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Foreword 

Psychotherapy, generally speaking, has been shown to be effec- 
tive. Most people who seek help for heterogeneous arrays of 

rippling compulsions, paralyzing obsessions, de- 
pression, anxieties, and bodily aberrations without organic 
cause--are indeed helped by the psychotherapeutic encounter. 
The goals of these treatments have now extended beyond their 
original aim (which was the cure of recognized nosological 
entities, perhaps even diseases, such as obsessive-compulsive 
neurosis or hysteria), to personality or character problems, and 
even beyond those to "optimizing" social and interpersonal 
effectiveness. Regardless of the patient's condition, whether 
disease or plight, psychotherapy has shown itself to be helpful, 
as several comprehensive reviews have documented (e.g., Lu- 
borsky, Singer, and Luborsky 1975; Bergin and Lambert 1978; 
Smith, Glass, and Miller 1980). 

In spite of the demonstrated general superiority of psycho- 
therapy over no treatment, formidable problems for evaluation 
remain. They include the heterogeneity of conditions for 
which people seek relief, the array of psychotherapeutic meth- 
ods claiming effectiveness, and the multitude of therapists with 
their own theoretical persuasions. All of these factors demand 
more precise and specific answers to the question of what 
therapy, administered by what therapist, is effective for which 
patients with what conditions. Tne technology of psychother- 
apy, unlike, for example, that of physical medicine, is "soft." 
I t  depends on words. Yet the orchestration of the techniques 
requires deftness, subtlely, and integrity in the same measure 
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as that needed by the skilled musician. As Hamlet forthrightly 
reminded the meddling Rosencrantz and Guildenstern, "you 
would pluck out the heart of my mystery, you would sound me 
from my lowest note to the top of my compass; and there is 
much music, excellent voice in this little organ, yet you cannot 
make it speak. 'Sblood, do you think I am easier to be played 
on than a pipe?" 

Because of the wide array of psychotherapies and of the large 
number of people seeking help from psychotherapy, there is an 
accelerating movement toward demonstrating the efficacy and 
safety of these methods. Among the difficulties this movement 
confronts is the phalanx of over 250 name brands of psycho- 
therapy (Herink 1980) and over 1 5 0  categories of disorders for 
which psychotherapy is sought or recommended; a matrix with 
37.5" cells! Yet from a consumer's view, it seems only reason- 
able to begin to determine which therapies administered by 
which therapists work for which conditions. 

Psychotherapy has been called a craft. This can only describe 
the way in which the procedure is administered, applied, or 
conducted. To determine whether or not a craftsman is skilled 
requires a clear statement of the operations of the special craft. 
Psychodynamic psychotherapy, stemming from psychoanal- 
ysis, is one of the most frequently employed of psychotherapies 
and, curiously, one of the least systematically studied for its 
efficacy. 

This book provides a necessary tool for studies on the effec- 
tiveness of psychodynamically oriented psychotherapy. In this 
manual, Lester Luborsky, an experienced therapist, psy- 
choanalyst, and distinguished teacher and researcher, sets 
down the basic operations of "supportive-expressive psy- 
choanalytically oriented psychotherapy." He discusses the 
treatment of disorders in which people work against their own 
self-interest in ways that elude their own otherwise intelligent 
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awareness. An exploration of motives, of the continuity of 
purposes in a person's life, methods of confronting oneself and 
others, and of the nature of the relationship between patient 
and therapist (the "transference"), form the basic operations 
of the therapy. Dr. Luborsky's clear exposition of the criteria 
for establishing whether and how supportive-expressive psy- 
choanalytically oriented psychotherapy is being practiced in a 
particular instance makes it possible to judge the extent to 
which a therapist has applied these techniques and the ade- 
quacy with which he or she has applied them. With the aid of 
this manual, a researcher can go on to study the extent to which 
any of the elements of the treatment or any combination of 
them are necessary for a "good" therapeutic outcome in spe- 
cific disorders. 

The manual has yet another important function. It can be 
used both in the training of therapists and by experienced 
therapists wishing to sharpen their skills. This is because it adds 
a significant orienting schema to the necessary ingredients and 
processes that are required in this kind of therapy. This orient- 
ing schema demystifies the operations, and thereby makes pos- 
sible for the learner a greater mastery of the therapeutic tech- 
nique, 

In addition to the clearly stated outline of the therapeutic 
process and the edifying examples that illustrate the steps, Dr. 
Lubrsky explores the theory of the therapy lucidly, articu- 
lately, and comprehensibly. His division of the therapy into 
specific and nonspecific factors is a helpful one. It makes possi- 
ble a further exploration of the special ameliorative factors in 
the treatment. His careful fmus on the nature of the therapeu- 
tic relationship and the responses of both patient and therapist 
to it, extend an understanding of the nature and use of transfer- 
ence phenomena through his elaboration of the core conffic- 
tual relationship theme. Psychotherapy researchers will find in 



this manual many gems modestly stated, such as statements on 
how to observe therapeutic movement and operational criteria 
of unconscious psychological processes. 

This is a welcome book. It fills a need for psychotherapy 
outcome research while providing a didactic tool and a set of 
theoretical hypotheses about the psychody namics of one kind 
of change, namely, that intentionally embarked upon in the 
context of a relationship between two people. 

PHILP S. HQLZMAN, f H.D. 
Professor of Psychology 

Hamard University 
Cambridge, Massachusetts 



Preface 

For many years this introduction to the principles of psy- 
choanalytically oriented psychotherapy was primarily used in 
the training of psychotherapists at the University of Pennsyl- 
vania's Department of Psychiatry. Then, less than a decade ago 
a small revolution in psychotherapy research style demanded 
that an official "manual" be devised for each psychotherapy so 
that methods and theories could effectively be implemented 
and compared. The manual from which this book is derived 
was one of the first such manuals. Tne theories, techniques, 
and clinical strategies presented here are based on years of 
clinical research. The result is a carefully tested guide to the 
practice of psychoanalytically oriented psychotherapy for prac- 
titioners, researchers, and supervisors. 

My aim has been to assemble in a manual format the most 
representative and commonly used techniques in the practice 
of psychoanalytically oriented psychotherapy. Since there are 
so many accounts of this kind of psychotherapy, it is important 
to describe for the reader how this particular version came 
about and what is special about both the therapy and its man- 
ual in comparison with other therapies and their manuals. 

The foundations of the manual rest heavily on my learning 
experiences with classical psychoanalysis and psychoanalyti- 
cally oriented psychotherapy during 13 years at the Menninger 
Foundation (1947-59) There, classical psychoanalysis and the 
Menninger Foundation's supportive-expressive psychoanalyti- 
cally oriented psychotherapy were the two most practiced psy- 
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chotherapies. The term suppodtze-expressive comes from that 
locale. As used in this manual it is not a new version of psy- 
choanalytically oriented psychotherapy, but rather it contains 
its essential features. The term suppo12"z've-expressive refers to 
the two main classes of techniques in the treatment: the sup- 
portive ones derive from the supportive relationship with the 
therapist; the expressive ones derive from the means of under- 
standing what the patient expresses. 

My earliest experiences with this psychotherapy were the 
most formative, and took place during five successive years with 
five different colleagues as supervisors each of whom were 
psychiatrists who practiced both psychotherapy and psychoa- 
nalysis: Drs. Lewis Robbing, Michalina Fabian, Irving Kartus, 
AIbert Owers, and Carl Epstein. Naturally, therefore, I am 
highly appreciative of the system of yearly rotation of supervi- 
sion by colleagues at the Menninger Foundation, as well as the 
opportunity over the five-year period to experience what psy- 
choanalysis was like from the patient's viewpoint. The input 
from three supervisors of my psychoanalytic training at the 
Topeka Psychoanalytic Institute is also obviously reflected in 
this manual: Drs. Otto fleishmann, Petrinella Tibout, and 
Ishak Ramzy. Dr. Fleishmann, for example, impressed me with 
his precept to have patience and to listen to the patient and 
wait until one had "the material'' before drawing conclusions 
and deciding what to interpret. 

Some of my colleagues in those years who influenced my 
theories of therapy and psychotherapeutic technique were: 
Drs. Rudolph Ekstein, Karl Menninger, William Pious, Hel- 
mut Kaiser, jan Frank, Philip Holzman, Merton Gill, David 
Rapa port, George Klein, Herbert Schlesinger, Robert R. Holt, 
Robert Wallerstein, Walter Kass, Margaret Brenman, Benia- 
min Rubenstein, Paul Bergman, Ray Schafer, Martin May- 
man, Otto Kernberg, Gardner Murphy, Lois Murphy, and 
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Howard Shevrin. I believe my therapeutic style became a per- 
sonal admixture of what they offered. 

Aspects of my style also came from my supervision of psychi- 
atric residents and psychologists in the Department of Psychia- 
try at the University of Pennsylvania during my years in Phila- 
delphia after 1959. One of the psychiatrists I supervised, Dr. 
Perry Berman, had a part in instigating the train of ideas which 
eventually led me to the core conffictual relationship theme 
method (CCRT), which will be described in chapter 7 and 
appendix 4. 1 remember the times he insisted that there was 
more to the process of understanding the main relationship 
theme than I had been telling him. It was not enough for me 
to say that one listens and the understanding comes, but that 
I should spell out the principles guiding the understanding. I 
tried to do that and eventually came up with the principles of 
the CCRT. 

Some of the examples of the technical principles in the 
manual derived from these experiences in providing supervi- 
sion. In addition, it was the supervisees' appreciation of the 
early versions of the manual, then called The Task of the 
Psychotherapist ( 1  9 ~ 3 ) ~  which encouraged me to copyright it 
on April 5 ,  1976. I was heartened as well by the way in which 
they reciprocated my appreciation of them by suggesting me 
as the recipient of the 1977 Earl Bond Award for Excellence 
in teaching in the Department of Psychiatry. 

The final precipitant to the decision to publish the manual 
came in the summer of 1979 after two old friends and Men- 
ninger Foundation colleagues read a draft of the manual. Dr. 
Philip Holzman was enthusiastic about having it published 
together with a historical introduction and more examples to 
ensure the learning of the principles, as in a programmed 
learning text. Dr. Gerald Aronson expertly applied pressure to 
the theoretical scaffolding of the supportive-expressive (SE) 
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principles and then led me socratically toward ways of strength- 
ening them. 

The most accessible layer of the foundations for the chosen 
treatment techniques came from psychotherapy research, both 
my own and that of others. However, these influences on 
practice were less than one might have expected considering 
my decades of involvement in psychotherapy research. In 
1969,1 even wrote a skeptical article on this theme: "Research 
Cannot Yet Influence Clinical Practice." My view parallels 
Car1 Rogers' observation that his own psychotherapy research 
(which was prodigous in productivity and diversity) had had 
little influence on his clinical practice (personal communica- 
tion, about 1960). 

In the last decade, however, psychotherapy research has 
begun to have a greater impact on clinical practice. I am about 
ready to disavow my 1969 view because several lines of research 
have much inAuenced parts of this manual. Three main exam- 
ples of such research sources are evident in it: (1) the predictive 
value of the helping alliance (Luborsky 1976a; Morgan, Lu- 
borsky, Crits-Christoph, Curtis, and Solomon 1981; Luborsky 
Crits-Christoph, Alexander, Margolis, and Cohen 1983); ( 2 )  

the guidance to understanding of the transference patterns 
provided by the core conffictual relationship theme method 
(CCRT) (Luborsky 1977); and (3) the implications for match- 
ing patients and therapists by different methods of assignment 
(Luborsky and McLellan 198 1 ; McLellan, Luborsky, Woody, 
O'Brien, and Druley 1983; and McLellan, Luborsky, O'Brien, 
Druley and Woody, 1983). For partial support of these re- 
search studies 1 wish to acknowledge United States Public 
Health Service Research Scientist Award 40710. 

Colleagues, friends, relatives, and combinations of these 
have had a helping relationship in this manual's maturation 
and arrival at publication. Outstanding among them were 



Philip Holzman, Leslie Alexander, Marjorie Cohen, Arthur 
Auerbach, Gerald Aronson, Ceorge Woody, Frederic J. Le- 
vine, Stanley Greenspan, Ellen Berman, Marshall Edelson, 
John Docherty, Paul Gerin, Ellen Luborsky, Ruth Samson 
Luborsky, Lise Luborsky, and Peter Luborsky. I want to thank 
Philip Holzman particularly for writing the foreword, and far 
his capacity to unite the functions of a fine foreword with tl ose 
of friendship. jo Ann Miller and Theresa Craig of Basic Books 
gave the manuscript a final masterly organizational assist. 

Two recent prepublication trials of the manual helped in- 
crease its utility: ( l )  the psychiatric residents in their fourth 
postgraduate year and postdoctoral psychology fellows at the 
University of Pennsylvania, Department of Psychiatry ( 1982- 
83), Dr. Edward Schweizer, Chief Resident; (2) the seminar 
at Universitgt Ulm, Department of Psychotherapy (December 
198 1 and December 1982, organized by Dr. Horst Kgchele and 
Dr. Helmut Thorn;). 

Because of the mutual learning that goes on bebeen  super- 
visor and therapist, I wish to especially acknowledge the thera- 
pists, both faculty and fellows, with whom I spent a year or 
more discussing their patients (not a complete list): 
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The Purposes o the Book 
and the @a 

the Treatment 

The Purpose3 of the Book 

Psychoanalytically oriented psychotherapy is a widely used 
term for a widely used form of psychotherapy. In the United 
States, it is the most usual form of psychotherapy practiced 
both in outpatient psychiatric clinics and in private practice 
(Feldman, Lorr, and Russell 1958; Henry, Sims, and Spray 
1973). Even with the increased use of behavior therapies 
(Brady 1970) and existential psychotherapies (Karasu 198 1 ), 
the practice of psychoanalytically oriented psychotherapy has 
not declined; instead, newer treatments have been added to 
the large variety already available (Parloff 1979). 

Despite the widespread practice of psychoanalytically ori- 
ented psychotherapy, it suffers, as all other psychotherapies do, 
from a deficiency in tested knowledge as to why it is usually 
helpful and why it occasionally does not work. Research on the 
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relative benefits of different types of psychotherapy needs more 
discerning and more powerful methods than those in the many 
past studies (reviewed in Luborsky, Singer and Luborsky 1975, 
and Smith, Class, and Miller 1980). The methods should in- 
clude at the minimum, ( I )  a definitive description of the tech- 
niques of each form of psychotherapy; ( 2 )  a detailed guide to 
the therapist on the practice of the techniques; and ( 3 )  a 
measure of the degree to which the therapist conforms to the 
techniques in his or her practice. The last requirement has 
been almost routinely neglected. 

This book tries to relieve some of the pressing problems of 
the field, by fulfilling these three minimal research require- 
ments as well as the five additional contributions which follow: 

1. A DEFINITIVE PIGCOUNT OF PSVGWQANALYTICALLY 
ORIENTED PSYCHOTHERAPY 

The manual gives the core principles of this form of therapy 
which is based on Freud's recommendations for psychoanalytic 
technique ([l91 1, 1gna  and b, 1913a, 1914, 191511958 v.12), 
together with the recommendations by later authoritative 
sources based on many decades of use and development, espe- 
cially at the Menninger Foundation. The distinctive essence of 
this type of therapy, is discussed in the second half of this 
chapter and in chapter 2. 

2.  A TREAWENT GUIDE IN A MANUAL FORMAT 

The presentation satisfies the three essential requirements of 
the psychotherapy treatment manual format: (a) the treatment 
recommendations should be as complete as the type of treat- 
ment permits, and it should state the main techniques which 
are integral to the treatment. (b) The manual should make 
clear the treatment principles and the operations which the 
therapist is supposed to perform. This is best accomplished by 
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presenting each technique as concretely as possible as well as 
by providing examples of each technique. (c) The manual 
should have an accompanying set of scales to measure the 
degree to which the therapists have complied with its main 
techniques (see appendix 5).  

Although recommendations for doing psychotherapy are 
plentiful, this manual is the very first for psychoanalyticafly 
oriented psychotherapy which meets these format require- 
ments (Luborsky and DeRubeis in press). With the exception 
of those for the ckssical behavior therapies, it is one of the first 
full-scale manuals of any form of psychotherapy. 

The degree to which the therapist has mastered the manual 
and is, therefure, able to Eallow its recommendations can be 
evaluated by independent judges applying the manual-based 
rating forms to samples of the therapist's sessions (see appendix 
5). These forms are based in part on Luborsky, Woody, Mckl- 
lan, O'Brien, and Rosenzweig ( 1982). 

$, A TWINING TOOL FOR TWEMPESTS, SUPERVISORS, AND 
TEACHERS 

The manual format is a useful aid in the training of thera- 
pists, it helps experienced therapists improve their skills, and 
it is a resourceful companion to have along during supervision. 
The scales for measuring the treatment techniques can be used 
to judge when a therapist is able to perform the therapy in 
conformity with the manual and has fulfilled the goal of the 
training. 

Furthermore, the manual is written with special empathy for 
the therapist's task. It demonstrates this empathy through its 
delineation of principles the therapist should follow in under- 
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standing the patient's communications. Throughout the his- 
tory of SE therapy, the process by which the therapist draws 
inferences from the patient's communications has been largely 
neglected (Ramzy 1974; Ramzy and Shevrin 1976). 

The aim of the manual-to delineate the principles the 
therapist follows in understanding the patient's motivesis  
especially appropriate. It fits the mark of a psychoanalytic 
orientation that the therapist tries to achieve "understanding 
of intentionality from the patient's point of view" (Klein 
1970). The manual presents a scheme for achieving this under- 
standing through a refinement of the clinical method called the 
core conflictual relationship theme (CCRT) method (see chap- 
ter 7). This method provides principles for understanding the 
theme of the patient's wishes, needs, and intentions in regard 
to the main people, including the therapist, with whom he or 
she interacts during the psychotherapy. The understanding of 
the theme can then serve as a guide for the therapist's inter- 
pretative responses to the patient. 

5. A GUIDE TO EVALUATING AND STREMGTWENING THE 
SUPPORTIVE RELATIONSHIP 

Chapter 6 presents such a guide. It is based partly on clini- 
cal-quantitative research which has shown the benetits to the 
patient of a helping alliance. This alliance is defined as the 
degree to which the patient experiences the relationship with 
the therapist as helpful in achieving his or her goals. 

Special directions for time-limited therapy are designated by 
the notation SE-TL. When no notation is given in the text, the 
direetions refer to both forms. The inclusion of SE-TL instnrc- 
tions increases the present work's value for research studies, 
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since investigators are attracted by the convenience of brief, 
time-limited treatments. It is also an advantage in terms of 
broader applicability to patients in clinics where short-term 
treatment is not only suitable but oketen advantageous. 

"7 A TREATMENT ADAPTABLE TO tl BROAD MMGE QF PATIENTS 

The usual adaptation is a patient-specific mix of supportive- 
ness and expressiveness. At the Menninger Foundation, for 
example, it is even used for patients who are hospitalized and 
treated by both a hospital doctor and a psychotherapist. For 
these patients, the therapist is relieved by the hospital doctor of 
some aspects of patient care such as the administering of medi- 
cation (guides for SE plus medication appear in chapter IQ). 

As much of quantitative psychotherapy research findings is 
integrated throughout the text as is relevant at the present 
stage of such research. There is more research backing for the 
efficacy of the treatment in this manual and its principles than 
is generally realized. 

The Essence of Psychoanalyrically Oriented Psychother&@p 

Characteristics of psychoanalytically oriented psychotherapy 
can be recognized through comparisons with its nearest rela- 
tives. The most distinctive features of psychoanalytically ori- 
ented psychotherapy can be seen by looking at it along side of 
its parent discipline, psychoanalysis. In fact, most of the ac- 
counts of psychoanalytically oriented psychotherapy in the last 
few decades define it through its contrasts with psychoanalysis. 
Since Freud([ig~z, i g n a  and b, ig13a, 1914, and 191511958) 
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first spelled out his treatment recommendations for psychoa- 
nalysis in the six famous techniques papers, these have formed 
the ur source for the formal definition of classical psychoanal- 
ysis. That mode of psychotherapy has had several excellent 
explications and reformulations while still remaining recogniz- 
able as classical psychoanalysis; for example, Fenichel (1941)~ 
Stone (195 l),  and Menninger and Holzman (1973). 

In the period since Freud's innovation of psychoanalysis, two 
primary motives have impelled the differentiation of psy- 
choanalytically oriented psychotherapies from classical psy- 
choanalysis (although the offspring have retained obvious 
resemblances to the parent). The first, and earliest, of these 
differentiations, made by Ferenczi (1920) and Rank (1936), 
were fashioned to satisfy the needs of both patients and thera- 
pists to shorten the length of psychoanalysis. Alexander and 
French (1946) continued the drive toward shortening psy- 
choanalytic treatments with the aim of making them more 
affordable than classical psychoanalysis. They were often short- 
ened to within the usual range of brief psychotherapy. Accord- 
ing to Butcher and Koss (1978), 'Today . . . 25 sessions is the 
upper limit of 'brief' therapy, with as many clinicians recom- 
mending . . . one to six sessions as the longer 10 to 25 sessions." 
Another class of psychoanalytically oriented psychotherapies 
was worked out in the early 1940s during the Second World 
War by Grinker and Spiegel ( 1 9 4 ~  1945) and Lindemann 
(l9#) as a basis for crisis interventions. These procedures gave 
further impetus to the very short-term methods, for they could 
be applied in one to three sessions in situations where immedi- 
ate intervention was required and little time was available. 

The second motive for differentiating from classical psychoa- 
nalysis related to the need for a more versatile psychotherapy 
in terms of types of patients. Psychoanalytically oriented psy- 
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chotherapy is readily adaptable to a broad range of patients, 
including those with poor psychological health who may have 
difficulty in tolerating the classical psychoanalytic treatment 
structure. 

THE DISTINCTIVE TREATMENT PRINCIPLES 

Since there is no one complete source, this selection of 
treatment principles is derived from a small sample of the 
scores of published accounts of the nature of this form of 
psychotherapy. Since the most practiced of the techniques 
associated with psychoanalytically oriented psychotherapy are 
included, the sample is weighted toward the more clinical 
xazE.rer than the more theoretical accounts. The statement of 
the principles as well as the entire manual is also fairly free of 
unessential metapsychological language. 

The principles were extracted from this sample of accounts: 
Bergmann and Hartman (1 977); Bibring (1 954); Freud ( [ ~ g i  1, 
1912a and b, ig13a, 1914, and 191511958); Gi11(1951,1954); 
Greenson (1967); Hollender (1965); Luborsky, Fabian, Hall, 
Ticho, and Ticho ( 195 8); Schlesinger ( 1969); Stone (1 96 1); 
Wallerstein, Robbins, Sargent, and Luborsky (1956); Waller- 
stein (in press). 

Supportive-expressive psychoanalytically oriented psycho- 
therapy has a long history. It has been one of the standard 
treatments used at the Menninger Foundation, in essentially 
the form described in this manual, since about 1940 (Waller- 
stein et al. 1956). I t  has been called supportive-expressive (or 
expressive-supportive) psychoanalytically oriented psychother- 
apy, depending on which techniques predominate. The version 
presented here will be referred to as SE hereafter, an abbrevia- 
tion which concretely sums up its combination of supportive 
and expressive techniques. These are the main, distinctive 
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characteristics of SE, and an asterisk (') before a characteristic 
marks it as especially important. 

* 2 .  Clinical Psychoanalytic Pn'nciples. 
The well-known clinical principles of psychoanalysis are 

used; foremost among these is guidance by the manifestations 
of transference (chapter 2). 

'2. Expre~~ive Techniques. 
They are standard psychoanalytic interpretive techniques. 

They set the stage for the patient to express his or her thoughts 
and feelings and for the therapist and patient then to listen and 
reffect on them. The understanding obtained is the vehicle for 
changing what needs to be changed. The thoughts and feelings 
expressed gradually make explicit what the patient is doing 
which is self-hurtful and may, therefore, need to be changed. 
The assumption is that the patient is behaving in ways which 
could be controlled if the person knew more about what he or 
she was doing (i.e., this assumption involves the idea of uncon- 
scious factors determining behavior). The most telling revela- 
tions about what the patient is doing come from the reex- 
periencing of the central early relationship problems in the 
relationship with the therapist, that is, in the transference. 

In classical psychoanalysis, expressive techniques are sup- 
posed to be used continually, particularly for the analysis of the 
successive editions of the transference which are activated in 
the treatment. For many patients in SE, this use of expressive 
techniques is the same as it would be in classical analysis. But 
for some patients in SE, expressive techniques may be rela- 
tively less used and supportive techniques more used, since 
some patients in SE are more limited in their ability to prolit 
f rom expressive techniques. 
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*3. S u ~ ~ d i v e  Aspects. 
Tne term refers to the aspects of SE psychotherapy which 

are reflected in the patient's experience of both the treat- 
ment and the relationship with the therapist as helpful. 
These supportive aspects tend to be noncognitive in the 
sense that they are not primarily aimed at providing under- 
standing. Most derive from the treatment structure, for ex- 
ample, the regular appointments, the concern with identify- 
ing the patient's treatment goals, and the fact that the 
therapist and the patient are working toward fulfillment of 
those goals. Some common, positive transference expecta- 
tions also tend to further the supportive aspects of the treat- 
ment. These supportive aspects which are present in SE, as 
they are in other psychotherapies, and are even present in 
classical psychoanalysis (which can be, and often is, ex- 
perienced by the patient as very supportive), may be referred 
to as part of the nonspecific curative factors. 

In addition to the naturally supportive aspects, SE makes 
explicit provision for facilitating the supportive conditions for 
some patients at some times (chapter 6). Such flexibly planned 
facilitation is widely accepted by those who subscribe to the SE 
philosophy, but its use is not without risk. The primary risk is 
that such facilitation will take the place of adherence to appro- 
priate expressive techniques and thus limit the patient's devel- 
opment. 

*gfq. Nonreliance on Advice Giving. 
Refraining from giving advice has a recognized place in 

psychoanalytically oriented psychotherapy (Bibring 2 954). In 
practice, there is evidence of relatively little advice giving in SE 
as compared to other psychotherapies (see chapter 3). 
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5. Face-to-Face Position of Therapist and Patient 
This is always true of psychoanalytically oriented psychother- 

apy. Only classical psychoanalysis uses the couch, with the 
analyst sitting behind the patient as an aid to free association 
and to avoid the distraction to the patient of having the analyst 
in view. 

6. Length of Treatment ~ n d  Time Structure. 
SE can be either time open-ended (TO) or time limited 

(TL). The term time open-ended is used rather than time 
unlimited, since it is more descriptive of the time aspects of 
SE. The term time open-ended correctly implies that the end 
will be decided as the participants go along in the treatment, 
while the term unlimited implies that there is no consideration 
of time and that there is no limit, TL tends to be from 6 to 
25 sessions; TO tends to be from a few months to several years. 

7. Number of Sessions Per Week. 
The usual frequency is once or twice per week. Classical 

psychoanalysis is almost always four or five sessions per week. 

The Plan ofthe Book 

The book is in two parts and includes an appendix. Part 1 sets 
out the reasons for manuals; the nature of the therapy and how 
it relates to the theory; the preparation of the patient; and 
selection of patients and therapists. 

Part II  gives an account of supportiveexpressive psy- 
choanalytically oriented psychotherapy (SE) via an exposition 
of its principles, with examples, in a manual format. 
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The appendices provide special tools to help facilitate the 
practice of the therapy, including a sample interview for pre- 
paring the patient, a sample scoring of the core conffictual 
relationship theme (CCRT), and a set of rating scales to mea- 
sure the degree to which the therapist engaged in the behaviors 
that befit a supportive-expressive psychoanalytically oriented 
psychotherapist. The chapters on the steps in SE psychother- 
apy follow the approximate time-ordered sequence of the SE 
psychotherapy treatment system: 

1. The patient is prepared before treatment for the oppor- 
tunity for psychotherapy (chapter 4). 

2. The early treatment sessions are the time to set the goals 
and to explain the treatment arrangements; a relation- 
ship of trust and rapport begins to be established; and 
the process of formulating the main relationship prob- 
lem gets under way (chapter 5 ) .  

3. The relationship's state of supportiveness is attended to 
and fostered when necessary (chapter 6). 

4. The expressive component, which is aimed at achieving 
an understanding of the symptoms and accompanying 
relationship problems, is pursued as is appropriate (chap- 
ter 7, 8). 

5. The conclusion of the treatment is dealt with by meth- 
ods that are calculated to maintain the gains of the 
treatment (chapter g). 

It is difficult to anticipate all the steps of SE treatment. As 
Freud ([l91 )a] 1958) concluded in terms of his well-known 
analogy between chess and psychotherapy, we know only some 
of the opening and closing moves, and for the rest we have only 
intuitively applied guidelines. Therefore, "this gap in instruc- 
tion can only be filled by diligent study of games fought out 
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by masters" (p. 123). In the course of the manual, not only will 
the opening and closing steps be detailed, but some of the 
intervening ones as well. These five steps and the steps within 
each are intended to give as much order to the process as 
possible. It should be remembered throughout, however, that 
it is not the primary aim just to follow the order of the steps. 
A similar issue in religious observance was resolved thus: The 
Talmud states (p. 49, Sanhedn'n, beginning of the sixth chap 
ter) that when various lists appear, many of them do not really 
imply a necessary sequence; not even for the Day of Atone- 
ment service is there a necessary sequence. It is only important 
that there be a "change of heart." So, too, although the SE 
techniques have a logical sequence, it is not an infiexible one. 
Rather, it is more important that the therapist and the patient 
keep in mind the idea of helping the patient get where he or 
she is going in terms of the changes that anticipate and accom- 
pany the attaining of the patient's goals. 



The Psychoana 

Theory of 

Psychotherapeutic Change 

The SE psychotherapy that has just been described, derives 
from the psychoanalytic theory of psychotherapeutic change. 
Since this chapter focuses on those aspects of the theory with 
the greatest consensus among the authoritative sources, the 
chapter title seemed justified: "The Psychoanalytic Theory . . ." 
rather than ' X  P~sychoanalytic Theory. . . ." Certain sources 
were especially beneficial in tracing its derivation, and the 
readers may also wish to consult them: Bibring (1954); Fenichel 
(1941); Freud ([1911, 1912a and b, ig13a, 1914, and 19x51 
195 8); Luborsky and Schimek (1  964); Menninger and Holzman 
(1973); and Stone (195 I). 

Like any theory of change through psychotherapy, the psy- 
choanalytic theory of change has to answer two broad questions: 

1 .  M a t  is the entity that changes? 
2. How does the change come about? 
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The answers constitute the psychoanalytic theory of change 
and are summed up in table 2.1. 

TABLE 2.1 
Changes in SE Pgychoanalytically O~enfed Psychotherapy, @and How Such 

Changes Come About 

I-low ths Change$ Cone Abut  

fierapist. and 
Pdrient Treahent C e ~ d i ~ o n s  

E, Ys increased, undecrhnding 
of the symptoms and the 
refated care wnflictual 
rehtionship theme 
(GCRT) problems, some of 
which the P had been 
unaware of. The 
understanding leads to 
changes in the symptoms 
and greater mastery over 
tite deleterious expressions 
of the CGRT problems as 
well as some changes in 
the compnents of the 
CCRT. 

2, P's inere34 ~ n s e  of 
having an ally in the 
strusle to overcome 
a s p t s  of the repetitive, 
=Ifdefeating CCRT 
problems. 

3. P's more internaliwd 
control-mastery system in 
rebtion to the CCRT so 
that the gains are 
persistent after the 
treatment. 

mrough P"s abilie to 
beeame involved in 
achieving understanding 
of the core eonflieual 
relationship problems, to 
persist in their working 
through in the 
rebtionship with T, and 
wrlnaps to understand 
the relevant past 
relationships. 

nraugh P's ability to 
form a hdping alliance 
with the 1". 

f i r o ~ g h  P's ability t.o 
internalize the gains of 
the treatment Tkis is 
accomplished by working 
through the manings of 
termination. 

Through T's ability to 
involve P in 
elf-expresion and in 
achieving 
unclerstanding of the 
GCRT prabiems and 
ta persist in their 
working through in the 
retationship with TT. 
Some understanding is 
a h  uscralfy mu&t by 
T for those past 
relationships which are 
relevant to current 
ones, 

mrough T's ability to 
facilitate P's experience 
of an hdping aEanee 
by providing supgort, 

Through T s  a b i l i ~  to 
assist P in intermlizing 
the gains, 

Some of the theory's basic premises first need to be stated 
here: 
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I .  The theory's concepts do not deal with the physical deter- 
minants of behaviors, but rather with their psychological repre- 
sentations in experience such as feelings, thoughts, percep- 
tions, and memories. 

2. The theory relies on a broad definition of experience, one 
not limited to conscious experience, for as Freud observed 
([I 9 151 1958)~ conscious experience is only a restricted and 
vacillating condition. 

Question I :  What Changes 

The next three premises provide a framework within which to 
locate what it is that changes: 

3. The theory covers both change and stability in behavior 
as multiply determined by the interaction of psychological, 
physical, biological, and cultural factors. This interaction has 
experiential representations within the individual's personality 
-the entity which is changing and is at the same time the 
intervening variable between external impacts and behavioral 
change. General and specific improvement in the main symp- 
toms are the most obvious changes to take place in the person- 
ality; the symptoms most likely to improve are those that are 
related to the treatment goals. 

4. Within the personality, it is the psychological conflicts 
that most require change. 

5. During the sessions, it is the relationship problems that are 
the most accessible and therapeutically usable expression of 
these conflicts; they tend to be directly involved in the patient's 
suffering and therefore to require change. The conflicts ex- 
pressed in the core conflictual relationship patterns are trans- 
ference ptentials; they are ready to be actualized in relation- 
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ship after relationship, like a theme and variations on a theme. 
Freud ([I g1 za] 1958) has referred to the transference potentials 
as relationship "stereotype plates" since certain of their compo- 
nents get reproduced repeatedly in nearly identical versions, in 
spite of their self-hurtful nature. The patient's treatment goals 
reflect the desire to change some of these relationship compo- 
nents. 

EmMPILE: MS. C. K. 
An initial goal for Ms. C. K. before treatment was expressed 

by her main complaint: "I can't have a relationship with a 
guy." In her early sessions, her most prevalent relationship 
pattern as formulated in the core conftictual relationship 
theme (CCRT), was this: "I wish to be able to open up in 
relationships but I'm afraid to because I'll get rejected." In the 
beginning of treatment the part of the pattern she most 
wanted to change was the negative consequences of her wish, 
so that she would be able to "open up" without experiencing 
rejection and therefore be able to sustain a "relationship with 
a guy." 

An additional premise presents another aspect of the limits 
of awareness: 

6. The condition of being unaware of something is not just 
a passive condition but is actively perpetuated by resistances to 
awareness. Consequently, providing the patient with the miss- 
ing information may not be sufficient in itself to fill in the gaps 
since the patient is defended against knowing some compo- 
nents of the GCRT or its associated themes because of attend- 
ant painful feelings that would be mobilized by such awareness. 

Although Ms. C. K. was often aware of the main compo- 
nents of her CCRT, she was not aware of how central the 
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theme was in determining her relationships. Only at times, and 
then only partially, was she aware of the similarity of her 
problem of being unable to open up in relationships with her 
mother's parallel problem. She showed no awareness of the 
associated relationship theme of her expectation of harm from 
her father in response to her impulse to open up to men, 
including her father. She could not have filled in the missing 
awareness by being presented with the information, unless she 
had also worked it through in the treatment. 

The psychoanalytic theory makes frequent use of the con- 
cept of intrapsychic conflict. What is it which conflicts with 
what? As this example from Ms. C. K. (and those of other 
patients discussed in later chapters) imply, the structure of the 
conflictual relationship patterns are divisible, as in the follow- 
ing premise: 

7. The CCRT theme is comprised of two classes of compo- 
nents which are ~ & e n  in conflict. 
Class A: A wish, need, or intention. Psychoanalytic theorists 
tend to call these derivatives of id impulses. (For Ms. C. K. this 
wish is, ''1 wish to open up in relationships.") 
Class B: A control or executive function with access to some 
information a b u t  the internal and external conditions vvhich 
may be relevant to the expression and possible satisfaction of 
the wish, need, or intention. Psychoanalytic theorists tend to 
call class B functions a central property of the ego and its 
offshoot, the superego. Tne operation of class B determines the 
person's responses to the wish, need, or intention. These re- 
sponses are classified in this scheme as responses from the 
object (RO) and responses from the self (RS). (For Ms. C. K. 
the R 0  is "I will be rejected and the RS is "I will withdraw.) 

These hyo concepts involving the two classes of components 
that are often in conflict are appropriate, therefore, for describ- 
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ing the changes that come about through psychoanalytically 
oriented psychotherapies. Some research-based experiences al- 
ready suggest these conclusions: (1) The CCRT tends to re- 
main recognizable at and after termination, even for patients 
who have shown much general and specific improvement (Lu- 
borsky 1977; PfeEer 1959). (2) Some kinds of changes in the 
CCRT do occur; however, these changes tend to be in the 
consequences, while the wish, need, or intention components 
change relatively little (Levine and Luborsky 1981). The 
changes that take place in the patients who have improved 
include the following: an increased understanding of some of 
the core conflictual relationship patterns; an increased mastery 
of some components; and the dropping and adding of some 
components. These changes in understanding might be termed 
by psychoanalytic theorists as "lifting of repressions" or by 
another metaphor which suggests both changes in understand- 
ing and in mastery, "where id was there shall ego be" (Freud 
[l9321 1964). 

What is the nature of the increase in mastery! After all, the 
increase implies that the original CCRT and the relationship 
problems in it remain recognizable at and after termination, 
even in patients who have improved. One answer can be ex- 
pressed in spatial terms: the person has a different position in 
relation to the suffering-engendering relationship theme. A 
New Yorker cartoonist depicted this change in position in a 
way that is often appropriate to the meaning of increased 
mastery in psychotherapy. In the first cartoon of a sequence, 
a man is shown coming to a building for his psychotherapy 
session, pedaling his bike laboriously under the added strain of 
a monkey perched on his back. In the nextillustration, he is 
shown after the psychotherapy session, riding away from it on 
his bicycle, with the monkey still present, but riding its own 
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bicycle alongside his. Tne monkey is still there, but it is not so 
burdensame and is ncrvv in view. 

8. Tne changes in mastery derive from more than the working 
out of the su eering-engendering relationship problems of the 
CCRT, such as occur on the level of a change from expected 
negative consequences to expected positive consequences. 
Once changes are achieved on this level they may then open the 
way to a better general level of functioning. The changes may be 
considered to have enabled the person to function at a higher 
level of organization, that is, at a higher developmental level 
(Greenspan 1981 a and b; Greenspan and Polk 1980). 

Question 2: How Does Change Come About? 

The techniques derive, in a generally logical but loosely de- 
duced fashion, from the theory of psychotherapeutic change. 
Three central curative factors axe fisted below in the order of 
their emphasis in the most authoritative statements of the 
theory, and will be discussed in relation to it. Although the 
theory is well known to be multifaceted, its many subordinate 
components comfortably cluster around these three main ones: 

CUMTXVE: FACTORS 

The first factor, self-understanding, is achieved through ex- 
pressive techniques. To judge from the prominence given to it 
in clinical psychoanalytic writings, it is the most significant of 
the three. The second factor, the helping alliance, is achieved 
through supportive techniques, in collaboration with the pa- 
tient's readiness to experience the alliance. The third factor, the 
incorporation of the gains so that they will remain with the 
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patient, is facilitated by attention to the meanings of termina- 
tion. Since the patient and the therapist each make their own 
special contribution to each of these three curative factors, each 
factor has a patient component and a therapist component. 

I .  Achim)in!g Understanding 
Patient Component. The patient S involvement in the process 

of achieving understanding. 
The theory of psychotherapeutic change posits that the main 

preliminary to the patient's improvement is an increase in 
understanding. The focus of the understanding tends to be 
around the present symptoms and the associated relationship 
problems. The reexperiencing with the therapist in the "here 
and now" of the conflictual relationship problems gives the 
patient the most impetus toward meaningful insight and per- 
mits greater freedom to change. Past relationships gain in 
meaning when they are related to the current ones. Keeping 
the relevance of the present in sight is one way for the therapist 
to insure that the insight is emotionally meaningful and not 
just intellectual. 

The insight becomes progressively more meaningful to the 
patient as new editions of the relationship problems are repeat- 
edly worked through with the therapist and others. As Freud 
([1914] 1958) described, a major agenda of the patient is to 
remember and to repeat the conflictual relationship problems 
in the relationship with the therapist. The repetition can be 
seen as being in the service of finding ways to master the 
problems (Mayman 1978). The repetition also represents an 
actualization of the patient's unconscious plan to revive the 
relationship problems and to overcome them by testing the 
present relationship with the therapist in terms that are appro- 
priate for the participants in the early versions of the relation- 
ship problems (Weiss and Sampson 1984). 
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Working through the relationship problems by remember- 
ing and repeating them provides the patient with increased 
control and mastery. Such gains are shown by changes on two 
levels. First, the patient becomes able to think about aspects 
of the relationship problems with greater tolerance and com- 
fort; the classical theory refers to the changes as lifting or 
undoing of repression. Second, on the level of action, the 
patient tends to find more adaptive ways of behaving, even 
though elements of the early relationship patterns tend to be 
still discernible, that is, the transference potentials remain rec- 
ognizable. 

Therapist Component: The thera~ist k ability to facilitate the 
patient 6 involvement in the process of achieving understanding. 

This manual is a variation of a how-to-do-it guide; it is a 
how-to-helpthe-patient-to-do-it guide. The therapist's job is to 
elicit the patient's ability also to do the job of achieving under- 
standing. The understanding is about some facets of the cur- 
rent relationship problems and those aspects of the past ones 
that may have contributed to them. The psychoanalytically 
oriented therapist thinks of some of the current relationship 
problems of the patient as susceptible to involvement in the 
transference. Consequently, the therapist's expressive task is to 
engage the patient in a working through of edition after edition 
of the relationship problems as these are expressed in the trans- 
ference. The concept of resistance is implicitly integrated into 
this presentation of the theory of technique. The patient's 
resistances are interpersonal behaviors through which the pa- 
tient opposes the therapeutic efforts. Resistances therefore 
show themselves through transference, so that interpreting the 
transference is interpreting the resistance, as Gill (1982) co- 
gently concludes. 

The therapist's expressive task, in which the patient is also 
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enlisted, is described in this manual as having four main phases. 
Phase 1 ,  Listening: to listen with a high degree of openness to 
what the patient is saying; phase a, Understanding: to attend 
during this listening to the understanding which will occur of 
the patient's main symptoms and sources of pain as well as to 
the theme of the associated relationship problems; phase 3, 
Responding: to impart this understanding to the patient at 
points which are tactfully timed, in amounts which are readily 
assimilable, and in ways which facilitate the working through 
process; and phase l', Returning to listening: while taking into 
account the patient's response to what the therapist said. The 
last phase entails an interactive feedback system bebeen the 
patient and the therapist. After the therapist attains sufficient 
understanding of the core conffictual relationship problems, 
and after presenting a facet of these to the patient, the pa- 
tient's response provides the therapist with further understand- 
ing, some of which is then used in the therapist's further 
response, and so on. In this fashion the patient and therapist 
traveX in tandem. 

2. Achiwing a Helping Relationship 
Patient Component. The patients ability to experience the 

relationship with the therapist as helpful. 
The concept of the helping alliance has a long history going 

back to an aspect of Freud's views of the transference ( [X g 1 za] 
1958). He distinguished two kinds of attachment: one which 
facilitates cooperation and the other which interferes with it. 
Tne cooperation-facilibting part is the "conscious," "unobjec- 
tionable," positive feelings of the patient to his or her therapist. 
This part forms one basis for the helping alliance experience and 
is like the first of the two broad types of helping alliances 
described in Luborsky (1976): type 1 ,  in which the patient 
experiences the therapist as providing or being capable of pro- 
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viding the help which is needed and type 2, in which the patient 
experiences treatment as a process of working together with the 
therapist toward the goals of the treatment. It is type 2, more 
than type 1, which tends to be referred to when the concept is 
used in more recent clinical writings (Greenson 1967). 

Therapist Com~onent. The therapist's ability to facilitate the 
patient's experience of the relationship with the therapist and of 
the treatment helpful. 

Three powerful structural sources of facilitation of the help- 
ing alliance are brought about by the therapist: ( g )  The treat- 
ment circumstances of SE, along with all forms of psychother- 
apy, contain conditions that are inherently supportive. Among 
these are the regular meetings for the psychotherapy sessions 
and the therapist's tacit or explicit agreement to be helpful to 
the patient in attaining the patient's goals, as expressed by the 
the therapist's agreement to engage in the treatment. (2) The 
therapist's attitude of sympathetic understanding has a further 
positive effect in allowing the patient to develop a helping 
alliance (Freud [l91 33 1958). (3) The therapist may just happen 
to fit the patient's conception of a helpful person, one who can 
be trusted, relied upon, and loved (e.g., as shown even in the 
first session by Ms. E. S. who saw in the therapist similarities 
to the man she loved but was trying to stop seeing because he 
was married.) 

Nevertheless, from time to time and with selected patients 
(chapter 6), the therapist finds it necessary to strengthen the 
helping alliance by the techniques given in this manual. These 
techniques are necessary, according to Wallerstein and Rob- 
bins (1 95 6) and Schlesinger (E gG9), for either well-functioning 
people who are temporarily overwhelmed by a stressful prob- 
lem or anxiety, or for more severely disturbed people with low 
anxiety tolerance and poor controls who require strengthening 
of their defenses (Gill 195 1). 
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3. Incorporating the Gains 
Patient Component: The patient k ability to internalize and 

therefore to hold the gains of heatment after its completion. 
Loss of the gains after the treatment is over is a problem in 

any form of psychotherapy (Atthowe ~ q ~ j ) .  Psychoanalytically 
oriented psychotherapies have concepts to explain the erosion 
of or retention of the gains. A useful one is internalization, 
which is a process the patient uses to retain the gains of the 
psychotherapy, especially by incorporating the image of the 
therapist as a helpful person and by learning to use the thera- 
pist's stock-in-trade of treat men t tools. 

Xnternalization has a natural function in the maturation of 
most people, so natural that we take it for granted (Ekstein 
1969). However, we readily recognize when it is absent, as in 
the contrast in behavior of two young boys who came to the 
edge of a swimming pool with the intention of jumping in. One 
jumped in without hesitation but the other could not. He asked 
the first one how he did it. The first explained "My parents told 
me it was okay and I saw others jump in. 1 can tell myself it 
will be okay. The water will stay there and buoy me up." The 
second one explained, "I was told that but I can't realize it. So 
I can't jump." Tne patient must be able to say to himself or 
herself, at least by the end phase of the treatment, that what 
has been learned during its course will remain, even though the 
schedule of face-teface psychotherapy sessions will come to an 
end. However, what has been learned and the impression of the 
helping relationship will stay alive. 

The retention of the gains is a usual benefit of such working 
through of the meanings of termination. Occasionally, how- 
ever, that is not the case, as in this example: Among the 
patients in the Penn Psychotherapy Project (Luborsky, Mintz, 
Auerbach, Christoph, Bachrach, Todd, Johnson, Cohen, and 
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O'Brien 1980), there was one with an exceptional deficiency 
in ability to internalize (Mr. B. N. described in appendix 4). 
He had had three periods of psychotherapy, of which the last 
was part of the study. In each of these he made impressive 
gains, but then within about a year the gains always seriously 
eroded. I t  was difficult for him to mainbin an internalized 
representation of the therapist, and he showed other qualities 
now popularly called "borderline" characteristics (Kernberg 
1975). Like the boy who was unable to jump into the water he 
was unable to realize that he could stay afloat when he was no 
longer seeing the therapist. 

nerapist Component: The therapGt's ability to work through 
with the patient the meaning of termination in ways that help 
the patient to hold the gains of the heatment 

The therapist's task of helping the patient work through the 
meaning of termination is considered to be an essential part of 
the job of psychoanalytically oriented psychotherapy (Freud 
[l9371 1964) as well as of some other treatments, for example, 
Janis (1982). Various ways of implementing this curative factor 
are given in chapter g, especially by recognizing the resurgence 
of symptoms as a way of dealing with the meaning of termina- 
tion. The patient can also benefit by being helped to distin- 
guish different types of feelings about the impending separa- 
tion. Two common feelings that need to be differentiated are 
the natural sadness at facing the ending of the meetings with 
someone who has been helpful and to whom one has become 
attached, versus the concern about losing someone who i s  
needed because the bene6ts of the treatment cannot be main- 
tained without the continued contact. The patient may express 
the concern directly and/or by a reappearance of symptoms 
that had been overcome before the frightening meanings of 
the termination had begun to be felt. In whatever way the 
concern is communicated, the therapist may recognize it by a 
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response of this sort: "You believe that the gains you have 
made are not part of you but depend on my presence. You fear 
that you will lose the gains when we stop our regular schedule 
of sessions and your initial symptoms will come back, as they 
have recently begun to in anticipation of termination." Such 
a response by the therapist tends to allay the concern and 
dissipate the revival of the symptoms so that the gains will once 
more be evident. 

The Relative Power of Curative Factors I and 2: 
Achieving Understanding versa$ Achieving a Helpful 

Relations h$ 

The pursuit of greater understanding is to be engaged in by the 
therapist with the realization that it cannot be of much use 
unless an adequately supportive relationship is present. The 
reminder is not intended to diminish the therapist's faith in the 
power of understanding; under proper conditions it has a value 
in its own right in helping the patient to gain mastery over the 
impairing con8icts. At the same time, the successful pursuit of 
understanding may also help to achieve the supportive relation- 
ship by providing a meaningful agenda for the joint work of the 
patient and therapist. 

Even though the two curative factors work in tandem, when 
they are isolated for the sake of comparison, the power of the 
relationship may prove to be the more potent of the hvo. In 
historical perspective, this weighting should be no surprise. It 
has been known through the centuries that a relationship with 
another person who is seen as helpful can be curative, and the 
loss of such a relationship has also been known for its power 
in setting off psychic and somatic illness (Schmale 1958). 
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The Relative Curative Power of Treatment Factors verJus 
0th~ Fdclrors 

An even broader view reveals the bounds of the treatment. 
factors and their articulation with other classes of factors. 
Clearly, from this perspective, even with a skilled therapist's 
impeccable adherence to the SE treatment recommendations, 
such purity could not always produce the desired benefits for 
all patients because the treatment factors are but one class of 
change factors. As important as they are, they appear in general 
to be less crucial than the patient factors in influencing the 
outcomes of psychotherapy (Luborsky, Mintz, Auerbach, 
Crits-Christoph, Bachrach and Cohen, in press). Among the 
patient factors, one has especially strong evidence to support 
its importance: it is the patient's psychological health-sickness, 
or psychiatric severity. This factor cuts across diagnostic cate- 
gories since it reflects the severity of the psychological symp- 
toms, regardless of the type of disorder. It is this severity 
dimension which may hinder the patient from being able to use 
the treatment to best advantage. 

In this chapter recognition has been given to three factors: 
the treatment, the therapist, and the patient. A fourth, and 
obvious, factor has been omitted: it is the patient's life situa- 
tion. Although life situational factors are little discussed in this 
book, undoubtedly in some instances they can be pivotal in 
determining the outcome of the patient's treatment. It  is a 
premise of the theory that the four factors do not operate in 
isolation. The  changes are based on the interaction and balance 
of the factors, with the patient's personality as the intervening 
variable between external inputs from the life situation and 
changes in the patient. 



Psychotherapy Manua 

Research and Practice 

Readers will make better use of the manual format of this book 
if they understand how psychotherapy manuals developed 
from the late 1970s to the present day. 

A Short History of Psychotherapy Manuals 

During this period psychotherapy researchers have come to 
consider that good research designs require manuals with the 
three essential components: definitive statements of the psy- 
chotherapy principles; concrete guides to carrying out the tech- 
niques; and scales to estimate the degree to which the tech- 
niques were used. Such manuals are especially needed for 
studies that compare the relative effectiveness of different 
forms of psychotherapy. 
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Other advocates of such increased and improved psychother- 
apy research have included the third-party insurance payers, 
some congressional committees during the Carter administra- 
tion, Cerald Klerman, former director of Alcohol, Drug Abuse 
and Mental Health Administration, and many research psy- 
chologists and psychiatrists. Over the past 1 5  years or so there 
has been a growing feeling that an attempt must be made to 
do for the psychotherapies what had been done for the phar- 
macotherapies, namely, to try to calibrate what and how much 
was being delivered, and then to find out how effective it was. 
After about 40 years of a steady stream of small studies compar- 
ing psychotherapies (as attested to by Luborsky, Singer, and 
Luborsky 1975; Smith, Glass, and Miller 1980, and others), 
this promised increase in research backing was welcomed. As 
reported in the American Psychological Association publica- 
tion, Monitor, June 1980, "Senate Finance Health Subcom- 
mittee staff have been working with administration officials 
and professional groups, including the American Psychological 
Association and the American Psychiatric Association, in an 
effort to come up with a bill redefining eligible health providers 
under Medicare and Medicaid and to establish clinical, trial 
studies of psychotherapy" (p. l) .  Despite the talk of further 
fund cuts in the early to mid-igllos, the direction of the re- 
search appears to have been maintained, although without the 
earlier momentum. 

The very first treatment manuals were designed for the classi- 
cal behavior therapies (e.g., Wolpe 1969). The later advent 
manuals for the psychodynamic psychotherapies can be undg 
stwd in light of the fact that it is easier to design a manual fo 
prescriptive treatment than for a non prescriptive one. Ti 
behavioral and other advice-giving treatments, such as behavit 
therapies, cognitive-behavioral therapy, and drug counseling, 
are easier for the manual writer to write since much of what is to 
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be done by the therapist is known in advance. In a less prescrip 
tive treatment, such as psychoanalytically oriented psychother- 
apy, much of what the therapist has to do must be tailor-made 
for the patient and the occasion, after the therapist has listened 
to and conceptualized the patient's problems. 

The output of manuals has expanded geometrically so that 
there is a small boom looming in the manuals market. Because 
the research style that requires manuals was set so recently, 
some of the manuals have not yet been commercially published 
but have been duplicated and used in training and research 
programs. The dates they were first written and copyrighted 
show their recency. Psychotherapy manuals include the follow- 
ing: ( 1 ) those for psychoanalytically oriented psychotherapy: 
Luborsky (1976); (2) those for interpersonal psychotherapy: 
Klerman and Neu (1976); Klerman, Rounsaville, Chevron, 
Neu, and Weissman (1979); (3) those for cognitive-behavioral 
psychotherapy: Beck and Emery (1977); Beck, Rush, Shaw, 
and Emery (1978); (4) those for nonscheduled minimal treat- 
ment controls: Luborsky and Auerbach ( 1979) adapted from 
DiMascio, Klerman, Weissman, Prusoff, Neu, and Moore 
(1978); (5) for short-term dynamic psychotherapy: Strupp and 
Binder (1982); and (6) for six treatments for drug-dependent 
patients (Woody, Luborsky, and McLellan in preparation). 

As further evidence of the precipitous rise in popularity of 
manuals, the American Psychiatric Association has appointed 
a commission on psychiatric therapies (APA Commission 
1 ~ 8 2 )  which is attempting to develop a psychiatric treatment 
manual. Tnis ambitious project is an effort to define the charac- 
teristics of ail of the psychiatric treatments and to identify their 
therapeutic effectiveness and the types of patients for whom 
they are best suited. 

Some of these treatment manuals have been utilized in stud- 
ies now completed or in progress (Weissman 1979; Neu, 



Prusoff, and Herman 1978). By far the largest and best-known 
study using manuals is the Depression Collaborative study 
(Waskow, Hadley, Parlog, and Autry 1979) which is compar- 
ing interpersonal psychotherapy, cognitive-behavioral psycho- 
therapy, and psychopharmacotherapy. Although this study is 
still in progress it has already created an extraordinary effect by 
supporting the small revolution in research practice, and by 
firmly setting the pattern, begun previously, for comparative 
studies of psychological treatments to incorporate treatment 
manuals in their designs. 

Research Findings Bmed on Non-Manual-Based 
Psychotherdpies 

Tne use of manuals to guide therapists in the conduct of 
psychotherapies should sharpen the distinctions which can be 
made by clinicians who are presented with samples of different 
psychotherapies. However, the ability of clinicians to identify 
manual-guided psychotherapies has hardly been studied at all, 
while non-manual-guided psychotherapies have been examined 
for two or three dmades. The latter studies show that distinc- 
tions among treatments can usually be made and that these 
distinctions are generally consistent with the theory of the 
psychotherapy or some derivative of the theory. To cite a few 
examples: Strupp (1958) showed that the therapists in client- 
centered psychotherapy (Rogers 1957) relied primarily on sum- 
marizing the patient's feelings, whereas the therapists in short- 
term analytic therapy (Woiberg 1967) were more highly 
inferential. Auerbach (1963) compared Witaker and Malone's 
( 1  98 1 ) experiential therapy with Wolberg's ( 1  967) short-term 
approach and found that Wolberg's used fewer interpretations, 
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less direct guidance, and was less inferential. Brunink and 
Schroeder ( 1 979) showed similarities in empathy among Ge- 
stalt and behavior therapists but found differences in the use 
of direct guidance, facilitative techniques, therapist self-disci* 
sure, therapist initiative, and supportive climate. 

A comparison of psychoanalytically oriented psychotherapy 
and behavior therapy (Sloane, Staples, Christol, Yorkson, and 
Whipple 1975). showed the behavior therapists to be more 
active; they dominated the conversation more, speaking for a 
much higher proportion of the session, and making more infor- 
mation-providing statements to the patient than the psycho- 
therapists. Unexpectedly, however, there were no differences 
between the two types of therapists in their use of statements 
interpreting and clarifying the patients' problems. Perhaps the 
categories in the study were too broadly defined to catch the 
differences that existed. Nevertheless, in general, the Sloane et 
al. study (1975) and others using speech pattern and other 
content analyses have found that the therapy sessions mostiy 
were consistent with the basic characteristics of the intended 
treatment . 

Research Findings Based on Manual- Based 
Psychorhempies 

One of the earliest examinations of the techniques used in a 
manual-based psychotherapy was carried out for interpersonal 
psychotherapy of depression (Neu, Prusoff, and Klerman 
1978). The aim in that study was to find and describe the 
techniques used by therapists who had been trained to follow 
the manual for interpersonal psychotherapy (IPT) by Kierman 
and Neu (1976). Over all sessions, these therapists used these 
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components: nonjudgmental exploration 45 percent of the 
time, elicitation 21 percent, clarification 14 percent, and direct 
advice only 7 percent of the time. Their performance was in 
accord with IPT. As we will see below, the first three compo- 
nents of this manual-based treatment are also like SE psycho- 
therapy while the direct advice component is more like CB 
psychotherapy. 

A large study of substance abuse patients (Woody, McLel- 
lan, Luborsky, and O'Brien 198 1) evaluated the ability of clini- 
cal judges to recognize samples of each of three manual-based 
therapies (Luborsky, Woody, McLellan, O'Brien, and Rosen- 
meig 1982). The therapies were: drug counseling (DC) 
(Woody, Stockdale, and Hargrove 1977); supportive-expres- 
sive psychotherapy (SE) (Luborsky 1 976b); and cognitive- 
behavioral psychotherapy (CB) (Beck and Emery 1977). The 
rating forms used by the clinical judges contained scales for 
three or four specific criteria for each type of therapy and a 
global scale for the degree to which the treatment fit the 
speci6cations of each treatment manual (see appendix 3). Two 
independent judges rated scales for these criteria from 15 -  

minute samples of each psychotherapy. Another independent 
judge counted the frequency within the same samples of a set 
of precise speech content categories (the Temple content cate- 
gories in Sloane et al. 1975). 

These results emerged horn Luborsky et al. (1982): 

1. The judges discriminated among the three treatments 
through listening to samples of the sessions. In the first sub- 
study they recognized the intended form of therapy in 73 
percent of the sessions, and in the second substudy in 80 
percent of the sessions (chance levels of recognition would be 
33 percent). 

2. The two independent judges gave the same designation to 
each type of therapy an average of 67 percent of the time. 
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3. Each treatment was most distinctive on the single rated 
overall criterion; for example, "the degree to which the treat- 
ment fits the specifications of SE psychotherapy." The over- 
all rating for the two independent judges for SE on a 5-point 
scale was 2.8 (which was significantly different from the rat- 
ings for DC and CB at less than the o.01 level). Certain of 
the specific techniques recommended in the manual were 
more easily distinguished. The SE therapy was judged to be 
significantly more focused on "the understanding of the rela- 
tionship with the patient including the transference." Also, 
the SE therapy had a greater degree of "focus on facilitating 
self-expression as part of the search for understanding." The 
CB therapy showed "directiveness" to be its most distinctive 
component, followed by "finding cognitive distortions" and 
"challenging cognitive beliefs." The DC therapy was most 
distinctive in "monitoring current problems as well as giving 
advice." 

4. Certain qualities recommended in the manuals gave virtu- 
ally identical mean ratings for three treatments; they were not 
significantly different from each other. The best example of 
this was "giving support": in all three heatments it received 
middle-level ratings which were not significantly different from 
each other. Consequently, it seems likely that, regardless of the 
form of treatment, providing support is a common feature of 
psychotherapies. Nevertheless, although it has a prominent 
place in the SE manual, by contrast, it has relatively little place 
in the CB and DC manuals. It seems justifiable to conclude, 
therefore, that what is presented explicitly in a given manual 
as curative may not, in fact, be representative of what is cura- 
tive in a treatment, 

A more comprehensive impression of the components of a 
treatment can be achieved by examining the profile of types of 
therapist's statements and comparing the profiles across differ- 
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TABLE 3.1. 
Gontcslnt AnaEygig of Pgychoth-heraby: Percentage of Each T@e of nera@&t 

Sbternent. e 

Penn- VA Yale Temple 
S&d>rg" Study S&dy 

Avmage % Time speaking 29.1 14.4 35.5 26.5 - 
Asking for information st-aternents 27.1 17.2 39.5 18.4 32-0 32.0 
Giving information statements 17.4 2 1.6 3.0 7.0 
Glarihation and interprehtion 

statements 8.2 = 21.3 20.9 26.0 32.0 
PiCondirective statements 35.6 62.3 24.6 4 . 1  4 , ~  26.0 
Directive statements 4.2 1.7 5.8 5.9 2.0 8.0 - - 
Approval statements 3.4 2.4 3 1.7 1.0 2.0 - - -  
Disapproval statements 4.1 0,7 1.4 4.3 4.5 1 .a 

Croups undmlined are 
not significantly different 
within Penn-VA 

aThe Yale study IPT was interpermnal psychotherapy (Data kmdfy proyid4 by B. 
R~unsavilte.) 
me Temple study SE was gsychoanalytially oriented pqchotherapy fSloane et al. 1975). 
%e Temple study !l was bhavior the~apy. 
%e Pan-VA study DC was drug munsreling, $E was the supportive+xpressive 
gsychothetapy d i ~ u s d  in this manual, and the GB was mgnitive-hhavioral pqcbotherapy. 
mese percabgm add up to sao when 'bercenhge time spking" is eexcluded. me Temple 
study percmbgm are not exact since they were mtimated from a graph fin S k n e  et al, 8975, 
Figure 25, p 159); the data themsdves had k e n  destroyed. 

ent treatments. Some of this is presented in table 3.1 for data 
from the Penn-VA study (Woody et al. 1981), the Yale study 
(Rounsaville, Glazer, Wilber, Weissman, and Kleber, 1 983), 
and the Temple study (Sloane et ali975). (The Penn and Yale 
data were scored independently by one judge) By inspection it 
is clear that the most distinctive profile among those compared 
is the one for DC therapy. Tne  IPT tends to fall between the 
SE and CB proGles. The SE psychotherapy represented in the 
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Temple study seems to have characteristics in common with 
the SE of the Penn-VA study. 

5. Certain objectively counted content categories, from the 
Temple Content Category Method (Sloane et al. 1975) 
showed significant differences among treatments. Some out- 
standing examples (from substudy 2) follow: 

The "therapists' percentage of time speaking" was 14 per- 
cent for SE, 36 percent for CB, and 29 percent for DC. When 
the SE therapists did speak, their comments were more "non- 
directive": SE 62 percent, CB 25 percent, and DC 36 percent. 
(The counterparts of these therapist techniques are found in 
the patient's behavior; for example SE patients spoke 79 per- 
cent of the time while the CB patients spoke 5 3 percent, and 
the DC patients 57 percent of the time.) When iust three of 
the therapists' content categories are taken together, a remark- 
able degree of discrimination among the therapies appears. 
The three are "the percent nondirective statements," "the 
percent clarification statements and interpretation," and "the 
percent questions.'' A discriminant function yielded correct 
classification of loo percent of the CB tapes, 95 percent of the 
SE tapes, and 91 percent of the DC tapes. It is amazing that 
just three objectively counted bits of therapist behavior could 
make so clear a distinction among the three treatments. More- 
over, it is noteworthy that although these three content catego- 
ries are not explicitly stipulated by the manual, they are consist- 
ent with the spirit of the manual. For example, the SE manual 
does not instruct the therapists to minimize speaking, although 
SE therapists would be expected to speak less than CB and DC 
therapists. 

One other study investigated the discriminability of samples 
of different types of psychotherapy and found similar results 
(DeRubeis, Hollon, Evans, and Bemis 1982). The huo forms 
of therapy, CB and IPT, were both used for the treatment of 
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depression. For each of the two treatments, six videotapes were 
judged by 12 raters. Each rater listened to and/or viewed four 
tapes, two from each of the two types of treatment. The ratings 
of each tape were on a 48-item Likert-type rating scale, the 
Minnesota Tape Rating Scale. The raters were also asked to 
judge the "good, typical" CB or IPT therapy session using the 
same =ale. 

The results show successful discrimination of the two types 
of psychotherapy: 38 of the 48 items were discriminated, usu- 
ally in the direction of the differences observed by the experts' 
predictions, with four principal factors accounting for 69 per- 
cent of the variance. Factor 1 is CB technique, factor 2 is 
general therapeutic skills, factor 3 is therapist directiveness, 
and factor 4 is I f l  technique. 

By training therapists to use manuals and then rating them 
on manual-based categories, it is possible to measure what is 
actually delivered, both by each type of treatment and by each 
therapist providing each treatment. Along these lines McLel- 
lan has noted (unpublished data) that therapists differ in the 
degree to which they provide the techniques from their own 
manual and do not provide those from other manuals. A ratio 
of the use of techniques from the therapist's own manual versus 
all techniques used provides an estimate of each therapist's 
"purity of technique." Furthermore, findings suggest that the 
therapists with the greatest purity of technique have the best 
treatment outcomes (Lubrsky, McLellan, Woody, O'Brien 
and Auerbach in press). This type of result is further supported 
by the 6nding that even within the caseload of each therapist, 
the relationship holds-the patients of each therapist who 
delivered the purest treatment improved the most. 

Apparently the more a treatment is carried out according to 
what is intended by its treatment manual, the more effective 
is the treatment and the better the outcome, Anoher, not 
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necessarily exclusive possibility is that when patients are im- 
proving, the therapists are most able to carry out their intended 
techniques. 

However, the design of the Penn-VA Psychotherapy Study 
on the recognizability of manual-based psychotherapies does 
not permit a definite conclusion about whether this considera- 
ble degree of recognizability of the therapies and their discrimi- 
nation by objectively counted codes is really a function of 
having used manuals to guide the therapists. To answer that 
question, a research design is needed in which the therapist's 
conformity to the manual's treatment techniques is compared 
for manual-guided treatment versus non-manual-guided treat- 
ment. That should be the subject of a new study. 

Fa fu re Research Applications 

The contributions of manuals in psychotherapy research are 
likely to serve three main purposes by providing for: 
1.  More 0bjectr"ve Comparisons of Psychotherapies in Research 
Studies. The categories in the manual can serve as a basis for 
rating the techniques employed in each treatment. These rat- 
ings can then reveal the ways in which psychotherapies are 
distinct from each other or overlap (as illustrated in Luborsky 
et al. 1982; DeRubeis et  al. 1982). 
2. More Precise Measurement of the Degree to Which Eoch 
Therapist Provided What Was Recommended in the Manual. 
Rating Scales developed from the manual can be used to esti- 
mate the degree to which the intended form of psychotherapy 
described in the manual was actually provided. In this way the 
degree of conformity by each therapist to the intended form 
of treatment as described in the manual can be measured. A 
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related investigation is under way on the degree to which the 
therapist's conformity to the specifications of the manual pre- 
dicts the outcomes of the psychotherapy (Luborsky, McLellan 
Woody, O'Brien and Auerbach in press). The level of con- 
formity may reffect the therapist's ability to carry out the 
recommendations in the manual and, therefore, reflect the 
therapist's skill. 
3. More Facilitation of the Training of Themists in the Specific 
Form of Psychotherapy. Since the treatment manuals specib 
the main techniques of a psychotherapy, they provide guides 
for training psychotherapists, both for clinical practice and for 
participation in research studies. Furthermore, the usefulness 
of the manuals in training can itself be investigated by scoring 
samples of the psychotherapy to see the degree to which con- 
formity with recommendations in the manual gradually in- 
creases with training in its use. 
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The methods for learning to use this manual are based on the 
tried and tested thesis of learning by doing. The "doing" in- 
volves these activities: 

I. Read the manual, treat patients, and then reread. 
2. Pursue training with a supervisor who refers to the rele- 

vant parts of the manual during the supervision. 
3. Engage during the supervision in reviews of patient- 

therapist interactions by process notes, tape recordings, 
and role-playing. 

4. Explore, jointly with the supervisor, the therapist's per- 
sonality when it may be implicated in impediments to 
the therapist's performance. 

5. Arrange for the therapist to have experience as a supervi- 
sor as a way to more firmly incorporate what has been 
learned. 
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Learning the Manual 

The clinician who is ready to learn to use this SE manual, 
whether for practice or for research, should follow these alter- 
nating phases: 

1 .  Read the manual. 
2. Treat same patients while trying to apply it. 
3. Read the manual again. 
4. Treat some more patients while trying to apply it. 
5.  Check the conformity with the manual with a fellow 

therapist or supervisor. 
6. And so on, until a reasonable level of mastery has been 

%chimed. 

This alternation of reading and practicing is a way to  assimilate 
more fully what is in the manual; it is a way to get on to what 
is central in it. I t  minimizes drifting away from conformity to 
the manual: more drift tends to occur with a longer interval 
since the manual was last studied. 

Conga rrent Supervision 

Learning supportive-expressive psychotherapy is best done by 
an apprentice method. That conclusion was the ovenvhelming 
consensus of those who had gone through such training. It was 
the retrospective verdict of several hundred psychiatric resi- 
dents who were trained at the Menninger Foundation during 
the years 1946-1 954 (Halt and Luborsky 1 958). In a followup 
questionnaire they were asked what kinds of training experi- 
ences meant the most to them later on in developing their 
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treatment style. Almost all responded that the psychotherapy 
supervision was far ahead of the usual lectures, case confer- 
ences, and reading. In terms of its impact on practice, it ranked 
along with the personal analysis. 

But why use a manual at all for improving one's skill in 
psychotherapy? The most obvious reason is that for many peo- 
ple it is easier to learn the skills of a therapist when they read 
an integrated account of the psychotherapy rather than when 
they rely on the supervision alone. That is the testimony of 
many therapists who have tried this manual. 

The manual is best assimilated when the learning occurs 
during individual supervision given by someone who is an ex- 
pert on the SE manual, with the manual used as an adjunct to 
the supervision. Group supervision can be as helpful when the 
therapist is the presenter. W h y  is concurrent supervision so 
much more helpful than just reading the manual? Because of 
these four factors: ( I )  the supervisor can explain and illustrate 
the manual; (2) the relationship with the supervisor can be 
supportive to the therapist in overcoming anxiety about learn- 
ing and about doing the therapeutic job (much as a therapist 
functions in relation to a patient); (3) the relationship of the 
supervisor and therapist may elicit from the therapist some 
parallel aspects of the therapist's relationship with the patient. 
Becoming aware of this parallel can at times be helphl in the 
supervision in understanding the therapist's relationship prob- 
lem with the patient, as Ekstein and Wallerstein (1958) have 
illustrated in the standard guide on supervision methods; (4) 
the supervision sessions provide some opportunities for model- 
ing the procedures recommended in the manual. 

SUPERVISION PROGEDURES 

The therapist should be introduced to the procedures of the 
supervisory sessions by the supervisor in these ways: 
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Choice of Patients. "In each of our sessions we will discuss 
at most only huo patients, usually we will discuss just one. This 
concentration will help us come to know them very well. The 
choices of patients are up to you; you decide on the basis of 
your interests which ones to present." 

Review of the Cose Summary. "At the first session, you 
should bring a case summary of each patient you have chosen 
with a copy for me so I will have some information on the 
patient's background and diagnostic evaluation. We will dis- 
cuss that in our first session especially and not much the- 
reafter. " 

Review of Past Sessions. "Much more information of the 
kind we need for our discussions emerges from the sessions 
with the patient than from a case summary. In each of our 
sessions you will begin with a few minutes of review of what 
we have discussed before about the treatment in the last super- 
visory session. " 

Presentation of the Process Notes of the Intervening Ses- 
sions. "After the review you will present your process notes. A 
hvo or three page note on each session is usually adequate. W e  
may only have time for the most recent one. The notes should 
contain some samples of what the patient said and some of 
what you said in response. The temporal sequence should be 
maintained to help us tune in to the flow of patient's communi- 
cations in the session. In addition to giving samples of your 
interactions with the patient, it should give a general sketch of 
the session. The notes may be written just after the session is 
completed. Some therapists find that it does not interfere with 
their attention to make some notes during the session; others 
find it distracting. You must decide that on the basis of your 
own experience." 

Comparison of Supervisor's and Therapist S Views. "Finally, 
you and I will compare notes about what we hear about the 
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patient's main communications to you and your responses to 
them." 

"In summary, in each of our sessions we will review the past 
sessions, listen to your process notes, and then make a new 
review of the patient's main communications and your re- 
sponses to them." 

Tape Recordings. "It is useful to record a sample of the 
sessions or all of the sessions even though only parts of them 
might be used for the supervision. As an aid to the supervision 
you can occasionally play brief excerpts from the tape record- 
ings. Long replays of the tape would fill up too much of the 
time we have for the supervision. Very brief samples are SUE- 
cient to give a sense of the tone of the interaction of the patient 
and therapist. Then, when the usual process notes are pre- 
sented, it will be possible for me (or the group) to be able to 
imagine how the patient and therapist sound by 'dubbing in 
the sound' from memory. Othenvise, process notes are usually 
preferable to recordings since they give a more rapid overview 
of the therapy ." 

Role Playing. The therapist and supervisor can profit at times 
from role playing and they often enjoy the enactments in which 
they model the patient and therapist responding to each other. 
The modeling may take this form: in the supervision sessions, 
after the therapist presents samples of process notes or brief 
samples of recordings of the treatment, the therapist and super- 
visor can take turns doing the kind of listening, understanding, 
and responding that is recommended for treating the patient. 
The exchange with the patient can be role-played with the 
therapist and supervisor alternating playing the part of patient 
and therapist and trying out anticipated dialogues (as was so 
memorably done in group supervision by Dr. Karl Menninger). 

The times that role playing produces the most profit are 
those in which the therapist and the supervisor recognize the 
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therapist's discomfort about dealing with the patient and/or 
that the therapist is overlooking an issue. The role playing can 
offer the therapist a sense of greater preparedness for the future 
dialogues with the patient by greater comfort and greater 
awareness of the issue that has not been understood- 

EXAMPLE: Mrs. T. 
The therapist was clearly in distress about his way of dealing 

with the patient's main message in the recent sessions. T h e  
message was (in essence): "I'm starved for affection and recog- 
nition of my interests, from you especially. If I don't get it I 
will be hurt. Then I will go out and get it directly sexually and 
in a way that is hurtful to me." The therapist explained to the 
supervisor the bind he felt he was in, that he was anxious about 
his ability to deal with this issue: "I feel if I acknowledge it she 
will want a directly gratifying response from me which I can't 
give and she will be even more upset." 

Role-playing began with some of what the patient actually 
had said and led to some responses the therapist could make. 
The therapist gained confidence that he could be helpful to the 
patient through saying that he understood what she wanted 
from him and others. He could be helpful also by saying how 
hard it has been until now for her to have a relationship where 
her basic wish could be acknowledged. Until now she had felt 
that she had to be denied that experience in relationships and 
instead she had to express what she wanted in ways which 
made her guilty and were self-hurting. 

Tne typical discussion in the supervision session is directed 
toward identifying the patient's message in the session and the 
ways the therapist responded or did not respond to it. It is 
generally not necessary to go beyond this by observations about 
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the therapist's personality. Sometimes, however, the therapist's 
personality interferes with the relationship with the patient or 
with the supervisor. In fact there is often a parallel bebeen the 
patient-therapist interaction and the supervisor-supervise in- 
teraction which is helpful to notice, as described by Ekstein 
and Wallerstein (1958). It then becomes necessary to com- 
ment on the therapist's personality. The principle for the su- 
pervisor to follow is to introduce an observation about the 
therapist's personality only when recurrent interference has 
occurred with the therapist's being able to hear or being able 
to respond effectively to the patient's message. 

I 

EXAMPLE: (from the example of the supervision of Dr. Q.W.; 
P: Mrs. T.) 

These are some examples of the supervisor's opening com- 
ments a b u t  the therapist's personality: "I note that the ideas 
we go over in supervision each week do not get reflected in 
what you do with the patient'? etc. or "I notice that you usually 
miss a certain kind of message from this patient. The type of 
missed message is . . . " etc. Then the therapist's response to 
this general comment usually provides the material which de- 
termines the supervisor's next and more specific comment 
about the therapist. 

THE THEMPIST AS SELF-SUPERVISOR AND PMCTICE 
SUPERVISOR OF OTHER TWEMPISTS 

The therapist generally keeps in mind the current state of 
the patient as it develops during the treatment but at times the 
therapist loses track of it and needs reminders. These can be 
provided most readily through the therapist's self-supervision, 
by a mental review or by a review of the process notes, espe- 
cially the brief essences of the process notes. Sometimes the 
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therapist may listen to sections of the tape recordings (as sug- 
gested by Rogers 1957b), although this is a very time consum- 
ing procedure. 

Learning to do self-supervision can be helped by engaging in 
practice teaching. Instead of only the supervisor doing the 
teaching, the therapist should be enlisted to do the same job. 
In the supervision session the therapist, after presenting sam- 
ples of the sessions, routinely goes on to review the essence of 
the patient's message and the therapist's responses. The super- 
visor does the same and then they compare their views. Later, 
after the therapist and supervisor decide that the therapist has 
a good grasp of the SE therapeutic system, opportunities 
should be found for the therapist to do some supervision with 
other therapists. If the form of supervision is group supervision, 
on the occasions when the supervisor is away, each member can 
rotate in the role of supervisor or the group can continue 
without a designated group leader. Such supervision experience 
helps to incorporate the learning and elevate it to an accessible- 
when-needed capacity for self-supervision. 

Match Making 

Much can be accomplished before the treatment starts by 
readying the patient for the opportunity. The way this is done 
can have a significant effect on its outcome. Proper preparation 
consists mostly of setting up appropriately positive and reason- 
ably correct expectations about what the treatment will be like 
and arranging conditions for the most beneficial match of the 
patient and therapist. Some recommendations for doing this 
f0lIow. 
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PREPARING THE PATIENT 

Some initial preparation of the patient for psychotherapy is 
usually done by the referring doctor or a referring friend of the 
patient. The way in which these referring agents introduce 
therapy to the patient influences his or her expectations and 
may, at the very least, influence the patient's early response to 
the treatment. Naturally, when a trusted referring agent makes 
a positive recommendation of a particular therapist, treatment, 
or clinic, then the patient's expectations tend to be more 
positive. Further positive or negative expectations are stimu- 
lated by the interest and competence of the person who deals 
with the patient's initial inquiry about treatment and who 
makes the treatment arrangements. 

The patient should be seen as soon as possible. Setting an 
appointment within a week or two of the initial contact means 
that the patient will start at the point of greatest readiness for 
treatment. A greater interval between initial contact and ap- 
pointment can mean that the patient may lose the state of 
readiness, and this can lead to a higher proportion of unready 
or diffjcult-to-treat patients. 

A PRELIMINARY SOCIALIZATXON INTERVIEW 

In short-term psychotherapy, special preparation of the pa- 
tient for treatment can be crucial to its outcome. Just before the 
treatment starts, the therapist, or in the case of a clinic, a 
specially trained person should review with the patient the 
nature of the treatment to be started and encourage appropriate 
expectations about both treatment and therapist. In clinic set- 
tings this is best done by someone other than the therapist who 
has experience doing this interview and who can readily be seen 
by the patient as someone who is knowledgeable about the 
treatments offered at the clinic. In private practice it is equally 
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desirable to have such preparation but it is not likely to be easily 
arranged. It might be carried out by a few usual referral sources. 

Such "preliminary socializations" have been reported to 
have positive effects on the treatment, particularly for short- 
term treatments and for unsophisticated patients (Ome and 
Wender 1968; Goldstein and Simonson 1971). The positive 
effects are implied by Goldstein and Simonson (1971), who 
found that the patient who is more highly attracted to his or 
her therapist is in turn judged by the therapist to be more 
attractive. "When patient attraction to the therapist is high, 
the patient ( I )  is less covertly resistant, (2) talks more, (3) is 
self-descriptively sicker, (4) has more favorable prognostic ex- 
pectancies for himself" (p. 164). 

A recommended form of the preliminary socialization inter- 
view is the one by Ome and Wender (1968), samples of which 
are given in appendix 3. In the course of this form of prepara- 
tory interview the patient is told how the psychotherapy is 
conducted, what the patient is to do, and what the therapist 
is to do. A controlled comparison of patients who received the 
Orne and Wender interview versus those who did not, showed 
a signiticant advantage in their outcomes for those who had 
been prepared by these interviews (Hoehn-Saric, Frank, Imber, 
Nash, Stone, and Battle 1964; Nash, Hoehn-Saric, Battle, 
Stone, Imber, and Frank 1965). 

SELECTING THE TltlERUXST 

In private practice, the therapist selection is made by the 
patient, who has, in most cases, been refened by a third-party. 
In a clinic, however, the selection of a therapist is typically 
made by a clinic agent, often a social worker. The selection 
decision tends to be based on which therapist has free time. 
Such assignments, therefore, allow the therapist relatively little 
expression of preference. 
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Research has not shown thus far which patient-therapist 
characteristics are reliable bases for fostering optimal matches; 
the same is true in terms of arranging matches of types of 
patients with types of treatments (Berzins 1977; Luborsky and 
McLdlan 1981). Although some principles have been found in 
a few studies, they do not usually hold up under cross-valida- 
tion. However, three types of research that oEer more trust- 
worthy leads, will be mentioned. 

One type involves listening to both the patient's and the 
therapist's preference for each other based on information 
which gives each of them the opportunity to make an in- 
formed choice. The reward for attending to preferences is the 
making of a match that is less likely to burn out after a Bash 
of promise. I f  any system is used beyond the mere filling of 
therapist time with the next patient, it is likely to be one 
based on judgments by an administrator. Sometimes these 
judgments are aided by test and interview assessments of pa- 
tient and therapist. Rarely are the preferences of patient and 
therapist taken into account. 

The participants' preference approach worked successfully 
in the Penn Psychotherapy Study (Luborsky, Mintz, Auerbach, 
Christoph, Bachrach, Tdd, johnson, Cohen, and O'Brien 
1980). Here, half the therapists were allowed to choose the 
patients they preferred after a review of the patients' charts, 
while the other half of the therapists received randomly as- 
signed patients. Having a choice versus not having a choice had 
a significant relationship to the benefits or lack of benefits their 
patients received. In addition, allowing the patient to express 
a preference, and even trying to find mutually agreeable mat- 
ches between patient and therapist based on their preferences, 
is probably beneficial and needs to be tried in research studies 
(Luborsky and McLellan 1 98 E ). 

Another type of study on the process by which patients and 
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therapists form a preference is in progress (Alexander, Lu- 
borsky, Auerbach, Cohen, Ratner, and Schreiber in prepara- 
tion). This study is based on the Patient-Therapist Re-Pairing 
Opportunity Program of the Psychiatric Outpatient Clinic of 
the Hospital of the University of Pennsylvania. All participat- 
ing patients who enter the program must first agree that they 
will have two sessions with one therapist, after which they will 
be interviewed about their response to that therapist. They will 
then have two sessions with another therapist after which they 
will be interviewed again about their response to the second 
therapist. Only then, at the end of the fourth session will they 
be allowed to make a choice about which of the two therapists 
they will continue with in treatment. Preliminary results indi- 
cate that most patients have a special preference for therapists 
with whom they believe they have or can establish a helping 
alliance, for whom they have a special liking, and with whom 
they believe they share important similarities. 

Another lead, which may put us on a better path toward 
finding patient-treatment and patient-therapist matches, is 
provided by a study matching patients with six substance abuse 
treatment programs (McLellan, Luborsky, Woody, O'Brien, 
and Druiey 1983). In that study, a good direction was found 
by taking into account the patient's psychiatric severity, since 
it was noted that the high severity group benefited little in all 
six treatment programs; at the other end of the scale, the low 
psychiatric severity group benefited much in all programs. 
Therefore, it seemed sensible to exclude the high and low 
severity groups and then to explore patient-treatment matches 
within the middle group only. When this was done a variety 
of relatively clear matches bebeen patient and program a p  
peared. Some cross-validation evidence is already available sup- 
porting this research strategy for finding matches (McLellan et 
al. 1983). 
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SELECTING THE PAnENT 

As noted earlier, it is beneficial to arrange for patient and 
therapist to express their preferences for each other. Some 
patients who come to SE psychotherapy in a clinic setting have 
been told about various clinics and even about some therapists 
and in that way they can have some share in the selection 
process. A few actually shop around on their own among thera- 
pists in practice, and they have the most chance to express their 
preference. 

The psychotherapy research literature does not contain spe- 
cific guidelines as to which patients do best in SE psychother- 
apy versus other forms of psychotherapy (Luborsky, Singer, and 
Luborsky 1975). However, there is a growing body of psycho- 
therapy research findings in which it has been shown that 
patient qualities are directly associated with good outcomes in 
psychotherapies in general (Luborsky, Mintz, Auerbach, Grits- 
Christoph, Bachrach, and Cohen in press). The outstanding 
patient quality that foretells greater benefits from psychother- 
apy is psychological health, the opposite of which is termed 
psychiatric severity. 

One of the earliest studies of this was the Menninger Psy- 
chotherapy Project which revealed that patients who start psy- 
chotherapy psychologically healthier benefit more from treat- 
ment (Luborsky 1962). This is a quality having to do with the 
patient's psychological endowments and the individual's free- 
dom from severe psychiatric symptoms. In economic terms, 
the principle could be referred to as "the rich get richer." In 
the extensive review of predictive psychotherapy studies, un- 
dertaken by the Penn Psychotherapy Project, 68 studies were 
located in which psychological health-sickness was tried as a 
predictor. Of these, 48 showed significant levels of prediction. 

The following are a sample of the predictive correlations in 
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the main multivariate predictive studies: In the Penn Psycho- 
therapy Project (Luborsky et al. 1980) psychological health- 
sickness correlated with one outcome measure (residual gain) 
.30' and with another outcome measure (rated benefits) 25'. 
We reanalyzed similar data from the Chicago Counseling Cen- 
ter Study (Fiske, Carbright, and Kirtner 1964) and found 
similar significant predictors based on adequacy of psychologi- 
cal functioning . The Menninger Psychotherapy Project (Kern- 
berg, Burstein, Coyne, Applebaum, Howitz, and Voth 1 972), 
the Temple University Project (Sloane, Staples, Cristol et al. 
~ 9 7 5 ) ~  and a Yale study (Rounsaville, Weissman, and Prusoff 
1981), each showed some successful outcome predictions for 
psychological health-sickness measures at about the same sig- 
nificant but modest level as the Penn Psychotherapy Project. 

Not only was psychological health-sickness predictive in psy- 
chotherapy studies, but it was also predictive in a variety of 
other treatments. In the study of six treatment programs for 
800 substance abuse patients (McLellan et al. 19831, psycho- 
logical severity provided significant prediction in the whole 
sample, as well as within each of the six programs ('34"). Of 
special interest in that study was the fact that the level of 
prediction happens to be better for psychological severity than 
for drug severity or any other kind of severity. In other words, 
the outcomes of drug abuse treatment can be predicted better 
from psychological health-sickness than f rom the severity of 
the drug abuse itself! 

Some types of patient predictors were significant in other 
psychotherapy studies, but only a few of these were replicated 
and, therefore, they require more cross-validation. For exam- 
ple, in the Penn Psychotherapy Project (Luborsky et al. 1980), 
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"emotional freedom" (a composite of the variables, emotional 
freedom, initiative, flexibility, and optimistic expectation) cor- 
related .303* with rated benefits, and a composite of lo basic 
background and attitudinal similarities between patient and 
therapist correlated 24' with the main outcome measures (the 
three most significant similarities were age, marital status, and 
type of occupation). 

Yet, no matter how a patient has been selected, SE has 
considerable flexibility to deal with many kinds of patients, 
being adaptable to a broad range of problems from mild situa- 
tional maladjustments to borderline psychotic. The therapist 
deals with this broad range of severity by drawing on appropri- 
ate proportions of supportiveness versus expressiveness. As de- 
scribed in chapter 6, the greater the psychiatric severity, the 
more supportive and less expressive the therapy needs to be. It 
is partly this freedom to follow the principle of appropriate 
proportions of supportiveness versus expressiveness that makes 
SE more suitable than classical psychoanalysis for patients who 
are severely ill. This time-honored view has the support of 
clinical and research experience with these treatments (Waller- 
stein 1984). 

The following is a summary of the research findings on 
which patients are judged to be most suitable for various psy- 
chotherapies: 

1 .  Psychiatric severity is the most consistent predictor of 
outcome, not only in SE psychotherapy, but also in a 
variety of psychotherapies and other treatments. 

2 .  Emotional freedom also tends to be predictive, possibly 
because of the motivational component contained in 
"optimistic expectations." 
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3. Basic demographic and attitudinal similarities between 
patient and therapist, particularly as to age, marital sta- 
tus, and type of occupation are also promising predic- 
tors. 

Beyond the issue of suitability for psychotherapy, more re- 
search needs to be done to determine whether there are some 
qualities that make a patient especially suitable for one form 
of psychotherapy or another. 
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Beginning Treatment 

The opening and closing "moves" of psychotherapy, as Freud 
( I  g I j )  suggested in his chess game analogy, are clearer than the 
intervening ones. The recommended openings for the early 
sessions of the treatment follow. The therapist should: 

1. listen in order to establish what the patient's problems 
are and let the patient try to cast these in terms of goals 
ordered in importance, 

2 explain and demonstrate to the patient what the thera- 
pis t does, 

3. make explicit arrangements about the treatment, 
4. allow a relationship of trust and rapport to be developed, 
5 .  begin the process of formulating the basis for the main 

relationship problems and associated symptoms. 

Setting Goals 

The patient's goals are central to the therapeutic work. They 
bring the patient to therapy because they specify the desired 
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changes. They also keep the patient coming to treatment and 
trying to change. It is a venerable observation that goals pro- 
vide the motivation for change. Freud (191 ), page 143) stated: 
"The primary motive force in the therapy is the patient's 
suffering and wish to be cured that arises from it." In terms of 
the theory of therapeutic change, the achievement of the goals 
is part of the interaction of the patient's working toward the 
goals, the capacity to change, and the adequacy of the two 
kinds of facilitating treatment conditions, supportiveness and 
expressiveness. The supportive relationship with the therapist 
especially serves as a sustaining impetus to change. 

At some point in the first session the therapist may say, if 
the patient does not, "Tell me about the problems you wish 
to work on." Goal setting begins in the first session but recurs 
throughout the treatment as the patient comes to see the goals 
in a new light. Among the most common goals for many 
patients are the control of anxiety, depression, and problems of 
personal functioning. Whatever the goals, they should be set 
so that they take into account what seems achievable. 

MONITORING PROGRESS BY REFERENCE TO COmS 

One of the functions of the initial setting of goals in SE 
psychotherapy is to make clear to both patient and therapist 
the ends toward which the treatment efiorts will be directed, 
The setting of goals can offer a useful focus not only at the 
beginning but also throughout the process of treatment. In 
short-term time-limited SE psychotherapy especially, the lux- 
ury of a relaxed attitude toward time cannot be afforded and 
the focus on goals may speed the therapeutic work. 
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Goals provide markers of progress, or lack of it. After the 
treatment has been under way it can be valuable for the super- 
visor and the therapist from time to time to look back at the 
initial evaluation and first sessions to remind themsdves of the 
patient's present position in relation to the initial goals. The 
most natural time for this retrospection is when a goal has been 
achieved. As Schlesinger (1977) has observed, when a goal is  
fulfilled, there will most likely be "internal markers" which 
signal the change so that there are ways of recognizing phases 
during the course of the treatment. These phases allow the 
patient and therapist to have a sense of completion and accom- 
plishment along the way. 

In addition, goal setting serves as a modulator or brake on 
regression. The absence of goal setting is counter-therapeutic 
for some patients because the lack of clear goals allows them 
to be susceptible to states, such as suspiciousness and depen- 
dency, which they cannot tolerate (as is demonstrated in the 
long example in chapter 6). 

Explaining the Treatment Procm 

Besides reviewing the patient's goals, the therapist must ex- 
plain and demonstrate what the patient and therapist will be 
doing. The therapist's explanation about the treatment process 
should be brief at this point because the patient will soon 
experience the treatment process and see what the therapist is 
doing. Lengthy explanations are unnecessary and may confuse 
the patient who can simply be instructed to talk about what 
he or she wishes to say. Then, as things become better under- 
stood, they will work together to figure out how to deal with 
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what it is that impedes the patient from achieving goals and 
will collaborate in searching for ways of dealing with the pa- 
tient's problems. 

In SE psychotherapy the instruction that the patient should 
try to say what he or she is thinking is preferable to the instruc- 
tion that the patient must say everything, as is recommended 
for classical psychoanalysis. To make saying everything that 
comes to mind a requirement can sometimes unnecessarily 
complicate the relationship with the therapist and it is not 
really necessary to make it a rule. The patient will come to 
realize that it is valuable to try to say what he or she is thinking 
since there will be opportunities to understand the basis for not 
having said things. 

All patients fall silent sometimes and seem to not know what 
to say. They may explain that they do not know what to talk 
about. It will eventually become clear to them that thinking 
continues but speaking does not-that silences involve making 
decisions about what is or is not worth talking about. Realiza- 
tion by the patient and therapist of the basis for decisions to 
speak or not to speak can be helpful to the patient in working 
out the patient's problems (Freud 1913, pp. 137-138). 

Making Atvangements for the Treatment 

The main treatment arrangements that need to be settled at 
the beginning of treatment are ( I )  length of each session, (2) 

amount of the fee, (3) when the patient will be billed, (4)  how 
much time the patient will have to pay the bill, ( 5 )  how missed 
sessions will be handled, (6) agreement about the appointment 
times, and (7)  an estimate of the length of treatment. These 
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are some recommended arrangements and principles for mak- 
ing them: 

1. Length of each session: The usual length of a session is 
50 minutes. It is desirable to let the patient know this at the 
outset and for the patient and therapist to adhere to it. 

2.  Amount of the fee: First the therapist should inquire 
about the patient's financial circumstances if they are not 
known and if the therapist has any leeway in fee setting. The 
therapist then tells the fee per session. 

3, Patient billing: The patient should be told either: "The 
sessions will be billed at the end of each month," or,'Payment 
is to be made at each session." 

4. When payment is due: The patient should be told that 
the bill is to be paid within a set time, such as two weeks after 
it is received. 

5. Handling missed sessions: The therapist should make an 
arrangement at the start of treatment for handling missed 
sessions. These are two usual arrangements: "Any sessions you 
have to miss must be paid for since I will have reserved an hour 
and cannot @l missed hours," or "I will have to charge for the 
hour unless I am notified one (or two) days in advance." 

The arrangement which is fairest to the therapist is to charge 
for all missed appointments by the patient since the patient is 
"leasing a definite hour" (Freud 19 1 3: 1 26). It is not passible 
in psychotherapy practice to fill missed sessions with sessions 
of other patients. This is true for therapists who do psychother- 
apy primarily as well as for those who only see a fixed number 
of patients per week in psychotherapy. However, in circum- 
stances where the patient develops an organic illness or a major 
external event intervenes that prevents the patient from corn- 
ing to the treatment for a period of time, the treatment can 
be considered terminated for the interim with the therapist 
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being free to fill the sessions. When the patient is able to 
resume, the therapist can then take the patient back into 
trmtment as soon as a free hour is available. 

6. The appointment times: It is best to arrange a consistent 
hour each week although on some occasions it might be 
changed. When changes are made it is best to move them 
within the same week and then return to the usual meeting 
time. 

7 .  The length of the treatment: Usually before the first 
treatment session the therapist will know which of the two 
time structures he will be using, the time-open-ended or time- 
limited (TL) arrangement. If it is the more usual open-ended 
arrangement, the therapist might say: "The treatment will go 
on until you and I come to a point where we agree a good time 
for terminathn has arrived." 

In the first or second session when arrangements are being 
made for the time-open-ended treatment it is useful to add, 
"termination will come about when some of the goals you wish 
to achieve have been achieved." I t  is important for the thera- 
pist to make a further recommendation at this time early in the 
treatment: "However, at  any time when termination is being 
considered for whatever reason, we should allow ourselves two 
or three sessions, at least, to review what we have done before 
the actual date of termination." 

The patient has a right to have as clear an idea of the 
treatment length as the therapist is able to provide. The thera- 
pist routinely should explain that the range of treatment 
lengths is very wide. Some treatments may go on for several 
months and some may go on for several years. The length 
depends on the goals that are set and the pace at which the 
patient achieves them. The advantage of this time open-ended 
treatment structure is that it can be expanded or contracted in 
relation to the patient's needs. 
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SE-TL therapy is suited to the needs of some patients, clin- 
ics, and research programs where a brief, finite treatment 
length is convenient. For some patients it even serves as a 
further impetus to achieving the necessary changes because of 
its time limits. A recommended length for short-term treat- 
ment is bebeen 12 and 25 sessions. One variation is a treat- 
ment length of 12 sessions spread over 16 weeks-the first 
sessions are scheduled weekly and the last ones bi-weekly. The 
therapist should say when it is fitting, that the time-limited 
arrangement can be helpful. If the patient is insecure about the 
treatment length and asks, "What if I need further treat- 
ment?" the therapist might say, "At that time we'll see how 
it goes for a while without treatment, and then review the 
possibility of referring you for further treatment if that is 
naasary." 

Establishing a Relationship of Trust and Rapport 

From the very beginning and throughout the treatment, estab- 
lishing a good working relationship is of primary importance. 
The relationship ordinarily will get off to a good start just in 
the course of the therapist's doing the job of finding out the 
patient's goals and explaining how the treatment will proceed. 
The patient typically will be trying to judge whether the thera- 
pist is a reliable person, can be of help, and wants to be of help. 

The concern with proper technique sometimes is unneces- 
sarily responsible for the therapist's restraining his interest and 
inhibiting conformity with the usual social amenities. Samuel 
Lipton (1973) comments about this in a review of Blanton's 
recollections (197 1) of his analysis with Freud: ". . . It (Blan- 
ton's book) is a moving testament to the unfailing interest and 



courtesy that Freud demonstrated in the teeth of the personal 
disasters of his last years. . . . It is quite clear that he (Freud) 
never conceptualized the cordial relationship which he estab- 
lished with the patient as a part of analytic technique although 
any part of the relationship remained open to later interpreta- 
tion." (p. 236) 

In fact, Freud (1913) elevated the idea to a principle that 
only after a "proper rapport" (p. 139) had been established 
(this manual includes rapport as part of the supportive compo- 
nent) could the therapist begin making effective responses to 
the patient's communications about the "hidden meanings of 
the ideas that occur to him" (the patient) (p. 139). (This 
manual refers to interpreting these hidden meanings as the 
expressive component of the treatment). 

In trying to gain a good measure of trust and rapport thera- 
pists typically experience a natural temptation to impart to the 
patient information about themselves. The therapist may jus- 
tify such behavior as necessary "in order to carry the patient 
along with them" or "one confidence deserves another'' or "to 
put himself on an equal footing" (Freud 191 2 ,  p. 1 17). This 
temptation generally should be resisted since, on balance, it 
provides fewer benefits than it does potential long-term prob- 
lems. It does not help patients toward becoming more aware 
of their own problems, and, in fact, it serves to distract them 
away from that focus. It may also make it harder for the patient 
to see the therapist as an impartial helper who can help work 
out the patient's problems. 
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Beginning to Undersfand and Respond to the Patient's 
Fmb1ems 

Within the first few sessions the therapist already begins to 
form concepts of the obvious meanings and even the "hidden 
meanings" of the patient's relationship problems. These prob- 
lems will often be related to the patient's symptoms and the 
goals that the patient sets up to relieve them. 

In the first few sessions the therapist typically comes to 
understand much more about these relationship problems than 
is appropriate to take up early in the treatment, or perhaps 
ever. Some principles of selecting and timing responses will be 
mentioned here but elabrated later. 

The first principle is that the therapist should have a ratio- 
nale for selecting responses to the patient. The rationale should 
be based on a pre-treatment evaluation and on the patient's 
behavior in the early sessions. Its conclusions should be more 
specific than the patient's need for more or less supprtiveness 
or expressiveness; it should contain "what needs to be sup- 
ported and when and why, and what needs expression and 
why" (Schlesinger 1969, p. 268). 

What needs expression typically is some facet of the central 
relationship problem. The therapist should then begin to focus 
his responses on aspects of the central problem. Maintaining 
such a focus is what is meant by a focal treatment, which is one 
of the hallmarks of the time-limited short-term psychoanalyti- 
cally oriented treatments. The process of focusing on the main 
relationship theme continues throughout the treatment. Occa- 
sionally there is a major switch in that theme, but mostly there 
is a broadening and deepening of understanding of the theme. 
The details of focusing responses in terms of the core relation- 
ship theme are given in chapter 8. 
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After having decided what needs expression another princi- 
ple needs to be relied on: the therapist should wait before 
responding until the patient is nearly aware of the problem. If 
this principle is disregarded, the therapist may "discredit one- 
self and the treatment in the patient's eyes". . ."whether one's 
guess has been true or not" (Freud l g 2 3, p. 140). This  response 
principle applies to later stages of treatment as well. 
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ationships 

A supportive relationship is necessary, according to the theory 
of psychoanalytic therapy, so that the patient will feel secure 
enough to venture to try to undo the restrictions in functioning 
that necessitated the treatment. The supportive relationship 
will allow the patient to tolerate the expressive techniques of 
the treatment (chapter 7) that are often the vehicle for achiev- 
ing the goals. 

Of course, all psychotherapies have supportive components, 
even the most expressive, because supportiveness is a usual and 
natural consequence of establishing a treatment relationship. 
Support can be, and typically is, derived from the inherent 
aspects of the treatment, such as the collaboration of the pa- 
tient and therapist in trying to help the patient achieve the 
patient's goals. Freud ( ~ g i j )  recommends that the therapist 
should do nothing to interfere with the development of the 
natural inclination of the patient to become attached: "It re- 
mains the 6rst aim of the treatment to attach (the patient) to 
it and to the person of the doctor. . . . I f  one exhibits a serious 
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interest in him . . . and avoids making certain mistakes, he will 
of himself form such an attachment. . . . It is certainly possible 
to forfeit this first success if from the start one takes any 
standpoint other than that of sympathetic understanding" (pp. 
139-140). 

The sweeping beginning statement that "all psychotherapies 
have supportive components" has recently received quantita- 
tive support (Luborsky, Woody, Mckllan, O'Brien, and Ro- 
senzweig 1982). Three different treatments adapted for sub- 
stance abuse patients were compared: supportive-expressive 
psychotherapy, cognitive-behavioral psychotherapy, and drug 
counseling. Two independent judges rated the degree of sup- 
portiveness expressed in segments drawn from these treat- 
ments. The three treatments were found to be virtually identi- 
cal in supportiveness. This impressive finding occurs even 
though the SE manual is the only one of these three that 
accords a place to the role of supportiveness. Obviously a cura- 
tive factor can exist whether or not it is accorded a place in a 
psychotherapy treatment manual. 

What follows is a description of supportive techniques and 
their application. In reading this section it is necessary to 
remember a basic postulate of psychoanalytic theory (noted in 
chapter 2 ) :  A therapist cannot perform these techniques and 
assume that they are what they are. The attention of the 
therapist must be on the technique as it is experienced by the 
patient. Herbert Schlesinger stated this even more categori- 
cally (personal communication, 1983): "The patient has the 
right to define what it is that the therapist present-it is a 
supportive technique if the patient experiences it as support- 
ive." In keeping with this proviso, the rest of this chapter offers 
techniques that are generally considered to be experienced by 
the patient as supportive. 
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Deciding Which Patients Require Strengthening of the 
Supportive Relation~hip by Supportive Means 

Patients differ in the amount and qualities of support they 
require. For many patients in SE psychotherapy the techniques 
can remain primarily expressive (chapter 7 )  throughout the 
treatment since its inherent supportive component is adequate. 
For such patients the expressive techniques can deal with the 
problems of experiencing adequate support and therefore the 
main techniques employed are similar to those of a well con- 
ducted classical psychoanalysis. 

For some patients, the inherent level of supportiveness in the 
psychotherapy may need to be increased by extra special provi- 
sion of supportive conditions. Those patients who are likely to 
require this are: patients with character disorders and disrup- 
tive alloplastic symptoms who have low anxiety tolerance and 
difficulties with being reflective, and patients for whom it is 
important to prevent regression and stabilize the level of ad- 
justment by strengthening defenses and avoiding the analysis 
of defenses, since it may provoke undue anxiety and weaken 
defenses (Gill 195 1 ). 

Bfien the decision about whether and what kind of addi- 
tional supportiveness is needed is clear to the therapist initially 
and remains so. For some patients, however, the decision about 
treatment techniques is difficult to make. The therapist may 
benefit from having the patient undergo a diagnostic psycholog- 
ical tests assessment (Rapaport, Gill, and Schafer 1968) or the 
therapist may gauge the patient's response through an initial 
trial period of treatment (Freud lg13), through trial interven- 
tions, or the therapist's decision may only come gradually and 
only after more experience with the patient's treatment, as was 
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true for the two examples to follow. Ultimately, the therapist 
may even get some solace from knowing that such decisions 
about appropriate treatments for some patients have a special 
prayer proposed for them: "Lord, give me the patience to put up 
with things which I can't change, the strength to change things 
which I can change and wisdom to distinguish between the 
two" (this prayer has been attributed to various sources). 

After a therapist comes to the view that a patient needs 
additional supportive techniques, providing them is usually 
experienced by the therapist as genuine and not as playing a 
role. Some therapists, however, are more comfortable with 
these techniques when they are not dignified by the term 
"techniques" but instead are considered as the helping behav- 
iors of a decent human being (Lipton 1979). 

When the decision is made to provide additional support it 
is necessary at the same time to decide what kind of support. 
Principles for making such decisions are offered by Schlesinger 
(1969). He concludes that the tendency to dichotomize treat- 
ments as supportive or expressive can be misleading: 

It would not be amiss on logical grounds to term that 
treatment "supportive" in which the psychotherapist must 
be ever mindful of the patient's need for support. But 
. . . when "supportive" is used as a typemodifier of psycho- 
therapy, some therapists understand that the term requires 
the exclusive use of certain explicit supportive techniques 
and prohibits the use of certain other techniques (notably 
content and even defense interpretations). The term sup- 
presses the therapist's interest and alertness to . . . whole 
classes of content of the patient's communications. . . . 
Supervisors of psychotherapy often hear a beginning psycho- 
therapist report the painful gropings and musings of a pa- 
tient who is struggling to master a painful conflict, and learn 



Supportive Relationships 

that the therapist is aware of at least some of the underlying 
meanings of the patient's difficulties. W e n  the therapist is 
asked why he did not help the patient by interpreting the 
situation to him he answers, in the full confidence that it is 
an adequate response, "The patient is schizophrenic," "The 
therapy is supportive." (pp. 271-272) 

In Schlesinger's (1969) view, as in medicine generally, ade- 
quate diagnosis should lead to prescription of the forms of 
treatment. These forms are the varieties of supportive and 
expressive techniques used in SE psychotherapy. Diagnostic 
evaluations should lead to three sorts of specific treatment 
guidelines for applying the techniques: What in the patient 
needs support, how should the support be provided, and when 
is it likely to be most necessary. Patients often need support for 
self-esteem maintenance, for their sense of reality, for dealing 
with the over-severity of their conscience and for managing to 
modulate anxiety about their wishes. Examples of how and 
when support may be provided are offered below and later in 
this chapter. 

EmMPLE: Mt. Z. 
A well known example of how hard it is sometimes to come 

to a conclusion on the issue of strengthening supportive condi- 
tions is provided by Kohut's (1977) reanalysis of his patient 
using altered techniques. The first analysis of this patient, 
which had a pmr outcome, had relied on standard interpreta- 
tive techniques (in this manual these fall into the category of 
expressive techniques). The second analysis provided an extra 
supportive component through the use of the therapist's empa- 
thy to bolster the patient's shaky self-esteem. Many of the 
therapist's interpretations took the form of recognition of how 
hard it must have been for the patient to tolerate his parents' 
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constant undermining of his self-esteem during his early devel- 
opment. Such responses have a strong supportive component 
along with an interpretative one and in the reanalysis they led 
ta a successful outcame* 

In the next example the therapist reevaluated the patient's 
progress after an initial period of treatment. She decided that 
a continuation of the ongoing techniques would allow the 
patient to become progressively even more upset and so unable 
to progress. Consequently she decided that more supportive 
components needed to be added and some expressive ones 
reduced. 

EMMPLE: Mr. p. 
The patient was a 2%-year-old white male college student. 

His view of why he came for treatment was unclear but he 
relied on the fact that "my father thought I should see some- 
one." He had some concern that he had a generalized organic 
brain problem because of memory lapses, mostly for things he 
had done the day before. His girlfriend had recently told him 
that she was marrying someone else; however, it was only when 
he told his father a b u t  the loss that he realized that he was 
upset about it. The patient thought of himself as "cheerful" 
and "laid back" though sometimes he worried "am I shallow?" 
After the first session, the therapist recommended a neuropsy- 
chology evaluation. This showed that he had a superior I.Q. 
and there was no evidence of an organic brain problem. 

The treatment was first discussed in the group supervision 
after ten weekly sessions. During those ten weeks, the patient 
had revealed that he had not told the therapist that he had not 
been going to class. He had taken incompletes and his advisor 
had gotten him a job as a resident advisor so that he could make 
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up the incompletes. So far he had not started to work on the 
incompletes. He tended to come late for the sessions, and the 
sessions had many long silences. 

In the last session, iust before the patient was presented in 
the supervision group, the patient had told a dream: "I am in 
an area filled with women. They are attacking me. I shot back. 
I think this is a benign dream." The patient then revealed that 
he kept two pistols in his room illegally. The therapist now 
recognized more clearly the patient's obviously increasing feel- 
ing of being threatened by her. She began to think more about 
ways of quieting the patient's fear, by supporting his reality 
testing and independence of her, for example: 

T: We could go over the dream, but it is more important 
that you do not accept things because I say them. You 
know better yourself about what you feel. 

In the supervision session, the therapist expressed concern 
that her treatment technique could allow the patient to be- 
come more impulsive instead of continuing to be the "cheer- 
ful" and "laid back" person that he had been, and he seemed 
to be developing a suspiciousness toward the therapist. Toward 
the end of the review in the supervision session, it was decided 
that a more supportive approach was indicated since the pa- 
tient had low anxiety tolerance and difficulties with being re- 
flective. Techniques should therefore be used that would pre- 
vent regression and stabilize his level of adjustment. Instead of 
analyzing defenses, the strengthening of these defenses seemed 
in order. It seemed desirable not to interfere with the patient's 
defense of being "cheerful" and "laid back." The therapist had 
already started in that direction in her response (presented 
above) in which she took a position that would minimze the 
extent to which the patient perceived her as threatening. 

It should stabilize his level of adjustment to function more 
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adequately in his schooling. Therefore, the patient should be 
given the opportunity to review anything in the sessions that 
might interfere with his work on his incompletes. Further- 
more, a new review of the patient's goals should be carried out. 
It would be important to know whether he agreed with his 
father's view that he "should sc;e someone" or whether he had 
treatment goals of his own. It would be in order to review what 
has been accomplished so far, particularly the reassuring news 
that he need not be concerned about an organic brain problem. 
Finally, the patient was toid how long the present therapist 
could continue the therapy before an expected change in jobs 
would occur. 

In the next psychotherapy session, the therapist reviewed the 
patient's goals with him. She mentioned that since limited 
time was available, it would be good to know what he would 
like to work on. 

T: What goals would you like to work on? 
P: I don't know. 
T: How have things been going with your school work? 
P: I haven't done anything, so that is going to create a 

problem. 
T: Would you like to work on that? 
P: Yes, very much. 
He launched on this by mentioning how overwhelmed he 

felt since he could not work on all the incompletes at once. P 
and T figured out that he could work on one at a time. The 
patient seemed much relieved. 

Through this resetting of goals and through the other sup- 
portive measures, his morale and the quality of the helping 
alliance gradually improved. The therapist too felt relieved for 
she now felt she had understood better how the patient had 
been reacting to her before and had now instituted responses 
which were closer to those the patient needed. 
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Evaluating the Patient 3 Helping Alliance 

The "helping alliance" (Luborsky 1976) is one term for a set 
of apparently similar phenomena reeecting the degree to 
which the patient experiences the relationship with the thera- 
pist as helpful or potentially helpful in achieving the patient's 
goals in psychotherapy. Two other terms which probably refer 
to the same phenomena are "therapeutic alliance" (Zetzel 
2 95 8) and 'working alliance" (Greenson 1 967) 

High intercorrelations have been found among a set of pa- 
tient's expressions in psychotherapy that were designated as 
evidences of the patient's experience of a helping alliance with 
the therapist (Luborsky ig76a; Morgan, Luborsky, Crits-Chris- 
toph, Curtis, and Soloman 1982; Luborsky, Crits-Christoph, 
Alexander, Margolis, and Cohen, 1983). These expressions of 
a helping alliance were moderately reliably rated by indepen- 
dent judges and significantly predicted the outcomes of psy- 
chotherapy. 

Two alternative methods were developed, each with its own 
scoring manual (appendix S), to measure the strength of the 
helping alliance: a global rating method(HAR) for rating a 
whole session or segment of a session, and a counting signs 
method (HAcs) for counting each specific example ("sign") in 
the session, 'Tke manual scores fmm each method were moder- 
ately highly correlated. Since both significantly predicted the 
outcomes of treatment, &&er one can be used when precise 
measures of the helping alliance are needed. 

Both measures direct the judge's attention to the scoring of 
two broad categories of the patient's expressions: type 1, that 
the therapist is providing help to the patient and the patient 
is receiving it, and type 2 ,  that the patient and therapist are 
working together in a team effort to help the patient. These 
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two types of helping alliance tend to be highly correlated, 
although type 1 is likely to occur earlier in the treatment than 
type 2.' 

Both measures have very similar subtypes subsumed under 
the broad categories of type 1 and type a. Since the subtypes 
of the two manuals are so similar it is suGcient to list here those 
in the HAcs manual: it contains four subtypes of type 1: ( 1 )  

the patient believes the therapist or therapy is helping, (2) the 
patient feels changed since the beginning of the treatment, (3) 
the patient feels understood by the therapist, (4) the patient 
feels optimism and confidence that the therapist and the treat- 
ment can help. Three type 2 subtypes are included: ( I )  the 
patient experiences working together with the therapist in a 
joint or team effort, (2) the patient shares with the therapist 
similar conceptions about the sources of the problems, (3) the 
patient demonstrates qualities that are similar to those of the 
therapist, especially those connected with ability to use the 
tools for understanding. 

An unanticipated gain was provided by the HAcs method 
in further understanding of the differential predictive value of 
positive vs. negative helping alliance signs. Early positive help- 
ing alliance signs were found to be significant harbingers of the 
eventual outcome of the treatment while the negative signs 
were much less reliable as predictors. This finding of the pre- 
dictive value of the early positive helping alliance signs should 

"Ea& methd has digermt advantages. The HAR has the advanhge of greater 
simplicity since the msian can be rememkred or replay& from rr tape recarding and 
given a single set of global ratiqs on the subtyp.  The HAcs rquires the time- 
draining effort of making a txanmigt and then searching it t.o find every example of 
the subtypes. The HACS method contributes ta one kind of validity information a b u t  
the probable bags for the gjabal ratings derived from the WAR. Even though the 
HAR is  calitert a measure of helping alliance, as is typical for a global rating metfid, 
it is not clear h w  the HAR judge derives his rating; the mderatety high correlation 
d HAR and MAcs (e.g. 83 for wsitive HAcs with WAR) implies that the judge bases 
his ratings u p n  fairly litem! exgrasions of the helping alliance of the kind descriw 
in the HAcs manual (Lubrsky et al, 1983; Alexander and Luhrsky 1984). 
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give pause to those who are inclined to believe the clinical lore 
about early positive relationships as merely a "honeymoon" 
phenomenon. Rather, as in love relationships, it may be that 
"yes" (i.e., positive signs) means "yes" while "no" means 
"maybe." "No" here is equated with the negative helping 
alliance signs that have relatively little predictive value-some 
of these patients became positive later and improved, while 
some stayed negative and did not improve. Furthermore, this 
suggests a principle of technique. Negative helping alliance 
signs do not necessarily mean the treatment is destined for a 
poor outcome, but rather that the therapist should concentrate 
therapeutic work upon the negative evidences since they may 
be more involved in the patient's relationship problems. This 
technical principle appears to fit with Freud's principle of 
technique which, freely rendered, recommends riding along 
with the positive and interpreting the negative transference 
(Freud i g E za). 

Facilirating the Patient's Eerience of a Helping Alliance 

Usually the patient's experience of a helping alliance will de- 
velop through the presence of a therapist who is doing the job 
of a therapist. The patient will recognize that the therapist is 
trying to help, the patient win then feel helped, and a good 
working alliance will form. 

But sometimes the helping alliance needs strengthening and 
the therapist decides that it needs to be done by non-expressive 
means. In that case, which techniques can be used? A helpful 
set of therapist activities has been derived from the HAcs 
subtypes by transforming each one into therapist activities that 
might foster it. The list of recommended therapist activities 
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that follows was derived in this way and made a part of the 
therapist facilitating behaviors (TFBcs and TFBR) manuals 
(appendix 5). 

TYPE 1 METHODS* 

i. Convey Through Words and Manner Support for the Pa- 
tient's 'Wish to Achieve the Goals. The emphasis must always 
be on the patient as the source of the goals. 

EXAMPLE: 

T: When you started treatment you made your goal to 
reduce your anxiety. You see, in fact, we're working 
together to achieve that. 

t. Convey a Sense of Understanding and Acceptance of the 
Patient Freud ( 19 1 3) recommends "sympathetic understand- 
ing" as a good attitude rather than moralizing or advocating a 
special point of view. 

3. Develop a Liking for the Patient. The therapist's liking for 
the patient often helps in developing a helping alliance which 
in tum tends to be significantly associated with the outcome 
of the treatment. This association was found, for example, in 
Sloane et al. (1975). Since however, their rating of liking was 
made at the end of the four rno~lths of treatment, the thera- 
pists may have liked those patients who did well. But the 
converse i s  even more likely: that the liking for the patient had 
some impact on the improvement of the patient. In fact, in 
three of five studies where the prediction of outcome was made 
earlier in treatment, the positivity of liking was a significant 
predictor (Luborsky et al., in press). 

"Type 1 means the therapist i s  experienced as providing help and the patient as 
receiving help. 
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Occasionally, the therapist may dislike the patient. On re- 
flection, the therapist may realize that a countertransference 
issue is involved. No matter what the basis for the dislike, the 
therapist may find a corrective for it through trying the sugges- 
tion by Dr. Jan Frank (personal communication, 195 1): "If you 
search, you can always find some aspect of the patient that you 
approve of and like. It is useful to make such a search and find 
that part." Another way to develop some liking, or at least 
sympathetic understanding, is to go through the process of 
formulating the patient's relationship problems. Through un- 
derstanding the problems the patient must deal with, the ther- 
apist often gains a greater sense of acceptance and liking. 

4. Help the Patient Maintain Vital Defenses and Activities 
Which Bolster the Level of Functioning. A useful way of pro- 
viding supportive conditions is to evaluate the patient's 
strengths, especially the areas of competence and effective 
defenses and activities that have integrative benefits, and try 
to insure that the treatment will bolster them (Gill 195 1). If, 
for examples, the patient is trying to get a job, hold a job, or 
complete his education, the therapist should be ready to ex- 
plore with the patient anything that might interfere with these 
endeavors. This treatment recommendation is essential for pa- 
tients who are severely ill, precariously in baknce and might 
regress, and who can not use expressive techniques. 

EmMPLE: 

T: I see you are helping yourself to feel better by finding 
ways to manage your job (or finding ways to get yourself 
through school). 

5. Communicate a Realistically Hopeful Ath'tude That the 
Treatment Goals Are Likely To Be Achieved (or at least a 
willingness to continue to try to help to achieve them). 
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Being hopeful about the patient's future development in 
psychotherapy is not only a realistic attitude but can also be a 
beneficial attitude. Experienced therapists have observed its 
benefits, for example, Frank (1968), French and Wheeler 
(19631, and Menninger (1942, 1963). Many patients come to 
treatment at times when their problems seem ovenvhelming 
and when they are discouraged and depressed. The absence of 
hopefulness will make it harder for the patient, but the pres- 
ence of hopefulness will make it more likely that the patient 
will continue to try and thus increase the chances of benefit- 
ting. Positive expectations and hope have generally been pre- 
dictive of the outcomes of psychotherapy: in five of seven 
studies this was found to be true (Luborsky et al, in press). 

EXAMPLE: bf~. !?+d. M. 
P: Everytime 1 try to take care of myself something bad 

happens. I explored some new ways of walking home 
from work and I got jumped and almost robbed and 
mugged so I get discouraged and helpless and I get into 
an attitude of not knowing where I'm going. 

T: It's hard to feel you can keep trying since you've made 
a connection behveen keeping trying to take care of 
yourself and bad things happening to you. 

The therapist conveyed in his response that the connection 
made by the patient was not a necessary one. Since it was a 
questionable connection, the patient could continue to keep 
trying. The attitude conveyed was essentially a hopeful one. 

The maintenance of the patient's and therapist's hopeful- 
ness is realistic in the solid sense that it is supported by evi- 
dence from meta-analyses combining results of many studies. 
These studies verify the view that the majority of patients do 
achieve some of their goals in psychotherapy-they do "get 
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better" (Bergin and Lambert, 1978; Luborsky, Singer and Lu- 
borsky 1975; Luborsky et al., in press, and Smith, Class and 
Miller 1980). Happily, therefore, a hopeful attitude by the 
patient and therapist is justified. In the days when patients and 
therapists dressed more formally and consequently dressed 
more alike, this confirmatory story was current at the Men- 
ninger Foundation: A visitor to the Foundation, after telling 
a receptionist about her very positive experiences during her 
visit, queried, "but how do you tell the patients and the thera- 
pists apart? They all look alike." Receptionist: "The patients 
get better." This story faithfully reflects the fortunate fate of 
most patients in psychotherapy since it correctly conveys that 
patients in psychotherapy get better. Someone must have 
thought the story unfair to the therapists, for a sequel was 
heard: the same visitor visited a second day and came back and 
continued the discussion with the receptionist: "You must 
know a limited sample of the therapists. I talked to other 
receptionists and found that the majority of the therapists are 
also in psychotherapy, so they too get better." 

Two other lines of research evidence back up the rationality 
of holding on to a hopeful attitude about the outcomes of 
psychotherapy for one's patients. Even though most patients 
can be expected to improve, the accuracy of prediction of the 
outcomes af psychotherapy for each individual patient is very 
modest (Luborsky, Mintz, Auerbach, Christoph, Bachrach, 
Todd, Johnson, Cohen, and O'Brien 1980). For example, it 
would have been very difficult for the therapist to make a 
prediction during the first year of minimal progress about the 
outcome of the tmtment for Mrs. L. Fortunately, the thera- 
pist and patient did persist, for the patient made a dramatic, 
substantial resolution of the severe depression which had 
plagued her for many years. Similarly, it has been shown that 
the negative helping alliance statements on the patient's part 
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early in treatment are not predictive of the outcome of the 
treatment while the positive ones tend to predict outcome. 

It is sometimes difficult for the therapist to maintain a hope- 
ful attitude when there is a long period when no progress is 
made. Several tried and true methods are available to support 
the therapist's task: 

1 .  Remember that such periods are inevitable from time to 
time. Progress tends to be saltatory, not a smooth, grad- 
ual development. 

2. Trust that after a while the therapist and patient will 
find what is causing the lack of progress. Then, when 
there is a turn toward increased progress, interest and 
optimism on both sides typically increases. 

3.  Review such long periods of no progress with a col- 
league. This step is useful even for highly experienced 
and competent clinicians. 

4. When a stalemate continues, consider referring the pa- 
tient to another therapist, or have the patient go 
through the process of making a new choice of therapist. 

6. RecogniCio~ on Appropriate Occasions, That the Patient 
Has Made Some Progress Toward the Goals. The helping 
alliance which typically develops as the treatment progresses 
can be fostered on appropriate occasions by recognition of 
signs of progress. The ultimate end-of-treatment goals are not 
attained in one powerful leap but rather by putting one foot 
ahead of another, with resting places along the way to get 
perspective on how far one has come. It helps considerably in 
sustaining motivation to arrive at milestones where one can 
look back to survey the distance traversed. Leonard Woolf was 
too extreme in the title of his autobiography, The loumey, Not 
the Arrival Matters (1969). The version of the title for the 
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psychotherapy journey should be modified to read, The lour- 
ney 's Many Milestones Matrer, Not just the Arrival. 

EXAMPLE: 

T: You noticed in what you just said, that you are feeling 
less depressed since you started treatment. You are 
making progress with your goal. 

In the SE-TL version of psychotherapy particularly, it is 
good to have stored up some agreed upon achievements to 
point to against the day when termination arrives and full 
achievement of the goals may not coincide with the time of 
termination. 

EXAMPLE (Ms. N., age 32): Several times in the middle of the 
psychotherapy Ms. N. and the therapist shared the observation 
that even though the main goals had not yet been reached, it 
was clear that her work adjustment was markedly better. And 
even with the main goal there had been some improvement: 
she was still afraid and ready to turn away from men who were 
available, but she was less afraid. 

7, Encouraging Some Patients to Express Themselves on 
Some 0ec~gt"orzs. Xt can be useful far those areas in which 
the patient wishes to be helped. Sometimes the encourage- 
ment is best communicated by noting the non-expression 
and the topics on which it occurs. 

TYPE t METHODS* 

1 .  Encourage a "We Bond. " When the therapist experi- 
ences a helping alliance with the patient, it will tend to get 
conveyed and will facilitate the alliance. The therapist will 

"Type z refers to the patient" experience of warking to$ether in a team eRart, 
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reveal his or her experience of the existence of the bond in 
many direct and indirect ways, such as in the use of "we" 
illustrated in many of the examples in this chapter. 

2.  Convey Respect For the Patient. T h i s  is the opposite of 
behavior that could cause the patient to feel put down (for 
example, by humor at the patient's expense). 

3. Convey Recognition of the Patients Growing Ability To 
Do What the Therapist Does in Using the Basic Tools of the 
Treatment. The therapist shows an acceptance of the fact that 
the patient develops an ability parallel to that of the therapist 
in terms of valid self-observations. 

EXAMPLE: 

T: Yes, you now see how we work. You and I are both using 
the same approach and working along the same lines. 
(This is also an example of a "We bond") 

EXMPLE: The following is an example of the therapist's sensi- 
tivity to the patient's wish to say in his own way what he 
understood: The therapist had just given several responses con- 
taining his understanding of what the patient had just pre- 
sented. Each time the patient gave a nodding but perfunctory 
agreement . 

T: I noticed you nodded in agreement each time I said 
what 1 understood. I believe you agree, but you may 
have your own way of understanding what you just 
expressed and would like to say it as you understand 
it. 

4. Refer to Experiences That the Patient and Therapist Have 
Been Through Together. In that way, the patient and therapist 
build up a familiar joint backlog of common experiences. 
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EXAMPLE: 

T: You and I have become familiar with that kind of prob- 
lem. It's the same problem we talked about with [an- 
other event both of them have become familiar with]. 

5. Engage in a loint Search for Understanding. It may seem 
jarring at first to see the joint search for understanding in- 
cluded under supportive techniques. After all, the SE Manual's 
techniques are organized around the dichotomy of supportive- 
ness vs. expressiveness, with understanding presented under 
expressive techniques (in the next chapter). Actually, the 
search for understanding can often be accomplished in a way 
that not only does not upset the patient but also provides 
support. Searching for, and from time to time coming up with, 
understanding can have tremendous supportive value for the 
patient. Aside from the direct utility of the understanding, the 
fact of achieving it can be viewed by patient and therapist as 
an evidence of progress in the joint therapeutic endeavor. 



Expressive Techniques: 

Lrsten~ng and 

Understanding 

The techniques in this chapter are called expressive because 
through them the therapist sets the stage for the patient to 
express thoughts and feelings and to listen and to reflect on 
them, with the aim of understanding and changing what needs 
to be changed. Much has been written about these techniques, 
for they are supposed to be the mainstay of psychoanalytically- 
oriented psychotherapy. Some of the usual directions for the 
use of these techniques (Wallerstein, Robbins, Sargent, and 
Luborsky 1956) are that the patient should be provided with 
as much of an expressive component as he can handle. This 
component will be greater for those patients with adequate ego 
strength and anxiety tolerance, along with the capacity for 
reflection about their interpersonal relationships. 
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Acquiring Understanding: The Four Phases 

For much of the time that the therapist is engaged with the 
patient in a session, attention should be primarily upon the 
basic task: to listen to what the patient is communicating 
(listening); to evaluate it (understanding); and then to decide 
how to communicate that understanding (responding). The 
therapist experiences the process of understanding as an alter- 
nation of these three plus one more phase: Listening, Under- 
standing, Responding, and Returning to Listening (table 7.1 

summarizes the essence of each phase). 

TABLE 7.1 

%e Four Phases of the Expresshe Task 

Phase r Li8:stening; Listen at times with an open receptiveness to what 
the patient is saying. If you are not sure of what is happening and what your 
next response should be, listen more and it wiH come ter you. 

Phase z Uizderstanding: Understanding will happen from time to time, 
but patience is necessary. The understanding will come in the form of 
understanding the patimt" intentions and their eonsequmces, especially as 
they agect the main area of suffering exprmsd in tmms of the main symp- 
toms and the theme of the central relationships, including the relationship 
with the thmapist, 

Phase 3 Res@onding: Tell the patient some of what you understand of 
(1) and (2) (absve) in ways that will r ~ c h  the patient. Do not worry as much 
a b u t  how you tell it as about being sure that you get your message across. 

Phase 1-~etzlming to Ligtening: Free your mind to return to listening 
with ain open attitude but also keep in mind listening for the patient's 
reaction to your previous respnse. 

PHASE 1: LISTENING 

The forms of listening are varied. They correspond to three 
types of occasions which require a listening phase: 
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1 .  This occasion occurs most often at the beginning of ses- 
sions when the therapist is content to listen freshly and to set 
aside for the moment any hypotheses he has had in mind 
before. During this form of listening, attention is relatively 
open and unreffective. Freud (~gxzb) described this form of 
attention as "evenly suspended." In prescribing the therapist's 
attitude during such listening Freud ( 1 9 1  2b, p. 1 1 2 )  says, "He 
should simply listen and not bother about whether he is keep- 
ing anything in mind." Although, inevitably, the therapist has 
some preconception Aen useful ones-based on all of the 
information and hypotheses he has about the patient, these 
should be kept tentative to allow for the possibility of new 
impressions being considered. 

Tne fact that the treatment method is called psychoanalyti- 
cally oriented psychotherapy does not mean that the therapist 
should look for any particular dynamics; instead the method 
advocates an empirical attitude, an openness to hearing what 
the patient is presenting. Otbenuise the therapist's conceptual 
model could be a hindrance to listening. Only after such listen- 
ing, the therapist may sometimes remember that what the 
patient presented fits a particular theory, but should not try to 
make it fit. 

2 .  A form of listening occurs when the therapist needs to 
arrive at good hypotheses to help in dealing with a pressing 
issue in the treatment. These are times when the therapist feels 
an urgency to form such hypotheses in order to be able to 
respond to the patient. Often, with this attitude, the hypothe- 
ses will appear. 

However, some therapists may feel impelled to respond be- 
fore they understand the patient's meaning and consequently 
their response may be off the mark. Freud (19% 2b, p. 1 1 2 )  adds 
some reassurance to the therapist: "It must not be forgotten 
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that the things one hears are for the most part things whose 
meaning is only recognized later on." It is a natural part of the 
treatment process that there will be periods in which the thera- 
pist does not yet understand the patient's message. The thera- 
pist can handle the consequent discomfort by means of the 
reminder that if the understanding has not yet come, it will 
come with further listening. 

3. Another form of listening occurs on those occasions when 
the therapist wants to check the accuracy of his or her hypothe- 
ses. On these occasions, the therapist listens to hear how the 
patients's statements bear on the hypothesis. Such listening 
serves to enable the therapist to afirm, discard, or revise the 
hypothesis. 

In essence, listening, in all of these forms is an integral part 
of psychoanalytically oriented therapies. As contrasted with 
other types of psychotherapy, the therapist in SE psychother- 
apy must listen in order to know how to respond, since he or 
she does not come prepared with a preset message. The struc- 
tural position of listening in psychoanalytically oriented psy- 
chotherapy is aptly revealed in the Talmud by the question of 
a young rabbi and the answer of his senior rabbi. Young rabbi: 
" M y  is it that we have two ears and only one mouth?" Senior 
rabbi: ""Because it was meant that we should listen twice as 
much as we should speak."' 

PHASE 2 : UNDERSTANDING 

The forms of listening just described in phase i are essential 
preliminaries to phase 2, which is the achieving of understand- 
ing. In phase 2,  the therapist relies on a more reflective, evalua- 
tive, understanding attitude as hunches and hypotheses de- 

"With thanks ta Dr. Mett'an M. Gill for alerting me to this saurce. 



velop. The gain from a shift in mode of listening has been 
shown experimentally (Spence and Lugo 1972). Both the ther- 
apist and patient eventually understand more and more about 
two facets of the patient's communications: ( E )  the most inter- 
fering symptoms and psychic pain and (2) their interpersonal 
context. This context is composed of both inner and outer 
conditions precipitating and continuing the symptoms and 
psychic pain. The inner conditions are versions of core consic- 
tual relationships; the outer ones are the behaviors of others 
that appear to the patient to fit into the core conflictual rela- 
tionship template. 

Especially in supportive-expressive time-limited psychother- 
apy (SE-TL) and other short-term focal psychotherapies, it is 
necessary to make an accurate decision within the first few 
sessions about the main relationship theme or some aspect of it, 
for it should become the focus of the therapeutic effort. Coming 
to an understanding about the main relationship theme has 
been viewed as an intuitive process (e.g., Mann ~973), but there 
are some clear principles to help guide this intuition: 

Pn'nciple 1 .  Understanding the Symptoms in the Context of 
Relationships. 
The appearance of symptoms or evidence of pain and shifts 

in these in the course of a session should be a focus of the 
therapist's and patient's attention. The obvious rationale for 
this focus is that the patient comes for psychotherapy to get 
help for symptoms and for other problems that restrict or cause 
pain. The first listening task of the therapist and patient should 
be, therefore, to locate these symptoms and attendant suffering 
and to understand how they come about. 

Since the word "symptom" was used as one of the nodal 
events around which the attention of the therapist should be 
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focused, it is necessary to deftne it. "Symptom" is defined here 
in a broad sense (as in Freud 1926) as a dysfunction of a usually 
intact function or capacity. For example, a momentary forget- 
ting is a dysfunction of memory in the sense that we usually 
can remember the thoughts that we have iust intended to say. 
Such symptoms and their related affects, most often anxiety 
and depression, as well as shifts in these, tend to appear in most 
sessions, 

Both clinical experience and clinical-quantitative research 
with the "symptom-context" method support this recommen- 
dation to fmocus understanding around symptoms and related 
affects. That method has been applied to recurrent symptoms 
which appear during psychotherapy sessions, such as momen- 
tary forgetting (Luborsky I 967, 1 970; Luborsky, Sackeim, and 
Christoph 1 ~ 7 9 ) ~  cluster headaches and stomach pains (Lu- 
borsky and Auerbach 1969); petit mal attacks (Luborsky, 
Docherty, Todd, Knapp, Mirsky, and Gottschalk 1975). and 
precipitous depressions (Luborsky, Singer, Hartke, Grits-Chris- 
toph, and Cohen 1984). Two examples follow, each from a 
different patient. 

EmMPLE: X\Jrs, N. 
The therapist recognized by his comment a repeated associa- 

tion between the patient's showing a strong affect of sadness 
with having her attractiveness noticed. In this session and 
many others, it was established that the sadness appeared be- 
cause she was rerninkd at such times of her never having 
gotten such recognition from her father whom she both loved 
and resented. The resentment came from her tremendous fear 
that she would be forever closed off from that kind of apprecia- 
tion and intimacy with a man because having a man would 
mean what it meant to her mother: having to endure hiding 
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her strength and knowledge to please the man. Her mother, in 
contrast to her father, was consistently warm and supportive to 
her. These relationship problems were central in maintaining 
her main symptom: an inability to tolerate a relationship with 
a suitable man as a long-term partner. 

T: Each time I notice and comment that you are looking 
attractive or that you're doing well in your work you get 
tearful and cry. 

P: (crying) I feel I'm not attractive. I feel I will be reiected. 
Father could never stand it. f won a ribbon in a race and 
he only could say the competition was not too great. 
Dad did the same restricting with Mother. She even had 
to limit her vocabulary for him. 

T: I see, so you feel you have some well established old 
reasons for feeling that way with me. 

EXAMPLE: Mrs. L. 
For the first lo minutes she spoke with enthusiasm about her 

involvement in many different activities, such as being in- 
volved in a research study. Her mood began to shift and she 
became less excited. Her speech began to slow: 

T: What's happening? 
P: I began to be depressed when I sensed you were losing 

interest and I was, therefore, isolated and could do noth- 
ing about it. 

T: At iirst you had felt I was interested. 
P: Yes, but then you began to lose interest. That's what 

people tend to do. Like when I told the class about the 
research of a wman who txeated diabetes. Naw a man 
has come along as though he were the first to make a 
contribution and has shown the same eRect with ani- 
mals. 
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T: So you caught your whole sequence beginning with a 
good feeling and then noting that when you saw me as 
being less interested, you began to feel depressed and 
alone* 

P: Yes, I began to feel like a cloud was on my brain. I think 
of it physically. I've discovered that the way to pull out 
of it is  to become active-and that does work. 

She began to talk, to tell avidly again about the history of the 
cure of diabetes, 

In the above example, the therapist commented on the pa- 
tient's shift from spontaneity and enthusiasm to boredom and 
depression-which was one of the main initial symptoms. The 
shift gradually became understood in terms of the central rela- 
tionship problem. She had become afraid of showing the spon- 
taneity to the therapist. She was also afraid of showing it to her 
boyfriend, and earlier she had been afraid of showing it to her 
parents. It was the central frustration she experienced during 
her growing up. She felt that what she wanted was unimpor- 
tant as compared with pleasing them by being quiet and not 
expressing what she wanted. If she persisted, she felt she would 
hurt them, especially her father, whom she saw as fragile and 
depressed, and then she (the patient) would become guilty. 

Principle 2. Aftending to Shifts in the "States of Mind': 
Small shifts in the patient's condition within sessions may 

reflect shifts in larger constellations. These larger ones are 
worthy of being called states of mind, as they are termed in a 
system of "configurational analysis" by Horowitz (1979) or as 
"intra-individual trait factors" (Luborsky 195 3). It is worth 
identihing these larger shifts for they give broader meaning to 
the many smaller shifts which compose them. Moreover, the 
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contexts for these larger shifts in state often reveal the triggers 
for the shift, as in this example: 

EUMPLE: hhs. L, 
When the patient reported a small shift into what she called 

"cloudiness," it was part of a larger state including not only 
cloudiness but greater depression, poorer memory functioning, 
lack of competitiveness, low mood, and greater distance from 
the therapist. The therapist also noted at the time of the shift 
the concomitant cloudiness beginning with the patient's hav- 
ing stopped pressing her view that the therapist's curtains 
should be changed. This led the therapist to the inference that 
the meaning of having stopped pressing her view of what she 
wanted w s  instrlxrnenbl in the shift in state. W e n  the thera- 
pist interpreted that, as noted in the example earlier, the pa- 
tient's sntood became better. 

Principle 3 a. Formulating the Core Conflic~ual Relationship 
Theme (CCR T )  by Clinical Methods. 
Psychoanalytically oriented psychotherapists recurrently 

need to farmubte and reformulate the main transference rela- 
tionship theme and within that, to locate the main relationship 
problems. Such formulations are an especially pressing need in 
focal psychotherapies where an aspect of the relationship 
theme is selected as the focus of the therapeutic work. The 
guidelines for discerning these relationship themes are unusu- 
ally explicit in this manual. They were developed in response 
to the hequent question of clinicians, even experienced ones: 
"How do the most expert clinicians do this and how well do 
they agree?" Because of the importance of this principle, three 
examples are presented below. The first two are examples of 
fairly typical clinical formulations of the main relationship 
problems related to the main symptoms (Mrs. M. and Mr. Q.). 
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The third is an example of a clinical formulation aided by the 
CCRT method (Mr. B. N.). 

EXAMPLE: Mrs. M. 
T h i s  patient's main symptoms were anxiety and absence of 

sexual feeling. She experienced the anxiety as being based on 
her absence of sexual feeling. This example is presented be- 
cause it is one where anxiety was recurrently reported and 
could be identified in the relationship contexts in which it 
occurred. A few of these condensed contexts excerpted from 
a selection of sessions are given below. In reviewing them, 
attend to the hypotheses that will occur to you about the 
context in which the anxiety occurs: 

P: When I was growing up, about the ages of 15 to 18, I 
was going with a boy whom my parents, especially 
mother, objected to. I thought there was nothing wrong 
with him. I don't know why mother objected to him. 
She never said. 1 kept on going with him. He is the first 
one I went on to a sexual relationship with. Mother and 
1 had arguments and I said I have a right to go with 
whom I wish. She crumbled. "I could never do that to 
my mother," she said. I was UPSET and I had some 
guilt over that. I don't know whether I should have 
guilt. 

P: We [husband and the patient] did make love after play- 
ing around. During the playing around I felt okay, but 
then in making love I felt I couldn't, I couldn't say, I 
couldn't tap him on the shoulder and say, "Stop." I get 
very ANXIOUS and uncomfortable. 

P: I remember now suddenly my first boyfriend. That was 
around age 13. We really liked each other. I used to 
think about touching him but I wouldn't. The relation- 
ship was just playful, so it was okay. But I wouldn't even 
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hold hands. I wanted to very much, but I couldn't. He'd 
say, "You have to," which made me ANXIOUS. 

P: I had a good weekend. Spent a lot of time with [hus- 
band]. Ever since last week when he said, "You know, 
we could spend a lot of time with each other without 
having to have sex," it's been easier. We  had no sex. I 
felt better that that was ohy, and w s  NOT UPSET 
anymore, 

P: I'm feeling better now about myself (gets ANXIOUS 
and tearful) but he [husband] is deprived. 

The relationship theme which is most evident in these episodes 
can be formulated as a wish and the consequences of the wishes. 
The wish is: "I want to feel free and spontaneous," for example, 
"playing around"; the consequences are: If "I go ahead, espe- 
cially with sex, I lose control to the other person since it becomes 
a must to go ahead. It then upsets and depresses me if I do, and I 
don't enioy it. So I decide I will avoid any such wishes or 
activities where I might lose the feeling of being free, spontane- 
ous, and retaining control. But when 1 keep control, then the 
other person is hurt and that upsets me." 

In this theme, therefore, anxiety comes at two junctures: (X )  
if she loses spontaneity or a sense of control and the other 
person is seen as having it, with her having to comply, or (2) 

if she retains control in the face of what the other person 
wants, she sees the other person as "crumbling" or "deprived" 
and not having control. 

EXAMPLE: MT. Q. 
Relationship themes are pervasive in psychotherapy sessions. 

Tney are especially clear within the immediate context of a 
symptom's appearance, as we have seen under principle 1 .  

Three brief consecutive examples are presented here for Mr. 
Q., a 23 year old veterinary student whose main compkint was 
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depression. The beauty of having a sequence of examples from 
a single patient, each centered around a shift in depressive 
mood, is the heightened clarity with which the relationship 
theme emerges when the clinician attends to the redundancy 
in the examples. After each example some inferences will be 
drawn about the relationship theme; at the end, a clinical 
formulation of the main relationship coneict is given based on 
all three examples together. 

EUMPLE: l a  
In this excerpt, after talking about his girl friend and telling a 
dream he had had about her the night before, the patient said, 
"That just made me a little tight, I don't know why (voice 
drops). " 

(The expression a little tight means that the patient was 
anxious; voice drops suggests, as the transcript goes on to 
confirm, that the patient was becoming depressed. In the rest 
of the excerpt it is clear that the therapist was attending to the 
shift in the symptom or, more exactly, to slight changes in 
affect, for he inquired of the patient what had started to make 
him "tight." The patient reported the depressing thought: 
". . . a guy like me could be with her but, you know, . . . I'm 
not strong enough." The patient was competitively comparing 
himself with another "guy" and coming off short. That theme, 
which might be part of the patient's relationship problems, is 
manifest in what the patient was talking about just before the 
shift into depression occurred. 

The larger segment of example l a  follows containing the 
shift in mood along with loo patient word segments before and 
loo patient word segments after the shift: 

P: . . . I can see that there's a g--a great deal of truth in 
that and that uh you know me-I mean you know she'll 
either have to marry someone who's (i.e., weak) 
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spend her life with someone who's unbelievably strong 
and self-confident and, you know, like sh- or someone 
exactly like her so that they never really do have any 
encounters aside from very active and superficial ones 
and they never do get to know each other. Or else 
someone [loo words] like me but a million times more 
than me. I mean someone who is kind and good to her 
but just tr-tr-tremendously strong. And not- By strong 
I mean self-self-confident. But she- she- W 1 mean- but 
I dreamt about her. You knovv it wasn't- it wasnl any 
special kind [so words] of dream, I mean, it was just uh 
you know, I mean it was- I don't remember what it was 
but it wasn't anything remarkable and there was no sex 
involved in it and there vvas no- I don't know, W were 
just talking or something or something like that. SHIm 
POINT So that-that just made me a little tight I don 't 
know why. (voice drops) END SHIFT POINT 
What made you tight? Just now? 
Talking about her. Yeah. 
Can you catch what was starting to make you tight? 
No I don't remember. 
Was it what you said or what you thought? 
Just the thought of her I guess. Oh  I know what it was, 
you know, I've got it. 
Uh-huh. 
It was that I said well a guy like me could be with her 
but you know a million times stronger. Eh you know as 
[50 wards], if it's me then I'm not strong enough. 
mat's what b thered me. 
Yes. 
You know. Sort of. I-! mean so 1 mean I know y-you 
know that that's what she is and th-that's it you know 
unless some unfor-uh tragedy happens to her th-you 
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know for some reason she weakens then [loo words] 
then but you know again see I- that's why I feel bad 
cause it's means I-she's stronger than me, or brighter 
than me. I mean she is brighter than me, I guess, but 
hmph y- well this that's what's bothering me, see. I'm 
comparing again. She's rough. Okay . . . 

EXAMPLE ~b 
P: . . . this girl that works in the library, the divorcbe. I 

mean we're just going to lunch. We're going out. And, 
uh, you know, that-that's bad cause, I mean, you know, 
she's a sexually experienced woman and, uh, you know, 
I imagine she enjoys it, you know, and what am I gonna 
do, you know, what, what if she loves me. I mean, cause 
I think she does. I mean, you know, she thinks- she 
thinks I'm nice, y-you know. So I don't know (pause) 
sort of a problem (yawn). But (exhale) (pause). 
SHIm fOXPJT Naw what, huh? X don? know what to- 
do or (voice fades) 

T: At that moment it feels like there's not gonna be any- 
thing else that'll come through your mind that, that you 
- 

P: Well it sort of- 
T: -were gonna say- 
P: -makes me feel bad. 
T: M a t :  does"?" 
P: When I don't have anything to say, nothing now. I 

don't know why. You know this guy B.? (voice bright- 
n depression? . . . (low voice) (long pause). So 

now what? I don't-I don't have anything to say. (clears 
throat) (pause) 

T: There must be some thought there about your not haw- 
ing anything to say that makes you feel bad. 
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P: Well it does make you feel-- 
T: There must be some thought there that ea.plains your 

feeling bad now, here with me. 
P: I can't figure out what it is. If-if it's just, uh, well I can 

talk about it we'll say and if it's that I-can't-talk sort of 
thing, 1-1 have nothing to say therefore I'm bad, you 
know, I don't- 

T: Yeah 
P: -I don't think so though. 'Cause it's sort of it's a 

feeling of helplessness, of uh futility that well I won't get 
anything here either sort of, you know, cause well we're 
not doing anything but sitting, sitting on my ass 'n you 
know, sitting 'n that- that's all I can expect out of 
anything 'n that's why, 'n that's why, that's where the 
bad feeling comes from, I guess (yawn) (very low) you 
know, that's all. 

T: Yah.  
P: X don't know what eke. 

In the last example the patient stops near a small shift in affect 
and says, "I don't know what to do," and begins to get de- 
pressed. The therapist inquires and finds that the patient is 
blaming himself because he has nothing to say. The patient is 
angry at himself for not performing. He is not talking, feels 
inadequate because he is not talking, and then gets depressed 
because it means to him that he is inadequate. He is probably 
also feeling inadequate to deal with the "divorcke." The pa- 
tient is close to the idea also of talking about a related problem 
in the relationship with the therapist. The patient tried to 
bridge the distance with the therapist by asking whether the 
therapist knew a man he knew, "this guy B." The problem is 
that the patient feels he will not get any recognition from the 
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therapist. The patient has decided that the therapist did not 
pass his relationship test, for he says, "we're not doing anything 
but sitting." The therapist should then have explored more 
explicitly the patient's feelings about the relationship. Not only 
is the patient feeling inadequate but it is also likely that he is 
feeling the therapist is not doing anything to make him feel 
more adequate, and, therefore, the patient decides the thera- 
pist, too, is inadequate. 

EmMPLE: l e  
This example shows the same sequence of listening, followed 
by understanding the context of the shift in the symptom: 

P: Well, I don't know. I probably just felt bad about it. I 
didn't want to fight with him (i.e., father). 

T: That's exactly what you did. You felt that you had to 
feel bad everytime you thought of sticking him on his 
ass. 

P: Yeah, but: f never did. 
T: You never did but you often wanted to. 
P: Heh, no, I don't-think I ever did wa- think of-. Y'k- 

now, I don't-I mean- there was never anything to fight 
about. Well there was thing--reasons to figh 
guess I am S-. I hate 'im now sometimes but (sigh), I 
mean, he never did a damn thing. He was useless. He 
made money. I mean, all right, I will consider him 
within the- his historical milieu and, and, blah-blah- 
blah and Depressions and not having anything to eat 
and all that shit- But 1-1-1 don" know, SMFT 
POINT This- this just confuses me. This isn't doing me 
too much good. 

T: Why not? 
P: I don't know, 'cause I don't feel good now again. 
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T: Well what was- what did you say that made you not feel 
good right then! 

P: 'Cause I just got all back and depressed again when I 
wasn't, I was out lo percent then. 

T: That's right, you were. Then catch what made you feel 
all depressed again. 

P: Something about my father, I guess. 
T: Yes, 
P: I don't know. I was fighting him or something. 
T: Yes. 
P: That I hated him, 
T: Yes. Yes. 
P: W h y  I had to feel guilty about- 
T: Yes. 
P: -hating him? 
T: Yes. 
P: Well, I guess you do. You have to love your father, and 

all that shit. 
T: Right. Yeah. And so if you hate him and you feel like 

fighting him and setting him on his ass, then you have 
to feel depressed about the whole damn thing. 

P: And it's therefore I feel that way with all males. 
T: Including this male talking with you. 
P: Yes. 
The patient was depressed in this session but had gradually 

begun to come out of it until the painful point in this example 
marked shift point when the patient got depressed again. The 
therapist noted the shift in symptom and then attended to the 
context for this shift. W a i  was revealed was that before the 
shift the patient had been angry at his father because his father 
could not be admired for what he was and did. Apparently just 
before the shift the patient began to feel guilty about his anger 
with his father. 
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As just demonstrated, the relationship theme emerges with 
increased clarity after additional examples are inspected, as we 
can see through reviewing the three examples. They all con- 
cern the patient comparing himself with another person, usu- 
ally a man. Then he usually feels inadequate or decides that the 
other person is inadequate. In example ia, the shift in depres- 
sive m o d  came after the thought "I'm not strong enough" to 
compete with the guy for the girl. In example ib, the shift 
came when he was comparing himself with a woman who was 
more sexually experienced than he was and he could not defend 
himself against feeling inadequate. Then he became silent and 
began to feel inadequate in relation to the therapist because of 
the silence which implied to the patient that he had nothing 
to say. In example ic, the shift came when he wanted to put 
his father down because of the father's inadequacy. Then he 
blamed himself for his hostility to the father and got depressed. 
The essence of the main relationship theme can be stated in 
the form used in the core theme formulation. In these three 
examples for Mr. Q., and in other examples from the same 
patient, the relationship theme as expressed in paraphrased 
form in the first person is: Wish: "I want to feel I am adequate 
in comparison with another person, usually a man." Conse- 
quences: "I feel painfully convinced of being inadequate. 
Sometimes I become self-blaming for wanting to put down 
someone else like father and then I become depressed." In 
essence, this formulation combines the main symptom with 
the main relationship context in which it occurs. 

Pn'nciple 3b. Formulating the Relationship Theme by the 
CCR [7" Method. 
The focus of the clinician's attention in formulating the 

relationship themes is not restricted only to understanding the 
context of symptoms and their associated pain; it is often based 



on finding the pattern of the patient's relationships with oth- 
ers. A version of this approach will be illustrated by the CCRT 
method applied to a psychotherapy session (see the example in 
appendix 4 and for more detail, Luborsky 1977; and Levine and 
Luborsky 198 1). 

This method is unique in its power to expose the principles 
of clinical iudgmen t underlying formulation of a relationship 
theme, since it provides a more objective and quantitative 
system for doing what the clinician does ordinarily. For the 
researcher it is the first relatively rigorous method for deriving 
relationship theme formulations from psychotherapy as well as 
determining the amount of agreement achieved by different 
clinicians. 

Several somewhat similar methods are being developed. 
Configurational analysis (Horowitz 1979) is a system which 
incorporates the CCRT and describes changes in psychother- 
apy. Another near relative of the CCRT method is a coding 
scheme for evaluating the patient's experience of the relation- 
ship with the therapist (Gill and HoEman 19828). The scoring 
scheme catches both direct and indirect references ta the rela- 
tionship; this division roughly corresponds to whether the con- 
nections are made explicit by the patient or the analyst or 
whether they are inferred by the judge. Yet another system is 
an even nearer relative. It is used to formulate the patient's 
4 6  unconscious plan," based upon clincal evaluation of the first 
sessions of psychotherapy by a group of clinicians (Weiss and 
Sampson 1984). Some research studies have been confined to 
estimating the amount of transference (Luborsky, Graff, Pul- 
ver, and Curtis 1 9 7 3 )  rather than, as in the CCRT method, 
on identifying the type of relationship theme. 

The CCRT method is based on three main refinements of 
the clinical method for formulating the central relationship 
theme: 
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1. The unit for inspection and scoring can be limited to the 
"relationship episodes" within sessions instead of the complete 
sessions. Relationship episodes are the narratives about their 
interactions with other people that patients tell in the course 
of their sessions. Use of such episodes simplifies the task of 
identifying the CCRT. 

2 .  The CCRT is expressed in a standard form as a sentence 
containing hvo main components (figure 7.1): a statement of 
the patient's wish, need, or intentions; for example, "I wish 
something from (a person)" and a statement of the conse- 
quences of trying to get one's wish from that person; for exam- 
ple, "but I get upset" (a consequence from the self) or "but 
I will be rejected" (a consequence from the "person"). The 

&-be rmons  iararn Object 

8. 

Negetive m n m  frwn Self 

Figure 7. L Famat for .the Core: Confiicbtzlal Relationship meme Fomula- 
l-ion. (Types of conzponenh are Ii'sl.ed in order with the most freguent Frst). 
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CCRT can be thought of in Freud's terms as the patient's 
perception of certain types of danger situations evoked in rela- 
tion to people (Freud [1926]1959). These danger situations 
typically involve expected or remembered helplessness and, 
therefore, are often associated with anxiety. 

3. The task of the clinical judge in doing the formulation is 
markedly simplified by finding the components that are most 
prevalent. After reading and rereading the relationship epi- 
sodes, the clinical iudge will be able to pick out the theme 
which is expressed most frequently throughout the relationship 
episodes. 

An example of the application of the method to the patient, 
Mr. B. N., is presented in appendix 4. After reading samples 
from the session, each reader can try the method, following the 
directions given in the appendix, including filling in the blank 
CCRT Scoresheet and then comparing results with the filled 
out CCRT Scoresheet Summary. 

Pn'nciple 4. Attending in Turn to Each Sphere of the Rela- 
tionship Triad. 
To achieve a rounded picture of the main theme, it is valu- 

able to attend to its appearance in three spheres: (X )  current 
relationship of the patient and therapist in the treatment; (2) 

current relationships outside of the treatment, with family, 
friends, co-workers, et al.; and (3) past relationships, especially 
with the parent figures. Two of the examples presented earlier 
illustrate the application of this triad-of-spheres principle. 
They show the way a therapist's attention can and should shift 
from one sphere to another (Menninger and Holzman 1973). 
It helps the patient arrive at an expanded view of his or her 
relationship problems when they are seen to appear in all the 
spheres. The patient can then more readily acknowledge the 
problem and see it as "my problem." 
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EXAMPLE: MS, N. 
The therapist first related a behavior which occurred outside 

of the treatment; for example, "You're trying to do well in your 
work," to behavior which occurred inside the treatment; for 
example, "You get tearful and cry when I refer to your attrac- 
tiveness." Then the patient further understood her getting 
upset after she spontaneously turned her attention to the third 
sphere, that is, her relationship with her father: "Father could 
never stand my being attractive." The content of these three 
spheres is a reffection of the main relationship theme: 
Wish: "I wish I could find a suitable man to provide me with 
the physical and emotional support I need," Consequence 
(response from self and from others): "but I shouldn't because 
I am independent and I can't because I will be rejected and 
the man will not be able to provide that kind of support." 

E ~ M P L E :  Mr. L. 
Again in this example a shifting of attention to each sphere 

in turn occurs. Tbe patient was speaking with enthusiasm 
about his current activities olltside of the treatment; for exam- 
ple, "I am enjoying taking pictures for the Yearbook." The 
therapist says when he observes a shift, "What's happening 
now?" which calls attention to the current shift in mood within 
the treatment session; a tuming away from enthusiasm and 
toward depression. Eventually the third sphere, his past rela- 
tionships with his parents, is brought into the focus of atten- 
tion; for example, "my parents would not listen to me." Again, 
as in the earlier example, each of the spheres partially reflects 
the main relationship theme: Wish: "I want to be able to 
achieve and be recognized for it"; Consequence: "but I 
shouldn't be and will not be, especially because it might hurt 
my brother or father." 

I t  is not necessary routinely to bring into focus all three 
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spheres in the same session, although doing this from time to 
time is useful. What we have called earlier the "redundancy of 
the theme" in the three spheres is the overlap; its content helps 
in deciding what is encompassed by the CCRT. The diagram 
in figure 7.2, the above two examples, and especially the three 
examples for Mr. Q., all illustrate this method. 

Of the three spheres, attention to the current relationship of 
the patient and therapist has the greatest potential for therapeu- 
tic impact because their interaction is played out in the "here 
and now" (Gill 1979). The therapist should attend closely to the 
patient-therapist relationship because the ffuctuations in that 
relationship provide the central arena for the activation and 
then the potential resolution of the patient's relationship prob- 
lems. In fact, it is a good guide for the therapist to remember 
that i f  the patient is unusually upset, and particularly if the onset 

CQNFLICTI'FUAL 
RELATIONSHIP 

RELATIQNSXIPS 

Figure 7.2 73ie Tgad of Relationship Spheeres with the Core Conflichral 
R ebtionshifi fieme at their lntersection, 
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of the distress relates to one of the sessions, its cause might be 
found in the current relationship, both in its transferred and real 
components. Taken together, the current relationship with the 
therapist, the current outside-of-treatment relationships, and 
the related early relationships are likely to be a reflection of the 
transference pattern or, as alternatively labeled here, the ex- 
perienced actualization in the current relationship of the 
CCRT (as shown in the last few examples). 

In addition to listening for the triad of relationship spheres, 
Holzman (1965) points out the value of concurrently using 
another set of frames. The therapist should listen for the con- 
tinuities in the themes of three time samples: (E) between 
different aspects of the present session; (2) bebeen aspects of 
the present session and the one immediately prior to it; and (3) 
between the first two and the longer series of sessions. 

Principle j;. Further Rwiwing Tends to Produce Further 
hderstanding. 
It is a well-known observation among clinicians that further 

review either with or without a supervisor produces further 
understanding. Reviewing can be done before, during, or after 
the sessions. As a practical device, consistent with Holzman's 
(1965) point, just before the patient is seen it is often helpful 
to refresh one's memory by reviewing the most recent session 
or series of sessions. The review can be done either with or 
without the aid of brief process notes which contain a few 
memorable parts of the sessions plus the essence of the session 
(as described in chapter 4). 

The essence of the session represents a more abstract level 
of meaning and is a good way to store the larger view of the 
process. Such staying in touch with what has happened be- 
tween patient and therapist in the immediate past can be 
valuable for the conduct of the psychotherapy. I t  can, of 
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course, be done even without consistent recourse to reviewed 
notes. As therapists have often noticed, even when at the 
beginning of a session the therapist did not recall where the 
patient had left off, once the patient was launched the recall 
would recur reliably. 

The value of such retrospective views, reviews, and overviews 
was the point of Rudolph Ekstein's tale (personal communica- 
tion 1951)  about a type of crow that was always seen flying 
backwards. On one occasion some neighboring birds asked 
these crows to explain their strange behavior. They crowed in 
reply, "We're just more interested in seeing where we've been 
than where we're going. And besides," one crow added as an 
afterthought, "we really get ahead better by knowing where 
we've just been." 

At the same time, having an agenda of some intentions based 
on the review of earlier sessions can sometimes be a hindrance, 
These intentions may have to be restrained so that they do not 
intrude on a properly fresh attitude toward listening to the 
session that is about to convene. I f  the new session is a proper 
forum for proceeding with the intentions, there is no problem 
about carrying out the agenda. If it is not, one had better stay 
with what is developing. 

Principle 6. Seeing the Symptoms as Problem-Solution or 
Cofiing Agempts. 
The symptoms can be understood as faulty and costly at- 

tempts at problem-solution, usually of relationship problems. 
Seeing the symptoms as problem-solution attempts and using 
language with the patient reflecting this view is useful to both 
therapist and patient. One of the virtues of formulating the 
CCRT in terms of wish and consequence sequences is that it 
leads the patient and therapist to think in terms of faulty 
problem solutions. After discerning the wish-consequence 
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theme and thinking of the consequence as a trial solution, 
listening further will then allow one to hear other alternative 
solutions. It is usually best for the patient to come up with 
these alternative solutions, and if they are not labeled clearly 
by the patient that way, the therapist should do it. Theoreti- 
cally, there are always many possible solutions; practically, it 
may be difficult to tell which type of solution is the one the 
patient can and will try. 

EmMPLE: Mf, C, E. 
The initial main symptoms were overeating, ovenveight, and 

compulsive masturbation. His core relationship theme was, 
Wish: "I want care"; Consequence: "I know I won't be given 
it, so why try." Moreover, he felt, "so why try to get over the 
symptoms. They are more reliable supports than direct at- 
tempts to get what I want." After the theme was reviewed with 
the patient, his subsequent thoughts contained several at- 
tempted solutions. The first was to force himself to stop the 
symptoms by an act of will. The patient rejected this one, 
saying that he was not able to do it that way. In fact, he 
resented doing it that way. The second was to stop wanting 
anything from anybody. Tne patient decided that he had tried 
from time to time and did not like it. The third solution was 
to start trying again to stop the symptoms with the attitude 
that he could combine doing his share of self-control with 
getting directly what he needed from others. f i a t  solution 
seemed to him to be a worbble one, 

Principle 7. Attending to the Patient's Perception of the 
Therapist b Behavior. 
All of the patient's responses to the therapist can hardly be 

based on erroneous perceptions resulting from seeing the thera- 
pist through the distorting lens of the patient's CCRT. The 
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therapist's characteristics and behavior are often seen clearly, 
although the patient might interpret them in terms of his or 
her CCRT. The relative contribution of the patient and thera- 
pist to the patient's perception varies from occasion to occa- 
sion, extending from those that are highly patient stimulated 
to those that are highly therapist stimulated. I t  can be valuable 
therapeutically for the therapist to recognize his or her stimulus 
value on each occasion. (This principle, therefore, also consti- 
tutes a response principle and belongs in the "response princi- 
ples" section.) 

EmMPltE: MS. X. 
(This is reany a therapist's in-house joke serving to illustrate 

a point.) 
A woman patient phoned her therapist very early one morn- 

ing. She was very upset and said she had to see him immedi- 
ately, even though she knew it was earlier than their usual 
appointment time. He gave her an early appointment in which 
this exchange took place: 
P: I had this very upsetting dream, so I had to see you 

immediately. I grabbed a Coke, put on my coat, and 
here I am. The dream was this: A figure appeared to me 
in the dream. It was very scary. I looked at the face. It 
was the face of my mother. Then, I looked at the back 
of it, and the face on the back of it was your face. I have 
to know the meaning of that dream! 

T: (pause) You had a Coke for breakfast! Do you call that 
a breakfast !! 

This example, of course, is apocryphal. It exemplifies 
a highly therapist-stimulated patient response. We are 
not told whether the therapist was able to recognize his 
stimulus value. Presumably, he was unable to do so. 
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This next example illustrates the helpfulness of distinguish- 
ing the patient's perception of the therapist's behavior from 
the patient's interpretation of that behavior, usually in terms 
of the patient's readiness to see things in terms of the CCRT. 
The usefulness of identifying and recognizing the therapist's 
role in the patient's response is emphasized by Gill and Hog- 
man (1982). They describe a coding method whose focus is on 
"an important first step in the analysis of transference: the 
identification and exploration of the preconscious points of 
attachment of transference ideas in the here-and-now. Related 
to the scheme i s  the view that there is a generally plausible basis 
in the here-and-now for the patient's ideas a b u t  the therapist" 
(p. 166). 

E X ~ P L E :  Mrs* L. 
Mrs. L. wanted the therapist to change the curtains in his 

room. The curtains "depressed" her by their "lack of change." 
The patient had mentioned in earlier sessions that she wished 
the therapist would change them, but they did not change. 
The patient saw this "nonrespnsiveness" by the therapist, as 
a sign that the therapist was not interested in paying attention 
to her wishes. Furthermore, she also interpreted the therapist's 
behavior as based on disapproval of the patient's assertiveness 
and competitiveness. After saying all this, the patient lapsed 
back into a cloudy state, not knowing why she was in treatment 
and what she wanted out of it. mereafter in the session, the 
therapist recognized the obvious fact that the curtains had 
remained the same, but that the patient had interpreted the 
sameness as reflecting the same kind of discouragement of 
initiative and assertiveness that she had experienced from her 
parents. The patient's mood became better and she became 
mare active and involved. 
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Princ+Les of Inference Making 

Now that specific principles for understanding patients' main 
communications have been discussed, it is of interest and value 
to stand back and abstract the basic principles which operate 
to assist the clinician in making inferences. The  three most 
reliable, and those most used in the examples presented are: 

PRINCIPLE l .  AmENDINC TQ REDUNDANCY 

Tnis is the most used and most useful principle. When more 
than one instance, for example a symptom context, is available 
from the same patient, the principle of redundancy across 
contexts can contribute to understanding. Inspecting the con- 
texts in sequence allows recognition of significant redundancies 
in the components of relationship themes. In the first example 
of a mood shift context of Mr. Q., the patient is talking with 
a man a b u t  competition for a woman in which he feels tre- 
mendously inadequate. In the next example of a m d  shift the 
patient is also feelhling inadequate in relation to his father and 
also devaluing his father. In applying the redundancy principle 
across examples, in both of these examples the theme involves 
comparison with or conflict with another man in which the 
patient feels inadequate and self-blaming. 

PRINCIPLE 2. AmENDINC TO TEMPO 

This is a commonly used principle for deriving understand- 
ing in many of the examples. I t  means that if two thoughts 
follow each other, they may have some causal connection. Also, 
the more often they follow each other, the more likely a causal 
connection exists. Temporal contiguity may be between suc- 
cessive thoughts or within or between each of the sequential 
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components in the typical symptom-context sequence: ( I )  pre- 
symptom, ( 2 )  symptom, (3) postsymptom. 

PRINCIPLE 3 .  ATTENDING TO SHIFTS IN STATE 

The workings of a psychological system tend to be more fully 
exposed to view during its shifts than during its stasis. This 
third principle is utilized in the examples of shifts of depressive 
mood (Luborsky et al. 1984) and in the method by Horowitz, 
Marmar, and Wilner (1979) and Horowitz (1979) for analyz- 
ing shifts in state during psychotherapy. Lastly, it is evident in 
a new field, "catastrophe theory" (Berlinski 1978), for aiding 
in exploring drastic state changes in psychological as well as 
physical systems. 
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Responding and 

Listening Again 

Responding 

After listening (phase 1) and achieving some understanding 
(phase 2), the therapist becomes better prepared to respond 
(phase 3) in terms of expressive aims. To guide this phase the 
therapist can follow certain principles, including listening 
again after a response (phase l'). Listening which is followed 
by understanding, typically yields much more than would be 
appropriate for any one response by the therapist. There are 
three questions to be considered by the therapist when select- 
ing and fashioning a response: what to say, how to say it, and 
when to say it. The first 7 of the 13 principles listed below deal 
with the first element. They are the most essential ones and 
they are all related to principie 1 .  Of these numbers 1, 2, and 
3 are to be relied on most and are therefore preceded by an 
asterisk, 
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PRINCIPLES OF RESPONDING 

*Pn'nciple I .  The Therapist $ Response Should Deal Effec- 
f;l'veZy With n Facet of the Main Relationship Problem and 
At Times Relate That to One of the Symptoms. 
This first principle takes up the first question: What should 

the therapist say! In essence the principle suggests that: 
(a) Each response should be about one strand of the main 

relationship pattern or the essence of the pattern. While en- 
gaged in each session, the process of listening and understand- 
ing, as experienced by the therapist, is like tracking a "red 
thread" across a field (to use Dr. Ellen Berman's analogy). The 
thread comes into view only from time to time. When it 
reappears it may be greeted with the surprise associated with 
the rediscovery of the familiar or with the satisfaction of a 
broadening of one's understanding. The red thread corre- 
sponds to the clinical formulation of the main problem. A more 
objective version of the relationship problem can be provided 
by the core confiictual relationship theme method (CCRT); 
the CCRT therefore constitutes an objective method of 
achieving a focus for the therapist's responses. 

(b) The  strand chosen for each response should be one that 
is close to awareness (Principle 8) and not too heavily defended 
against in the current session (Bibring 1954; Glover 1955). 

(c) Some of these responses should also be related to the 
main symptom or main pain, especially any that appear in the 
current session, 

EXAMPLE: 

This example is from the sequence of three examples of Mr. 
Q., presented earlier under Understanding (chapter 7): 

The therapist's response each time a shift in mood occurred 
was first to call attention to the fact that a shift had just taken 
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place. What the patient said thereafter gave the patient and 
therapist an opportunity to listen for the ideas associated with 
the shift in mood. (a) In the first example the patient's 
thoughts were about being inadequate as compared with an- 
other man in his ability to get the woman he wanted. For this 
patient, it is clearly a facet of the patient's main relationship 
theme which is relatively accessible to the patient's awareness 
at this point. (b) In the second example the initial response of 
the therapist was again to make a comment pointing to the fact 
that the patient had just gone through a change in mood. At 
this point the patient began to think about it and realized that 
the consictual relationship issue is, "I have nothing to say, and 
therefore I'm bad", that is, inadequate. The therapist re- 
sponded by asking far the thought which connected having 
nothing to say with the self-blame, "I'm bad." (c) In the third 
example again the therapist pointed out a shift in mood; again 
the patient explored the thoughts associated with the shift in 
mood. The therapist responded by asking further about the 
connection and the patient came to realize that he was talking 
about being angry at his father for his father's inadequacy and 
then felt bad for being angry. That thought sequence had led 
to the return of his symptom of depression. 

This series of three incidents also illustrates that after the 
main relationship theme was formulated, and the therapist 
responded by noting the change in the patient's symptom in 
the session, the larger frame of associated themes began to 
emerge. One of these is shown in the second example: When 
he is speaking of his own inadequacies, he attributes them to 
his not speaking. Then he comes to the thought, "We're both 
not doing anything," implying that the therapist is also inade- 
quate. This idea appears even more clearly in the third example 
where again, but more directly, the other is seen as inadequate, 
in this case his father. The new strand then, which adds to our 
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understanding of his sense of inadequacy, is that his own inade- 
quacy is attributed both to his father's and the therapist's 
inadequacy. These people are thought to be responsible for not 
getting him what he needs so that he could feel more adequate. 

With the supportive-expressive (SE) therapeutic system 
which utilizes attending to the appearance of symptoms and 
related pain, how should the therapist deal with a session in 
which these are not evident? One answer is that the response 
principle is not essentially different. The therapist can deal 
with the content of the session by relating it to previously 
reported symptoms and pain; another is that there is na need 
always to relate the relationship problems to the symptom. 

The patient spoke about the extreme work load under which 
he was working but now, in contrast to what had always been 
true before, he did not find it a source of anxiety; he was 
handling the load quite well. Most of what he said in the session 
referred to the kinds of problems which he had presented in 
previous sessions when he was not handling the load well. 

In this session, the therapist and patient followed the course 
of noting the improvement and contrasting it with the kinds 
of relationships with parents and wife which formerly had 
charged the context for handling work pressures in ways that 
had vastly increased the sense of external pressure. 

*Pn'nciple 2. The Therapist Should Recurrently Recognize 
the Core Relarionship Theme Since It Facilitates the Work- 
ing Through. 
After hearing principle 1 of Responding, a therapist in train- 

ing asked, "What is left to say to the patient after the core 
conflictual relationship theme is once interpreted?" A therapist 
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came to Freud ([l9 141 1958) with the same question; Freud 
replied by explaining the necessity for working through the 
central relationship problems in the transference. The working 
through is identified by Freud ([l9141 1958) in "Remember- 
ing, Repeating and Working through'' as a process which 
facilitates the patient's change in the course of therapy by 
offering opportunities to reexperience the relationship prob 
lems as they appear in the three spheres, and particularly in the 
one with the therapist, that is, in the transference. 

This reexperiencing and working through provides a variety 
of gains to the patient; they constitute what is learned in 
psychotherapy: 

a. An increase in ability to identify the cues to recognition 
of the central relationship problems. These cues for 
identification are necessary since the relationship prob- 
lems typically reappear in many seemingly different con- 
texts. 

b. An increase in ability to distinguish what the patient 
brings to relationship problems vs. what other people 
and other events bring to them. 

c. A greater recognition of the power of the core relation- 
ship problem. As one patient put it, a crucial part of 
mastering the core relationship problem is "to recognize 
its slippery power to reappear." 

d. An improvement in recognition of how the core rela- 
tionship problem relates to other relationship problems. 

e. An increase in insight into how the relationship prob- 
lems might have originated. In the example on Mr. Q. 
in chapter 7, the relationship problem may have gotten 
started because of the patient's view of the father's in- 
adequacy and the patient's identification with his father. 
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f. A greater understanding of how the relationship prob- 
lems serve a function that perpetuates the problems so 
that the person derives a "secondary gain" from them. 
After having reexperienced the relationship problems 
many times it becomes natural to explore in what ways 
their continuance serves a purpose. 

g. A greater range of problem solutions is acquired for 
dealing with the relationship problems. It should not be 
a surprise that even after long periods of working 
through, the relationship problems remain recognizable, 
since they tend to be deeply embedded in the patient's 
behavior. Fortunately, in addition, the patient generally 
acquires increased mastery of them, especially in terms 
of altered consequences to the wishes, such as iessening 
of self-injurious behavior. 

EXAMPLE: Mrs. M .  
Mrs. Mm's core relationship theme was: "I want to be free 

in relationships but if I get involved, especially sexuaily in- 
volved, I lose control." For that patient, as her treatment 
continued, the theme remained prominent but it became bet- 
ter delineated. Further meanings of it gradually appeared, in- 
cluding its functions, one of which was to keep the patient tied 
to her mother who was mainly responsible for initiating the 
sexual and related relationship problems. In the course of the 
treatment she worked out some ways of combining being in- 
volved sexuaUy with preserving a greater feeling of control. 

*Pn'ncifile 3. The Therapist Should Recognke the Patient's 
Need to Test the Relationship in Ttansference Terns. 
Not only does a revival of the transferred relationship prob- 

lems occur in the relationship with the therapist but the revival 
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also serves the patient's need to test the relationship with the 
therapist. Weiss (1971), Sampson (1976), and Silbershatz 
(1977) find that patients follow an "unconscious plan" which 
plays a part in the patient's decisions on ways of proceeding in 
treatment and even on when the patient can safely bring out 
issues in the relationship to test the therapist's response. Dur- 
ing and after these tests the therapist can play a helpful role 
by remaining neutral, by not behaving in ways which are ex- 
pected of the patient's traumatizing early "objects," and by 
helping the patient to recognize that these are transference 
tests. 

EXAMPLE: Mr. Q. 
In these excerpts from two sessions the therapist responds by 

pointing out that the patient is testing the relationship with 
the therapist. It happens also that the test is in terms of the 
general relationship theme which is at the heart of the transfer- 
ence problem. 

P: I heard the details of the good job you did in handling 
the staff problem in your department. I must tell you. 

T: You want to see whether in our relationship you, and 
I as well, can tolerate your saying to me that 1 am 
adequate. 

(Next session) 
P: I thought over what 1 heard about the job you did with 

the staff problem in your department. I don't see it was 
much of a contribution. It really was iust common 
sense, 

T: You want to see whether you, and I as well, can tolerate 
your wish to put me down and to try to make me feel 
inadequate. 
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Pn'nciple 4. The Therapist Should Recongize That Both 
Therapist and Patient Find It Especially Hard to Deal With 
the Patient's Experience of the Relationship With the Thera- 
pist. 
Of the three spheres of the core conflictual relationship 

theme (CCRT) method, the hardest one for both the patient 
and therapist to deal with openly is the relationship with the 
therapist; consequently it is the one most often skirted. Freud 
(xg12a) considers one obvious basis for this on the patient's 
part: "For it is evident that it becomes particularly hard to 
admit to any proscribed wishful impulse that has to be revealed 
in front of the very person to whom the impulse relates" (p. 

104) 
This neglect is especially unfortunate since the patient-ther- 

apist relationship is potentially the most profitable arena be- 
cause it is where the "tests" of the relationship are carried out 
and need to be observed. When the tests are passed and under- 
stood, special power is conferred upon the patient through his 
or her having "confronted the lion" by learning about the 
central relationship problems by direct and immediate observa- 
tion in the here and now. Much of this arena's power for 
inducing learning is conveyed by the presence of both patient 
and therapist as participants and witnesses of the unfolding of 
the patient's relationships in thought, feeling, and action. 

When psychotherapy sessions are reviewed by the therapist 
or reviewed in supervision, the evidence becomes obvious that 
there is special difficulty in responding therapeutically in this 
sphere. It is not that the supervisor or others who are engaged in 
the review have a higher therapeutic intelligence than the 
therapist (although one of Morris Parloff's famous quips appears 
to apply: "the role of consultant confers an automatic advantage 
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of 25 1.Q. points over the consultee"), but rather that the 
"consultants" gain the advantage of a reviewer's position in the 
freedom to be a Monday morning quarterback and conduct 
their review in an atmosphere less encumbered by the emotional 
enmeshment of the patient and therapist with each other. 

Some more precise forms of evidence testify to the relatively 
greater difficulty of responding in this sphere as compared with 
the other spheres: (a) The match of messages test (chapter 8) 
and the rating scales for the therapist's responses show this 
(appendix 5 ) .  For example, it is shown in the ratings on such 
scales as "the degree to which the therapist's response passes the 
patient's test of the relationship with the therapist", or "the 
degree to which the therapist's response is directed to the most 
emotion-laden or pressing part of the patient's transference 
issue in the session.'' (b) The  research of Gill and Hogman 
(1982a) provides a way of estimating the quality of the thera- 
pist's response to the patient's experience of the relationship. (c) 
The Weiss and Sampson (1984) research focuses around the 
degree to which the therapist passes the patient's tests. 

Two kinds of therapist problems in dealing with this sphere 
were identified on the basis of discussions with therapists dur- 
ing supervision, after presentation of the account of the ses- 
sions: (a) the therapist had not been aware during the session 
of the evidences of the transference, or (b) the therapist was 
aware of the evidences but neglected to deal with them. A 
frequently effective correction for the first is for the therapist 
to have more practice in CCRT formulation and, during the 
sessions, to try varying his or her attention to permit some 
mental review periods as a preliminary to possible responses. 

Typical explanations by the therapist for the second type of 
problem are, "I didn't know at the time how to respond to 
them," or "I was afraid it would upset the patient so I didn't 
bring it up." Further discussion with the therapist provides 
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greater understanding of the therapist's dilemma and reasons 
for not responding. In making a bridge to the patient's aware- 
ness it helps to have material from what the patient says or does 
which is close to the patient's awareness of its relevance to the 
relationship with the therapist. Often the discussion with the 
therapist in the supervision will suggest types of responses to 
the therapist that he or she can now use. At times, role-playing 
of possible responses can help the therapist solve this problem. 

However, sometimes the therapist appears to be iustifred in 
holding back since the contemplated responses might have 
hurt the treatment relationship. The therapist might correctly 
estimate that the patient's experience of the relationship is not 
close enough to awareness for the therapist to be able to pre- 
sent a response that the patient could understand. 

E ~ M P L E :  Mr. D. 
Throughout the session, the patient spoke about several 

women, all of whom trampled on and overlooked his needs, 
and he felt caught and unable to take care of his needs. For 
example: 

P: I was trying to enjoy the day off of work and do what 
I wanted to do, but mother called me to deliver some 
papers to her downtown, to park the car and come 
looking for her at the place where she works. I can't say 
no. f want ta say no. 

T: You feel caught. 
P: Yes, even with (girl friend). She forgot something and 

wanted me to go all the way back to the house to get 
her lunchbox, and I should go. I just wanted the day for 
me. At work, I now choose to have a schedule but I run 
around listening to everybody but myself. The pressure 
is mounting. 

T: It sounds like nobody listens to your needs. 
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In the discussion, after the presentation of the session, the 
supervisor and the group members all noted that the therapist 
had responded in terms of the outside-of-treatment relation- 
ships but not about the relationship with the therapist, and 
that this had been true for the entire treatment. The therapist 
and the others who reviewed the session all agreed that the 
explicit experience of the relationship with the therapist was 
positive but the implicit one was filled with the obvious mate- 
rial that the therapist had not so far responded to. The thera- 
pist said she was afraid it would alter the positive relationship 
she had with the patient which had been so helpful in his 
considerable progress. The supervisor agreed that this was im- 
portant with the patient but that it would be helpful to begin 
the process of allowing the patient to talk about the nature of 
his relationship with the therapist; for example, to say: "With 
the women that you mentioned, your mother, girl friend and 
others, you feel your needs aren't taken into account and you 
have to go along with their wishes. Generally, here with me in 
this relationship, you feel free of that although you may feel 
that at times." Such a comment would be a first step in suggest- 
ing to the patient that the relationship with the therapist is 
something that he can talk about. 

EmMpLE: MS. e, 
In the first months of the treatment the patient recurrently 

described her situation while she was growing up; it seemed to 
her to be somehow involved in her adult relationships. She was 
made to do much of the hard housework in the rooming house 
her mother ran., At the same time her mother did not show her 
any signs of love or of recognition for her work. The men in the 
rooming house did show her love but that made her angry, 
depressed, and guilty. The relationship with the therapist was 
mostly parallel with the one with her mother and sometimes 
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with the one with the men. The therapist never referred to these 
parallels, even though there were many signs in the treatment of 
the patient feeling starved for affection and recognition from 
him and of her trying to say it directly but being unable to. The 
therapist explained in the supervision that he was afraid to 
discuss it with her directly because if he did it would make it 
even more obvious that he could not give her what she wished 
and it would have the effect of making her even more frustrated 
and depressed. Once the therapist expressed this explanation in 
the supervision it became more possible for him to quiet his fear 
by understanding that the patient could realize her partly trans- 
ferred relationship problems and instead could feel more recog- 
nized, accepted, and supported if he were able to make explicit 
the sources of her frustration with him. 

Principle 5. The Therapist Should Stny With the Main Rela- 
tionship Theme Because It Provides a Focus Which Furthers 
the Allionce and Sense of Progress. 
After the main relationship theme is first presented and with 

each new appearance in which it is recognized, it becomes 
clearer and clearer to both therapist and patient. The therapist 
may then say to the patient at an appropriate time, "We begin 
to see the problem in your relationships which you are trying 
ta solve. The issue 4s ." Such a formulation provides 
a renewed focus; it also increases the sense of progress by the 
"we now see" and the sense of alliance conveyed by the use of 
the word  re, 

EXAMPLE: Mr. H. 
The patient is aged 30, and his outstanding symptom is 

depression. This example illustrates the principle of staying 
with the theme. Early in treatment, the therapist summed up 
as follows: 
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T: I see. You are mostly bored and discouraged in your 
work and you're unable to develop the relationships 
with friends that you wish. So you feel really stuck in 
your life. 

The patient responded very affirmatively for he felt under- 
stood; he then began to explore his state of being stuck. After 
further listening to what the patient was saying, the therapist 
was able to add: 

T: I remember you told me that your father was the one 
who was always involved in doing interesting things and 
you were there on the sidelines, bored and discouraged, 
holding the flashlight for him while he did the interest- 
ing work. 

After a few sessions of similar exchanges around the meaning 
of the discomfort and pain of being stuck, a clearer and clearer 
view of the patient's main relationship theme gradually 
emerged and with it came more of a sense of progress and 
alliance. The wish, which was now more clearly stated was to 
get unstuck by deriving enjoyment from his work and a sense 
of pride from it. His typical "consequences" were that he felt 
on the sidelines and became bored and depressed and it was 
only when he realized that he was depressed that he inferred 
that what he had been doing was on the wrong road. He then 
began to try other newer "consequences," such as ways of 
realizing enjoyment in his work and ways of enjoying taking 

P~nciple 6. Achieving the Goals of Treatment Requires a 
Different Degree of Working Through and Attendant Insight 
for Each Patient. 
For some patients just a brief period of working through and 

related insight into relationship problems is sufficient. For 
other patients much more of this work is required to achieve 
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the necessary change. Similarly, for some patients small 
changes in certain areas of functioning can make a huge differ- 
ence in general functioning (Brenman 1952). Based on analysis 
of retest results, Schafer (1958) came to a similar conclusion. 

The example given for Ms. N. (p. 75) was one where a huge 
amount of effort by the patient and therapist in working 
through the meaning of the object choices in terms of the wish 
formulation was necessary before the patient became able to 
tolerate the choice of a suitable man. Long before that was 
achieved, another central goal having to do with competence 
in her work was much more easily attained. A good rule of 
thumb for the therapist about how much effort to put into the 
working through is to go as far as is needed to achieve the goals, 
so long as the patient's motivation is maintained. 

Principle 7. A Matching of Patient '8 and Ther~pistS Mm- 
sages Serves as a Test of  the Therapist's Response in a Ses- 
sion. 
One test of the adequacy of the therapist's response that has 

stood up well in practical applications might be called the 
matching-of-messages test. I t  works in this way: in reviewing 
a session, either during or after it, the therapist can consider 
what is the main message of the patient, what is the main 
message of the therapist's responses to the patient's message, 
and how adequately did the therapist's responses address the 
patient's message? The formulation of the patient's message 
can be done in the usual clinical manner by reviewing the 
session in one's mind with an occasional assist by process notes 
(such formulations are likely to be similar to the more sys- 
tematically achieved ones guided by the CCRT). The formula- 
tion of the message in the therapist's responses is arrived at by 
the same kind of review. A good session is one in which there 
is a reasonable match between the two messages. 
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Some research experiences with the matching-of-messages 
test are available. The concept was first applied in one study 
under the label "therapist responds effectively to the patient's 
main communication" (Auerbach and Luborsky 1968). A rat- 
ing scale for this is provided in appendix 5. Three iudges, 
working independently, were able to rate this variable with 
moderately good agreement ('65, /X .ol). In that study the 
procedure followed by each judge was first to specify the pa- 
tient's main communications, then to specify the therapist's 
responses to them, and then finally to see the extent to which 
the therapist dealt with the patient's main communication in 
a reasonable and effective way. 

EXAMPLE: Mr. B. N. (see appendix 4 for transcript) 
To estimate the appropriateness of the therapist's responses' 

in this session the reader can proceed intuitively as if he or she 
were the therapist engaged in the session, or the session can be 
reviewed after it has been read. The reader also may wish to 
try the more precise CCRT way by formulating the patient's 
message as measured by the CCRT. For the patient in this 
example, the CCRT was derived independently by four re- 
search judges. The CCRT represents the components with the 
highest frequencies. Tne wish component is: "I want to assert 
myself by maintaining my strength, my opinions, and my corn- 
petence." The consequences are: (a) response from the self: "I 
go along or I withdraw," (b) response from others: "I am 
dominated or I am rejected." 

This CCRT can be taken as the patient's "message." To 
estimate the adequacy of the therapist's responses to it the 
patient's and the therapist's messages need to be compared. 
Tne simplest way to do this is by reading over the therapist's 
statements which are numbered in the transcript in the appen- 
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dix. The therapist's first responses (as numbered in the mar- 
gin), for example TI to T7, are mainly supportive. The thera- 
pist opens with TI, "How have you been?" or T6, "We were 
talking quite a bit about that last time." The more expressive 
side of the session starts with T8 in which the therapist ex- 
plores what the patient is wishing for in relationships. In T14, 
the therapist is pointing to the patient's need to assert himself 
in relationships, and then in T q ,  the therapist explores the 
same issue of first feeling "more alive" in the relationship with 
the therapist but then getting frightened and wanting to with- 
draw. Rather than continuing to explore that issue, the thera- 
pist feels it necessary to reassure the patient about the patient's 
withdrawal, as shown by the patient's silences. 

As a whole then, the therapist's responses show a moderate 
approximation to the patient's message. However, the thera- 
pist does not make his responses clearly enough in terms of the 
patient's relationship problem with him in this session (maybe 
because it is only the third session). 

Principle 8. Responses Should Be Timed to Take into Ac- 
count How Near the Patient 1s to Being Aware of the Content 
of the Proposed Response. 
This is a standard principle in all accounts of technique of 

psychoanalytically oriented psychothera pies. Decisions about 
proper timing are not usually difficult to make. They depend on 
the therapist knowing how much the patient knows and how 
much has been gone over with the patient before. Usually the 
consequences of poor timing are not serious unless one is egre- 
giously off the mark. The therapist mainly needs to relisten and 
get recentered or refocused as in principle 1 of Responding. It is 
therefore usually poor timing if at  the beginning of treatment 
the therapist responds with inferences about certain deep 
wishes, as Freud, noted ( 1 9 1  3, p. 140). for example, "but what a 
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measure of self-complacency and thoughtlessness must be pos- 
sessed by anyone who can, on the shortest aquaintence, inform a 
stranger. . . that he is attached to his mother by incestuous ties." 

P~nciple 9. The Extensiveness and Complexity of Each In- 
terpmtative Statement Should Be Limited. 
I t  will facilitate the patient's learning if the therapist does 

not make statements in each response which are too long or too 
complex. M e n  too much is presented at once, it may be hard 
for the patient to take it all in, for it may diffuse the patient's 
attention rather than focus it on the main point. Furthermore, 
it is better for the therapist to give responses piece by piece and 
be guided by the patient's response to each piece. 

EXAMPLE: Mrs. L. (see p. 96). 
Note in the example that the therapist's responses are pre- 

sen ted piecemeal. 

Plinciple m. The Ther@ist Needs Patience and Restraint 
About Responding lnterpretatively Until the Therapist's Un- 
derstanding is Adequate. 
The best reassurance for the therapist is the reminder that it is 

natural not to understand consistently. By its nature, under- 
standing comes saltatorily, not gradually and evenly. 'T'here is no 
point, then, in responding to the patient just for the sake of 
responding, or to avoid a silence, or even to be drawn into 
implying to the patient that understanding exists before that is 
really the case. The therapist can keep anxiety about the per- 
formance as a psychotherapist in check by accepting the idea 
that the necessary understanding and knowledge about how to 
respond will come in time. If it is not there at the moment, it will 
come in a while. Further listening and reviewing will produce 
further understanding (as in principle 5 of Understanding, 
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chapter 7 ) .  That acceptance is a precondition of patience, and is 
very good for patients and therapists alike. 

After working together for a while, a parallel process will 
develop in patients, who will also become more tolerant of 
delays in understanding their communications. It is a common 
observation that when patients get discouraged by not under- 
standing what they are saying and ask to have it explained, that 
within a short time after asking such a question, further listen- 
ing by patient and therapist will reveal some of the answers 
(even with no direct interpretation from the therapist). 

Pn'nciple I I .  Responses Should Be Timed to Take Into Ac- 
count the Length of the Session. 
It is often good to listen for the first 5 to lo minutes before 

responding, in order to get a sense of the main issues the 
patient is beginning to present. Then, most of the therapist's 
responding should be done in the next 3 0  minutes. The last 5 
to lo minutes of the session is not ordinarily a good period in 
which to introduce new topics, since not enough time may be 
available for the patient and therapist to deal with them. 

Pn'nciple I z .  Counteting Countertransference. 
It is easy to get caught up in certain kinds of counter- 

therapeutic responses to the patient. However, when they ap- 
pear, the therapist can deal with them better if their varieties 
are known and distinguishable (Singer and Luborsky 1977). 
Four of the main types are described below: 

a. The classical countertransference response is the counter- 
part on the therapist's side of the patient's transference reac- 
tions. In this case, it is the therapist who is responding to the 
patient in terms of the therapist's relationship problems with 
his or her own "archaic objects." As indicated already, the best 
way to protect against this type is to have had sufficient experi- 



ence with it in the past, usually through the therapist's personal 
psychotherapy, so that it is recognizable after a while and, 
therefore, more amenable to correction. 

b. Responsiveness without sufficient reflection and under- 
standing usually occurs as a result of becoming overinvolved in 
the exchange with the patient, so that it is difficult to do the 
necessary occasional distancing involved in reflecting on and 
reviewing the exchange. 

c. A contagion of mood is the term suggested by Red1 (1966) 
to help explain interpersonal transmission of affects; for exam- 
ple, if the patient is depressed, the therapist becomes de- 
pressed, if the patient is happy, the therapist becomes happy, 
and so on. When the patient is most caught up in involvement 
in relationship problems, he or she is likely to be experiencing 
the most stress. The stress will probably be a shared stress since 
the therapist also tends to feel it, but in attenuated form. This 
mutuality of emotional response was illustrated by the simulta- 
neous psychophysiological recordings of patient and therapist 
by Greenblatt (1 959). 

Alertness to the existence of this phenomenon in psycho- 
therapy helps to preserve the therapist's equanimity and helps 
to avoid persistent sharing in the patient's mood (Butler and 
Rice 1963). Extremely field-dependent therapists may be more 
apt to get caught up by such contagion, as suggested by the 
work of Witkin, Lewis, and Weil(1968), and Witkin (personal 
communication 1970). On balance, however, moderately field- 
dependent therapists might be more helpfully responsive to the 
patient and form a better helping alliance (Luborsky, Crits- 
Christoph, Alexander, Margolis, and Cohen 1983). Moreover, 
highly field-independent therapists might be likely to stay so 
uninvolved and overreffective that they will appear cold and 
unable to form a warm relationship with the patient. 
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d. This type of response occurs when the therapist behaves 
in ways that fit into the patient's negative expectations and 
fears. Such negative fitting in to the patient's negative expecta- 
tion is more common than has been supposed, as Singer and 
Luborsky (1977) have shown. For example, if the patient is 
communicating a fear that people dominate him or her, the 
therapist may unwittingly begin to do just that. Apparently the 
patient does something to stimulate this reaction from the 
therapist, but it is not known how this i s  accomplished. The 
therapist is more protected from falling into such counter- 
therapeutic responses if a reasonable balance is maintained 
between listening with some involvement versus listening with 
some aninvolvement. W e n ,  through this way of listening, the 
therapist has become aware of the main theme of the patient's 
relationship problems, this awareness serves as a further protec- 
tion against fitting into the patient's negative expectations. 

EXAMPLE: MS. K. U .  
The patient was a woman graduate student, age 28, whose 

main problem was fear of breaking away from her parents and 
developing in her work and starting to go out with men. The 
patient expected that her parents would not support her in 
growing up and in separating from them. They appeared to her 
to do things to keep her tied to them. They were critical, for 
example, of her manner of presenting herself in job interviews. 

The supervisor and members of the supervision group noted 
that the therapist somehow did not notice the patient's moving 
ahead with her work in graduate school and the increase in her 
thinking about her social life. The therapist responded to this 
observation by reflecting that he now realized that he seemed 
to have gotten sucked into fitting her negative expectation that 
he wouldn't notice evidences of her growth. 
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Principle 13. "Near responding," R e  inclinah'on to Think of 
Responding Countertherapeutically, Provides a Good Basis 
For Understanding the Patient. 
This inclination to respond countertherapeutically often is 

thought of by the therapist as an interference. Instead, recogniz- 
ing these inclinations toward responding has a positive value for 
understanding the patient. This principle is discussed here since 
it follows directly from the section on countertransference and 
its understanding tends to lead directly to useful responses. 

EXAMPLE: Mr. J. P. 
The therapist reported to his supervisor that in the last two 

sessions with the patient he had felt bored, inclined to reject 
the patient, and ready to respond with irritation. He felt he 
could do nothing but sit and listen to the patient's tremen- 
dously repetitive accounts. Each time the therapist had tried 
to respond therapeutically, the patient felt criticized. The ther- 
apist therefore felt trapped and required to sit and listen to the 
patient while enduring the frustration of the lack of progress. 

After reviewing this impasse with the supervisor, the thera- 
pist and supervisor came to the formulation that the patient 
was engaging in a test of his relationship with the therapist. 
The terms of the test were that the patient was seeing whether 
the therapist would accept him. However, acceptance to the 
patient meant that the therapist would not do anything that 
smacked of being in the role of a therapist. This was reviewed 
with the patient with considerable benefit to both participants. 
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Phase X' :  Retlrrning to Listening 

After responding, the therapist returns again to listening but 
this renewed listening is a new listening phase. It is new in the 
sense that now the therapist knows the patient's response to the 
therapist's response. Knowing the patient's response helps in 
guiding the therapist's next response. In choosing each succeed- 
ing response to the patient, the therapist not only should select 
from the formufation of the CGRT but also take into account 
the patient's response to the previous response. The patient's 
response usually provides bases for more understanding of other 
branches of the CCRT. It is not necessary, therefore, for the 
therapist to place all his or her bets on each response because 
clues will come from the patient's responses about which way to 

hether to go on in the same direction or alter course. 
It is hard for the therapist to keep the balance between 

openness to what the patient is saying at the moment and 
recalling past themes of the patient's relationship problems. It 
takes energy to shift back and forth, and it takes energy to keep 
the openness in the face of the recall of what was evident before, 
to take in new information and, if necessary, to revise hypothe- 
ses, 

Fortunately, ability to keep the balance between openness to 
new evidence and recall of themes is a skill which can be 
developed. The skill is based partly on the knowledge of the 
principles of listening, understanding, and responding as de- 
scribed in this manual. The therapist's knowledge of these 
principles has the effect of lowering the therapist's anxiety and, 
therefore easing the job of listening, understanding and re- 
sponding (Spence and Lugo 197t). 
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The patient usually begins to consider termination seriously 
because the goals of the treatment are becoming achieved. At 
that point staying in treatment becomes less necessary. Never- 
theless, when termination is considered, how the patient and 
therapist behave in response to its approach is largely what 
would be expected of two people who have become important 
to each other and are about to separate. This chapter is orga- 
nized around five basic ways in which the patient and therapist 
deal with the anticipation of the separation. For each of these, 
the manual includes recommendations for the therapist, (listed 
below), primarily aimed at minimizing the stress of the separa- 
tion and insuring that the gains of the treatment have the best 
chance of surviving: 

1.  The patient and therapist remind each other of when 
the termination will take place, so that they will be 
prepared. I t  is recommended that the therapist reclarify 
the time structure at this point. 

2. The patient and therapist talk about the conditions 
under which termination will come abu t ,  I t  is recorn- 
mended that the therapist recognize preliminary cues 
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about the patient's conditions for termination; mark 
treatment phases so they serve as milestones; recognize 
the "arrival7' in terms of the achievement of goals; recog- 
nize that the achievement does not mean that all prob- 
lems are gone. 

3. The patient and therapist may lose hope of ever achiev- 
ing goais and arriving at termination. In this case, one 
party, usually the patient, may show a premature inclina- 
tion to stop treatment. I t  is recommended that the 
therapist consider ways of dealing with such inclina- 
tions, especially through understanding the transfer- 
ence. 

4. Having achieved the goals, the patient and therapist 
begin to worry whether the achievement can be main- 
tained, whether the separation can be managed, and 
whether the patient is really ready for termination. It is 
recommended that the therapist will have taken up pre- 
vious separations and will recognize the resurgence of 
symptoms as a way of dealing with the meaning of 
termination. 

5 .  The patient and therapist consider the question of fur- 
ther contact after termination. I t  is recommended that 
the therapist allow for further contact and deal with the 
need for further treatment if necessary. 

Rerlarifring the Time Structure 

In the time-open-ended form of supportive-expressive psycho- 
therapy (SE-TO) it is helpful to clarify in the beginning how 
the length of treatment will be decided. The therapist may say: 
"The length of the treatment is open-ended. It means that we 
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will continue until you come to a point where you are satisfied 
with the changes you have made. I t  may take a few months or 
many months; we will decide what is best as we go along." 

For time-limited psychotherapy (SE-TL), if the patient is 
told at the beginning on at least two occasions about the length 
of treatment, the problems faced by patient and therapist in 
dealing with the eventual termination will be minimized. This 
recommendation is appropriate for time-limited treatments 
since some patients are inclined to "forget" the initial instruc- 
tion about the time limitation. A clear statement at  the outset 
will minimize the possible sense of rejection about the time 
limit and will make it easier for the patient to prepare to 
separate at the end. Time-limited treatment can produce sig- 
nificant benefits for the patient, and it will help the therapist 
in dealing with the termination to know that. These benefits 
are usually not significantly less than those in time-unlimited 
treatment (if one can credit the available studies, as reviewed 
by Luborsky, Singer, and Luborsky 1975). Furthermore, when 
the treatment is sufficiently structured at the outset as time 
limited, patients go through all the phases of the longer treat- 
ment in the more condensed time period and are less prone to 
experience the treatment as being abruptly or unfairly cut off. 
Since the patient and therapist understand the time perspec- 
tive in advance of and throughout treatment, much of what 
would occur in a longer treatment gets shaped by the time 
interval so that the treatment still contains a beginning, mid- 
dle, and end. If the patient does not speak spontaneously of 
termination, even though it is approaching, the therapist 
should find out whether the patient is responding to termina- 
tion but not speaking about it. 
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Noting Cues Abour the Patient's Conditions for 
f i rmi~dk i~n  

The context in which the patient mentions the idea of cutting 
down on treatment or terminating, even when termination is 
not seriously being considered, often provides important cues 
about the patient's conditions for termination. The topic the 
patient is talking about at the moment the possibility of termi- 
nation is broached tends to be one which, if the topic were 
further worked through, would enable the patient to terminate. 
A comment from the therapist to that effect is sometimes 
indicated. 

EXAMPLE: Mr. T, G. 
P: 1 am feeling good about myself now because of my 

success on the job. Maybe I can begin to think about 
cutting down from two sessions per week to one. 

T: Getting that good feeling about yourself is so crucial 
that when you find ways to achieve it, you can begin to 
think of being closer to finishing the treatment. 

When he spoke about reducing the number of sessions, the 
patient had been talking a b u t  his having achieved a better 
level of self-esteem. It is that topic which, if worked through 
further, would permit the patient to terminate. For this pa- 
tient, where the treatment required constant attention to the 
focal goal, the talk of termination sewed the useful purpose of 
communicating to the therapist the connection between reach- 
ing his goal and cutting down on the sessions. 



Marking Treatment Phases So They Serve as  milestone^ 

Throughout the treatment, the therapist should be alert to 
end-phases within the treatment in relation to the achievement 
of the patient's goals, as Schlesinger (1977) has pointed out. 
This principle is especially true for the brief SE-TL. It is of 
special value for therapist and patient to notice the completion, 
or even partial completion of goals and the setting of new ones. 
Marking such milestones provides a sense of completion and 
progress to the patient at a level which is readily understand- 
able (as noted under the beginning phase, chapter 5). It can 
also provide a brake on too much unreflective involvement in 
the transference relationship in which the patient too com- 
pletely believes the experienced current relationship is the ac- 
tual current relationship. 

An example from a treatment will show how a focus upon 
beginnings and endings of phases in relation to goals is benefi- 
cial and, furthermore, can be thought of as a gradual process 
of refined diagnosis of the patient's problems. 

E ~ M P L E :  Mr. F. 
The patient was near the last month of a year-long treatment 

in which he had been gradually coming to see the main theme 
of his principal area of vulnerability. He had a paranoid sensi- 
tivity to the imputation of nonmanliness. For most of the 
treatment the essence of the patient's main theme had been, 
"I want to feel I'm okay," in the sense of being manly, "but 
I'm constantly undercut." In the session previous to the cur- 
rent supervision hour, the patient had clearly indicated that he 
was experiencing considerable identification and camaraderie 
with the therapist. He now felt he had come to a level of 
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functioning that was much closer to his goal. For example, he 
said: "I got the music fellowship and I got the money for it." 
He recounted having his first experience of sleeping with his 
new girl friend, and then concluded, "It was good. My relation- 
ships are getting better. The only thing I want is to move closer 
to people. I want to be closer with you, too. In fact, I'd like 
you and your wife to go with me and my girl friend to a movie 
and music." 

In terms of Schlesinger's views (1977). this juncture can be 
partially understood as a completion of a phase in the sense of 
the patient having a more satisfactory solution to his goal of 
feeling more manly and consequently less vulnerable to the 
imputation of nonmanliness. He felt he was achieving this, 
both with the opposite sex and with work. 

In the supervision, the supervisor suggested that the thera- 
pist review with the patient the fact that the patient had 
fulfilled his main agenda in treatment and was now raising a 
remaining goal. Then the therapist should listen to the pa- 
tient's response to that and in that way try to understand the 
meaning of the patient's request. The patient was implying but 
not stating, (in essence) "I'm not undercut in my masculinity 
now. I think I can avoid that experience if you [the therapist] 
maintain social contact with me." That may then be the main 
meaning that may need to be reviewed with the patient: that 
he feels a social contact with the therapist will put a seal on 
his feelings of manliness. A related meaning of the new goal 
of maintaining contact with the therapist after treatment may 
have been to hold onto the gains of treatment by lessening the 
experience of separation. In any case, the main point of the 
suggested technique would be to explore the meaning of the 
patient's having essentially said he completed his goal and then 
added a provision containing a possible new goal. 
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Recognizing the '2ifrrival'' at Termination in Terms of 
Goal$ Having Been Reached 

The arrival at  a satisfactory position of achievement of the 
initial treatment goals is a natural basis for considering termi- 
nation. A satisfactory position means that the symptoms and 
related suffering are lessened to a point where they are less 
urgent or even absent. Recognition of this happy state by the 
patient and therapist should occur at such times. 

Yet this arrival by itself is not a suficient condition for 
termination. T o  go ahead with termination, the patient must 
decide that no new goals are worthy of further work in the 
treatment. Most crucially, the patient must be ready to deal 
with the separation from the therapist. Working through the 
meaning of separation means that the gains can be maintained. 
I f  that readiness is not strong enough the patient may discover 
new goals which are brought fonvard as a basis for extending 
the treatment. In that case, the dificulty of dealing with the 
separation should become the fwocus of the treatment. 

EmMPLE: MS. L. H. 
The example shows the patient had become increasingly 

ready to deal with setting a time to terminate and that readiness 
had been partly based on the achievement of her goal of stop- 
ping uncontrollable bouts of eating followed by vomiting 
(bulimia). She was further fortified in feeling ready by the way 
she was dealing with the meaning of termination, as shown in 
her dream. In the dream she sees herself as maintaining contact 
with the therapist and getting recognition from her [the thera- 
pist] because she [the patient] has also become a professional 
woman in the same field and even manages in the dream to elicit 
information from a patient which the therapist had missed. 
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P: I'm amazed at the way I'm handling things. It's won- 
derful! And I'm in school plus 1 helped Sis go to the 
hospital for her operation. . . . There are a lot of these 
things and yet I'm fine, totally fine. What's interesting 
is I keep thinking how we've talked about how maybe 
soon 1'11 stop seeing you and shortly after I had this 
dream: 

I don't know if f was coming to see you in a session 
or just coming to visit you, but I was in the same room 
with you. You were not very far away. The room was not 
big. You were talking with a woman who was mentally 
ill. She reminded me of a vvomart I saw in the emer- 
gency room a couple of weeks ago. She said, "I need 
help." You were speaking low so I didn't hear it. You 
were called away to a phone call which ended the ses- 
sion with the woman. She didn't leave and t d d  me to 
have a seat. She started talking to me about how she 
needed help and told me about her problems. She left. 
You returned. Again I'm not sure if I was there for a 
session or visit but it turned into a discussion about this 
woman's case. You shared with me your observations 
and 1 told you what she told me. 

It's significant for me because I guess I'm not seeing 
you as my therapist or having my need to come to 
treatment, 

T: What do you make of the dream! 
P: I'm thinking of not coming a lot and in it I saw you on 

a more professional level. I'm going into the field. I was 
seeing you as a professional rather than my therapist. 

T: The dream expresses the natural wish to have a differ- 
ent kind of relationship. If you're leaving treatment, we 
won't see each other anymore so there is the wish for 
a different type of relationship. 
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P: 1 have thought if I stop what happens then! Will I be 
able to see you in a couple of months or a year just to 
keep you up to date. Not because I'm slipping back. 
That's not the fear. Just to keep in contact. 

T: I'd always like to  hear from you and how you're doing. 
P: I'd really like to have a phone number. It would repre- 

sent security. just in case. Not that I'm anticipating it. 
I would iust wanna reach out. 

T: (Gave patient her office phone number) They'll always 
know where I'll be. I'd love to hear from you. 

P: I'm not even that afraid of going off by myself because 
these two weeks have been stressful and X can handle it. 
I'm feeling better about myself. I'm taking better care 
of myself. I can't believe a year ago I was so obsessed 
with fmd, though I still like to eat! I think of it in a 
relative way. 

EXMPLE: M ~ s ,  L. 
The following example is one where achievement of the 

goals nearly precipitated termination but then new goals ap- 
peared which justified continuation of the treatment. 

After a b u t  two years of twice-a-week treatment in which 
the initial goal was primarily to find ways to overcome an 
almost lifelong proneness to severe depression, the patient 
began to consider termination because for the past nine 
months no depression had been present and, even more, she 
felt a consistent sense of effectiveness in her work. The patient 
and therapist both recognized this milestone. The dramatic 
lessening in proneness to depression came about through work- 
ing out her fear of competition with her sister, parents, and 
with the therapist. The relationship problem was still evident 
after the nine-month period of freedom from maior depres- 
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sions but also there were improved ways of mastering it 
through being able to show assertiveness. After seriously con- 
sidering termination, a new treatment phase was begun with 
a limited related goal. 

Achieving Goals Does Not Mean the Relation~hip 
Pr~bigms A1.e Alt Gone 

Tne typical improvements achieved by the end of psychother- 
apy are in (a) the target symptoms, that is, the initially stated 
complaints, and in (b) the relationship theme which is the 
usual context for the symptoms. Patients tend to come to a 
point where they feel a reasonable achievement of the goals has 
been made, although all the goals have not been realized. The 
symptoms are more likely to have been changed than the 
relationship problems. 

By the end of treatment, the initial relationship problems 
still tend to be recognizable but fortunately with an important 
addition-a greater sense of mastery over them. Research on 
the core conflictual relationship theme method has given s u p  
port to this conclusion (Luborsky 1977): A comparison of more 
versus less improved patients showed that the CCRT was 
present both early and late in treatment for both the more and 
less improved patients. The important difference between the 
two groups, however, was that the more improved patients 
showed a greater sense of mastery of the relationship problems 
in the &erne. 

The following example (as well as the previous example for 
Mrs. L.) illustrates this point. 
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EMMPLE: MT. Q. 
The primary goal of the treatment was to reduce the prone- 

ness to severe depression. The CCRT described earlier re- 
vealed a sense of severe inadequacy in comparison with other 
men so that whenever the patient felt angry, he would be 
inclined to become depressed, often because of his estimate of 
his relative inadequacy. By the end of treatment, he had 
achieved more in his work, had gotten married, and had 
achieved a considerable lessening of his inadequacy feelings. 
Consequently he had gotten better control over his depres- 
sions, which had become much less frequent and less severe. 
There were times in which he felt the same inadequacy and 
anger at men, but he now had greater ability to modulate his 
inclination toward feeling "bad" which, earlier, had been fol- 
lowed by being depressed. The patient therefore felt ready to 
terminate and the therapist was in accord. 

Dealing with the Inclination to End the Treatment 
Prematurely 

Some patients arrive at points in their psychotherapy when 
they feel they need to break off the treatment before the 
treatment is completed. Patients may explain such inclinations 
in terms of disillusionment with getting what is needed horn 
the treatment, or equally often, on outside pressures that neces- 
sitate the stoppage of the treatment. Fortunately this impulse 
tends not to be acted on immediately. 

At such times, the therapist's first hypotheses should be in 
the direction of understanding how this may have emerged 
from the relationship with the patient. The therapist may 
conclude that the patient's inclination to break off treatment 
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is the result of involvement in a transference issue which the 
patient finds too difficult to cope with. When the therapist 
deals with the transference issue directly, typically it has a 
mending-of-the-relationship effect and the threat to the treat- 
ment is diminished, with a vital gain in understanding by the 
patient and therapist. 

Yet sometimes such transference interpretation does not 
work and the therapist is forced to conclude that his or her best 
efforts at these interpretations have not had their intended 
effect in easing the pressure toward premature termination. 
The therapist may then decide that a direct response to the 
patient's need either in terms of lessening the transference 
bind or in terms of lessening the patient's external pressure 
may be in order (as in the example below where the therapist 
offers the patient a special arrangement in terms of the sche- 
duling of the session). On these occasions the therapist may try 
to ease the pressure on the patient in the most direct way 
possible, based on the logical principle that the therapist can- 
not treat a patient who is not there. 

If premature termination still seems inevitable despite the 
two avenues suggested, the time for it should be set up several 
sessions in advance to allow the patient and therapist to review 
what has happened. Arranging for such a review period is much 
easier when a prearranged lead-in time has been discussed and 
agreed to at the beginning of the treatment as part of the 
ground rules of the treatment arrangements. The therapist 
should ask the patient that whenever termination is approach- 
ing, a certain interval of treatment be devoted to reviewing the 
treatment before the actual termination occurs. 

EmMPLE: h/f~. B. D. 
The patient said she felt extremely pressured and over- 

whelmed by the number of aftenvork assignments she had 
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taken on. Under these circumstances coming to treatment was 
too much, especially treatment at the usual time. The therapist 
tried to show that she was willing to make the best possible 
time arrangement for the patient. 

The therapist's response did not adequately deal with the 
transference issue which had been partly stimulated by the 
therapist. The therapist had not recognized that she had con- 
tributed to the patient's pressure in the previous session by not 
responding to the patient's need for support when the patient 
had revealed her ovewhelmingly frightening physical prob- 
lems. The patient had described the kind of pressure she had 
experienced when her mother would not be supportive under 
similar circumstances. A transference interpretation, which 
also recognized the therapist's behavior, might have eased the 
patient's overload and consequent readiness to  bolt the treat- 
ment, 

Dealing with Previous  separation^ Eases the Teminafion 

Experience with reactions to separations prepares the patient 
for termination (Edelson 1963). It is hard to do all the work 
of termination without some of that preparation; it is almost 
too late if termination is the first such experience in the treat- 
ment. 

Fortunately, life being what it is, occasional opportunities 
occur, such as vacations, meetings, and illnesses. The working 
through of the meaning of these separations need not be pro- 
found. Minimally, all the patient may recognize is that the 
separation is being responded to. How it is responded to varies 
but includes some frequent forms: anger and impulses to retali- 
ation, loneliness and feelings of desertion, and signs of in- 
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creased distance. One evidence of distance, to be discussed 
next, is the loss of the treatment gains and the return of the 
symptoms. 

Recognizing the Resurgence of Symptoms as a Way of 
D~aling with the Meanings of Termination 

In both SE and SE-TL, it is usual to find a period of resurgence 
of initial problems at the time the termination is approaching. 
If this revival of symptoms is reviewed with the patient in 
terms of its meaning in relation to ending, the surge usually 
subsides and there is more chance of the patient's reclaiming 
the gains that had been made earlier. One of the frequent 
meanings of the renewed symptoms is that without the con- 
tinued presence of the therapist, the patient expects to revert 
to the pretreatment state. It is as if the patient forgets that the 
gains that had been made reflect changes that came about 
through the patient's participation. The gains do not depend 
upon the continued physical presence of the therapist since the 
patient has now internalized some of the tools which the pa- 
tient and therapist have used together. In fact, the patient can 
also be reminded that the process of change instilled by the 
treatment does not stop with the termination but continues on. 

EXAMPLE: MS. L. H. (see also pp. 148-1 50.) 
P: Yesterday it got so wet it was really dangerous to ride 

my bike. I don't know what I'm going to do in the 
wintertime. What's worst is when it's really wet and you 
can't see the puddles. Water fills the potholes and you 
can't see 'em. . . . My expectations of myself are much 
more realistic now. I don't thrash myself if I don't get 
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everything done. I'm setting more realistic short-term 
goals and meeting them. 

T: Last time when we talked about goals self-regulation 
was your biggest goal. 

P: Yeah, I do fall back into it. But I'm progressing and 
feeling good about that. There's something really bug- 
ging me, though. I wanted to bring it upbasically, it's 
that need to take in. The first week I didn't see you 
everything went fine. The second week I slipped into 
eating more than I liked. I have to realize I need to eat 
sometimes, so I allow myself an extra piece of cake. But 
I do reproach myself and feel I'm bad. Two times this 
week I felt the urge to take in laxatives because I felt 
I'd overeaten . . . yet I didn't take them. Bothered me 
the feeling was so strong, and yet I had it after not 
having it for so long. Here I was thinking this was going 
to be my last session with you and now I've had 
this feeling. I don't know that I can deal with it. I 
don't want to cling to you and yet that feeling was so 
strong . , , . 

T: Your pattern we talked about is to rigidly control to 
prevent going all the way. You're experiencing the 
renewed fear that if you take one more cup of coffee or 
one more piece of cake you will be out of control. You 
haven't had that feeling for a while. 

P: I have to remind myself that it is sometimes okay to feel 
full. I went to a lovely dinner this weekend. A mutual 
friend is into gourmet cooking. I haven't felt that 
stuffed in years. 1 didn't feel good. I was a pig. Why did 
I do that? I have to remind myself that people do it on 
special occasions. They survive. But I can't seem to eat 
to enjoy myself all the time. Again I want to control 
myself better. 
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T: Perhaps one reason you're having a resurgence of the 
need for control is you've gotten used to seeing me as 
a helper. Now you're thinking of leaving treatment. I 
went away and you got a little panicky. 

P: I overate all last week. Yesterday I controlled it. I have 
to eat breakfast. I seem to be more obsessed with weight 
these days. I have to watch it. Yesterday it was okay. I 
wnder if there is a corrdation with how I'm seeing you. 

T: You know, at the end of treatment there's often a 
resurgence of some of the original symptoms because of 
anxiew about leaving here. 

P: Yes anxiety is there. 
T: You talked of anxiety about losing your control but you 

have had control and still have the tools, as you have 
told me today. 

P: Yes I know [she gave further examples of control with 
men and weight]. (P and T settled on another session 
before terminating.) 

Allowing for Further Contact Afier Termination 

Most patients are naturally interested in keeping up some form 
of contact with the therapist after treatment is over. "Natu- 
rally" is the right adjective, because i f the relationship has been 
helpful, as most of them are, there is a positive attachment and 
therefore a sense of loss at giving up seeing the therapist. 
Consequently the patient is interested in the therapist's reac- 
tions to his or her wish for further contact. One way to find 
this out is to ask whether the therapist wants to be kept up-to- 
date on progress after termination. Unless the session indicates 
some other additional responses, the therapist may express 
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what he or she usually feels, namely a wish to hear how things 
are going. Being reassured by such an exchange that contact 
is possible can contribute to the posttreatment maintenance of 
the treatment gains. It is often useful also to have a prearranged 
follow-up, such as a session or two within the six months 
following the last regularly scheduled session of the treatment. 

The preceding example of Ms. L. H. reflects the resolution 
of the opposed wishes: complete the therapy versus avoidance 
of separation. That feat is accomplished by moving ahead 
toward termination but arranging for the possibility of future 
contacts. In the dream the feat is arranged by the patient's 
becoming a professional and in that way a colleague and a peer 
of the therapist. In fact, in her career training she is moving 
in that direction. She also arranged to get the therapist's phone 
number since it would serve "to keep you up-to-date" and "it 
would represent security." 

Dealing with the Need for Further Treatment 

In SE, if the goals are not met by the time of the intended 
termination, it is no special problem: an extension of the treat- 
ment is arranged. In SE-TL, at the time of the intended 
termination, if new goals are raised or the old goals are not 
achievable in the time remaining, an extension of time beyond 
the limit might be arranged. If there is a clinic regulation or 
research protocol that precludes it, a referral to another thera- 
pist would have to be set up. 



Variations and 

uncts 

Four familiar variations and adjuncts will be discussed in this 
chapter: ( 1 )  Time-limited psychotherapy (SE-TL) can be an 
appropriate treatment variation for some patients. Its main 
defining characteristics will be reviewed along with one example 
of its application. (2) An occasionaily necessary adjunct to both 
time-limited and time-open-ended psychotherapy is the expan- 
sion of the treatment group to include the family and other 
people who are involved with the patient. ( 3 )  An adjunct to both 
forms of treatment is the addition of psychotropic medication. 
(4) Lastly, a comprehensive physical examination should be 
routinely recommended before the start of psychotherapy. 

Time-limited Psychothere (SE- TL) 

Principles and directions for SE-TL have been given through- 
out the manual wherever they were appropriate to distinguish 
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it from SE. The two main distinctive qualities of SE-TL are 
summed up here: 

I .  Rme Lzinit The crucial diEerence between SE and 
SE-TL is in the time limit and its consequences. Fixing that 
time limit has shaping effects throughout the treatment. In 
SE-TL the therapist and patient agree on the time limit, some- 
times with a provision for a follow-up. The limit is usually less 
than 25 sessions. 
2. Consistent Therafieutic Focus. Both treatment formats, 

the supportive-expressive therapy (SE) and the SE-TL are 
"focal psychotherapies" in that a selection is made early in the 
treatment of a primary goal around which the therapeutic work 
is to be concentrated. SE-TT, has more of this concentration 
on a particular focus. Usually, the focus is on a facet of the core 
conflictual relationship theme (CCRT) and the symptoms con- 
nected with it. That facet is usually related to one of the 
patient's goals. In its concentration on a particular goal, SE-TL 
more than SE is in the lineage of short-term psychotherapies 
which include Balint (1972), Malan ( 1  963, 1976), Sifneos 
(19731, and Mann (19731. 

Aside from these two distinctive areas of digerence between 
SE and SE-TL, the two treatments have major resemblances. 
For example, they are like each other in their temporal phases. 
SE-TL is organized and shaped by the time structure rather 
than being just a truncated SE treatment, so that it too has a 
definite beginning, middle, and end. 

EXAMPLES: Mr. F. G. 
This example illustrates many of the characteristics of 

SE-TL. These were considered by the therapist in coming to 
a decision to limit the treatment to zo sessions. Some of the 
criteria were noted during the routine pretreatment evaluation 
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(and are given in more detail in the report of the evaluation 
in appendix 2): 

. The patient was highly motivated for treatment. 
2.  He understood that there was a large psychological con- 

tribution to his main symptom of depression. 
3. He had functioned well all of his life until the depression 

six years earlier at the time of his mother's death when 
he had a period of psychotherapy. 

4. He was inclined to become dependent and the time- 
limited treatment would be likely to limit that. 

The pretreatment evaluation also led to some tentative deci- 
sions about the procedures in the intended treatment: 

I .  The treatment was to be supportive, which meant: (a) the 
therapist would recognize and in that way further the mainte- 
nance of his many areas of competence. (b) The therapist 
would explore the physical health problems to see how they 
intertwined with the psychological ones or were even direct 
expressions of the physical ones; for example, the impotence 
might be a manifestation of the depression and/or of the 
Inderal which was prescribed for the high blood pressure. In 
order to test the effect of the Inderal it was temporarily halted, 
after consultation with the internist. 

2 .  The treatment was also to be expressive, which meant that 
the therapist would help the patient explore the meaning to the 
patient of the wife's lack of interest in sexual activity, of the 
boss's putting him down, and of his impotence. These factors, 
as well as his mother's death might have played a part in the 
onset and maintenance of the depression. 

The treatment carried out the intended techniques and 
fulfilled the therapist's anticipations. The change in the Ind- 
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eral was found to have no discernible effect on the impotence. 
The patient and the therapist formed a strong positive relation- 
ship from the beginning and the depression gradually dimin- 
ished. Some renewal of the depression occurred at the sixth 
session. It seemed likely that the prospect of completing treat- 
ment and losing the therapist had scared the patient enough 
so that his symptoms began to return. Then, after the therapist 
reviewed the time arrangement with him and began to deal 
with the meaning of completing treatment, the depression 
again continued to reduce. 

A portion of session g is given below for it shows in a lively 
way the nature of the relationship and the understandings the 
patient and therapist were able to achieve: 

T: You must be back at work, 
P: How do you know? Do I lmk tired? 
T: No, the bandage is off. 
P: I went back on Monday. This cut wasn't much. I think 

the doctor was mostly worried about infection and 
maybe he thought I needed a rest. 

T: How is your hand? 
P: It's tine. (He showed the therapist) The boss is on 

vacation for two weeks, that's good. I was off two weeks 
and now he's off two weeks, that's quite a vacation. 
Everybody in the shop is happy. (P and T laugh to- 
gether) (silence) M a t ' s  the matter? 

This begins a discussion of the patient's readiness to react to 
the therapist's silence by upsetness, feeling rejected, and possi- 
bly eventually depression. 

T; Let's talk about that. When I'm quiet do you really feel 
like something is wrong? 

P: No, I feel left out, like you're studying something. Do 
you understand? 

7": No. 
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When people don't talk, it is completely silent. I don't 
bear anything. It's like something else got their atten- 
tion, and I don't know where it is. I look around. I f  they 
turn their heads, then I know I missed something. 
But here if I'm quiet and look at you, how do you feel? 
Like you notice something. 
You mean you wonder how I think of you, like a patient, 
a real person, an experiment? 
Yes, 
You told me that Dr. N. (former therapist) didn't talk 
to you. 
Yes, he didn't say anything, I just talked. When you go 
to the doctor, like if you have a broken arm, you say, 
"my arm is broken." You want them to do something. 
It's the same with a mental problem. 
Sure, you say you have a problem and you want it fixed. 
Yes. 
In therapy, it's a little bit different because we try to 
help people discover the power of healing within them- 
selves. So if somebody says what should I do about this 
or that problem, we don't try to give advice about what 
to do, because what's right for one person might not be 
the right solution for another, and we try to help each 
person find the right solution for themselves. 
Agreed. . . . 
Have you been thinking about the fact that we'll only 
have one more meeting? 
Yes. Are you going to round it up? I don't have any 
depression anymore, but what will I do if it comes back! 
How will I get rid of it? 
Well, what have you learned? 
To understand it. Uh, sometimes people just talk to me 
and I don't say much and they say thanks for the help. 
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But I didn't do anything. I just listened. It helps. Some- 
how they figure it out. 
You do that for people? 
Uh-hub. 
I'll bet you do more. Like they know they're not alone 
with their worry. 
Not alone, that's very important. One thing though, I 
still can't concentrate and it's so important now. (The 
patient appeared to be considering presenting this as a 
new goal of the treatment and as a basis for extending 
the treatment.) 
Yes. It kind of gets you in a bind because you worry 
about it and worrying makes it harder to concentrate. 
. . . There are lots of things like that in life, but when 
you relax a bit it gets easier. Like you told me about 
doing math problems step by step. You feel like you're 
running out of time, but really there is time to do 
everything that's important. 
I told my wife there's not enough time to stay together 
just to be miserable. There's only two things to do. She 
said she loves me and her lack of desire for sex isn't 
because of me. It's because she hasn't had a period for 
a year. I told her to go to the doctor and she says she 
will. 

(Note in the evaluation report the patient had 
thought the wife was still menstruating.) 
She must be scared. She's 46. The usual reason a 
woman's period stops is the menopause. You didn't 
know about what your wife was feeling. It affects 
women in different ways. Sometimes they feel less of a 
woman. Then later they accept it and they feel more 
sexy because they know they won't get pregnant. 
I can understand that, 
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T: Some people think they shouldn't have sex then, but it's 
not true. She should go to the doctor to make sure and 
get some information. She must be scared. 

P: We had sex twice this week. It wasn't great, but it was 
okay. I think if she was warmer to me I could do better. 
What if she gets too sexy and I can't do enough? 

T: I don't know what will happen, but now you two are 
talking about it with each other and I think you'll work 
it out when the time comes. See, you're saying you have 
two choices. To separate or renew your commitment to 
treasure each other. You're not telling me you want to 
get divorced and be alone. You wanted to make your 
home. 

P: I don't want to get divorced. 1 ran around when I was 
young and the women did toa. It's part of growing up but 
now I-I've grown up and I don't want to run around. . . . 
I've been wanting to ask you, with all the people you see, 
how do you remember all the, all those things? Do you 
have a tape recorder! (The patient appears to be think- 
ing that this has been a memorable relationship he has 
settled into with the therapist and he supposes it must be 
for her too and he wants her to acknowledge it). 

T: No. Each patient is an individual. Just like you remem- 
ber things about people you know. 

Several healing elements may have been responsible for the 
benefits the patient achieved and some are evident in this 
session. First and most essential, he felt understood and part 
of a supportive relationship with the therapist. Next, the pa- 
tient felt less impotent and more in control in the relationship 
with the therapist than he did when the treatment started. The 
therapist tried to let the patient realize that the power of 
healing was in himself and not just in the therapist. Next the 
patient felt emboldened to explore his wife's coldness, both 
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emotional and sexual, and as a consequence learned that it 
derived from her own physical problem and it was not there- 
fore a reflection on him. His impotence virtually vanished and 
he began to resume a sexual life and felt less of a failure. The 
supportive relationship with the therapist as well as the im- 
provement in the relationship with the wife helped in the 
recovery from the depression. 

Family and Other Partner$ in the Treatment Group 

SE is typically an individual psychotherapy. Much of its thera- 
peutic leverage is delivered by means of developing and altering 
the relationship between the patient and therapist through 
understanding their relationship, particularly by analysis of the 
transference, 

Yet this does not mean that SE must always be restricted to 
the patient and therapist alone. Tne patient almost always has 
some close family or family-like relationships and it is some- 
times useful to have some sessions together with one or more 
members of these groups. Most often the groups comprise 
parents, siblings, spouse, or other partners. The sessions with 
the expanded group will provide special information from 
other vantage points and may also provide a critical potential 
for further therapeutic leverage: 

1. The special information comes from the patient's and 
therapist's witnessing of the patient's interactions with the 
others and therefore understanding them better. Often the 
understanding is deepened by seeing the parallel with the pa- 
tien t-therapist interactions. 

2. The further therapeutic power comes from the presence 
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of the other significant members of the patient's immediate 
group. Part of the power derives from the fact that (a) the other 
members of the group also form a treatment bond and are 
enlisted by the therapist as therapeutic change agents, and that 
(b) the expanded focus of therapeutic work is on changing the 
group structure. This basic idea of working therapeutically with 
the patient as part of a group of closely related people, deriving 
understanding from the structure of that group, and picking 
from it a focal target of therapeutic effort has been thoroughly 
and artfully presented by Minuchin (1974). 

A recommended way of setting up the group treatment is to 
have the patient invite the others with the following introduc- 
tion, which is then repeated by the therapist when the group 
first convenes: 

T: We find it important to know how you see the patient's 
problems. We, therefore, want you to be present and take 
part. How do you see the problem? 

Significant Other: (gives his or her views) 
T asks P: Would you piease say how you see the problem so 

that (other) can hear how you see it? 

An exchange then will begin between the patient and the 
significant other person. After hearing the exchange the thera- 
pist will be in a position to evaluate the relationship problems 
between the two and can decide on a therapeutic strategy. An 
initial step is for the therapist to show both of them what their 
interaction is like. On the basis of their previous participation 
in the psychotherapy the therapist and patient usually are in 
a good position to see whetber the relationship problems with 
the significant other are like the relationship problems with the 
therapist and the parents. 



In a b u t  1 out of lo of the outpatient SE treatments, the 
use of this kind of expanded group as an adjunct to the SE 
individual psychotherapy seemed potentially helpful. For the 
rest, such an adiunct did not seem to be needed and the 
patients generally benefited as well without it. 

EXAMPLE: Mrs. M. (see p. gg-loo) 
She was able after about a year of once-a-week individual 

psychotherapy to decide to ask her husband to come and ioin 
her in the treatment. In the course of the next several months, 
the husband was invited a b u t  every other week. During this 
period, she was able to work out her own strategy for achieving 
a greater sense of freedom and, therefore, greater heedom 
from her sexual inhibition. Without the support provided to 
the husband by being made part of the therapy, it seems 
unlikely that he could have accepted her own strategy for 
freedom. The therapeutic leverage came from two factors: the 
patient felt able to express what she needed and the husband 
felt supported by being part of the therapeutic group. The 
successful conclusion of this therapy in terms of the resolution 
of the patient's initial symptoms might certainly have occurred 
without bringing in the husband, but that act seemed to facili- 
tate a leap in progress and shortened the therapeutic work. 

A somewhat less dramatic benetit was achieved in another 
patient who wanted to and did bring in her husband. After 
about six months of individual psychotherapy the patient 
wanted to bring in her husband to help make him a party to 
the solution of their sexual problems. The therapist agreed, the 
patient enlisted the husband, the patient and husband came in, 
and the therapist again explained the patient's need to have the 
husband join them. After several meetings, an added gain was 
noticed in terms of having enlisted the husband in helping 
toward the solution. In this second example, the gains were not 
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as dramatic as in the first, but a definite therapeutic leverage 
was achieved. 

Psy~hophamacologicaI Treatments Used in Combinatio a 
with Psychotherapy 

Psychopharmacologicd agents can be helpful when there is a 
clear indication for &em. One of the main rigks in terms of the 
psychotherapy is that psychopharmacologicd agents will be 
overused, that is, they will be used instead of reliance on psy- 
chotherapeutic techniques. When these agents are employed, 
their use should be consistent with these principles: 

PRINCIPLES OF PSVCHQPHARMACOLWY 

P~zciple I .  Combined treatments consisting of psych~har- 
macological agents added to psychothera~y can be better than 
psychothera~y alone. 
A considerable body of research shows that with some types of 

patients, adding pharmacological agents can assist the patient's 
progress. Knowledge in this field has grown rapidly and even 
expands noticeably from year to year (as reviewed by Laborsky, 
Mintz, Auerbach, Grits-Christoph, Bachrach, and Cohen 
1984). In that review, of 15 studies, 12 showed a significant 
advantage for the combination versus psychotherapy alone. The 
other three showed a nonsignificant difference. Most of these 
studies used psychodynamically oriented psychotherapy which 
resembles SE, according to the brief descriptions in the studies. 
Although the studies tended to be weighted toward in-patients, 
especially schizophrenic patients, the studies with neurotic out- 
patients showed the same trend. Combination treatments seem 
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in general to be advantageous since hvo other combination 
treatments showed the same positive trend; these are: (a) psy- 
chotherapy plus pharmacotherapy versus pharmacotherapy 
alone, and, another highly effective one, (b) psychotherapy plus 
a medication regimen versus a medication regimen alone for 
psychosomatic illnesses. 

W h y  should these treatment combinations be especially 
beneficial? They may represent just an additive effect or they 
may represent some mutually facilitative benefits. In a review 
by Smith, Glass, and Miller (1980, p. 1801, combined treat- 
ments were shown to produce an effect size which is larger than 
either treatment effect size; however, the combination was 
largely additive rather than mutually facilitative. Similarly, in 
the four studies of tricyclic antidepressants in combination 
with psychotherapy as compared with either treatment alone, 
or no treatment, an additive eRe& was found for the traatrnent 
of ambulatory nonpsychotic nonbipolar moderately depressed 
patients (Weissman 1979). 

Two options are available for dealing with prescribed rnedi- 
cations in research studies: option 1 is to prescribe medications 
as needed by some patients. The hoped-for results of using this 
open-ended option are that (a) the groups being compared will 
get what they need in terms of necessary medications but will 
not, by the end, have different amounts of prescribed medica- 
tions; or (b) if they do get different amounts, that the amount 
provided will not correlate with the main variables of the study. 
As an example of option 1, in the Penn Psychotherapy Project 
(Luborsky, Mintz, Auerbach, Christoph, Bachrach, Todd, 
lohnson, Cohen, and O'Brien 1980), the use versus non-use of 
medications had no relation to any of the outcome measures. 
Thirty-six percent of the 73 patients had some drugs prescribed 
during the course of the treatment. These were small to moder- 



Variations and Adjuncrs 

ate doses of ataractics such as chlorodipoxide hydrochloride 
and diazepam, or antidepressants such as amitryptilene hydro- 
chloride (Elavil). 

Option 2 is to prescribe no medication for any patient. 
Option 2 is not used as often as option 1 .  It is more and more 
difficult to use option 2, since it may constitute depriving some 
patients of needed medications. When either option 1 or 2 is 
used, it is also necessary to keep a record of nonprescribed 
drugs taken by patients as well as a record of other psychologi- 
cal treatments received concurrently with the treatment, for 
example, counseling from a minister. 

Pn'nciple 2. Therapists who are not qualified to provide psy- 
chophamacotherapy should collaborate with a qualified pro- 
fessional. 
Those therapists who are not knowledgeable about psycho- 

pharmacology or are not able legally to provide these agents 
might collaborate with a friendly expert; for example a psychia- 
trist who is experienced in this area. After prescribing the 
medication, the qualified professional can instruct the therapist 
about what to watch out for in terms of injurious side effects 
and other aspects of the treatment, or he or she may see the 
patient occasionally to provide this kind of supervision directly. 
With some patients, although the therapist has the knowledge 
to provide the medications, the therapist prefers to separate 
the medication giving from the psychotherapy giving func- 
tions. For example, as mentioned earlier, at the Menninger 
Foundation, for hospital patients it is a practice to assign each 
patient both a hospital doctor and a therapist, with the hospital 
doctor prescribing the medications and making other manage- 
ment decisions. Othenvise, if such collaboration for the provi- 
sion of medications is not available, the therapist who is not 
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qualified in this area should confine himself or herself to the 
large group of patients who do not or are not likely to need such 
mediations. 

Principle 3. The therapist should try to understand the mean- 
ings to the patient of the pharmacological agents. 
Tne therapist should remember to attend to the meanings 

to the patient of the therapist's having arranged for medica- 
tions and of the patient's taking medications (GAP 1975 and 
Docherty, Marder, Van Kammen, and Siris 1977.) Arranging 
for medications must constitute a significant intervention in 
relation to the patient. This principle is only an extention of 
the broader principle that the therapist should be aware of the 
meaning of his or her behavior in relation to the patient (Prin- 
ciple 7 of understanding). Some meanings may tie in with the 
patient's main relationship problems and may impede progress. 
Some of the usual meanings include (a) experiencing the taking 
of medication as a weakness and a giving up of self-control, (b) 
considering the recourse to taking medication as a sign of the 
failure of the psychotherapy, and (c) viewing the therapist as 
an extremely helpful or an omnipotent figure for having ar- 
ranged for the magical medications. 

Two more specific principles can be subsumed under the 
main principle: 

Principle 3A. The therapist should identify to the patient the 
expected locus of action of the medication. 
The function of this information, aside from the obvious one 

of keeping the patient informed about matters that are rele- 
vant, is to diminish the degree of misinterpretation about the 
aims and function of the medication. Typical targets of medi- 
cation are to diminish irrational thinking or prevent its recur- 
rence, or the reduction in depression or anxiety. 



Variations and Adjuncts 

Pn'nciple 3B. The therapist should consider whether the med- 
ication is a substitute for dealing with a relationship problem 
between the patient and the therapist. 
The heart of this principle is the necessity of determing 

whether the medication is being used to deal with a relationship 
problem that is amenable to psychotherapeutic means for its 
resolution. However, under some conditions the therapist may 
decide to use medication when, after careful evaluation, the 
conclusion is clear that psychotherapy alone will not be a viable 
approach even though a relationship problem is involved. 

Physical Examinations 

As a precautionary measure it is good to recommend a physical 
examination to all patients when they are a b u t  to start or have 
just started psychotherapy. In many settings this a routine part 
of the initial evaluation. 

Some therapists may feel that a simpler course is to confine 
the patient's evaluation to the psychological sphere. Their jus- 
tification could be that the patient has come for psychological 
help and therefore the physical evaluation can be left up to the 
patient and the patient's physicians. But that position could 
put some patients in jeopardy since the psychological sphere 
could reflect underlying physical disorders. Without a physical 
examination it is sometimes not clear to which patients this 
applies. Especially for patients with somatic and psychosomatic 
condiiions, it is important that the patient and therapist either 
have ruled out or apportioned the relevant contribution of 
physical factors in relation to the psychological symptoms. 

Two examples in this manual illustrate the benefits for the 
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psychotherapy of having a physical examination. The first is 
Mr. F.G. (p. 160) whose main symptom of depression was 
associated with impotence. The impotence could have been 
based on one of the side effects of the lnderal which the patient 
was taking for his blmd pressure treatment. The physical ex- 
amination showed that the Xnderal was not the main contribu- 
tor to the impotence. Another symptom, the confused states, 
could not be associated with any physical factors. This informa- 
tion was helpful in the psychotherapy to both the patient and 
the therapist. The effect was to clear up concerns about physi- 
cal problems and also to allow attention to be redeployed onto 
the psychological probiems. 

Another patient, Mr. P., who had worrysome memory lapses 
was concerned that they might reeect organic brain disease. 
The physical evaluation with a special neuropsychology assess- 
ment indicated that the memory lapses were not evidence of 
brain disease. The information was a relief to the patient and 
permitted more attention to the psychological problems. 



ogic Summaries 

This book would be ready for its termination now were it not 
for a new goal: the need to indulge in another mode of thinking 
on the nature of the listening, understanding and responding 
sequence, expressed as alternative analogies. The analogic 
mode of communication is an example of metaphoric thinking. 
It results in a more "primary process" based exposition rather 
than in the "secondary process" explanation used throughout 
this book. This mode conveys some of the therapist's experi- 
ence of the treatment when engaging in the treatment. The 
experience of doing supportive-expressive (SE) treatment is 
captured in terms of any of these five analogies: nurturing an 
unfamiliar plant, peeling an onion, solving the crime in a mys- 
tery story, discerning a tree in a dense forest or playing a game 
of chess. The first one has more of a supportive Bavor; the last 
four more of an expressive flavor. 
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Nurturing an Unfamiliar Plan! 

One vital analogy likens the process of psychotherapy to learn- 
ing what is needed to cultivate under hot house conditions an 
unfamiliar plant which has had some growth problems. Since 
it is a living organism, it is safe to assume that it has growth 
potential. The conditions for facilitating this growth have to 
be found by attending to what makes it flourish and what 
makes it wither. Since it is a plant, one can make certain basic 
assumptions about its needs for light, water, air and nutrients 
-how much and what kind are to be learned by watching 
(listening for) its reaction as each condition is provided. Be- 
cause the plant is in a hot house (the psychotherapy), many of 
the conditions for growth can be arranged. Since it has suffered 
certain growth problems, even all of the best performed minis- 
trations may not correct all of them. But the safest attitude will 
be to keep on providing the best mix of nutrients (of the two 
main types, supprtiveness and expressiveness) along with pa- 
tient waiting and seeing. In summary, the provider provides, 
based on a general knowledge of plant care techniques, shar- 
pened by exposure to the specific conditions for this plant, as 
well as by the wish to provide competent decent care. 

Peeling an Onion 

Each peeled layer reveals another; uncovering each one brings 
one closer to the core. The more closely one examines each 
layer, the more the eyes smart and the more likely it is that 
tears will be stimulated. But once the peeling is done, the tears 
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can be brushed aside with the reflection that the result will 
form part of a reviving repast. 

The analogy here with the process of psychotherapy is 
strong: each recognition of a current relationship problem as 
a layer of a revived emotion-laden past relationship problem 
can provide renewed strength to the patient (The principles of 
understanding and responding to the transference). 

Solving the Cn'me in a Mptery Story 

Another analogy likens the process to figuring out the culprit($) 
in a mystery story. 

Robert Waelder (1939) and Ekstein (1980), among others, 
used this simile for the interpretation process. The main re- 
quirement is that the patient and therapist (the pair of detec- 
tives) keep on the trail and follow the clues (the principles of 
understanding). The trail will lead to a clearer and clearer 
apprehension of "whodunnit." As in any good mystery, not all 
trails need to be followed in order to identify the culprit(s). In 
fact, one of the pleasures of a very g o d  mystery story is the 
detective's clever inference-making that cuts through the tan- 
gle of overlapping or false clues and results in catching the 
perpetrators. The therapist and patient, like the detectives, 
only need to pursue the core and sufficient insights to achieve 
the desired results. Those mystery stories with the closest paral- 
lel to the SE version of psychotherapy rarely reveal a lone 
culprit. The "culprits" can be likened to the "guilty" relation- 
ship problems and related symptoms, and the factors that make 
them persist. The culprits typically did not do the dastardly 
deed only once, but repeatedly. 
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The detective-in-the-mystery-story analogy suggests some es- 
sential ingredients of this form of psychotherapy, yet it too has, 
or should have, its limits. The therapist must not become a 
relentless prosecutor, hunting down clues and, when he finds 
them, reacting with, "Ah hah, you have betrayed thus and so," 
so that the patient feels like a criminal. 

Dir~eming a Tree in a Dense Forest 

The process of understanding in psychotherapy is like gradually 
discerning the outlines of a tree (of meanings) in the midst of 
a dense forest (of possible meanings). The trunk is hard to see 
from a distance, but becomes unmistakable as one comes close 
to it. But some of the trunk and myriad branches remain 
mysteriously hidden, even when one is touching the tree trunk. 
In such a forest it is never possible to see the whole tree, either 
from a distance or close up, only repeated sightings from differ- 
ent perspectives will give the general gestalt, while some parts 
may remain forever hidden. 

To climb down from the tree to the treatment, the crucial 
measure of how much one needs to uncover is based an the 
principle of uncovering as much as is necessary for each pa- 
tient's recovery. For recovery to occur, therefore, seeing the 
whole tree is not essential; only enough of it needs to be 
exposed to deal with the relationship problems (branches) that 
are most in the way and bar progress (principle 6 of Under- 
standing). The trunk of the tree might be the wishes, and the 
branches might be the consequences as organized in the core 
conflictual relationship theme method. When the patient and 
therapist focus on a particular relationship problem which is 
also seen in the current treatment relationship, connecting 



Anafogic Summaries 

branches come into view that suggest hitherto unseen sources 
and possible problem solutions. After a sample of trunk and 
connecting branches has been uncovered and reviewed, the 
memory of all of them does not have to be retained by the 
patient. Rather, the crucial issue is whether the uncovering has 
permitted some of the possible problem solutions (principle 6 
of Responding) to become part of the patient's behavior as 
modes of mastery. 

Playing a Chess Game (Revisite4 

Psychotherapy is like a chess game played out between the 
patient and the therapist. The fit of this analogy to the process 
of psychotherapy, noted at the beginning of this book, has 
become well known through Freud's (191 )a) use of it. In a 
chess game, he observed, like psychotherapy, the rules for the 
opening and closing moves can be well specified but the rules 
for the intervening moves cannot be. These moves can be 
learned best by replaying the games of master players. 

An apprentice system, since it allows for such exposure, is 
needed for learning both "games" and manuals can assist that 
system. However, for the kind of psychotherapy specified in 
this manual the analogy applies not only to opening and closing 
but to intervening moves as well. The manual offers rules that 
provide the therapist with an objective basis for interpretive 
responses at any stage of the game. These rules are based on 
the principle of recurrent focus on the GCRT (the first princi- 
ple of understanding and of responding). Furthermore, the 
patient plays not just to win against the therapist, as would be 
true in a chess game, but also to form an alliance with the 
therapist so as to collaborate in finding how the patient's game 



has been self-hurtful and requires change. Collaboration is 
needed since the patient is not aware of, and even defended 
against knowing some of the fundamental rules by which he 
has been playing. 

All of these five analogies can be seen to have metaphorically 
conveyed a piece of the therapeutic action but no one of them 
displays the whole action of suppor tive-expressive psy- 
choanalytically oriented psychotherapy. 
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Appendix 1 

A Reminder Check 
the Therapist for 

SE Treatment Arrangements 

Before treatment, arrange for the patient to have a 
pretreatment anticipatory socialization interview by a clinic 
agent, or for private practice, by some specially instructed 
referral sources (chapter 4). 

-Before treatment, arrange for some participation in 
the choice process by patient and therapist (chapter 4). 

In the first session, discuss the main arrangements for 
the treatment, including number of sessions, whether time- 
open-ended or time-limited, fee, policy for missed appoint- 
ments, and arrangements when termination is considered, et 
cetera (chapter 5). 

In the first session or two, decide with the patient on 
the main goals (to be rediscussed from time to time during the 
treatment) (chapter 5 ) .  
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In the early sessions and thereafter, formulate the 
main focus in terms of relationship problems (chapters 5, 7 ,  
and 8). 

As the treatment progresses, decide on the balance 
of supportiveness versus expressiveness (chapter 6). 

Prepare for termination well before it arrives. For 
example, ( 1 )  when short-term goals have been achieved, 
"mark" them with the patient; (2) allow sutficient time to work 
through the meaning of termination in order to optimize the 
retention of the gains (chapter g). 



Appendix 2 

A Sa Report of 

a Pretreatment Diagnostic 

ation Which Led to 

Time- Limited Psychotherapy 

This summary was written on the basis of a pretreatment 
evaluation. Through this evaluation the therapist decided that 
the most appropriate treatment was to be time-limited (SE-TL 
as described in chapter 10). 

Diagnosfic Evaluation Summary 

Mr. G. 60 
Patient" Name Age Date of Evaluation. 

lDEmrmrNC DATA: Black male, married, employed full-time as 
a machinist 
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Baptist background with no church affilia- 
tion 

CHIEF COMPLAINT: "Fits of depression." 

HISTORY OF THE PRESENT ILLNESS: The patient was referred by 
Dr. A. from medical clinic for evaluation of depression. The 
patient stated that he has been prone to "fits of depression" 
far about five years. These periods last one-half to one day and 
are marked by a feeling of emptiness and lack of interest. He 
generally feels dazed and occasionally experiences throbbing 
temples. He believes "something is wrong," and questions 
whether it could be his medication but has no fear of serious 
organic illness such as cancer. He sleeps from 1 1 P.M. to 6 A.M. 

but has difficulty falling asleep and wakens unrested. He denies 
nightmares. He drinks about 1 pint of whiskey on weekends, 
but denies drinking during the week. 

The patient works five days per week as a machinist and 
complained of working "not up to par" and making mistakes 
due to forgetfulness. He also complains of difficulty retaining 
leisure reading material. 

He complained of being "impotent" with partial erections 
for five years. He has not attempted intercourse for the past 
two months because of ""lcek of con6dence." He is scheduled 
to have an impotence evaluation. A penile prosthesis was 
recommended in the past. 

An additional area of concern was his anticipated retirement. 
He thinks he should be developing interests such as photogra- 
phy in anticipation, but has not been motivated to do so. 

The patient stated that he had previously been seen by a 
psychiatrist, Dr. N., in our OPD "years ago." 

A rwiew 0% available records indicates that Mr, C. received 
out-patient psychotherapy for approximately three months in 



1976 for "chronic depression" and stopped for reasons which 
are unclear. At present the patient does not reveal his feelings 
about previous therapy other than to note that the therapist 
"never said anything." He seems to have an ambivalent atti- 
tude toward therapy now and has not revealed to his wife that 
he has come for evaluation. 

A review of medical records from 1978 to the present time 
shows that the patient began taking hydrochlorthiazide and 
Inderal for hypertension in 1979. The first mention of impo- 
tence, fatigue, listlessness, and insomnia occurs in 4/4/81- 
10181. He was given a trial off lnderal from i2/81-3/82 and 
the patient was apparently depressed in 3/82 when Inderal was 
restarted at 80 milligrams per day. 

The patient was unable to associate any life events with the 
onset of depression. However, several events seem noteworthy: 
the patient's mother died in her 80s in 1976 She had suffered 
from severe dementia for two years prior to her death. The 
patient became tearful as he talked about her failure to recog- 
nize him, and his worry about the care his sister, an alcoholic, 
had given his mother during her last years. The patient is the 
seventh, and youngest child in his family and seems to have felt 
very close to his mother. 

Secondly, a brother, now 65 years old has been "withdrawn 
from the world and confused" for about io years and is cared 
for by a sister. Mr. G. seems to be wondering whether he will 
become like this brother. Third, in 1976 or '77, a new foreman 
took over Mr. G.'s supervision at work. The foreman, now 57 
years old, had been demoted from two positions at the manu- 
facturing plant and is described as arbitrary, a petty stickler for 
rules, "has to be right," and chronically threatened and angry. 
Mr. C. believes that he takes much of the brunt of this man's 
action, as compared with the other machinists who are in their 



3 0 ~  and 40s. Until two years ago when his friend B. was able 
to obtain a transfer to another department, Mr. G. shared this 
role with B. and felt less vulnerable himself. His present 
thoughts about early retirement seem based solely on the wish 
to escape from the foreman and clearly not on a wish to stop 
working. His efforts to obtain transfers and seek fair work 
conditions through the labor union have been fruitless, and the 
patient feels impotent to change his job situation. He expressed 
his anger appropriately. 

PERSONAL, FAMILY, AND SOCIAL HISTORY: The patient is the 
youngest of seven children, though two sisters died in youth 
from "childhood disease" and motor vehicle accident. As men- 
tioned, a 65-year-old brother seems to have dementia, the 
oldest brother has diabetes, one sister has long been an alco- 
holic, the other living sister is not known to have health prob- 
lems. The patient's father was in his 80s when he died with 
diabetes in 1949 (patient age 25). and his mother died in 1976 
with dementia. The patient was raised in an intact family, 
graduated from junior high, and "dropped out" of vocational 
school. He fathered one child out of wedlock and. was not 
involved in her rearing. She is now 41 years old. He has been 
married for 1 5  years and has two stepdaughters ages 27 and 24, 
who live elsewhere, He married "to have a home" md  states 
that he has a "good" relationship with his wife who is 46 years 
old, and works full-time. The wife is premenopausal but Mr. 
G. does not feel she makes excessive sexual demands on him, 
The couple own their own house. 

Mr. G. has held his job for 20 years. He noted that he lacks 
seniority over most of the younger men he works with. 

MENTAL STATUS EXILM: The patient was a neatly groomed, alert, 
cooperative, and verbal 60-year-old plump male. There was 
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mild psychomotor retardation. Speech was slightly dy sarthric. 
Thought processes were normal range and content revealed no 
delusions, paranoia, or suicidal ideation. Mood was "de- 
pressed." Affect was appropriate and of normal range with 
engaging social smile. Cognitive functions as indicated by 
modified lambs exam were excellent with rapid and correct 
performance and ready understanding of directions. Mild dis- 
traction was indicated by giving the date as the 15th and 
coming to his appointment at 10:45 instead of 10: l 5  as sched- 
uled. This man appears to be of at least average intelligence 
though proverb interpretation was concrete. His judgment and 
insight are good. 

CURRENT MEDICATIONS: Insulin (1957); Motrin 400 milligrams 
bid; Hydrodiuril 50 milligram bid 9/78; laderat40 milligram 
bid, 4/79; Sorbitrate lo milligram; and Restoril 30 milligram 
hs. 

IMPRESSION: 

Axis I 3m.40 Dysthymic Disorder 
Axis f f  None 
Axis If X I ,  Diabetes MeXlitu n Insulin since 

1957 
2. Hypertension 
j. Peripheriat Vascular Disease s/p bilat- 

eral fern-pop bypass 
4. Hard of hearing secondary to chronic 

mastaiditis and chronic otitis media, 
uses hearing aid 

5 Degenerative Joint Diseas 
spine 

6. SIP Hepatitis 
7. History Syphilis treated with penicillin 
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8. Impotence 
Rule out neurologic or circulatory prob- 
lems secondary to diabetes 
Rule out medication side effect of Ind- 
era1 
Rule out Depression 
Rule out Marital problems 
Rule out Alcohol 

Axis 1V Code j-mild-Disagreements with job 
foreman and anticipation of retirement 

Axis V Highest level of function past year-level 4 
--fair-has trouble carrying out work as- 
signments; increasing social withdrawal. 

FORMULATION: 'This 60-year-old man with multiple medical 
problems presents with chronic depression and impotence. The 
onset and continuance of depression appear to parallel losses of 
physical health and important relationships with his mother 
(through death) and a co-worker/friend (through other's job 
transfer). He manifests mild anxiety and significant anger result- 
ing from inabiliv to improve a work situation in which he feels 
impotent. There is no obvious intellectual impairment. 

At this time little is known of his early life as youngest child 
in a large family. His adult development is marked by rather 
late establishment of a stable marital relationship and career 
consolidation. At this time there is little evidence of mastery 
of Erikson's stage of generativity and marked despair over 
issues associated with aging, which may be related to identifica- 
tion with family members who have suffered from diabetes, 
dementia, and alcoholism. 

PLAN: The patient gave verbal consent for me to obtain his 
medical records through his internist Dr. A.. It is noted that 
recent thyroid function tests were normal and no additional 
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studies are recommended. Results of urologic impotence evalu- 
ation are pending. Dr. A. has agreed to a trial off Inderal and 
change of hypertension medication. 

Mr. G. agrees to enter once-per-week psychotherapy with 
me for ten sessions. The emphasis will be on supportive-expres- 
sive inlerven tion. 



Appendix 3 

An Anticipatory Socia 

nterview for Psychotherapy' 

The two excerpts that follow are from a hypothetical anticipa- 
tory sociaiization interview developed by Orne and Wen- 
der(1968). The interview is preceded by taking a brief history 
of the patient's presenting complaint and circumstances sur- 
rounding it. That information helps to focus discussion by the 
interviewer and the patient on issues relevant to the particular 
patient and to provide for the interviewer meaningful illustra- 
tions based on the history. The interview is intended to be 
carried out by whoever is assigned to orient the patient to 
psychotherapy. During the first few sessions some of the points 
might well be restated by the therapist. Although the hypo- 
thetical interview is presented here as a monologue on the part 
of the interviewer, in actual practice it is interrupted by ques- 

*A more extmsive example of a hypo&etieal socialization intmvim has ken 
deposited with h e  American Dmmentation Instihte Auxiliary PuMicaitims Prolect, 
Photoduplicating &ice, Library of Cmgras, Washinglon, E). C, 2o54-a It may 'be 
ordered by citing h u m e n t  No. 9678 and remitting $1.75 for 35-mm microfiXrn or 
$2. so for phatoprin ts. Make check payable to: Chief, Pbotdupfiea tion Service, 
Library d Conges. 



tions, amplified to clarify particular points, and varied to suit 
the particular case. An interview of this kind must be tailored 
to the specific therapist, patient, and the situation. 

The major issues relevant for preliminary socialization for 
psychotherapy are taken up in this interview. The first excerpt 
below deals with the role of the patient in therapy. Here, what 
is conveyed is that it is the patient who will do most of the 
talking, while the therapist will do less. The patient learns also 
that the therapist will not give advice. Instead it is the patient 
who will learn to solve the problems. The interview strongly 
emphasizes the central role of curative factor # 1: the therapist 
will try to understand the patient; the patient will become 
aware of issues that were not known kfore. The new knowl- 
edge will include the unconscious operations of transference; 
the patient will be prepared especially for the appearance of the 
usual forms of negative transference. The interview ends with 
explanations about the value of following the instruction to try 
to say what the patient is thinking. The interview follows: 

"Now, what is therapy about? What is going on? Well, for 
one thing, I have been talking a great deal; in treatment your 
therapist won't talk very much. The reason I am talking now 
is that 1 want to explain these things to you. There is an equally 
good reason that the therapist in treatment does not say much. 
Everyone expects to tell the therapist about his or her problem 
and then have the therapist give advice which will solve every- 
thing just like that. This isn't true; it just doesn't work like that. 
Advice is cheap; there is no reason to pay for it. Before you 
came here you got advice from all kinds of people: your spouse, 
your parents, your hiends, your family doctor, your minister, 
and so on. Many of these people know you quite well; some of 
them know you very well; and if it were just a question of 
getting advice there is no reason to think that your therapist 
would be that much better at it than all of the people who have 
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always told you what to do. Actually, we find that most people 
have a pretty good idea of what is wrong and while we can give 
advice to someone else with a problem similar to our own, it 
just doesn't help them. Unfortunately, when people give ad- 
vice, they usually provide solutions which will work for them- 
selves but not for the person who has the problem. If all of the 
advice you have received had helped, odds are that you 
wouldn't be here. Your therapist wants to help you to figure 
out what you really want to d at the best solution is for 
you. It's the therapist's ~ o b  not to give advice but to help you 
find out for yourself how you are going to solve your problems. 

What does this mean! Well, if your therapist sees you get- 
ting into some kind of trouble, he or she may warn you about 
it, but here again the final decision as to what to do will have 
to be made by you. The great advantage you will have with your 
therapist is that he or she has no ax to grind. The therapist 
doesn't think he or she knows what is best for you, but is going 
to help you try to find out. The therapist doesn't think that he 
or she knows the answers but rather, he or she just wants to 
understand, with you, why you do things. 

Now, what goes on in treatment itself! What is it that you 
talk about? What is it that you do? How does it work? Well, 
for one thing, you will talk about your wishes, needs, and 
intentions, both now and in the past. M y  should this help! 
Why is it important? Well, there are many reasons. Ordinarily, 
people don't talk about lots of things because they are too 
personal, or because they would hurt other people's feelings, or 
for some other similar reasons. You will find that with your 
therapist you will be able to talk about anything that comes to 
your mind. He or she won't have any preconceived notions 
about what is right or what is wrong for you or what the best 
solution would be. Talking is very important because the thera- 
pist wants to help you get at what you really want. The problem 
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most people have in making decisions is not that they don't 
know enough, but that they never have had the opportunity of 
talking things over with someone who doesn't try to make their 
decisions for them. The therapist's job is to help you make the 
decision, 

Another reason is that most of us are not honest with our- 
selves. We try to kid ourselves, and it's your therapist's job to 
make you aware of when you are kidding yourself. The thera- 
pist is not going to try to tell you what he or she thinks but 
will point out to you how two things you are saying just don't 
fit together. You know, feelings have to add up, kind of like hvo 
and two are four, but we like to kid ourselves sometimes that 
they are five. It's your therapist's job to remind you when you 
are doing this. For example, let's take your ambivalence toward 
your wife (or parents). You have told me a lot of things you 
dislike about your wife-how annoyed you are with her, how 
you would sometimes like to leave her. But there are also 
reasons for continuing to live with her. There must be, because 
this is just what you are doing. The job of your doctor is to help 
you keep in mind all of the important facts and feelings so that 
you can come to a solution that takes all of the facts into 
account. It's hard because sometimes these feelings conffict; 
then again, if it were not hard you would not be here, you 
would not have the problems you do. 

You have probably heard that therapists are interested in the 
subconscious. What is really meant by that? The subconscious 
isn't such a mysterious thing when one looks at it. For example, 
you must have met people who seem to get your goat and get 
you really angry with them, but you can't put your finger on 
anything they have done to account for your feelings. I t  may 
be that this person reminds you of someone but you don't 
realize it. The person whom he or she reminds you of is some- 
one with whom you are angry, so you find yourself taking it out 



on the person at hand. Unless you can remember whom you 
really are angry at, it's pretty hard to get over the feeling of 
annoyance. In this case, becoming aware of what is uncon- 
scious would be no more than remembering and recognizing 
the difference between these two people. Sometimes, though, 
that is an awful lot of work. 

When we are not aware of the reason for a strong feeling like 
this, a therapist might then say this is unconscious. By becom- 
ing aware of the reasons for our anger with someone, we can 
treat him or her on a more realistic basis. I t  is easily possible 
that a very nice individual happens to resemble somebody 
whom we have good reason to dislike, and so we deprive our- 
selves of knowing somebody whom we would like because we 
are not aware of the resemblance. It is the therapist's job to 
help you recognize when the feelings you have toward someone 
seem to be inappropriate and then learn to understand the real 
causes, . , .p 

f 

A particularly important aspect of the interview relates to 
the discussion of negative transference and warning the patient 
of its consequences, thereby minimizing its potential for dis- 
rupting treatment, 

"By the way, when you start in treatment, you will find that 
some of the people closest to you, who are for your getting 
some help now, may come to feel that it isn't helping you any. 
This is often an indication that you are changing, and these 
very changes are puzzling and troublesome to someone close 
to you. You should know that almost always in treatment some 
of the people around the patient will be convinced that he or 
she is getting wars ften just at the time when the patient 
is really improving. And you yourself might also sometimes feel 
worse and discouraged at some stages of treatment. You know, 
you'll feel you're not getting anywhere, your therapist doesn't 
know what he or she is doing, and there's no point in this, and 
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so on. These very feelings are often good indications that you 
are working and that it's uncomfortable. I t  is very important 
that you don't give in to these temporary feelings when they 
come up. 

You know, it's very funny---what will happen, as you talk 
about more difficult things, is that you'll find you have trouble 
keeping your appointments. You won't be able to get away 
from work, there will suddenly be necessary overtime just at  the 
time of the appointment, your car will break down or run out 
of gas, your family will need your help at home for something, 
and so on. All of these things will seem quite unrelated to 
treatment. The funny part is that they'll be happening just at 
the time when things are getting rough for you in therapy. 
What this means, of course, is that you are getting down to 
something difficult and important, and that these are the most 
important times to bring yourself to your therapy meetings. 
This is something that always happens sooner or later. The only 
way to protect yourself is not to allow yourself to judge how 
important any given meeting will be, but instead to decide 
beforehand that you are going to be there, come hell or high 
water. In other words, if you make an appointment, you will 
keep the appointment regularly. This doan't mean that you 
can't postpone a session for good reasan, if you discuss it with 
your therapist beforehand. For example, if you know three or 
four weeks in advance that you've got a business trip, and you 
know it's something you have to do, it won't, as a rule, interfere 
with treatment if you miss an appointment. It's the sudden 
emergencies which are almost always unconsciously planned- 
things that come up unexpectedly. 

Another thing---in treatment you will often find yourself 
uncomfortable. For one thing, your therapist won't say a great 
deal and you will find yourself trying to make decisions about 
what to say. W e  do this all the time. If we didn't, we would 



get ourselves into a lot of trouble. If you think your boss is an 
idiot and an s.o.b., and you told him this, you might well lose 
your job. In general, we have to make a distinction between 
what we think and what we say. In treatment this is not so. You 
want to say whatever comes to your mind, even if you think 
it is trivial or unimportant. It doesn't matter. It  is still impor- 
tant to say it. And if you think it is going to bother your doctor, 
that doesn't matter either; you still say it. In contrast to your 
boss, if you think that your doctor is an idiot or an s.o.b., you 
need to tell him or her a b u t  it. You will find this is very hard 
to do and yet it is one of the most important things to learn 
in treatment-to talk about whatever comes to your mind. 
Often what you think is trivial and unimportant is really the 
key to something very important. 

For example, you might suddenly become aware that the 
room is hot or that the doctor's clothes are funny or something 
like that which seems both trivial and even perhaps a little rude 
to bring up. Yet, in treatment, if you think of it, you say it. 
Many times I have seen things like this tum out to be ex- 
tremely important. So, just like the appointments, we make an 
absolute rule that you should not think ahead about what you'll 
say and therefore protect yourself from facing important 
things. Say whatever is on the top of your mind, no matter 
what." 
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and Research Supports 

A good way to practice formulating the theme of the patient's 
core relationship problems is to review a series of "relationship 
episodes" selected from a patient's psychotherapy sessions. Re- 
lationship episodes are parts of sessions in which the patient 
offers a narrative of his or her interactions with other people, 
including with the therapist. The interactions with the thera- 
pist are sometimes more than narratives about the relationship 
with the therapist but are enactment8 of that relationship. For 
purposes of formulating the CCRT, concentrating on relation- 
ship episodes rather than on the whole session is economical 
and advantageous because the episodes give concrete examples 
of interactions with people in condensed form. The reader can 
come to a CCRT after reviewing the relationship episodes and 
scoring them following the principles below. 
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This appendix contains in order: the steps for scoring the 
CCRT; a transcript of part of one session; a CCRT scoresheet; 
a CCRT summary sheet; a discussion of the scoring of this 
transcript; and a summary of research on the CCRT method. 

Steps in Scoring the C U T  

Follow the steps given below for scoring the CCRT and apply 
them to the transcript. Use as many pages as are needed of the 
CCRT scoresheet and the CCRT summary sheet. The partic- 
ular transcript was chosen primarily for its value in providing 
practice in formulating the core theme rather than to illustrate 
the SE treatment principles. This transcript is the first 20 
minutes of session 3 for a patient, Mr. B.N., who was at the 
time of the session a 21-year-old student in his last year of 
college. The 20-minute segment is adequate in this instance 
since it contains seven relationship episodes (RE), a sufficient 
number for making a formulation. The R E  have been marked 
off by an independent judge by a line in the left margin from 
the beginning to the end of the episode. At the beginning of 
the line the central object of the R E  has been identified. 

Six steps in arriving at the CCRT are summarized below. 
The first four steps are essential. Step 5 is optional; it provides 
more detailed information on the sequence of the interactions 
between the patient and the people described in the patient's 
RE. The sixth step provides information on the extent to 
which each component of the CCRT is part of the patient's 
experience of the relationship with the therapist and therefore 
can be considered a part of the patient's transference, as it is 
defined by Gill's method, [Gill and Hoffman z982b]. 
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L .  SCORING THE RE FOR THEME: COMPONENTS 

The judge reads and rereads the R E  which have already 
been marked off on the transcript. In the course of reading 
each RE the judge underlines on the transcript each type of 
the three classes of theme components: the W (wishes, needs, 
and intentions), the R 0  (the responses from the object), and 
the RS (the responses from the self). The R 0  and RS are 
further divided into positive and negative consequences. An 
intensity rating can also be added after each component 
(mainly for research studies). At the end of this first step the 
judge transfers the scores on the transcript to the CCRT score- 
sheet along with the type of the component, such as the partic- 
ular wish expressed. 

2 .  MAKING A GENERAL GCRT FORMULATION 

The judge reviews the scoresheet by inspecting it up and 
down across R E  to find the formulations which apply to the 
most RE. This step is especially crucial for understanding of 
the W,  while the R 0  and the RS tend not to require as much 
effort at abstracting the formulation. 

Sometimes it is easy for the judge to abstract what is com- 
mon across RE. At those times, for example, the general for- 
mulation of the W fits very closely with the directly expressed 
W of each RE. However, often during the process of review- 
ing the W across RE a general formulation on a more inferen- 
tial level is necessary. I t  is important not to let the general 
formulation become more abstract than is necessary to fit a 
large number of the RE. I t  is this step 2 which especially 
requires the wet, gray software, that is, the cortex of a human 
judge, and is not likely soon to be supplanted by the dry, white 
hardware, that is, the computer. 
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3. REDQXMG THE SCORING IN STEP 1 FOR THE COMPONENTS 
FOWTZLATXON ACHIEVED IN STEP 2 

The scoring of step 1 needs to be rechecked to be sure aU 
of the components in the general formulation have been con- 
sidered and scored if they are applicable. It is important to 
preserve the scoring from step 1 as separate from the revised 
scoring derived from applying the formulation achieved in step 
2 so that it can be seen how often and how much change comes 
from the labor of step 2. Therefore use capibl letters for the 
additions and alterations that come from step 2.  

4. REMmINC THE GENEML CCRT FORMUUTIQN 

All components are listed and tallied on the CCRT score 
sheet summary. The most frequent W, followed by the most 
frequent response from others, followed by the most frequent 
response from self, constitutes the CCRT. 

5 .  RECORDING THE SEQUENCE OF THE INTEMCTIONS 
(OPTIONAL) 

A record of the sequence of the W and the responses of 
the patient and of others within each R E  can add valuable 
information. It provides insight into each patient's typical re- 
lationship interaction sequences (as suggested by Dr. Ellen 
Berman, personal communication 1979). During the reading 
of the RE, the sequence of the appearance of the c a m p  
nents of the theme can be noted by numbering them con- 
secutively on the transcript (as in the example on p. 209 A) 
and then transferring the sequence numbers to the CCRT 
scoresheet and the CCRT score sheet summary. Our experi- 
ence with step 5 indicates that interactional sequences are 
highly stereotyped. 
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6. ESTIMATING THE PATIENT'S EXPERIENCE QF THE 
COMPONENTS QF THE CCRT AND THEIR INVOLVEMENT IN THE 

Since transference is defined as an experience of the patient, 
the judge is to categorize how each component of the CCRT 
is experienced. 

Guides for Scoring Wirhes, Needs, &and Intentions Toward 
the Object: W 

The judge reads the transcript with the RE located on it and 
scores two kinds of W ( I )  W which are explicit, (2) W which 
are readily inferrable, (W). If the W is not readily inferrable, 
no W score is provided for that RE. 

EX~MPLE OF W: Mr. B. N., RE 1) 

"In the end of the fantasies 1 was-the position was reversed 
and I was stepping on him like that." 

EX~MPLE OF (W): Mr. B. N. 
Sometimes the (W) becomes apparent only after reading the 

series of RE. The following is an example of a (W) which 
became apparent only as part of this general formulation step 
(step 2): RE  4: "I really don't want to get involved with her 
sexually" (i.e., wish to be sufficiently assertive to pull out of the 
relationship), 

CHOOSING AMONG COMPETING WISH FOWUUTIBNS 

Occasionally, the formulation of a general W presents a 
conceptualization problem. The judge may have to resolve an 



ambiguity about which of two wishes is primary. The judge can 
usually make this decision on the basis of frequency of the 
various wishes, with the most frequent one being the primary 
one. Often the two competing wishes are closely related in the 
sense that they are the vortex of repeated conflict with each 
other. Beyond the frequency criteria, it has been noted that 
sequence tends to favor prior expression of the primary wish 
because of the narrative form. Furthermore, the primary wish 
tends also to be most consistent with the wish that is closest 
to what the patient wishes to affirm in relationships to people. 

EXAMPLE: Mr. B. N. (the specimen case example at the end 
of this section). 

His most frequent wish was, "I wish to assert myself in 
relation to pressures from other people, particularly their need 
to dominate." That wish to assert himself tends to compete 
with his wish to be close to people, to talk and share and be 
fed by them. The first wish would be called wish A and the 
second, wish B. Both should be scored, but relative frequency 
will identify wish A as the primary wish and wish B as the 
secondary, underlying wish. 

EXAMPLE: Mr. T.M. 
The judge was not sure which of these two wishes was pri- 

mary, "I want to make a commitment to a person or to a job 
but it makes me feel t w  trapped." The other version of the 
wish was, "1. want to avoid making a commitment to a person 
or to a job but I am under strong pressure to make such a 
commitment." The question for the judge was whether the 
wish to make a commitment or the wish to avoid making a 
commitment was the wish and which was the consequence of 
the wish, With Mr. T.M., there was some evidence that there 
was first an urge to make a commitment, then the feeling of 
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being trapped, and then a wish to avoid making a commitment. 
Therefore, the wish to make a commitment is scored as the 
primary W. 

The patient frequently expressed strong wishes to hurt other 
people. An examination of the sequence showed that the wish 
to hurt other people was based on a prior unrequited wish, that 
is, to get a positive response from the other person. Therefore, 
the latter would be the primary wish and the wish to hurt 
others would be a subsidary wish. 

An interesting principle about primary wishes is illustrated 
by these last two examples. There is a tendency for positive 
wishes to be primary. This trend sounds like a reffection of the 
judges' values and inclinations to affirm the basic goodness of 
human beings. Rather, it may be characteristic of the people 
who enter psychotherapy that they show a striving toward 
positive goals. 

Guides for Scoring the Conseqa.uenre~ from the Object or 
from the Self 

These tend to be easier to score than the W since they are 
more directly expressed than the W The R are of two kinds: 
responses from others (RO) and responses from self (RS). 

The designation "consequence" does not require of the 
judge that the responses be recognizable responses to the wish. 
It is sufficient for the judge to note all wishes and note all 
responses without having to connect the responses to the 
wishes. 
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POSITIVE M D  NEGATIVE RESPONSES 

Each type of response is further subdivided into mainly 
positive (P) or mainly negative (N) responses. "Negative" is 
defined as responses which mean to the patient that an inter- 
ference with satisfaction of wishes has occurred or is expected 
to occur; "positive" refers to noninterference or expectation of 
noninterference with the satisfaction of wishes and/or a sense 
of mastery in being able to deal with the wishes. 

Tne subscripts EXp or CON can be applied to either R 0  or 
RS. An example of an R S  CON is in Mr. B. M,, page n o ,  
"That irritated me." That was a considered response; the pa- 
tient makes it clear that he did not express it to the object. On 
the other hand, the obiect did express to him domination, 
therefore, ROEXP. The distinction between expressed and 
considered may be of value especially in studying the CCRT 
as a measure of change. 

Scoring Intensity of Theme Components 

Tneme components vary in their intensity. A 1-5 scale may be 
sufficient for grading each one. (The sequence can also be 
noted as explained on p. 202). 

EXAMPLE: Mr. B. N, Rating Sequence 
RE 1: I wish to assert myself: (W) 4 3 

"He dominated by not RO 4 1 

letting me speak." 
"I was angry." RS 5 2 
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Guides for Scoring the Patient's Experience of the 
Relation$ hip 

According to the psychoanalytic theory of psychotherapeutic 
change, patients should attain improved access to awareness of 
their experience in relationships, including the one with the 
therapist. A scoring of access to awareness should make possi- 
ble a test of this thesis. The CCRT formulation of a session, 
since it often encompasses the interactions with the therapist, 
reflects the patient's experience of the relationship. 

However, more precise scoring distinctions are needed. 
These should include the degree to which each component of 
the CCRT is experienced and the degree of corresponding 
awareness of the experience in the relationship with the thera- 
pist. Also needed is a distinction between awareness of the 
parallels between experience in the session versus outside the 
session, as put forward by Gill and Hogman (1982a). In a strict 
sense, however, transference is only the experience of the rela- 
tionship with the therapist in similar terms to the experience 
of the early parental relationships, not just in session versus 
outside of the session, 

The distinctions of scoring below are mostly similar to those 
included in the Gill method of coding a patient's experience 
of the relationship with the therapist (Gill and Hogman 
1982a): 

1 .  the degree to which the component is experienced in 
the relationship to the therapist (Gill's "r") 

z. the degree to which the patient is aware of the experi- 
ence in the relationship to the therapist (this is our label 

) 



APPENDICES 

3 -  

4- 

the degree to which the patient is aware of the parallel 
between the relationship to the therapist and outside 
relationships (Gill’s “XT” and %”). 
the same as 3, except it is an inference by a judge that 
there is an implicit allusion to the patient’s experience 
of the relationship in communications that are not 
manifestly a b u t  the relationship (Gill’s Fxr). 

RE = relationship episodes 
RE, = cunentRE 
RE,, = past R E  

W = wish, need, or intention as directly stated by the 

(W) = wish, need, or intention as inferred by the judge 
RO = response from the “object” (“object” refers to the 

main person that the patient is interacting with in 
the RE) 

Steps 1-4: 

patient 

RS = response from the self 
N = negative (e.g., NR 0 = negative response from object) 
P = positive 
exp = expressed response to the object (e.g., NRSExp = 

c m  = considered but not expressed to the object 
1, 2, E, 2, or 5 = a rating of the intensity of each theme 

negative response from self which is expressed) 

- 
curnponent (W, RO, RS) 

Step 5: 
1, 2, 3, etc. = the sequence of each W, RO, and RS in 

each RE 

208 
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Step 6: 
r = experienced in the relationship with the therapist in 

the session 
ra =: aware of being experienced in the relationship with 

the therapist in the session 
xr and nr = aware of the parallel between relationship 

with the therapist and outside relationships 
0 

/xr and irx = inference by the judge of a parallel between 
relationship with the T and outside relation- 
ships, in communications that are not mani- 
festly about the relationship 

B.N. transcript (first 20 minutes of Session # 3 * )  
P,: Hi! 
T1: How have you been! 

RE # I  

OBJECT: GUY (Roommate) 
P1: I've been feeling a little bit, uh, more alive lately, 

y'know, but I've had-I've had a lot of uh anxiety and 
nervousness connected with it. I haven't been sleep- 
ing too well, like uh, y'know, with just-with talking 
to people I---I feel better, things like that, uh. One 
thing that uh sorta just hit me, and I guess it's one 
of these delayed action things that that seems to 
happen to me quite a bit. There's this guy I was- 
lived with-lived with us for about a month during 
July and he's uh, I mean, we didn't get along too well, 
and uh whenever he got into a conversation or any- 

'Annotate this transcript on its left margin following the directions given on pages 
1 ~ 2 o g .  Then tally the scores on the 66RT Scoresheet (p. 221) and summarize on 
CCRT &raheet Summary (p, 222). Only then csmpare it with the smres af the 

dent judges an the CCRT Scaresheet Summary (p. 223). 



thing, y7know, he uh- he'd immediately try to domi- 
nate it and things like that. He did a lot of things that 
irritated me and at the time I guess I just, y'know, 1 
repressed everything, and just sunk back. And ktely 
I've been sort of brooding about it, and, y'know, I've 
been getting really woiked up and pissed off over it, 
y'know, and then uh, uh, y'know, it's as I said, I said, 
it's a delayed action thing, I guess. It's like he was 
stepping on my toes a lot when I was there, you know, 
yet I didn't even have the guts to say "Ouch!" And 
that ROW that"-that" what all these fanbsies were, 
y7know. It comes back and I-I put him down, and 
things like that. 

TZ: m a t  do you mean "fantasies?" 
P,: Uh, just thinking about it, and y'know, brooding on 

it, and uh waking, y'know, day dreams. 
T3: What are you doing to uh daydream. 
P,: Uh, y'know, it's usually in conversation, like uh, I 

remember one time there were-there were four of 
us and we were talking. And and I remember there 
there was a pause in the thing and he was doing all 
the talking and, uh, I had said something, and he 
turns to me and says, "Excuse me for interrupting" 
and then he, y'know, continues like that. It's this type 
of thing I was getting from him like the whole time 
he was there. And, uh, in the end of the fantasies I 
was, uh, the positions were reversed and I was step- 
ping on him like that. 

T4: Urn-huh. 
PS: (pause, lo sec) It's uh, I guess I--y'know I can't really 

-that's a type of situation where I run into a person 
like that who- who, y'know, it's, it's one thing that I 
can't handle too well- I don't know how to cope with, 
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uh, y'know, I usually have one of two types of reac- 
tions, either I, y'know, crawl back into a hole or, or 
I really snap out, y'know, bluntly, crudely and, uh, 
y'know I think there ought to be a better way to 
handle it but I'm not quite sure, y'know, how it's 
gonna work. 

T5: By "snap out" you mean what! 
PG: Uh, y'know, really, uh, come out with the hostilities 

that he arouses and things. He probab-in uh dispro- 
portionate to uh to what, what should grip, y'know, 
the reality of the situation, like uh, in, in one of the 
fantasies, uh, y'know, as I was reliving this thing 
where he uh-that, that incident I just described 
when he said, uh, "Excuse me for interruptingr?-at 
the time I was dri-I was drinking a glass or water or 
something. And in this fantasy I threw the water in 
his face, or something like that (pause lo sec) (clears 
throat) I think 1-1 tend to get abnormally worked 
up and you know frightened and-and angry at--at 

ho do things like this (pause, lo sec). 
T6: We were talking quite a bit about that last time. 

RE # 2  
oejecT: Policeman # 2 

P7: In fact 1 think, y'know, anybody who comes on as an 
--as an authority figure, y'know, tends to uh, y'know, 
when they're stepping on somebody it tends-it 
tends to really scare me. When I wa+I was out in 
the park, Rittenhouse Square, the other day and uh 
some guy and his wife who, uh, I--who I had just met 
them, they were---they were sitting together on the 
bench and 1 guess the guy's wife had her leg draped 
over one of his legs, like this, and this cop comes up 



and he was talking like John Wayne and tells her to 
sit right. And well they stood up to him and, uh, you 
know, he finally carted them off and charged them 
with lewd and suggestive conduct or something like 
that, but while he was over there talking to them, I 
was just sitting, they were sitting on the bench and 
I was sitting on the wall behind them, and I-y'k- 
now, my heart started really beating fast and I got 
really anxious about it, y'know, I just sort of imagined 
wh&- what I would do in a situation like that, and I 
think what I would do was automatically (snaps 
fingers) obey the first thing he said (long pause, 35 
sec). 

TT: Could I bum a light off you, too! 

RE #) 
OBJECT: "Weird Guy" 

Pg: Oh, excuse me, sure (exhales). Another thing I've- 
I've been running into lately is like getting involved 
with people and getting friendly with people whom 
1-1 guess tol-ultimately I really don't want to be 
friends with. Uh, there's this, uh, weird uh guy that's 
uh been hanging around campus for some years now. 
He's a big colored guy, six-four, three-ten or some- 
thing like that. And I just met him and like uh, he 
comes around all the time and I really don't want him 
around and, uh, you know, it comes down to do I 
have a choice between being mean and being a hypo- 
crite. Y'know, when I first met him I- he's a- y'know, 
I guess he's insanely insecure or something but he, 
uh, uh, goes out, y'know, goes out of his way to be 
outgoing and friendly and he's, he's witty, sometimes 
charming, like I can't---l can't, you know, I'm never 
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gonna have any type of really, but, relationship with 
this guy because he doesn't get serious about any- 
thing and he's really a--well he's 29 years old and he's 
just bumming around and smoking pot, and things 
like that. 

RE #4 
OBJECT: Girl with the "clap" 

But like, uh, 1-1 have this girl, uh, I know uh, been 
cooking dinners for me lately and like, y'know, there's 
a--I really don't want to get involved with her sexu- 
ally because I heard some bad rumors about her like 
she has the clap or something like that which-and 
uh-I, y'know, I just can't talk to her that well either 
although, y'know, maybe if I saw her once a month 
I could, y'know, carry on a piece of conversation or 
something like that but I get too close to these people 
that I can't really get close to and I keep doing things 
like this, not too close but too uh involved, I guess. 

Ts: Well, what do you think you're seeking when you're 

P9: Well, y'know, I guess, uh, I'm just sort of a (pause) 
a hungry to have people around that I can talk to, 
things like that. 

T9: m y  do you need them for? 
Plo: I don't know, it's uh-usually pretty hard, hard for 

me to just, to just be alone. And uh well this has been 
sort of a pattern that developed in the, 
couple of years, y'know, just to be alone 
to really get into uh something that does interest me, 
and I apparently haven't found out uh, y'know, what 
1 can do and what I like to do, really like to do yet. 

Tlo: What happens when you're alone? 



PI1: Uh, usually I get, I get really bored, I can't, I can't, 
I don't know what to do with myself. 

TII:  And then what happens? 
PI2: Usually I sort of, uh, just lay back and accept it, 

lethargically (pause 5 sec) I, y'know, I think I proba- 
bly tend to withdraw, y'know, but uh I, y'know, 1 
don't think I uh, uh, y'know, y'know given a specific 
situation where I'm alone and I don't necessarily go 
out and then look for it, y'know, other people or 
anybody to, to talk to uh, usually. 

TXZ: Well, you you seem to dislike being alone, and I'm 
just wondering what's bad about it. 

P :  The same thing uh that y'know that happens to me 
when I'm I'm alone and as when I get into a, a 
situation where there's a group, group of people talk- 
ing and- I'm not really saying that much. I feel very 
- uncomfortable and like I'm, y'know, I'm not really 
sure I exist for, for other people, for some reason. 
Y'know, maybe it's because I'm not really too aware 
of uh myself. (pause) 

TI3: There is I gather a feeling of quite a lot of anxiety in 
being alone. 

PI,: Yeah. (pause) Like, like I used to be able to uh to read 
a lot, and do things like that but like, uh, now I find 
that, y'know, when I'm reading or something like I 
feel like I should be out doing something else, like, 
like relating to people. Y'know, I have this--yFknow, 
it's, it's uh not quite, I guess, a--well, maybe it is a 
compulsion to uh, y'know go out there and and uh, 
y'know, because I seem to think that's where it's 
really, really at, or something. 

3': Yeah but you seem to have carried it to the point that 
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you know that you don't really count for anything 
unless you do relate to people. 

P Uh, yeah. 

TI5: Or something. (pause) And you can't seem to be 
satisfied ~ust  being alone-- 

P16: Yeah-- 
T --yourself-- 

XE # 5  
~BJECT: Therapist 

P17: Yeah, I feel like 1, I have to go out and prove myself 
or something like that. I have to go out and come 
across to people and and impress them. (long pause, 
35 ~ e c )  I think what's uh happening to me right now 
in here is uh typical of a situation when I start feeling 
better, when 1 start feeling more, y'know, aware, 
more alive, more interested in things. And that's at 
uh, y'know I get to a point where I, want to, I want 
to, I want to go back- I want to close up again. 

T18: Are you feeling that way now? 
P17: Yeah, well, y'know, I think, you know, that's why I'm 

I'm probably having trouble talking and discussing 
things. 

T18: I'm not sure you're having that much trouble talking 
unless you interpret the silences we've had- 

Pi9: Well-- 
T19: --as voids that need to be filled. 
Pza: Yeah, yeah, I tend to do that a lot. 
Tzo: Do you think that's true necessarily?- 

Uh- I guess, I guess it really- 
TZ1: --do we have to fill every space with something! 

I PZ2: NO. I guess I should play it cooler, be able to be a little 



cooler about it, I mean, rather than getting worked 
up about it, y'know, silence, or something like that. 
(pause) I don't know what- what I just said about, 
y'know, withdrawing, is really true right now. 

RE #6  
OBJECT: Dr. T. (Former Therapist) 

But like that's what's-that's what's happened in the 
past. W e n e v e r  I get so I am feeling more alive and 
more stronger, uh, I--I tend to have-have tenden- 
cies to retreat, uh, and, uh, like uh, the sessions that 
I had with Dr. T. there were a couple of them where, 
you know, when I was feeling pretty good where I 
didn't-l didn't really-they weren't really that pro- 
ductive, or I didn't really talk about that much or- 
or anything like that. And like uh, I guess uh, I didn't 
see him for a b u t  a- about a month, toward the end 
of uh of last-last Fall semester, I guess, uh, Decem- 
ber, and then part of November I didn't see him at  
all. And uh, I was feeling better then, y'know, 
stronger and more alive than I had in a long time 
(long pause, 1 5  sec). 

TZ2: Dr. T.'s come up in our conversations a few times. Do 
you think you miss him? 

PZ3: Urn (pause 5 sec) well not really---urn (long pause, lo 
sec) I mean right now I don't really feel that I do. 

T Do you think you have some feelings about his leav- 
ing? 

PZ4: Uh, I don't know. 
YOU had-you had worked with him for a year. 

PZ5: I hadn't, you know, I guess I do, but uh, like, like the 
last session was really, was really pretty good and 
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y'know it was sort of a fitting in, I think. (pause 5 sec) 
I didn't--I didn't feel really, you'know, at least im- 
mediately I didn't feel that uh, anxious about it, or 

r up-upset about it at all. You know, right now 
I really can't see that there's, you know, there's much, 
much to that. 

T2#: Well, I was just wondering. 
PZ6: (10 sec pause) You know, I think I took the, y'know, 

the change y'know the-sanely, eh sanely as I, as I've 
taken any, any change ( 3 5  sec pause). I've been won- 
dering about uh, I guess, uh the future a little bit 
more now. And like uh next semester I'm going to be 
carrying a heavy load, and a lot of things. I'm going 
to be taking six courses and uh, one of the courses I 
want to take is like uh a dry course and it's, it's more 
hours than a normal course, and it's also a lot of work 
outside of class, and then I'm gonna have to have a 
job, and I hope to have a-a cycle, which is gonna 
take some-some of my time. And it's probably as- 
as heavy a load as I've I've ever carried in a semester. 
It's m--it's heavier. And-and I think like my sopho- 
more year, the second semester of my sophornore 
year when I was working in this hospital as an orderly, 
I sort of loaded myself up with a lot of things to do, 
and I just--toward the end of it, uh, I, y'know, I quit, 
y'know, I got--! got into all these things and then ail 
y'know I suddenly, suddenly withdrew, and, uh, sort 
of, uh, wondering about, y'know, since something 
like that is going to happen in the next semester. 

TZ6: The question is why are you taking on so many 
things, if you find them hard to carry. 

PZ7: Well, I think I haven't, y'know, I'm-I'm capable of 
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it, y'know, I have the stuff in me to do it, uh, I have 
to take six courses I-and als 

T2?: How about the job? Why are you-- 
p~t3z Well, I'm gonna need the job. I need the money. 

Like the cycle is sort of, 1 guess I don't really need 
that, like I want t 

TZ8: YOU mean you need the job because you're going to 
spend the money on the cycle- 

PZ9: Probably-- (laughing) 
T '  -is that correct? 
P :  Well, uh-well, it's uh-I'm gonna need the job 

partly because of that but like the money I was going 
to use to buy the cycle is not money that I really 
needed. I t  was money that I was going to keep in the 
bank and let it collect interest and then having that 
backing me up, uh--. I guess I want t 
fill up my life a little bit more. I've been sort of a- the 
boredom has been really getting to me, this summer. 
And I just want to get into these, these things, like 
uh, uh the cycle. It's something I'm going to have to 
get into. I'm going to have to learn-learn how to 
take care of it, and things like that, because I know 
nothing, mechanically. And, ub, right now, y'know, 
I sort of uh pleasurably anticipate uh learning some- 
thing about things like this. And uh, y'know, the 
same thing with that drawing course, I'd like to get 
into, fool around with something like that. It's, uh, 
the course, I guess, the teacher I hear is pretty good. 
Like he doesn't really care about your uh technical 
ability to render so much as he cares about getting 
you to learn how to see, y'know, to be aware of uh 
space, architectural space and perspective, and things 
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like that. And I'm uuh kind of excited ove 
getting, y'know, getting into something like that (15 
sec pause). 

T30: Well, what, what I'm wondering is, whether you're 
going to  have enough time to do as well in all these 
things as you would like to do. 

!?31: I don't know. 
T '  : Whether you're going to be so busy you won't be able 

to do any of them well and then you'll drop it all. 
Well that's what you're wonde 
Yeah. But I was also thinking o 
else sort of that uh y'know, I'm--I'm almost, you 
know, anxious about getting into something that I 
really like, and lot of these things appeal to me ( 1 5  

sec pause). Because I think I'm gonna have enough 
time because I'm really not that uh concerned at  all 
about uh grades. 

T32: Well, am, what! 
P :  Uh, uh, one semester, uh, one thing I don't think I'm 

gonna do badly, and uh, another thing is that, uh, I'm 
not-I don't feel any particular pressure to do excel- 
lently, y'know, even though I think I might have some 
capabilities to do pretty well because like one semester 
is not going to make, uh, that much difference in my 
cum, which is uh, just a little bit above average right 
now (15  sec pause). I mean like if I got C's in every- 
thing it wouldn't particularly bother me, y'know, de- 
pending on how much work I have to do in uh--(zo 
sec pause). I guess it's sort of basically right now I sorta 
feel like I'm on the verge of something, y'know, uh 
that I'm anticipating uh getting into things that are 
gonna be uh rewarding, exciting (10 sec pause). 
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RE #7 
OBJECT: Mother 

I uh called home last night and I talked to my mother 
about uh, y'know, the money for the cycle. Originally 
when I first thought of the idea of getting it, y'know, 
I thought of doing it, was sort of behind their back 
and just waiting till the money came then uh, y'know, 
buying it, sort of as a shock and a surprise to them 
but y'know as, as I said, I think I said once before I 
think I have a genuine interest in uh in getting a 
motorcycle on-and it's, you know, so I called and I 
-and I didn't run into any problems at all. She said 
that she thought I was old enough to make a decision 
like this for myself etcetera, etcetera. And uh, there's 
also sort of a technical matter that I want to get the 
bike before school starts, so I had to ask to sen--for 
the money to be sent cause I wouldn't have gotten 
it till later (1 5 sec pause). I think I still have sort of 
an ulterior motive in buying a cycle, y'know, and- 
and-and this is uh--I don't know if it's totaIIy ulte- 
rior, but like it's along lines of impressing people. 
(end of 20 min.) 

Discussion of the Scoring of Mr. B. N. by Four 
Independent Judges 

After the reader has scored the transcript, the scoring should 
be compared with the ~ m p l e  of four iudges' scoring in the 
CCRT summary (p. 223) The four judges were not highly 
experienced in the use of the CCRT method. They had had 
only a few hours of previous experience with the method, 
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mostly from reading the guide (Luborsky 1983). For all judges 
this case was the first one they scored. Two of them were 
experienced clinicians, one was a psychiatrist, the other a psy- 
chologist, both of whom had had a year of experience treating 
patients in psychotherapy under the supervision of the author 
and using this manual as a guide. Two were undergraduate 
psychology majors. It is of interest to see in the summary that 
despite these differences in background and clinical experience 
the tally of their scores showed a fair amount of agreement. 
The following were the general findings: 

2 .  The CCRT can be read almost directly from the tallies 
in the CCRT scoresheet summary. For example, for judge V 
the general wish identified as "to assert myself" was evident in 
7 out of 7 of the RE. The other judges showed similarly high 
proportions of the same general wish. For this patient the 
CCRT is as follows: W "I wish to assert myself" (mainly in 
the sense of not going along with the demands of others); 
RO: "They express domination"; RS: (but) "I withdraw and 
become passive as well as frightened and anxious." 

2. Interjudge agreement is more evident for the W than for 
the R 0  and RS. The principle appears to be that agreement 
is greater on those components which are more frequent. From 
this small sample of judges it appears that clinical experience 
is not the essential condition for agreement of judgments. In 
fact agreement for this set of judges is high, even though for 
all four they are less experienced than the four who rated the 
same case in the Levine and Luborsky study (1981). 

3. Negative RO and RS are more common than positive 
ones for this patient. In fact this is a strong trend for all 
patients who have been scored with the CCRT. 
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Summary of CCRT Research 

The CCRT was developed as a measure of a pervasive relation- 
ship pattern. Because that relationship pattern appears in rela- 
tionships with the therapist just as it does in outside-of-treat- 
ment relationships, it is justified to call the CCRT a measure 
of transference. The theory of psychoanalytically oriented psy- 
chotherapy postulates that it is the reexperiencing and working 
through of this recurrent relationship pattern which is the 
central change agent. This variable is, therefore, the main one 
which should be measured during and at the end of psy- 
choanalytically oriented psychotherapies to determine the de- 
gree to which therapy has been focused on this theme and the 
degree to which changes have taken place in it. I t  would be of 
great value to determine whether other different psychothera- 
pies produce similar changes in the CCRT but the field lacks 
any well-developed measures of this variable. That was the 
recurrent theme at the NIMH Coolfont, West Virginia Con- 
ference on Psychotherapy Research in October 1982. The 
CCRT method was one of the first quantitative measures of 
the transference pattern that were based on psychotherapy 
sessions and in which the pattern was expressed as a formula- 
tion. A brief summary of the research on the CCRT follows; 
more detail can be found in Luborsky (1977)~ Levine and 
Luborsky (1981), and Luborsky, A Guide to the CCRT, in 

RELIPIBILXm 

Agreement of judges on the types of CCRT components has 
been examined in one study (Levine and Luborsky 1981). 
Good agreement was found between 16 graduate psychology 
student judges who scored the CCRT individually, and the 



composite of four research judges' scoring. Furthermore, the 
agreement of the judges has also been shown by the method 
of "mismatched cases", that is, agreement is greater for judging 
types of components from the Mr. B.N. case itself than for 
those pairs which included the purposely mismatched types 
from two other cases. 

CONSXSTENGV OF THE CCRT OVER TIME 

The types of CCRT components appear to have considera- 
ble consistency over time, even from early to late in long-term 
treatment. This finding emerges from the comparison of the 
early CCRT with the late CCRT for the 1 5  patients in the 
Penn Psychotherapy Project (Luborsky 1977). Of these pa- 
tients, the less improved appeared to have greater consistency 
over time than the more improved. Furthermore, the wish 
component tended to be more consistent over time than the 
response ctompnent. 

Several studies are in progress on the degree of consistency 
of the CCRT over time e.g. Gerin et al. in preparation. These 
studies should help develop the CCRT method as a measure 
of change in psychoanalytically oriented psychotherapy. 

The next example is a sample of the use of the CCRT for 
comparing the early and late CCRT. A more quantitative 
comparison can be obtained by inserting the frequencies based 
on the scoring. 

EXAMPLE: Mr. L. 
The initial CCRT wish formulation was: "I wish to express 

myself and to be heard and to be able to be competitive with 
and better than other men." The consequences were: "I will 
not be able to tolerate this wish because it will make me feel 
guilty (response from self) and they will not be able to tolerate 
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it because of their fragility and depression" (response from 
others). 

At the time of the termination, the CCRT wishes were 
much the same. The consequences, however, had changed 
somewhat: the patient was more comfortable about expressing 
his interests, describing his superior abilities (response from 
self), and recognizing that his doing this could be acceptable 
and be tolerated by other men or women (response from oth- 
ers). 

CONSISTENCY OF THE CCRT FOR RELATIQMSWIIPS TO PARENTS 
VERSUS RELATIONSHIPS TO THE THEWPXST 

This comparison has special interest because it could provide 
a basis for the usual assumption that transference is involved 
in the CCRT measure. If it is found that the CCRT pattern 
for the parents in the past is like that for the therapist, such 
results would be consistent with the concept of transference. 

CQNSXSTENCV QF CCRT BASED ON PSVGILXWHERAPY SESSIONS 
'VERSUS BASED ON NARMTIVES REQUESTED BY AN 
INTERVXEWER OUTSIDE QF PSYCWOTHEWPY 

This study is in progress on six patients from the Penn 
Psychotherapy Project with the data available from both 
sources (van Ravenswaay, Luborsky and Childress, in prepara- 
tion). The outside-of-treatment narratives are obtained 
through a standardized format called the Relationship Anec- 
dotes Paradigms Test(RAP test) (Luborsky, typescript 1978). 
The major question of this research is whether the relationship 
patterns established during SE psychoanalytically oriented psy- 
chotherapy are special to psychotherapy or are more broadly 
representative of the patient's outside-of-treatment relation- 
ship patterns. So far, the latter alternative is the impression 
provided by the first results. 
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COMPARISONS OF THE CGRT METHOD WITH OTHER MEASURES 
SFBRENCE PAWERN 

Since the advent of the CCRT method(luborsky 1977). 
other apparently similar quantitative measures of transference 
patterns have been developed or have been recognized to be 
similar, One of the best known of these allied methds is the 
Gill and Hoffman method (1982a) for assessing the patient's 
experience of the relationship with the therapist (Gill 1982; 
Gill and Hogman 1982b). The evidence that the CCRT is the 
theme which is typically involved in transference phenomena 
is provided by the presence of the same CCRT in RE about 
the therapist as in outside of treatment relationships. Further 
exploration of this issue may be provided by inclusion of the 
scoring categories of the patient's experience of the relation- 
ship with the therapist (similar to Gill's categories). Another 
well-known system is the unconscious plan method of the 
Mount Zion psychotherapy research group (Weiss and Samp- 
son 1984). Comparisons of the CCRT with these methods are 
being planned. 



Appendix 5 

Rating Sca s for Supportive- 

Expressive PS ychoana 

Oriented Psychotherapy 

The scales provided in this appendix are intended to further 
one of the main purposes of the manual, namely, to determine 
the degree to which SE psychotherapy was performed by each 
psychotherapist. All of them are generally related to parts of 
the manual and help to describe the nature of each treatment. 

These scales listed below for rating psychotherapy sessions 
are given in sequence: 

Rating scales for the main distinctive characteristics of SE 
psychotherapy 
Rating scales for supportiveness 

Therapists' ways of facilitating the helping alliance, 
type 
Therapists' ways of facilitating the helping atliance, 
Q P ~  2 

Rating scales for understanding 
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Rating scales for the quality of the therapist's response 
Rating scale for therapist skill 
Rating scale for degree of help provided 

The first set of scales consists of three distinctive aspects of 
SE and a summary scale for rating the degree to which the 
sample is consistent with the characteristics of SE. 

The next set of scales are for rating supportiveness; they 
include 1 2 therapist facilitative behavior scales for estimating 
what the therapist does which might facilitate or impede the 
development of a helping alliance. The first seven are those 
which might facilitate type 1 helping alliance and the next five 
are those which might facilitate type 2 helping alliance. 

The next set of scales are to evaluate the therapist's under- 
standing of the patient. They relate to principles of under- 
standing 1, 3, and 5. 

The next set consists of eight scales on the therapist's re- 
sponding in terms of the aim to achieve understanding by 
expressive means. Some of these scales emerged from a discus- 
sion with Dr. Helmut Thorn5 on the need to enlarge the 
number of scales dealing with the therapist's adequacy of re- 
sponding to the expressions in the treatment of the transfer- 
ence pattern. These therapist response scales are to be rated for 
the session as a whole. They can, in addition, be used to 
evaluate a sample of the individual responses of the therapist. 

In addition to the above scales for rating the psychotherapy 
sessions, another scale is presented for related studies: This i s  
a rating scale for the patient's experience of a helping alliance 
(to be filled out by the patient). 

The following has a brief rdsumi of SE psychotherapy as 
described in this manual to help orient the judge who would 
be rating samples of the therapy. 
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A n Introduction to Rating S u p o  rtiw-Expressive 
P~rchorheragr 

Supportive-expressive psychotherapy is a patient-centered 
therapy in the sense that the therapist listens, understands, and 
responds on the basis of what the patient is saying rather than 
on the basis of responses prepared in advance. The therapist 
and patient take a problem-solving approach to the meaning 
of the symptoms and the related interpersonal problems. 

*SUPPORTIVE TECHNIQUES 

The therapist must decide initially and as the treatment 
progresses whether the treatment can rely primarily on expres- 
sive techniques or whether additional attention to support is 
needed. For some petients the therapist gives enough support 
to allow the patient to tolerate as much expressiveness as possi- 
ble. The most central ways of providing support and strength- 
ening the alliance include: conveying a sense of sympathetic 
understanding; assisting the patient to maintain vital defenses 
and activities which bolster areas of competence; demonstrat- 
ing a realistically hopeful attitude; recognizing the patient's 
ability to use the basic tools of the treatment and do what the 
therapist does; and engaging with the patient in a joint search 
for understanding. 

"EXPRESSIVE TECHNIQUES 

The therapist fallows the Row of the patient's thoughts in 
order to discern the meaning of the symptoms and the as- 
sociated relationship problems expressed in the core conflictual 

'The: asterisk in the margin besides a technique in the SE manual means that it 
is consider& most central. 
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relationship theme (CCRT). During each session the therapist 
is ( I )  listening, ( 2 )  making a formulation, ( 3 )  responding to 
what the patient is saying, and then (4) listening further. 

hter 's  Name Session # 
(or Tape # ) 

Rating Scales for the Main Distinctive Qualities of SE 

There are four scales, three for the main distinctive qualities 
of SE and a fourth for an overall rating of the degree to which 
the therapy fits the characteristics of SE psychotherapy. These 
four scales were successfully used to distinguish samples of 
supportive-expressive, cognitive-behavioral, and drug counsel- 
ing (Luborsky, Woody, McLellan, O'Brien, and Rosenzweig 
1982; Woody, Luborsky, McLellan, O'Brien, Beck, Blaine, 
Herman, and Hole 1983) 

1 .  The degree to which the treatment is focussed on giving 
support: by developing a helping alliance, bolstering areas 
of competence, and by encouragement and support of 
healthy defenses and activities 

None Some Moderate Much Very Much 

2 .  The degree to which the treatment is focused on facilitating 
self-expression as part of the search for understanding 

None Some Moderate Much Very Much 
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3. The degree to which the treatment is focused on the under- 
standing of the relationship with the therapist and its basis 
in the transference 

1 2 3 4 5 
None Some Moderate Much Very Much 

4. The degree to which the treatment fits the manual's specifi- 
cations of supportive-expressive psychoanaiytically oriented 
psychotherapy (a summary scale) 

None Some Moderate Much Very Much 

Rating Scales for Supportiveness 

Therapist's Ways of Facilitating the Helping Alliance: 
Type 1 

1. Conveying through words and manner support for the pa- 
tient's wish to achieve the goals 

None Some Moderate Much Very Much 

2. Conveying a sense of understanding and acceptance 

Z 2 3 4 5 
None Some Moderate Much Very Much 

3 .  Developing a liking for the patient 

None Some Moderate Much Very Much 



4. Assisting the patient to maintain vital defenses and to main- 
tain activities which bolster morale, areas of competence, 
and general level of functioning 

None Some Moderate Much Very Much 

5. Communicating a realistically hopeful attitude that the 
treatment goals are likely to be achieved (or, at least, a 
willingness to continue to try to help to achieve them) 

None Some Moderate Much Very Much 

6. Giving recognition, on appropriate occasions, that the pa- 
tient has made some progress toward the patient's goals 

1 2 3 4 5 
None Some Moderate Much Very Much 

7 .  Encouraging some patients on some occasions to express 
themselves, especially in areas in which they wish to be 
helped 

1 2 3 4 5 
None Some Mderate Mueh Very Much 

Therapist's Ways of Facilitating the Helping Alliance: 
Type 2 

1. Encouraging a "we bond" 

None Some Moderate Much Very Much 

234 



U i n g  Scales 

2. Conveying respect for the patient 

f 2 3 4 5 
None Some Moderate Much Very Much 

3. Conveying recognition of the patient's growing sense of 
being able to do what the therapist does in using the basic 
tools of the treatment 

I 2 3 4 5 

None Some Moderate Much Very Much 

4. Referring to experiences that the patient and therapist have 
been through together 

1 2 3 4 5 
None Some Moderate Much Very Much 

5 .  Engaging in a joint search for understanding 

None Some Moderate Much Very Much 

Rating Scales for Understanding 

Pn'nciple I. Understanding the patient's main symptoms, main 
sources of psychic pain, and changes in these, in terms of their 
associated theme 

None Some Moderate Much Veqy Much 

Pn'nciple 4. Attending to each sphere of the relationship triad 
(I)  current relationships in treatment, (2) current relationships 
out of treatment, and (3) past relationships 

1 2 3 4 F 

None Some Moderate Much Very Much 



Pn'nciple 6 Seeing the symptoms as problem-solution or cop- 
ing attempts 

None Some Moderate Much Very Much 

Pn'nciple 7. Attending to the patient's perception of the thera- 
pist's behavior 

None Some Moderate Much Very Much 

Rating Scales for the Therapist's Adequacy of 
Responding in Terms of Expressive Aims 

Principle 1 .  The degree to which the therapist's response deals 
effectively with a facet of the main relationship problem-the 
core conflictual relationship problem (CCRT) 

None Some Moderate Much Very Much 

Principle JA. The degree to which the therapist also relates the 
CCRT to one of the symptoms. 

None Some Moderate Much Very Much 

P~nciple rB. The degree to which the therapist's responses are 
directed to the most emotion-laden or pressing part of the 
patient's transference issue 

None Some Moderate Much Very Much 
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Pn'nciple z. The degree to which the therapist's responses 
recurrently recognize and deal adequately with a facet of 
CCRT so as to facilitate the working through 

1 a, 3 4 5 

None Some Moderate Much Very Much 

Principle 3. The degree to which the therapist recognizes the 
patients' need to test the relationship in transference terms and 
passes the test 

I 2 3 4 5 
None Some Moderate Much Very Much 

Principle 7. The degree to which the therapist's responses pass 
the matching-of-messages test, that is, they match the message 
of the patient in an adequate and effective way 

a. State in a sentence the essence of the patient's main mes- 
sage in the session: 

b. State in a sentence the essence of the therapist's responses 
in the session: 

c. Rate the degree to which the therapist's message is an 
adequate and effective response to the patient's message. 

None Some Moderate Much Very Much 
(Miss the (Hit on the 
main point) main point) 

Pn'nciple 8. The degree to which the therapist's responses are 
directed to the part of the transference issue which is closest 
to the patient's awareness 

None Some Moderate Much Very Much 
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Pn'ncifile 9. The degree to which the therapist presents re- 
sponses in a form which is appropriately simple and uncomplex 
so as to be maximally understandable to the patient 

None- Some Moderately Much Very Much 
Inappropriately understand- Appropriately 
overcomplex able simple and 

understand- 
able 

Pn'nciple 12. The degree to which the therapist's responses are 
free of eountertxanskrence distortions 

X 2 3 4 5 
None Not Some Moderately Much Very Much 
free of them free of them Free af them 

Rating Scale for the Therapist's Skill 

The degree to which the therapist is conducting this treatment 
skillfully and competently 

1 2 3 4 5 
Poorly Mediocre Fairly Well Excellently Outstanding 

Rating Scale for Degree of Help Provided 

The degree to which the patient believes the therapist i s  pro- 
viding help. For example: "I was pleased with the new under- 
standing you gave me in the last session" or, "I am really happy 
with the help I'm getting from you." 

1 2 3 4 S 
Very little Some Moderate Much Very much 
QT none amount 
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Rating Scale for the Patient's Experience of the Helping Alli- 
ance (to be filled out by the patient as described in Alexander 
and Luborsky, E 984): 

Name 
Date 

The Helping Relationship Questionnaire 

Below are listed a variety of ways that one person may feel or 
behave in relation to another person. Please consider each 
statement with reference to your present relationship with your 
therapist. 

Mark each statement according to how strongly you feel that 
it is true, or not true, in this relationship. Please mark every 
one. Write in +3, + z ,  + I  or - 1 ,  -2, -3, tostand for the 
following answers: 
+ 3. Yes, I strongly feel that - I. No, I feel that it is proba- 

it is true bly untrue, or more un- 
true than true 

+ 2* Yes, I fed it is true -2. No, I feel it is not true 
+ 1. Yes, I feel that it is prob- - 3 .  No, I strongly feel that it 

ably true, or more true is not true 
than untrue 

I. I believe that my therapist is helping me. 
2. 1 believe that the treatment is helping me. 
3. I have obtained some new understanding. 
4. I have been feeling better recently. 
5. I can already see that I will eventually work out 

the problems I came to treatment for. 
6. I feel I can depend upon the therapist. 
7 .  I feel the therapist understands me. 
8. I feel the therapist wants me to achieve my 

goals. 



g. I feel I am working together with the therapist 
in a joint effort. 

io. I klieve we have simijar ideas about the nature 
of my problems. 

1 1 .  I feel now that 1 can understand myself and deal 
with myself on my own (that is, even if the 
therapist and I were no longer meeting for treat- 
men t appointments) . 

Kinds Of Change: 
I feel improved in the following ways: 

I feel worse in the following ways: 

Estimate of Improvement so Far: 

f 2, 3 4 5 
Nota ta l l  Slightly Moderately Much VeryMuch 
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lection, 54-57; preliminary social- 
ization interviw, 13, 5a-j1, 183, 
19298; preparation by referring 
agent, ~ ~ - r j  l ; therapist sdection, 
5 1-5 3 

Patient-neragist Re-pairing Op- 
portunity Program (Mospibl of 
the University of Pennsyjvania), 
5 3 

htient-treatment matching, 5 2-54, 
5 7 

Penn Psychotherapy Project, 226 
Penn-VA Pqchotherapy Projec t, 
35-38,40, 529 94-56, 17-71 

Pennsylvania, University of: Depart- 
ment of Fsychiatq of, xix, xxi, 
xxiil;. Hospibt of, Patient-Thera- 
pist Re-pairing Opgortunilcy Pro- 
gram at, 53 

Personality, therapist", and supewi- 
sion, 42, 47-48 

Petit rnal attach, gf 
Pfeger, A. Z., 2 0  

Pharmacotherapies, seg Psychophar- 
macotherapies 

Physicaaf examinations, 173-74 
Pious, WilXiarn, xx 
Plant-nurturing analogy, i 76 
PO&, W., 21 
Position of thaapist and patient, 
12 

Practice suwmision, 42, 49 
Preliminary socialimtion interview, 

13, 5*5l, 183, 1(a2*8 
Prescriptiveness (advice giving), r 1 , 

Primary prwess in analogical think 
175 

Prmess notes, 42, 45, 46? 1 1 3 
Progress: goals as markas of, 63; 

hopefirlness and, 8346 ;  thera- 
pist's recognition of, 8647; thera- 
pist" staying with CGRT and, 
r 3 1-32; see also Termination 

Prusoff, B., 32-34, 55 
Psychiatric severity (psychological 

health-sickness), 29, 5 3- 56 
Psychiabic therapies, prowwd APA 

manual on, 32 

Psychoanalysis, 4,6,8; see also Clas- 
sical psychoanalysis; Freud, Sig- 
rnund 

Psychoanalytic theofy of change, see 
Change, psychotherapeutic 

PsychoanalyticalaXEy oriented psycho- 
therapy, see Supportive-expressive 
psychoanalyticaHb oriented psy- 
chotherapy 

Psycholqical tzeaith-sickness (psy- 
chiatric severity), sg, 5 3-56 

PsychopharmaeoiogicaE agents: 
meanings of, in therapy, 172-73; 
professionals as administrators of, 
a?r-?z; SE combined with, 7 ,  
16~73 

Psychopharmacotherapies, study of, 
3 1 1  33 

Psychltsomatic innesses, psychother- 
apy plus medication for, 170 

Psychotherapeutic change, sw 
Change psychotherapeutic 

Psychotherapy research: on CCRT 
method, 225-28; comparative, 
3-4, 31-4~1~72; on degree oh sup- 
portiveness, 72; future contribu- 
tions of manuals to, 40-41; on 
helping alliance as predictor, xxii  
7&1; influence on cllinical prac- 
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tice of, xxii; on manual-basd psy- 
chotherapies, 3 2-40; meth.hCxlo~og- 
icaX requirements in, 3-4; on non- 
manual-bwd psychatherapies, 
31, 33-34; on patient qualitim as 
outcome predictors, 2 9 , ~ ~ - 5 7 ;  on 
patient-therapizit matching, xxii, 
5 2-53; on patienl-trmtment 
matching, 52-94, 57; s u p ~ r t  for, 
30-3 1; support for SE from, 7 on 
therapy plus pharmaeologicaX 
agents, 1 6 ~ 0 ;  s m  abo Manuals, 
psychotherapy; and specific thera- 
pi@$ 

Pulver, S., 108 

Ramzy, Ishak, xx, 6 
Rank, Qtto, 8 
Rapaprt, Bavid, xx, 73 
bpport: estaMishment of, r g, 67- 

68; see alw Supprtive rehtion- 
ship 

h t i n g  scales, 5, i 3 ,  35, 229-43; ior 
adequacy of responding, 1 28, 

134-35, 230, 236-38; for con- 
formity to manual specifications, 
4 ~ 4 1 ;  for main qualities of SE, 
229, 230, 232-33; for patient's ex- 
pr im= of helping afliitnce, 239- 

W; resume af SE for use with, 
2 3 ~ 3 2 ;  for supprtiven~s, 8 1- 

82, 229, 230, 233-35; for under- 
standing, t z q ,  230, 235-36 

Ratner, H., 52-53 
RE, see Relationship epimdes 
Reality testing, strengthening of, 75, 

77  
Recognizabiliv of manual-based 

p~ycErothm;;apres, 3 5 -40 

"Red thread"' aanalou, 12 r 
Redf, F., 138 

Redundancy principle, i r 8 
Referring agents, 50-5 I 

ReRe&ian, capacity for, 73,  77, 90 
Regression: goal setting as brake an, 

6% prwenti~n of, 73, 7 7  
Rejationship Anecdotes Paradigms 

(MP) test, 227 
Rehtionship episodes (RE), I aq, 

2-203, 5 0 8 9 ,  224; smple ses- 
sion transcript, 2-20 

Relationdip problems: placing 
symptoms in context of, 9497; 
psychotherapeutic change and, 
17-2 r ; self-understanding and, 
22, 23; therapist's eady under- 
standing and respnse to, +7o; 
see also Core conftietual relation- 
ship theme (CCRT); Symptoms 

Rehtionship triad, I 1-13, r 27 
""Rememkring, Repeating and 

Working Through'? (Freud), r 24 
Remembering in achievement of un- 

derstanding, z 2 , 2 3 
Repetition: in achiewrnent of un- 

derstanding, 22, 23; see also 
Working through 

Representations, see Experience 
'%epressions, liEling of," m, 23 
Research, see Psychotherapy re- 

search 
""Research Cannot Yet Influence 

Clinical Practice" "uborsky), xxii 
Resistance: to awreness, 18; and 

transference, 23 

Respect for patient, expression of, 
88 

Responding (expressive technique), 
I 2 1-40; countering countertran~ 
ference, 1 37-39; counter- 
thera~utic ("near respnding"), 
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Respnding fconggued) 
I+; definition of, 24, 91, i 20; 

focusing an one fac& of CCRT, 
1 21-2 j; and length of session, 
i 37; limiting complexity of inter- 
pretation, x 36; matchingaf-mes- 
sages test, x 28, 133-35; and pa- 
tient" ddifficuflies with reidion to 
therapista 127-3 1 ; and patient's 
nmrnes to awareness, xzr, izg, 
i 35-36; and patient's need to test 
relationship, i 25-26; rating scales 
for arEequaey of, 128, 134-35, 
230, 23638; recurrent recogni- 
tion af CCRT, r 23-25; rationale 
far, in early sessions, +a; stay- 
ing with GCRT, 131-32; and 
vaqing degee Q$ working 
through, 1 3 2-3 3; witing before, 
principle of, 70, I 3637 

Respnws from the object f RQ), xq, 
2 0 8 ,  2054, 208, 224, 226-27 

R e s p n ~ s  from the self (U), 19, 
208, 2054, 208, 224, 23.6-27 

R&urning to listening (eqressive 
technique), iqr ; defTnition of, 24, 
91 

Rmim: in supervision, 45, x 27-28; 
of treatment goals, 78; and under- 
standing, E x 3-14 

Rice, L, N*, 138 
RO, sc?.e Responses from the object 
Robbing, kwis, xx, g, 25, 90 
Rogers, Carl, m i i ,  33, 4.9 
Role-phying in supervision, 42, 

45-47 
Rosenzweig, J., 5, 35, 22,  232 
Rounsavilfe, B., 3t, 37, 55 
RS, see Responses hom the sell 
Rubinstein, Benjamin, xx 
Rush, A., 32 
Rumll, S., 3 

Sackeirn, H., 95 
Sarnpmn, H., as, 108, L 26,128,228 
Sargent, H., 9, 90 
Scales, see Rating scales 
Schafer, Roy, XX? 73, 133 
Schimek, f ., x 5 
Schizophrenia, combination treat- 

ments for, 169 
Schfesinger, I-ferhd, xx, g, 25,  63, 
69, 72, 744-75~ 146 14'7 

Sehmale, A. M,, 28 
Schreih, P,, 52-53 
Schrmder, H., 34 
Schweitzer, Edward, xxiii 
SE, see Supprtiveexpressive psy- 

choanalytieailly oriented psycho- 
therapy 

Secan&v gain, 125 
Secondary-process thinking, x 75 
SdEsupervision, 4&4g 
Self-undersbnding (insight): as cura- 

tive factor, 21--24,28; variation in 
degree of, i 32-33 

Separation reactions, termination 
and, 154 

SE-TL, see Time-limit& therapy 
SE-TO, see Time open-ended psy- 

chotherapy 
Self-esteem maintenance, 75-56 
Shavv, B., .j 2 

Shwrin, Howard, xx-xxi, 6 
Shiti: point, 101-17 
Shifis in state, 97-98, i x q 
Short-term psyckotheraipy, 160; dy- 

namic, manuals for, 32; WQI- 
toerg's, 33-34; see also Time 
limited therapy (SbTL) 

Sifneos, P, W., ilio 
S i l k g k t z ,  G., 126 
Silence, s ~ e  Speaking vs. silmce 
Simonwn, N. R., $1 
Sims, )., 3 
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137, 13% 1 4  

Sitis, S., 172 

Sloa~e, R. B., 34,35,37,78,55,82 
Smith, M., m, 4, 31, 8445,  170 

Socialiation, see Prelirninay mial- 
ization interview 

tiolomon, j., XX& 79 
Spmking vs, silence, 1 6 2 4 3 ;  en- 

couragement of, 87; treatment 
rules on, 614 

Spnce, D. P,, 9 4  141 
Spiegel, l., 8 
Spray, S., 3 
Sbpt=, Ti". R., 34, 55 
States of mind: intolerable, and goal 

~ t t i n g ,  67, 78; shifits in, 9798,  
l 19 

" S t e r m ~  plates," 1 8 
Stwkdaie, I)., 35 
Stomach pains, g5 
Stone, A,, 5 1  

Stone, L., 8, q, 15 
Strupp, H., 32, 33 
Supewision, see Training and s u p  

vision 

calfy orimted pvchotherapy 
(SE), xxi-xxii; aanalo@m for, see 
Analogies; change in, see Change, 
psphotherapeutic; chssical psy- 
choanalysis and, 4, 7-10, 12, 15,  

64; combined with psychopbztr- 
macologie agents, 7, 1+73; defi- 
nition of, xix-XX, 3, 12; essential 
fatures of, qv 7-12; expansion of 
treatment, group in, i 65+; face- 
to-face psition in, 12; as faeal 
therapy, 150; hequeney of ses- 
sions in, 12; manual-based, re- 
search findings on, 35-38; 
manuals for, 32; Menninger 

Foundation and, xix-xxi, 4, 7, g, 
44-44; patie~t suibbiliw for, $4; 
pst-classical psychoanalysis and, 
4, 6, 8; ptsvalence of use of, 3; 

psychotherapy resarch and, 3-4, 
7, 34-38; range of patients, 7 9 ,  
54; rating of, see Rating scales; 
sequence of steps in, 13-ieg; time 
structure of, 6-4, 12,64, 66, i 43- 
45, and see Time-f imited psycho- 
therapy (SE-TL) and Time open- 
ended psychotherapy (SE-TO); 
training in, see Training and 
supervision; see aLo Beginning 
tratment; Expressive techniques; 
Supprtive relationship; Termina- 
tion 

Supportive relationship, 6, 1 3, 62, 
7149,  231; in classical psychoa- 
nalysis, xi, 25, 71-72, 82; decid- 
ing on kind of mtra support 
need&, 74-74; deciding on need 
for strengthening of, 25, 73-78; 
definition of, a, 1 l ,  7 1; in em- 
phasis of treatment, 7, g, io, 73- 
74; and expressive techniques, 71, 

73-7"~; facilibtion of, 11, 21, 25, 

8 149, z3y-35; as inherent to psy- 
chotherapy, 25, 7 1-73; patient's 
experience as deffnitive of, 24-25, 

72; psychotherapy research on, 
7 2 ;  response principles of early 
sessians and, 69; rating scales for, 
81-8t,z29,t30t 233-35; transfer- 
ence and, i 1 ,  24-25, 81; see also 
Helping alliance 

""Sympathetic undersbnding," qj, 
72,82 

Symptoms: definition of, 94-95; 

focusing of response and, I 2 i ; and 
formulation of CCRT, 98-107; 

listening and location of, qq; and 



Symptoms [continued) 
need for extra supportiveness, 25, 
73, 77; as problem-solution at- 
tempts, 1 xh-ll;; termination and 
resurgmce of, 27-28, 143, 155- 
57; understanding of, 13, 24,94- 
971 114-r5 

Talmud, 14, 93 
Tape recordings in supervision, 42, 

4648-49 
Task of the Psyehsl'hera@ish ne 

(Lubaxsky), xxi 
Temple University Praiat, 37-9, 

S 5 
Tempral contiguity principle, 

118-19 
Termination, 142-58; CCRTs sur- 

vival of", 20, 1 5 1-5 2; dqree of irn- 
provement reached at, 143, r 5 r- 
5 2; explanation of, to patient, S&, 
67, 143-4; further contact after, 
143, "7-5 8; incorporation of 
gains and, 21-22, 2 6 2 8 ,  143, 
1 58; marking treatment phases as 
milestones, 63, 143, E 46-47; need 
far turther treatment and, 1258; 
noting patient cues abut ,  142- 
43 145; premature, inclination to- 
ward, 143, 1 5 2-54; previous sepa- 
rations and, 143, 154-55; 
recognizing "arrival" and, 143, 
148-5 1 ; resurgent symptoms and, 
143, 15515-57; time structure and, 
142-M 

"nerapeutie aBiance,j7 79 
merapist-patient matching, see Pa- 

tient-therapist matching 
norng, Helmut, miii, 230 

Tibout, Petrinella, xx 
Tieho, E., g 
Ticho, C.,  9 
Time-limited tbrtrapy (SE-TL), e, 

I 59-66; case example of, 16&6; 
defining qualities of, I b; duration 
of, 12, 67, 1 4 ,  I&; explanation 
Q@, to patient, 66, 67, 144; exten- 
sion of, 158; as focal treatment, 
69, 160; god setting in, 62; mark- 
ing treatment phases in, 146; need 
for early recognition of CCRT in, 
94, 98; preliminary sociatization 
interview and, 50-g I ; rewgnition 
of some progress in, 87; resurgent 
symptoms and termination in, 
155; termination in, r+g 

Time openmded psychotherapy 
(SE-TO), 6; definition of, 12; ex- 
planation of, to patient, 6 M 7 r  
143-M; see also Suppartiva 
expressive psychoanalyticafly ori- 
ented psychotherapy 

"Time unlirnite&' therapy, r 2 

TO, see Time opn+nded psycho- 
therapy 

Tdd, T., ~6--27,528 85 ,95 ,17w1  
Topeh Psychoanalytic Institute, xx 
Training and supervision, 42-49; 

group supervision, M, 46,49, $5- 
77; manual" role in, xxiii, 54,qz- 
4; Menningr residents ssuwqed 
an, 43-44; practice teaching, 49; 
self-supervision, 48-49; supervi- 
sory procedures, 42, M-47; thera- 
pist" personality as factor in, 47- 
4; value of concurrent suwrvi- 
sion, 43-44 

Transference, ~ o ;  CGRT and under- 
standing of, xxii, 2225; inadequate 
therapist respnse to, 1 28-3 r ; and 
inclination toward premature ter- 



mination, 1.13, 1 5 2-54; marking 
treatment milestones and, 146- 

N ;  measurement of, see Core 
mn#ictuaf relationship theme 
(CCRT) method; patient" need 
to test relationship with therapist, 
125-26; resistance ~ n d ,  23; and 
supportive relationship, 1 1, 24- 
25, S I ; wrking through and, I 24 

Transference gotentials, 18, 23, 
17-18 

Trmtment arrangements, 6447; 
checklist for, x 834.4 

Treatment goals, I 3; ho~fulness 
abut,  8 3 4 6 ;  improvement in 
symptoms and, 17; monitoring 
propess by, 6243; reviwing, 78; 
SE-TL vs. SE-TO and, ~ C l o ;  set- 
ting of, 61-63; supportive rela- 
tionship and, I I;  therapist's s- 
prmsion sf support for, 82; and 
transference ptentials, 18; see 
also Termination 

Treatment-patient matching, see 
Patient-trwtment matching 

Treatment principles: listed, px 2; 

see also specr"#ii: techniques 
Treatment structure: facilitation of 

helping alliance by, 25; steps in, 
13-1 4; supprtive relationship 
and, I r;  see also Lengtii of treat- 
ment; Termination 

Tree-indense-forest analam, I 78- 
79 

Trust: establishment of, 1 3, 67-68; 
see ako Supprtive relationship 

""Uneonscious phn," "108, 1 26, 
228 

Undersbnding, 93-119; adequacy 
of, and timing of respons, 136- 

3 7  and administration of ntdica- 
tions, 172; CCRT method for for- 
mulation of retationship theme, 
ICY-IQ; clinial forrnuhtion of re- 
lationship theme, 98-sq; defini- 
tion of, 2 4 , g l ;  joint search for, 89; 
patient's, see Sdf-understanding; 
of patient" prception of thera- 
pist, I I 5-37; prineides of infer- 
ence and, r i 8-1 g; rating scales 
far, 229, 230, 235-36; reviwing 
and, 1 i 3-14; of shifts in ""stes of 
mind," "98; of symptoms in 
context of rdationship, 94-97; of 
symptoms as problem-solution at- 
tempts, I i e 1 5 ;  therapist's cam- 
munication of, 82, and see Re- 
spnding; of triad of relationship 
spheres, I 10-1 3 

Universi~t UIm, Ilepartment of 
Psychotherapy of, xxiii 

Van Kammen, D,, 172 

van Ravenswaay, P., 227 
Vath, W,, 55 

Waelder, Rober*, 1 72 
Wallerstein, Rokrt, xx, 9, 25, M, 

48, 551  90 
Waskow, I, E., 33  
"We bond,'"?-89 
Weil, E., 138 

Weiss, j., 22, 108, 126, 128, 170, 

228 
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mippfe ,  K., 34 
Wilber, C., 37 
WiIner, N., lrg 
Wistx, need, or intention: in C%RT 

formuhtion, log; wide$ for scar- 
ing of, 203-5; in intrapsychic mn- 
fliet, 19, PO, im 

Witaker, C., 33-34 
Witkin, H., 138 
Wolbrgl L. R., 33-34 
Wolpe, j .? 3x 
wdy, E., xxii, 5 ,  32, 35, 37, 39, 

''Wwking alliance," 79 
Working thraugh, W,  27; definition 

of, r 23-24; of meanings crf termi- 
mfion, 26-27; relative h& of, 
132-33 
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Zetxl, E,, 79 




