are presented in the fourth section.

I. Review of STG Clinical and Research Literature

Outcone

A review of the literature on STG reveals a common yet ambivalently
held viewpoint that one should not expect too much of short-term group
therapy in temms of treatment cutcame. For example, when commenting on
their experiences with SIG for genital herpes sufferers, Drob and
Bernard (1985, 1986) gave somewhat contradictory reviews. In one




article they stated:

[i]Jt should be noted that most participants are not referred
for further treatment immediately following the completion of
the group, which suggests that the 10-week program, though
quite short, is usually experienced as a camplete treatment
experience rather than a beginning which necessarily requires
further elaboration (1985, p.19).

In a subsequent article, however, they tempered their enthusiasm by
stating that "[a] time-limited psychotherapy group cannot effect
fundamental changes in character, but it can point the way to the
long-term issues that must be addressed" (1986, p.140). It is not
clear whether they believed that the long-term issues must be addressed
in subsequent therapy.

Drob and Bernard's tempered enthusiasm is consistent with other
advocates of STG. Budman and Gurman (1983) argued that brief therapy
can be usef1l to everyone if it is not seen as a cure-all. Klein
(1985) appears to be in agreement when he said that in STG it may be
possible to identify core conflicts and to examine interpersonal
implications, but not to work through core conflicts or achieve lasting
structural change. Goldbery, Schuyler, Bransfield, and Savino (1983)
stated that helping patients appreciate the complex and conflictual
nature of their experience is a realistic goal but campletely resolving
their problems is not. Imber, lewis, and Iloiselle (1979) also
irdicated limitations in the outcame of short-term groups by noting
that many patients seek additional treatment when their groups are

finished.

The work of Budman and his colleagues in Boston represents an
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optimistic point of view concerning the efficacy of SIG. They offer an
important contribution to the validation of SIG as a viable treatment
alternative. They have developed an acdult developmental model for
STG. Their groups are homogeneously camposed according to  the
patient's age and associated stage of development. There are young
adult groups for those in their twenties, midlife groups for those

between thirty-five and fifty, and later midlife groups for those over

fifty. Consistent with the writings of E. Erikson (1950), each stage
of 1life is assumed to confront an individual with particular concerns
and conflicts that need to be negotiated and mastered. Hence, each
type of group is focused arocund a particular area of conflict. The
young adult groups focus on conflicts of intimacy versus isclation.
The midlife groups focus on conflictks of stagnation versus
generativity. The later midlife groups focus on conflicts of despair
versus ego-integrity. Between six and ten members compose each group
which are co-led by experienced therapists. The young adult groups and
the midlife groups have a closed membership ard meet weekly for fifteen
sessions of ninety mimutes duration. Due to the issues associated with
patients in the later midlife groups, these groups are open-ended.
The therapists are active ard focus on here-and-now interpersonal group
behavior relating to the particular area of conflict associated for
each type of group (Budman, Bennett, & Wisneski, 1981).

In an article authored by Budman, Demby, and Randall (1980), the
results of an uncontrolled outcome study with twenty-two groups were
presented (192 patients were dispersed to 17 young adult groups and

five midlife groups). The patients were assessed before and after
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treatment and at a four-month follow-up interview. Areas assessed
included individually-formilated target cabjectives, psychiatric
symptomatology, and attitudes towards 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 benefit,

while only ten patients were considered to be low changers, or to have
received 1little benefit from the group experience. This study is
offered as support for the efficacy of STG since the majority of the
patients were able to benefit, at 1least to same degree, from a
short-term group experience of the Budman model.

Apparently encouraged by these results, the Budman group proceeded
to conduct a controlled cutcome study of two young adult groups and a
comparable mmber of waiting-list control patients (Budman, Demby,
Feldstein, & Gold, 1984). The measures utilized were the same as in
the previous study. The results indicated that at the end of therapy,
treated patients had improved more than the control patients. These
results were, however, no lcnger statistically significant at the
four-month follow-up periocd. This is the only controlled ocutcome study
reported in the 1literature. It is an .mportant model for subsequent
research in the area since the authors described their population,
thecretical orientation and therapist technique as carefully as their
research protocol. The fact that their population evidenced rather
mild symptomatology (presenting with problems in living), may have
interfered with finding even stronger treatment effects. This fact and
the rather small number of patients participating in the study restrict
the generalizability of the results.
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IaPointe and Rimm (1980) reported the results of a camparative
outcome study. The study compared the efficacy of insight-oriented,
cognitive and assertiveness therapies of reactive (situationally
related) depression in women. There were two groups conducted
utilizing each approach. Between three and nine patients caomposed each
group (33 patients participated). The groups met weekly for six
sessions of two hours duration. An experienced therapist individually
led each group. The patients were assessed kefore and after treatment
and at a two-month follow-up interview. Areas assessed included
depression, irrational thinking and assertiveness, which was measured
both subjectively and dbjectively. The results indicated that all
groups improved in all areas regardless of approach with the benefits
being maintained at follow-up. This study supports the overall but not
the differential efficacy of STG. The lack of differential efficacy of
treatment approaches may be related to the methodological weaknesses of
the study. These weaknesses include the rather low mumber 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 approach being quite different
fram how it is usually conducted.

Ancther comparative outcome study of STG was reported by Piper,
Debbane, Bienveu, and Garant (1984). This study compared four forms
of therapy: Ilong-term individual, long-term group, short-term
individual, and short-term group. The approach for all forms was

psychoanalytically oriented. The long-term therapies lasted for two
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years while the short-term therapies lasted for six months. All
sessions were conducted on a weekly basis. The individual therapy
sessions were of 50 minutes duration while the group therapy sessions
were of 90 mimutes duration. Each of three experienced therapists
conducted all forms of treatment. The 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 and eighteen months of therapy). Areas
assessed included interpersonal functioning, psychiatric symptomatology
and persocnal target abjectives. The three sources of evaluation were
the patient, the therapist and an independent assessor.

The results of the Piper et al. (1984) study indicated that
long-term group therapy and short-term individual therapy were superior
to long-term irdividual therapy and short-term group therapy, in terms
of outcome, therapy process and cost-effectiveness. In particular,
"l[e)xamination of the follow-up mean scores indicated almost without
exception that STG had the poorest scores" (p.275). The authors
continued, however, to point out that "it would be a mistake to view
its [STG] outcame effects as disastrous. Evidence for the negative
effects was minimal . . . If STG therapy had been studied alone its
outcore results would have seemed more favorable" (p.275). In
considering why SIG did so poorly compared to the other forms of
therapy, the authors characterized the process as being one where
"filnitial anxiety about working on sensitive issues in the presence of
cthers was soon followed by anxiety about ending the group" (p.277).

Hence, these authors suggested that perhaps "the structure of these
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groups would be more suitable for other orientations of short-term
group therapy, for example those that consist of highly structured
exercises and/or attempt to minimize rather than arcuse anxiety during
the sessions" (p.277). The relatively poor cutcomes of STG in the
Piper et al. (1984) study, may be attributable to the traditional
manner in which the groups were conducted. Conversely, advocates of
STG identify several quidelines when adapting psychcanalytically
oriented therapy for the short-term group format, Piper et al. (1984)
also stated that it is "possible that a different technical application
of psychocanalytically oriented therapy with short-term groups would
prove to be more successful" (p.277).

In sumary, the outcome literature on STG is scarce revealing only
one study which involved a no-treatment control group. The two studies
that compared STG with other forms of treatment failed to support the
differential efficacy of STG. In both these studies difficulty
adapting the psychoanalytically oriented approach to the short-term
group format is evident. The next section summarizes recommendations
and gquidelines that have been offered by proponents of STG concerning

therapy process.

Process

The most fundamental issue revealed by a review of the STIG
literature is the uncertainty about carrying out psychoanalytic work cn
an on-going basis in short-term groups (McCallum & Piper, 1988). Given
the demanding nature of this type of work under even the most optimal

conditions, it is reasonable to wonder whether it is possible to
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accomplish if both the time for therapy is limited and the situation
involves a group of patients. While a group is a natural place to
experience regressive processes, sSuch processes can be quite
frightening for patients. Coupled with inevitable group tensions
concerning control, individuality, understanding, privacy and safety,
strong resistance to interpretive work can be expected as a matter of
course.

This uncertainty is reflected in an article by Herman and Schatzow
(1984). In their work with incest victims, these authors argued that a
group 1is particularly useful in helping their patients resolve issues
of secrecy, shame arnd stigma. They qualified their argument, however,
by stating that due to "the stressful and discrganizing nature of the
group experience . . . members might need the protection of ongoing
[individual] therapy . . . [which can] help integrate the experience
after the group [has] ended" (p.607). This qualification seems to
reflect their uncertaintvy about the efficacy of a short~-term group
format. With respect to the psychoanalytically oriented approach,
these authors seem similarly uncertain. They reported that their group
therapist utilized a supportive orientation while "interpretations of
group dynamics, individual resistances or unconscicus material was
[sic] avoided, except in cases where such an interpretation was
necessary to return the group to its main focus" (p.614). Hence, while
they were clearly familiar with the concepts and efficacy of the
psychoanalytically oriented approach to group therapy, they seemed to
utilize its techniques only as a last resort.

The uncertainty concerning STIG is similarly reflected in the work
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of Bilodeau ard Hackett (1971). In their work with myocardial
infarction patient groups, these authors reported that the two most
frequently expressed issues voiced by the group members involved the
leader ard group cchesion.

The predominant feelings expressed were fear and anxiety. To
cope with these and other feelings of aggravation, anger,
deperdency, sadness, inadequacy, and shame the members used
various cbservable techniques: Jjoking, changing the subject,
displacement, projection, denial, rationalization and
identification (p.584).

Despite these authors' cbvious familiarity amd belief in psychoanalytic
concepts, they advocated a therapist technique which gave "little
interpretation to the material discussed" (p.584).

Chlmeier, Karstens and Kohle (1973) also conducted short-term
psychotherapy groups with myocardial infarction patients. These
authors asserted, however, that due to this population's "extreme
achievement problems [and] their fear of loss of identity and passive
surrender, the analytic group situation . . . can be of valuable help"
(p.241). Their approach reflects the belief that "[t]ransference,
resistance, and commmal unconscious phantasies are seen to be a
product of the whole grouwp. . . . Following from this, the
interpretations of the therapists are always directed towards the group
as a whole" (pp.241-242).

Those who have implemented psychcanalytically oriented techniques
in their model of STG seem equally uncertain about its feasibility.
Their uncertainty is reflected in debates concerning technique, for

example, the use of transference interpretations. The model presented
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by Goldberg et al., (1983) '"makes considerable use of transference
toward the leaders" (p.414). Corversely, Budman and Bennett (1983)
stated that "[t]ransferential issues and characteristic modes of
dealing with authority figures may certainly arise within the context
of the group; however, to allow these to became the central themes is
not productive" (p.139). The recommendations of Poey (1985) reflect
his ambivalence in that he encouraged '"rapid transference explorations
. « from all members" (p.343) yet advocated:

the ideal is to keep the transferences to the leaders as
positive as possible . . . [suggesting that] the leaders can
easily sidestep negative transferences with direct, clarifying
comments followed by suggestions to move back to the here and
now work at hand" (P. 347).

These debates are reminiscent of the development of short-temm
psychoanalytically oriented individual therapy (STI). For example,
there were the beliefs that transference interpretations could not be
made early in therapy and that a gradual, prolonged period of working
through was a requirement of effective therapy. The practice of STI,
however, is currently very prevalent in the literature (for example,
Strupp & Binder, 1984; Bauer & Kobos, 1987). In developing STI,
advocates  formulated conceptual and theoretical bases for their
therapies. For example, Mann (1973) posited that brief time-limited

therapy was ideal for addressing issues of separation by focusing on

the horror of time (i.e. the existential anxiety aroused when facing
the final separation, death). Hence, Mann identified stages of therapy

which correspond to the idea of the horror of time beirng re-enacted
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within the course of therapy. He further identified the implications
of these stages in determining therapist technique. Examples in the
literature of the successful transition of psychoanalytically oriented
therapy to the short-term group format reflect an adaptation of the
technicque. While there are many debates and disagreements concerning
aspects of this adaptation, there is, nevertheless some consensus.

Advocates of STG agree upon the following technical elements: the
encouragement of rapid group cohesion, the maintenance of a clear and
specific focus, an emphasis on the awareness of the time limit, an
active therapist role, and a focus on current relationships and
behavior (particularly as they occur in the group). Strategies for
facilitating these technical elements include the delineation of stages
of group development and the recommendation for homogeneous group
composition. With respect to the first strategy, in delineating stages
of group development, authors have used different nomenclature. Common
stages identified, however, include the beginning and the ending stages
with a working stage between them (Poey, 1985; Goldberg et al., 1983;
Mackenzie & ILivesley, 1983; Drob & Bernard, 1985). When advocatirg
their model of group development, Mackenzie and Livesley (1983) posited
that "the value of the developmental model for brief groups is that it
directs the therapist's attention to events critical for the rapid
establishment of . . . [a mature] working system' (p.l102).

With respect to the secod strategy for facilitating the
aforementioned technical elements, the groups are typically composed
according to "broad-based homogeneity, including the establishment of a

camon  theme" (Goldberg et al., 1983, p.423). Broad-based homogeneity
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refers to both patient qualities, for example, ego-strength, and to
demographic characteristics, for example, age, sex, or marital status.
The common theme can be defined in terms of several kinds of events.
It can refer to a shared symptomatic pattern (e.g., depression), a
shared historical event (e.g., the loss of a significant other), or a
shared unconsciocus conflict (e.q., autonomy versus intimacy). Budman
et al. (198l1a) composed their groups according to commonalities at more
than one level of abstraction. As previously described, they chose
patients who were at a comon developmental stage, such as young
adulthood, and who were assumed to be also experiencing difficulties
concerning the conflict of intimacy versus isolation. Similarly, Drob
and Bernard (1985) chose patients suffering from genital herpes and who
were assumed to be experiencing conflicts about sexuality, intimacy and
parenthoed. This approach to comosition is consistent with
psychoanalytic principles in that "[1l]ike any stressor, herpes can
sexrve to highlight difficulties in an individual's general mede of
adaptation that have cbstructed successful 1living long before the
disease was contracted" (Drcb & Bernard, 1986, p.140). The value of
composing groups according to a cammon theme is that is provides a
focus for the work and facilitates the development of cohesion.

It should be noted, however, that while practitioners of STG
advocate camposing groups according to a common theme, there is much
disagreement concerning its level of abstraction. If the common theme
is conceptualized at the unconscious level, the range of suitable
patients is brozuer. The risk with this approach is that patients may

have difficulty identifying with each other due to the heterogenecus
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mamer in which the unconsciocus theme manifests itself. This may be so
despite the clarity of the cammonality in the therapist's mind. If the
common theme 1is conceptualized at a more conscious level, such as
symptomatology, the group process may remain at a superficial level.
Interpretation and related psychoanalytic work may be difficult due to
the variety of unconscious conflicts that give rise to similar manifest
content. Klein (1985) cautioned that any homogenecusly composed group
may be more limited in temms of the range of interaction, inquiry and
self-disclosure that occurs. Pragmatically, a group that is
hamogenecus with respect to a comon theme is  likely to be quite
heterogenecus with respect to many other dimensions.

In sumary, the successful transition of psychoanalytically
oriented group therapy to the short-term format has demanded conceptual
ard technical modifications. There remains uncertainty concerning the
success of this transition in terms of conducting psychoanalytic work
on an on-going basis in these groups. In particular, aspects
associated with therapist technique and the level of abstraction for
determining a common theme contimue to be debated. Nevertheless, these
modifications integrate aspects of therapy process, outcome and patient
selection. For example, the delineation of a common theme can
determine treatment goals in that while the entire range of conflicts
troubling patients cannot be addressed in a short-term group, except in
the most superficial mamner, the thorough exploration of a single
common theme can be accomplished. With respect to outcome, the
thorough expleration of a simgle conflict area can benefit patients

indirectly by offering them an important example or model for
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understarding concurrent or subsequent conflicts in their lives. With
respect to patient selection, patients should be selected according to
these common thenes. The next section presents a review of the STIG

patient selection literature.

Patient Selection

There are two main approaches to the develcomment of patient
selection criteria for STG. The first approach is associated with
group camposition strategies, as outlined in the previous section.
This approach argues that some pa'i:ients may have problems that are
particularly conducive to work and resolution in brief time-limited
group therapy. The second approach is associated with the
psychoanalytic orientation of the therapy. This second approach argues
that some patients may have attributes or qualities that are
particularly suited to psychocanalytic work, especially in a short-term
group format. Both of these approaches will be considered in this
secticn.

With respect to selecting patients according to a common theme,
Goldberg et al. (1983) pointed ocut that "there seems to be no specific
limitation . . . as long as it can be conceptualized as containing
conflicts that can be worked with in the time allotted" (p.417). These
authors identified three strategies for selecting a patient population:
according to problems comonly found in an outpatient psychiatric
clinic (e.g., repetitive failures in relationships), problems commonly
founrd in a general hospital (e.g., post-mastectamy recovery), or

problems comonly found in the comumity (e.g., single parenthood,
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divorce) . In addition to individual adults, SIG has also been
conducted with alcoholic couples (Mathiasen & Daverport, 1988) and with
early latency-age children (Charach, 1983). Within each homogenecus
patient population, however, there exist differences with respect to
suitability for SIG. In other words, vhile patients may have problems
that are particularly conducive to a short-term group format, not all
patients with the same problem will be equally suited to work within
the psychoanalytically oriented approach.

This variability in suitability is demonstrated in the work of Drob
and Bernard (1986). In conducting short-term groups for genital herpes
patients, they utilize a psychodynamic approach (DOP) amd a
cognitive-behavioral stress management approach (CBSM). The two
approaches have several elements in common. The structure of both
types of groups consist of ten weekly sessions of 85 minutes duration.
Many of the hypothesized curative factors are the same and include
relief fraom isolation, overcaming denial, resolving ethical dilemmas
and exchange of information. With respect to selecting patients for
each approach, the authors reported that the CBSM is offered to a wider
range of patients, and is especially useful for relatively fragile
individuals. The authors did not specify which patients are offered
DOP. They did report that "the success of the DOP group is more
variable and is dependent on such factors as . . . the willingness 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 STG is ocomonly reported in the

literature. In the previcusly described ocutcome study by laPointe and
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Rimm (1980), the authors concurred that "the insight group appeared to
have the greatest variability in treatment outcome" (p.319).
Simjlarly, in the study by Budman et al. (1980), while most patients
received some benefit from the group, there was variebility in the
degree of benefit. The 41 patients who particularly benefited, were
described as being in the neurctic rarge, and "although they come into
the group hurting and symptomatic, they begin treatment with a liking
for people, friendships and a base from which to operate when
interacting in the group" (p.14).

There exists soame consensus in the literature concerning suitable
cardidates for SIG. Poey (1985) outlined these common quidelines: an
ability to verbalize a focal complaint, a significant level of
psychological mindedness, an urge to grow and explore, a desire to
enter STG, realistic expectations of the group and a bhasic ability to
relate and to be influenced by others. Despite a consensus among
clinicians as to which patient qualities ought to predict outcome,
"there 1is a contimuing paucity of research data regarding the
identification of individuals who will benefit from either long-term or
short-term group therapy" (XKlein, 1985, p.313).

Woods ard Melnick (1979) agreed with Klein by pointing out that the
ability to predict outcome based on pretherapy dyadic assessments of
patient diagnosis, personality dynamics or interpersonal factors is
generally poor. One notes that the relationship between patient
predictor variables and outcome is consistently poor throughout the
psychotherapy literature. For example, in their work with individual

psychotherapy, the Penn Psychotherapy Project reported generally
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insignificant results with only five to ten percent of the cutcome
variance being accounted for by same 80 predictor variables (Luborsky,
Mintz, Auerbach, Christoph, Bachrach, Todd, Jaohnson, Cohen, ard
O'Brien, 1980). In attempting to explain the generally insignificant
results of these studies, same authors have raised methodological
concerns such as the outcame criteria utilized (McNair, 1976) and the
heterogeneity of the therapies involved (Bachrach, 1980). Another
weakness of these studies involves the conceptual and operational
definitions of patient dimensions utilized as patient predictor
variables. The development of valid selection criteria for STG should
primarily be based on considerations of concepts that are relevant to
this form of therapy. The following section presents the rationale for
operationalizing the concept, psychological mindedness, as a possible

selection criterion for STG.

II. Psychological Mindedness as a Selection Criterion for SIG

The goal in developing valid selection criteria involves
determining the suitability of particular individuals for beneficial
group treatment, that is, those who can be included ard those who
should ke excluded. The relevance of identifying a suitable patient
population for STG is evident. If group therapists accepted only those
patients who are the most likely to benefit, they could minimize wasted
manhours of therapists and financial and emotional costs to patients.
Hence, the development of valid selection criteria clearly relates to

the efficient utilization of available therapeutic rescurces.
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The researcher's challenge in develeping valid selection criteria
is "empirically identifying the group relevant behaviors requisite to
achieving positive outcomes and then developing reliable and
predictively valid pretherapy measures of these behaviors'" (Woods and
Melnick, 1979, p.l62). Theoretically, the achievement of positive
outcomes in STG depends on the patient's ability to contribute to the
therapeutic cobjective. As previcusly mentioned, the abjective of STG
is to help patients solve their presenting problems by achieving
insight into how their difficulties are related to unresolved
intrapsychic conflicts and by initiating a process of working through
that will continue beyond the treatment sessions. The therapist uses
an interpretive, here-ard-now approach that focuses on unconscious
conflicts. Specifically, the therapist endeavours to foster insight
concerning how patients' presenting camplaints are actually the
manifestation of an underlying psychic conflict between unpermissable
wishes, the anxiety or fear to which these wishes give rise and the
ineffectual defense mnechanisms that are mobilized to cope with the
anxiety and to maintain the repression of the wish. This insight is
fostered by interpreting or hypothesizing a link between the patient's
current pattern of behavior, feelings and cognitions with this
unconscious process. In addition, therapists hypothesize a link
between the patient's patterns of past relationships, current
relationships, and his/her interactions within the group.

The dgroup relevant behaviors required for success in STG involve an
ability to work with interpretations. Working with interpretations

requires that the patient has an "ability to see relationships among
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thoughts, feelings, and actions, with the goal of learning the meanings
and causes of his experiences and behavior" (Appelbaum, 1973, p.36).
While this definition identifies an ability that is requisite for
working with interpretations, it was intended by Appelbaum as a
definition of ‘'psychological mindedness." Hence, psychological
mindedness represents a patient dimension which is conceptually related
to relevant STG behavior.

A review of the psychotherapy literature reveals much consensus
regarding the relevance of this patient dimension for working within
all forms of psychoanalytically oriented therapy. The outcame research
literature, however, reveals very few studies that have attempted to
cperationalize psychological mindedness and investigate its
relationship with outcome. Investigators associated with the
Psychotherapy Research Project of the Menninger Foundation attempted to
measure this varieble (Kermbery, Burstein, Coyne, Appelbaum, Horwitz,
& Voth, 1972). Ratings of psychological mindedness were inferred from
evaluators' appraisal of components they assumed to influence thinking

psychologically. These camponents were  ideational richness,

reflectiveness, and control over emotions and affects. These

appraisals were basad on patients' responses to a complex battery of
projective and nonprojective tests (Appelbaum, 1977). There were no
significant relationships between ratings of psychological mindedness
and outcome. The problems associated with their operational definition
of psychological mindedness include its lack of objective criteria, its
indirectness, and the fact that they defined a psychological concept in

terms of other psychological concepts rather than overt, quantifiable
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kehavior.

Investigators associated with the Penn Psychotherapy Project
utilized more cobjective measures of patient predictor variables
(luoorsky et al., 1980). They did not, however, specifically assess
psychological mindedness. It was incorporated into other variables.

These other variables were: inventory of social and psychological

functioning, and attractiveness as a patient (a variable which included
an assessment of the patient's insight). Neither variable was

significantly related to outcome. Prablems associated with this
operational definition also include its lack of specificity and its
indirectness.

The evidence for a significant relationship between psychological
mindedness and therapy ocutcome is more substantial in investigations of
group therapy than individual therapy. Abramowitz and Abramowitz
(1974) investigated the relationship between outcame in groups and
pretherapy individual assessments of insight. Based on their scores on
the Insight Test (Tolor and Reznikoff, 1960), twenty-six college
students were assigned to hamogenecus groups (two groups composed of
those who obtained high scores and two groups composed of those who
obtained low  scores). Each type of group attended either
insight-oriented therapy or suppcrtive therapy for ten sessions (twice
weekly with sessions lasting 90 minutes). Hence, the type of
composition was crossed with the type of treatment with one group in
each of the four treatment conditions. Their results indicated that
the highly insightful patients improved more on measures of

psychosocial functioning when they experienced insight-oriented therapy
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as opposed to supportive therapy. The highly insightful patients did
no better than their minimally insightful counterparts in the
supportive treatment cordition. These results are promising with
respect to specifying the match between patient and therapy approach.
Unfortunately, the methodologic:]l weaknesses necessitate that this
study be viewed as exploratory rather than definitive. These
weaknesses include the small mmber of patients and groups in each
condition, the use of the senior investigator as the therapist in the
stuly and the use of a college student population.

In the previously described camparative outcome study reported by
Piper et al. (1984), psychological mindedness did correlate with the
outcome of patients receiving short-term group therapy. The
psychological mindedness scores of patients who particularly benefited
from STG were significantly higher than patients evidencing relatively
less improvement. In that study, psychological mindedness was one of
fifteen variables that were rated by the therapist based on his/her
interview behavior. Hence, the variable was measured globally and in
conjunction with a rmber of cther variables.

In sumary, the relevance of the variable psychological mindedness
to the dbjectives and requirements of STG is evident. Past attempts at
operationalizing the variable have relied on indirect or nonspecific
sources of assessment. A more cabjective, direct measuwre of
psychological mindedness which is based on clearly defined behavioral
referents would represent the development of a selection criterion that
may predict work and outcome in short-term psychoanalytically oriented
group therapy.
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It should be noted that developing a measure of patient suitability
that is based on a pre-therapy dyadic interview does not reflect trends
in the group psychotherapy research literature. Rather, it is group
assessments that have been found to be better predictors of subsequent
group behavior (Goldstein, Heller, & Sechrest, 1966; Piper & Marrache,
1981). It is probably not surprising, therefore, that the group
research literature has recomended a trend away from dyadic assessment
and towards the assessments 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 clinical disadvantages inherent in this
procedure. Selecting patients based on their pretherapy group behavior
necessitates that the candidates have already been deemed suitable, or
at least worthy of consideration, for group therapy before the referral
to group assessment was made. It is this preliminary decision, made no
dobt by a screening mental health professional that remains the
relevant clinical issue in need of researching. In addition,
clinicians have voiced concern over feelings of rejection on the
patient's part, were he/she to fail the group assessment. The
practical demands of utilizing pretherapy group assessments as a
selection variable also tend to make the process unpopular to
clinicians. These demands include recruiting and training assessment
leaders (who are not the groups’' therapists) and rapidly rating the
pretherapy sessions in order not to delay the onset of therapy.
Perhaps for these clinical reasons, these pretherapy assessment

groups are typically utilized to prepare patients for the group
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experience, rather than for selection purposes. These preparation
sessions are referred to as pretraining sessions in the literature
(e.g., Piper, Debbane, Garant, and Biervemi, 1979). Research evidence
indicates that these sessions can improve attendance and dropout rates
in therapy groups (Budman, Clifford, Bader, & Bader, 1981; Piper,
Debbane, Bierwvemu & Garant, 1982). Budman advocated the use of a
three-hour preparation workshop with his young adult short-temm groups
(Budman et al., 198la). However, there are clinical disadvantages
associated with this method of preparing STG candidates. These
disadvantages include the therapist's difficulty in joining a group
that has been prepared by another clinician since they may have been
together for as many as four sessions. In the case where the group
therapist conducts the pretraining sessions, the disadvantage involves
the patients’ reactions to the inevitable shift in the therapist's role
(directive to interpretive). In addition, spending the equivalent of a
quarter of the therapy group's time in preparation, may undermine the
efficiency of short-term group therapy. Hence, there are practical
considerations to the development of a measure of psychological
mindedness. These considerations include the ease and speed of its
administration and the ease with which it could be incorporated into
typical patient selection and preparatory procedures. The next two
sections summarize the rationale for the present study and present the
major hypotheses.



I1T. The Present Study

It is apparant from the 1literature review, that there is
considerable controversy and excitement concerning short-term group
therapy utilizing the psychoanalytically oriented approach. The
excitement reflects pragmatic and theoretical developments in the
mental health field. The controversy centres around fundamental
issues, particularly the <question of efficacy. The primary
consideration of the present study was to conduct a clinical-trial
irvestigation of SIG. The cbjective of this form of therapy is to help
patients solve their presenting problems by achieving insight into how
their difficulties are related to unresolved intrapsychic conflicts and
by initiating a process of working through that will continue beyond
the treatment  sessions. The therapist used an interpretive,
here-and~-now approach that focuses on unconscious conficts. Treatment
consisted of twelve weekly sessicns of 90 minutes duration. Treatment
was offered to half the patients immediately while the others waited
twelve weeks before beginning treatment. This waiting period
constitued the no-treatment ocontrol condition. It was equivalent in
length to the treatment phase. There was a six-month follow-up
assessment pericd for all treated patients.

Consistent with recommendations offered in the literature, patients
participating in the present study represented a population whose
problems might be particularly conducive to work and resolution in
STG. The patient population chosen were adult men and woren who had

lost a significant other in the recent past. Psychoanalytic theory
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assumes that the difficulties experienced by these patients are related
to the exacerbation of unconsciocus conflicts, for example independence
versus dependence or autonamy versus intimacy. While such conflicts
are experienced by everyone ard a partial resolution has likely been
previously achieved by these patients, it was hypothesized that the
debilitiating effect of the loss followed a re-intensification of the
conflicts. It was believed that STG could offer loss patients the
opportunity to explore and negotiate a new resolution to their
conflicts. By experiencing the inevitable loss of the group,
unresolved conflicts and feelings associated with each patient's
idiosyncratic loss could be re-experienced and addressed in the
here-and-now group situation. Consistent with Marm's (1973) model of
time-limited individual therapy, by understanding their reaction to the
loss of the group, the patients may begin to work through unresolved
conflicts that are associated with their previcus losses.

Given the complexity of the outcame cuestion in terms of the
contribution of patient variables and therapy process variables in
determining treatment outcame, these other variables were also
investigated by the present study. Specifically, the uncertainty
regarding the feasibility of carrying-out psychoanalytic work on an
on—going kasis in a short-term group was addressed. The quality and
quantity of psychoanalytic work evidenced by patients and therapists
during the therapy sessions were monitored utilizing the Psychodynamic
Work and Object Rating System (PWORS; Piper & McCallum, 1988). The
PWORS defines work as an attempt by a group member to understand the

problems of one or more members of the group, or the group as a whole
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in terms of conflict amorng dynamic components (wishes, fears, defensive
processes). By monitoring the level of psychodynamic work from session

to session, the incidence of amd thereby feasibility of conducting

psychocanalytic work could be explored. These quantitative indices of
work could subsequently be correlated with outcaome. Hence, these
analyses would address the relationship between therapy process and
outcome in the groups. Theoretically, patients who evidence higher
levels of psychodynamic work when participating in a psychoanalytically
oriented therapy, are assumed to evidence better outcome scores
relative to patients who evidence low levels of psychodynamic work.

The PWORS differentiates wwo levels of work and two levels of
non~-work. In addition to the level of work, the PWORS also monitors
the focus of the work, in terms of which member(s), the work irvolves.
Finally, the PWORS monitors the degree to which group mnembers
(including the therapist) link patterns of interpersonal
relationships. A camprehensive description of the PWORS is presented
in the Method section.

The third consideration of the present study was the potential
usefulness of the patient dimension, psychological mindedness for
predicting the process and outcome of short-term psychoanalytically
criented group therapy. To merit usefulness as a selection criterion,
a direct relationship between levels of psychological mindedness and
outcame would have to be demonstrated. In texms of process, it was
assumed that patients considered hichly psychologically minded, would
evidence high levels of psychodynamic work. Conversely, patients

g considered marginally psychologically minded, would evidence low levels




of psychodynamic work.
In this investigation, psychological mindedness is defined as the

ability to identify dynamic (intrapsychic) camponents and to relate
them to a person's difficulties. In order to assess the patient's
level of psychological mindedness, an assessment device was
constructed. The assessment device is called the Psychological
Mindedness Assessment Procedure (PMAP; McCallum & Piper, 1988). The
test stimulus is a videotape of simulated patient-therapist
interactions. The interactions are portrayed by an actress and an
actor who follow a script which was designed to reflect various aspects
of therapy process. The rating scale identifies nine levels of
psychological mindedness. Fach level reflects a different concept
relevant to psychoanalytic theory. A manual ocutlining specific rating
criteria for each level has been developed. Hence, advantages to this
operationalization of the oconcept include its basis in direct and
behavioral referents. Its clinical advantages include the ease and
speed of its administration and the ease with which it can be
incorporated into typical patient selection and preparatory
procedures. In addition, the conceptual relevance of the dimension to
clinicians may make it popular with them. A possible disadvantage of
the PMAP relates to the standardization of the stimulus. It is quite
possible that patients who display high levels of psychological
mindedness with respect to the actress-patient's problem, do not
generalize this ability to their own problems. Hence, this measure may
not predict therapy process or cutcane on the level of the individual

patients. However, given that group therapy involves the feedback and
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interaction between patients, the PMAP may still predict the work level
of the group. A comprehensive description of the measure is presented
in the Method section.

In sumary, the present study investigated the efficacy of and
patient suitability for short-term psychoanalytically oriented group
therapy with patients who experience difficulties after a person loss.
There was an imnediate treatment condition and a delayed treatment
condition. There was also a follow-up assessment. Patients were
matched on the suitability variable and randomly assigned to treatment
condition. Fach groupr consisted of equivalent mumbers of patients
scoring highly or marginally suitable in terms of psychological

mindedness.

IV. Hypotheses

In the present study eight major hypotheses were formulated.

Hypothesis 1

Greater benefits, in terms of outcame indices, will be reported by
the treated patients relative to the wait list control patients.

The first hypothesis focuses on the efficacy of short-term
psychoanalytically oriented group therapy. This hypothesis is based on
previous reports in the clinical and research literature which support

the efficacy of SIG.
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Hypothesis 2

Creater benefits, in terms of ocutcome indices, will be reported by
the highly suitable patients, relative to the marginally suitable
patients.

The second hypothesis focuses on the patient suitability variable,
psychological mindedness, as a curative factor. Psychological
mindedness may exert an independent effect on outcome. Hence, patients
who are psychologically minded may resolve their difficulties, whether
treated or not. This hypothesis follows from the conceptual definition
of the variable. The highly psychologically minded patient, by
definition, 1is able to explore comnectiont between overt behavior,
affects and cognitions, including symptamatology, and unconscious
intrapsychic conflicts. Hence, the results will indicate an

independent effect for suitability.

Hypothesis 3

There will be an additive effect between treatment and
suitability. The consequence of this additive effect will result in
the treated highly suitable patients reporting the best outcomes, the
untreated marginally suitable patients reporting the worst ocutcomes,
and the remaining two groups of patients (i.e. the treated marginally
suitable patients and the untreated highly suitable patients) reporting
outcomes in between.

The third hypothesis predicts that the effects of therapy arnd
psychclogical mindedness will cambine such that highly psychologically

minded patients in the immediate treatment condition will benefit from
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both independent variables and evidence the best outcomes. The
outcomes of marginally psychologically minded patients in the immediate
treatment condition or those of highly psychologically minded patients
in the delayed treatment condition will reflect the effects of only one
of the independent variables (i.e. treatment or suitablity,
respectively). Hence the cutcames of these two groups of patients will
be 1less impressive thain those of the immediately treated highly
psychologically minded patients but more impressive than those of the
margirally psychologically minded patients in the delayed treatment
corndition. The outcames of this latter group of patients will reflect
the beneficial effects of neither the treatment nor the suitability

variable.

Hypothesis 4

Treated highly suitable patients will evidence better outccames than
treated marginally suitable patients.

The fourth hypothesis addresses the wutility of psychological
mindedness as a selection criterion. This hypothesis is based on the
conceptual definition of the patient variable. By definition, the
highly psychologically minded patient considers similar bases to
problems as the therapists. Hence, therapist interpretations will have
a more pronounced impact on the highly psychologically minded patients

canpared to the marginally psychologically minded patients.

Hypothesis 5

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

This hypothesis addresses the utility of psychological mindedness
as a prognostic factor. While waiting for therapy, the highly
psychologically minded patient has more ability than the marginally
psychologically minded patient to initiate a process of

self-examination that may resolve some of his/her difficulties.

Hvpothesis 6

Highly suitable patients will evidence higher 1levels of
psychodynamic work during the sessions, in terms of process ratings,
than marginal suitable patients.

The issue of therapy process is addressed by the sixth hypothesis.
Given the parallels between the ocperational definitions of
psychological mindedness and psychodynamic work, the highly
psychologically minded patients’ ability to identify the
actress-patient's conflictual intrapsychic components on the PMAP will
be similar to their ability +to identify group members' conflictual
intrapsychic components.

Hypothesis 7

Ievels of psychodynamic work will be positively associated with
therapy cutcome.

This hypothesis follows from theory concerning curative factors in
psychoanalytically oriented therapy. The objective of this approach is
to help patients solve their presenting problems by achieving insight

into how their difficulties are related to unresolved intrapsychic
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conflicts. Patients who engage in greater psychodynamic work will, by
definition, evidence greater insight into the association between
intrapsychic conflicts ard their difficulties and will, therefore,

benefit more from this approach.

Hypothesis 8

The benefits evidenced by all treated patients will be maintained
at the six-month follow-up period, as indicated by the follow-up
outcome indices.

The eighth hypothesis is based on the notion that STG will
thoroughly address the issue of loss such that the process of working
through, initiated in the group, can be continued beyond the treatment
sessions. In addition, it is assumed that by thoroughly exploring the
issue of 1loss, the patients will benefit by obtaining an important
example or model for understanding concurrent and subsequent conflicts
in their 1lives. Hence, the work of therapy will continue after the

formal therapy has been completed.
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I. Desion

An overview of the design is presented in Table 1. The study was
designed to investigate the effectiveness of  short-term,
psychoanalytically oriented group psychotherapy (STG) with psychiatric
outpatients who experience difficulties folliowing the loss of a
person. The first independent variable, treatment, represented a
fixed-effect, crossed variable with two levels: presence versus apsence
of STG. The study was also designed to provide information about the
suitability of patients for STG. This involved an investigation of the
personality characteristic psychological mindedness (PM) in terms of
its potential value as a selection criterion for this type of therapy
and as a prognostic variable for this type of patient. Patient
suitability formed a second, fixed-effect, crossed independent variable
with two levels: highly versus marginally in terms of psycholocgical
mindedness. Each group was to be composed of four patients who were
highly psychologically minded and four patients who were marginally
psychologically minded. The three types of time periods were
treatment, waiting-list control, and follow-up. The length of
treatment and of the delay period was an equivalent twelve weeks. The
follow-up period was six months.

Eight therapy groups were camposed over a fourteen month period;
four in the immediate treatment condition and four in the delayed

treatment condition. There were two therapists in the study. Each
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Table 1
overview of The Design
()

Treatment |
| | (B) | Immediate | Wait |Delayed Treatment | Follow-up |
|_Therapist | _Suitability | Three-Month Period|Three-Month Period|{Three Month Period|Six-Month Period|
| l I 1 5 | 2 6 | 2 _s | 1 5 2 _6|
|Therapist 1 |Highly Suitable I |4H| |4H]| I [4H| [4H]| I [4H[ [4H]| { [4H| [4H| |4H[ | 4H] |
l IMarginally Suitable| |4M| |4M]| I 14M] |4M| | 14M]  |4M| [ 14M| |4M] [4M] {4M] |

(O] | | | ! l !
| | l 3 1 | 4 8 | 4 8 | 3 7 4 8|
|Therapist 2 |Highly Suitable | [4H| |4H]| ( |4H| |4H]| | {4H| |4H] | |4H| | 4H| | 4H| | 4H] |
| IMarginally Suitable| 14M] |4M| I l4M] |4M]| I 14M]  |4M]| | 14M] |4M] [4M] | 4M |
L l | 1 | 1 |

(A) Treatment

(B) Suitability: 4H - four patients scoring high in psychological mindedness - highly suitable

4M - four patients scoring marginally in psychological mindedness - marginally suitable
(C) Therapist
(D) Groups
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therapist led two groups in each treatment condition. Therapist
represented, therefore, a randam-effect, crossed independent variable
with two levels: therapist one ard therapist two. The groups
represented a partially nested, random—effect variable with two groups
being nested within each cell of the treatment versus therapist
variables. As each group was camposed of both highly and marginally
suitable patients, the groups were not nested within the suitability
variable. Pairs of patients were matched on level of PM, sex, and age
with one of the pair being randamly assigned to either the immediate
treatment group or the delayed treatment group. Hence, the method of
patient allocation was a combination of matching and random assigrment.

In sumary, the study imvolved a mixed model design with three
completely crossed independent variables (treatment, PM, therapist) and
one partially nested independent variable (groups). Two of the crossed
independent variables, treatment (presence versus absence of SIG) and
suitability (highly versus marginally psychologically minded) were
fixed-effect variables. The other crossed independent variable,
therapist (therapist one versus therapist two) was a random-effect
variable. The therapy groups represented a partially nested,
random—-effect variable with two therapy groups being nested within each
cell of +the treatment versus therapist variables but not the
suitability variable.

The dependent variables in this study included cutcome measures,
anrd therapy process measures. Main and interaction effects of
treatment and suitability were investigated utilizing a series of

univariate and miltivariate statistics. Multiple comparison tests were
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used where appropriate. Treatment effects were examined by comparing
the outcomes of patients in the immediate treatment condition versus
patients in the wait group. Treatment effects were also examined by
comparing the outcomes of patients in the delayed treatment condition
over the wait period versus over the treatment phase. To determine 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 Clinic of the Division of External Psychiatric Services,
University of Alberta Hospitals (Edmonton, Alberta) participated in the
study. These patients were referred to the Walk-in Clinic by general
practitioners (44%), friends (24%), private psychiatrists (13%), social
agencies (12%) or themselves (6%). Prior to the beginning of the
study, a notice had been circulated to various referral sources in the
city of Edmonton informing them of the structure of the groups and the
population they were intended to address (see Appendix A). All
patients had lost a significant person in the recent past, e.g., a
spouse, partner, parent, family member or friend through death,
separation, or divorce. 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 beyond the initial period of shock and mourning. Thus, for most

patients the loss had not occurred during the last three months.




43

Although the patients were no langer experiencing the immediate effects
of the crisis, they were still considerably affected by the loss as
reflected in their inability to resume a satisfying and productive
life. Depressive symptomatology, social isolation, and loneliness were
typical presenting complaints.

The average length of time since 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 (range: 5 years - 55 years). With
respect to the type of loss, 33 percent reported loss(es) through death
only, one~fifth (20%) was through separation or divorce only, and
almost one-half (47%) had experienced both types of losses. For those
reporting loss(es) through death, 54 percent had lost one parent and
one-third had lost both parents. With respect to the number of losses
identified, 35 percent reported a sirngle loss, 26 percent reported two
losses, and 39 percent reported having experienced multiple losses.

In terms of the Diagnostic and Statistical Mamual of Mental

Disorders (DSM-III; American Psychiatric Association, 1980), on
admission to the clinic, 53 percent of the patients received an axis I
diagnosis of affective disorder: 46 percent major depression, 6 percent
dysthymic disorder, and 1 percent cyclothymic disorder. Twenty-three
percent of the patients were diagnosed with adjustment discrder. Other
axis I diagnoses included generalized anxiety disorder, obsessive-
compulsive disorder and comditions not attributable to a mental
disorder such as marital problem or work inhibition. Nineteen percent
were assessed as also warranting an axis II diagnosis of personality

disorder. The most common axis II diagnosis was dependent personality
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disorder (66%). Other personality disorders diagnosed on admission
included compulsive, borderline, narcissistic and atypical. Patients
manifesting problems of suicidal intent, psychosis, addiction, sexual
deviation, sociopathic behavior or who were currently involved in
another form of psychotherapy were excluded from the study. Seventy
percent of the sample had had previous contact with a mental health
professicnal. Few patients, however, had actually engaged in
psychotherapy (n = 5). In terms of medication, 49 percent of the
patients had been prescribed antidepressant or anxiolytic medication.
The patients ranged in age from 18 to 65 years with a mean age of
35.7 years. The majority (89%) had at least a high school level of
education. Of these, almost one-third (30%) had attended or were
attending university while more than a third (37%) had attended or were
attending a technical college. At the time of the study, over
two-thirds of the patients worked outside of the hame {42% full-time
employment:, 16% part-time employment, 10% students), while the
remainder were either unemployed (18%), housewives/househusbands (9%)
or retired (4%). Approximately three-quarters of the patients did not
live with a partner, being either single, separated, divorced or
widowed (28%, 20%, 19%, and 10%, respectively). Sixteen percent were

married and 6 percent were living cammon-law.

JIT. Therapists

Two staff therapists each conducted four therapy groups; two in

each of the immediate treatment and delayed treatment condition. They
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were a thirty-four year old male psychologist and a thirty year old
female social worker. Both were experienced in group and individual
forms of dynamically-oriented psychotherapy (eight and four years,
respectively). The practice of outpatient psychotherapy represented a
major portion of their professional work.

A technical outline arnd manual was developed for STG (see Apperndix
B) . It included a sumary of the psychodyramic approach, the
therapeutic goals, the structure of the groups and the implications
that this structure might have for therapist activity. In addition,
the stages of the group and the unconscious conflicts that were
anticipated to emerge in the groups were described with examples of how
the therapist might address and interpret them. A series of weekly
meetings amorg the group therapists, the director of the research unit,
the principal investigator and other therapists in the clinic was
held. At <these meetings, oonceptual and technical aspects of the
therapy were discussed and audiotaped sessions from each therapist's
groups were reviewed in reference to technical adherence to the
manual. The meetings began four months prior to the study and
continued throughout. Audiotaped sessions fram a pilot STG conducted
by the primary researcher served as ¢training material for <the
therapists. On-going groups were viewed fram behind a one-way mirror,
allowing for additional on-going supervision for the therapists. The
therapists were blind to the hypotheses of the study and the
suitability 1level of the patients. They were informed as to the
treatment condition of each group as this would have been impossible to

keep  hidden. The therapists agreed to complete post-sessional




questionnaires and ocutcame measures.

IV. Initial Clinical Interview (Intake)

The intake procedure involved several activities and typically
took one-half day to camplete. When a patient presented at the
clinic, he/she was first asked to cemplete several forms inquiring
about demographic information and his/her reasons for seeking the
clinic's services. Symptom checklists were also included in this
package. Next, a staff therapist conducted a psychiatric assessment
interview to determine a provisional diagnostic and etiological
understanding of the presenting camplaint(s) with the goal of
formulating an appropriate treatment plan. The treatment plan was then
discussed and finalized in the presence of a supervising psychiatrist.
If the patient was thought to be a potential candidate for STG, the
therapist made subsecuent appointments to obtain his/her informed
consent, to prepare him/her for the group, and 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 social work, three
held a Master's degree in psychology, two held a Bachelor level degree,
one in nursing, the other in occupaticnal therapy and there was one
Ph.D. candidate in clinical psychology. All therapists were supervised
by one of seven male staff psychiatrists (four of whom were also
psychoanalysts) . Therapists and their supervisors were familiar with

the selection criteria and format of the groups through inservice
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research seminars presented prior to the study. They also received
informational memoranda (see Apperndix C) and informal reminders
throughout the study. In addition, many of the intake therapists
participated in the STG training seminar.

Determining that a patient was appropriate for STG involved both
clinical and research considerations. The clinical considerations
primarily irvolved deciding whether the patient met the selection
criteria (e.g. adult man or waman who had experienced a significant
person loss) and was willing to be considered for STG. To help the
patient make an informed decision, he/she was told that the therapy
group would consist of seven or eight members and would meet weekly for
30-mimite sessions over a twelve-week span. With respect to the format
of the groups, he/she was told that while the groups would be
relatively unstructured, the task was to explore the feelings ard
thoughts associated with the loss. A form sumarizing the group's
ground rules was presented and discussed with the patient (see Appendix
D). The ground rules included the importance of commitment,
confidentiality and suggestions as to how to comport him/herself in the
group (e.g. to be as honest as possible concerning thoughts ard
feelings experienced in the group). When the clinical considerations
had been satisfied, the intake therapist proceeded to discuss the
research considerations.

The research considerations included the patient's willingness to
cocperate with the evaluation procedures. 1In this respect, the patient
was told that all sessions would be tape-recorded, that a mne-way

mirror facility would be used, that he/she would be asked to complete
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questiomnaires throughout the therapy and that he/she would be invited
to meet with members of the Research and Evaluation Unit before and
after therapy ard six months thereafter. The possibility of having to
wait for treatment was discussed in detail. Any patient who was
uncomfortable with this aspect of STG was offered an alternative
treatment plan. With both clinical and research considerations being
satisfied, the patient was presented with the informed consent form
(see Appendix E).

The first page of the informed ccnsent form sumarized the
information concerning the therapy and the evaluation procedures. A
copy of this information page together with a copy of the group's
ground rules were given to the patient to keep. On the second page of
the informed consent form, there was a line for the patient's signature
which the intake therapist witnessed and dated. The therapist
campleted a STG referral form which asked him/her to detail the
patient's identified 1loss(es). The referral form also inquired as to
the therapist's reasons for referring the patient and any reservations
he/she held concerning the appropriateness of the referral (see
Appendix F). The signed informed consent form and the completed
referral form were then forwarded to the clinic's group coordinator.
The group coordinator discussed with the principal investigator, the
appropriateness of each referred patient before forwarding the referral
and consent forms to the research unit.

On occasion, the intake therapist's preparation of the patient for
the group consisted of a preliminary treatment. A patient who was

still experiencing the initial period of shock and mourning typically




49
was offered crisis intervention and then reassessed for STG.
Similarly, a patient who initially presented in a severely depressed
state was typically offered a psychopharmacological intervention and
then reassessed for STG. Once a patient was accepted into the STG
program, however, the intake therapist's involvement was restricted to
medication monitoring and sporadic supportive contacts during the delay
period as initiated by the patient. If a patient contacted his/her
intake therapist during the treatment phase of the study he/she was
encouwraged to discuss the concerms in the group with the STG
therapist. In actuality, patients rarely contacted their intake

therapist during the delay or treatment pericds.

V. Initial Research Interview

Upon receipt of the referral and consent forms from the group
coordinator, an independent assessor contacted the patient, An
appointment for the initial research interview was arranged. This
interview involved several activities amd typically took three hours to
complete. These activities included determining the patient's
personalized target objectives for therapy, administering the
Psychological Mindedness Assessment Procedure (PMAP), conducting a
semi-structured interview to assess pretherapy levels of functioning in
several areas of the patient's life and administering other measures of
the pretherapy ocutcame battery. These activities comprised, therefore,
two main tasks: the assessment of patient suitability ard the

administration of the outcome battery. In an attempt to keep the
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outcame assessor blind to the suitability of the patient, the tasks
were divided among two independent assessors.

The initial research interview was conducted, therefore, in two
parts by two members of the Research and Evaluation Unit. The
independent assessors were engaged as research assistants. One of them
held degrees in mursing and research technology with supplemental
credits in computer and statistics courses. The other research
assistant held a Bachelor's degree in psychology. Both had received
extensive training in administering the PMAP ard the ocutcome battery.
In addition, the procedure for conducting the research interviews was
standardized (see Apperdix G).

When a patient presented for his first research interview, he/she
was asked to complete a sheet detailing the reasons for seeking
therapy. When campleted, one of the independent assessors, the
suitability assessor, conducted the PAP. The PMAP was presented to
the patient as a way of determining his/her perception of therapy.
After the PMAP was completed the other irdeperndent assessor, the
outcome assessor, conducted the semi-structured assessment interview.
The patient's responses to both the PMAP and the ocutcome interview were
tape~-recorded for subsequent reliability determinations. At the end of
the interview, the cutcome assessor discussed with the patient, his/her
reasons for seeking therapy. Using the patient's previcusly completed
list of reasons as a guide, they developed a set of clear ard
concisely stated personalized target abjectives. These target
cbjectives would later be rated by the patient, the ocutcome assessor

and the group therapist.
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After the interview, the patient was told that he/she would be
contacted within a few weeks concerning the starting date of his/her
therapy group (i.e. relatively immediately or after a twelve-week
delay): He/she was then given a questionnaire packet and asked to
complete the forms in a separate office and retwrn them to the

receptionist. This packet contained the remainder of the outcome

battery.

VI. Group Composition

In composing the groups, the design called for egquivalent numbers
of patients scoring high and marginal on the Psychological Mindedness
Assessment Procedure (PMAP) in each group. Attention was also to be
given to balancing the groups according to the average age and the sex
ratio. The composition process began, therefore, by accumulating
enough referrals of patients who spanned the range of Psychological
Mindedness (PM). Patients could then ke paired according to their PM
score, sex, age ard, where possible, the type of loss experienced. It
should be mentioned at this point that due to the nature of referred
patients, there were deviations in the procedure of composing the
groups.

Fewer referred patients scored marginal than high on the PMAP.
This suitability ratio imbalance represented a critical unforseen
obstacle to implementing the proposed design of the study. Insistence
on the accumlation of equivalent numbers of marginal and high PM

patients would have meant imposing a protracted wait period on all
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patients. In octher words, there would have been a delay between the
initial research interview and patient assigrment while awaiting the
referral of additional marginal PM patients. Clinical ard ethical
considerations argued against the imposition of an additional wait
period, especially for those patients who would subsequently be
assigned to the delayed treatment condition. In practical terms, there
was the concern that patients would become frustrated with a protracted
and ambiguous pretherapy wait and abandon the project. Further, a
protracted delay between the initial research assessment and patient
assigmment could have meant significant variability in the length of
the wait pericd. Such variability could have resulted in an immediate
treatment patient actually waiting longer for treatment than a delayed
treatment patient deperding on when the referral was received. This
variability would have confounded the results of camparisons between
the treatment versus control conditions. In summary, adherence to one
aspect of the design (balanced ratio of level of PM in each group)
threatened the implementation of the second aspect of the design (a
controlled outcame study). For these aforementioned reasons, it was
decided that, where necessary, the groups would be composed of fewer
marginal PM patients than high PM patients.

Typically the groups were camposed of two or three patients who had
scored marginal on the PMAP and four or five patients who had scored
high. Care was taken to ensure that the ratio of marginal to high ™M
patients was matched for each pair of immediate and delayed treatment
groups. Overall, the groups in the immediate and delayed treatment
cordition were camposed of fourteen marginal and nineteen high ™M
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patients. Hence, the ratio of marginal to high PM patients was
identical for the immediate and delay conditions.

With respect to the sex balance of the groups, there were fewer men
than wamen referred to the project. This sex ratio imbalance was
consistent with the demographics of this and other outpatient clinics
(i.e. more women than men terd to seek psychotherapy). Typically the
groups were caomposed of two or three men and four or five women. Care
was taken to ensure that each pair of immediate treatment and delayed
treatment groups had an eguivalent ratio of men to women. Overall, the
groups in the immediats treatment condition were camposed of twenty-one
women and twelve men while the groups in the delayed treatment
cordition were camposed of twenty-two women and eleven men. Hence, the
ratio of men to wamen was similar for the immediate and delay
conditions. After the two groups had been composed, one of the
indeperdent assessors contacted the patients and informed them of their

group's starting date.

VII. Thexapy

For patients assigned to the immediate treatment comdition, therapy
began within three weeks of the initial research interview. For
patients assigned to the delayed treatment condition, therapy began
within two weeks of the postwait research interview, or within fifteen
weeks of the initial research interview. The group therapists did not
meet with the patients before therapy began. They were given a list of

their group members and each patient's loss(es) as identified by the
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intake therapists. The group therapists had access to each patient's
clinical record but the results of the research assessments were not
available to them.

All group sessions were held at the Walk-in Clinic cr External
Psychiatric Services. Six groups began with seven patients and two
groups began with six patients. Each group was conducted by one
therapist. The groups met once weekly for 90-minute sessions. The
duration of the groups was limited to twelve sessions and after the
secord session, the membership was cleoed.

The conceptual orientation was psychoanalytic, that is, based on
the notion that recurrent internal conflicts whose components are
largely unconscious serve to perpetuate maladaption. Conflicts
concerning the issues of intimacy versus isolation and independence
versus dependence in the context of loss were cammon in the patient
population. The technical orientation emphasized an active therapist
role where interpretation and clarification were emphasized relative to
support and direction. Relevant here-and-now events in the group,
including transference, were highlighted and examined. Patients were
encouraged to contribute to the therapeutic process of other patients.
The technical procedures followed those of Goldberg et al. (1983) and
the therapy marual ocutline (see Appendix B).

The integrity of the psychodynamic therapeutic orientation was
investigated. This investigation involved process analysis ratings of
the therapists' activity utilizing the Psychodynamic Work and Object
Rating System (PWORS). The PWORS summary indicated that the averxage

number of therapist interventions per session was 17. This mmber
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represented a participation ratio of 16 percent, relative to the total
verbal productions of an average group session. Sixty-three percent of
all therapist interventions were rated interpretations (statements
identifying dynamic components). One-fifth of all therapist
interventions imvolved interpretations of multiple conflictual dynamic
compenents. These data were accepted as strong confirmation of the
integrity of the therapy as being psychodynamically oriented.

VITI. Follow-through Assessments

A patient assigned to the delayed therapy group, was re-assessed
between ten and twelve weeks after the initial research interview
regardless of whether or not he/she 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
structure to the first interview. The PMAP was administered by the
suitability assessor. The outcome assessor then conducted the
semi-structured assessment 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 forms of psychotherapy or had taken medication during the wait
period. Patients who had decided not to continue into the treatment
phase, were given an opportunity to discuss these reasons with the
outcome assessor. Finally, he/she was given a questionnaire packet and
asked to complete the forms in a separate office and return them to the

receptionist. The therapist completed a brief rating form after every
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therapy session and a more camprehensive questionnaire packet after
each third of therapy.

At the end of treatment, all patients were recontacted by one of
the indeperdent assessors and asked to come in for an interview,
regardless of whether or not they had actually completed the therapy.
This posttreatment follow-through interview was similar in structure to
the previous interview(s): the PMPAP was readministered, the
semi-structured assessment interview was conducted, participation in
concurrent treatments was investigated, the severity of the target
cbjectives was assessed, and a questionnaire packet was given and
campleted. The therapist was also given a questionnaire packet to
conplete.

Patients who had not campleted therapy, were given an opportunity
to discuss their reasons for dropping out with the cutcome assessor.
They were thanked for their cooperation t .-ughout the study and
informed that any subsequent contact with the clinic should be directed
to their intake therapist. Patients who had completed therapy, were
reminded that they would be recontacted in six months for ancther,
follow-up interview. Involvement with the clinic during the follow-up
period was restricted to medication monitoring and sporadic supportive
contacts with the intake therapist as initiated by the patient.

Six months after treatment had ended, those patients who had
campleted treatment vare recontacted by one of the independent
assessors and asked to come in for an interview. This second
posttreatment follow-through interview was identical in structure to

+the previous interview. At completion of the interview, the patient
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was reminded that this was the last evaluation session and was thanked
for his/her cooperation throughout the study. Those patients
requesting subsequent therapy were advised to recontact their intake

therapist.

IX. Measures

There were several periods of assessment in the present study. The
suitability and outcome variables were assessed on three occasions for
patients in the immediate treatment condition: initial, posttherapy and
six-month follow-up interviews. Patients in the delayed treatment
condition were assessed one additiocnal time on these variables:
following the wait period. Therapist-rated process variables were
assessed after every session while therapist~rated patient variables
were assessed after each third of the therapy. Hence, a variety of
measures were utilized to assess patient variables, therapy process,
and outcome. Table 2 provides an overview of each measure and its time
of measurement. The Apperdices contain a copy of each nmeasure
utilized. The following subsections present a description of the

measures, together with data concerning their psychcometric properties.

1. Patient Variables

A. Psychological Mindedness Assessment Procedure

The Psychological Mindedness Assessment Procedure (PMAP; McCallum &
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Piper, 1987) was develcped to meet this study's need for a direct
measure of psychological mindedness that was based on clear behavioral
referents., Psychological mindedness (PM) is defined as the ability to
identify dynamic (intrapsychic) components and to relate them to a
person's difficulties. The PMAP alsc assesses the degree to which a
person understands psychodynamic interpretations. This second
variable, called Interpretation Comprehension (IC), is defined as the
ability - identify the referents of therapeutic interpretations.

The PMAP (Appendix H) utilizes a videotape of two simulated
patient-therapist interactions. The interactions are portrayed by
actors according to scripts developed to reflect varicus components of
therapeutic process. The interactions begin with an actress-patient
describing a recent event in her life to her male therapist. This
description includes verbalizations reflecting dynamic camponents (i.e.
conflictual wishes and fears, defensive manceuvres) and links between
internal and external events (i.e. links ketween cognitions/affects and
behavior). The actress-patient's account constitutes the test stimilus
for assessing psychological mindedness.

The second part of the intetactions involves an actor-therapist
responding to the patient by interpreting first the dynamic components
of her conflict and then the transferential aspects (i.e. her attempt
to repeat with the therapist a past mode of interaction). Both types
of interpretations are presented in three stages. These stages vary on
the degree of ambigquity and therefore, on the degree of difficulty.
The first interpretations are very ambigucus with the second and third

interpretations becoming increasingly 1less ambiguous or 'easier' to
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Table 2
Overview of Measures and Time of Evaluation
Pre-Wait Pre-Therapy/ During Post-Therapy Follow-up
Measure Interview Post-Wait Therapy Interview Interview

Assessor-rated

Patient Variable:

PMAP X X X X
Process Variable:

PWORS X
Outcome Variables:

Sccial Adjustment
Scale X X X X

Target Severity X X X X

Therapist-rated

Patient Variables:

Psychological

Mindedness X
Likeability X
Response to

Interpretation X

Process Variables:

Patient
Participation X
Patient Work X

Outcome Variable:

Overall Usefulness
of Therapy X ‘

Note: PMAP = Psychological Mindedness Assessment Procedure
PWORS = Psychodynamic Work and Object Rating System
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Table 2 Continued

Pre-Wait Pre-Therapy/ During Post~Therapy Follow-up
Measure Interview Post-Wait Therapy Interview Interview

Patient-rated

Cutcame Variables

Target Severity X X X X
Target Change X X X
Impact of Events

Scale X X X X
Interpersonal

Behavior Scale X X X X
Interpersonal

Deperdency

Inventory X X X X
SCI~30 X X X X
Beck Depression

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: SCI~90: Symptom Checklist - 90 items
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recognize. The actor-therapist's responses constitute the test
stimilus for assessing Interpretation Comprehension.

The PMAP is individually administered. It takes approximetely
thirty minutes to ccmplete. Both interactions are shown and follow the
same procedure. The first part, the patient's account, is initially
shown uninterrupted. After this first showing, the tape is stopped and
the person being assessed is asked for his/her general impressions of
"What seems to be troubling this woman?" The person's responses are
audiotaped. Part one is then replayed with the person being encouraged
to stop the tape at any point to elaborate or clarify his/her initial
responses. Repeating the first part of the tape is an attempt to
eliminate possible confounding effects due to memory differences among
respondents. All responses are audiotaped and scored according to the
level of PM they are judged to reflect.

The PMAP differentiates nine levels of ™ (I through IX). The
criteria for each level reflect basic assumptions of psychodynamic
theory. The higher levels incorporate criteria from the lower levels
such that each level becomes more camprehensive and camplex in its
focus. To cbtain a high PM score, therefore, a person must reflect
several of the basic assumptions held by psychcdynamic therapists
concerning human pathology. It is believed that a person who reflects
these basic assumptions will be more amenable to the psychodynamic
therapeutic approach. Corversely, to obtain a score of 0, the person's
explanation must fail to reflect any appreciation of psychodynamic
theory. These explanations would be limited to the identification of

external events as the cause of the patient's troubles (e.g. bad luck
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or mistreatment by others). It is believed that a person offering
these types of explanations is not psychologically minded and will not
be amenable to the psychodynamic therapeutic approach.

The criteria for levels I through III are based on the assumption
of "psychic determinism." Psychic determinism is the principle whereby
all human functioning is assumed to result from an internal or psychic
process. Explanations of the patient's troubles that are limited to
the identification of any internal state -~ e.g. "she's lonely" - merit
level TI. Ievel II criteria go beyond the mere identification of an
internal state and require that the explanation reflect an appreciation
of the motivating aspect of this internal state or force. For example,
the statement "It's all due to her loneliness" meets level 1T criteria
by implying that the loneliness is causirg something ("it"). Level IIT
demands the explicit identification of both the driving intermal force
and one of its results. For example, '"her loneliness is making her
feel depressed."

Ievel IV criteria are based on the assumption of the
"unconscious". To score level IV, the subject must recognize that an
internal motivating force is largely out of the patient's awareness.
For example, 'she doesn't realize it, but she still thinks of him as
her husband." Ievel V corresponds to the application of the concept of
ambivalence and/or conflict. A basic assumption underlying the
psychodynamic understanding of pathology is that internal impulses (id)
came into conflict with the frustrating or nongratifying aspects of
external reality or their internalized representatives (superego).

This intewnalized representative can be experienced as a contradicting
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affect or cognition, an anticipation of punishment or rejection, or as
a prohibitive conviction based on morality or conscience. An example
of a response meriting level V is: "she wants to be with her husband
again, but she's still angry with him.”

The criteria for 1levels VI and VII reflect an appreciation of the
assumptions that a conflict presses for discharge which in turn
produces tension or disequilibrium. To score level VI, therefore, the
subject must identify both the conflict and one of its results (as it
pushes for discharge). For example, "she's paralyzing herself because
she doesn't know whecher or not she wants to chance it with him
again." A level VII is scored if the person actually labels the
tension (that 1is resulting from the conflict) as an anxiety or fear:
"despite all the hurt and anger, she still wants him back and that
scares her."

levels VIIT and IX correspord to the assumption that conflictual
impulses are only permitted expression in a distorted or diminished
form. Hence, they are filtered through self-protecting or defensive
mechanisms. Ievel VIII reflects the identification of a defensive
process while level IX explanations emphasize that the defensive
manoceuvre has achieved only partial success in resolving the conflict.
For example, level VIII would be warranted if the person said '"that's
sour grapes to say she's 'really better off without him'." A level IX
would be warranted if the person continued by explaining that "she
really feels that she'd be a lot happier with him."

After the level of psychological mindedness has been assessed, the

secord part of the tape, the therapist's interpretations, is then
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played. Part II of the PMAP is introduced by informing the patient
that "[tlhe therapist is going to came on and tell the patient what he
thinks might be troubling her." The patient is instructed to txy to
urderstand his statements. The three interpretations of the dynamic
camponents and the three interpretations of the transference are then
played. The tape is stopped after each interpretation and the person
being assessed is asked "Where is he getting that from" or "What is he
driving at" or '"what does he mean by that." His/her responses are
audiotaped and later scored according to the level of IC they are
judged to reflect.

Interpretation Comprehension has three subscores. The first
subscore refers to the mmber of dynamic camponents that are correctly
urderstood from the therapist's dJdynamic interpretations. The three
dynamic camponents interpreted are the wish, the anxiety/fear and the
defense mechanism of rationalization. The rating scale is fram O to 3
with each dynamic being worth 1 point. A second subscore refers to the
speed or ease with which the individual has understood the dynamic
camponents.  The speed is determined by the level of ambiguity at which
the dynamic component was understood. This rating scale is from 0 to
9. Each camponent understood after the first (most ambiguous)
interpretation receives 3 points, while those understood after the
second interpretation receive 2 points, and those camponents that are
only understood after the third (least ambiguous/easiest)
interpretation receive 1 point.

There 1s also a subscore to reflect the speed with which both

aspects of the transference interpretation are understood. The two
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aspects of the transference interpretation are the past mode of
interaction and the actress-patient's attempt to re-enact this with the
therapist. The scale is from O to 6. Each component is worth 3 points
if it is understood after the first interpretation, 2 points if it is
understood after the second interpretation, and 1 point if it is
understood after the third interpretation.

Prior to its implementation in this study, the psychometric
properties of the measure were explored in a a pilot study. Thirty
adult men and women were recruited from the Montreal area to
participate in a study on '"the perception of psychotherapy." After
campletion of the videotape portion of the study, each subject was
administered questiomnaire measures of personality, intelligence,
depression and anxiety in order to investigate the construct validity
of the concept. Half of the subjects were brought back one month later
to assess test-retest reliability. Two raters independently rated the
(audioctaped) responses of the subjects in order to assess inter-rater
reliability. The first scenario was found to have the stronger
psychometric properties, regardless of the order of presentation (which
was counterkbalanced). The reliability and validity data which follow
relate to this scenario. The vresults of Pearson product-moment
correlation coefficients revealed that the test-retest reliability of
the measure was r (13) = .76, p < .001 and the inter-rater reliability
was xr (13) = .81, p < .001l. The measure was significantly related to
the psychological mindedness subscale of the California Psychological
Inventory (Gough, 1956), r (28) = .42, p < .05, ard the overall insight

score of the Insight Scale (Tolor & Reznikoff, 1960), r (28) = .50, p <




66
.01. It was not significantly related to the achievement scale of the
Personality Research Form (Jackson, 1974), the intelligence quotient of
the Quick Test (Ammons & Ammons, 1962), or the anxiety and depression
subscales of the SCI~90 (Dercgatis, 1977).

In sumnary, the reliability data, the positive correlations with
related <concepts and the independence from need achievement,
intelligence and both anxiety and depression all supported the manner
in which the PMAP had operationalized psychological mindedness. The
PMAP promised to be an efficient, easily administered measure that
might predict amenability to psychodynamic therapy, and thereby judged
appropriate for assessing patient suitability for psychoanalytically
oriented, short-term group psychotherapy.

In this study, the patient's PM score on che first interaction
determined his/her designation as highly or marginally suitable for
STG. Patients who received a score of 0-5 were classified as marginally
suitable while patients who received a score of 6-9 were classified as
highly suitable. This cut-off point was chossn upon the basis of both
conceptual and empirical considerations. Conceptually, scores lower
than 5 reflect reference to an intrapsvchic comonent as an isolated
event and a score of 5 indicates only the identification of some
conflict between two (or more) of these intrapsychic components.
Conversely, sonres higher than 5 reflect the additional understanding
of a consequence arising from the conflict between the opposing
intrapsychic camponents. Hence, 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 STG.
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Corversely, patients who are ‘'primed' for investigating the
relationship between intrapsychic conflicts and their consequences
(e.g. symptoms) are seen as highly suitable for this therapeutic
approach. Empirically, this area of the scale was a definite dividing
region for the thirty subjects of the pilot study (12 subjects received
a score of 0-5 and 18 subjects received a score of 6-9).

In the present study, the two independent assessors were trained to
administer the PMAP and rate the level of PM. The training sessions
lasted approximately two-months and involved extensive practice ratings
utilizing the audiotapes from the pilot study. In addition, the
independent assessors, being members of the research unit, had
previcusly attended related training sessions and discussions with the
investigator concerning the basic concepts and assumptions of
psychodynamic theory. Training was considered camplete when acceptable
inter-rater reliability coefficients had been reached.

As each assessor administered the PMAP to half of the patients, it
was possible to determine the inter-rater reliability for the PMAP in
this study. Tape~recordings of fifteen patients' responses to the PMAP
were randomly chosen and rated by a second rater. For the first
scenario, the scenario that served to ascertain patients!' level of
suitability, the mean Pearson product-moment correlation for two raters
over the fifteen patients was r (13) = .90, p <.00l. When they
disagreed on the rating, they were always within one level of each
cther and the disagreements never affected the assigmment of patients
to the high wversus marginal suitability categories. Hence, level of

patient suitability had been reliably determined with this clinical
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population. For the second scenario, the mean Pearson product-moment
correlation for the raters was r (13) = .76, p < .001.

With respect to ratings of Interpretation Camprehension, for the
first scenario, the mean Pearson product-moment correlations for the
variables, Number of Dynamics, and Speed of Dynamics were both r (13) =
.80, p < .00l. The wmean correlation coefficient for the variable,
Speed of Transference, was ¥ (13) = .71, p < .05. The reliability for
the second scenario was quite disappointing: ¥ (13) = .37 for the
Number of Dynamics, r (13) = .35 for the Speed of Dynamics, and r (13)
= ,61 for Speed of Transference.

To determine whether or not the four PMAP variables represented
discrete concepts, Pearson correlation coefficients were calculated for
the four variables. Data were provided by the 79 patients who
participated in the study. (The mean and standard deviation for each
of the four PMAP variables are presented in Appendix I). As presented
in Tapble 3, the results indicated a significant but moderate pattern of
correlations between psychological mindedness and the two variables
corcerning dynamics. This pattern suggests that the ability to relate
dynamic components to a person's difficulties (psychological
mindedness) and the ability to understand therapist interpretations of
conflict between dynamic camponents are relatively independent
abilities. There may be, however, similar (coynitive) processes that
underlie the two abilities. The two variables concerning dynamic
camponents were found to be highly correlated. Since these variables
are conceptually related, the strength of this correlation was

expected. Finally, only mninimal correlations were found between the
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Iable 3

Intracorrelation Coefficients for PMAP Variables

PMAP Variables
Psychological Number of Speed of Speed of

Mindedness Dynamics Dynamics Transference

Psychological

Mindedness - o 34%* .25% .20
Number of

Dynamics - - . 81%k% .18
Speed of

Dynamics - - - A3
Speed of

Transference - - - -

Note: * - p<.05

% - p<.0l

*%k - P, 001
transference variable and the other three. This latter finding
suggests that the ability to understard interpretations of transference
phencmena is relatively independent of the ability to generate or to
understand explanations of problems in terms of dynamic camponents. In
summary, the PMAP is believed to assess three independent abilities
although Psychological Mindedness and the ability to understand

interpretations of dynamic components were found to e moderately
related.

B. Therapist-rated Patient Characteristics

Following sessions four, eight, and twelve, the therapist was asked

to provide ratings of each patient's level of psychological mindedness,
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likeability and response to interpretation. The rating scale for each
variable ranged from poor (1) to excellent (7). These ratings were
requested in order to investigate the strength of association between

therapist-rated, clinical impressions and the research instruments.

2. Therapy Process Measures

A. Psychodynamic Work and Object Rating System

The Psychodynamic Work and Object Rating System (PWORS; Piper &
McCallum, 1987) was developed to meet this study's need for a measure
that could monitor the quality and quantity of analytic work engaged in
by patients and therapist(s) in group psychotherapy sessions. It is
derived, in part, from the Therapist Intervention rating System (Piper,
Debbane, de Carufel, & Biemveru, 1987) and the Therapeutic Work Rating
System (Connelly, Piper, & Braha, 1985). The former process analysis
system 1is utilized to monitor therapist interventions in individual
forms of psychodynamically oriented psychotherapy. The latter process
analysis system has been utilized to monitor patient work in group
forms of psychodynamically oriented psychotherapy. The PWORS is an
attempt to operationalize psychodynamic work in a manner that is
consistent with psychodynamic theory and that can be utilized to
monitor patients as well as therapists engaged in group psychotherapy.

Work 1is conceptual.y defined as an attempt by a group member to
understand the problems of one or more members of the group, or the

grop as a whole in terms of conflict among dynamic components.
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Dynamic components are internal forces in the group that are part of a
conflict. This means that a dynamic component is assumed to be
exerting an internal force on one or more members, or on the group as a
whole and that at scme level the force is oppozed. Excluded from the
definition of work are the mere identification or description of
resultant (erd) states and consideration of dynamic factors that belong
to persons or situations external to the group.

There are five components in the system. Four are dynamic and one
is nondynamic. The four dynamic camponents are wishes, reactive
anxiety, defensive processes and dynamic expressions. The nondynamic
component is abjects. Objects refer to people - inside or cutside the
group. Two aspects of ocbjects are monitored, the Object Focus and
whether or not there is Object Linking. The Object Focus refers to
whether the speaker is focusing on abjects internal or extermal to the
group. Internal objects include the speaker, ancther group member, a
subgroup, or the group as a whole and are called "units of the group.”
External cbjects include family members. a specific person, ancther
group ard general classes of people. Object Linking refers to the
identification of a shared interpersonal process betwesn a unit of the
group and two other cbijects. The linked objects may be internal and/or
external to the group. The five conponents ave used to differentiate
four categories of norwork and work which correspornd to progressively
higher levels of analytic work.

The PWORS is consistent with psychodynamic theory in that it gives
primary emphasis to urderstanding the role of internal (intrapsychic or

intragroup) conflictual components as they are related to patients!
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problems. The importance of the group context is emphasized in that
“work" includes one member's contribution to the therapy process of
other members. The importance 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, subgroups, or the
intrapsychic conflicts of individual members. The Object Focus and
Object Linking parts of the system emphasize the importance of
patient-patient  transference phenamena in addition to the more
traditional patient-therapist transference phenomena. One use of
Object Linking is to monitor the identification of maladaptive patterns
of interaction being re—-enacted in the here-and-now group situation.

For each patient and therapist statement, the PWORS determines the
category of work, notes the Opbject Focus and whether or not there is
Object Linking. In determining the category of work, the PWORS
monitors the identification of dynamic coamponents. Statements that do
not attempt to understand the problems of a uait of the group in tems
of dynamic camponents, are considered norwork. There are two nonwork
categories. The first nomwork category, category 1, contains
Externalizing Statements. These statements focus on topics that do not
inmvolve a unit of the group and/or focus on cbjects external to the
group. They fail to indicate the process in which a unit of the group
and the external object are engaging or the impact between the two.
Category 1 includec statements that blame others for a unit of the
group's problem(s). For example, "my father never showed any affection
to anyone'.

The second nornwork category, category 2, contains Descriptive
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Statements. These statements provide or request information about a
unit of the group. When the statement imvolves an cbject external to
the grour, the response or reaction by a unit of the group is also
identified. While category 2 statements may also blame others for a
unit of the group's prablem(s), they differ from category 1 statements
in that a description of the unit of the group's experience of the
problem ‘“created" by the other is at least mentioned. For example, "I
probably don't like myself because my father never showed me any
affection.”

The work categories contain statements that identify dynamic
camponents of a unit of the group. Since the speaker is attempting to
urderstand the problems of at least one group member in terms of
dynamic components, the statements are considered to reflect dynamic
work., The number of types of dynamic components identified in the
statement differentiates the two work categories. The first one,
category 3, contains Single Dynamic Component Statements. These
statements provide or reguest information about a single type of
dynamic component. Category 3 includes statements that identify one
aspect of a unit's intrapsychic conflict, such as a defensive process.
For example, "I think you're (group member) trying tc ignore just how
angry you are at your father for making you feel unacceptable and
unlovable."

The secord work category, zategory 4, contains Miltiple Dynamic
Components Statements. These statements provide or request information
about two or more types of dynamic components, or two of the same 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 example,
"I think you're (group member) trying to minimize the impact your
father's death had on you because yau're afraid to get in touch with
how angry you are about all the other times he abandoned you." Hence,
these statements indicate an appreciation of the opposing or
conflictual nature of dynamic camponents.

In sumary, the PWORS offers a system for determining the quality
and quantity of psychodynamic work evidenced by group members.
Specifically, the PWORS can explore the level of work, and the focus of
werk in terms of which member(s) the work irwolves, and the degree to
which group members (including the therapist) 1link patterns of
interpersonal relationships. Hence, the PWORS can provide information
concerning the extent to which each member works within and across
sessions, addresses his/her own issues or those of another unit of the
group, and the extent to which maladaptive patterns of interaction are
identified as being re-enacted in the here—ard-now group situation. In
addition to providing information concerning the therapy process of
patients, the PWORS can provide the therapist with feedback concerning
his/her technique. The PWORS is consistent with psychodynamic theory
in that primary emphasis is given to understanding the role of
intrapsychic components in members' problems. The PWORS also
emphasizes the importance of the group context in that the definition
of work includes one member's contribution to the therapy process of
another member. An appreciation of the importance of the here-and-now

group behavior is reflected in the differentiation hetween intermal and
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external Object Focus.  Finally, the importance of member-nmember
transference in addition to therapist transference is reflected in the
monitoring of Cbject Linking. Appendix K presents the PWORS system and
manual.

All therapy sessions were audiotaped utilizing a SONY reel-to-reel
tape recorder. A microphone was mounted on the r.iling of the therapy
room and the recorder was placed in an cbservation room. The facility
was equipped with a one-way mirror ard a sourd panel. It had been
especially designed to view, monitor and record therapy sessions.

Seven of the twelve sessions (1,2,4,6,8,10, and 12) were chosen for
process analysis. Neither the patients nor the therapist were aware of
which sessions were to be chosen for rating. The adbjectives of this
approach to selection were to obtain a large data base for all
patients, especially for tr.se patients who eventually dropped out, ard
to obtain an equivalent amount of data from each phase of therapy. It
was hoped that this salection procedure would ensure a representative
sampling of patient behavior, and allow an analysis of the
relationships between initial therapy behavior and subsequent therapy
behavior, dropping out, and/or therapy cutcome.

It should be noted at this point that five of the 56 sessions could
not be analyzed and had to be discarded. The discarded sessions were
either inaudible (poor sound quality) or did not record due to
technical (recorder malfunction) or human error. In each case, the
closest session in terms of chronolgy was substituted for the discarded
session. On twe occasions session 3 was substituted for the first

session aid session 11 replaced session 12, while for one discarded
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Session 4, session 5 was substituted.

The raters listened to the first half-hour of each session for
context, then rated each patient's statements during the next 45-minute
segment. Using a similar process analysis system (the Modified Hill
Interaction Matrix) with a similar patient population, Piper and
Marrache (1981) determined empirically that this 45-mirmte segment was
highly representative of the entire session, reporting correlations
which ranged from .80 to 1.00.

Each statement was timed using a stopwatch. A statement was
defined as a part of a sentence, a camplete sentence, or several
sentences spoken by a member of the group which was not interrupted by
a statement by another member or by a silence greater than ten
secords. Total statement duration for each patient was summed for each
work category (category 3 or 4) ard were combined for all sessions
rated.

The following ratios were calculated for each patient.
Participation was the ratio <f the patient's total statement duration
over the total verbal production for the group. To determine 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 (statements scoring category 3 or 4) relative to the
total work behavior of the group. Self-based Work was the proportion
of a patient's work behavior relative to his/her total participation.
The two work ratios were recalculated utilizing statements that had
scored category 4. These additional ratios were called High-level

Self-based Work and High-level Group~based Work.
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Four research assistants were trained to use the PWORS. The
training sessions lasted approximately four months and irwolved
extensive practice ratings utilizing the audiotapes from a pilot
therapy group previously conducted by the principal investigator. In
addition, the raters, being members of the research unit,
similtanecusly attended related training sessions and discussions with
the investigator concerning the basic concepts and assumptions of
psychodynamic theory. Training was considered camplete when acceptable
inter-rater reliability coefficients had been reached.

The inter-rater reliability of the IWORS was determined by
comparing pairs of independent ratings of twelve sessions. The twelve
sessions were randomly chosen from the eight groups. Care was taken to
ensure that each phase of therapy and every cambination of raters were
represented in the sample. The twelve sessions provided 1572
statements (an average of 131 statements per session) for
categorization. The inter-rater reliability was determined for the
PWORS utilizing its four categories. The four categories were then
collapsed into Jjust two categories: Work (cotegories 3 and 4) and
Norwork (categories 1 and 2).

Two types of inter-rater reliability were determined for the four
categories of the PWORS. The first, percent perfect agreement,
reflects the statement by statement category agreem nt between two
raters for a therapy session. The mean percent perfect agreement
between the four raters for the 12 sessions was 79. The average
percentages of perfect agreement for categories 1 through 4 were: 87,
83, 67 and 66, respectively.
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The second reliability statistic calculated was the kappa
coefficient (Cchen, 1960). The kappa coefficient is recommended for
use with nominal scales and reflects the proportion of category
agreement between two ralas after removing the infiuence of
chance-expected agreement. The mean kappa coefficient for the four
raters over the twelve sessions was .69 (rarge = .62 — .80).

These two types of inter-rater reliability were repeated utilizing
the collapsed Werk versus Norwork differentiation. The mean percent
perfect agreement between the four raters for the twelve sessicns was
89. The average percentages of perfect agreement for Work and Normwork
categories were: 85 and 90. The mean kappa coefficient for the four
raters over the twelve sessions on the Work-Norwork distinction was .75
(.78 for Work and .69 for Normwork).

This data supported the inter-rater reliability of the PWORS. When
four categories were utilized, the majority of the disagreements were
between the two work categories or between the two norwork categories.
Thus, it was rare, that raters disagreed about the work versus nonwork

distinction.

B. Therapist-Rated Process Variables

Following each session, the therapist was asked to provide an
impression (expressed as a percent) of each patient's verbal
contribution (participation) and the percent of each patient's
participation that was considered "work." The therapist was asked to

base his/her ratings of work on the following definition:
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Work is an attempt by the patient to understand a prcblem that
involves the patient, other patients in the group, or the
group as a whole in terms of dynamic factors. Dynamic factors
include wishes, fears, defenses and any affects, behaviors or
cognitions that belorxy to members of the group that are
dynamically related +to the problem. The notion of conflict is
implicit if not explicitly identified. Excluded from this
definition are the mere description of a problem amd
consideration of dynamic or nondynamic factors that belony to
persons or situations external to the group.

3. Outcome Measures

The current trerd in psychotherapy ocutcome research is to include a
wide range of outcome criteria (lambert, Shapiro, & Bergin, 1986;
Waskow & Parloff, 1975). This trend is based on the notion that since
the impact of psychotherapy is miltidimensional, outcame should be
monitored firom a variety of perspectives. A mumber of different areas
were represented in this study's outcome battery. They included
interperscnal functioning, psychiatric symptomatology, self-esteem and
personalized target abjectives. Sources of evaluation included the
patient, the therapist and the independent assessors. Consistent with
current practice (e.g. Green, Gleser, Stone, & Seifert, 1975; Mintz,
Luborsky, & Christoph, 1979), several types of cutcame indices (e.q.
residual change scores, rated benefit scores) were obtained.

Seventeen of the outcome variables were assessed on three
occasions: at the initial interview, at the campletion of therapy, and
at the six-month follow-up interview. Patients in the delayed
treatment condition were assessed an additional time: following the
wait period. Three cutcome measures that assessed overall benefit from

therapy were administered at the posttreatment and follow-up
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interviews.

A. Social Adjustment Scale

The Social Adjustment Scale (SAS; Weissman, Paykel, & Siegel, 1972)
is a semi-structured interview that utilizes 48 items to assess five
areas of functioning and provide seven global ratings. The five areas
assessed are work, social and leisure, extended family, marital (as
spouse, parent, and member of family unit) and economic independence.
The time focus of assessment is two monchs. Reliability data came from
two independent studies. The degree of agreement (within 1 point) for
independent raters was 95 percent. The mean Pearson correlation
coefficient was .83. Validity was supported in two ways. Forty-one of
the items successfully discriminated between a population of forty
psychiatric patients from their normal controls. Items referring to
solely single subjects (e.g. frequency of dating) failed to
discriminate between the groups. The SAS was also shown to be
sensitive to the impact of two months of psychotherapy as improvement
in the predicted direction was measured by the SAS.

A modified version of the SAS was utilized 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. Hence, in
addition to work, social life, and parental family, the SAS, as used in
this study, provided subscores in the areas of spouse, sex, and

parent/child. The implementation of this modification was based on the
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belief that functioning in these three areas could be differentially
affected by therapy. This modification is consistent with previous use
of the scale's predecessor, the Structured and Scaled Interview to
Assess Maladjustment (SSIAM; Gurland, Yorkston, Stone, Frank, & Fliess,
1972). The SSIAM providee for five subscores by providing separate
scores for spouse and sexual life. In their use with the SSIAM, Piper
and his colleagues (1984) modified the scale such that the combined
spouse and parental areas were further divided into two separate
assessment areas.

A second modification was made to the SAS for use in the present
study. To ascertain the progressive impact of the three month wait
pericd and the three month group therapy, the time focus of assessment
was rerjuced to one month.

Previous work by Piper and his colleagues (1984) with the 3SIAM,
suggested a third modification to the SAS. These authors modified the
scoring criteria to include more behavioral and frequency referents
which resulted in improved clarity and reliability (Piper et al., 1982;
1984). In these two separate studies, the average Pearson
product-mament correlation between the ratings of two independent
raters were: r (10) = .87, p <.001; and r (18) = .85, p< .001l. Hence,
these revised scoring criteria were used in the present study with the
relevant items.

Each item of the SAS was scored on an 1ll-point scale ranging from
an absence of problems to extreme distress. The patient's score for
each area was determined by averaging the ratings for that subscale.

An overall score for interpersonal funct.oning was obtained by
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averaging the scores of all six subscales. To determine inter-rater
reliability in the present study, correlations between the two
indeperdent assessors' subscale scores for 15 patients were
calculated. The mean Pearson product-moment correlation for the six
areas of functioning was r (13) = .73, p < .01, witk a range from r =

.50 tor = .87.

B. Target Objectives

A special task force commissioned oy the National Institute of
Mental Health presented a monograph of recomended cutcome measures
(Waskow & Parloff, 1975). Within this monograrh is the recommendation
of including personalized target abjectives in psychotherapy cutcame
research. Several researchers support the recommendation of their
inclusion as an important criterion of treatment efficacy (Lambert,
Shapiro, & Bergin, 1986; Sloane, Staples, Cristeol, Yorkston, & Whipple,
1975).

In the present study, each patient was asked at the beginning of
the initial research interview to specify the problems or goals that
he/she most wanted help with in psychotherapy. Using this list as a
guide, the cutcome assessor ard the patient developed a set (between
three to five) of clearly and concisely stated, nonoverlapping,
personalized target objectives. The severity of the problems
associated with each target objective was rated by the patient and the
independent assessor.

Before beginning therapy, the patient used a 5-point rating scale
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ranging from slight (1) to extreme (5) to assess each target dbjective
with respect to its severity during the past month and the amcunt of
improvement expected by the end of therapy. Using the same scale,
he/she was also asked to rate the importance of each target. During
the interviews conducted after the termination of therapy and at the
six-month follow-up, the patient was asked to use the same scale to
rate the severity and impcrtance of each target objective. Using an
ll-point scale that ranged from extreme worsening (1) to extreme
improvement (11), he/she was also asked to rate the type of change
associated with each target cbjective. This rating has been called a
rated benefits score (Mintz et al., 1979). A patient assigned to the
delayed therapy condition was asked to rate, for each target cbjective,
its severity, importance, expected improvement and the degree of change
that may have occurred during the wait pericd.

At the erd of therapy, the therapist used similar rating scales to
rate the degree of severity and improvement associated with each
patient's target objectives. The therapist did not provide pretherapy
ratings as he/she only met the patients at the first therapy session.
The outcome assessor determined the severity of target objectives by
utilizing the patient's responses to a standard list of questions
concerning the frequency, duration, intensity, pervasiveness, and
disruptiveness of each problem associated with the target objectives.
Patient responses in each dimension were rated on a scale from trivial
(1) to severe (5). Giving special weight to the disruptiveness
dimension, the five dimensions were averaged to produce an overall

severity score (that similarly ranged from trivial (1) to severe (5)).
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The outcame assessor provided severity ratings at each assessment

interview. The outcome assessor did not provide a rated benefits

score, or a change score, as she often could not remember the

pre-therapy severity level after the three or nine month hiatus between
interviews.

Inter-rater reliability for the cutcome assessors severity ratings

on the first target cbjective from 15 patients was r (13) =.73 p < .0l.

C. Impact of Event Scale

The Impact of Event Scale (IES; Horowitz, Wilner, & Alvarez, 1979)
is a 15-item Likert scale which assesses the degree of subjective
distress experienced in reaction to a traumatic event, such as a loss.
It was included to measure the effect of this study's loss-focused
therapy approach. The patient rates each item for the frequency of
experience during the previous week, responding with either 'not at
all," "Yrarely," "sometimes," or "often." The items include behavioral,
affective, and cognitive aspects of distress and were based on clinical
descriptions of recent episodes of distress. The scale has two
subscales (as revealed by cluster analyses): the Intrusion of urwelcome
aspects associated with the traumatic event, and the conscious
Avoidance of other associated aspects of the event. The patient with
multiple losses can complete a separate scale for each event since each
loss is identified at the top of the copy.

The scale's split-half reliability coefficient is .86. The

internal consistency of the Intrusion subscale is .78 while that of the
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Avoidance subscale is .82. Since the correlation between the two
subscales 1is .42, they are believed to reflect associated but not
identical dimensions. The scale's test-retest reliability coefficient
(for 1 week duration) is .89 for Intrusion, .79 for Avoidance and .87
for the total score. With respect to the validity of the IES, it was
highly effective at distinguishing between patient and student
populations (p < .00l). It has also proven itself to be sensitive to
changes made by patients engaged in a treatment aimed at pcst-traumatic
stress disorder (p < .05; mean length of treatment was 11 weeks' . In a
cross-validation study, the IES was sensitive to the stress respcnse
syndrome as evidenced in a non-clinical povulation (Zilberg, Weiss, &

Horowitz, 1982).

D. Interpersonal Deperdency Inventory

The Interpersonal Dependency Inventory (IDI; Hirschfeld, Klerman,
Gough, Barrett, Korchin, & Chodoff, 1977) is a 48-item questionnaire
which measures interpersonal dependency, which is defined by its
authors as the need to associate closely with, interact with, and rely
upon valued other people. The inventory is based on psychoanalytic,
social learning and ethological theories and consists of three scales,
Emoticnal Reliance on Ancther Person (ER), Lack of Social
Self-confidence (SC) and Assertion of Autonomy (Au). The patient is
asked to rate each item on a four-point scale ranging from "not
characteristic of me" to "very characteristic of me." While an overall

score can be cbtained, the authors suggest that a subscore for each of
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the three scales be utilized. The three scales are considered to be
conceptually  independent. This independence has been supported
statistically. For example, the correlation between ER and Au is
-.23. With the goal of reducing the demands of self report measures on
the present study's patients, the SC scale was deileted.

The IDI's predictive validity has been supported by its ability to
discriminate between normal and psychiatric populations with these
results being cross-validated on two additional samples. Its construct
validity has been supported by the finding that ER significantly
correlated with the conceptually related variables of social
desirabiity, anxiety, depression and interpersonal sensitivity. The
moderate strength of these correlations, however, attest to the scale's
conceptual independence fram these variables. With respect to Au, the
correlations were of minimal strength. With respect to its other
psychametric properties, the split-half reliabilities for the relevant

scales are .87 (ER) ard .72 (Au).

E. Interpersonal Behavior Scale

The Interpersonal Behavior Scale (IBS; Piper, Debbane, & Garant,
1977a) is a 30 item questionnaire which measures the present and ideal
levels of interpersocnal functioning. The IBS utilizes two forms which
are identical in content but have different instructions: one form
inquires as to the present level of functioning and the other form
inquires as to the ideal level of functioning. Fach form's items are

divided between the patient's (present or ideal) ability to
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self-disclose, express affect and be sensitive to others. The patient
is asked to rate the extent to which these behaviors are (presently or
ideally) reciprocated by others. All items are rated on a .-point
scale ranging from 'very seldom" to "“very frequently". The present
level of interpersonal functioning 1is dbtained by summing the total
points on the appropriate form. By determining the absolute value of
the difference between the points for each item on both forms and
suming them, a discrepancy score between present and ideal levels of
interpersonal functioning can be cbtained.

Piper et al. (1977a) fournd the test-retest reliabilities for 24
wait list control patients over a three month period to be r = .79 for
the present level of functioning scores and r = .74 for the discrepancy
scores. The IBS has also been found to be a valid measure of
therapeutic change. Two studies have shown that treated group
psychotherapy patients improve their levels of interpersonal
functioning (in terms of discrepancy scores) more so than untreated
wait list control patients (Piper et al., 1977a; Piper, Debbane, &
Garant, 1977b). Ancther study reports sirmificant improvement in group
psychotherapy patieaits! pre to post thurapy IBS discrepancy scores
(Piper et al., 1984). With respect to therapy process, the IBS present
functioning scale has been shown to be significantly correlated with

therapy work levels (as measured by the Hill Interaction Matrix) (Piper
& Ieonoff, 1983).




F. Rosenberg Self-Esteem Scale

The Rosenberg Self-Esteem Scale (Rosenberg, 1979) is a 10-item
Guttman scale which provides a score of global self-attitude.
Theoretically, low self-esteem is believed to distinguish between
pathological mourning (melancholia) and normal mourning (Freud, 1917).
The assessment of self-esteem was considered, therefore, to be
particularly relevant for this study's population of loss patients.
The Rosenberg was chosen due co its ease of administration and
impressive psychametric properties.

The patient respords to each item with either '"strongly agree,”
"agree,'" "disagree," or "strongly disagree." The rating criteria yield
a score from O to 6 with higher scores indicating lower self-esteem.
The Rosenberg's coefficient of reproducibility is 92% and its
coefficient of scalability is 72%. These coefficients meet the
criteria for Guttman scales indicating that the scale has good internal
corsistency, or that the items appropriately assess a unidimensional,
cumilative response pattemrn.

The test-retest reliability (over a two-week period) ranges from
.85 to .88. The scale's oconstruct wvalidity is supported by its
empirical relationship with conceptually relevant variables. Scores on
the Rosenbery were positively related to scores of depression and
anxiety but negatively related to peer sociametric ratings. Its
corvergent validity was supported by its moderate relationship with
other measures of self-esteem (e.g. psychiatric ratings, Self-Image

Questionnaire). In summary, the Rosenbery represents a concise, valid




and reliable measure of self-esteem.

G. Self-report Symptom Inventory - SCL~90.

The Self-report Symptcem Inventory - SCL~90 (Darogatis, 1977;
Derogatis & Cleary, 1977) is a 90 item self-report symptom inventory.
It consists of nine primary symptom classifications: samatization,
cdbsessive-coampulsiveness, interpersonal sensitivity, depressicn,
anxiety, hostility, phobic anxisty, paranoid ideation and psychoticism.
It was included as a comprehensive measure of psychiatric
symptomatology . In addition, the measure has been shown to be a
reliable and valid measure for use with psychiatric outpatient
populations.

The internal reliability coefficients of the nine dimensions
assessed by the SCI~90 have been reported as ranging fram .77 to .90
(Derogatis, Richels & Rock, 1976). This was based on a heterogenocus
group of 565 psychiatric outpatients. With respect to its validity,
the nine dimensions have been shown to reach peak correlations with
analogous scales fram among the clinical scales of the Minnesota
Multiphasic Personality Inventory (MMPI) (Derogatis et al., 1976).
This was based on 209 symptamatic volunteers for therapeutic drug
trials. In addition, the SCI~90 has been shown to be a sensitive
measure of a variety of treatment effects including brief therapy

(Green, Gleser, Stone, & Seifert, 1975).




90

H. Beck Depression Inventory

The Beck Depression Inventory (Beck and Steer, 1987) is a 21-item,
multiple choice questionnaire that measures the severity of depressive
symptomatology. A major strength of this scale is the extensive
available data concerning its psychometric properties, including
normative data. Another strength is that the items reflect the
affective, cognitive, and physiological components of depression. The
Beck is particularly suited for use with cutpatient populations given
its sensitivity to mild ard moderate levels of depression (Golin &
Hartz, 1979). In addition, it has been shown to be sensitive to
psychotherapy treatment effects. Besides having good predictive
validity, the Beck's concurrent validity is supported by its strong
correlation with the Zung Self-Rating Depression Scale (Reynolds &
Gould, 1981) and clinicians! ratings of depression (Beck &
Beamesderfer, 1974). Its construct validi. <= also suggested by the
concordance between its items and six o©f the pine criteria for a
depressive episode presented in the Diagnostic and Statistical Manual
of the American Psychiatric Association (DSM-III). With respect to
reliability data, the split-half correlation coefficient has been
reported to be .86 with an internal alpha of .93 (Beck & Bearmesderfer,
1974).

For reasons of parsimony, the 13~-item version of the Beck was
utilized in the present study. This shorter version has been shown to
be highly correlated with the original scale (r = .93) and has a

similarly strong internal consistency (r =.83; Reynolds & Gould, 1981).
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I. Global Ratings of Outcome

Four measures assessed glcbal ratings of outcome. Lambert,
Shapiro, and Bergin, (1986) advocated the inclusion of glcbhal outcome
ratings, arguing that they have high face validity. The first was a
glcobal rating scale of "Life Satisfaction". The scale ranges from
campletely dissatisfied (1) to comoletely satisfied (7). The scale was
campleted by the patient before and after therapy amd at the six-month
follow-up period.

Three additional outcome measures were abtained at the posttherapy
assessment. The patient and therapist were asked to provide ratings of
the "Overall Usefulness of Therapy." The rating scale ranges from very
little (1) to very much (7). In addition, the patient evaluated his/her
satisfaction with the services received. The "Service Evaluation
Questionnaire" consists of seven items with a 4-point rating scale
reflecting dissatistaction (1) to satisfaction (4) with the quality of
care provided. The mean of the seven items provided one measure of

service evaluation.

X. Procedure

Patients were initially assessed by a staff therapist and a
supervising psychiatrist who referred patients for STG. The staff
therapist explained the procedures and cbtained the patient's informed
consent. The patient was then assessed for psychological mindedness

(PMAP) and classified as highly or marginally suitable. Next, a second
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blind independent assessor administered the outcame battery. The
principal investigator randomly assigned pairs of patients to either
immediate therapy or delayed therapy and to a particular therapist and
group. Delayed therapy patients waited 12 weeks before being
re-assessed with the outcome battery. Therapy lasted 12 weeks. All
therapy sessions were taperecorded for subsequent process analyses.
The therapist provided ratings concerning his/her perception of the
therapy process after each session. Soon after therapy ended the
patient met with the independent assessors who armunistered the PMAP
and outcome battery. Six months after the end of therapy the
independent assessors met with the patient for a final, follow-up
administration of the PMAP and outcome battery. All dropouts were
requested to participate in a final interview with the independent
assessors who admininstered the outcome battery and investigated the

patient's reasons for leaving therapy.
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Results

The results 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, and additional anaiyses.
Results presented in the first and second sections primarily involve
frequency data. These data were subjected to chi-square tests of
indeperdence and, where appropriate, t-tests. Results presented in the
third and fourth sections involved several statistical techniques. The
pretest-posttest, control group design (Campbell & Stanley, 1963)
involved a repeated measwrement of outcome variables. Changes
occurring over the pretest to posttest period (prescore-postscore data)
were analyzed by means of multivariate and univariate statistical
procedures. Several of the procedures were implemented to adjust for
the comon occurrence of significant 1linear relationships between
prescores and postscores. A description of each of these statistical
procedures preceeds the sections concerning findings resulting fiom
their implementation.

When required, multiple comparison tests were conducted between
individual cell means using the Scheffé methed which utilizes the F
statistic. The level of significance chosen was .05. Marginal
siynificance was defined as an alpha level bbetween .05 and .10.
Two-tailed tests of significance were chosen for all correlation
coeffi~ients and t-tests. The analyses were conducted using computer

! software packages frem SAS (SAS Institute, 1985) and SPSS¥ (SPSs

Incorporated, 1988).
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I, Patient Samples Available for Analyses

A total of 79 patients participated in the study providing, at
minimum, initial assessment data. There were 33 patients ranc muy
assigned to the immediate treatment condition and 33 patients randomly
assigrnied to the control condition. Of the 33 patients within each
condition, 19 had scored high and 14 had scored low on psychological
mindedness (PM). After the initial cordition assigmment, another 13
patients were added to the control condition. Five of these additional
patients (3 highly suitable and 2 margirally suitable) replaced
patients who had dropped out early in the delay period. The decision
to use these patients as replacements was based on the fact that their
M score, gender and age were camparable. The other eight additional
patients (3 highly suitable and 5 marginally 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 to receive treatment after the delay period. They were
accepted into the study to ensure that a sufficient rumber of patients
were avaiiable for the control patients' therapy groups.

A nurber of patients dropped out at different times throughout the
study. The attrition figures are presented in Table 4. In terms of
attrition according to condition assigrment, the rates are quite
similar. The immediate treatment condition suffered 15 dropouts: five
failed to attend one session (decliners), eight dropped out after

attending 1less than half the sessions (early dropouts) and two

terminated prematurely after attending more than half the sessions
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(late dropouts). The control condition suffered 20 dropouts (i.e.
during the delay period). The dropout rate for the immediate 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
hetween the two conditions. The result of the chi-square was
nonsignificant, indicating that attrition was not related to condition
assigmment.

Fifty-four patients began the immediate or delayed treatment phases
of the study, attending at least one of the twelve group therapy
sessions. From this set of patients, there were 15 dropouts, ten early
and five late. Thus, the overall dropout rate during the treatwrent
phases was 27.8 percent. While 62 percent of the marginal PM patients
dropped out, only 6 percent of the high ™M patients dropped cut. Table
5 summarizes the attrition rates during the treatment phases according
to the patients' level of psychological mindedness. Of the 15
dropouts, two patients were highly psychological minded while 12 were
in the marginal range. The result of a chi-square analysis on these
frequency counts wes highly significant, ;(2(1) = 17.46, p<.001. The
proportion of explained varsiance attributable to PM was calculated
(Hudson, Thyer, & Stocks, 1985). The proportion was found to be .32
indicating a strong association between level of psychological
mindedness and attrition from therapy.

The relationship between psychological mindedness and dropping out
was an informative although disruptive finding. The implications of

this finding will be presented in the Discussion section. It is
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Table 5

Psychological Mindedness and
Attrition During Treatment FPhase

] Ierel of | Number Who | Number who |
| Psychologica. Mindedness| Remained | Dropped out|
| | | |
| HIGH | 31 | 2 |
| | ] i
l | | I
| MARGINAL | 8 ; 13 |
1 I | l

important at this point, however, to discuss the disruptive
implications that this association had for the analyses of the data.
Only three of the marginally suitable patients in the immediate
treatment condition actually campleted treatment. Hence, the number of
patients available to test the interaction effects of treatment and
suitability was remarkably reduced. It was decided that the two
patients who had attended the majority of their sessions before
prematurely terminating (the late dropouts) would be included as
"treated." Cne patient had dropped out after session eight and the
other had dropped out after the tenth session. This decision increased
the number of marginally suitable patients in the immediate treatment
cordition to €five. The few mumber of treated marginally suitable
patients barely permitted testing for the main effect of PM ard the
interaction effect of the study's two primary independent variables. A
potential third independent 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-empted given the small number of patients per cell. While
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the three-way interaction between suitability, therapist, and group
could have been investigated, the results would have been misleading.
The immediately Freated and control patients could not be combined for
this analysis since the wait list patients had yet to experience the
group and its therapist. Investigating this three-way interaction
using the data from the immediately treated patients was again
prevented by the few treated marginal PM patients. Hence, the data
analyses focused on the effects of the two vprimary independent
variables, treatment and suitability.

Forty-eight patients contributed data for comparing the outcomes of
the immediate treatment versus control conditions. The immediate
treatment patients were included in these analyses if they had attended
over half the therapy sessions, and provided pre and posttreatment
data. The mean number of sessions attended by the immediately treated
patients was 11 with a standard deviation of 2.7. Twenty immediately
treated patients provided data for these analyses (15 high ™M, 5
marginal ). Control patients were included in the data analyses if
they provided prewait and postwait data. Inclusion did not require
their continuation into the treatment phase of the study. Twenty-eight
control patients provided data for these analyses (16 high ™M, 12
marginal PM). Four cases had incomplete data due to the patients'
failure to return for the postwait interview, or to camplete their
questionnaire packet.

Seventeen control patients proceeded from the wait list through the
treatment phase of the study (13 hich PM, 4 marginal BM), providing

data for the "own control" or the "within group" comparison of
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treatment effects. (One marginal PM patient who proceeded from the
wait list to the treatment phase dropped out early in therapy. Hence,
his posttreatment data was inappropriate for these analyses.) In terms
of follow-up data, of the 39 patients who campleted treatment, 36 (92%)
returned for the follow-up assessment (29 high PM, 7 marginal PM).
Irvestigations of the relationships between process and outcome
were based on the data provided by 43 treated patients (31 high PM, 12
marginal ). One of the treated patients (a late dropout) failed to
provide posttreatment data. The data from the early sessions of the
early dropouts were deleted since they were based on only a small
sampling of behavior. Furthermore, any relationships that might have
been fourd between their process and outcome data would have been
confounded by the fact that they dropped out before being treated.
Investigations of relationships between psychological mindedness and

therapy process involved the data from the 43 treated patients.

IT. Pretest Score Analyses

Statistical analyses were conducted to verify that immediately
treated patients were camparable to control patients, and that high M
patients were camparable to marginal PM patients with respect to
possible confounding variables. The variables included demographic
characteristics, pretest oultcome levels, medications used, and factors
relating to their person loss(es).

The demographic variables were age, sex, marital status, level of

education ard employment status. Chi-square analyses and where
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appropriate, t-tests, indicated no significant differences between the
immediate treatment and control conditions or between the high PM and
marginal PM patients on these 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 all cutcome variables. No significant
differences were found. This indicated that patients in the different
conditions were initially comparable on the outcome variables.

In order to ascertain whether the use of medication was confounding
the impact of the indeperdent variables, chi-square analyses were
conducted on the use of medications among the wait list (43%) versus
immediately treated patients (45%) and among the highly (48%) versus
marginally suitable patients (35%). The medications were almost
entirely antidepressants. A separate two (high versus marginal ™
patients) by two (wait list versus delayed treatment phase) chi-square
analysis was conducted for medication use amorng the 17 control patients
who entered treatment following the delay period. The 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 treatment condition or level of suitability
indicating that subsequent findings of a significant treatment effect
for STG would not be confounded by the differential use of medication.

Whether or not patients differed significantly on aspects
assoclated with the loss(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 losses, the
incidence of the death of a parent as opposed to another person, the
length of time since the loss, and the age of the patient at which
he/she experienced the loss. None of the (chi~square or t-test)
analyses indicated a significant difference between the immediately
treated versus control patierits or between the high versus marginal PM
patients with respect to these aspects of the loss(es).

In summary, vresults of the the pre-group analyses confirmed that
patients in each treatment condition and at both levels of suitability

were carparable with respect to demographic variables and other
possible confounding variables.

ITIT. Tests of Major Hypotheses

Hypotheses 1, 2, and 3 concern the indeperdent and additive effects
of the treatment variable (STG) and the suitability variable
(Psychological Mindedness; PM) on the dependent variables (outcome
indices). Since these hypotheses were initially addressed by the same

series of analyses, they will be presented in the same section.

Hypotheses 1, 2 and 3.

The first hypothesis predicted a main effect for STG and the second
hypothesis predicted a main effect for PM. Hypothesis 3 predicted that
there would be an additive effect between treatment and suitability.
The consequence of this additive effect would result in the treated

high PM patients achieving the best cutcome, the untreated marginal PM
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patients achieving the worst ocutcome, and patients in the remaining two
groups (i.e. the treated marginal PM patients and the untreated high PM
patients) achieving ocutcomes in between.

Tc test these hypotheses, an initial two factor (treatment,
suitability) MANOVA was conducted on the outcome variables. The MANOVA
was conducted instead of a MANOOVA since the latter technique was not
feasible. The MANCOVA program demands that the same covariate or set
of covariates be used for all dependent variables. Since the covariate
was each dependent variable's coinciding prescore, a procedure was
needed that would allow more flexibility. Utilizing the MANGVA
procedure with residual gain scores offered this flexibility while
correcting for the influence of the correlation between the prescores
and postscores on the raw postscores. Hence, the outcome data were
converted to residual gain scores (RGS). RGS equals the Z~score of the
postscore minus the product of the Z-score of the prescore times the
correlation lbetween the prescores and postscores [i.e. RGS =
Z-postscore  minus (Z-prescore multiplied by r 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 treatment corndition and both
before and after the wait list period for the patients in the delayed
treatment condition. Variables that assessed overall benefit from
therapy (e.g. patient-rated Overall Usefulness of Therapy) were not
appropriate for inclusion since they were only relevant for patients in

the immediate treatment condition. Four of this set of ocutcome
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variables were further deleted from the MANOVA due to the relatively
small n's for these variables. (The MANOVA procedure demands that all
included patients provide complete data on all variables. A patient
who has not provided complete data is automatically deleted from the
analysis.) Three variables chosen for deletion were those that were
nonapplicable to many patients (i.e. the Work, Partner, and Children
subscales of the Modified Social Adjustment Scale). Due to occasional
incomplete 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 SCIL~90 was the most often incomplete or
erroneously completed questiomnaire. It also was deleted from the
MANOVA. This left the ratio of patients to variables at 37:13, which
approaches the ratio of 3:1.

The MANOVA vielded a significant main effect for treatment,

F(13,21) = 2.8, p<.02. The main effect for suitability was
nonsignificant, F(13,21) = 1.8, p<.ll, and the interaction effect
approached significance, F(13,21) = 1.9, p<.10). The results of the

MANOVA indicated that significant firdings of a treatment effect and an
interaction effect from subsequent univariate analyses would not be
merely a statistical artefact. To determine which outcome variables
were evidencing significant effects, a two (immediate versus delayed
treatment) by two (high versus marginal suitability) analysis of
covariance (ANOOVA) was conducted for each of the 17 cutcome variables
that involved pre and postscores. The ANCOVA removes any possible
confounding effects resulting from the relationship between pre and

post outcome scores. In each case the dependent variable was the
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postscore and the covariate was the prescore. Each ANCOVA could
provide evidence of a main effect for treatment, a main effect for
suitability, and an interaction effect. Given that the MANOVA failed
to reveal a main effect for suitability, only results concerning main
effects for treatment and interaction effects were interpreted from the
series of ANCOVA's. Interaction effects were given priority in
relation to treatment main effects. Table 6 presents a surmary of
these analyses. (The ANCOVA tabkles are reproduced in Appendix O).

Eight significant and one near significant main effects for
treatment (in the absence of significant interaction effects) were
found. The variables included: the Family of Origin, F(1,38) = 4.91,
p<.05, Partner, F(1,9) = 3.43, p<.10, and Sexual, F(1,39) = 10.11,
p<.0l1, subscales of the Modified Social Adjustment Scale (SAS-M), the
Target Severity as rated by the independent assessor (TSIA), F(1,39) =
9.95, p<.01, the Avoidance subscale of the Impact of Events Scale
(IES-A), F(1,39) = 6.74, p<.05, the Autoncmy subscale of the

Interpersonal Dependency Inventory (IDI-Au), F(1,38) = 4.74, p<.05, the

Beck Depression Inventory (Beck), F(1,39) 10.32, p<.01, the Rosenberg

Self-esteem Scale (Rosenbery), F(1,36) = 16.89, p<.001, and the Life
Satisfaction Scale (Life sat), F(1,36) = 9.85, p<.0l. In each case, a
camparison of the adjusted postscore means for the two groups indicated
a more 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 ANCOVA's. These variables were the

Social subscale of the SAS-M, F(1,39) = 7.086, p<.05, the Interpersonal




Table 6

F-Ratios From Two by Two Analyses of Covariance (ANOOVA)

Outcome Variables

Indicating Main and Interaction Effects

of Treatment and Suitability

Modified Social Adjustment Scale

Work 37
Social 44
Family of Origin 43
Partner 14
Children 31
Sexual 44
Target Severity
Irdependently rated 44
Patient-rated 44
Impact of Events Scale
Intrusion 44
Avoidance 44
Interperscnal Behavior Scale
Present Functioning 44
Interpersonzl Dependency Inventory
Emotional Reliance 43
Autonomy 43
SCI~90 Total Score 38
Beck Depression Irnventory 44

Rosenbery Self-Esteem Scale 41

Life Satisfaction Scale 41

Note: PM -

K -
ARK -

Psychological Mindedness

p<.10
p< .05
p < .01
p < .001

n

Treatment

Effect

0.23
3.318
4.91%
3.43%
0.42

10.11%%

9.95%*
2.31

1.73
6.74*%

5.13%

0.17

4.74%
10.40%*
10.32%*

16.89%**

9,85%*

j3uS
Effect

0.67
0.14
0.14
0.03
0.00
2.38

3.272
0.16

1.38
3.572

2.22
0.52

0.05
1.02
4,.89%

3.452

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

3.572

1.21
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Behavior Scale - Present Functioning (IBSP), F(1,39) = 5.72, p<.05, and
the SCI~90 Total Score (SCL~90), F(1,33) = 5.02, p<.05. Multiple
comparison tests (Scheffé) among the four cells of the design indicated
that for all three variables, the marginal PM patients in the
immediately treated condition had a more favourable outcome than
marginal PM patients in the control condition: Social, F(3,39) = 2.54,
p<.10; IBSP, F(3,39) = 2.63, p<.1l0; SC1~90, F(3,33) = 3.47, p<.05.. No
other significant differences existed.

Hypothesis 1 - Supplementary Analyses. The series of ANCOVA's

indicated that the immediately treated patients were reporting more
improvement on outcome measures compared to patients in the control
condition. In order to determine whether the improvements evidenced by
the immediately treated patients actually represented significant
treatment benefits (i.e. significant improvement over the pretreatment
to posttreatment period) a series of correlated t-tests were next
conducted. Table 7 presents the mean and standard deviation for each
of the relevant outcome variable's prescores and postscores. The
t-value associated with the change from the prescores to postscores is
also presented. For those variables that evidenced more improvement
compared to the control condition (main effect for treatment revealed
in the ANOOVA's), the following also evidenced a significant treatment
effect (i.e. significant pre to posttreatment change): the three
subscales (Family of Origin, Partner, arnd Sexual) of the SAS-M, TSIA,
IES-A, the Beck, and Life Sat. Hence, the improvements on outcome
variables for the immediately treated patients represented a

significant treatment effect which was also greater than the




Table 7

Mean and t-Value of
Prescore to Postscore Change on Relevant Qutcome Variables
for Patients in the Immediate Treatment Condition

Prescore Postscore

Outcome Variables M SD M sh n 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%%%
IES-A 16.5 8.2 9.0 7.5 20 ~3.40%%*
IDI-Aau” 2.0 0.4 2.0 0.4 20 1.07
Beck 11.2 8.0 5.4 4.4 20 -4 ,20%%*%
Rosenberg 3.4 1.4 2.4 1.9 19 -1.912
Life Sat* 3.6 1.7 4.7 1.3 20 3.,29%%

Note: ~ Lower scores reflect more disturbance on these measures

a-p«<.1l0
* - p < .05
*% - p < ,01

#%k -~ p < ,001

SAS-M=Modified Social Adjustment Scale; TSIA=Independently-Rated Target
Severity; IES-A=Avoidance subscale of Impact of Event Scale, IDI-Au =
Autonomy subscale of Interpersonal Dependency Inventory, Beck=Beck
Depression Inventory, Rosenberg=Rosenberg Self-esteem Scale, Life
Sat=Life Satisfaction Scale.
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improvements reported by patients in the wait list control condition.

It was possible, however, that the control group had also
experienced significant improvements over the wait period but that
their improvements were smaller than those of the immediately treated
patients. To explore this possibility, a second series of correlated
t-tests were conducted on the same variables for the control group
patients. Table 8 presents the mean and standard deviation for each
outcome variable's prescores and postscores, and the t-value associated
with the change over the wait period. The results indicated that for
the control patients, only the Beck and TSIA showed significant
improvement while the Rosenberg showed significant worsening. Hence,
the control patients evidenced few significant improvements over the
wait period.

Macnitude of Effect. It has been asserted that statistical

significance confounds the magnitude of the effect produced by the
treatment with the size of the sample, and cother technical features of
the experiment that are independent of the treatment ¢ffect (Smith,
Glass & Miller, 1980). To control for these confounding influences,
Smith et al. (1980) proposed the calculation of a treatment effect
size. They defined the effect size (ES) as the meun difference between
the treated and control subjects' scores divided by the standard
deviation of the control group. The ES represents, therefore, *he
difference in standard deviation units between the means of the treated
and control groups. By converting the standard deviation units into
area percentage of the normal curve, the ES permits a comparison

between the average treated patient and the control group on each




Mean and t~Value of

Table 8

Prescore to Postscore Change on Relevant Outcome Variables

for Patients in the Control Condition

Prescore
Cutcome Variables M Sb
SAS-M
Family of Origin 4.4 1.2
Partner 5.3 2.1
Sexual 6.2 4.5
TS1A 4.2 0.5
IES-A 13,2 7.3
IDI-Au 1.8 0.4
Beck 12,1 7.6
Rosenberg 3.0 2.1
Life sat 3.0 1.5

Note: a -~ p < -10
* - p< .05

% - p< .01

*%k - p < ,001

Postscore

M SD
4.3 1.6
5.5 2.7
6.9 4.1
3.7 1.2
13.2 9.4
1.8 0.4
9.7 6.5
3.7 2.0
3.4 l.4

24
07
25
24
24
23
24
22

21

Iet

-0.22
0.41
1.23

-2.74%

-0.01

-0.94

=2.91%*
4 .95%%%

1009

SAS-M=Modified Social Adjustment Scale; TSIA=Independently-Rated Target
Severity; IES-A=Avoidance subscale of Impact of Event Scale, IDI~Au =

Autonomy subscale of Interpersonal Deperndency Inventory,

Beck=Back

Depression Inventory, Rosenberg=Rosenberg 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 treatwent 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 normal curve provides the upper bound to 84% of the area).

Utilizing the adjusted postscore means, the treatment effect size
was calculated for each outcame variable in the present study (ES =
adjusted postscore mean of the treated group minus the adjusted
postscore mean of the control group, divided by the square root of the
adjusted mean square error). In addition, the aggregated effect size
for SIG was computed by averaging the effect size for all outcome
variables. Finally, the percentage of area of the normul curve that
correspended with the effect size was also determined. As presented in
Table 9, the effect size was above .70 for 11 of the 17 cutcome
variables. These variables consisted of the Family, Partner, and
Sexual subscales of the SAS-M, the TSIA, the IES-A, the IBSP, the
IDI-Au, the SCI~90, the Beck, the Rosenberg, ard the Life Sat. 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 terms 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 terms of being emotionally reliant.
The aggregated effect size was .79, indicating that, overall, the
average treated patient was better off than 78 percent of the control

patients.

Clinical Significance. The pre to post improvements evidenced by




Table 9

Specific and Aguregated Effect Size

and Correspording Area Percentage of Normal Curve

for Treated Versus Control Patients

Outcame 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
TSIA 1.10 86.4
TSPT .51 69.5
TIES-T .45 67.4
TES-A .88 8l.1
IBSP .78 78.2
IDI-ER .14 55.6
IDI-Au <75 77.3
SCL~-90 1.21 88.7
Beck 1.12 86.9
Rosenbery 1.50 93.3
Life Sat l.16 87.7
Aggregated Effect Size .79 78.5

SAS-M=Modified Social Adjustment Scale; TSIA=Independently-Rated Target
Severity:; TSPI=Patient-Rated Target Severity, IES~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=Emoticnal Reliance subscale of Interpersonal Dependency

Inventory,
Inventory,
Inventory,
Satisfaction

IDI-Au=Autoncmy  subscale of Interpersonal Dependency
SCL~90=Total Score of SCI1~90, Beck=Beck Depression

Rosenberg=Rosenbery Self-esteem Scale, Life Sat=Life
Scale.
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the immediately treated patients were next considered from the point of
view of clinical significance. Clinical significance refers to the
meaningfulness of the treatment effect in terms of substantially
improving the patient's quality of life, or rendering him/her within
the normal range of functioning. In terms of the scales' anchor
points, scores on the Family and Partner subscales of the SAS-M had
decreased from the "somewhat" disturked range to the "slightly"
disturbed range. Sexual (SAS-M) disturbance had diminished from
"moderate" to "somewhat'. Similarly, TSIA had improved from the
"considerable" severity range to between the "minor" and "moderate"
severity range. With respect to IES-A, the immediately treated
pat.ents were reporting that their oonscious avoidance of themes
associated with the loss(es) had also decreased. The average item
frequency ratings had improved from between the "rarely" and
"sometimes" range to between the 'not-at-all" and ‘'rarely" range.
According to the Beck scores, patients' level of depression had been
reduced from ‘"moderate" to "mild." Globally, on the Life Sat patients
were endorsing digits on the "more satisfied" end of the scale than the
pretreatment endorsements of digits on the "more dissatisfied" end of
the scale. The change in the average anchor point endorsements
suggested that the immediately 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 the «clinical significance of treatment

effects. The first method irmvolves calculating a cut-off point at
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which a patient is equally likely to be a member of either the
functional or dysfunctional distributions. It is a point between the
means of these two populations. The formula for calculating the
cut-off point has in the mumerator the standard deviation of the
normative 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 denominator is the sum of the two

standard deviations. The formula is, therefore, (S, M) + (5S¢
My / Sg *+ Sg. A postscore that swrpasses this cut-off point
meets the cut-off criterion of clinical significance.

As a secord method a t-test can be conducted between the postscores
of the immediately treated patients and the scores of the normative
group. In this case a nonsignificant t-test indicates clinical

significance.

When norms are not available, a third method for determining

clinical significance can be utilized. The third criterion demards

that the treated patients' postscores 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 be greater than two standard deviation units in
order to meet this stringent criterion of clinically significant
charge.

Clinical significance was calculated for each cutcome variable for

'ﬁ the immediately treated patients. When norms were available, the
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appropriate cut-off point was determined and then campared with the
mean postscore. In addition to the cut—off criterion, the t-test
criterion was also utilized. Normative data were available for the IES
(Zilbery, Weiss, & Horowitz, 1982), the IDI (Hirschfeld et al., 1977),
the SCI~90 (Derogatis et al., 1977), the Beck (Beck & Steer, 1987), ard
the Rosenberg (Kernaleguen & Conrad, 1980). When normative data were
unavailable, the two standard deviation criterion was implemented.

For those measures for which norms were available, the results
indicated (Table 10) that changes evidenced cn the IES-A and the IDI-Au
reflected clinically significant improvement. The t-tests conducted on
these two measures supported the finding that hy the end of treatment,
the treated patients were not significantly different from the
normative group. In addition, a t-test conducted for the IES-I
indicated that while the mean postscore did not surpass the cut-off
point, the immediately treated group was not significantly different
from the normative group by the end of treatment. On the IDI-ER, the
SCL~90, the Beck and the Rosenbergy, t*he treated patients remained
significantly more disturbed than the normative qroup.

It was possible that the lack of clinically significant changes on
these latter measures was due to the prescores being already within the
normative range. However, for the IDI-ER, the mean prescore for this
sample (47.16) was comparative to the mean score of two samples of
mixed psychiatric patients (48.7 and 43.3) reported by Hirschfeld et
al. (1977). With respect to the SCI~90, scores of this study's sample
(1.44) exceeded scores reported by Derogatis et al. (1977) for

psychiatric outpatients (1.26). On the Beck, the mean prescore (18.17)
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Table 10

Clinical Significance of Treatment Effects
Utilizing Normative Comparisons

Dysfunctiocnal Group Treated Group t-Value
Outcame (Prescores) Normative Group Cutoff (Postscores) Treated Vs.
Variables M SD n M SD n Point M SD Normative
IES-1 16.2 8.4 20 5.8 5.6 29 9.98 10.2 8.9 1.9
IES~-A 16.5 8.2 20 4.9 7.3 29 10.37 9.0 7.5 1.9
IDI-ER# 47.16 9.5 20 39.6 9.4 121 43.35 44.82 9.18 2.35%
IDT-Au# 27.44 5.3 20 26.4 6.1 57 26.96 28.56 5.04 1.55
SCIL~90# 1.44 .78 19 .3 .3 974 .67 .78 .55 3.62%%*
Beck# 18.17 8.72 20 4.7 3.1 143 7.30 8.72 7.09 2.5%
Rosenberg 3.37 2.37 19 1.1 1.3 50 2.20 2.4 1.9 2.8%*

Note: a -~ p < .10; * -p < .05 +#*% -p< .01; *** -p < ,001
# Scores have been corwverted to conform with scoring procedures utilized in compiling normative data

IES-I=Intrusion subscale of Impact of Event Scale, IES-A=Avoidance subscale of Impact of Event Scale,
IDI-ER=Emotional Reliance subscale of Interpersonal Dependency Inventory, IDI-Au=Autoncamy subscale of
Interpersonal Dependency Inventory, SCL~90=Total Score of SCL~90, Beck=Beck Depression Irnventory,
Rosenberg=Rosenberg Self-esteem Scale
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was consistent with that of patients who had received a diagnosis of
dysthymic disorder (17.5) (Beck & Steer, 1987). Finally, on the
Rosenbery, this study's sample (3.37) had more problems of self-esteem
than bereaved women who had sought psychotherapy (1.14) (Tieberman &
Videka~Sherman, 1986). It should be noted the patients in this study
were also comparable to two samples of psychiatric 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 Avoidance) (Zilbery,
Weiss, & Horowitz, 1982). In sumary, the patients in this sample
represented a clinical population on these measures. The failure of
the treatment to render the immediately treated patients within the
normative range was not a statistical artefact.

For those measuves for which normative data were not available, the
results indicated (Table 11) that only improvements on the TSIA and
TSPT exceeded one standard deviation unit, approaching clinical
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 standard deviation criterion of change.

To sumarize, the results of the statistical analyses strongly
supported hypothesis 1. A significant main effect for treatment was
revealed by the MANOVA. The series of univariate analyses (ANCOVA)
revealed that eight of the set of 17 cutcome variables evidenced a
significant main effect for treatment, and a ninth variable approached

significance. Hence, the immediately treated patients were evidencing
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Table 11
Clinical Siognificance of Treatment Effects
Utilizing the Two Standard Deviation Criterion
Since Norms were Unavailable
Prescore Postscore
Outcome Variables n M sD M SD Units
SAS-M
Work 16 4.8 1.9 3.7 .56
Social 18 4.9 2.2 4.2 .33
Family of Origin 19 4.5 1.7 3.6 .53
Partner 07 4.9 1.7 3.7 .67
Children 13 3.5 1.4 3.2 22
Sexual 19 6.7 4.3 4.4 .54
TSIA 20 3.9 0.8 2.5 1.9
TSET 20 4.0 0.7 2.9 1.42
IBSP 20 126.4 18.2 130.6 -.23
Life Sat 20 3.0 1.7 4.7 -.69

Note: 2 approached clinical significance

SAS-I"&Modified Social Adjustment Scale; TSIA=Independently-Rated Target
Severity; TSPI=Patient-Rated Target Severity, IBSP=Present Functioning

subscore of Interpersonal Behavior Scale, Life Sat=Life Satisfaction
Scale.
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greater pre to post improvements than were the control patients. 1In
addition to evidencing better outcomes relative to the control
patients, a series of correlated t-tests revealed that the immediately
treated patients were evidencing significant pre to posttherapy changes
on seven of these nine 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 improvement on
only one variable, the Beck, while evidencing significant pre to post
deterioration on the Rosenberyg. The overall effect size of STG was
.79. While statistical analyses of the pre to posttreatment
improvements of the immediately treated patients confirmed their
significance, the «clinical significance of these changes was
substantiated quantitatively for only the IES-I, IES-A, IDI-Au, TSIA
and TSPT.

Delayved Treatment Phase Versus Wait list Phase. The outcome of the

delayed patients after the treatment phase relative to improvements
after the wait period was also investigated. This investigation
involved conducting a series of correlated t-tests on two sets of
residual gain scores for the 17 outcome variables that were assessed
before and after the delay period and after treatment. The first set
of residual gain scores represented the changes that had occurred over
the wait period (i.e. prewait to postwait). The second set represented
the changes that had occurred over the <treatment phase (i.e.
postwait/pretreatment to posttreatment). The data for these analyses
were provided by the 17 patients who had proceeded from the wait list
to the end of the treatment phase.




Table 12

Mean and t-Value from
Correlated t-tests on Outcome
at Three Temporal Stages
for Delayed Treatment Patients

Timel Time2 Time3 Cthange

Outcome n M M M t-wait t-treatment t-resicdual
SAS-M

Work 13 4.6 4.5 3.4 .16 1.70 1.74

Social 17 6.5 5.1 5.2 3,10%% - .24 -1.762

Family 16 4.7 4.6 3.9 .63 1.61 1.19

Partner 03 6.4 7.0 3.6 =3,212 2.88 3.44%8

Children 12 4.2 4.7 3.8 =-1.05 2.22 2.81%

Sexual 17 7.2 7.6 6.7 = .55 .87 .94
TSIA 16 4.2 3.7 2.7 1.902 3.11%% 1.54
TSPT 17 4.0 3.4 2.8 2.062 2.99%% .94
IES=-1 17 17.6 15.3 14.9 1.37 -.18 - .4
IES-A 17  13.3 12.8 12. .42 .16 - .01
IBSPA 17 119.1 115.6 120.6 1.03 -1.852 -1.61
IDI-ER 17 2.5 2.5 2.5 =~0.08 .45 .37
IDT-AuA 17 1.9 1.8 1.7 1.34 1.12 .45
SCL~90 14 125.9 113.2 94.9 .75 1.44 .48
Beck 17 13.6 10.6 8.2 2.92% 2.12% .11
Rosenbery 17 3.5 4.1 2.5 —4.40%%% 3.86%% 4.71kk*
Life Sat~ 16 2.6 3.0 4.4 -.98 —4,T4kkk =D Opk%

Note: ~ Lower scores reflect more disturbance
a-p<.10, * ~p < .05, *k -p < .01, ** - p < ,001
Timel - prewait, Time2 - postwait/pretreatment, Time3 - posttreatment

SAS-M=Modified Social Adjustment Scale; TSIA=Independently-Rated Target
Severity; TSPI=Patient-Rated Target Severity, IES-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 Reliance subscale of Interpersonal Dependency
Inventory, IDI-Au=Autoncmy subscale of Interpersonal Dependency

1 Inventory, SCI~90=Total Score of SCL~90, Beck=Beck Depression
Inventory, Rosenberg=Rosenberg Self-esteem Scale, lLife Sat=Life
Satisfac:cion Scale.
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Table 12 presents the mean for each cutcame score at each of the
three aforementioned assessment periods. Three types of t-values are
also presented: the t-value associated with changes evidenced over the
delay period (t-wait), over the treatment period (t-treatment) and over
the treatment phase relative to over the wait period (t-residual). The

results indicated three significant ard one near significant treatment

effects. The variables consisted of the Partner, t(1l) = 3.44, p<.l0,
and ¢hildren, t(10) = 2.8l1, p<.05, subscales of the Sas-M, the
Rosenberg, t(15) = 4.71, p<.00l, and Life Sat, t(14) = -2.96, p<.Ol.

For 12 of the variables, the change was in the predicted direction.
The Social subscale of the SAS-M evidenced a deterioration after
treatment, t(15) = =-1.76, p<.10. Tt should be noted, however, that
this was one of the variables which evidenced significant improvement
over the wait period, £(15) = 3.10, p<.0l.

In sumary, the results of the "own control" comparison of cutcome,
indicated that patients who proceeded from the wait list through the
treatment phase evidenced contimial improvement on 16 of the 17 outcome
variables, Three variables evidenced significant benefits after
treatment relative to changes occurring over the wait period. These
results represented same support for a treatment effect.

Hypothesis 2 -~ Supplementary Analyses. The findings did not

support hypothesis 2. While the suitability variable, psychological
mindedness significantly predicted attrition from therapy, it was not
related to outcome. The results of the MANOVA failed to find a main
effect for PM.

To investigate the stremgth of the association between the other
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patient predictor wvariable, Interpretation Comprehension (IC), and
outcaome, partial correlation coefficients were calculated for the two
sets of variables. This statistical procedure controls for the effect
of the relationship between the outcome variables' pre and postscores
by partialling out the effect of the prescore for both the IC ratings
and the outcome postscores before correlating the two sets of
variables, Data for this analysis were provided by the 43 treated
patients. The calculations involved the three IC variables from the
first scenario of the PMAP and the entire set of outcome variables. As
described in the Method section, the IC variables assessed the
patients' ability to understand the actor-therapist on the PMAP
videotape when he interpretated the actress-patient's problem. They
consisted of Number of Dynamics, Speed of Dynamics, and Speed of
Transference. The outcame variables consisted of the previously
described set of 17 outcome variables that were assessed pre and
posttreatment plus four variables that were only adninistered
posttreatment. These additiocnal four variables assessed the patient's
overall benefit from treatment. They were appropriate for inclusion
since this analysis addressed data from all treated patients. These
latter variables included the Overall Usefulness of Therapy as rated
both by the patient (OUP), and by the therapist (OUT), the
patient-rated Charge in Target Severity (TSPC), and the patient-rated
Service Evaluation Questionnaire (Serv Eval). DPearson, rather than
partial, correlation coefficients were calculated 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 Camprehension Variables
Number of Speed of Speed of
Outcome Variables n Dynamics Dynamics Transference

SAS-M

Work 35 -.13 -.14 -.10

Social 42 -.07 -.08 -,17

Family of Origin 40 -.16 -.21 .05

Partner 14 -.35 ~.44 -.55

Children 29 01 -.07 .07

Sexqual 42 -.01 .02 .08
TSIA 42 .05 .04 -.04
TSPT 40 -.04 -.05 -.07
IES-I 41 -.10 -.10 .05
TES-A 41 -.262 -.21 -.22
IBSP 42 17 .15 .23
IDI-ER 42 -.01 .04 .00
IDI-Au 42 -.07 -.13 .01
SCI~90 41 -.17 -.14 -.03
Beck 42 -.272 -.24 -.16
Rosenberg 35 .08 .07 -.22
Life Sat 41 -.05 -.05 .26
oUp 41 L46%% .10 . 51%%
ouT 43 J40%* .13 «43%%
Serv Eval 39 .38% -.14 <40%*
TSEPC 41 .17 13 .20

Note: a —p< .10, * = p < .05, # = p < .01, ** - p < ,001
SAS-M=Modified Social Adjustment Scale; TSIA=Independeiitly-Rated Target
Severity; TSPI=Patient-Rated Target Severity, IES-I=Intrusion subscale
of Impact of Event Scale, IES-A=Avoidance subscale of Impact of Event
Scale, IBSP=Present Functioning subscore of Interperscnal Behavior
Scale, IDI-ER=Emctional Reliance subscale of Interpersonal Depeadency
Inventory, IDI-Au=Autonomy  subscale of Interpersonal Dependency
Inventory, SCL~90=Total Score of SCIL~%0, Beck=Beck Depression
Inventory, Rosenberg-Roserbery Self-esteem Scale, Life Sat=Life
Satisfaction Scale, OUP-Patient-rated Overall Usefulness of Therapy,
OUT-Therapist-rated Overall Usefulness of Therapy, Ser Eval-Service
Evaulation, TSPC-Patient-rated Charge in Target Severity.
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associations between the Interpretation Comprehension var.iables and the
pre-post outcame variables with none of the variables reaching
statistical significance. There were, however, significant
relationships between IC and the global outcome variables. The
results indicated that the more interpreted dynamics that the patient
understood (Number of Dynamics), the more the patient [x(39) = .45,
p<.01] and the therapist ([r(41) = .40, p<.0l1] rated the therapy as
being useful for the patient and the more satisfied the patient was
with the services he/she had received [r(37) = .38, p<.05]. Similarly,
the ease with which the patient had understood the actor-therapist's
interpretation of transference phenomena (Speed of Transference) was
directly related to those same global appraisals of outcome [OUP: x(39)
= .51, p<.0l; OUT: r(4l) = .43, p<.0l; Serv Eval: r(37) = .40. p<.05].
In sumnary, whi“e the relationship between the IC and pre-post outcome
variables was generally weak, they were associated with positive,
global impressions of the therapy experience.

Hypothesis 3 = Supplementary Analyses. Hypothesis 5 had predicted

an additive effect between the treatment and suitability variables.
The analyses reported thus far partially addressed the third
hypothesis. The series of ANOOVA's revealed that three variables had
evidenced a significant interaction effect (Social subscale of the
SAS-M, IBSP, and SCL~90). The rank order of the cutcomes for these
variables placed the immediately treated marginal PM patients as the
best and the wait list marginal PM patients as the worst with the other
two groups (the immediately treated high PM patients and the wait list

high PM patients) in between. The only significant difference
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occurred, therefore, between the outcames of the immediately treated
versus the wait list marginal PM patients. Hypothesis 3 had correctly
predicted that the marginal PM 1n the control comdition would evidence
the worst cutcomes relative to the other three cells. This was clearly
the case. Indeed, these results indicated that the marginal PM
patients deteriorated somewhat over a wait 1list control period.
Contrary to the prediction, however, these findings indicated that when
the marginal ™M patients were treated immediately, they were able to
benefit from the experience.

To irvestigate the rank ordering of each cell on the remaining 14
pre-post outcome variables, a series of Scheffé planned comparison
tests were conducted on the means of the adjusted postscores for the
immediately treated high PM patients and the marginal PM patients in
the delay condition. Table 14 presents the cell means ror the adjusted
postscores of each outcame variable. Table 15 summarizes the rank
ordering of each of the four cells on each of the 17 outcome
variables. For four variables, two of the cells evidenced equal
means. These variables consisted of the Family and Partner subscales
of the SaAs-M, and both scales of the IDI. When this eguality
interfered with determining first or last rank order, the variables
were deleted from consideration.

Tables 14 anrd 15 indicate that the best outcomes were evidenced by
the immediately treated, high PM patients on six of the cutcome
variables (Partner, Children, and Sexual subscales of the SAS-M, the
IES-I and the IES-A, and the Beck). Results of the series of Scheffé

planned comparison tests indicated that for two of these variables, the




Table 14

Cell Means of Adjusted Postscores
of all Outcome Variables

|___Treatment and Suitability Condition
|___Tmmediate Treatment | Delayed Treatment

| High M | Marginal ™M | High PM | Marginal PM
|

Outcome Variables M n | M n | M n_ | M n
SAS~-M
Work 3.6 11 3.3 5 4.1 15 3.4 6
Social 4.6 14 3.1 5 4.2 l6 5.4 S
Family of Origin 3.7 14 3.4 5 4.4 15 4.4 9
Partner 3.8 04 4.0 3 5.3 04 5.3 3
Children 3.1 08 3.6 5 4.0 11 3.4 7
Sexual 3.8 14 4.4 5 5.9 16 8.3 S
TSIA 2.8 15 1.6 5 3.4 16 3.3 8
TSPT 3.0 15 2.4 5 3.1 16 3.4 8
IES-I 9.6 15 13.6 5 14.0 16 15.8 8
TES~A 6.2 15 10.8 5 12.4 16 16.7 8
IBSP 127.7 15 139.3 5 128.4 16 114.3 8
IDI-ER 2.4 15 2.6 5 2.4 16 2.6 7
IDI~-An 2.0 15 2.1 5 1.8 16 1.8 7
SC1~90 77.0 15 34.4 4 91.0 13 127.2 6
Beck 5.1 15 5.3 5 8.2 16 10.6 8
Rosenberg 2.7 15 0.5 4 3.9 15 3.3 7
Life Sat 4.3 15 5.6 5 3.4 15 3.7 6

SAS-M=Modified Social Adjustment Scale; TSIA=Independently-Rated Target
Severity; TSPT=Patient-Rated Target Severity, IES-I=Intrusion subscale
of Impact of Event Scale, IES-A=Avoidance subscale of Impact of Event
Scale, IBSP=Present Functioning subscore cf Interpersonal Behavior
Scale, IDI-ER=Emotional Reliance subscale of Interpersonal Dependency
Inventory, IDI-AusAutonomy subscale of Interpersonal Dependency
Inventory, SCL~90=Total Score of SCI~90, Beck=Beck Depression

Inventory, Rosenberg=Rosenberg Self-esteem Scale, Life Sat=Life
Satisfaction Scale
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Table 15

Sumary of Rank Ordering on Outcome Variables
Based on the Adijusted Postscore Cell Means

Treatment X Suitability Conditions 1st 2nd Raglr('d 4th
Immediately Treated High PM 6 7 3 0
Inmmediately Treated Marginal PM 10 5 1 0
Delayed Treatment High ™M 0 2 6 5
Delayed Treatment Marginal PM 0 2 3 8

benefits of the immediately treated high PM patients were significantly
greater than those of the wait list marginally suitable patients while
the ocutcames of the other two groups (treated marginally PM patients
and delayed high PM vatients) fell in between. A third variable
approached significance. The three variables that conformed to the
rank order predicted by hypcothesis 3 were the Sexual subscale of the
SAS-M, F(3,39) = 4.4, p<.01, the IES-A, F(3,36) = 2.3, p<.1l0, ard the
Beck F(3,39) = 3.7, Dp<.05. In general, however, the results did not
support the prediction that the best ocutcames would be experienced by
the immediately treated, high PM patients.

Hypothesis 4.

Hypothesis 4 predicted that for patients in the immediate treatment
condition, the high PM patients would achieve better ocutcomes than the
mavginal PM patients. The results of a series of Scheffé planned
comparison tests conducted on the paired means of the adjusted
postscores for the immediately treated high PM versus marginal PM

ratients (presented in Table 14) did not support this hypothesis. The
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outcomes of these two groups of patients were camparable on all
variables except the Rosenbery, F(3,36) = 2.4, p<.10 (favouring the

marginal PM patients). In summary, hypothesis 4 was not supported.

Hypothesis 5.

Hypothesis 5 predicted that for patients in the control conditien,
the benefits for the high M patients would surpass those of the
marginal PM patients. The results of a series of Scheffé planned
camparison tests conducted on the paired means of the adjusted
postscores for the high PM versus marginal FM patients in the control
cordition (presented in Table 14) did not support this hypothesis. The
outcomes of these two groups of patients were comparable on all

variables. In summary, hypothesis 5 was not supported.

Hypothesis 6.

Hypothesis 6 predicted that pretherapy 1level of psychological
mindedness (as assessed by the PMAP) would be positively related to
process ratings of psychodynamic work (FWORS). To test this
hypothesis, Pearson product-moment correlations were calculated between
the four variables derived fram the first scenario of the PMAP, and
each of the five PWORS ratios. As previously described, the four PMAP
variables consisted of level of PM, and the three Interpretation
Comprehension variables: Number of Dynamics, Speed of Dynamics, and
Speed of ‘Transference. The five PWORS ratios consisted of the
frequency of Patient Participation, Self-based Work, High ILevel

Self-Based Work, Group-based Work, and High level Group-Based Work.




Table 16

Pearson Correlation Coefficients for PMAP with PWORS (re=43)

PMAP VARTABLES

Psychological Number of  Speed of Speed of

PWORS RATIOS Mindedness Dynamics Dynamics Transference
Participation .24 415K S44%% .01
Self-Based Work 42%% .262 .23 .07
High-level SBW .37% .10 .10 .19
Group-Based Work .282 43K 44Nk .02
High-level GBW < 34% . 40%% « 40%* .08
Note: a - p < .10 8B - Self-Based Work

* - p < .05 GBW - Group~Based Work

*% - p < .01

Rl - p < 001

(The means and standard deviations for each PWORS ratio is presented in
Appendix P). Table 16 summarizes the results of these correlations.

The correlation coefficients revealed that while PM was not
significantly associated with Participation, it was associated with
Self-based Work, r(4l) = .42, p<.0l, High-level Self-based Work, r(41)
= .37, p<.05, and High-level Group Based Work, r(4l) = .34, p<.05.
Hence, while psychological mindedness was not associated with speaking
in the groups, it was significantly asscciated with engaging in
psychodynamic work. Specifically, the more psychologically minded the
patient, the wore his/her statements reflected psychodynamic work
relative to norwork statements. Furthermore, the more psychologically
minded the patient, the more he/she engaged in psychodynamic work

relative to the other group members. Hypothesis 6 had been supported.
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The results of these correlation coefficients also indicated that
the Interpretation Comprehension variables were also related to group
activity. The Interpretation Comprehension variables assessed the
patients' ability to understand the actor-therapist on the PMAP
videotape when he interpretated the actress-patient's problem. The
results indicated that the more interpreted dynamics the patient
understood, (Number of Dynamics) and the ease with which he/she
understood +them (Speed of Dynamics) the more he/she participated in the
group (Participation), and the more he/she engaged in psychodynamic
work compared with other group members (Group-based Work and High-level
Group-based Work). The nonsignificant correlations between the Speed
of Transference and the PWORS ratios indicated that the ease with which
the patient had understood the actor-therapist's interpretation of

transference phenomena was not associated with group therapy behavior.

Hypothesis 7.

The seventh hypothesis predicted that ratings of psychodynamic work
would positively correlate with outcome. To test this hypothesis, a
series of correlation coefficients were calculated for the PWORS ratios
and outcome variables. The PWORS ratiocs were the same set that were
utilized to test hypothesis 6: Patient Participation (PP), Self-based
Work (SBW), High-level Self-Based Work (HLSBW), Group-Based Work (GBW),
ard High-level Group-Based Work (HLGEW). The outcome variables
consisted of the entire set of pre-post cutcome variables plus the four
variables that assessed the overall benefit from therapy. The entire

set of outcome variables were appropriate for inclusion since this
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analysis addressed data from all treated patients. Partial correlation
coefficients were calculated for the pre-post outcame variables while
Pearson correlation coefficients were calculated for the four glabal
outcome variables. Table 17 presents the correlation coefficients
between these two sets of variables.

The results of the partial correlation coefficients revealed a
minimal pattern of associations between the process and pre-post
outcome variables. The two significant correlation coefficieuts that
were found were not interpreted since they were quite possibly due to
chance.

The correlation coefficients between the glabal cutcame ratings and
the PWORS ratios were stronger. The Overall Usefulness of Therapy
(OUT) was positively related to participation [PP; r(4l) = .43, p<.01]
and working hard relative to the other group members [GBW; r(41) = .45,
p<.0l; and HIGBW; r(41) = .52, p<.001]. These associations suggest
that the more the patient participated, and engaged in psychodynamic
work relative to the other group members, the more the therapist rated
the therapy as being useful for the patient. A similar but weaker
pattern of results were revealed for the patients' global ratings of
outcome. CUP correlated with Participation [r(40) = .30, p<.10] ard
Group-based Work [r(40) = .30, p<.10]. This pattern of correlations
suggests that the more a patient participated, and engaged in
psychodynamic work relative to the other group members, the more useful
the he/she rated the therapy experience. This pattern was repeated for
Sexv Eval. A patient was more likely to positively rate the services

he/she had received, if he/she had participated in the groups [x(37) =
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Table 17
Correlation Coefficients for
PWORS Ratiocs and Outcome Variables
PWORS Ratios

Outcame Variables n PP SBW HISEW GBW HIGBW
SAS-M

Work 35 .00 -.04 .02 -.11 -.18

Social 42 .07 J11 11 .08 .04

Family 40 -.10 -.36% -.36% -.12 -.24

Partner 14 -.07 -.05 -.10 .01 .00

Children 29 .08 ~-.25 -.15 .00 -.09

Sexual 42 -.04 -.04 -.11 -.05 -.05
TSIA 42 -.04 -.05 -.11 -.04 -.12
TSPT 40 -.13 .11 .15 -.13 ~-.11
IES-I 41 -.06 -.27% ~,20% -.11 ~.08
IES-A 41 -.00 -.11 ~-.15 -.06 -.02
IBSP 42 .00 ~-.09 -.23 ~.04 -.16
IDI-ER 42 -.03 -,282 ~.20 -.05 -.10
IDI-Au 42 .02 .20 .25 .03 .18
SCI~90 41 -.04 -.14 -.09 -.01 -.03
Beck 42 -.10 .05 .05 -.09 -.05
Rosenbery 40 .18 .11 .08 .17 .11
Life Sat 41 -.05 -.05 .06 -.05 -.01
QUP 42 .302 .18 .03 .302 .24
oUT 43 L43%% .25 .20 .45%k% . 52k
Serv Eval 39 J41Rx .22 .08 6% .302
TSPC 41 .18 .10 -.01 .13 .10

Note: a - p< .10, * = p< .05, ¥ - p< .01, ** - p < .00l
SAS-MaModified Social Adjustment Scale; TSIA=Independently-Rated Target
Severity; TSPI=Patient-Rated Target Severity, IES-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 Reliance subscale of Interpersonal Dependency
Inventory, IDI-Au=Autonomy subscale of Interpersonal Dependency
Inventory, SCL~90=Total Score of SCL-90, Beck=Beck Depression
Inventory, Rosenberg=Rosenberg Self-esteem Scale, ILife Sat=life
Satisfaction Scale, OUP-Patient-rated Overall Usefulness of Therapy,
OUT-Therapist-rated Overall Usefulness of Therapy, Ser Eval-Service
Evaulation, TSPC-Patient-rated Change in Target Severity.
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.41, p<.0l] and engaged in more psychodynamic work relative to the
other group members [GBW: x(37) = .36, p<.05; HLGBW: x(37) = .30,
p<.10].

In sumary, the support for hypothesis 7 was modest. There was a
weak pattern of correlations revealed between the PWORS ratios ard the
pre-post outcame variables. A stromger pattern was found for the
glaobal ratings of ocutcame. Specifically, the more a patient engaged in
psychodynamic work (relative to the other group members), the more
useful the therapy was rated as being by both the therapist and the
patient and the more satisfied the patient was with the services he/she
had received.

Hypcthesis 8.

The eighth hypothesis predicted that treatment benefits would be
maintained at the six-month follow-up assessment. To test this
hypothesis, a series of correlated t-tests were conducted on the
posttreatment and follow-up outcame scores. Data for this analysis
were provided by the 36 patients who campleted treatment and returned
for the follow-up assessment. The ocutcome variables consisted of the
17 variables that were assessed pre and posttreatment plus three
variables that the patient completed posttreatment.

Table 18 presents the mean for each ocutcome variable at the two
assessment  pericds. The t-value associated with the change
(improvement or deterioration) occwrring over the follow-up period is
also presented. The results indicated that for three variables,

patients evidenced additional significant improvement and two variables




)

Table 18

Mean and t~Value of

Posttreatment +o Follow-up Change on Outcome Variables
for Treated Patients (re=36)

Outcome Variables Posttreatment Follow=-up Change
n M M t
SAS-M
Work 30 3.5 3.0 2.27%
Sccial 33 4.6 4.1 1.46
Family of Origin 33 3.4 3.2 1.25
Partner 14 4.1 3.4 0.55
Children 24 3.3 3.1 0.91
Sexual 33 4.2 4.0 0.62
TSIA 30 3.0 2.6 1.49
TSPT 34 2.8 2.4 1.892
IES~-I 30 11.4 8.3 3.34%*%
TES~-A 30 9.7 8.2 1.728
IBSP 36 125.1 123.3 0.56
IDI-ER 36 2.5 2.4 2.55%
IDI-Au 36 1.8 1.9 -0.59
SC1~90 35 73.0 68.4 0.61
m 35 603 608 -'0.49
Rosenberg 35 2.2 2.0 0.84
Life Sat 36 4.6 4.2 1.60
(0,0} 36 5.3 5.3 0.18
Serv Eval 35 3.2 3.1 0.65
TSPC 33 8.4 9.9 -0.92

Note: a - p ~ .10, * = p < .05, * -~ p < .01, *** - p < ,00l
SAS-M=Mcdified Social Adjustment Scale; TSIA=Independently-Rated Target
Severity; TSPI=Patient-Rated Target Severity, IES-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=Emctional Reliance subscale of Irterpersonal Dependency
Inventory, IDI-Au=Autonamy subscale of Interpersonal Dependency
Inventory, SCL~90=Total Score of SCL~90, Beck=Beck Depression
Inventory, Rosenberg=Rosenberg Self-esteem Scale, 1Life Sat=Life
Satisfaction Scale, OUP-Patient-rated Overall Usefulness of Therapy,
OUT-Therapist-rated Overall Usefulness of Therapy, Ser Eval-Service
Evaulation, TSPC-Patient-rated Change in Target Severity.
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approached significance. These variables included the Work subscale of
the SAS-M [t(28) = 2.27, p<.05], TSPT [£(32) = 1.89, p<.10], IES-I
[£(28) = 3.34, p<.0l], IES-A (t(28) = 1.72, p<.10] and 1IDI-ER (t(34) =
2.55, p<.05]. Ten of the outcame variables evidenced continued
improvement although the changes were not statistically significant.
One variable remained the same (OUP). None of the variables evidenced
significant deterioration over the follow-up period. Four variables
(IRSP, the Beck, Life Sat and Serv Eval) evidenced a slight decrease in
benefits over the pericd but the follow-up means were still within the
normal range. In sumary, hypothesis 8 received strong support. For
all outcome variables the treatment benefits were maintained over the
follow-up period with five variables evidencing significant or near
significant improvement.

Calculations of the clinical significance of the treatment effect
were repeated for the follow-up data. These calculations addressed the
possible accumulated kenefits £from therapy that had continued after
termination. As described earlier, Jacobson and Revenstorf's (1988)
cut-off point and t-test methods were utilized for measures with
available normative data and the two standard deviation criterion was
utilized Zor measures without available normative data. For those
measures for which nomms were available, the results indicated (Table
19) that charges evidenced by treated patients between their first ard
last assessment on the IES-I, the IES-A, the IDI-ER, ard the Beck
reflected clinically significant improvement. The t-tests conducted on
all measures indicated that by the six-month follow-up interview,

treated patients were not significartly different from the normative
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Table 19

Clinical Significance of Treatment Effects
At Six-Month Follow-up
Utilizing Normative Comparisons

Dysfunctional Group Treated Patients t-Value

Outcame {Prescores) Nommative Group Cutoff (Follow-up Scores) Treated Vs.
Variables M SD n M SD n Point M SD Normative
Im-I 16.2 8.1 30 508 5.6 29 10.05 803 6!9 la5
IES-A 15.2 8.6 30 4.9 7.3 29 9.62 8.2 7.4 1.7
IDI-Auf 26.6 6.0 36 26.4 6.1 57 26.50 26.4 5.8 0.0
SCL~90# 1.41 .61 35 .3 3 974 .68 .76 .59 4.5kk*
Beck# 18.38 11.13 35 4.7 3.1 143 7.68 6.8 10.88 1.1
Rosenberg 3.11 1.78 35 1.1 1.3 50 1.95 2.0 1.85 2.5%%

Note: a = p < .10; * = p < .05; %% —p < .01; *%* - p < .001

# Scores have been converted to conform with scoring procedures utilized in compiling normative data

IES-I=Intrusion subscale of Impact of Event Scale, IES-A=Avoidance subscale of Impact of Event Scale,
IDI-ER=Emotional Reliance subscale of Interpersonal Dependency Inventory, IDI-Au~Autonamy subscale of
Interpersonal Dependency Inventory, SCI~90=Total Score of SCL-90, Beck=Beck Depression Inventory,
Rosenberg=Rosenberg Self-esteem Scale

,A__—‘—_
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Table 20
Clinical Significance of Treatment Effects
At Siy-Month Follow=up
Utilizing the Two Standard Deviation Criterion
Since Norms were Unavailable
Prescore Postscore
Outcome Variables n M 5D M SD Units
SAS-M
Work 30 4.7 1.7 3.0 .97
Social a3 5.4 2.3 4.1 +56
Family of Origin 33 4.4 1.4 3.2 .89
Partner 14 6.2 2.8 3.4 .99
Children 24 4.1 1.7 3.1 .81
Sexual 33 7.3 4.1 4.0 .57
TSIA 30 4.0 0.6 2.6 2.2%
TSPT 34 3.9 0.7 2.4 2.3%
IBSP 36 121.3 17.8 123.3 ~.11
Life Sat 36 3.2 1.5 4.2 -.66

Note: * swrpasses the 2 SD criterion of clinical significance

SAS-Modified Social Adjustment Scale; TSIA=Independently-Rated Target
Severity; TSPT=Patient-Rated Target Severity, IBSP=Present Functioning

subscore of Interpersonal Behavior Scale, Life Sat=Life Satisfaction
Scale.
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sanmple on the IES-I, the IES-A, the IDI-ER, the IDI-Au, and the Beck.
Conversely, on the SCIL~90 and the Rosenberg, the treated patients
remained significantly more disturbed than the norm.

For those measures for which normative data were unavailable tle
results indicated (Table 20) that the clinical significance had
increased for eight of the ten measures, compared to the posttreatment
results. Changes evidenced on two of the measures, the TSIA and TSPT,
now surpassed the two standard deviations criterion of clinical
significance. In sumary, the clinical significance of treatment
benefits was stronger six months after therapy than immediately after
termination (compare with Tables 10 and 11). The ratients were not
significantly different from ..'mmative samples in terms of the
intrusiveness or avoidance of themes associated with the loss(es),
their interpersonal autonomy and emotional reliance o. another person,
and reports of depressive symptomatology. In addition, their target
objectives for entering trerapy had evidenced clinically significant

improvement.

IV. Additional Analvyses

Therapist Effects

It was important to investigate whether differences between the
therapists had influenced the treatment effect. It was possible, for
example, that the better outcomes of the immediately treated patients
were attributable to only one of the therapists. For each of the 17

outcome variables that provided pre-post data, a one-way ANCOVA
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(therapist A versus therapist B) was conducted for the immediately
treated patients. For the four outcame variables that were assessed
posttreatment only, independent t-tests were conducted between those
patients who had been treated by therapist A and those who had been
treated by therapist B. The results indicated only one variable
evidenced a significant therapist effect. This sole finding was not
interpreted given that it was quite possibly due to chance. Hence, the
greater benefits of the immediately treated patients relative to the
control patients were not attributable to the effectiveness of only one
of the therapists.

Evidence for a therapist effect was also investigated with all
treated patients. of the 21 outcome variables subjected to analysis,
only one provided evidence for a therapist effect. This sole finding
was also quite possibly due to chance. In summary, differences between
therapists were not faund to have significantly oconfounded the
treatment effect.

Therapist Ratings

Analyses which involved therapist ratings addressed the clinical
validation of the research instruments. First, the associations
between therapist ratings of patient characteristics and the PMAP
variables were investigated. The associations between the therapist
ratings of therapy process and the PWORS ratios were also explored.
The predictive ability (in terms of cutcome) of the therapist ratings
compared to the research instruments was also investigated.

First, the relationship between clinical impressions of the patient




Table 21

Correlation Coefficients for

Therapist-rated Patient Characteristics
and the PMAP (ne=42)

Therapist-rated Patient Characteristics
Psychological Response to

PMAP Variables Mindedness Interpretation Likeability
Psychological Mindedness .30% L 40% .302
Number of Dynamics 4E6%k% «46%* .36%
Speed of Dynamics 4E*k . 50%% .34%
Speed of Transference 7% CAl%k L42%%

ard the PMAP ratings was determined. Clinical impressions of the
patient's Psychological Mindedness, Response to Interpretation and
Likeability were provided at sessions 4, 8, ard 12. Pearson
correlation coefficients were calculated for the mean rating of each
therapist-rated variable and the PAP variables. The correlation
coefficients are presented in Table 21. Therapist ratings of
Psychological Mindedness were significantly correlated with the PMAP
assessment of ™M [r(40) = .30, p<.05]. The therapist ratings of
Response to Interpretation were significantly correlated with the PVMAP
assessment of IC [Number of Dynamics: x(40) = .46, p<.0l; Speed of
Dynamics: x(40) = .50, p<.0l; Speed of Transference: r(40) = .41,
p<.0l]. The strength of these associations offered clinical validation
of the PMAP variables.

The results also indicated significant correlations between the
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therapist ratings of Likeability and the PMAP variables, especially the

IC variables [Number of Dynamics: r(40) = .36, p<.05; Speed of
Dynamics: r(40) = .34, p<.05; Speed of Transference: r(40) = .42,
p<.01]. This pattern of results indicates that the therapist liked

those patients who understood the concepts of oconflictual dynamic
camponents and transference ard who were psychologically minded [r(40)
.30, p<.10).

To investigate the relationship between the therapist-rated
impressions of the patient and cutcome, partial and Pearson correlation
coefficients were calculated. The results of these correlations (Table
22) indicated a weak patterm of associations between the clinical
impressions and the pre-post cutcome variables. Only two significant
correlations were revealed. They were not interpreted since they are
quite possibly due to chance. A stronger pattern was found for the

global outcome measures, especially for the therapist's global ratings

of therapy outcome (OUT). Specifically, the more psychologically
minded [r(4l) = .58, p<.001!, responsive to interpretations [r(41) =
.51, p<.001], and likeable [r(41) = .57, p<.001] the patient was, the

more useful the therapist rated the therapy. A similar, but weaker
pattermn was revealed for the patient's glcbal ratings of therapy
outcame (OUP). Hence, therapist ratings of these three patient
dimensions were positively related to both the patient's and the
therapist's global appraisals of therapy outcome.

In summary, therapist ratings of patient characteristics provided
after each third of therapy were found to be minimally related to

therapy ocutcome. Corrversely, positive global appraisals of therapy
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Table 22

Correlation Coefficients for
Therapist-rated Patient Characteristics and Outcome

Therapist-rated Patient Characteristics
Psychological Response to

Outcome Variables n Mindedness Interpretation Likeability
SAS-M
Work 35 -.14 -.22 .01
Social 42 -.09 -.05 .01
Family 40 -.22 -.31 -.17
Partner 14 -.55% ~.55% -.33
Children 29 .07 .01 .01
Sexual 42 -.14 -.18 -,32%
TSIA 42 -.01 -.03 -.05
TSPT 40 -.01 .06 .05
ES - I 41 .03 —.07 —-03
I¥xs - A 41 ~-.20 -.18 -.21
| TBSP 42 .10 .03 .12
| IDI - ER 42 .24 .22 .20
| IDI - Au 42 .05 .04 .15
SCL~90 41 -.06 -.06 .01
Beck 42 -.09 -.02 -.03
Rosenberg 35 .24 .17 .11
Life Sat 41 -.06 -.06 .06
oUP 41 .32% .36 L34 |
ouT 43 . 58%%* «51l%kk « S57%k% |
Serv Eval 39 .24 .28 .23 |
TSPC 41 .15 .16 -.02
Note: a-p < .10, * = p < .05, *#*¥ - p < .01, *** - p < ,001

SAS-M=Modified Social Adjustment Scale; TSIA=Independently-Rated Target
Severity; TSPI=Patient-Rated Target Severity, IES-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=Emoticnal Reliance subscale of Interpersonal Dependency
Inventory, IDI-Au=Autonomy subscale of Interpersonal Dependency
Irventory, SCIi~90=Total Score of SCL~90, Beck=Beck Depression
Iventory, Rosenberg=Rosenbery  Self-esteem  Scale, Life Sat=Life

Q Satisfaction Scale, UP-Patient-rated Overall Usefulness of Therapy,
QUT-Therapist—rated Overall Usefulness of Therapy, Ser Eval-Service
Evaulation, TSPC-Patient-rated Change in Target Severity.

e
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Table 23

Correlation Coefficients for
Therapist-rated Process
and PWORS Variables (r=43)

Therapist Process Ratings

Participation Work
PWORS ratios
Participation .BEhkK LS53Rk
Self-based Work L 52%k% 57 kkK
High-level Self-based Work .292 Yes
Group-based Work 87Nk .56k *K
High-level Group-based Work S 78%Rk LE1RAK
Note: a -~ p < .10
* -p < .05
*% - p < .01

*kk - p < .001 |

outcome were significantly related to high psychological mindedness,
being responsive to interpretations and being likeable.

A final series of analyses addressed the relationship between
clinical ratings of process and the PWORS. Clinical ratings of process
consisted of (the mean of) therapist postsessional ratings of
Participation and Work. As previously described, the PWORS ratios
consisted of Participation, Self-Based Work, High-level Self-based
Work, Group Based Work, and High-level Group-based Work. Pearson
correlation coefficients were <calculated for the two sets of
variables. The results (Table 23) indicated that the theranist rated
process ratings were significantly related to process ratings provided
by the DPWORS. Specifically, therapist ratings of Participation

significantly correlated with four of the PWORS wvariables
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[Participation: x(41) = .86, p<.00l; Self-based Work: r(4l) = .52,
p<.001; Group-based Work: xr(4l) = .87, p<.001; High-level Group-based
Work: x(4l) = .78, p<.001]. The fifth PWORS variable, High-level
Self-based Work approached significance [r(4l) = .29, p<.10].
Therapist ratings of Work significantly correlated with the FWORS work
variables: Self-based Work - r(41) = .57, p<.001l; High-level Self-based
Work = 1r(41) = .44, p<.01; Group~based Work - r(41) = .56, p<.001, ard
High-level Group-based Work - x(4l) = .61, p<.00l. The strength of
these associations offered clinical validation of the PWORS.

It was important to determine whether the therapist ratings of
process were better predictors of ocutcame than the FWORS ratings. This
issue was addressed by calculating Partial and Pearson correlation
coefficients between the therapist ratings of process and the outcome
variables. The results (Table 24) revealed a generally weak pattern of
associations between the clinical ratings and the pre-post outcome
variables with no significant associations being found. The
relationship was stronger tor the glabal outcame ratimgs.
Specifically, therapist ratings of Participation significantly
correlated with the Overall Usefulness of Therapy as rated by both the
patient ([r(40) = .30, p<.05] and by the therapist [r(41l) = .58,
p<.001]. Participation was also significantly correlated with Serv
Eval (x(37) = .38, p<.05]. In addition, therapist ratings of Work
significantly correlated with the therapist's appraisal of the Overall
Usefulness of Therapy [r(41) = .51, p<.001]. This pattern of
associations suggests that with the exception of global appraisals of

therapy usefulness, therapist impressions of process were not strongly
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Table 24

Correlation Coefficients for
Therapist-rated Process and Qutcome Variables

Therapist Process Ratings

Outcome Variables n Participation Work
SAS-M
Work 35 .05 =.10
Social 42 .07 -.07
Family of Origin 40 -.18 -.15
Partner 14 .05 .12
Children 29 .10 -.06
Sexual 42 ~.06 -.06
TSIA 42 .03 -.03
TSPT 40 ~-.03 .11
IES - 1 41 -.1C -.16
IFS - A 41 .03 -.05
IBSP 42 -.13 -.03
IDI - ER 42 .04 .13
- Au 42 .03 .04
SCL~80 41 .00 .10
Beck 42 -.09 .02
Rosenberg 40 .25 .302
Life Sat 41 -.03 -.16
1€.0)% 42 .30* .24
T 43 . 58% kR JSlkkx
Serv Eval 39 .38* .11
TSCP 41 .10 .00

Note: a - p < .10, * = p < .05, * - p < .01, *** - p < .001
SAS-M=Modified Social Adjustment Scale; TSIA=Independently-Rated Target
Severity; TSPI=Patient-Rated Target Severity, IES-I=Intrusion subscale
of Impact of Event Scale, IES-A=Avoidance subscale of Impact of Event
Scale, IBSP=Present Functicning subscore of Interpersonal Behavior
Scale, IDI-ER=Emotional Reliance subscale of Interpersonal Dependency
Inventory, IDI-Au=Autonomy subscale of Interperscnal Dependency
Inventory,  SCI~90=Tcotal Score of SCL~30, Beck=Beck Depression
Inventory, Rosenberg=Rosenberg Self-esteem  Scale, Life Sat=Life
Satisfaction Scale, OUP-Patient-rated Overall Usefulness of Therapy,
OUT-Therapist-rated Overall Usefulness of Therapy, Ser Eval-Service
Evaulation, TSPC-Patient-rated Change in Target Severity.
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related to therapy outcame. A cawparison of the pattern of

associations between the clinical impressions of therapy process and
ocutcame (Table 24) versus the PWORS ratings and cutcame (Table 17)
revealed that the predictive power of the therapist is very similar to

that of the PWORS.
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The discussion is organized around three major areas: the outcome
(section one), therapeutic process (section two) and patient
suitability (section three) for short-term psychoanalytically oriented
group psychotherapy as conducted and investigated in this study. The
first section is divided into two subsections: the treatment effect and
the clinical significance of the treatment effect. The section
addressing the therapeutic process of the groups consists of five
subsections. The first one describes the possible curative factors
inherent in STG. This description is followed by a discussion of
whether STG therapeutic process constituted psychoanalytic work. The
thinl subsection concerns the degree to which psychodynamic work was
founcd to be a curative factor in the groups. To provide a context for
evaluating the success of SIG therapeutic process, a brief review of
the success of alternative group treatments evoking other therapeutic
processes with loss patients constitutes the fourth subsection. The
final subsection in the discussion of therapeutic process concerns
patient attrition. The third section evaluates the success of
psychological mindedness as a selection variable. The predictive
ability of the Interpretation Comprehension variables is also discussed
in this section. This is followed by the clinical implications of the
relationships between psychological mindedness and STG process and
outcome. Specifically, altermative strategies in the treatment of
marginally psychologically minded loss patients are presented. A

fourth section considers results involving the therapists in the
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study. The discussion of the major findings is followed by a
presentation of 1limitations associated with the present study, a

sumary of the strengths and implications of the study and a
presentation of the original contribution of this research.

I. The Outcome of STG

The Treatment Effect

The results indicated that patients who were immediately treated
with STG improved significantly more on outcome measures than their
matched counterparts on the wait list (Hypothesis 1). In addition to
evidencing better outcome relative to the control patients, the
benefits evidenced by the immediately treated patients were found to
represent  (statistically) significant improvements. The benefits
included areas of interpersonal functioning, psychiatric
symptomatology, self-esteen, and general 1life  satisfaction.
Comversely, the control patients evidenced slight improvement over the
wait period, deteriorating in some cases. The mean effect size for all
outcame variables utilized in this study (.79) was comparable to the
mean effect size of all psychotherapy (.85) derived from a
meta-analysis of all outcome studies (Smith, Glass, & Miller 1980).
The rarge of the effect size in this study suggests that STG was
particularly effective for same areas of disturbance (e.g. self-esteem)
but not for others (e.g. occupational functioning). These results
offer stronger support for the efficacy of STG than the previous

empirical studies of STG conducted by Budman et al., 1984, Piper et
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al., 1984 and lapointe and Rimm, 1980 (reviewed in the Introduction).
The effectiveness of STG was found to be less impressive for
patients who proceeded from the wait list through the treatment phase.
The pretherapy to posttherapy ocutcome scores indicated beneficial
treatment effects, but only a few reached criteria of statistical
significance. The diminished efficacy of SIG for the delayed treatment
patients relative to the immediately treated patients may have been
due to the rather small mumber of patients (17) available for this
analysis. The lower n resulted in reduced power for the own-control
analyses. Conceptual explanations involve possible interfering effects
of the wait period. For example, they could have interpreted the delay
as confirmation of their feelings of worthlessness. This speculation
is supported by the finding that self-esteem was the one variable which
evidenced significant deterioration over the wait period. It is also
possible that the delay evoked amger with respect to experiencing
further deprivation. This heightened anger could have been displaced
from the research staff onto the group therapist creating obstacles in
the formation of a cchesive working group. Finally, the improvements
evidenced over the delay period, although slight, could have made their
lives more tolerable. Hence, patients' motivation to take risks and
change might have diminished as their complaints became less
debilitating. This finding suggests that there is an optimal time for
offering any patient therapy and that a wait period may inadvertently
interfere with their motivation for and their ability to benefit from

subsequent therapy.
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Quantitatively Determined Clinical Significance of Cutcome

The determination of clinical significance based un the posttherapy
data was less impressive than the statistical tests of treatment
efficacy. For those measures where normative data were available, the
results indicated that the average treated patient's level of
functioning remained within the disturbed (pretherapy} range.
Similarly, for those measures where normative data were not available,
only two scores approached a change of two standard deviation units.
However, those two scores represented changes in the patient's target
cbjectives. In addition, the mean postscore on the Autonomy subscale
of the Interpersonal Deperdency Imnventory was not significantly
different from the normal population. ©On the Impact of Event Scale,
patients' reports of avoidance ard intrusion of themes associated with
the loss(es) were not significantly different from reports of a normal
population 13 months after a traumatic event.

Before considering the implications of these findings, it should be
noted that the quantitative determination of the clinical
meaningfulness of a treatment's cutcome remains a controversial issue.
Fcr example, Saurders, Howard, and Newman (1988) presented the
philosophical objection <chat the utilization of norms to determine
treatment efficacy is to equate conformity or social adjustment with
the goal of psychotherapy. They also pointed cut the arbitrariness and
cultural relativism inherent in wutilizing normative criteria to
indicate treatment effectiveness. Related to this issue, Strupp and
Hadley (1977) have pointed cut that social adjustment is one aspect of

therapy outcome with the patient and therapist's subjective evaluations
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representing two equally important but not necessarily congruent
aspects. For example, the patient's evaluation of therapy outcome may
be based on his/her self-contentment while the therapist's evaluation
may reflect his/her theoretical biases such as the maturity of the
prevalent defense mechanisms utilized. Other objections raised in the
literature included the argument that change resulting from treatment
may be interesting and meaningful despite falling shert of normalcy
(Hollon & Flick, 1988). Hence, reviewers of Jaccbson and Revenstorf's
(1988) proposed method of calculating clinical significance have
advocated the use of relative criteria of functioning rather than
demanding absolute normalcy (Hollon & Flick, 1988; Nietzel & Trull,
1988).

Despite the controversy and obstacles regarding the methods and
meaning of quantitatively detemmined clinical significance, the issue
is a crucial one and was addressed in the present study. There were
dbstacles to the quantitative determination of the clinical
meanincfulness of changes evidenced in the present study. For example,
there were problems presented by the utilization of multiple measures.
This raised the issue of how to evaluate the differential effect of SIG
on areas of functioning. There was also the issue of whether to
include areas of functioning that had not been identified as
problematic by the patients.

The major obstacle, however, was the absence of normative data for
many of the outcome variables. The few measures for which normative
data were available were utilized despite doubts concerning the

appropriatess of the normative sample. These doubts were based on the
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theoretical issue of whether any mourning process was ever "resolved."
This issue involves debating whether patients who had experienced
multiple losses could ever became "normal." It became obvious tiiat an
evaluation of clinical significance had to be considured within the
context of the patient population. For example, a treatment for
schizophrenics can be effective (in some areas) despite its failure to
rerder the patients within the normal range of functioning (Nietzel &
Trull, 1988). In the case of the present study, therefore, the
evaluation of <clinical significance begins with a theoretical
understanding of the pathology exhibited by this population. This
understanding is based on a synthesis of the writings of various
psychoanalytic and object relations theorists in addition to the
present author's understanding of themes and confiicts that emerged in
the groups throughout the study. (The following description also
serves as the basis for a futwre discussion regarding the therapeutic
process and curative factors of the groups.) While the psychcinalytic
and object relations theoretical understandings of loss primarily
concern bereavement, the issues and processes involved in mownmiing any
loss, be it by death or separation (divorce), are considered to be
universal. The nature of the presenting complaints may differ,

however, depending on features of the loss.

The Nature and Etiology of Pathcoclogical Grief. The task of

mourning involves accepting the reality that the relationship to the
abject (significant person) no lorger exists. Hence, the emotional

investment in or attachment to the lost abject has to be withdrawn.
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Since this process of detachment is gradual, the existence of the lost

object needs to be continued in the mind until the process is complete

(Freud, 1917). The subject must ficst form an introject (intemmalized
representation) of the lost person and then interact and negotiate with
this introject until the abject belongs to the past where nothing more
can be expected from it (Tahka, 1984).

When a person resists accepting the significance or the impact of
the loss such that the self-limiting process of mourning is arrested,

pathological dgrief is said to be occurring. While pathological grief

may appear as a prolonged mourning process it may also appear as a
grief reaction whose onset has been umusually delayed. The actual
features of normal mourning and pathological grief may be identical
with one notable distincticn. As Freud (1917) first noted, while
normal mouwrning imvolves an attitude of loss of an dbject, pathological
grief (which he termed melancholia) involves an attitude of loss of
self. Hence, a loss of self-esteem is a characteristic feature of
pathological grief.

By understanding the development of self-esteem one begins to
understard the nature arnd etiology of pathological grief. Positive
self-esteem 1is closely linked with the primary caretaker's (usually
mother) 1loving and concerned accessible presence, and with the pride
with which she invests her child (Tyson, 1983). If a loss, separation,
or disappointment occurs prior to the establishment of intermalized
ideals, values, and self-worth, the subject will remain dependent on
the presence of external abjects to perform the praising and punishing

1 functions. Ultimately, a person's vulnerability to pathological grief
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corresponds with the degree to which the psychic structure
(personality) is dependent on the presence of an external object.
Freud (1914) referred to these types of cbject relationships as

narcissistic, while Tahka (1984) referred to them as prestructual.

These types of cbject relat onships fail to engender autonomy from the
sustaining object or a constant sense of self and self-worth. Klein
attributed them to a failure to adaquately negotiate the depressive
position (Klein,  1948). In addition to reflecting arrested
development, these types of dbject relationships are considered to be
fraught with  hostility. Hence, hostile deperndency, inadaquate
reparation, or ambivalence characterizes the relationships of those
pecple who are predisposed to pathological grief (Tahka, 1984; Tyson,
1983; Ierner & lLermer, 1987; Klein, 1948; Horowitz, Wilner, Marmar &
Krupnick, 1980)

Given that the lost object served ¢ function for the person, the
loss must be resisted (denied) until the function has been replaced.
The person may deny the loss in the hope of completing the
developmental process of separation and autonomy with the now
introjected object (Lerner & Lerner, 1987). The denial of the loss
involves maladaptive consequences, however, which may bring these
pecple to the attention of mental health professionals. The following
section describes several consequences of pathological grief which
constituted the conflicts and presenting ocawplaints of this study's
patient population.

The ambivalence which characterized their relationships gave rise

to the fear that their hostility towards the cbject was responsible for
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the loss. At the very least, they were afraid that the object left
because of defects in themselves, or because they were not lovable
enough. These fears may have been supported by tautological arguments
such as: 'since I failed to prevent the loss, I am weak, incompetent,
and uncaring' (Horowitz et al, 1980). In cases where the loss was
preventable (deaths related to car accidents, cigarette smoking,
alcchol abuse and all separations/divorces) failure to rescue the
cbject was tantamount to being responsible for the loss. The feelings
of responsibility and guilt with respect to the loss may have
reflected, therefore, the unconscious fear that their anger had
magically killed or banished the lost abject. The patients may have
denied the potency of their hostility by presenting as helpless and
depressed. It 1is noteworthy that ambivalence with respect to the lost
cbject was typically denied. The lost object was either idealized
(particularly in the case of death) or vilified (particularly in the
case of separation, divorce). Hence, while the "negative" side of the
ampivalent feelings was commonly denied after a death, it was the
"oositive" side of the ambivalent feelings that was commonly denied
after a separation/divorce.

A typical reaction to the loss of the cbject was the attempt to
replace him/her with ancther person. Such replacements often lead to
transient relationships which resulted in yet more losses. 2Additional
losses served to confirm the patients' fears that they were despicable
and responsible for former losses. If the substituted object
relationship was maintained the expectations and anger that were then

displaced onto this second person often resulted in marital or
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interpersonal conflicts. Relationships which offered the patients the
opportunity to learn to perform these functions for themselves and
hence, camplete the developmental sequence towards autonomy were
resisted. This resistance seemed to reflect their need to punish
themselves for the former loss. In addition it seemed that new
relationships threatened to dissolve even the memory of the former
relationship. The threat of absolute dissolution rendered the patient
feeling disloyal and guilty while confirming their fears that they did
have the power to destroy ancther.

The confusion wrought by loss(es) often brought fears of repetition
if ancther relationship was attempted. Hence, the patients remained
isolated despite feeling lonely ard incamplete. They needed yet feared
another relationship which made intimacy, with anyone, a struggle.
Often patients attempted ¢to substitute alcchol, food, or work for the
original murturing (lost) object. These substitutions tended to only
perpetuate the depression, shame, low self-esteem, interpersonal
difficulties as well as creating and/or exacerbating samatic
camplaints.

The diverse symptams and conflicts that characterized the
presenting complaints of this patient population were understood as
manifestations and consequences of pathological grief. In this respect
it is perhaps not surprising that two-thirds of the patients who had
warranted an axis II diagnosis had received dependent personality
disorder. The criteria for this perscnality disorder are: "passively
allows others to assume responsibility ... because of an inability to

function; subordinates own needs to those of perscn cn wham he or she
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depends ...; sees self as helpless" (DSM-III; American Psychiatric
Association, 1980, p.326). Theoretically, at the base of these
difficulties were the patients' inability to tolerate the existence of
ambivalent teelings towards the lost object, the hostile dependent
nature of their relationships and their developmental failure to
separate. In addition to addressing the presenting complaints of these
patients, therefore, the therapeutic goal included the exploration of
the common unconscious features and their cormnection with the patients!
conscious difficulties. The nature and etioclogy of pathological grief
forms, therefore, the context within which one considers the clinical

significance of the results.

The Clinical Significance of STIG. The results indicated that there

were only a few areas where SIG had changed the patients in a
clinically meaningful way. These areas represented, however, the
personalized problems for vwhich they had sought treatment (the target
abjectives) . By the end of treatment, the patients were as autonomous
interpersonally as the nommal population. In addition, a reduction in
the disturbing impact of the loss(es) had been accamplished. This
reduction had represented the focus of STG. These results are
interpreted with restrained optimism regarding the efficacy of STG.
While the groups, by their very nature were not expected to explore the
entire range of conflicts existing in the patients, a thorough
exploration and understanding of the particular conflicts associated
with loss had been postulated to benefit the patients by offering them

an important model for understanding subsequent and concurrent problems
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and conflicts in their 1lives. The treatment focused on the issue of
loss and the nature of their interpersonal interactions (i.e. their
lack of autonomy interpersonally). While the results of the
statistical analyses had determined that the treatment had
sicnificantly affected this and other aspects of functioning, the
impact was not, as yet, clinically significant. Many areas of
functioning remained problematic. The groups did not deliver a "quick
fix." Nevertheless, the patients' and therapist's goals for treatwment
had been reached. The process of recovery had been set in motion.
Considering the rather primitive (i.e. prestructural, depressive,
dependent, narcissistic) nature of the patients® personality structure
and/or interpersonal relationships, and the investment of time by the
patients amd therapist, the impact of SIG is considered to be
clinically significant and no small accomplishment. The working
through process would have to contimue beyond the termination of
therapy. Theoretically, gains in the targetted areas of functioning
would contime and eventually influence the patients' entire lives.

These conclusions are similar to those of Budman et al. (1984):

Such groups may not "cure" problems in living nor dramatically
alter character structure, if indeed such changes are ever
possible under any circumstances. They may, however, provide
patients with the opportunity to begin to change aspects of
their 1lives about which they feel dissatisfaction or
demoralization. Furthermore, even moderate change may carry
with it the seeds of mastery arnd hope. These factors in turn
may facilitate more effective problem-solving when future
stresses emerge (p.601).

Analyses of the follow-up data reaffirmed the (statistically

Jdetermined) treatment effectiveness (Hypothesis 8). Treatment qains
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had been maintained six months after the termination of therapy. In
some areas the patients had contimued to improve. Calculations of the
clinical significance of these benefits revealed that improvement in
the patients' goals for therapy (target abjectives) had now surpassed
the two st indard deviations criterion of significance. The patients
were alse as autonamous and emctionally reiiant as the normal
population. Their experience of depressive symptomatology was now
indistinguishable fram the norm. Finally, the disruptive impact of the
loss(es) was now below the reports of a normal population thirteen
months after a traumatic event. In sumary, the benefits of treatment
had contimued after therapy had ended becoming more pronounced in scome
areas. The areas which evidenced contimied improvement represented
those same areas considered to be particularly problematic for this
patient population. The follow-up results indicated that the benefits
of treatment for these areas of difficulty were now clinically

significant.

IT. The Therapeutic Process of SIG

Curative Factors in STG

The efficacy of STG may have reflected a particularly good match
between a treatment approach (SIG) and a patient population (loss
patients). Hence, the success of $TG may have reflected the resonance
between the gqroups' therapeutic approach and the patients' concerns and
conflicts. The following section summarizes the manner in which the

therapeutic process is believed to have addressed typical processes and
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themes that evolved in the groups.

With the first session, conflicts of intimacy lmmediately came to
the fore as patients struggled to coalese into a working group,
¢isclose persconal information and overcame their fear of
vulnerability. Their wvulnerability was particularly elicited by the
knowledge that involvement would be followed by loss (termination)
after only eleven more sessions. Predictably, patients attempted to
camfort themselves (and avoid intimacy with each other) by substituting
the therapist for their lost gratifying cbject. This was reflected in
patients' demards for advice, structure and explanations from the
therapist. Despite the substantial activity level of the therapist,
inevitably, he/she was percejved as being passive, judgemental and
deliberately depriving them of the "“secret formula" necessary to
resolve their difficuities. This misperception of the therapist may
have been due o the the type of therapist activity which was
predominantly interpretive and clarifying rather than directive and
supportive. Since the patients were not abtaining what they felt they
needed fram the therapist, it was as if they were receiving nothing at
all. The therapist interpreted the frustrations and disappointments
with him/her and the patients' fear of the same. By interpreting the
"unspeakable" the patients were indirectly encouraged by the therapist
to express their "negative" feelings. The therapist's acceptance of
these feelings were seen to promote an atmosphere of safety.

The homogenecus camposition of the groups facilitated this
anxiety-laden beginning stage of the groups as members recognized and

identif'ed with the similar complaints and concerns of each other. The
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curative benefits from identifying with similarities of other patients
has been referred to by Yalom (1985) as universality. Simultanecusly,
the group modality allowed patients to develop multiple relationships
which gratified some of their dependency needs, thus substituting for
the leost object. It is noteworthy that many theoretical papers have
compared any group to the "good mother". Elbirlik (1983), for example,
postulated that group members will evoke memories of early figures and
pathological attachments. Hence, there is a parallel between mourning
and group process since both situations require the patient to abandon
a familiar way of interacting and attempt something different and
frightening (Elbirlik, 1983). In this study, it was perhaps the
cambination of a howogenesus group who shared the same conflicts and
fears with respect to relationships, who offered support, reassurance
and acceptance to each other, and a therapist who encouraged the
patients to express their ambivalence with respect to him/her that
enabled the patients to begin to explore their ambivalence with respect
to past depriving objects, who typically included the lost object(s).

The homogencous composition of the group was therapeutic in
ancther, ironic way. As every member sought to have the group satisfy
his/her dependency needs, each member was the recipient of other
members' demands. By experiencing first hand, therefore, the demanding
and overwhelming aspects of cther patients' interactions, the patients
began to realize their own contribution to failed relationships. The
possibility of hoamogenecus groups becaming volatile due to each
member's negative aspects being reflected in cother members has been

documented 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.

while the groups were hamogenecus with respect to loss, the kind of
losses were heterogenecus. The majority of the patients had
experienced multiple losses, both by death and by separation. The
combination of Jboth types of losses in the same group had a
serendipitous effect. It was noted that patients who focused on a
death tended to deny anger towards the lost object. Cornwversely,
patients who focused on a separation/divorce tended to deny sadness
towards the lost object. By having both types of losses in the same
group, and indeed, 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 reaction to the dropout. Initially, absent
members tended to ke protected and defended. This was interpreted as
the patients' fears of ‘''speaking 1il1 of the dead." Eventually, the
group began to acknowledge experiencing a variety of feelings towards
the ‘“empty chair.® These feelings included concern, sadness,
rejection, regret, gquilt and the less spontanecusly acknowledged
affects of anger, envy or relief. The group's ambivalent feelings
toward the lost member were interpreted as being reminiscent of
similarly ambivalent feelings toward past losses in their lives. In
addition, acknowledging feelings of envy towards the departed member
led to members' appreciation of their ambivalence towards the group and

other relationships in their lives. Thus, patients' reactions to the
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loss in the here-ard-now life of the group were interpreted by the
therapist as being similar to their reactions to past losses. While
dropouts are generally considered to have a demoralizing effect on
psychotherapy groups, in this study, their departure tended to
consolidate the bond between the remaining members. Perhaps once the
patients' (worst) fears of abandorment had been realized they felt
somewhat freer to become involved in the group. This tendency of
dropouts to facilitate cohesion among remaining members has been noted
in the literature by Iothstein (1978).

The time-limit of the groups was seen as being particularly
therapeutic for these loss patients. Termination represented a unique
opportunity for patients to explore and re-experience their
idiosyncratic reactions to loss which had created so much difficulty
for them in the past. By understanding the relationship between their
current feelings with respect to termination and their past reactions
to losses, they could experiment with different and more adaptive
reactions to loss. Hence, the loss of the group could also serve as a
rehearsal for future losses.

Initially, for these patients who were afraid of losing control of
their agoressive impulses, and who feared the destructive ability of
their dependency needs, the clearly defined bcundaries imposed an
external control which tended to contribute to the safety of the
group. Eventually, the members commonly expressed the wish that the
group continue past its predetermined termination date. Similarly,
members wished to socialize with each other between and beyond the

sessions. These wishes were interpreted as attempts to deny the
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inevitability of the loss of the group and the related fears of
isolation and abandorment which were reminiscent of their conflict with
respect to past losses. Similarly, frustrations that the group had not
resolved all the patients' problems and that the termination was
premature were interpreted as being reminiscent of past, premature
losses. Discomfort with the variablity among members' satisfaction
with the group was interpreted as the patients' fear of individuality
and survivor quilt. Surviver gquilt referred to the tendency of the
patients to feel quilty living while others close to them had died.

In addition to these shared themes in reaction to termination, each
merber's idiosyncratic reaction to the loss of the grouw was
interpreted as being a familiar pattern originating in the past. The
inherent difficulties consequent of these patterns were identified.
These idiosyncratic reactions to the loss of the group included:
devaluing the group experience to avoid the sadness; becoming helpless
or in crisis to prolong the group sessions; talking of dropping ocut to
avoid a more direct expression of anger. Examples of experimenting
with different, more adaptive ways of addressing loss included
confronting or supporting ancther nember rather than regretting yet
another missed opportuw.ity. The ease with which patients were more
accepting of ambivalent feelings with respect to the therapist, the
group members, the group experience, the end of the group, and the
memory of past lost cbjects were speculated to indicate the diminished
impact of past (and future) losses.

Support for the aforementioned explanations of the groups' efficacy
with this population can be found in the clinical literature. It has
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been arqued, for example, that psychocanalytically oriented group
therapy is the treatment of choice for patients who: are overdependent
ard overdemanding, tend to withdraw from relationships, beccame involved
in multiple transient relationships, fear the amipotence of their
anger, fear and avoid the dyadic situation of irmdividual therapy,
experience difficulties of adjustment and functioning n social
situations, and complain of a life situation of loneliness, dreariness
and a lack of stimilation (Neumann & Gaoni, 1974; Grunebaum & Kates,
1977). For these patients the group can represent a corrective

emotional experience (Grunebaum & Kates, 1977). This term signifies

the opportunity for patients to experiment with different ways of
interacting within an emotionally intense yet safe erwiroment. In
addition, patients' dependency needs are more likely to be gratified
and tolerated in a group where they are divided among many peocple
(Neumann & Gaoni, 1974).

There are remarkable similarities between patients believed to be
particularly suited to group therapy and the characteristics of the
loss patients. While group therapy may be the treatment of choice for
loss patients, the success of the short-term modality remains
impressive. As noted earlier, however, the time-limited nature of the
groups seemed to resonate with the conflicts inherent in loss. In this
respect, the success of SIG is cousistent with Mann's (1973) model of
time-limited individual psychotherapy, (described in the
Introduction). Patients were offered the opportunity to understand amd
utilize their reactions to the loss of the group as a model for

beginning to work through the unresolved conflicts that were associated
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with their previous losses. In addition to the the time limit of the
group, factors believed to have facilitated the etficacy of SIG
included the group modality, the homogenecus coamposition, the therapist
focus on here-ard-now interpersonal interactions and the linking of the
same with past relationships, especially the lost relationship, and the
exploration of member-member and therapist transference phenomena. In
conclusion, the interaction between the STG therapeutic process and the
patient population is believed to have been responsible for the
efficacy of SIG.

The Integrity of the Psychoanalytic Process

A major issue addressed by the present study was the feasability of
conducting psychoanalytic work on an on-going basis in the STC format.
As reviewed in the Introduction, psychoanalytic work has been defined
as entailing a regressive process, a technical process and a
progressive process (Bierwemu et al., 1986). In response to the
anxiety of the begimming stages of the group, it has previously been
mentioned that the patients attempted to substitute the therapist for
the 1lost gratifying odbject. Hence, they seemed to regress to a
deperdent mode of functioning where they attempted to procure the
caretaking function from the therapist. This dependent mode of
functioning was manifested in the patients' demands for advice,
structure, explanations and encouragement from the therapist. Wwhen the
therapist did not collude with their dependency, he/she was perceived
as passive, Jjudgemental, and deliberately depriving of their wishes.

Their perceptions of the therapist seemed to elicit further regression
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as the patients projected their anger onto the therapist accusing
hin/her of being rejecting and punitive. Hence, it was concluded that
the groups had elicited the regressive process of psychoanalytic work.

Clinical appraisals of the groups confirmed that the therapists had
succeeded in carrying out an analytic technical process. They had
maintained a neutral position and interpreted transference and
unconscious conflicts as they manifested themselves in the here-and-now
events of the group. The integrity of the technical process was
empirically investigated by monitoring the frequency and type of
therapist interventions, utilizing the PWORS. This imvestigation
revealed that the average mumber of therapist interventions per session
was 17 which represented 16 percent of all verhal productions in the
group. Sixty-three percent of all therapist interve.tions were
interpretations with cne~-fifth involving malitiple conflictual dynamic
camponents. The empirical evidence supported the clinical appraisals
of a successfully conducted analytic technical process.

The third component of psychcanalytic work, the progressive process
was clinically reflected in the patients' efforts to urderstand and
work with the therapist's interpretations. The patients' apility to
work within the analytic approach was empirically investigated by
monitoring the quantity and quality of psychodynamic work evidencesl in
the sessions, utilizing the PORS. This iwestigation revealed that
almost half of all patient speaking time irvolved the identification of
dynamic componesits, Statements that focused on multiple, conflictual
dynamic components represented slightly over one-fifth of all their

speaking  time. The empirical evidence supported the clinical
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appraisals of a progressive process in the groups. In addition, the
amount of time that the patients engaged in psychodynamic work was
comparable to that of the therapist. The work levels of STG patients
were also camparable with those of patients engaged in long-term
psychoanalytically oriented group therapy. Piper, Doan, Edwards and
Jones (1979) utilized a modified versicn of the Hill Interaction Matrix
to inmvestigate the work 1levels in their groups. They reported that
long-term group patients ergaged in work approximately 53 percent of
the time. In conclusion, given the evidence that regressive, technical
and progressive processes had occurred in STIG, the transition of
psychoanalytic group  psychotherapy to the short-term format was

censidered a success.

Psychodvnamic Work as a Curative Factor in STG

It had been hypothesized that the more a patient engaged in the
therapeutic process, as reflected in his/her levels of psychodynamic
work, the more he/she would benefit from the group (Hypothesis 7). The
patient's engagement in psychodynamic work (as rated by the PWORS)
represented, therefore, the curative factor that was empirically
investigated in the present study. The results indicated a generally
weak pattern of direct associations between levels of work and pre~post
measures of outcome. The two significant correlations that were fourd
were attributed to chance considering the mumber of variables involved
in the correlation matrix.

The lack of significant direct relationships between levels of

psychodynamic work and the majority of the outcome variables may be
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partially due to the lack of variability and range in ocutcome scores.
The patients improved regardless of their work level in the group.
Those patients who failed to benefit from the group dropped out.
Hence, they did not contribute to the data set. Ancther explanation
irvolves the limitations of the PWCRS measure. The system did not
monitor the incidence of work occurring covertly within the session, or
work that occurred between sessions. In addition, the system failed to
evaluate the emotional impact or integration of the work being
verbalized within the sessions. These other aspects of work may have
played a crucial role in the relationship between work and ocutcome in
the groups. Other explanations for the rather meagre relationships
found between work and outcame 1n the present study irwvolve the
camplexity of therapeutic process. It is possible, for example, that
the relationship between work and outcame differs between patients.
Same patients may need to comnect a conflict with an undesirable
consequence only once 1in order to facilitate change while other
patients may need to ponder the same connection several times before it
resonates with them and results in change. It is also possible that
other therapeutic conditions or factors inherent in the groups mediated
or influenced the relationship between work and ocutcame. Related to
this issue, is the point raised by Stiles (1988) concerning the
vossibility that patients may require different amounts and
cambinations of therapeutic factors in order to obtain positive
outcames, It is evident that the recipe for outcome remains cbscure
with either the ingredients and/or the quantities of each ingredient
requiring further irnvestigation.
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Success of Alternative Treatments for loss Patients

The present study did not address the efficacy of STG relative to
other therapeutic approaches or modalities for this population.
There are reports 1in the literature which attest to the efficacy of
other treatment approaches with a similar population, the conjugally
bereft. For example, Lieberman and Videka-Sherman (1986) evaluated the
efficacy of self-help groups with this population. They reported
improved functioning for widows who had elected to participate in a
self-help group program for one year coampared to those who had
declined. These authors also reported that the 25 percent of their
population who had reported exposure to adjunct psychotherapy did not
significantly benefit from that exposure. These latter findings are
rather ambiguous, however, since 42 percent of the psychotherapy
contacts were of less than six sessions duration and the authors relied
on the participants' report of the type and usefulness of the contact.
The study does attest, however, to the usefulness of self-help groups
with a population believed to be highly susceptible to the development
of psychological/emotional problems.

Barrett (1978) compared the outcames of 70 widows who had been
recruited from the cammunity and then randomly assigned to one of three
group treatments or a (delayed treatment) control group. The
treatments consisted of a self-help gruup, a confidant group or a
consciousness-raising group. The two groups conducted within each
condition met for seven weekly sessions of two hours duration. The
format of the self-help group consisted of members sharing solutions to

practical concerns while the therapist acted as a facilitator. The
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confidant group involved each member pairing with cne other person to
engage in intimacy-building exercises while the therapist moved from
pair to pair "as needed." A discussion around a list of possible sex
role topics considered to be of particular relevance to widows
constituted the format of the consciocusness-raising group. Barrett
reported that all groups (including the control group) evidenced
substantial changes. on two of the twelve ocutcome measures, the
treatment groups were samewhat more effective than the control group.
There were no significant differences between the ocutcames of the three
treatment approaches. There was a trend, however, in favour of the
consciocusness-raising group. The author attributed the effectiveness
of this group approach to the facilitation of expressed anger.

The outcame study conducted by Marmar, Horowitz, Weiss, Wilner and
Kaltreider (1988) involved a clinical population. These researchers
campared the efficacy of individual versus group treatment of conjugal
bereavement. In that study, 61 widows were randomly assigned to twelve
sessions of either psychodynamically oriented individual therapy (STI)
or a self-help dgroup (SHG). The individual therapy sessions were one
hour in length while the group treatment sessions were one and one-half
hours in length. Their results indicated that patients in both
corditions improved over the course of the study and that the two
treatments were equally effective. As with the present study, these
authors also reported that the treatment was very effective for same
areas of disturbance (symptom reduction) but not for others
(interperscnal and occoupational functioning). They attributed this

latter finding to "the long-term process of role transition
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necessitated by the death of a spouse" (p.208).
In sumary, there have been few controlled ocutcame studies that

have investigated the efficacy of group treatment approaches with loss

patients. Intervention has often represented secondary prevention
strategies. Self-help groups have been the preferred treatment
approach. While their general helpfulness has been concluded,

controlled outcome studies of the efficacy of group treatments for
conjugally bereaved wamen have offered ambiguous results. No form of
treatment for this patient population has been found to be superior to

ancther.

Attrition

A number of patients dropped cut at varicus times throughout the
present study. The dropouts represent a subgroup of patients with whom
the STG therapeutic process did not resonate. Dropping out was not
found to be related to condition assigrment. This finding should ease
ethical concerns over utilizing a delayed treatment control group
paradigm. Despite the counterarguments that it is unethical to provide
treatment without verifying its efficacy, delaying treatment for a
randamly selected portion of patients is always difficult. Condition
assigmment may not have affected attrition in this study since the
patient was informed that his place in the subsequent therapy group was
reserved. He/she was informed of the starting date of the group.
Patients were also made aware that if their circumstances deteriorated,
they could recontact their intake therapist ard procure support or
arrange an alternate treatment plan.
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The dropout rate during the treatment phase was 28 percent. Io be
considered a dropout, the patient had to attend at least one session
but not complete treatment. This study's dropout figure was actually
at the average level of usual dropout rates for group therapy.
Iothstein (1978) for example, quoted a dropout rate for long-term group
therapy that ranged from 25 to 50 percent. Comvursely, Piper et al.
(1984) reported a dropout rate of 17 percent fram their short-term
groups. Those authors found no differences between those patients who
dropped out ard those who remained in their groups which were conducted
according to traditional psychocanalytic principles. The controlled
outcame study conducted by Budman et al. (1984) did not experience any
dropouts among their 36 participants. The authors attributed this
impressive finding to the success of their (single, one ard one-half
hours) screening workshop. (Four patients were excluded fram their
study due to their presentation during the workshop.) In an earlier
paper, however, Budman et al. (1980) reported a dropout rate of 17
percent from 22 short-term groups that they had been monitoring. As
described in the Introduction, Buwdman and his colleagues conducted
psychodynamically oriented short-term groups that were based on a model
of adult development. They characterized their dropouts from the
groups as distant and insensitive towards others, distrustful of the
group experience but at the same time holding unrealistic hopeful
expectations of the group. These authors implied that their dropouts
lacked a basic 1liking and trust for people adding that to succeed in
STG patients needed "to be able to 'speak the same language' or at

least be able to hear the words" (Budman et al., 1980, p.1l15).
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While Buw@man et al. (1980) were referring to interpersonal
cammmnication by the phrase “speak the same language", the drupouts in
the present study where similarly unable to 'speak the same language'
as the other members. Dropping cut of treatment in the present study
was fourd to be significantly related to the patient's level of
psycholcgical mindedness (PM). While 62 percent of marginal ™M
patients dropped out only six percent of high PM patients failed to
complete  therapy. The differential attrition rates between the
patients indicated that the majority of the marginal PM patients could
not tolerate the groups. It is highly probable, therefore, that the
marginal PM patients dropped out of therapy because they felt confused
and dissatisfied with the psychoanalytically oriented therapy process.
The following description typifies the experience of marginal ™
patients who dropped out of SIG. Often they came late to the first
session with their attendance contirmuing to be erratic thereafter, with
absenteeism, lateness or early departures. Typically, they offered
reasonable excuses such as work schedules or illnesses as being
responsible for their poor attendance while denying any ambivalence
with respect to their membership in the groups. When in attendance,
they often sat silently throughout the sessions. When invited by
ancther group member to participate, they rarely added to the
discussion stating that they agreed with most of what had already been
said. When they did participate in the group discussion, they
camplained about their physical condition, the incompetency of the
medical profession to correctly treat them, their doubt regarding the

connection between their cuwrrent concerns and "samething that happened
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years ago and that happens to everycne." Their confusion with the
therapist role was revealed by such statements as '"when I call a
plunber I expect him to know how to fix things.'" Hence, these patients
interpreted the therapist's lack of advice and direction as reflecting
incompetence. They could not explore the possibility that their
resistance to the therapist was being exacerbated by associating
him/her with the medical doctors who had failed to save their lost
one. For them, the group was experienced as "“the blind leading the
blind."

The speculation that the marginal M patients felt lost in the
groups 1is supported by the fact that two thirds of the dropouts left
the group during the early sessions. The early sessions have been
reported elsewhere as being the period of high risk for any group
therapy (Klein & Carrcll, 1986; Budman et al., 1580). Mackenzie and
Livesley (1983) speculated that early dropouts in their short-term
therapy groups failed to engage due to fears of bheing fouwd
unacceptable by the other members. Given the level of quilt ard
"unacceptable" anger experienced by loss patients, it is perhaps not
surprising that since they were unable to understand the connection
between their symptoms and their feelings with respect to the loss(es),
their feelings of helplessness and confusion escalated to the point
where they dropped cut.

It is equally possible that these patients had interpreted their
referral to the groups as yet ancther abandorment by either their
general practitioner or by their intake therapist. Typically these

patients had een referred by their general practitioner who had
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suspected that their chronic complaints of vague aches and pains,
irritability and insamia were actually manifestations of a low level
type of depression or dysthymia. Although these patients were adamant
that their symptams were nou “all in their head” there were many
possible reasons for their accepting referral to the groups. For
example, they had to agree that talking about the loss(es) still
brought tears to their eyes or that the onset of their aches and pains
had coincided with a loss or an amniversary of a loss. They also may
have realized that what they had attempted thus far had been
ineffectual ard that the mmerous medical tests that they had undergeone
had failed to reveal any physical ailment. Their failure to engage
with the other grouwp members may have represented, therefore, their
angzr with respect to being referred to a treatment they considered to
be second best (individual therapy beiny their first choice). Their
difficulty overcaming their apprehension in the group probably
represented their difiiculty identifying with  the highly
psychologically minded patients, not understanding the therapist's role
or interventions and their prohibitive fear of intimacy.

The one-third of the dropouts who left the group during the
terminating sessions were oonsidered to have had difficulty with the
loss of the growp. While the psychoanalytic process may or may not
have resonated with these patients, they nevertheless had persisted
with the group. However, when these patients were confronted with yet
ancther loss, they failed to understand and/or work with the connection
between their reaction to the loss of the group and their reactions to

past losses. Faced with the repetition of loss, these patients coped
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with their feelings of helplessness and anger by abandoning the group
rather than waiting to be abandoned. It was as if the group's
termination pre-empted any enduring positive evaluation of the
experience. Mackenzie and Livesley (1983) have similarly postulated
that dropping ocut late in treatment reflects difficulties resolving the
existential problem of one's essential isolation and responsibility for
oneself.

Marmar et al. (1988) also cited the painful nature of the
termination phase as precipitating dropping ocut for their patients who
were already sensitized by a recent major loss (i.e. death of spouse).
In the Marmar et al. (1988) study, the authors reported that while 29
percent of patients in the short-term individual therapy condition
dropped wut, 77 percent of patients in the mutual self-help group
terminated prematurely. To explain the differential attrition rates
between the two conditions, the authors cited variable individual
responses to stressful events which acted to disrupt the formation of
early cchesion. Specifically, these authors speculated that the
dropouts were  '"threatered by witnessing powerful — abreactive
expressions" of emcotions that they, themselves, were trying to disavow
(p.208). It is unlikely, however, that it was the nature of the
patients difficulties (i.e. bereavement) that solely precipitated the
high attrition rate in that stuly. For example, Yalam and Vinogradov
(1988) reported only a five percent dropout rate in their paper
describing the techniques and themes of their support groups for the
berett, It is conceivable that the particularly high attrition rate in

the Marmar et al. (1988) study is attributable to their use of
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nonclinicians as the groups' leaders. It is possible that they were
unable to manage the debilitating anxiety of those early sessions. The
low dropout rate reported by Yalam and Vinogradov (1988) may be
attributable to the fact that experienced group psychotherapists led
the groups. It may also be attributable, in part, to the selection of
a non-clinical pcpulation. Hence the members may have been less
vulnerable to the abreactive experiences of other members.

In sumary, level of psychological mindedness was found to be
strongly related to dropping out in the present study. The nature of
the patient population and the psychodynamic therapeutic approach may
have contributed to the relationship between PM arnd attrition. These
results imply that marginally psychologically minded patients should be
referred to ancther form of therapy. Marginal PM patients are usually
considered "a better prospect for chemotherapy (or behavioral or
supportive therapy) than for uncovering therapy" (dbramowitz &
Abramowitz, 1974, p.610) The decision to refer marginal PM patients to
alternative treatment in the future inwolves considering psychological
mindedness as a selection variable. The next section discusses this

issue.

ITI. Patient Suitability for STG

Psychological Mindedness as a Selection Variable

As previously mentioned, psychological nirdedness was found to be
stongly related to remaining or dropping out of therapy. For those

patients who remained in the groups, the results indicated that
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psychological mindedness was related to therapy process. Specifically,
wvhile ™M was not related to talkativeness, it was associated with
engaging in psychodynamic work (Hypothesis 6). Psychological
mindedness was not found to be a prognostic variable since it was not
strongly related to '"spontanecus" remission rates of patients on the
wait list (Bypothesis 5). Similarly, it was not found to be a curative
factor since it was not strongly related to general improvement
(Hypothesis 2). To be considered a selection variable, however,
psychological mirdedness had to have influenced the response to
treatment.

The influence of psychological mindedness on cutcame was generally
weak. The finding that was revealed was unexpected (Hypothesis 3).
The results indicated that those marginal PM patients who complieted the
group benefited as much as or more than the high PM patients.
Explanations of this finding are tentative due to the small rumber of
patients involved. Rather than high levels of psychological mindedness
being a selection criterion, the results suggest that it is the
marginal PM patients whe should be offered STG. CGiven that the
majority of the marginal PM patients could not tolerate the groups, it
is interesting to speculate how *his "high risk, high gain" population
did benefit from the groups.

While treated patients improved regardless of the level of
psychological mindecness, it is unlikely that the marginal PM patients
benefited from the same process as the high ™ watients. While
psychodynamic work and the psychoanalytically oriented process may have

been the high PM patients' route to success, it is likely that the
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marginal PM patients benefited from other curative aspects present in
the groups. Yalom (1985) has identified several curative factors that
he believed occur in any therapy group. They included universality,
corrective recapitulation of the primary family group, instillation of
hope, and the development of socializing techniques. Hence, the high
and marginal PM patients may have followed different routes but arrived
at the same destination. This explanation is consistent with the
minimal influence of psychological mindedness on ocutcome (Hypotheses 2,
4, and 5), the aforementioned strong pattern of associations between PM
and psychodynamic work (Hypothesis 6) and the weak pattern of
associations between psychodynamic work and cutcome (Hypothesis 7).

In support of this explantion is the study reported by Connelly and
Piper (1989) wherein patients who engaged in different therapeutic
processes were still able to derive benefit from psychodynamically
oriented long-term group therapy. They speculated, therefore, that the
patients engaged in a process which was most suited to and most
beneficial for them. However, they also found that the therapists
rated patients who had engaged in low levels of psychodynamically
oriented group process as having benefited more from insight oriented
therapy than their counterparts who had engaged in high levels. This
finding suggests that even though the patients failed to engage in high
levels of psychodynamically oriented therapy process, their exposure to
this process was, nevertheless the curative factor in their treatment,
according to the therapist.

It is possible that the psychoanalytically oriented process as
evidenced in STG helped marginal PM patients by offering them ways of
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viewing problems that was mwost novel for them. Being exposed to a
philosophy which espoused responsibility and hence, control for one's
lot in 1life (the verbalizations of the high FM group members and the
therapist interventions) may have carbatted the patients' feelings of
helplessness and hopelessness, encouraging them that they could change
their lives. Learning through exposure to other people's behavior is
c?.lled vicarious learning. This phencmena has been also conceptualized
as a curative factor in group psychotherapy (Yalom, 1985). In
addition, it was identified as a curative factor by inpatients engaged
in short-term groups (Brabender, Albrecht, Sillitti, Cooper & Kramer,
1983). The view that marginal psychological minded patients can
benefit fram psychodynamically oriented therapy has been espoused in
the clinical literature (Neumann and Gacni, 1974).

To sumarize, the majority of marginal PM patients in the groups
dropped out. Those who did persist in the groups benefited from the
experience. Psychological mindedness was not particularly related to
patients' benefit from therapy. Treated patients improved regardless
of the 1level of psychological mindedness. It is unlikely, however,
that the marginal PM patients benefited from the same process as the
high PM patients. They engaged in less psychodynamic work than the
high MM patients. Factors that may have differentiated the marginal PM
patients who remained in the group from those who left and that
subsequentlv, allowed them to benefit from the group may have been
their ability to benefit vicariously from the process of the high ™
members and/or other nonspecific factors occurring in the groups. The
marginal PM patients who remained in the group long encuch to take
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advantage of its curative factors, might have been better able to
interact interpersonally than those who dropped out. Their
interpersonal ability seemed to have compensated for their lack of
psychological mindedness. The importance of interpersonal factors for
remaining in STG has bean documented in the literature (Budman et al.,
1980).

While psychological mindedness did not prove itself as a seiection
variable, the results of the present study do have implications for the
preparation and/or selection of marginal PM patients for future STG
loss groups. In addition to the patients' level of psychological
mindedness, their ability to understand therapist interpretations of
conflict between dynamic components and of transference phenomena was
also assessed by the PMAP. The predictive ability of these variables

is discussed in the next subsection.

Interpretation Comprehension as a Predictor of STG Process and Outcome

Similar to psychological mindedness, the pattern of associations
between the Interpretation Comprehension variables and the pre-post
measures of outcame was generally weak. In terms of therapy process,
the pattern of associations between the Interpretation Comprehension
variables and the PWORS process variables was stronger. Patients who
were receptive to interpretations of conflictua® dynamic components
participated more in the groups and engaged in more psychodynamic work
than other members. These associations suggest that they felt more
comfortable in the groups, talking and working regardless of the other
members. They were not inhibited by the other members.
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These process measures and the both types of the Interpretation
Comprehension variables (dynamics and transference) were found to be
related to therapist and patient ratings of the overall usefulness of
therapy and patient satisfaction with services received. Hence, the
value ascribed to the STG experience, by both the therapist and
patient, varied depending on the patient's involvement in the group and
receptivity to the fundamental psychoanalytic concepts of conflictual
dynamic components and transference phenomena. In sumary, the
Intexpretation Coamprehension variables were minimally related to
outcome but medestly related to process measures and global impressions
of therapy outcame. This pattern of associations suggests that
receptivity to therapist interpretations may influence patient
satisfaction with a therapy technique that emphasizes interpretation.
Psychological mindedness remained, however, the more powerful predictor
variable given its association with attrition and process. The
implications of these associations are discussed in the next

subsection.

Treating Marginally Psychologically Minded Ioss Patients
Two strategies for the future treatment of marginal PM loss

patients involve offering an alfernative therapeutic approach or
modifying STG. The first strategy assumes that marginal PM patients
would do equally well or hetter in another form of treatment but that
they would be less likely to abandon this alterate treatment. To lower
the risk of dropping out, they could be offered a therapy that was more

directive, structured and supportive in form. By maintaining the group
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format, the patients could continue to benefit from the curative
factors inherent in all groups.

It is possible, however, that vicarious learning resulting from
their exposure to novel ways of viewing their problems (i.e. the
psychoanalytic process), was a salient curative factor for this type of
patient. If this was the case, then they should contimie to be offered
STG. Cartain modification would need to be implemented, however, in
order to reduce the high dropout rate amcng the marginal PM patients.
Iothstein (1978) suggested that dropouts could be prevented by reducing
the ambigquity of the early sessions. Rather than utilizing the early
sessions, Budman et al. (1984) utilizated a single pretherapy workshop
session. As previcusly menticned, those authors attributed their zero
dropout rate from their controlled outcame study to this procedure.
Similarly, Piper et al. (1984) have found that pretraining or
pretherapy preparaticn sessions do successfully lower dropout rates in
long-term group therapy. With respect to the format of a pretherapy
workshop, Piper et al. (1982) reported that it was the experiential
(interperscnal) aspects of the pretraining exercises rather than the
cognitive information conveyed that influenced the subsequent dropout
rate. Consistent with this finding, ILothstein (7.978) reported that the
dropouts he surveyed did not attrilmute their departure from group to a
lack of preparation. Hence, a pretraining session that facilitated
interperscnal interactions between group members, conducted in a
structured and supportive way could be implemented with future loss
patients. The high PM patients would also attend this pretraining

session since recamposing groups after the pretraining experience has
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been found to disrupt the positive influences of pretraining on
remaining (Cornelly & Piper, 1989).

A third consideration raised by the results of this stu’, involves
camposition strategies for STG. It is possible that the marginal PM
patients who remained in the groups were able to benefit only after the
other marginal PM patients dropped out leaving the group camposed of a
majority of high PM patients. With the departure of most of the
marginal PM patients, the psychoanalytic process would not be
detoured. Hence, the marginal PM patient may need to ke surrounded by
rather than merely exposed to highly psychologically minded patients to
benefit. This speculation 1is supported by the work of Connelly and
Piper (1989). They found that patients scoring high on pretherapy
levels of work (high~level patients) evidenced higher therapy levels of
work when they were in groups camposed of other high-level patients
than with a mixture of high-level and low-level patients. This
phenamenon  can be called a context effect. Hence, the future
campositior. of SIG may need to vary the ratio of high to marginal PM
patients to optimize the context eftect.

There is clearly a need to research the aforementioned strategies
for modifying the future treatment of marginal PM patients. First,
there needs to be a camwparative study that investigetes whether or not
marginal PM patients benefit more from a supportive therapeutic
approach than fram a psychoanalytically oriented one. A comparative
autcare study would ocontimie the investigation of possible matches
between a patient population and a treatment approach. As the design

of the camparative study would involve referring marginal PM patients
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to STG, pretraining procedures would need to be implemented to increase
the probability that they would remain in the groups (in order to
campare their outcomes with their counterparts in the support group).
Referring high P11 patients to a supportive treatment involves ethical
considerations. It is possible that the high PM patients would not
benefit as much from a supportive approach as they would from STG.
Abramowitz and Abramowitz (1974) reported, for example, that highly
insightful college students benefited more from insight-oriented
therapy than from a supportive approach. In addition, they reported
that the highly insightful students did no better than their minimally
insightful counterparts when both experienced the supportive therapy.
It may be necessary, therefore, to include a cross-over phase where
each group of patients experienced both types of therapeutic

intervention.

IV. Therapist Effects.

There was little evidence for a therapist effect on ocutcome,
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 patient
characteristics (psychological mindedness, response to interpretation,
likeability), and processs variables (participation, work) offered
clinical wvalidation of the research instruments developed to assess
patient predictor variables (PMAP) and therapy process (PWORS). The

therapist ratings were not superior to the research instruments in
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terms of predicting outcome despite the fact that they were based on
the patients' presentation throughout the course of therapy.
Cornversely, the PMAP ratings were based on a thirty-mirute pretherapy
administration of the device.

Therapist ratings of patient characteristics were minimally related
to pre-post outcame measures but positively related to both patient and
therapist appraisals of the overall usefulness of therapy. This
finding suggests that the more the therapist perceived the process
rescnating with the patient (in terms of his/her display of
psychological mindedness and response to interpretations), the more
usaeful the therapist judged the therapy to have been for the patient.
The patient's agreement that the therapy was useful validated the

therapist's appraisals.

V. Limitations and Suggestions for Future Research

The methodological limitations associated with the current study
have been identified in previocus sections. They are sumarized in this
section.

The major weakness of the study was the few immediately treated
marginally  psychologically minded patients who actually camgpleted
treatment. The high rate of attrition among this cell in the study
severely reduced the power of the tests of interaction effects. The
high dropout rate also prevented the irvestigation of the three-way and
four-way interaction effects between treatment, suitability, therapist,
and groups. It is conceivable that by focusing on the effects of the

two manipulated independent variables, more complex interactions were
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masked. Generalizing from results based on the data of so few patients
mist be done cautiously due to possibility that the marginal PM
patients in this study are not representative of typical marginal M
patients. Future research must devise strategies to better retain
these patients. These strategies may involve pretherapy exercises that
focus on increasing cohesion or modifications to the therapeutic
technique that address the anxiety of the initial sessions.

A second limitation oconcerned the criteria for psychodynamic work
included in the PWORS. The system did not monitor the incidence of
work occuring covertly within the session, or work that occurred
between sessions. In addition, the system failed to evaluate the
emotional impact or integration of the work being verbalized within the
sessions. It is possible that these other components of therapeutic
process contribute to the relationship between psychodynamic work and
ocutcame. Perhaps the development of a measure of emotional involvement
or engagement ocould be devised or ut: 1 to complement the PWORS.
Another limitation of the PWORS was its r: '.ince on frequency data. It
is possible that the impact of psychodycanic work is indeperdent of
frequency and that an insight or connection need only be realized once
to have impact. In addition to utilizing adjunct or more comprehensive
measures of work, future measures could reflect complex and interactive
models of therapeutic process. In this way, future researchers may
discover variables that moderate the relationship between psychodynamic
work and therapy outcome.

With respect to the ocutcome battery, this study primarily relied on
the patient's self-report. The inclusion of a measure completed by

someone who knew the patient might have enhanced the objectivity of the
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outcome assessment. Since the goal of psychodynamic therapy is to
foster insight, a measure of each patient's understanding of his/her
idiosyncratic conflicts would have complemented this study's ocutcome
battery. It would bhe useful if future research endeavours addressed
the construction of a measure of psychodynamic change.

This study did not address the efficacy of SIG compared to
alternate treatment approaches. It is possible that supportive
interventions may be more efficacious with the marginal PM patients.
Future research studies would do well to campare the benefits of STG
with other therapies.

Generalizing the efficacy of STG as practised in the current study
to ~ther populations should be done cautiously. It is possible, that
the benefits evidenced in this study represented a particularly good
match between a patient population and a therapeutic approach. Future
studies could investigate the efficacy of STG with another equally
suitable population. A camparative study of the efficacy of STG with

two different populations would also be informative.

VI. Strengths and Implications

This study represents the largest controlled, clinical trial
investigation of STG to date. Its major strengths, therefore, include
the mumber of groups invoived, the random assigmment of patients to the
immediate treatment  versus the control condition, repeated
administration of the outcome bsttery, the utilization of experienced
therapists, the selection of a clinical population and the inclusion of

a six-month follow-up period. The fact that the outcome battery
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included measures representing a variety of areas of functioning and
different sources of evaluation was also a strength. Requiring each
therapist to conduct equivalent mmbers of groups in each condition
controlled for therapist effects across conditions which increased the
likelihood <that the treatment effects were due to the independent
variable (Dies, 1979). The major clinical implication of this study is
that the enthusiasm of many clinicians for STG has been empirically
substantiated. The practice of SIG constitutes a valid treatment
option for loss patients.

The development of the PMAP addressed the recommendation that
research instruments reflect congruence between operational and
conceptual definitions of relevant variables (Bednar & Moeschl, 1981).
The PMAP is an efficient, easily administered measure of two clinically
relevant variables. Its psychometric properties were initially
established in a pilot study and the results of this study supported
its reliability and wvalidity with a clinical population. The strong
association between level of PM as assessed by the PMAP and attrition
from therapy suggests that it is possible to identify probable dropouts
before the first group session. This identification has implications
for the selection and/or preparation procedures for marginal ™M
patients with respect to this type of therapy. Finding that marginal
PM patients who persisted with STG derived benefits from the experience
implies that other patient characteristics (e.g. interpersonal
abilities) may be able to compensate for psychological mindedness in
these groups.

The strong associations bhetween the PMAP variables amd
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psychodynamic work in the groups suggest that it is possible to
identify patients who are amenable to working within this orientation
during the assessment process. This identification has implications
for the selection arkd/or camposition procedures for psychodynamically
oriented therapy groups. The rather weak pattern of direct
relationships between the PMAP variables and the outcome indices
suggests that there are patient variables and/or process variables
mediating between the predictor and outcome variables.

The development of the PWORS reflects a congruence between
operational and conceptual definitions of a relevant clinical concept,
psychodynamic work. The criteria of work utilized in the PWORS are
based on group phenamena, for example, the impact of one member on
ancther. Hence, the work variables reflect primary and unique
dimensions of group treatments (Bednar & Moeschl, 1981). The PWORS
proved itself as a reliable and valid measure of a component of therapy
process. Psychodynamic work was significantly related to pretherapy
measurements of patient psychological mindedness and modestly related
to global appraisals of outcame. Utilizing a process analysis system
rather than relying on therapist reports of process was a more
objective measure of the therapeutic process of STG. The possibility
of experimenter bias was significantly reduced.

This study investigated the interaction between patient
characteristics, therapy process and outcome. This investigation
acknowledged the warning that particular treatment methodologies may
interact with specific patient characteristics to determine

psychotherapeutic outcome (Parloff & Dies, 1977). The manipulation of
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a patient characteristic addressed the necessity of matching a
treatment modality with suitable patients (Beutler, 1979).

The two familiar criticisms of group psychotherapy research were
addressed by the current study. The first criticism involves the lack
of integration between research and theory (Kaul & Bednar, 198¢). The
therapy mamual constructed for STG attempted to specify and describe
the camponents of the therapeutic process. There was also an attempt
to identify the possible curative factors inherent in STG. This
identification involved a conceptual discussion of the nature and
etiology of this patient population and the manner in which this may
have been addressed by therapy.

The second criticism typically levied against group psychotherapy
research involves its 1lack of clinical relevance (Dies, 1983a). This
study has addressed the issue of clinical relevance by discussing the
clinical significance of the results. In addition, an attempt was made
to integrate the process and ocutcome of STG such that clinicians could
implement the tnerapeutic techniques in their own practice. The study
of short-term therapy represented a particularly relevant choice of
treatment given the necessity of developing cost-effective treatments
(Parloff & Dies, 1977). The choice of loss patients as this study's
population represented the decision to address a prevalent patient
population. Death and separaticn are parts of life. As every change
can be considered a loss, the relevance of the treatment of

pathological reactions to loss cannot be overstated.
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VII. Original Contribution
The present study represents the largest controlled, clinical trial
investigation of STG to date and contributes to the literature
concerning the efficacy of this treatment modality. The successful
transition of psychoanalytically oriented group therapy process to the
short-term format has been empirically demonstrated. The development
of the PMAP represents an efficient, standardized, reliable and valid
measure of two clinically relevant variables that is based on
benavioral referents. In particular, the operationalization of the
variable, psychological mindedness, represents an important
contrikution to the mental health field. This study is the only one in
the STG literature to date that investigated the interaction between a
clinically relevant patient characteristic (psychological mindedness),
therapeutic process (psychodynamic work), and outcome. Investigations
that address the complex interactions between these three aspects of
psychotherapy have been recommended by reviewers of the group
psychotherapy research literature (Kaul & Bednar, 1986; Parloff & Dies;
1977; Woods & Melnick, 1979).
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APPENDIX A. Informing Referral Sources of the STG Prodgram
Short-term Group Therapy for Loss

The External Psychiatric Services of the University of Alberta
Hospitals will be conducting short-term gqroup therapy for a specialized
patient population. Suitable candidates for these groups are men and
women, between twenty and sixty years old, who have lost either a
spouse, partner, parent, family member or friend as the result of a
separation, divorce, death or geographical move. It should have been
at least three months since the loss occurred. Hence, although the
patient will no longer be experiencing the immediate effects of the
crisis, it should be clear to the assessor that the patient is still
affected by the loss as reflected in his/her inability to resume a
happy or satisfying way of life.

Each therapy group will be camposed of eight members and
therapy sessions will be offered once a week for twelve weeks, with
each session lasting one and a half hours. Members will be expected to
attend all sessions. The focus of therapy will be psychodymamic rather
than supportive such that members will be encouraged to explore their
conflicts with respect to the loss of the significant relationship and
the (unconsciocus) reasons behind its contimued interference with their
lives. Each group will be led by one of the EPS therapists who have
extensive experience with conducting group therapy utilizing the
psychodynamic approach.

As part of the EPS's comitment to the evaluation amd
continual development of its services, these therapy groups will be
monitered by the Research and Evaluation Unit of the clinic. This
evaluation procedure includes the assessment of patients utilizing
questionnaires and individual interviews in addition to audictaping the
sessions. Hence, patients should be informed of these evaluation
procedures ard cur comitment to the protection of confidentiality.
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APPENDIX B. Therapist Manual

Short=Term (Time-Limited ic G otherapy:
Technical Corisiderations.

1) The Psychodynamic Approach

Utilization of the psychodynamic approach to STIG therapy is
based on the assumption that patients' presenting camplaint of their
inability to resolve a particular, current problem or crisis, reflects
the re-emergence or contirued influence of unresolved intrapsychic
conflicts. In other words, their reaction to the precipitating
stressor (for which they are seeking therapy) is linked to unresolved,
unconscious conflicts.

For example, adults who have recently experienced the loss of
a significant person may present for therapy camplaining of a variety
of disturbances. These disturbances may relate to symptoms
characteristic of Affective Disorders (e.g. Major Depresssion;
Dysthymic Disorder) or Anxiety Disorders (e.g. Agorapl.cbia; Generalized
Anxiety Disorder). As varied as the presenting camplaints may be, by
taking a complete case history, camon themes may emerge. These themes
possibly relate to: wanting yet fearing a close relationship with
another person; wanting to be autonomous or self-sufficient yet fearing
isolation or 1loneliness; confusing, conflictual feelings of anger,
guilt, depression, in response to the loss of the other (either by
separation, divorce, geographical move or death).

2) The Therapeutic Goal

The therapeutic goal in psychodynamic therapy, therefore, is
to promote insight into the unconsciocus conflicts which are inhibiting
the patient's ability to resolve the current crisis or problem and is
not solely to alleviate the ego—dystonic symptoms. With this patient
population, therefore, the therapeutic goal would not be solely to
alleviate the presenting complaint of depression or anxiety but to
clarify and interpret how these presenting camplaints are
manifestations of the underlying conflicts referred to above.

3) The Short-Term Mcdality

Short-term therapy, by its very nature, cannot explore the
entire range of conflicts existing in patients seeking therapy.
Nevertheless, advocates of short-term therapy are confident that a
thorough exploration and understanding of a particular conflict will
benefit patients by offering them an important model for understanding
subsequent and/or concurrent problems and conflicts in their lives. 1In
addition, the short-term modality has been shown to accelerate the pace
of therapy and to yield successful therapy outcames. Short-term therapy
in this project refers to therapy offered for 12 weeks with one session
per week of one and a half hours duration.
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The time-limited aspect of SIG pramoctes the emergence of
themes associated with all intrapsychic conflicts. The cammon wish of
group members that thegmlpcontmuepastltspre-determ;med
termination date, represents a wish for the unattainable. This wish
for the mattahmble is reminiscent of the conflictual, unattainable
wishes that are denied gratlflcatlon by the superego. In addition, the
frustrating aspects of the group in terms of not being a ‘'cure-all' is
reminiscent of the anger and frustration that all patients feel with
respect to the imperfection of themseives and the world. By accepting
the limitations and frustrating aspects of STG, members hypothetically
develop ego strength which helps them to resolve subsequent/concurrent
non-gratifying situations ocutside the group. Finally, for members
conflicted by deperdency needs, termination represents a unique
opportunity for them to explore the related fears of isolation and
abandorment,

Offering this type of therapy to patients experiencing a
significant person loss would offer them the opportunity to explore
their conflicts about being in a relationship. For example, they may
gain insight into how their relationship with this 1lost person
contimues to influence their interactions with the opposite sex. Their
conflicts with respect to the lost relationship may, to sawe extent,
influence their reaction to any intimate relationship - be it with same
sexed Iriends or their children. They may then begin to understand
their needs, fears and defenses with respect to forming an intimate
relationship with anyone in their 1lives which would help them
understand their needs, fears and defenses with respect to the loss.

4) Group Homogeneity

To enhance the efficacy of the short-term modality in group
therapy, the groups are composed of a hamogeneous patient population.
Homogeneity refers to themes or conflicts shared by all group members.
The homogeneity of the members' conflicts or themes acts to focus the
group work. Hamogenzity is also assumed to promcte cchesiveness among
the mnembers as they recognize and identify witl: the similar complaints
or concerns of the members, This similarity is elsewhere referred to as
“universality" - which is assumed to be a curative factor in group
psychotherapy (Yalom).

The homogenecus nature of the ¢roups in this project relates
to choosing adults who have recently suffered a significant person
loss as the patient population. This will facilitate the cchesion of
the groups as each member identifies with the problems of other members
as their problems will be reminiscent of his/her own. Hence, the group
themes or conflicts will quickly come to the fore aid members will not
feel so alone, isolated or hopeless.

5) Implications for Therapist Activity

a) Given the short-term format, the therapist focuses on the
limited and realizable goal of exploring the cammon themes or conficts
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of the group. Hence, he/she will not pursue an idiosyncratic or unique
problem of any one member but will tenaciocusly stay with only those
conflicts comon to all group members.

b) Given the insight-oriented approach, the therapist's
primary task is to explore the previocusly unrecognized conflicts that
are linked to the central themes or conflicts. He/she will interpret,
therefore, the unconscious dynamics of the group. Discussions of
symptams of depression and anxiety are considered a secondary
therapeutic task in this type of therapy. Discussions of medications,
are not considered a therapeutic task in psychodynamic therapy.

¢) Given that therapy is provided in a group format, the
therapist focuses on how these unconsciocus conflicts are emerging

(manifested) in the "here and now" behavior in the group. For example,

with this patient population, the therapist may interpret the way:

1. marbers' fears of intimacy are being displayed in the lack of
disclosure between +the members or statements reflecting
rationalizations such as 'why get involved if it's only for 12
weeks';

2. members' ambivalence over dependency needs is being displayed
in their anger at other members' neediness, despair of 'the
blind icading the blind!' and their disappointment with the
therapist;

3. members' wish to be taken care of is being displayed in
demands that the therapist give advice, be more active, answer
their questions etc.:

4. neawbers' anger over the loss of the relationship is being
displayed in their anger over the absenteeism and dropping cut
of other members and of the inevitable termination of the

group;

5. members' guilt over the loss of the relationship is being
displayed in the protectiv~ (defensive) manocsuvres towards
absent and dropping ocut members.

d) Given that the therapy is short-term and insight-oriented,
the therapist is active in rapidly focusing on the group defenses,
transference reactions ard the unconscious themes by utilizing the
techniques of clarification, confrontation and interpretation. In
addition, the therapist is ever-mindful of group behavior reflecting
the termination issue and clarifies, oconfronts and interprets the
conflicts associated with it. For example, the <therapist would
interpret fear of termination if the members began to:

l. devalue the group as a way of avoiding the sadness (as they
may have done with past losses):

2. Yecome helpiess or in crisis as a way of blackmailing the
therapist to lengthen the duration of therapy;

3. 'fly into health' as a way of denying their need for and
1{herefore loss of the group (as they may have done with past
osses) ;

4. talk of dropping out of therapy as a defense against the
feelings of helplessness concerning the end of the group
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("I'1l reject you hefore you have a chance to reject me" syndrome).

6) Characteristic Stages of Process in STG*

1. Exposition - (sessions 1 & 2) - Members introduce
themselves and articulate the central themes. The therapist encourages
discussion and actively interprets the group's resistance to intimacy
and commitment.

2. Deperdency =~ (sessions 2-4) - Menbers express anger and
neediness for murturance and guidance. The therapist actively
interprets the conflictual nature of their feelings and how they are

disguised =~ especially with respect to their feelings towards the
leader.

3. Conflict Elaboration - (sessions 4-10) - Members
increasingly appreciate the conflictual nature of their feelings. The
therapist contimues to clarify and interpret the common conflicts in
addition to transference and termination reactions.

4) Termination - (sessions 10 - 12) -~ Members experience a
return of earlier behavior and fears and alternate between wishing for
and fearing intimacy. The therapist recapitulates the major insights
gained from the therapy while interpreting manifestations of the
conflict between intimacy and alienation.

*Elaboration of process presented in Goldbery, etal., 1983
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APPENDIX C. Guidelines for Referral to STG.

REFERRAL PROCEDURE FOR SHORT-TERM GROUP PSYCHOTHERAPY (STG)

The intake therapist performs the initial crucial tasks of
assessing and referring patients to the STG project. The following
outline serves as a guide for SIG referral decisions. Intake
therapists are welcame to approach members of the research unit at any
time to discuss patients being considered for referral.

1. Determining patient suitability for STG

a) Clinical Considerations.

Suitable patients will meet the following criteria:

1. Adult man or waman (ages 20 - 60) who has lost a significant person
(spouse, partner, family member, friend) through separation, divorce,
death or geographical move.

2. The loss will have occurred at least three months before
presentation at the WIC. While the patient is no lorger in crisis, the
intake therapist views the loss as centrally influencing the patient's
inability to enjoy a satisfying and productive life.

3. The patient agrees to a 12 session contract, prearranged group
therapy times, and no concurrent therapy.

4. The patient is seen as capable of exploring the impact of, and
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 in accepting patients for STG who span most of
the range of patient suitability with respect to the capacity to work
within a psychodynamic appreoach. However, a certain minimal level of
ability and motivation to work within this approach is required.
Hence, the patient would not be solely seeking medication or advice.

b) Evaluative Considerations.

The patient mst bhe willing to have his/her therapy evaluated. This
process includes:

1. The utilization of a tape recorder and cne-way mirror facility.
2. Same additional assessment interviews.
3. Same additional questionnaires and ratings.

4. The possibility that the onset of therapy will be delayed for 10-12
weeks.

2. Presenting the Clinical and Evaluative Aspects of SIG.

. We recomend that you present STG first as a form of treatment that
1s offered in the WIC, and second as a form of treatment that is being




212

evaluated. To some degree all treatments in the WIC are under
evaluation, i.e. data are recorded throughout the patient's contact and
the type of cutccme is officially noted as part of the patient's
discharge record. 2s with STI, STG will be evaluated more thoroughly
than some of our other treatments 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 umusual aspect. The disadvantages associated with
the present evaluation are evident (extra assessment time, possible
delay of therapy). The advantages are just as important to mention.
Each patient will receive 12 sessions of a therapy that has been
especially tailored to his/her problem. The therapists are experienced
full-time members of cur staff. Each patient will be followed closely
for a period of 9-12 months. STG is not "experimental® nor a
particularly new form of therapy at the WIC., While the disadvantages
need not be minimized, the advantages can be highlighted as part of
establishing a realistic optimism about working within this form of
therapy.

3. Obtaining Informed Consent.

A special Information and Consent Form has been prepared for the
patients. On the first page 1is the information concerning their
therapy. Patients can take this (information) page hame with them,
together with an outline of the ground rules of the group. By taking
the information and ground rules sheets home with them, we have found
that patients' amnxiety with respect %o their expectations about the
group therapy diminishes while their comitment increases. On the
secord page is a line for the patient's signature which you will
witness and date. This second page is sukmitted to Fyfe Bahrey (the
group co-cordinator), together with your referral form (see below) .

4. Informing the Research and FEvaluation Unit (REU) of the Referral.

As with any grcup referral, the intake therapist completes a
referral form. A special STG refexral form has been designed for this
project. It will be attached to the Information and Consent form and
the ground rules sheet with this package being located in the front
office. As mentioned above, the campleted referral form and consent
form are submitted to Fyfe Bahrey who =~ after verifying the
appropriateness of the patient for STG - forwards the forms to the REU
(via research assistant Hilary Morin's mailbox). At this point the
intake therapist's treatment responsibilities are reduced to medication
follow-ups (if need be) and administrative tasks such as paperwork.

5. The REU's Responsibilities.

The REU contacts the patient wupon receipt of the referral and
consent forms. An appointment is arranged. This appointment consists
of a str .ctured assessment interview and the administration of
questionnaires. Patients are told during this interview whether they
will commence group therapy relatively immediately (i.e. as soon as
there are enough suitable patients assembled) or after a 10-12 week




213

delay. The REU contacts the group therapists and informs them of the
patients' phone mumber. Patients will be reassessed by the REU at the
campletion of their therapy and six months thereafter to moniter the
gains they make and maintain. Waiting list patients are assessed an
additional time - at the end of their waiting period.
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APPENDIX D. Patient Ground Rules for STG.

Short-term Group Therapy
Psychiatric Walk~in Clinic

We believe that cooperation with the following ground rules
will enhance your experience and others' experience in group therapy.

I. Commitment

I understand that my commitment to the group is for all 12
sessions. The group will meet for ninety mimutes each week. Group
attendance must be a high priority and unless there is a very good
reason, e.q., severe illness, I will be there each week. In the event
of such an abserce, I will notify the therapist prior to the group and
at the next meeting I will share my reason with the rest of the group.
I also recognize the importance of being on time since lateness
interferes with the work of the group. If I am thinking about leaving
the group I will let others know ard should I decide to leave the
group, I will come for one last session where people can say goodbye.

II. Responsibilities in the Group

I agree to work toward learning more about my own and others'
problens. I will try to be open ard self-examining., I will be as
honest as possible in sharing what I am aware of in the group, - i.e.
thoughts, feelings, fantasies =~ about myself, other grou members
(including the therapists) and other pecple in my life. I understand
that I cannot come to group under the influence of alccohol or drugs.
It is also not permissible to smoke, drink, or eat in group. I also
understand that physical violence will not be tolerated in the group.

IIT. Responsibilities cutside of the Group

Confidentiality is essential so that each member can feel safe
enouch to share. I agree that I will not repeat anything that is said
in the group cutside the group, unless it concerns only myself. I will
not share information that night identify any member of the group.

Extra group soc1allzlngmayprevent the wezk in the group. I
understand that contact with another member (including the therapist)
outside of group may sabotage my own treatment and I agree to discuss
the details of any chance outside contacts in the group.
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APPENDIX E. Informed Consent Form

Information about the Therapy and Evaluation Procedures:
A Controlled Evaluation of Short-term Group Psychotherapy

Providing therapy for patients is a central part of our work in the
Walk-in Clinic. However, it is not the only part. We also
contimicusly evaluate the services that we provide. This involves
monitoring the various assessment and treatment activities and
obtaining the reactions of the participants. This is accamplished
through the use of interviews, questiomnaires and tape recordings. The
information obtained is used to improve our understanding of what
techniques work best with what types of people. This is a slow process
that usually takes several years before conclusions are formed.

Patients who participate in therapy have regular contact with treatment
staff, e.g., yocur therapist, and infrequent contact with evaluation
staff, e.g., a person who conducts interviews. The two types of staff
have different jabs and work rather independently. It is the job of
your therapist to work with you toward achieving yjocals that you have
formulated. It is the job of evaluation sta. © to monitor your
experience and your progress. However, any prok; .S or concerns that
you expe.r:.ence during therapy should be raised witn your therapist as
he/she is the person who is in chazge of your treatment. Psychotherapy
is an emotionally J.rwolv:mg experience that at times can be stressful,

i.e. anxiety arousing. Concerns abocut therapy are usually best
resolved in therapy.

Treatment staff and evaluvation staff cowprise a small mmber of
professionals who work in our clinic. Considerable care is taken to
preserve the confidentiality of information about our patients.
Information is coded by mmber rather than by name. Taperecordings are
erased after information has been cbtained. Questicrmaires and tapes
are never presented to classes of students for demonstration purposes.
We would also like to use cur one~way mirror facility. Observers will
be a small mmber of permanent staff of our clinic who are in
trainimng. All coservers are bound by rules of confidentiality. Given
the precautions that we take we have never experienced a problem
involving a breach of confidentiality.

The program of therapy and evaluation that we are recammending consists

of:

l. An initial set of interviews for assessment and orientation
purposes.

2. Grouwp therapy that will occur ornce—-a~week for a period of 12
weeks.  The group will begin soon after the initial interviews
are campleted or about 12 weeks later after a secord
interview. The starting time will be determined by a
standard, randomized procedure.

3. A series of questionnaires that inguire about your experience
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in and ocutside of your group. These usually take 1-2 hours to
canplete.

4. An interview conducted just after therapy ends and again six
months later by a member of the evaluation staff. This
usually takes 1 hour.

5. Monitoring of activities by an audio taperecorder.

Consent Form

I understand the therapy and evaluation procedures and have had the
opportunity to clarify them with a staff member of the Walk-in Clinic.
This includes the possible benefits and discamforts associated with the
procedures. I know that I may ask any questions about the procedures
as they progress.

I have been assured that personal information will be kept confidential
and that no information will be released or printed that would disclose
personal identity without my permission.

I urderstand that I am free to withdraw from the evaluation procedures
at any time and that my therapy would contirue.

I have been given a copy of the information and consent forms.

Signature of Patient

Date

Signature of Witness
The person who may be contacted about the evaluation procedures is:

Dr. William Piper
Associate Director,
Program Evaluation and Research
Division of External Psychiatric Services
University of Alberta Hospitals
g Telephone: 432-6501
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APPENDIX F. Referral Form

Short-term loss-G Referral Form

Patient's Name: WIC #:
Address: WIC Therapist:
Telephone: Hame Work Age:
Consent Obtained: Date Referred:

Hours Conflicting with Group Therapy:

Axis I Diagnosis:
Axis II Diagnosis:

Current Medications:
None Unknown
WIC Prescription (Indicate Drug(s)) and amount
Other Non-prescription (Indicate Drug(s)) and amount

loss(es) Experienced By Patient and Date Loss(es) occurred:

Expected Goals, Changes, Gains that You Feel the Patient Could Achieve
from the Group Experience:

Reservations/Contraindications for Treatment?

Note: Please attach patient consent form to this form.

THERAPIST
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APPENDIX G. Procedure for Independent Assessment

PROCEDUKE FOR INDEPENDENT ASSESSMENT

Introduce yourself as a member of the Evaluation Unit

(For patient #1) Give patient a copy of the blank target sheet
(which begins "By now you ..."). Say you'll return in 15 minutes.

Bring the patient to the office for Psychological Mindedness
assessment.

Review the morning's events:
"T'11 tell you what we'll be doing this morning:

First, I'll show you a vidictape of similated therapy sessions &
ask you a few questions about them.

Next, my colleague will ask you a series of questions about various
aspects of your 1life. She will also go over your reasons for
entering therapy at this time so we have a clear understanding of

your goals.
Then, we'll ask you to camplete a few questionnaires.

PSYCHOLOGICAL MINDEINESS ASSESSMENT

"I'm going to show you segments of simulated therapy sessions. A
female patient will be describing to her male therapist something
that happened to her recently. Then the therapist will came on and
say what he thinks might be going on.

"The first time through, I want you to relax and afterwards I'll
ask you for your general impression of what seems to be troubling
the woman. I'll play it again and then you can feel free to stop me
if you want to clarify or elaborate on what you said. But the
first time I'll ask you for just a general impression'.

PIAY SCENERIO #1 & then ask: "What seems to be troubling this woman®
TAPE RECORD patient's response.

then say: "Fine, I'll piay it again and feel free to stop me if you
wish to clarify or elaborate on what you think is troubling her".

then say: "Now the therapist is going to come on and say what he
thinks might be going on. This may be the same aspect that you
picked up on or it may be a different aspect. I want you to listen
and then tell me what he is referring to - what did the waman say
that would lead him to think that; what is he getting at."
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PIAY DYNAMICS #1. TAPE RECORD RESFCNNSE.

then say: "He's going to go cn and elaborate. Listen and tell me if
you have anything to add."

PIAY DYNAMICS #2 & #3. RECORD RESPONSE.
then say: "The therapist is now going to talk about ancther aspect
that he sees going on. Listen and tell me what he's driving at;
what he means; where is he getting that from."
PLAY TRANSFERENCE #1,2,3 (same procedure as dynamics)
then say: "I'm going to play a secord senario. We'll follow the
same procedure. First, just listen to the woman and I'll ask for a
general impression of what's troublirg her."
PIAY SCENARIO #2 - SAME PROCEDURE AS SCENARTIO #1
If patient asks: it is not the same patient; she's been in therapy a
couple of weeks; we don't use a real patient for
confidentiality reasons.
IF 2nd PATIENT, give copy of blank target sheet - return in 15 mins.
6 TAKE TO OFFICE FOR OUTCRME ASSESSMENT

A) SFI- "I'm going to ask you a series of quastions. They're the same
questions I ask everyone. Think about the lust month to respond.®

B) TARGETS~ "Now I'll ask you a few questions about your goals for
therapy."

C) INFORMATION- "I will be in touch within a few weeks to tell you
whether you will be waiting or not.

If you begin therapy relatively immediately - I'll see you at the
end (i.e. in 3 months). Or, if delay, I'll see you in 10 weeks
right before you begin therapy. I'll also see you at the end of
thgrapyand 6 menths thereafter to see how you are maintaining the
dains.

7. TAKE TO OFFICE WHERE (UESTIONNATRES CAN FE QOMPLETED

"Now TI'll ask you to camplete these questionnaires. If you have any
questions I'1l be back in half-an-hour to see how you're doing."

"When you're finished, you can hand the forms into the front
receptionist."

C) INFORMATION- Tell them either immediate or delay
If immediate:r give card with date, time and therapist on it.
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If delay: give approximate date, time and therapist and say
you'll see them in 10 weeks for ancther appointment and that
you'll call to confirm this in 6 weeks.

If this is a pre-therapy assessment, i.e., IBl for immediate, IB2 for
delay say:
"I'1l1 be seeing you vwhen you finish therapy to evaluate the gains
you make and 6 months after that to see how you are maintaining the
gains you made."

s
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APPENDIY, H. Manual for the Psychological Mindedness Assessment
Procedure

PSYCHOLOGICAL MINDEINESS ASSESSMENT PROCEDURE (PMAP)
THE MANUAL

Subjects are asked to explain what is troubling a patient portrayed
on a videotape. These explanations are rated according to their
similarity to the psychodynamic explanation. This dimension of
similarity is called "Psychological Mindedness." The rationale for
operationalizing "Psychological Mindedness" in this way, is that the
more the explanation resembles a psychodynamic formulation, the more
the subject shares the basic assumptions held by psychodynamic
therapists concerning human pathology. Hence, the more psychologically
minded the subjects the more amenable these subjects should be to a
psychodynamic therapeutic approach. This amenability has implications
for therapeutic process and outcome.



Ievel T.

Criterion:

Rationale:

Ievel IT.

Criterion:

Rationale:

Igvel ITT.

Criterion:

Rationale:

Level IV.

Criterion:

Rationale:

222

The Nine levels of Psychological Mindedness

The subject identifies a specific internal experience of the
patient.

A basic assumption of psychodynamic theory is that of
"Pgychic Determinism," whereby all human functioning results
from an internal or psychic process. Hence, in explaining
the patient's problem, the psychologically minded person
begins by appreciating - or focusing on - the internal
experience of the patient.

The subject recognizes the driving force of an internal
experience of the patient.

Psychodynamic theory  further postulates that prcblems,
camplaints or symptoms arise when an "impulse" is perceived
as threatening to the mental apparatus. Hence, the basis of
the patient's problem is an impulse or drive which is
pressing for expression, or is motivating the patient.

The subject identifies a result of a drive such that a
causal link is made between an intermal event amd its
resultant expression.

Psychic determinism states that the internal or psychic
process is responsible for human expressions - in the form
of behavior, affect or cognitions. Hence, the intermal or
motivating force is manifested in an external expression.

The subject recognizes that the motivating force in the
patient is largely out of her awareness or is unconscious.

A secord basic assumption of psychodynamic theory is that of
the '"Unconsciocus," whereby the majority of the mental
apparatus' functioning is not immediately accessible to the
conscious mind.
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Ievel V.

Critericn: The subject identifies conflictual camponents of the
patient's experience.

Rationale: The impulse or driving force, is threatening, according to
theory, because it is ocontradictory or incompatible with
reality - be it external reality or internal reality.
Internal reality relates to Superego morality needs or
beliefs. The conflict can manifest itself as being between
cognitions, affects, needs or any combination of the above.

Ievel VI.

Criterion: Subject identifies a causal 1link where the conflict is
presented as generating an expression.

Rationale: Conflict produces tension or disequilibrium within the
mental apparatus which presses for discharge in order to
return the system to a state of equilibrium. Hence, conflict
motivates the homeostatic mechanism. The homeostatic
mechanism can manifest itself in many ways.

Ievel VII.

Criterion: Subject identifies a causal 1link where tension (fear,
anxiety) is presented as motivating an expression.

Rationale: It is the tension which is intolerable to the system and
hence, it is the tension created by the conflict that is the
ultimate motivator.

Isvel VLIT,

Criterion: Subject recognizes that the patient is engaging in a
defensive manceuvre.

Rationale: The expression has been filtered through a self-protecting
or defensive mechanism. These defense mechanisms distort and
prevent the true expression of the conflict.

Level IX.

Criterion: Subject recognizes that despite the defensive manceuver, the
patient remains disturbed in same way by the conflict.

Rationale: Pathology results when the defense mechanisms cannot
effectively reduce the tension as no campromise has been
reached between the conflictual camponents.
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Scenario #1.

I don't...(silence). I don't know where to begin. (silence)
I feel so weird lately; kind of at loose ends. (pause) It
started last week and just won't go away. (long pause) I
didn't know 1if I should even tell you this. (silence) I
went shopping last Wednesday and while I was walking through
Eaton's, I saw my husband - my ex-husband, T mean. There he
was not ten feet in front of me at the jewlery counter. At
first, I Jjust wanted to rush up to him and say 'hi, long
time no see - how about lurch or samething.' But then I
thought, well, he's probably buying a present for his new
girlfriend and he'd just feel awkward - or maybe he'd think
I was spying on him - or I don't know what. I started to
feel really nervous. I felt like I just had to get out of
there. I felt like I was back in high school watching this
quy I used to have a terrible crush on. It was like I
couldn't move or speak - I just stood there, watching. I
watched for a long time, daydreaming...Ch, I don't know,
maybe of how nice it would be if he were buying a necklace
for me. He'd came home and I'd be cocking dinner. He'd come
up behind me ard put it around my neck. I'd be so surprised
and happy and everything would be okay again (she smiles).
Sametimes I really wish he'd come back (pause, she looks
very -choughtful)., But then, I know I'm really better off
without him. (She locks very sad). God he was such a - I
get so angry when I think of how it used to be - I sametimes
wish I had never met him. Oif, I don't know how I feel, I
feal so weird.
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Scenario #2.

Was that waman who just left another patient of yours ? She
was very pretty. (pause) Well, I went ocut with Richard last
night to this cozy little French restaurant. It was so
ramantic and I was so happy - just being with him makes me
happy. Sametimes I think he's exactly what I've been looking
for. He's such a great quy - he could have any woman he
wanted. (pause) We were having such a good time and then
(puase) I had to go and ruin everything. You see, the
waitress was really charming and attractive, and I thought,
(pause) well, I thought he was being a bit t €riendly with
her. I started to feel really ugly and dull. I began to
worder what he sees inme. I felt like I was going to start
crying. I wanted to just get up and leave - I was so upset.
Well I blew up ac him saying 'hey if you'd rather be with
her - fine. I don't care. yau're nothing to me. ' I don't
kmow why I got so angry. My ex-husband ard I used to have
same terrible fights but with him I had good reason - he was
a terrible flirt. But Richard's not 1like that. Now I'm
worried that he'll never call me again. Maybe that would be
for the best though. Better he break up with me now than
later - when I'm even more imvolved. I don't want to get
hurt again. I don't know if I'm even ready for another
relationship. Maybe I need more time. Sometimes I don't even
xnow if I like Richard. Oh, I don't know - I'm so confused.
Scmetimes I wonder if I'm making any progress at all. You're
probably wondering that too.
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Part II: The Assessment of Interpretation Comprehension
Interpretations focusing on dynamic camponents

Scenario #1.

1) Hichest level of ambiguity.

Therapist: Seeing your ex-husband excited you, a kind of
nervous excitement. You seem to be trying to
discount these feelings.

2) Moderate level of ambiguity.

Therapist: Seeing your ex-husband has aroused same positive
feelings about him, also same nervous feelings.
Your response seems to be 'why want what you
don't have'.

3) Lowest level of ambiguity.

Therapist: Seeing your ex~husband made you want to be with
him again, and that seems to have made you
amxious. Telling yourself that you're better off
without him, might be your way to feel less
anxious.

Scenario #2.
1) Highest level of ambiguity.

Therapist: It seems as though you have a real interest in
Richard, a rather unsettling interest. You seem
to be trying to disown these feelings.

2) Moderate level of ambiguity.

Therapist: It scunds as though you really like Richard and
that's stirred wup some apprehension. Your
response seems to be 'he's not interested in
me., !

3) Lowest level of ambiguity.

Therapist: It sounds 1like you really want Richard and that
has aroused your fear of getting hurt. Claiming
that he's really not interested in you sounds
like a way of protecting yourself.
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Assessment of retation rehensiol

Interpretations focusing on the transference

S io #1.
1) Highest level of ambiguity:

Therapist: You seemed to have some difficulty, today,
deciding whether to tell me what happened. I
guess the incident in the store was a difficult
one for you.

2) Moderate level of ambiguity.

Therapist: Your difficulty and hesitation with me makes me
think of the difficulty you had deciding what to
do when you saw your ex-husband.

3) Iowest level of ambiquity.

Therapist: You seem to have difficulty approaching men.
This showed up in the store with your ex-hushard
but also here, with me, in your difficulty in
telling me what happened.

Scenario #2.
1) Highest level of ambiquity.

Therapist: You seem to be wondering what I see in you. I
guess the incident in the restaurant has left
you wordering about your worth.

2) Moderate level of ambiguity.
Therapist: Your doubt about being a good patient reminds me

of your doubt about being good enocugh for
Richard.

3) Ilowest level of ambiquity.

Therapist: You seem to anticipate rejection. This showed up
in the restaurant with Richard, but also here,
w1th me, when you wondered if I think you're not
makirg any progress.
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Criteria for Rating the Ievel of Psychological Mindedness

Ievel T

The subject identifies an internal experience of
the patient but does not integrate this experience or causally relate
it to other aspects of the patient.

eg.She's lonely.

She's insecure.

Ievel IT

The driving force of the intemal experience is
explicitly stated. If patient identifies the Wish of the patient, this
automatically is rated as category II due to the theoretical background
of the Wish.

eg. Her whole problem is that she's insecure.

It's all due to her loneliness.

The Wish - a desire; need; want.

Scenario #1 to be with her husband again.
Scenario #2 to be with Richard or to have a relationship
Ievel IIT

Causal statements which are stated without
appreciation or recognition of the conflictual aspect of the antecedent
are rated as category III.

Scenario #1:

a) Antecedent: thinking husband will feel awkward thirking
husband will think she is spying
thinking husband is buying a present for his
girlfriend.

Effect: she feel nervous
she begins to daydream
she watches him
she has to 'get out of there' (panics).

b) Antecedent: feeling nervous
Effect: she daydreams
she panics

she watches him.

c) Antecedent: daydreaming about husband caming back
Effect: feels happy, everything will be ck again.




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:

Ievel IV.
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thinking about the past
feels very sad.

thinking about the past fondly
anger.

being with Richard

she feels happy

she thinks he's a great gquy

she thinks he's what she has been looking for.

thinking waitress is attractive
thinks Richard wants to be with her

thinking Richard is flirting
she feels ugly and dull

she feels like crying

she wants to leave

she worders what he sees in her

feeling upset
anger
says she doesn't care

getting angry
anticipates rejection
thinks he won't call

not wanting to get hurt again

doesn't know if ready for another relationship
doubts herself

doesn't know if she likes Richard

The subject recognizes that the patient is unaware of certain
feelings or that they are largely unconsciocus.
- Scenario #1: She still thinks of him as her husband even though
she doesn't really realize this.



230

Scenario #2: She is not aware of how true it is when she says 'I
had to ruin everything.'

Ievel V

The subject identifies a conflictual wish or an intrapsychic
conflict. Key works which reflect that the subject is aware of the
conflict are: on the one hand she feels this but on the other hard....
~or - she feels 1like this but she also feels like that...- or - she
can't reconcile herself to the fact...- or - she's ambivalent.

Scenario #l: She wants to be with her husband but she's also very
angry with him: ut she knows she can't have him.

Scenario #2: She wants a relationship with Richard but she doesn't
now if she really likes him; 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 accentuating this part yet.
If the subject goes on to explain how the latter part of the
conflict is a fear or a defense, both the conflict and the
appropriate dynamic are rated.

level VI

After the conflict is identified, the subjects link one or both
aspects of the conflict to a resultant expression. If the resultant
expression of the conflict is fear or 'anxiety' then both anxiety ard
conflict causal are rated.

Scenario #1: She wants to be with her husband but knows it's
over so she fantiasizes about it instead.

Scenario #2: She wants Richard ut is so insecure that she
gets jealous of the waitress.

Level VII

The subject identifies fear or anxiety in relationship to the wish
or conflict.

Note: If fear is stated without recognition or appreciation of its
mh_lbltory’ or conflictual aspect (i.e. against the wish)
then it is rated as a negative affect(category I or II).

Scenario #1: started to feel very nexrvous; had to get ocut of
there - after wanting to rush up to him.
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Scenario #2: she wants him but she's afraid she's not good
; she's afraid she'll get hurt; she's
afraid he'll break up with her.

Level VITT

The subject identifies the patient's avoidance or distortion of
reality; action or thoughts which are contrary to a previously
expressed wish or feeling.

Note: The distorting aspect or unbelievable aspect of the behavior
mist be identified and stated to be rated as defense.

Scenario #l: a) denial - fantasy of husband giving her the
necklace
b) avoidance - does not approach husband (when she
wanted to rush up to him).
c) projection - that husband would feel awkward
d) ratiocnalization - "sour grapes" - 'knows' that
she 'really’' is better off without the husband (even
though she gets sad when she realizes how much she
wants him to return).
e) reaction formation - feels angry when she
initially felt very happy thinking about him.

Scenario #2: a) rationalization - it would be best if he never
called; maybe she needs more time
b) reaction formation - anger when she feels hurt
(felt like crying) saying she doesn't. care
c) denial - sometimes she doesn't know if she even
likes Richard
d) projection - she feel that she's not good enough
for Richard so thinks Richard must think so too, so
believes that Richard would rather be with the
waitress.

Ievel TX

In addition to identifying the defense, the subject also identifies
| that which the defense is protecting her against (i.e. the wish, the
fear). This integration of the defense with the conflictual aspects of
the patient must be explicitly stated.
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Criteria for Rating the Ievel of Interpretation Comprehension

Dynamics

Scenario #1.

Dynamic:
Therapist's Statement:

Referent:

Dynamic:
Therapist's Statement:

Referent:

Dynamic:

Therapist's Statement:

Referent:

Scenario #2

Dynamic:
Therapist's Statement:

Referent:

The wish.
1)Seeing your ex-husband excited you ...
2)Seeing your ex-husband arocused some positive
feelings ...
3)Seeing your ex-husband made you want to be
with him again ...
"at first, I Jjust wanted to rush up to him ...
Scmetimes I really wish he'd came back."

Anxiety.

1)... a kind of nervous excitement ...

2)... also same nervous feeling ...

3)... and that seems to have made you anxious

"I started to feel really nervous. I felt like I
just had to get cut of there."

Defense - Ratiocnalization.

1)... you seem to be trying to discount these
feelings.

2)... your response seems to be 'why want what
you don't have.'

3)... telling yourself that you're better off
without him, micght be your way to feel less
anxious.

"But then I know, I'm really better off without
him. "

The wish.

1)It seems as though you have a real interest
in Richard ...

2)It sounds as though you really like Richard

3)I1t sounds as though you really want Richard
"Sametimes I think he's exactly what I've been
looking for ... now I'm worried that he'll never
call me again.”
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c:
Therapist's Statement:

Referent:

Dynamic:
Therapist's Statement:

Referent:

Transference

Scenario #1.
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Anxiety.

1)... a rather unsettling interest ...

2)... that's stirred up same apprehension ...
3)... that has aroused your fear of getting
hart.

"I started to feel really ugly and dull. I began
to wonder what he sees in me. I felt like I was
going to start crying... I don't want to get
hurt again.

Defense ~ Projection, Reaction Formation.

l)You seem to be trying to disown these
feelings.

2)Your response seems to be 'he's not interested
in me.!

3)Claiming that he's really not interested in
you sourds like a way of protecting yourself.
"hey if you'd rather be with her - fine...Better
he break up with me now than later.'

The transference relationship: 1)You seemed to have some difficulty,

today, deciding whether to tell me what
happened

2) Your dif;‘.nl’.culty and hesitation with me
3)... but also here with me, in your
difficulty in telling me what happened.

The current relationship: 1)... the incident in the store was a

The link:

aifficult one for you.

2)... the difficulty you had deciding
what to do when you saw your ex-husband.
3)... this showed up in the store with
your ex-husbard ...

1) repetition of the word 'difficulty'
when describing the two situations.
2)... makes me think..(again, the
repetition of the word ‘'difficulty.
3)You seem to have difficulty
approaching men ... but also here with
me



Scenario #2.
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The transference relationship. 1l)You seem to be wondering what I see in

The current relationship:

The link:

2)Your doubt about being a good patient.
3)... when you wondered if I think
you're not making any progress.

1)... the incident in the restaurant has
left you wondering about you worth.
2)... your doubt about being good enough
for Richard.

3)... This showed up in the restaurant
with Richard.

1)... repetition of the word "wondering"
when describing the two situations.
2)... remirds me of ... (again the
repetition of the word 'doubt').

3)You seem to anticipate rejection ...
but also here with me.
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APPENDIX I. Mean and Standard Deviation of PMAP Variables

PMAP Variable N Mean Standard Deviation
Psychological

Mindedness 79 5.96 2.45

Number of

Dynamics 79 1.99 .67

Speed of

Dynamics 79 4.58 1.91

Speed of

Transference 79 3.38 1.€5
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APPENDIX J. Therapist-Rated Patient Characteristics.

Patient Name:

Therapist Name:

Date:

Psychological Mindedness

Likability

Response to Interpretation
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PSYCHOLOGICAL MINDEINESS:
This refers to the patient's tendency to recognize relationships
among his (her) internal events (wishes, affects, defenses,
conflicts) as well as interactions between those events and his/her
behavior. The use of psychological jargon is not a criterion.

7 Excellent Spontaneous demonstration of psychological mindedness.

6

5 Good Demonstration of psychological mindedness with the
direction and aid of ancther member and/or therapist.

4

3 Fair Definite difficulties in making distinctions and/or in
links among events.

2

1 Poor Absence of ability and interest in viewing events and

problems in this way.
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RESPONSE TO INTERPRETATICN:
This 1refers to the patient's tendency to work with an
interpretation. The patient preserves a focus on himself (herself),
preserves a focus on the meaning of the interpretation, and adds
samething important to the interpretation. It is based on cbserving
the patient's response to interpretations made during the sessions.

7 Excellent There is a spontanecus productive tendency to work with

6
5 Good
4
3 Fair
2
1 Pocr

the interpretation.

With direction ard aid from the therapist there is a
tendency to work with the interpretation.

There is minimal work (even with assistance).

There is a clear absence of work”.

* The patient does not engage in work, i.e., he (she) does not add
something important to the interpretation. There are many ways of
avoiding work by doing samething else. They include: remaining silent,
requesting clarification, reflecting what the therapist said, changing
the object of focus to someone else, and changing the topic (conteiit)
of focus. Agreeing with the therapist and/or expressing feeling are not
criteria for work. Thus, a patient who merely expresses agreement and
enthusiastically reflects what the therapist said is regarded as not

working.
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ILIKEABILITY
This refers to the quality of how likeable, pleasant, amnd
attractive the patient is perceived regarding membership in the
group. It refers toc how pleasurable it is to work with the
patient. It does not concern prognosis, i.e. probable cutcame with
therapy.

7 Excellent The patient is very likeable and appealing.

5 Good The patient is likeable, but this does not stand out in a
dominant way.

4

3 Fair The patient conveys a basically neutral (or ambivalent)

impression regarding likeability.

1 Poor The patient evidences qualities which the therapist
definitely dislikes.
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APPENDIX K. Mamual for the Psychodynamic Work and Object Rating System

PSYCHODYNAMIC WORK AND OBJECT RATING SYSTEM (PWORS)
MANUAL

Introduction:

The PWORS 1is a system for rating the level of work engaged in by
patients and therapist(s) in psychotherapy groups. According to the
system, work is defined as an attempt by a group member to understand
the problems of one or more members of the group, or the group as a
whole in terms of conflict among dynamic components. Dynamic
camponents are internal forces in the group that are part of a
conflict. This means that a dynemic camponent is assumed to be
exerting an internal force on one or more members, or on the group as a
whole and that at some level the force is opposed. Excluded from the
definition of work are the mere identification or description of
resultant (erd) states and consideration of dynamic factors that belong
to persons or situations external to the group.

Key Words Utilized:

Objects refer to people - inside or ocutside the group.

Units of the Group refer to a patient, the therapist, a dyad, a
subgroup, or the group as a whole.

Statements are a part of a sentence, a sentence, or several sentences
spoken by an internmal object which are separated by a statement of
another internal object or by a silence greater than 10 seconds {even
if the same dbject contimies speaking)

Resultant Expressions are affects, cognitions or beshaviors that belong
to a unit of the group, and that are presemnted as end states.

Dynamic Components are wishes (impulses, motives, drives), reactive
anxiety (fears), defensive processes (avoiding, minimizing, resisting),
and dynamic expressions that belong to a unit of the group. They are
assumed to exert an internal force on another unit of the group.
Dynamic expressions are affects, cognitions and behaviors that are
presented as exerting a dynamic influence on a unit of the group.

Description of the PWORS:

There are five camponents in the system. Four are dynamic and one
is nondynamic. The four dyanamic components are wishes, reactive
anxiety, defensive processes and dynamic expressions. The nondynamic
camponent is objects. Objects refer to people -~ inside or ocutside the
group. The PWORS monitors two aspects of abjects in each statement:
Object Focus and Object Linking. The five components are used to
differentiate four categories of work and norwork.
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Non-Work Cateqories:

1. Externalizing Statements

Statements that focus on topics that do not involve a unit of the
group and/or focus on cbjects external to the group. The statement
fails to indicate the process in which the external cbject and the unit
of the group are engaging or the impact between the two. The cbject
may be an important figure to a unit of the group.

2. Descriptive Statements

Statements that provide or request information about a unit of the
group. The cbject focus of the statement may also include an external
cbject. If the information only concerns an object external to the
group, the statement must indicate the interperscnal process in which
the external object and a unit of the group are engaging or the impact
between the two.

Work Cateqories:

3. Single Dynamic Camponent Statements
Statements that provide or request information about a single
dynamic camponent.

4. Multiple Dynamic Components Statements

Statements that provide or request information about two or more
dynamic components. These camponents need not belornyg to the same unit
of the group. The relationship between the two dynamics need not be
identified in <¢he statement. Hence, the impact of one dynamic on
ancther, or the conflictual nature of the dynamics need only be implied
ard not explicitly stated.

Explanation of FBWORS Work Catedories

Category 1 contains statements that do not involve a unit of the
group. Category 2 contains statements that focus on at least one unit
of the group but do not identify dynamic camponents. As categories 1
and 2 contain statements that do not attempt to understand the problems
of a unit of the group in terms of dynamic components, they are nonwork
categories. Categories 3 and 4 contain statements that focus on at
least one unit of the group and identify dynamic components. Hence,
categories 3 and 4 contain statements that involve work.

Object Focus

In addition to rating the level of work engaged in by group
members, the PWORS also monitors the Object Focus of statements and
whether they include Object Links. The Cbiject Focus refers to whether
the speaker is focusing on cbjects internal or external to the group -
i.e. the rater notes whom the statement is about. An Object Link

refers to a shared interpersonal process between a unit of the group
and two cbjects.




- e

|

242

I Rating the Object Focus
In using the system, each statement is first analyzed for the

object focus. This involves three steps.
1) The rater notes who is speaking.

2) The rater nctes whom the statement concerns. This involves deciding
whether the statement involves cbjects internal and/or external to the
group. The statement may be about internal and external cbjects. All
are noted. If the object focus does not include a unit of the group, a
rating of category 1 1is given, and the rater proceeds to the next
statement.

3) The rater determines whether there are cbject links. If there is an
internal object focus, the rater determines whether there are object
links. In this determination, the rater must identify an identical
interpersonal process which is occurring between the previcusly noted
unit of the group and two cbjects. The two objects which form the link
can be either internal and/or external to the group. The unit of the
group engaged in the same interpersonal process with the objects is
considered ‘''the vortex." The vortex and the linked cbjects are all
noted.

II Rating the lgvel of Work
If there is an internal object focus, the rater proceeds to rate
the level of work. Several steps are irwolved.

1. The rater detemines whether the statement includes dynamic

canponents:
a) If the statement identifies a wish, a reactive anxiety or a
defensive process, the appropriate dynamic camponent is noted.
b) Determining whether there are any dynamic expressions, is a
more complicated task. The rater studies each affective,
behavioral, cognitive or vague expression belonging to a unit
of the group, and decides whether it is presentesd as being in
conflict with, causing, givirg rise to or impacting on ancther
expression of this or any other unit of the group. The
appropriate subscripts are noted. The rater must remember
that the two aspects of the dynamic expression need not belong
to the same unit of the group.

2. If the statement identifies dJdynamic camponents, the rater must
decide which work category is appropriate.
a) If there 1is one dynamic camponent scored, a rating of
category 3 1is given.
b) if there is one type of dynamic component scored, but there
are two or more examples of it, the rater must decide if they
are in conflict with each other. If they are not, a category
3 1is given. If the two examples of the same type of dynamic
camponent  are presented as being in conflict with each other,
a rating of category 4 is warranted.
c) If there are two (or more) types of dynamic components
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noted, a rating of category 4 is given. The rater must
remember that the dynamic components need not belong to the
same unit of the group. The rater then proceeds to the next
statement.

3. If there are no dynamic camponents noted the rater must decide which
non-work category is appropriate.
a) If there are no resultant expressions, a category 1l is
given. Hence, when a unit of the group is presented as being
the recipient of an external dbject's expressions or dynamics,
the statement would be considered an externalization.
b) If there is at least one resultant expression noted, a
rating of category 2 is given. The rater proceeds to the next
statement.

Explanations, Examples, and Rules

I Dynamic Components:

There are four types of dynamic companents: wishes, reactive
anxiety, defensive processes and dynamic expressions. To be rated, a
dynamic component must belong to a unit of the group.

IT Notation:

The dynamic camponents are indicated by a letter within parentheses:

(W) = Wish (A) = Reactive Anxiety (D) = Defensive process

(E -~ E) = Dynamic Expressions: (Ea) = Affective dynamic expression
(Eb) = Behavioral dynamic expression
(Ec) Cognitive dynamic expression
(Ev) = Vague dynamic expressicn

ton

With dynamic expressions, the affect, behavior or cognition that is
exerting a dynamic influence on a unit of the group is identified with
the appropriate subscript. In addition, the expression that is
resultant of the dynamic expression is also noted. For example, if an
affect is giving rise to a behavior, this would be noted as: (Ea -
Eb) . "Wague" dynamic expressions refer to cases where the absence of
an affect, behavior or cognition is presented as exerting a dynamic
influence on a unit of the group. Vague expressions are also noted
when the rater is unclear hwow to classify the expression but is certain
that it is dynamic.

IIT PWORS Work Categories

Ratings of categories 3 and 4 depend on the mumber of types of dynamic
camponents. A repetition of the same type of dynamic camponent does
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not differentiate the categories. For example, merely identifying
three defensive processes in the same statement would be rated category
3 not 4. If, however, the statement presented a conflict between one
type of defensive process and ancther, this would merit a rating of
category 4. Statements which provide an antecedent (dynamic) or
resultant expression of a wish, a reactive anxiety or a defense do not
merit category 4 ratings. Hence, when a dynamic expressicn contains a
wish, a reactive anxiety, or a defense, these latter components would
take precedence over the dynamic expression and would not receive a
rating of 4. However, when a dynamic component cther than a dynamic
expression 1is presented as being an antecedant or resultant of another
type of dynamic camponent, then both dynamics are rated and a category
4 1is warranted. The rater is cauticned against confusing descriptions
and/or elaborations of one dynamic component with the identification of
another.

IV _Defini ic ents
Wishes:

To score a wish, the statement mst be about the presence of a
wish, drive, motive. e.g. "I think you want him back.”" This would be
scored (W) and rated category 3.

If the statement is about the absence of a wish, it can be rated as
a dynamic camponent if it presented as a dynamic expression. e.g. "You
don't want to get hurt again so you refused his invitation." In this
case it would ke scored (Ev - Eb). This merits a rating of category 3
with the (Ev) referring to "wou don't want to get hurt again..." and
the (Eb) referring to "...so you refused his irnvitation."

A dynamic component can also be rated if the absence of a wish is
presented as being in conflict with a wish. e.g. "You want him back,
but on the other hand, you don't want to get hurt again." 1In this case
category 4 is rated with "You want him back" (W) being 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
wanting to defend, the wish is scored. e.g. "You want to avoid your
sadness." This merits a rating of 3 for (W).

Reactive Anxiety:

To score reactive anxiety, the statement must present a fear or
anxiety as being a causal agent, a counterdrive (i.e. counter to the
wish), in oppesition to a wish, or in reaction to an intermal state.

e.g. "It's because you're afraid of getting hurt again that you refused
his imnvitation." This rates a categoxy 3 for the (A) which refers to

the fear of getting hurt again which is giving rise to the refusal of
the invitation.

e.g. '"You want to get involved again but you're scared." Here a rating
of 4 1is merited for the wish to get involved again (W) is in conflict
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with the fear - of getting imvolved again - (A).

e.g. "The silence makes you scared." This merits a rating of category
3 for the fear of the silence (3).

Defensive Processes:

To score a defensive process, the essential idea that must be
communicated in the statement is the quality of avoiding, resisting,
distorting, being reluctant, etc. e.g. "You're trying to ignore your

er. 1t
= Camponents being defended against may be dynamic (wishes,
anxieties) or nondynamic (anger, helplessness). e.g. "You're
discounting your desire for a new relationship." or "You're discounting
your anger." To score defense, however, the statement need not
identify what is being defended against nor how the defense manifests
itself. e.g. "You're reluctant to talk about that."

When the statement does identify a dynamic component as being
defernded against, all are scored. e.g. "I think you want another
relationship despite how much you keep denying it." This would merit a
category 4 ratirg.

Camponents being defended against may belong to any unit of the
group. e.g. "You're reluctant to address her anger at you."

ic sions:

Dynamic expressions are affective, kehavioral, cognitive or vague
expressions that are presented as exerting a dynamic influence on a
unit of the group. To be scored as a dynamic camponent, the expressicn
mist be presented as as being in conflict with, causing, giving rise
to, or impacting on another expression of this or another unit of the
group. This second expression (resultant) must be stated, and the
cormection between the dynamic arnd resultant expression must be clear
in the rater's mind. Hence, while an expression may be presented as
exerting an influence on a unit of the group, if it presented in a
vague and questiomning mamner, it would not be rated as a dynamic
expression. The rater is cautioned against confusing expressions that
occur similtaneously as opposed to sequentially as only the latter can
be considered dynamic. While the resultant expression must belong to a
unit of the group, it need not belong to the same unit of the group as
the dynamic expressicn.

e.g. "I think you didn't come last week because you were upset at what
I said to you the week before." 3 (Eb - Ea), (Ea - Ev). The (Eb)
refers to "...what I said...", the (Ea) refers to "...you were
upset..." and the (Ev) refers to "...you didn't came last week...".
The (Eb) is presented as giving rise to the (Ea) which is presented as
giving rise to the (Ev). As these two dynamics are the same type of
camponents  i.e. dynamic expressions, and they are not presented as
being in conflict with one ancther, a rating of 3 is merited.

e.g. "You don't want him back but you don't want to be alone either."
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This is an example of the absence of a wish being in conflict with the
absence of another wish. (Ev) is scored in both cases and a rating of
4 is merited.

e.g. '"when you cry like that I feel really gquilty, like I upset you or
samething. " 3 (Fb - Ea). (Eb) refers to the patient crying which
gives rise to the speaker's feelings of guilt (Ea). A second dynamic
expression is not rated for "like I upset you" for it is not seen as
giving rise to the crying, but merely acts to clarify what the guilty
feelings are about.

V Defining the Non-Dynamic Component

The ron-dynamic component of the PWORS is dbjects. Two aspects of
cbjects are rated: Object Focus and Object Links.

The Object Focus refers to whether the speaker is focusing on
cbjects intermal or extermal to the group - i.e. the rater notes whom
the statement is about. Objects that are internal to the group are the
speaker, or ancther unit of the group. Objects that are external to
the group include general classes of pecple, specific people known to a
unit of the group, units of the group who are absent during the current
session aryi members who have left the group. Statements that focus on
cbjects «oxternal to the group, may or may not indicate the
interpersonal process in which the external abject and a unit of the
group are engaging or the impact between the two.

Sametimes the focus of the group is ambigucus. A restrictive
approach to rating an intermal focus is advocated. To be a focus, the
cbject must be discussed or talked about. Hence, expressions of speech
such as "you know" or "I think" are not sufficient to be rated as a
focus. As a general rule, if deleting these expressions of speech
results in the absence of an internal focus, then an external focus is
rated. Similarly, general statements, platitudes or truisms are not
assumed to involve a unit of the group. An extarnal focus should be
given when substituting "one" for "you" in a statement does not disrupt
the meaning of the statement. There is one exception. If a
therapist's statement does not identify a specific unit of group, it is
assumed that the object focus is the group as a whole rather than
peocple in general. As a general rule, when doubt remains in the
rater's mind, an external focus should be given.

Objects are scored according to the following abbreviations.

Internal Objects:

S: Speaker MB: another specified group member D: A dyad
T: The therapist G: The graup as a whole
SUB: An identified subgroup, (e.g. the men; the women)
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External Objects:
M: Mother F: Father P: Parent SB: Sibling ™:
Family 0: Another specific person 0G: A former or absent member

of the group EBEG: A specific group cther than this therapy group
U: General classes of people

When an interpersonal process occurring between a unit of the group
and an cbject is identified as occurring in the same way between that
sare unit of the group and a secard cbject, this constitutes an Obiect
Link, The shared interpersonal process may or may not be dynamic.
Both of the linked cdbjects may be internal, or both may be external, or
one may be internal and one extermal. By definition, the vortex is
always internal. The unit of the group at the vortex of the link and
the linked cbjects are all noted in the appropriate columns.

VI Statements with double foci:

If a statement has two different foci, the rating priority is given
to the higher work rating.

VII Statements with double internal object focus:

If a category 3 - 4 statement has two internal objects rated as the
focus, the object(s) that refers to the dynamic component is circled.
In this way, it can be determined whether the work irwolved the speaker
or ancther unit of the group

VIII Bypothetical expressions, dreams:

Statements dealing with hypothetical expressions or dream material
(ard possible imaginary experiences and objects) receive the same
rating as any other expression.

IX Questions that involve a dynamic process:

Content determines whether or not a statement is rated as
identifying dynamic components. To rate dynamiz camponents identified
in a question, the following criteria must be met. For defence,
reactive anxiety or dynamic expression to be rated, that which is
giving rise to the defence, the anxiety, or the resultant expression
(respectively), must ke presented as being internal to the group,
actually occurring, and specifically identified in the intervention or
clearly understood from the context. For a wish to be rated, it has to
be presented as actually occurring and specifically identified in the
intervention or clearly understood fram the context.

X Facilitative commumnication:

Facilitative commmnication by patients or therapist(s) do no create
two separate statements.
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XI Silence:

Silence is rated if it is 10 seconds or more. A silence also indicates
a new statement. The rater notes the object(s) who initiated and
interrnupted the silence - e.g. T - sil - T, indicates that the silence
occured between two therapist statements.

XTI Timing:

The duration of each statement is timed and noted (in seconds). The
rater also times a subsection of the statement. This subsection is the
interval that merited a coding of dynamic camponent and/or resultant
expression. Hence, in addition to the overall duration of the
statement, the rater also notes the duration that the speaker engaged
in descriptive and/or dynamic work. By definition this excludes
category 1.

PWORS Categories and Examples

1. Externalizing Statements

l. The traffic is so heavy today; backed up as far as the eye
can see into the parking lot.
1

2. I think she (absent member) didn't cme back this week because
she's scared.
1 0G

3. The YWCA was so helpful; the counsellor told everyone what to
do - like to write a letter to the one who had died.
10, EG

4. My mother was so irnwvolved in the church, she'd go there at
least twice a week and help cut.

1M EG
5. The minister preached the most crummy sermon - just doing a

Jab; he didn't care abauat her.
10, M

2. Descriptive Statements

1. I was almost late today; I wondered if I would make it at all.
28

2. I'm really concerned about Sue (absent member); I hope she
hasn't gone and done samething stupid.
2 5, 0G
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(To the therapist) Are you going to call her (absent member)
and make sure she's ok?
27T, OG

I always felt that she (Mother) cared more about strangers
than she did about me
2SS, MU

Were you really close to your mother?
2MB, M

3. Single Dynamic Camponent Statments

1.

I think vyou're (group menmber) trying to fool yourself into
thinking she's (ex-wife) going to come back
3 (D) MB, O
He (group member) got angry because you (group member) kept
asking questions?
3 (Fb - Fa) MB, MB

It seems like you (the group in general) want me (the
therapist) to take care of you the way you would have wanted
the various cother pecple in your lives to take care of you.

3 (W) T/&/U

I think you're (group member) frightened to death to get in
touch with how angry you are at him (ex-husband) for leaving
you.

3 (&) MB, O

4. Multiple Dynamic Componerts Statements

l.

I was always so afraid when my father would drink that I would
just cry amd cxy. Yet, sometimes I wish I could get that
smashed.

4 (A) W s, F

Well I'm not going to sit here in silence; neot talking about
wvhat we're supposed to talk about. Iast week I got so angry
with you (loocks at therapist) for not telling us where Sue

(member of today's group) was. Are we not supposed to be
concerned ahout each other?

4 (D) (Bv —Ea) S, G, T, MB

I wish my husband were here; he'd really get things going - he
was such a character. I always get so frightened by being
with a group of strangers.

4 (W) (Eb - Ea) G/S/U, O
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It's 1like I don't want to know anything personal about anybody
in here and at the same time I feel so lonely that I want to
feel I belong scmewhere.

4 (Ev) vs (W) S, G

I think members of this group are afraid to talk about their
feelings and that perhaps it is easier, or safer to sit in
silence instead of "“opening up the wounds again".

4 (4 DG

I think we need more direction than what you're (the
therapist) giving us. It makes me so angry when you just sit
there and don't say anything; when you don't tell us what we
should be doing to get better again. And when you do speak,
you just confuse us - just like my dad; he was always speaking
over everyone's head - like I didn't deserve an explanation.

4 (W) (Eb - Ea) T/S/F, G
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APPENDIX L. Definition of Patient Work Behavior for Therapist Ratings

Definition of Patient Work Behavior in STG

In determining your ratings of each patient's level of work in the
session, we suggest you consult the following definition of patient
work.

When a patiemt is working in group therapy, he takes
responsibility for his or the group's problems by exploring causes for
them, This exploration involves attempting to explain a problem by
causally linking it to internal experiences or behaviors of himself or
the group. These internal experiences may relate to motivation (e.g.
wishes, fears) behind a certain maladaptive (problematic) vehavior or
circunmstance. They may also relate to cognitions or affects which are
causally linked to a problem. Behaviors presented as giving rise to
problems may include defernsive manceuvres (e.gq. withdrawal, arguments).

A patient who focuses on the (assumed) internal experience or
behaviors of other pecple (extermal to the group) is not engaged in
work. Such focussing does not reflect a personal responsibility for
problems but rather it implies that his (or the group's) problems are
caused by scmething or sameone extermal. In addition, a patient is not
working when he merely states or describes a problem but does not
explore the possible (internal) reasons for it.
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APPENDIX M. Therapist-Rated Process Ratings.

You are asked to provide an impression (expressed as a percent) for
each patient in your group for two variables. Please use your
cbservations of each patient's behavior during this therapy sessiomn.

1. PARTTCIPATION. Of the total verbal participation of all the
patients, how much did each patient contribute? The total for all
patients equals 100%

M I JO P IP I d¢ If

100 %

2., PERCENT OF EACH PATIENT'S PARTICIPATION THAT WAS ON-TASK (WORK).
Each patient participated a certain amount. For each patient what
percent of his/her amount was on-task (work)? The total of the
percents for all patients is not expected to equal 100%

I JdO IO I I I I o°
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APPENDIX N: outcome Measures

A. SOCIAL ADJUSIMENT SCALE

In respording to the following questions, please answer in

consideration of the last month.

WORK > 15 hours/week > 3 weeks/3 months
Students > 1/2 time
Housewives ~ work less than 15 hours/week

1.

2.

Time Lost - How many days/weeks have you missed?

Inefficiency - How well have you been doing your work? Do you meet
requirements? Get negative feedback?

Friction - How mch friction has there been between you and your
colleagues/boss - how does it show?

Disinterest ~ How interesting have you found your work?

Distress - How upset, tense, anxiocus, have you felt at work? Does
it interfere or take a loc to control?

Feeling Inadequate - Do you ever feel inferior to others at work?
Not doing as well? Does this bother you?

Economic Adequacy - Have you had encugh money to meet the needs of
the family (not postponing essentials or dipping into savings). Can
you afford luxuries?

FAMILY OF ORIGIN -~ if no living relatives - questions 7 and 8

l'

2.

Contact -~ How much contact have you had with members of your
family? Telephone conversations/letters?

Confiding - How open are you with your family - what do you hold
back?

Deperdency = How much have you depended on your family for material
or emotional support?

Friction = How much friction has there been between you and your
family? How does this come out?

Worry - How much have you worried about samething happening to
members of your family? Does this occupy a lot of your time?

Defiance =~ On the other hand, how much have you done out of a wish
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to rebel or make them angry?

Guilt - How gquilty have you felt about disappointing or letting
your family down? How strong is the feeling?

Resentment - Otherwise, how resentful have you felt about them
disappointing you or letting you down?

SOCIAL AND IEISURE - if no friends, Q@ 1,7,8,9,10,11

10.

1l

Contacts - Who are the 2-3 people you have seen socially?

Interactions - How much contact have you had with those people?
What kind of contact?

Feelirgs ~ How open are you with these frierxds? Have you expressed
positive and negative feelings?

Friction - How much friction has there been with each of your
friends? How does it come ocut?

Rypersensitive - How sensitive have you been about what your
friends have said about you? Do you over-react?

Distress -~ How relaxed or canfortable do you feel with these
friends? Do you feel tense, anxious, avoid them?

Need for Contact - Have you felt the need for either more friends
or more contact with the friends ysu have?

Impaired Ieiswre Activities - Have you lost interest in your usual
habbies or leisure activities?

Boredam ~ Have you felt bored in your free time? Often?
Dating - How often have you dated?

Interest in Dating - Are you still interested in dating or has this
diminished?

PARINER - Regular contact with spouse of at least 8 hours/week.

1.

Confiding - How open are you with your partner (positive and
negative feelings)? What do you hold back?

Friction - How much friction has there be«en between you and your
partner? How does this coame ocut?

Deperdency - How dependent have you been on your partner? Does this
trouble you?




Submissiveness - How submissive have you been (giving in)?

Domineering - How domineering have you been? Making decisions
without consulting/considering partner?

Need For Warmth - How mich have you felt the need for more
affection and/or attention from your partner?

Worry - How much have you werried about something happening to your
partner? Are you troubled by this?

Guilt - Have you felt guilty about letting your partner down or
being unfair to him/her? Is this strong?

Resentment ~ Have you felt resentful that your partner has let you
down, been unfair to yoa?

SEXUAL, FUNCITONING -

l.

Frequency - Approximately how often have you had sexual relations
during the last three months?

Physical Problems - Have you experiencecd any physical problems with
sex? How often - does it interfere or prevent you from having sex?

Satisfaction =~ How often have ycu been able to relax and enjoy sex?
How satisfying is sex for you?

MARITAL AS PARENT ~ minimm of 8 hours/week.

1.

Responsibilities - How would you define your responsibilities to
your children during the last 3 months? To what extent have you
beenn fulfilling them?

Camunication -~ 2Are you able to discuss things with your children
(do they open up)? What do you hold back?

Friction - How much friction has there been between you and your
children? How does this come cut?

Need For Warmth - How often have you felt the need for more
affection or attention from them? Is it strong?

Worry - How much have you worried about scmething happening to your
children? Does this coccupy a lot of your time?

Guilt -~ Have you felt guilty for letting your children down or
being unfair to them/him/her? How much?

Resentment =~ On the other hand, have you felt resentful that they
have let you down or been unfair to you?
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B. TARGET ORJECTIVES

OBJECTIVES

Consider each of the objectives that have been formulated. You are
asked to do three different things with each cbjective.

First, indicate how severe (disruptive) the problem associated with
each cbjective has been for you during the last month by placing a
number in the appropriate colum according to the following:

1 2 3 4 5
slight minor moderate considerable extreme
severity severity severity severity severity

Secord, indicate how important each cbjective is to yon by placing a
mmber in the appropriate column, according to the followiig:

1l 2 3 4 5
slight minor moderate considerable extreme
importance  importance importance importance importance

Remember, severity and importance refer to two different things (e.q.,
a problem may be of considerable severity but only of minor importance
to you, or a problem may only be of minor severity, yet be of extreme
importance to you).

Third, indicate how much improvement you expect for each prablem by

the end of psychotherapy, by placing a mmber in the appropriate
colum, according to the following:

1 2 3 4 5
slight ninor moderate considerable extreme
improvement  improvement improvement —improvement improvement
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POST-WAIT ASSESSMENT OF OBJECTIVES

Consider each of the objectives that have been formulated. You are
asked to do four different things with each cbjective.

First, indicate how severe (disruptive) the problem associated with
each objective has been for you during the last month by placing a
muber in the appropriate colum according to the following:

1 2 3 4 5
slight minor moderate considerable extreme
severity severity severity severity severity

Second, indicate how important each abjective is to you by placing a
rumber in the appropriate colum, according to the following:

1 2 3 4 5
slight minor moderate considerable extreme
importance  importance  importance importance importance

Remember, severity and importance refer to two different things (e.g.,
a problem may be of considerable severity but only of minor importance
to you, or a problem may only be of minor severity, yet be of extreme
importance to you).

Third, indicate how much improvement you expect for each problem by

the end of psychotherapy, by placing a mumber in the appropriate
colum, according to the following:

1 2 3 4 5
slight minor moderate considerable extreme
improvement  improvement improvement —improvement improvement

Fourth, indicate the type of change that occured for each praoblem
during the last month by placing a muber in the appropriate colum,
according to the following:

1 2 3 4 5 6
extremg considerable moderate minor slight no
worsening  worsening worsening worsening worsening change

' 7 8 9 10 11
slight minor moderate considerable extreme

improvement improvement  improvement inprovement improvement
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POST-TREATMENT ASSESSMENT OF OBJECTIVES

Please consider each of the following cbjectives that were formilated
before therapy began. You are asked to do three different things with
each dbjective.

First, indicate how severe (disruptive) the problem associated with
each abjective has been for you during the last month by placing a
number in the appropriate column according to the following:

0 1 2 3 4 5
no slight minor moderate considerable extreme
severity severity severity severity severity severity

Second, indicate the type of change that occured for each problem since
therapy began by placing a number in the appropriate colum, according
to the following:

1 2 3 4 5 6
extreme considerable moderate minor slight no
worsening  worsening worsening worsening worsening change

7 8 9 10 11

slight minor moderate considerable extreme
improvement improvement —improvement improvement improvement

Third, indicate how important (relevant) each abjective is to you by
placing a mumber in the appropriate colum, according to the following:

0 1 2 3 4 5
no slight minor moderate considerable extreme
importance importance importance importance importance importance

Remember, severity and importance refer to two different things, (e.g.,
a problem may be of considerable severity but only of minor importance

to you, or a problem may only be of minor severity, vet be of extreme
importance to you).




One of the losses in your life that you have described is
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C. IMPACT OF EVENTS SCALE

Below 1is a list of caments made by

pecple after such a stressful 1life event. Please read each item,
indicating how frecuently these coments were true for you during the

past seven days.

the "not at all" colum.

10

11

12

13

14

If they did not occur during that time, please mark

Not at Rarely Some- Often

all times
I thought about it when I didn't mean to. X X X X
I avoided letting myself get upset when
I thought about it or was reminded of it. X X X X
I tried to remove it from memory. X X X X
I had trouble falling asleep or staying
asleep, because of pictures or thoughts
about it that came into my mind. X X X X
I had waves of strong feelings about it. X X X X
I had dreams about it. X X X X
1 stayed away from reminders of it. X X X X
I felt as if it hadn't happened or it
wasn't real, X X X X
I tried not to talk about it. X X
Pictures about it popped into my rind. X X X X
about it. X X X X
I was aware that I still had a lot of
feelings about it, but I didn't deal
with them. X X X X
I tried not to think about it X X X X
Any reminder brought back
feelings about it. X X X X

15 My feelings about it were kind of mmb. X X X X
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D. INTERPERSONAL DEPENDENCY INVENTORY

INSTRUCTIONS: 32 statements are presented below. Please read each one
and decide whether or not it is characteristic of your attitudes,
feelings, or behavior. Then assign a rating to every statement, using
the values given below:

4 = very characteristic of me
3 = quite characteristic of me
2 = samewhat characteristic of me
1 = not characteristic of me
___ 1., I prefer to be myself. __ l4. I easily get discouraged
when T don't get what I
2. I domy best work when I need from others

know it will be appreciated
15. I don't need much from
3. I can't stand being fussed pecple.
over when I'm sick.
16. I must have one person

_ 4. I believe people could do who is very special to
a lot more for me if they me
wanted to.
__17. when I am sick, I prefer
__ 5. As a child, pleasing my that my frierds leave me
parents was very important alone.
to ne.
__ 18, I'm never happier than
___ 6. I don't need other people when I've done a good
to malke me feel good. jab.
___ 7. Disapproval by sarecne I _ 19, T am willing to disregard
care about is very painful other peopla's feeiings in
for me. order to accamplish scme-

thing that's important to me

8. I'm the only person I
want to please. 20. I need to have one person

who puts me above all others.

9. The idea of losing a close

friend is terrifying to me. _ 21. I don't need anyone.
_ 10. I rely only on myself. 22, I terd to imagine the worst
if a loved one doesn't
— 11. T would be completely lost if arrive when expected.

I didn't have sameone special.
____23. Even when things go wrong I

__12. T get upset when somecne can get along without asking
discovers a mistake I've for help fram my friend
made,

24, T tend to expect too much
13. I hate it when pecple from others.
offer me sympathy.




25.

26.

27.

28.

29.

I terd to be a loner.

I feel that I never really
get all that T need from

people.

Even if most people turned
aqainst me, I could still go
if someone I love stood by me.

What people think of me
doesn't affect how I feel.

I think that most people
don't realize how easily
they can hurt me.
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__30. T have always had a
terrible fear that I
will lose the love ard
support of people I
desperately need.

__31. I would feel helpless if
deserted by someone I
love.

__32. What other people say
doesn't bother nme.
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E. INTERPERSONAL BEHAVIOR SCALE

Part I: Please indicate the extent to which each of the following
occurs presently in your 1life with the people whom you interact with
regularly. Such people often include friends, social ard work (or
school) associates. You are asked to state an average for each item by
circling the appropriate rumber.

6. Very frequently

5. Frequently

4, Often

3. Sametimes

2. Seldamly

1. Very seldomly
1. I share personal information with them. 1 2 3 4 5 &6
2. They share personal information with me. 1 2 3 4 5 6
3. I behave freely with them. 1 2 3 4 5 &8
4. They behave freely with me. l1 2 3 4 5 6
5. I express my feelings to them. 1l 2 3 4 5 6
6. They express their feelings to me. 1 2 3 4 5 6
7. I camunicate clearly to them. 1 2 3 4 5 &6
8. They communicate clearly to me. 1 2 3 4 5 &6
9. I express my thoughts to them. 1 2 3 4 5 &8
10. They express their thoughts to me. 1 2 3 4 5 ¢
11. I am honest to them. 1 2 3 4 5 &
12. They are honest with me. 1 2 3 4 5 &6
13. I am aware of how I influence them. 1 2 3 4 5 &6
14. T am aware of how they influence me. 1 2 3 4 5 &6
15. I let them know when I am irritated

with them 1 2 3 4 5 &6
16. They let me know when they are
irritated with me 1 2 3 4 5 &6

17. I trust them. 1 2 3 4 5 &6

18. They trust me. 1 2 3 4 5 &6




19.

20.

21.

22.

23.

24.

25.

26,

28.

29.
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I tell them how I see them.

They tell me how they see nme.

I am sensitive to their feelings.
They are sensitive to my feelings.
I am helpful to them.

They are helpful to nme.

I let them know when I have positive
feelings toward them.

They let me know when they have
positive feelings towards me.

I am accepting of them.
They are accepting of me.

I feel satisfied with my relationships
with them.

They feel satisfied with their
relationship with me.

N NN
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Part II: Please indicate the extent to which you would like each of the
following to occur in your life with the people whom you interact with
regularly. Again, you are asked to state an average for each item by
circling the appropriate mumber.

6. Very frequently

5. Frequently

4. Often

3. Sametimes

2. Seldamly

1. Very seldaomly
1. I share personal information with them. 1 2 3 4 5 6
2. They share personal information with me. 1 2 3 4 5 &6
3. I behave freely with them. 1 2 3 4 5 6
4. They behave freely with me. l1 2 3 4 5 &6
5. I express my feelings to them. 1 2 3 4 5 &6
6. They express their feelings to me. 1 2 3 4 5 6
7. I cammunicate clearly to them. 1 2 3 4 5 6
8. They commumicate clearly to me. 1 2 3 4 5 &6
8. I express my thoughts to them. 1 2 3 4 5 6
10. They express their thoughts to me. 1 2 3 4 5 6
11. I am honest to them. 1 2 3 4 5 6
12. They are honest with me. 1 2 3 4 5 6
13. I am aware of how I influence them. 1 2 3 4 5 6
14. T am aware of how they influence me. 1 2 3 4 5 6
15. I let them know when I am irritated

with them 1 2 3 4 5 6
16. They let me know when they are
irritated with me 1 2 3 4 5 &6

17. I trust them, 1 2 3 4 5 &6
18. They trust me. + 1 2 3 4 5 &

! 19. I tell them how I see them. l1 2 3 4 5 &6




20.
21.
22.
23.
24.

25.

26.

27.

28,

29.

30.

They tell me how they see me.

I am sensitive to their feelings.
They are sensitive to my feelings.
I am helpful to them.

They are helpful to me.

I let them know when I have positive
feelings toward them.

They .et me know when they have
positive feelings towards me.

I am accepting of them.

They are accepting of me.

I feel satisfied with my relationships
with them.

They feel satisfied with their
relationship with me.

o 0 o o un
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F. ROSENBERG SELF-ESTEEM SCALE

Ten items are presented below. Please indicate how strongly you agree

or disagree with each item by circling the appropriate alternative.

SA = Strongly agree

A = Agree

D = Disagree

SD = Strongly disagree
1. On the whole, I am satisfied with myself.
2. At times I think I am no good at all.
3. I feel that T have a nmumber of good qualities.

4. T am able to do things as well as most other
people.

5. I feel I do not have much to be proud of.
6. I certainly feel useless at times.

7. I feel that I'm a person of worth, at
least on an equal plane with others.

8. I wish I could have more resper t for myself.

9. All in all, T am inclined to feel that I
am a failure.

10. I take a positive attitude toward myself.

5

2

B

2

£

B

L

ik

5

SD

SD

SD

SD

5D

SD

SD

SD

SD

SD
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G. SELF-REPORT SYMPTOM INVENTORY (SCL~90)

Below is a list of problems that people sometimes have. Read each one
carefully and choose one of the mmbers that best describes HOW MUCH
THE PROBILEM HAS PBOTHERED YCU DURING THE PAST WEEK, INCIUDING TODAY.
Place the mmber to the right of the complaint. Do not skip any
items. The example below will show you exactly how to mark your
answer. If you have any questions, please ask.

Example: HOW MUCH WERE YCOU BOTHERED BY: Answers
0 Not at all
Body aches  (Answer) _2 1 A little bit
(moderately) 2 Moderately
3 Quite a bit
4 Extremely
1. HeadacheS..vev v reeens eeees____ 23. Suddenly scared for no reason
2. Nervousness or 24, Temper ocutburst that you could
shakiness inside........... . not control..ceneriieeneanens -
3. Repeated umpleasant 25. Feeling afraid to go out of your
thoughts that won't house alone...c.voveereoracess -
leave your mind.......... e 26, Blammq yourself for thlnqs _
4., Faintness or dizziness.....___ 27. Pains in lower back.......... .
5. Loss of sexual interest or 28. Feelings blocked in getting
pleasure.......cooieeeninn. — things done....ocevveeinnn A
6. Feeling critical of others.  29. Feeling lonely......ivimvennn __
7. The idea that soneone else 30. Feeling blue...... Cheseacnn e
can control your thoughts.._ 31, Worrying too much about
8. Feeling others are to blame Lot R o' 1= T .
for most of your troubles.._ 32. Feeling no interest in chlngs
9. Trouble rememberiny things.  33. Feeling fearful....coveee.. .
10. Worried about sloppiness 34. Your feelings being easi 1y
Or CarelessnesSS...vseoovee. rte.eee i cineennenne
11. Feeling easily annoyed 35. Other pecple being aware of your
or irritated....... beenaes .- private thoughts..c..... e,
12. Pains in neart or chest....__ 36. Feelirrr other: de not un:lerstarxi
13, Feeling afraid in open or are unsympathetic......... -
spaces or on the streets...__ 37. Feeling that peopl: are
14, Feeling low in encrgy or unfriendly or dislike you....___
slowed down...... Cenannn «es___ 38. Havinyg to do thirgs very slowly
15. Thoughts of ending your to insure correctness....... .-
s P —. 39. Heart pounding or racing..... o
16. Hearing voices that cother 40. Nausea or upset stomach...... -
people do not hear.........___ 41. Feeling inferior to others...
17. Trembling..c.ceee .. eee__ 42. Sorenzss of your miscles..... .
18. Feeling that mest people 43. Feeling that you are being
cannot be trusted.. cevn____ watched or talked abhout by
19, Poor appetlte....... ....... . OtherS..cvvireeonnnes ceseeeoe
20. Crying easily....eeee.. —_ 44. Trouble falling asleep......o._
21. Feeling shy or uneasy w1th 45. Having to check ard doublecheck
the opposite seX....evevenn what you do...oevvvvinvnnnn..
22. Feelings of peing trapped 46. Difficulty making decisions..

or caught..ivieevniensnnnas
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Question:
HOW MUCH WERE YOU BOTHERED BY:

Answers

Not at all
A little bit
Moderately
Quite a bit
Extremely

> W N CO

47.
48.
49.
50.
51.
52.

53.
54.

55.
56.

57.
58.

59.

€0.
6l.
62.
63.
64.

65.

66.

67.

68.

€9.

70.

71.

Feeling afraid to travel on
buses, subways or trains....___

72.
73.

Trouble getting your

breath..... it cesetranaan ___ 74.
Hot or cold spells.........
Having to avoid certain tm_nqs,75

places or activities because
they frig’nten YOU. tesenonn
Your mind going blank..... .
Numbness or tingling in part:s
of your body...... fereana

A lump in your throat......
Feeling hopeless about the

Trouble conc:entratmg ......
Feeling weak in parts of ycur
body. .
Feelmq tezbe or keyed up
Heavy feelings in your arms
OF JeUS.cuinnrrsssnssconnans
Thoughts of death or dying.
Overeatifg . cove s connens e
Feeling uneasy when p@ople are
watching Yo ove e ennnnnnes
Having thoughts that are not
Havingy urges to }:ﬁat mjure
Or harm SCmeonNe. s oeceuns .
Awakening in the early
morning.....
Having to repeat the same
actions, such as touching,
countirg, washjng. woerenr e
Sleep that. is restless or

ooooooooooo ’ e 3

---------------

Having ideas or beliefs that
others do not share........
Feeling very self-consciocus
with others.......... cesen
Feeling uneasy in c:rmds such
as shopping or at a movie.._
Feeling everything is an

76.

77.

78.

79.
. 80.

81.
82.

a3.

84.

85.

88.

89.
90.

Spells cof panic or terror....
Feeling uncomfortable about
eating or drinking in public._
Getting into frequent

Feeling nervous when you are
left alone..oivnenvine vy
Others not giving you proper
credit for your achievements.
Feelirng lonely even when you are
with people..
Feeling so restlecss you can't
sit still.
Feelings of wori_hlessneas
The feelmg that somathlng bad
is going to happen to you.
Shouting or throwing thmgs
peelmg afraid you will faint
in publlc .
Feeling that people will take
advantage of you if you let
them....... sessrane

--------

------------------

..................

aaaaaaa

Having thuughts about sex that
bother you alot...eeueesns cae__
The idea that yOu should be
punished for your sins...... .-
Thoughts and images of a
frightening nature..... e

The idea tnat something serlous
is wrong with your body......__
Never feeling close to another
PerSON.sevesscncsorannn e
Feelings of quilt....ccuuvn.,
'I‘he idea that sm\etmng is wronq
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H. BECK DEPRESSION INVENTCRY

questionnaire consists of 13 groups of statements. Please read

the entire group of statements in each category. Pick ocut the one
statement in that group which best describes the way you feel today;

that

is, right now. Circle the letter beside the statement you have

chosen. If sevecal statements in the group seem to apply equally well,
circle each one.

Be sure to read all the statements ir =ach group before making your
choice.

l. Al
B'
Cl
D.
2. A.
B
C.
D

D'

B'
Cl
Dl

B.
Cl
D.

B.

B.

D.

I do ot feel sad.

I feel sad or blue.

I am sad or blue all the time and I can't snap ocut of it,
I am so sad or unhappy that I can't starx! it.

I am not particularly pessimistic or discouraged about the
future

. I feel discouraged about the future.

I feel I have nothing to look forward to.
I feel that the future is hopeless and that things cannct
improve.

I do not feel like a failure.

. I feel I have failed more than the average person.

As T look back on my life, all I can see is a lot of failures.

I feel I am a complete failure as a person (parent, husband,
wife).

I am not rarticularly dissatisfied.

I don't enjoy things the way I used to.

I don't get satisfaction out of anything anymore.
I am dissatisfied with everything.

don't feel particularly quilty.

feel bad or wmorthy a goed part of the time.
feel quite quilty

feel as though T anm very bad or worthless.

HHHH

don't feel disappointed in myself.
am disappointed in myself.
am disqusted with myself.

-

. I hate myself.

I don't have thoughts of harming myself.
I feel I would be better off deacl.

. I have definite plans abcut committing suicide.

I would kill myself if I had a chance.



10.

11.

1z2.

13.

A,
Bl
cl

vawp Uow
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I have not lost interest in other people.

I am less interested in other people than I used to be.

I have lost most of my interest in cther pecple and have little
feeling for them.

. I have lost all of my interest in other pecple and don't care

about them at all.

I make decisions about as well as ever.

I try to put off making decisions.

I have great difficulty in making dec.isions.
I can't make any decisions at all anymore.

I don't feel I look any worse than I used to.
I am worried that I am looking old or unattractive.
I feel that there are permanent changes in my appearance and
they make me look wnattractive.
I feel that T am ugly or repulsive looking.

I can work about as well as before.
It takes extra effort to get started at doing samething.

. I have to push myself very hard to do anythirg.

I can't do any work at all.

I don't get any more tired than usual.
I get tired more easily than I used to.

I get tired from doing arythirgy.
I get too tired to do anything.

My appetite is no worse than usual.

My appetite is not as good as it used to be.
My appetite is much worse now.

I have no apretite at all anymore.
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I. GIOBAL RATINGS OF CUTOME
Part I: Life Satisfaction Scale
All things considered, how satisfied or dissatisfied are you with your

life as a whole these days? Circle one rumber on the line that you feel
best represents your level of satisfaction with your present life.

Completely Comp}etely
dissatisfied... 1 .. 2 .. 3 .. 4.. 5.. 6 .. 7 ..satisfied

Part II: Overall Usefulness of Therapy

Patient-rated: "Overall, how much was your therapy useful to you?"
Therapist-rated: "Overall, how much was therapy useful to each of the
following patients?"

1 2 3 4 5 6 7
Very little Very much

Part II1: Service Evaluation Questionnaire

You can help us improve our program by answering the following
questions about the services you have received. We are interested in
your honest opinion, whether it is positive or negative. Please answer
all the cuestions. We also welcame your comments and suggestions.
Circle the rmumber which you feel best represents your cpinicn.

1. How would you rate the quality of service you have received?

4 3 2 1
Excellent Good Fair Foor

2. Did you get the kind of service you wanted?

1l 2 3 4
No, definitely not No, not really VYes, generally Yes, definitely

3. To what extent has our program met your needs?

4 3 2 1
Almost all Most of my needs Only a few None
needs have been met have been met needs have been met
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4. If a friemd were in need of similar help, would you recammend our
program to him or her?

1 2 3 4
Pefinitely not No, I don't think so Yes, I think so Definitely Yes

5. How satisfied are you with the amount of help you have received?
1 2 3 4
Quite dissatisfied Indifferent, or Mostly satisfied Very satisfied
mildly dissatisfied

6. Have the services you received helped you to deal more effectively
with your problems?

4 3 2 1
Yes, a Yes, they helped No, they really No, they seemed to
great deal samewhat didn't help make things worse

7. In an overall, general sense, how satisfied are you with the service
you have received?

4 3 2 1
Very satisfied Mostly satisfied Indifferent, or Quite satisfied
mildly dissatisfied

8. If you were to seek help agair, would you return to ocur program?

1l 2 3 4
Definitely not No, I don't think so VYes, I think so Definitely Yes




APPENDIX 0. 2 X 2 2ANCOVA Tables: Main and Interactive Effects of

Treatment and Condition on outcome

Variable 1: Social Adjustment Scale = Work

Source

Within Cells
Regression

Constant

Treatment

Cordition

Treatment by Corndition

Variable 2: Social Adjustment Scale - Social

Source

Within Cells
Regression

Constant

Treatment

Condition

Treatment by Condition

Variable 3: Social Adjustment Scale - Family of Origin

Source

Within Cells
Regression

Constant

Treatment

Cordition

Treatment by Condition

Variable 4: Social Adjustment Scale - Partner/Spouse

Source

Within Cells
Regression

Constant

Treatment

Condition

Treatment by Cordition

ss

84.53
16.54
12.52
.60
1.77
.32

ss

87.00
21.49
43.75
7.39
.32
15.75

ss

50.06
36.53
4.45
6.47
.19
+13

ss

17.55
39.45
04
6.69
07
.04

DF

3

RSN ]

DF

3

e D

DF

3

8
1
1
1
1
1

DF

H

7

2.64
16.54
12.52

.60

1.77

.32

MS

2.23
21.49
43.75

7.39

.32
15.75

M
1.32
36.53
4.45
6.47
19
13

MS
1.95
39.45
.04
6.69
07
.04

I

6.26
4.74
.23
.67
.12

1=

9.63
18.61
3.31
.14
7.06

27.73
3.38
4.91

.14
.10

20.23
.02
3.43
.03
.02
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g

.018
.037
.637
«420
.731

g

.004
.000
.076
.708
011

g

.000
.074
.033
.706
.753

g

.001
.885
.097
.856
.8920




Variable 5: Social. Adjustment Scale ~ Sexual Life

Source SS DF MS

Within Cells 311.88 39 8.00
Regression 295.40 1 295.40
Constant 50.50 1l 50.E0
Treatment 80.81 1 80.81
Condition 19.06 1 19.06
Treatment by Condition 8.04 1 8.04

Variable 6: Social Adjustment Scale - Children

Source poiS] DF MS

Within Cells 52.11 26 2.00
Regression 58.07 1 58.07
Constant 2.00 1 2.00
Treatment .85 1 .85
Condition .00 1 .00
Treatment by Condition 2.09 1 2.09

Variable 7: Target Severity - Independently-rated

Source SS DF MS
Within Cells 44.96 39 1.15
Regression 3.95 1 3.95
Constant .64 1 .64
Treatment 11.47 1l 11.47
Condition 3.77 1 3.77
Treatment by Condition 2.81 1 2.81
Variable 8: Target Severity - Patient-rated

Scurce 5SS DF MS
Within Cells 46.71 39 1.20
Regression 3.21 1 3.21
Constant 3.20 1 3.20
Treatinent. 2.76 1 2.76
Condition .19 1 .19
Treatment by Condition 1.63 1 1.63

ireg

36.94
6.31
10.11
2.38
1.01

fext

28.97
1.00
.42

1.04

es ]

3.43

.55
9.95
3.27
2.44

L]

2.68
2.67
2.31

.16
1.36
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g

.000
.016
.003
.131
.322

g

.000
«327
521
.993
.316

g

.072
+462
.003
.078
.127

g

.110
.110
137
.691
.250




Variable 9: Impact of Event Scale - Intrusion

Source

Within Cells

Regression
Constant
Treatment
Cordition

Treatment by Condition
Variable 10: Impact of Event Scale -

Source SS

Within Cells 1182.48
Regression 1110.80
Constant 33.12
Treatment 318.61
Condition 168.43

SS

2067.36
2262.81
7.95
91.85

73.38

10.46

Treatment by Condition .10

Variable 11: Interperscnal Behavior Scale ~ Present Functioning

Source

Within Cells
Regression
Constant
Treatment
Condition

SS

9502.94
9536.07
273.16
1249.08
13.02

Treatment by Condition 1394.60
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OF MS F P
39 53.01
1 2262.81 42.69 .000
1 7.95 .15 . 701
1 91.85 1.73 +196
1 73.38 1.38 .246
1 10.46 .20 .659
Avoidance
DF MS F P
39 47.24
1 1110.80 22.54 . 000
1l 33.12 2.56 .408
1 318.61 4.15 .013
l 168.43 2.55 . 066
1 .10 .00 .964
DF MS F P
39 243.67
1 9536.07 39.14 . 000
1l 273.16 1.12 « 296
1 1249.08 5.13 .029
1 13.02 .05 .818
1l 1394.60 5.72 « 022

Variable 12: Interpersonal Dependency Inventory - Emotional Reliance

Source

Within Cells
Regression
Constant
Treatment
Condition

Treatment by Conditiun

sS

4.83
9.41
.32
.02
.28
.01

DF MS

3 .13
9.41
.32
.02
.28

.01

o

F

73.99
2.50
.17
2.22
.10

P

. 000
.122
.680
. 145
« 754



Variable 13: Interpersonal Dependency Inventory - Autonomy

Source SS DF
Within Cells 2.67 38
Regression 3.98 1
Constant .51 1
Treatment .33 1
Condition .04 1
Treatment by Condition .06 1
Variable 14: SCL~90 - Total Score

Source ss DF
Within Cells 65448.11 33
Regression 17906.03 1
Constant 6404.94 1
Treatment 20623.37 1l
Condition 97.03 1
Treatment by Condition 9959.02 1

Variable 15: Beck Depression Inventory

Source Ss DF
Within Cells 557.47 39
Regression 571.69 1
Constant 31.11 1
Treatment 147.47 1l
Condition 14.57 l
Treatment by Condition 9.31 1

Variable 16: Rosenberg Self-esteem Scale

Scurce S8 DF
Within Cells 75.71 36
Regression 57.80 1
Constant 2.18 1
Treataent 35.52 1
Cordition 10.29 1
Treatment by Condition 7.50 1

Ms
.07
3.98
.51
.33
.04
.06

Ms

1983.28
17906.03
6404.94
20623.37
97.03
9959.02

MS

14.29
571.69
31.11
147.47
14.57
9.31

IEd

2.10
57.80
2.18
35.52
10.29
7.50

F

56.57
7.19
4.74

.52
.90

I

9.03
3.23
10.40
.05
5.02

It

39.99
2.18
10.32
1.02
.65

I

27.48
1.04
16.89

4.89
3.57

v

.000
.011
.036
474
.348

o

.005
.081
.003
.826
.032

g

.000
.148
.003
.319
425

i

.000
315
.000
.033
.067
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Variable 17: Life Satisfaction Scale

Source S8 OF MS F P
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
Treatment 14.45 1 14.45 9.85 .003
condition 5.06 1 5.06 3.45 .071
Treatment by Condition  1.78 1 1.78 1.21 .278
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APPENDIX P: Mean and Standard Deviation of PWORS Variables

PWORS Variables N Mean standard Deviation
Participation 43 18.5 10.0
Self-based

Work 43 31.2 13.0
High~-level

Self-based Work 43 8.9 7.8
Group-based

Work 43 18.8 10.9
High-level

Group-based

Work 43 18.9 12.0




