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Abstract
The integrated psychotherapy model (IPM) is argimsoriented, integrative therapeutic
approach that weaves psychoanalytic, cognitiveAdelal, and humanistic approaches
into a treatment methodology. This model is new amigsted; therefore, its therapeutic
effectiveness is unknown. The purpose of this study to measure the treatment
effectiveness of IPM using Bell's Object Relati@ml Reality Testing Inventory, the
Constructive Thinking Inventory, and the Workindi&hce Inventory. Participants in the
study included 19 undergraduate psychology studentmteering for extra credit and 11
clients of counseling psychology graduate studértis quasi-experimental, pretest-
posttest, nonequivalent group study involved 9isasof IPM for the treatment group
and 9 classes in a general psychology course éocdgmparison group. An analysis of
covariance using the pre-post testing of objectti@hs and reality testing, productive
and unproductive thinking, and working alliance swad changes in these constructs
and determined the therapeutic effectiveness of. IR&ults revealed that there were no
differences between the experimental and compagsaumps. Although no significant
differences were demonstrated when comparing pieast testing, this study
demonstrated that 9 sessions of IPM did not haosehvho underwent the treatment;
this finding is positive given the need for furtmesearch to potentially validate the IPM
as a new and effective integrative model for psylobi@py. It is recommended that a
similar study be repeated with more seasoned IRdvafists, a longer treatment period,

and the focus of change on client symptoms.
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Chapter 1: Introduction to the Study
Introduction

The practice of psychotherapy is a melding of ad science. Practitioners
constantly use decision making to choose intereestto best alleviate a client’s
symptom presentation and to engage longer-termgasanithin the client’s relational
world (Magnavita, Critchfield, & Castonguay, 201®%Jhen a client presents with
complaints about a depressed mood and problemgwith or her relationships, a
practitioner chooses to conceptualize that cliesyimptom and relational concerns based
on a theory or set of theories and begins to udaiques and interventions to alleviate
depressive symptoms and to transform relationaaohycs.

A cognitive behavioral approach could be used tiregt some of the negative
thoughts often demonstrated in individuals withréspion. A more relational approach
(interpersonal, object relations, client-centeraml)ld be used to identify relational issues
that are fueling other problems (author, year) sfgmoanalytic approach could be used
to uncover unconscious motivations that may keelgeat in unhealthy relationships as
an attempt to resolve unhealthy relationships fthenpast (McWilliams, 2004). There
are many possible approaches to take when condeptgaand developing a plan for
helping clients who seek psychotherapy to allevia¢ediscomfort in his or her life.

Balancing the art and science aspects of the thati@gpencounter has been an
ongoing challenge in the field of counseling andichl psychology. The push for
empirically validated treatments (EVTS) is callgmba in the field, yet the application of

these treatments does not exist among practitiqS¢es, Losta, & Christensen, 2007).



According to Steir et al. (2007), 23% of doctoraldl psychologists reportedly use EVTs
75% to 100% of the time, while 17% use EVTs 25%Q@&6 of the time and another 17%
use EVTs seldom or never. The largest percentageacfitioners (41%) in the study of
Steir et al. (2007) did not identify whether thesed EVTs, which means the treatment
method being used by a significant number of detti@vel psychologists in this study is
largely unknown. If 41% of doctoral level psychakig from Steir’s study failed to
report whether they use EVTs is added to the 17#saddtitioners who seldom or never
use EVTs, a majority, or 58%, of practitioners adenitting to working with client’s
seeking help from psychotherapeutic interventiawdwer, it is unclear what modality,
methodology, and help techniques are being useshtter help to psychotherapy clients.
If the additional 17% of practitioners who use E\ZE#6 to 50% of the time are
added to the aforementioned 58%, 75% of practit®ondio worked with clients in
Steir’s study did not inform what methodology hesbe used to aide psychotherapy
clients 50% of the time or less. Steir's reseaasults highlight the practitioner-science
gap. The practitioner-science gap is that whichuoxbetween scientific research related
to counseling and clinical psychology and the chhpractice of psychotherapeutics
(Mumma, 2014). When practitioners fail to use EBvisl do not report the theories and
corresponding techniques being used to help pslehapy clients, it becomes difficult,
if not impossible, to measure what is effectivegeychotherapy clients and why.
According to Consoli and Jester (2005), about 75%ractitioners are identified as
eclectic or integrative, while few programs offeesific training for psychotherapy

integration. Lampropoulos and Dixon (2007) survef8dgre-doctoral training programs



in psychotherapy integration and indicated thahgtaining only partially exists. Those
who responded to the survey reported that theytda@ung in at least four theoretical
orientations (33%), while a smaller percentagerofjmams (15%) offer student training
in only two theoretical orientations (author, yeé#ifty-four percent of those surveyed
reported that the training program mandated trgimmmore than one theoretical
orientation: “33% reported mandatory training ihfisde theories, 17% in three theories,
and 4% in two theories” (Lampropoulos & Dixon, 2097 192).

The need for EVT approaches is significant givendiinamic needs of those
who seek psychotherapeutic intervention (Steit.e@07). Up to 75% of all
practitioners work from either an eclectic or ira@g/e orientation, and few programs of
study offer specific training on psychotherapy gntgion; therefore, it might be assumed
that a large percentage of those who integrateedféaught. Lampropoulos and Dixon
(2007) reported that many who claim to use an natisge theory are self-taught, which
can lead to a potential lack of empirical supportifow they are working with clients.
These questions and concerns further highlighh#esl for researchers to validate
integrative methodologies and training on intege@tpproaches (Boswell, Castonguay,
& Pincus, 2009).

The validation of integrative psychotherapies aathing programs that equip
practitioners to integrate is essential to bringight how practitioners are working with
psychotherapy clients. Duncan (2002) purportedithatmore effective to measure a
modality’s effectiveness when comparing treatmeult @on-treatment groups given that

inter-treatment comparisons have not supportecoaeymodality over another.



Regardless of an individual’s stance on the puslE¥6or's (Steir et al., 2007) or a
person’s support for finding a treatment modaligffectiveness by comparing treatment
and non-treatment groups (Duncan, 2002), the psipeof practitioners who claim
theoretical integration and eclecticism as thedotletical orientation (Lampropoulos &
Dixon 2007) highlights a need for validated andfgpported integration in the field. A
move toward the validation of integrative modasiteuld have implications for the
training, education, and practice of clinical amdigseling psychology (Boswell et al.,
2009).

There are several social benefits to identifyirfgafve integrative therapy models.
Sound and valid integrative models used by traprefessionals can create a fiscally
responsible relationship between those adminigdéharapeutic services, the individuals
seeking such services, and third party reimbursécmnpanies (Duncan, 2002).
Improvements in the quality of care could includanprehensive approach that meets
the dynamic needs of those who seek treatment whgaring the approach being used
to promote health and stability actually does san(T2008). Finally, using
comprehensive modalities that combine theory acdlnigue from past practices in the
field of psychology may both deepen and broadem tmdaerstanding of the particular
complexities characterizing processes and outcarhelective integrative
psychotherapies, in turn feeding back to furthdragce integrative theory construction
and clinical practice (Anchin, 2008, p. 19). Whesaarchers are aware and able to study
the application of integrative therapies, practiéics in the field are better able to use

findings from research to modify, enhance, andgmiihtegrative theory and technique.



Background of the Problem
The focus of this study was to test the treatm#ateveness of the integrative
psychotherapy model (IPM; White, 2002). Counsetorg clinical psychologists benefit
from therapeutic modalities that result in lastognge. Several faculty members in the
counseling psychology department at Eastern Uniyem®rked to develop an
integrative approach that promotes lasting charalcigical change; the integrative
psychotherapy model was born after nearly a decdueIPM weaves psychoanalytic,
cognitive-behavioral, and humanistic theory andhégues together into a
methodological approach that results in lastingattarological change (White, 2002).
Prior to testing the IPM’s ability to result in tagy change, its initial treatment
effectiveness must be empirically supported. Thé i®untested and, therefore, its
treatment effectiveness is purely testimonial. &woy treatment modality to be used by
psychologists, it is imperative that it be testad aupported using a sound scientific
methodology.
Statement of the Problem
The process of psychoanalysis has existed for td@ryears. Currently,
psychoanalysis is still practiced in its originairh, as well as in modern forms (Leary,
2007; Renik, 2006). Both humanism and cognitivedpg have been rooted in the fields
of clinical and counseling psychology for the pg&t(Duncan, 2002; Rogers 1942;
Rogers, 1951) and 48 years respectively (ButlegpGtan, Forman, & Beck, 2006;

McEvoy & Nathan, 2007). The IPM has not yet beestet@. Although it is based on



theories that have been tested in the field, therdtical application of these techniques
in clinical practice are held to a different startland therefore should be tested. All
treatment modalities should have founded treatraiectiveness. In the current study,
the researcher sought to measure the effectiverid¢se IPM.
Purpose of the Study

Most practicing psychologists graduate from coungeind clinical graduate
programs and use an integrative approach in thaatioe (Boswell et al., 2009; Boswell
et al., 2010; Consoli & Jester, 2005). Few gradpabgrams offer training on the
integration of theory and technique (Consoli & 8es2005; Lampropoulos & Dixon,
2007), which leaves little room for monitoring ameéasuring empirically-validated
treatments. The researcher examined the pre-pestsament of three theoretical prongs
of the IPM: object relations, cognitive behaviord humanistic. Additionally, the
researcher compared the pre-post testing resulteedfeatment and comparison groups;
this comparison was used to determine the oveffalttereness of the IPM as an
integrative psychotherapy model. Measuring thectiffeness of the IPM could add an
empirically founded integrative therapy model te fteld, which allows for practitioners
who borrow from integrative theory to use this miadeheir own therapeutic
applications.

Theoretical Framework of the Study

Psychoanalysis

Psychoanalytic theory is known for its conceptidéthe unconscious. Although

Freud was not the first to theorize about the uscmus, he popularized the term in the



field of psychological practice and everyday lif®ihane, 2006). Freud’s (1953, 1955)
conceptualization of the mind was divided into Iayef consciousness and
unconsciousness (Shevrin, 1998). Within these agiex degrees of consciousness,
including the conscious, preconscious, and unconsgiShevrin, 1998). Each layer
delves deeper into the unknown of an individugbsyche. The developers of the IPM
borrowed from Freud’s conceptualization to undedtdne complexity of thoughts
feelings, behaviors, view-of-self, and view-of-athat the various levels of
consciousness (White, 2002).
Cognitive Theory

Cognitive theory and therapy are most known dugeick’s conceptualization of
schema (Beck, 1991; Calvete, Estévez, Arroyabeu& R005). According to cognitive
theory, each individual has a template for how hehe experiences him or herself,
others, and the world. This template has firm bauied; however, it is not fixed, and it
is used to determine how that individual filterformation to confirm beliefs about him
or herself and others. Nix (2001) and White (20@)d Beck’s conceptualization to
understand an individual’s view-of-self and vieweaghers at the various levels of
consciousness (see Figure 1).
Humanism

The IPM model includes a free-flowing, client-cenatd approach as the
individual tells his or her life story. The therapiistens to track and reflect the client’s
thoughts, feelings, and behaviors at the preconsdmvel of awareness. The therapist

can then attune to the client’s stories using ateuempathy and tracking (Kahn &



Rachman, 2000). These attunement and empathy atallsorrowed from the humanistic
perspective (Rogers, 2007). Through the therapeeiationship, the client and therapist
can form a healthy attachment and implement chatrgéegies that elicit long-term,
characterological change.
Integrative Psychotherapy Model

The IPM is a therapy model that integrates humanesgnitive behaviorism, and
object relations with the goal of reframing deepdfe about the self, others, and the
world and thus transforming a client’s charactercérding to Blatt, Auerback, and Levy
(1997), the goal of psychotherapy is to uncoveramtkerstand the distorted self and
object representations, and to use the therapgcreate and shape new patterns for
viewing oneself and others. Over time and throdnghtherapeutic relationship, patterns
of thoughts, feelings, and behaviors are uncovatedl levels of consciousness (White,
2002). When global beliefs about the self and atlaee identified, the therapist uses a
reframing technique to elicit change (White, 2002)e therapeutic reframe is key to the
IPM model. It is a technique that shifts the pecsipe of an individual's view-of-self.
This technique does not replace the old view-ofisgh a new one; rather, it lends a
new perspective to how the original view-of-selfsvgt in place and opens the
opportunity to entertain other possible views-df-8&/hite, 2002).

Freud addressed how early influences shape aret fihgt superego’s
development (Hyttinen, 2002), and these influerEEme internalized during
adulthood. However, at one point, they were patemd environmental persuasions that

served to guide, nurture, and frustrate the dewagpghild (Hyttinen, 2002). Beck (1991)



agreed that early influences contribute to ancefosh individual’s development; Beck
focused on how these experiences and influencesraithe cognitive and schema
development of the individual (Calvete et al., 200eud and Beck agreed that
personality dynamics form through repeated expeesgnvhich can shape an individual's
view-of-self. A view-of-self is a perceptual undarsding that fuels patterns of affect,
behavior, and cognition. It is pertinent to outllm@awv an individual's view-of-self

impacts character development.

When demands in the environment exceed an indiVglahbility to make
appropriate accommodations, this can result in dagdive, cognitive-affective structures
which can eventually lead to psychopathology (Btatil., 1997). Profound and
inappropriate demands can warp or even halt theldpment of self-agency, self-
coherence, and self-continuity (Stern, 1985). Thesestructs (self-agency, self-
coherence, and self-continuity) comprise an indigits core sense of self and must
develop. If these constructs fail to develop, psyathology will result (Stern, 1985). In
the case of severe psychopathology such as psgcloog or more of these self
constructs is missing or is severely underdeveldpéern, 1985). Furthermore, severe
and early frustrations can result in rigid anderfble patterns of affect, behavior, and
cognitions, similar to the inflexibility demonsteat in individuals with personality
disorders (Johnson, 1994).

Less severe frustrations manifest themselves isopatity nuances known as
character styles (Johnson, 1994). Johnson (199pmtated from the cognitive-

behavioral conceptualization of schema to developreeption of character styles. Each
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character style has a set of affective, behaviaral, cognitive patterns that are germane
to that character style. Furthermore, each charatfke has a basic view-of-self, view-
of-others and view of the world.

Upon reviewing the various views-of-self, viewsathers, and views of the
world, it may seem harsh, dismal, and even deprgdsithe affected individual. These
deep views-of-self, others, and the world are fafmeund deficits in attunement,
engagement, and attachment (Stern, 2000; Whitel)188the midst of these deficits,
infants and children learn to self-regulate andoatizeir self-presentation to influence
others’ responses to them (Higgins, 1996). Theegfilve deep and typically negative
aspects of an individual's view-of-self must beaefed into a more acceptable and
seemingly less needy state.

Representations of deep views-of-self, others,thadvorld are the aspects of an
individual that prompt productivity in life. McWithms (1994) stated: “What we
[psychoanalyst’s] end up calling defenses in matghdts begin as more global,
inevitable, healthy, adaptive ways of experient¢hggworld” (p. 96). It is when defenses
become overused or insufficient that techniquashtmver, reframe, and restructure deep
views-of-self are warranted (Greenberger & Pade$895). Although these
representations of deep views-of-self serve antagapurpose, they also frustrate the
individual's needs from being met.

Like the early experiences that initially shape arfllience behavior, therapeutic
experiences attempt to reroute maladaptive behalvpatterns into healthier ones for

relating. Therapeutic strategies such as reframmipdividual’s deep view-of-self serve
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to bring into awareness the view-of-self that dsibehavioral, affective, and cognitive
responses. This raising of awareness begins tapeghe individual’s character and
creates new patterns for relating.
Research Questions and Hypotheses

In this study, the researcher sought to measureftaetiveness of the IPM by
using pretesting and post-testing with participavite either received the IPM treatment
(treatment group), or with those who received &seasf classes in a general psychology
course (comparison group). The treatment groupistausof volunteer clients who
agreed to participate in the study. Graduate Isttelents being trained in the IPM
applied the treatment; such an arrangement alldardeatment adherence and the
consistent monitoring of client safety. The comgami group consisted of undergraduate
students enrolled in a general psychology coursse students volunteered to
participate in the study for extra credit in theis®e. Both the treatment and comparison
groups completed pretesting of object relationsraatity testing, productive and
unproductive thinking, and working alliance priorthe beginning of either a course of
the IPM treatment or their general psychology ceufdie same testing was repeated
nine sessions or classes later. An analysis ofr@wae was used to track differences
between the two groups and pointed to the IPM'satiffeness or lack thereof.

The following research questions and hypotheses developed given the
existing research on integrative psychotherapiggco relations, constructive thinking,
and working alliance. A more detailed outline of 8tudy’'s methodology is provided in

Chapter 3.
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1. What effect does the application of the IPM havexdreatment group
participant’s object relations, as measured by 8€lbject Relations and
Reality Testing Inventory (BORRTI); how does thieet compare to
those who do not receive the IPM, but rather rexaigeries of classes in
general psychology?

Hol. There will be no difference in object relations nasasured by the BORRTI,
between those participants who receive an appbicatf the IPM and those who take a
series of classes in a general psychology course.

H.1: There will be a difference in object relatioas,measured by the BORRTI,
between those participants who receive an appbicatf the IPM and those who take a
series of classes in a general psychology course.

2. As measured by the Constructive Thinking Inven{@y1), what
influence does an application of the IPM have @awdicipant’s
constructive thinking? Does this influence compgarthe participants who
attended a series of classes in a general psychotagse?

Ho2: There will be no difference in constructive #img, as measured by the CTI,
between those participants who receive an appbicatf the IPM and those who take a
series of classes in a general psychology course.

H:2: There will be a difference in constructive thinkimg measured by the CTI,
between those participants who receive an appbicatf the IPM and those who take a

series of classes in a general psychology course.



13

3. What effect does the application of the IPM havetmrapeutic alliance, as
measured by the Working Alliance Inventory (WAlI)i¢at form); does
this effect compare to that of the participants \attended a series of
classes in a general psychology course?

Ho3: There will be no difference in therapeutic albia, as measured by the WAI,
between those participants who receive an appbicatf the IPM and those who take a
series of classes in a general psychology class.

H:3: There will be a difference in therapeutic alianas measured by the WAI,
between those participants who receive an appbicatf the IPM and those who take a
series of classes in a general psychology class.

Definition of Terms

Character styleA constellation of personality traits that goveetatively
consistent patterns of thinking, feeling, behaveugy relating (Johnson, 1994).

Cognitive behaviorismThe theoretical orientation that integrates theorgt
technique on thinking and behavior patterns to tstedad and alter thinking and
behaving styles (Beck et al., 1979).

Cognitive reframeA therapeutic intervention that aims to offer atemadative
view of thinking about a situation or view-of-selthis alternative view does not replace
the original thought; however, it does seek torofiie alternative explanation for the
original thought (White, 2002).

ConsciousPatterns of thinking, behaving, and feeling thratwithin the

awareness of an individual (McWilliams, 2004).
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Constructive thinkingAn individual’s ability to approach and solve evéay
problems with relative ease (Epstein, 1992).

Eclecticism:Pooling techniques from various paradigms withia field of
psychology to best meet the immediate needs aéatéh the moment of therapy
(Norcross & Goldfried, 2005).

Ego dystonicPatterns of thinking, behaving, feeling, and viesrself, others,
and the world that are unconscious and out ofrtireediate awareness of the client
(Josephs, 1995).

Ego syntonicPatterns of thinking, behaving, feeling, and viesself, others,
and the world that are conscious and within the ediate awareness of the client
(Josephs, 1995).

Empirically validated treatmentviodalities and approaches to treatment that are
effective using the scientific method (Steir ef 2007).

Humanism:The theoretical orientation developed by Roge®@) that values
and exercises empathy, unconditional positive get@awrards a client, and genuineness
from the therapist as techniques that foster changjee therapeutic process.

Integrative: The weaving together of theories and techniquassipan the waves
of psychology to develop a new and comprehensiveddor which to conceptualize a
case and guide therapeutic endeavors (Norcrosslé&fiigal, 2005).

Integrative psychotherapy modd:therapeutic model that weaves
psychoanalytic, cognitive behavioral, and humanigteory and technique into a

comprehensive approach that focuses on characggcalahange (White, 2002).
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Interpretation: A technique born out of the analytic traditionpsfychotherapy
that offers new and unconscious information andlgdmings to light information that
was originally outside of the client’'s awarenesmgk, 2000).

Object relations:A theory born out of the analytic tradition of phplogy; it
differentiates itself from analysis by its procldama that the ethos of human motivation
is found in the pursuit of human relations and @mtions (Fairbairn, 1952).

Pattern analysisThe therapeutic technique that links togetheretsremore
stories that share similar dynamics to highligipietéions in thinking, behaving, or
feeling in a client’s life (White, 2002).

SchemaA cognitive template for thinking about onesethers, and the world
(Young, 2005).

Therapeutic allianceThe connection established between a therapistléard in
a psychotherapeutic relationship (Principe, Magtick, & Ablon, 2006).

Tracking and reflectingA therapeutic technique that uses attentive listeand
empathic attunement to accurately communicatedékniy and content of a client’s story
(White, 2002).

Unconsciousinformation in an individual's psyche that is adesof his or her
awareness (McWilliams, 2004).

Significance of the Study

Studying the treatment effectiveness of any moylahs the potential to increase

treatment effectiveness and quality of care. Stutties broaden the availability of

effective treatment modalities. Testing the treathedfectiveness of the IPM may
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provide opportunities for future researchers t@edeine what is or is not effective about
the IPM. If the IPM is found to make a positivefdience in a client’s object relations,
constructive thinking, and the therapeutic allignEs/chologists can claim another
empirically validated treatment modality. If praicthers prefer to use theoretical and
technique integration, IPM can serve as an emflliyivalidated guide for those who may
not have been specifically trained on integratMalidating the IPM may improve the
overall quality of treatment for clients, thus hetpthem to become and remain healthy.
Assumptions and Limitations

In this study, the researcher assumed the exist#rtbe unconscious, and that
the conceptualizations of personality and scherieudated by Beck (1991) do in fact
exist. Although these constructs cannot be veriftedhavioral science has collected
evidence through research and literature that anbates and allows for such
assumptions (Blanton & Stapel, 2008; Calvete eR805; Johnson, 1994; Leone, 2008;
Ruys, Spears, Gordijn, & de Vries, 2007; Turners&& Cooper, 2005). Because the
IPM is an insight-oriented model of therapy, it mmgytoo stimulating for the severely
mentally ill. Modifications of the IPM could be whéo establish and maintain a client’s
stability; however, the IPM in its original form maot be fitting for clients who are
actively psychotic or for those who are sensitvelécompensation.

Another limitation of this study was the treatmaméegrity of the IPM therapists-
in-training. In an attempt to accommodate for timstation, only the data gathered from
therapists-in-training who earned a passing gr@@eo(and above) as assessed by his/her

field training instructor were included in the spu@he therapists-in-training who applied
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the IMP to the treatment group were systematidadiyned in the IPM’s use throughout
the course of the treatment application. As a requent in their graduate level
techniques course, the individuals acquired sewdil$ outlined in the courses syllabus
and grading rubrics. Please see Appendices A ahdoBgh E for copies of the course
syllabus and coordinating grading rubrics. Theaation of therapists-in-training was
also limiting, as these students were learning todevelop a therapeutic relationship
and conduct therapy and were thus less developgaliging the nuances of therapy.
Summary

Because upwards of 75% of practitioners claimgragon as their theoretical
orientation (Consoli & Jester, 2005), there is achm the field for integrative treatments
that are scientifically sound (Boswell, Castongu&ayincus, 2009; Tan, 2008). Few
universities and training programs teach empirycadilidated integrative modalities
(Consoli & Jester); therefore, researchers mustheseffectiveness of integrative
approaches in preparation for appropriately trgjrand equipping practitioners to use the
most effective modalities.

In this study, the researcher aimed to test tfec@feness of the IPM, a model
that integrates psychoanalysis, cognitive behasfioyiand humanism with the aim of
transforming an individual’s character. In this ptea, the researcher provided an
overview of the current study’s goals to use thistagn-training at Eastern University to
conduct pre/post testing on clients who eitherixezea course of the IMP or received a
series of classes in a general psychology counsghéapter 2, the researcher reviews and

summarizes the most current research related tlPMeas well as that which is related
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to the theory and techniques that the IPM usesdate its model. In Chapter 3, the
researcher describes the objectives of the studyatiines the methodological approach
used to measure the IPM'’s effectiveness. In Chajptire researcher reviews the
statistical findings of this study. Finally, Chapfesummarizes the study and makes

recommendations for future research related toystgdhe IPM.
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Chapter 2: Literature Review
Introduction

The field of psychology has been evolving sinceriginal birth from
philosophy. The waves in psychology flow from psyahalysis to behaviorism,
humanism/existentialism to cognitive behaviorismg ategration to multiculturalism.
Integrative psychology incorporates the best opabr theoretical quests. The
integrative movement in psychology borrows fromioas theories to generate hybrid
theories and techniques. Blending existing theamastechniques bridges the barriers
between theoretical orientations, increases thermppity for holistic healing, increases
the possibility of a well-rounded case formulatiand decreases the likelihood of
haphazard eclecticism (Norcross & Goldfried, 2005).

The IPM is an integrative model that includes thtesoretical orientations and
creates a cohesive model for case conceptualizatidrtherapeutic practice. White
(2002), one the developers of the IPM, proposetittieamodel is a foundational base on
which to train master’s level practitioners. Prorglan integrative foundation for
practicing psychotherapy allows practitioners teadep his or her personal style of
practice. The IPM is comprehensive, integrativel designed to be a foundation for
psychotherapy practice (White, 2002). Accordingtmsoli and Jester (2005):

Training in psychotherapy integration has not geeived the attention it

deserves. One possible explanation is the facthieatast majority of the current

leaders in the psychotherapy integration movememérained in one specific
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orientation and evolved their own integrative staatfter their primary training.

(p. 359)

Because the integrative psychotherapy movementits infancy, most practitioners who
use the approach learn how to integrate it thrdrighand error after formal training. A
lack of training programs on how to formulate aadrialize integrative
psychotherapeutic practice puts practitionersdisadvantage and encourages individual
experimentation to develop.

In the literature review, the researcher summarie seminal and current
research in psychotherapy integration, reviewdhberies and techniques that the IPM
integrates, and describes the IPM as an integraau@ng model. The IPM integrates
psychoanalytic, cognitive-behavioral, and humaaiapproaches to conceptualize and
work towards symptom reduction and character tansdtion.

Literature Search Strategy

The literature used for this review was derivedrfioooks on character styles,
cognitive therapy, developmental psychoanalystegiative psychotherapy, integrating
spirituality, psychoanalytic theory and technigsehemas, and schema therapy. The
articles used for this literature review were pesfiewed and retrieved through
databases such as Academic Search Premier, Meatauvements Yearbook,
PsycARTICLES, and PsycINFO. The researcher usegtraklocal university libraries to
obtain literature for this chapter. The articlesga in date from 1984 to 2010. The search
terms used to locate these articles included th@mg: client-centered technique,

client-centered theory, clinical training, cognghbehavioral technique, cognitive-
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behavioral theory, character style, eclecticisnufa of psychotherapy, integration,
integrative psychotherapy, integrative techniquesychoanalysis, psychoanalytic
technique, schema, schema theragydtreatment outcomes

Overview of Psychotherapy Integration

The integrative movement was established nearlye2ds ago and is still
growing today (Norcross & Goldfried, 2005). The og for the Exploration of
Psychotherapy Integration (SEPI) was founded ir31(®8agnavita & Carlson, 2003;
Norcross & Goldfried). Over the last 15 years, ititegrative movement has gained
interest in the field and has continued growingsifMagnavita & Carlson, 2003).
Jensen, Bergin, and Greaves (1990) reported thet ¥p% of practitioners practice from
an eclectic or integrative theoretical orientatibayever, there are few psychotherapy
programs that offer specific training on integratpsychotherapy (Consoli & Jester,
2005).

Consoli and Jester (2005) are two of the leaderewgaging the transformation of
how integrative psychotherapy is taught. Theresakeral pioneers in the field of
psychotherapeutics who inspired the transformatidhe training of integrative
psychotherapy. Fernandez-Alvarez (1992), Jurgen {885), Frey (1972), Patterson
(1966), and London (1964) began developing conagbish Consoli and Jester (2005)
used later to teach integrative psychotherapy thé&dwnsoli and Jester (2005)
highlighted the importance of transforming the msxof teaching psychotherapy theory

SO as to:
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Move the student beyond the dualistic thinking @bd versus evil, right versus
wrong, to a new intellectual stance that can todeaanbiguity and understand personal
and social truths as moderately contextual anctieet ..to redress reductionism and
invite students to explore the role of authorityg drabits in settling issues. (p. 366)

The ultimate goal of the process is to help stugladbpt a both/and versus the historical
either/or stance when learning about theory. Tha gao blend the commonalities and
strengths that span theories and techniques vpitsing one against another; such a
stance allows for critical thinking and opennesstegration.

There are several disadvantages associated waithng programs that only teach
one theory and its corresponding techniques fochsyerapy. Feldman and Powel
(1992) discussed the disadvantages of trainingramg using only one theoretical
orientation (as cited in Norcross & Goldfried, 2D0Bractitioners who are not trained on
how to integrate theory and practice generallyrethie real world of therapeutic practice
and haphazardly use techniques with no true intiegrand rationale. Such practices do
not help the client; instead, they are createtténmhoment based on a practitioner’s
subjective ideas. Haphazard eclecticism also failsave a method for integration and
thus cannot be studied and measured for effectsgeres practitioners are trained and
graduate into the fields of counseling and clingsychology, developing their
integrative style, the need for quality managenbetbmes evident (Feist, 2006). With
few training programs that emphasize methodologitalration, practitioners are left to

create their own integrative styles (Feist, 2006).
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Roughly 90% of therapeutic outcomes are due t@facuch as client resources;
a client’s sense of hope, faith, and expectandlgertherapeutic process; and other extra
therapeutic factors (Beutler et al., 1987; Spebarlson, & Kjos, 2003). Despite the
empirical data to support which factors influenosipive therapeutic outcomes, training
programs and outcomes research tend to focus ohibggand measuring the
effectiveness of techniques. Embracing and effelgtiteaching psychotherapy
integration is a healthy alternative that may &yaniow therapy is taught and its
effectiveness measured. Differential therapeusidhe study of how to match a particular
client with a specific therapy (Frances, ClarkinPé&rry, 1984). Rather than fitting a
particular client with an existing theory and teicjue of therapy, the approach should be
transformed to fit the needs of a particular clid¢is is the essence of integration.
Magnavita and Carlson (2003) stated that usingfitial therapeutics allows the
practitioner to custom fit theories and techniqueelsest meet the needs of the client, and
delivers a more collaborative and streamline téactisest serve the client.

Therapists who create their own integrative pcastitend to borrow from three
theoretical trends within the field of psychologgychodynamic, cognitive behavioral,
and humanistic (Moursund & Erskine, 2004). Thenradi®rrowing conceptions from the
psychodynamic camp identify with neo-Freudianisbjeot relations, or self psychology.
Identifying with these concepts tends toward arregiption of personality constructs
driven by long-standing emotional and relationatgras (Moursund & Erskine, 2004).
The focus of therapy is on bringing to awarenes$ gatterns of emoting and relating,

rather than merely focusing on and redirecting ohegdéive behaviors.
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Cognitive behaviorism is a favored approach byyraetause it satisfies the
demands of managed care companies and empiriealcec{(Moursund & Erskine, 2004).
Cognitive behavioral techniques are measurablegaadtifiable and can therefore be
measured for effectiveness. Cognitive behaviodineues are gleaned from rational
emotive and cognitive therapy to shed light on miapdive cognitive and behavioral
patterns. Regardless of the theory or technique, ysactitioners and empirical
researchers recognize the importance of empathyhemdpeutic relationships in a
therapeutic encounter (Boswell et al., 2010; Mjll2uncan, Sorrell, & Brown, 2005).

There are three main approaches to integratiognishata and Carlson (2003)
claimed that the three approaches to integraticlude finding common factors across
various therapeutic practices, technical eclecticisnd theoretical integration.
Practitioners who integrate using the common faateethod do not necessarily
subscribe to any theoretical orientation or patéictechnique. These practitioners seek
to determine the common practices that span vatlmaies and techniques and borrow
from those common threads to practice therapy (Meigm & Carlson, 2003). For
example, the technique of confrontation spans ntla@gretical orientations and
corresponding techniques. Confrontation in psychbyss occurs when the therapist
confronts a client with an interpretation that pd®s meaning for unconscious wishes,
desires, and conflicts (McWilliams, 2004). In cagre behaviorism, a therapist may
confront the incongruence between a client’s thtaighd behaviors. In humanistic
theory and therapy, the therapist may confronttiemt with inconsistencies in the false

and true self (Rogers, 1951). Regardless of thenae for confrontation, the technique
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spans various theoretical orientations and proved@smon factors for therapeutic
practice.

Technical eclecticism uses theory, research, apdreence to guide how and
when certain therapeutic techniques are applield avigarticular client (Magnavita &
Carlson, 2003). Theoretical integration aims to weeiheories together to create a sound
framework for psychotherapeutic practice. Theoatiigtegration creates hybrid theories
that serve as a firmer foundation when compardbabof any one theory (Magnavita &
Carlson).

Some practitioners warn against theoretical intisgnalLazarus (2005) made a
case against theoretical integration stating thia&d the potential to become a haphazard
combination of theories with no true rationale @soning. Lazarus (2005) promoted the
notion of adhering to one particular theoreticaotation and “one may then borrow,
purchase, pilfer, and import methods and techniuetstheories) from diverse sources
S0 as to harness their specific power” (p. 150s(dite the pleas for integration and the
warning against its potential downfalls, the eviolmtof psychology and psychotherapy
continues through the birth of integrative psycleo#ipy models.

Short-Term Restructuring Psychotherapy

Short-term restructuring psychotherapy was creaseah integrative model of
psychotherapy for treating individuals diagnosethwi personality disorder (Magnavita
& Carlson, 2003). According to the researchersesshbiopsychosocial factors such as
biological, interpersonal, intrapersonal, socialj aystemic culminate in the

development of a personality disorder. Developimgaalel for treatment that caters to
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these factors is necessary for treatment. Givedithesity of developmental factors and
treatment needs, an integrative approach is negefssaan integrative model used to
treat personality disorders.

The first step in the treatment process is thesassent of the client. Determining
the client’s fitness for short versus long-termgistherapy is essential. Assessing where
the client falls on the neurotic—borderline—psyahepectrum can guide in the
assessment process. According to Magnavita antsd@af2003): “A key determination
in the assessment is whether the client’s deferssisgem serves to protect him or her
from intimacy and closeness or there is attachmdistairbance” (p. 278). Clients who are
assessed as being in the neurotic-borderline raregmore fit for short-term restructuring
psychotherapy. Clients who reside in the bordefisgchotic range are more fit for a
supportive and longer-term psychotherapy apprdabkhbrt-term restructuring
psychotherapy (STRP) uses Malan’s (1979) concefteofriangle of person to
conceptualize the nature of a client’s past, presend therapeutic relationships.
Understanding a client’s interpersonal relatingksahis or her patterns of doing so. The
triangle of person (Malan, 1979) conceptualizebemts anxieties and cognitive and
behavioral responses to identified anxieties. Tiragkhe individual's anxieties and fears,
while noting his or her cognitive and behaviorapenses to the identified fears, brings
intrapersonal insight into the individual's awarssén an attempt to begin the
restructuring process (Magnavita & Carlson, 2088gnavita and Carlson also stated

that the outcome’s research for the integrative Bitddel is not well documented;
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however, it is consistent with the outcome’s resle@omparing no-treatment to
treatment (Perry, Banon, & lanni, 1999).
Integrative Cognitive Therapy for Depression

Integrative cognitive therapy for depression wagettgped in response to some
noted shortcomings evidenced in previously condlctgnitive therapy studies.
Castonguay et al. (2004) investigated the stylistiances of therapeutic techniques and
the recovery rates of clients in previous cognitiverapy trails. The researcher noted that
empathic failures were met with stricter adheraodeeatment manual protocols. Further
research called for an investigation of injectiegets from humanism to tend to empathic
failures in the midst of cognitive therapy clini¢alls. Castonguay et al. (2004) sought to
investigate whether the integration of humanigizhhiques serves as reparative and
complimentary to such cognitive approaches.

Castonguay et al. (2004) compared the depressietslef participants either
placed in treatment groups receiving integrativgnttive therapy (ICT) or on a waitlist
(WL). All participants met the criteria for Majordpressive Disorder according the
Diagnostic and Statistical Manual for Mental Disensl(2001), and scored at least a 20
on the Beck Depression Inventory (BDI). Individudiagnosed with a comorbid mental
illness, including substance abuse/dependence, wiexd out of the study. In total, there
were 11 participants in the ICT group and 10 pagodicts in the WL group. Pre/post
correlations of the BDI scores, Hamilton Depress$fating Scale (HDRS) scores, and
Global Assessment of Functioning Scale (GAF) scom@isated significant differences at

thep <.001 level on all three measures in the ICT gr@orrelations for the WL group
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showed differences in the pre/post comparisonsfgignt at thep < .05 level. A further
analysis of the data used an analysis of covariGh€OVA) for each dependent
measure (BDI, HDRS, GAF), and found the ICT groupé favored as efficacious with
effect sizes of 1.91 (BDI), 1.72 (HDRS), and .97A{.

After the application of the first wave of treatntgrsome of the individuals
originally assigned to the WL control group asked¢ treated using the ICT model.
Findings from the therapeutic application of ICTthe WL group were similar to those
of the original ICT group. Such findings indicatib@t the integration of humanistic and
empathic techniques with cognitive therapy hastp@sireatment outcomes when using
pre/post depression and global assessment of fumiragj measures. Due to the small
sample size in the first and second wave of treatragplications, findings should be
interpreted with caution. The need for further egsh using a larger sample size may
yield more accurate results; such findings errtendide of integration.

Schema Focused Therapy

Jeffery Young developed schema focused therapy)(BFI994. Young
developed SFT in response to several unsuccessfedlied individuals using a more
cognitive approach (Bamber, 2004). The researcbegirbe curious about the difference
between individuals who responded to cognitiveapgrand those who did not. Young
coined the concept of early maladaptive schemasSg§Mnd compared them to Beck’s
(1991) concept of schemas: “Early maladaptive seseane broad pervasive themes or
patterns regarding oneself and one’s relationghigisare dysfunctional to a significant

degree...” (Bamber, 2004, p. 425). While Beck’s (1)9&dncept of schema is seen as a



29

more malleable, cognitive framework for experiegoimeself, others, and the world
(Beck, 1991), EMSs are schemas that develop aatifeiand are inflexible beliefs
referencing an individual’s self-worth, self agenagd social desirability (Beck, 1991;
Young, 2003).

Schema focused therapy is appropriate for indiv&ludo have complex cases,
EMSs, and a chronicity of symptoms that have besristant to other forms of treatment
(Bamber 2004; Young, 2005). The process of SFTrisagith assessing an individual's
adaptive and maladaptive schemas, which can bewking the Young Schema
Questionnaire (Young, 2001).

Specific constellations of schemas can formulateode (Young, 2003), which
can be developed through early and repeated exgeseavith caregivers (Young, 2005).
Schema focused therapy invites the client to gitideato the schema modes; more
negative modes are not permitted to have a posianee (Bamber, 2004).

In the initial phases of therapy, the client iseasko use imagery and dialogues,
allowing their internalized modes interact with arether (Bamber, 2004; Young,
2005). The goal of this technique is to develogiglited sense of how each mode
functions within the individual. Furthermore, learg to transition from one mode to
another with ease is a sign of personality intégnata goal of SFT (Bamber, 2004).
Once the client’'s modes are known, understooduaed in imagery techniques, the
therapy progresses to working with cognitive teghes, behavioral techniques, and

eventually emotional regulation skills (Young, 2D0bhe three main goals of the therapy
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are to simultaneously develop healthy bonding witiers, develop emotional regulation,
promote schema mode change, and encourage indimdy&oung, 2005).

Because SFT is in its infancy, it has yet to bgsuied as an evidenced based
practice (Bamber, 2004; Young, 2005). Most of teearchers studying SFT use case
studies which may be considered anecdotal. Theaaeed for the study of SFT in a
more controlled and clinical setting.

The Theoretical Foundations of Integrative Psychotbrapy Model

The Integrative psychotherapy model (IPM) is a te&ocal integration of
psychoanalysis, cognitive behaviorism, and humankonthe past decade, several
professors in the Graduate Counseling Psychologgram at Eastern University have
been developing the IPM. Borrowing theoretical apis and techniques from
psychoanalysis, cognitive behaviorism, and humanikenlPM serves as a methodical
model and foundation for psychotherapeutic pradii¢hite, 2002).

PsychoanalysisSigmund Freud is known as the father of psychoaialyVith a
background in neurology, Freud tried to concepiesdliis developments in psychology
within the framework of neurology (Fancher, 1943is goal was to find the neurology
of thoughts, feelings, and behavior to better usided personality and psychological
functioning (Wallerstein, 2003). His efforts wetarsted by the boundaries of technology
when he attempted to track the neurology of fan(eaycher, 1973). Given the current
advances in technology, it is plausible that Frewadtempt to track psychological
functioning though neurology was accurate (Repg606). His efforts to understand

personality and psychological functioning were inotain; the limitations in technology
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inspired him to develop the theory of psychoanalysrom this, he developed theoretical
concepts that are still widely accepted in curpmyichotherapeutic practices
(Wallerstein, 2003).

Several concepts from psychoanalysis and theoassdwut of psychoanalysis are
integrated into the framework of the IMP. Psychdgimadevelopmental psychology is a
broad term that includes the analytic offspringeabyelations, ego psychology, and self-
psychology (Johnson, 1994). All of these theormsceptualize the development of the
psyche within a relational context. Drive theorspgates that the root of human
behavior lies in biological drives and sexual egeemnd these forces fuel human
behavior. Object relations theory individuates frdrive theory and postulates that the
root of human motivation and behavior is in thechie and the seeking of relationships
(White, 1984). White proposed that “humanity caninoty be understood apart from
understanding which seeks to view people as thiey iexrelationship to others” (p. 286).
The object relations theory lays the foundationtf@ case conceptualization in the IPM.
The analytic concepts of transference, counterteagisce, the unconscious, and
defensive functioning are concepts borrowed fromdyait theory and integrated into the
IPM. Corresponding techniques to work with suchasts including interpretation are
used in the IPM.

Object relations. According to modern psychology, Melanie Klein dhdw.
Winnicott are often named as the founders of theablelations school of analytic
thought. In this theory, early interactions withieggivers create mental introjects that

shape one’s relational interactions (Klein, 19484). Object relations theory assumes
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certain aspects of the human condition. For exampii@nts are born into a complete
state of dependence on the caregiver. The qualdycansistency of early relationships is
essential for the healthy development of the psyClagegivers who offer optimal
attunement and engagement to the infants’ neetk fite development of conscious
attachment (Blatt et al., 1997; Stern, 1985, 20B@)und the age of two years, the child
develops a sense of separateness from the cargthisggprocess is called separation
individuation (Blatt et al., 1997). This psychologi process is used to support evidence
of a developing mental representation and an ietegmal world (Blatt et al., 1997;
Stern, 1985). The absence of separation may iretbatdevelopment of
psychopathology, thus the anxious clinging of thikddcto the caregiver so as to maintain
self and object constancy; without such clingimg, ¢hild would psychologically cease
to exist (Stern, 1985).

Attunement, engagement, and attachment lay theddion for the development
and formation of mental representations (Blatt etl®97). Within the first two months
of life, the demands of the infant are primitivelageared towards the basic needs for
food, shelter, and love. As time progresses, tleelmand demands of the infant grow
more complex. This increasing complexity leavesewoom for a caregiver to fail to
meet the demands of the infant. The lack of sea@d#anement, engagement, and
attachment coupled with the instinctual reactioid&alize the caregiver protects the
survival instinct and becomes the relational nuahaeshapes and influences the
developing view-of-self (Stern, 1985, 2000). Repdaiatterns of relating in the budding

infant-caregiver relationship are interpreted artdmalized into a view-of-self and a
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view-of-other. Furthermore, these patterns in regabecome the dynamics that shape
patterns for affectivity, behavior, and cognitid@idtt et al., 1997).

Transference and countertransference. According to White (2002), transference
and countertransference are:

A foundational tenet of psychodynamic psychothetaplgs that past experiences

in early childhood are a determinant of adult peadity so a goal of therapy is to

understand the meanings of past events that hapedlihe present patterns of

thought, emotion, and behavior that bring a clierthe therapist’s office. (p. 10)
This phenomenon is the essence of transferencesférance occurs in everyday
situations (Berk & Anderson, 2000); however, thgrpmvides the opportunity to
explore the phenomenon further. The client willunally displace past relational drama
onto the therapist, and the client expects theathist to react in a similar fashion to past
objects (Berk & Anderson, 2000). At any time durthg therapeutic encounter, the
therapist can become experienced as an importaneffrom the client’s past (White,
2002). In addition, the therapist can have thoughtsfeelings about a client that are
provoked by his or her relational dynamics. Thithiss essence of countertransference.
The goal for the therapeutic interaction is usinthidransference and countertransference
information to gain a deeper understanding of tlemts relational dynamics.
Countertransference has previously been frowned upthe research community, and
has been viewed as a hindrance to the therapeotiess; however, it is now viewed as

natural, necessary, and essential to the produgtogression of any therapeutic
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encounter (Clarkson & Nuttall, 2000). Accordingthe analytic tradition, transference
resolution is the road to health.

Unconscious. Freud was not the first to develop an understandifrthe
unconscious; however, he did take the notion olttednscious and created a theory to
understand human motivation (Freud, 1953). Thrabghtheory, he articulated that the
unconscious is critical to the motivation of hunfeehavior. Prior to Freud’s
interpretations of the unconscious, theorists ketiehat the unconscious was a reservoir
of past experiences waiting to be activated (HL®93). According to Hunt, Freud took a
different and more dynamic approach to understantifia unconscious:

He envisioned the mind as having three levels oétioning: the conscious, the

preconscious, and the unconscious. The last vedatpest and the most
influential part; far from being a warehouse ofdtige material, it was an area of
highly active and powerful primitive drives andii@den wishes that constantly
generate pressure on the conscious mind, in diedur altered form, thereby

motivating and determining behavior. (p. 185)

Defense mechanisms. Behaviors motivated by unconscious materials are
manifested in defense mechanisms and therapeutizieters. Defense mechanisms are
unconscious protectors of the ego that attempatiefg impulses and negotiate between
what is wished for and the reality of what trulylMcWilliams, 1994; McWilliams,

1999). Repression is the unconscious burying ohtitic events. These buried
memories and events, although out of awarenedgemde overt behavior. Freud stated

that the path to healing is the uncovering of repee material, bringing it into conscious
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awareness (Freud, 1953). Displacement is anotliensie mechanism which serves to
shift affect from one object to another. Displacatccurs in the therapeutic encounter
as transference; it also occurs in dreams.

I nterpretation. The notion of health is sought by bringing theamsxious into
consciousness (Freud, 1953). This is done througleichnique of interpretation.
Interpretation is bringing unconscious materiapitite awareness of an individual
through making the unknown known or offering ingigtio the awareness of an
individual’'s intrapersonal and interpersonal wqicWilliams, 2004).

Cognitive behaviorism.Aaron Beck is a medical doctor with a specialty in
psychiatry. Beck was trained in the psychoanalyéidition; however, he grew tired of
believing that the process of change needed toldmegaand painful one. During the
1970s, Beck developed a cognitively, problem-fodusgproach for aiding clients in
recovery. Beck is now commonly associated with Gigribehavioral Therapy (CBT).
Cognitive-behavioral therapy proposes that theqrextity is a cognitive template that
guides an individual's thoughts and fuels his ardféective and behavioral reactions
(Beck & Weishaar, 1989). The IPM borrows the cagaibehavioral concepts of
schema, core beliefs, and automatic thoughts tengtethd a client’s intrapersonal and
interpersonal world (White, 2002).

Schema. Schemas are cognitive templates that serve #efféir incoming
information (Rector, Segal, & Gemar, 1998; Robinbl&yes, 1993). Schemas direct
patterns of thinking about oneself and others wdilge guiding information processing

and governing behavior (White, 2002). Schemaspnétr shape, reinforce, focus
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attention, and activate memories (Rector et aB8)9nterpersonal schemas are created
and shaped by past relationships (Robins & Hay@33)1 Schemas function much like a
screen filtering all incoming information, and tefare can serve to guide future
cognitive, affective, behavioral, and relationatteans (Blatt et al., 1997; Rector et al.,
1998; Robins & Hayes, 1993). Interpersonal scheamasemplates that shape, maintain,
and reinforce patterns for interpersonal relatiRghkiins & Hayes, 1993). For example,
individuals who themselves in the same kind of iesitve relationship are acting out
their interpersonal schemata. According to Robimsldayes (1993):
All humans have an innate need, beginning in infat@attach themselves to
significant adults. Patterns of attachment behaatierinfluenced by the responses
of those significant adults to the infant and fdima basis of the interpersonal
schemata that influence the individual’s relatiapsHater in life. (p. 211)
Schemas are formed in reaction to environmenggéns and persuasions (Blatt et al.,
1997). Over time, an individual’s needs and demdiraas the environment grow more
complex, and thus schemas must accommodate fa@asiogly complex needs and
environmental persuasions. The result is more fiigaleloped cognitive-affective
structures (Blatt et al., 1997). In general, sche(oagnitive templates for filtering
incoming information) are driven by core belieftofgal beliefs and blanket statements)
about the self, others, and the world. Judith B&&I©8) stated that: “schemas act as
templates for the appraisal of experience. Indiaigibegin to process information in a
way that is consistent with these negative belrefadily incorporating data that confirm

the core belief but discounting, ignoring, or dgarding contradictory data” (p. 174).
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Core beliefs. Core beliefs are global statements about onesteiérs, and the
world (Beck, 1991); they are cognitions that guadeindividual’s relational dynamics,
view-of-self, view-of-others, and view-of-world. Goitive-behaviorism does not assume
the existence of the unconscious; rather, corefsedire found at the lowest point of
consciousness where information is non-conscioddsamerely out of the individual’s
awareness (Beck, 1998). Through the process ddplgesuch non-conscious information
can be known and altered during the therapeuticga® The middle layer of awareness
is the assumptive level (Beck, 1998). This levehwhreness harbors the individual’s
guidelines and rules for living and the assumptiaimsut the self, others, and the world
(Millon, 1999). This is the level where compensytsirategies are discovered. These can
be compared to Anna Freud’s conceptualization tdrgses. Compensatory strategies are
tactics used to create a sense of internal stal@ivre beliefs trigger internal dissonance,
while compensatory strategies offer a false sehsesolve. For example, a core belief
that an individual is empty at the schema level Imagompensated through repeated acts
of acquiring material goods to compensate for k tdanternal satisfaction.

Automatic thoughts. At the highest level of consciousness are an iddal’s
automatic thoughts. These are reflexive cognitamgen by an individual’'s schema.
Automatic thoughts are also referred to as “sdk;ta@ cognitive script that is influenced
by one’s schema. According to cognitive-behavioripsychopathology arises from
maladaptive information processing (Beck, 1991)m@ensatory strategies that are either
over or underdeveloped protect and preserve dystunad thinking. The cognitive model

demonstrates that all psychological disturbanceslve distorted thinking that
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influences mood and behavior. The goal of therafyp evaluate and modify thinking to
influence these factors. Lasting improvements aindéntify and alter underlying
dysfunctional beliefs (Beck, 1998).

Humanism. Rogers (1949) developed Person-Centered Therapl)(HGere are
several tenets within PCT including honoring theialkizing potential of an individual,
being genuine with a client, using empathic attueeinto understand, and working
towards congruence between the client’s idealaselfreal self (Rogers, 1956). Past
researchers have postulated that psychopatholiggsdrom the incongruence between
the perceived expectations of oneself (ideal self) the actual view of oneself (real self).
Individuals develop defenses to protect him/herseth being fully aware of the gap
between the ideal and real self (Rogers, 1956).

It is the therapist’s role to fully accept the aolién a non-judgmental interaction to
encourage the individual to talk more freely andpdg about the differences between the
real and ideal self (Rogers, 1949). The goal ofap is to use unconditional positive
regard, acceptance, and empathy to soften onesnskes and promote self acceptance:
“It appears that when the person comes to see Hiassthe perceiving, organizing agent,
than the reorganization of perception and consedqrenge in patterns of reaction take
place” (Rogers, 1947, p. 361). The IPM borrowsdbecepts of using empathy to soften
defenses to reveal gaps between a real self anshadvfor view-of-self (White, 2002).

Empathy. Empathy is a phenomenon and a skill whereby aiwioheal is able to
emotionally transport themself into the viewpoihtaother individual without having

lived the same experience (Rogers, 1959). Empatthei capacity to attune to another
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and share an emotional experience. Curiosity irfiéh@ of psychology has led to
researchers asking questions about the phenomémompathy in an attempt to
understand it (Miville, Carlozzi, Gushue, ScharaJ&da, 2006). Researchers have
delineated that empathy is a complex cognitive,te@mnal, and social experience that
requires one to be able to engage in “perspectikieng, the spontaneous ability to adopt
the viewpoint of others” (Miville et al., 2006).dividuals who are highly developed in
their own emotional experience are more likelyamain grounded in their ability to be
present and emotionally available to another irtligd (Miville et al., 2006).

Real self and ideal selfUncovering the internal discrepancies between the
manner a client presents to others in the worldtaadnanner in which a client wishes to
present in the world involves attuned listening antbn-judgmental stance towards
anything a client may share during the therapyicriahip (Rogers, 1947). According to
Rogers (1947; 1949; 1956; 1959), the more acceptithgrapist is toward a client, the
more freely a client can begin to share his orsbeny with less reservation. Being able to
share emotional experiences that feel threatenitigartherapist who has demonstrated
an accepting and non-judgmental stance can offerractive emotional experience
(Goldfried & Davila, 2005). A corrective emotioratperience allows the client to
reconnect with his or her real self while explorthg wished-for ideal self (Goldfried &
Davila, 2005). Outside of the context of a safe sexlre therapeutic relationship, a
client may feel too threatened to explore the degiseen how and who one is versus

how and who one wishes to be (Rogers, 1992). Psygical health is experienced when
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the gap between the real self and the ideal setirhes less of a gap and more congruent
(Rogers, 1947; 1992).
Integrative Psychotherapy Model

The IPM weaves theory and techniques from psycHgsisacognitive-
behaviorism, and person-centered therapy to conakgps one’s personality structure
and to work towards characterological change. FM borrows the analytic
conceptualizations of the object relations, traresfee and countertransference, the
unconscious, defense mechanisms, and the techoidpierpretation. The concepts of
the levels of consciousness, the conception ofrsaheore beliefs, and the technique of
cognitive reframe are borrowed from cognitive-bebeal tradition. The importance of
empathy and creating a safe therapeutic relatiprishiully explore a client’'s perception
of self is borrowed from person-centered therapesE theoretical concepts weave
together to form a comprehensive model for caseeqalization and a methodology
for therapeutic interaction that aims to rework agitlame a client’s view-of-self and
interpersonal relationships.
Case Conceptualization

Morris (2003) reviewed a meta model for theoriep®fchotherapy to define the
underlying constructs of a theory and its corresipmgtechniques. The researcher broke
the concept for analysis into two distinct processae for case conceptualization and
one for treatment application. Case conceptuatindtiegins with an assumption about
the precursors of dysfunction. Dysfunctional peedamaracteristics develop from these

originators and are played out resulting in psyogmal problems. For example,
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according to psychodynamic theory, early childheggderiences (origins) can result in
unconscious conflicts and fixations (dysfunctiopatsonal characteristics). Individuals
attempt to cope with such dysfunction by develo@nd using defense mechanisms
(process for playing out dysfunction), which resalsymptoms that mask and mimic
unresolved unconscious conflict (psychological pgots) (Morris, 2003).

According to the IPM, the theoretical conceptudl@afor pathology is born
from repeated deficits in early relational expeciesn (White, 2002). Object relations
theorist and experimental developmental psychoanh&lgniel Stern highlighted the
importance of attunement, engagement, and attadiimére infant-caregiver
relationship (Blatt et al., 1997; Stern, 1985, 20B&cause perfect attunement,
engagement, and attachment do not exist, gapsuineahent, engagement, and
attachment are interpreted by the infant and stfamegiew-of-self. When demands in the
environment exceed one’s ability to accommodateagpjately, this can result in
maladaptive cognitive-affective structures which tead to psychopathology (Blatt et
al., 1997). Profound and inappropriate demandsa@ap or even halt the development of
self-agency, self-coherence, and self-continuiteri§ 1985). These constructs (self-
agency, self-coherence, and self-continuity) cosgone’s core sense of self and must
develop or psychopathology will result. In the caésevere psychopathology, similar to
psychosis, one or more of these self construcetsgsing or severely underdeveloped
(Stern, 1985). Furthermore, severe and early fatistrs can result in rigid and inflexible
patterns of affect, behavior, and cognitions, miildthe inflexibility demonstrated in

individuals with personality disorders (JohnsorQ40
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Less severe frustrations manifest themselves isopatity nuances which are
known as character styles (Johnson, 1994). Johedoapolated from the cognitive-
behavioral conceptualization of schema to develsgdnception of character styles.
Each character style has a set of affective, behalyiand cognitive patterns that are
germane to that character style. Furthermore, elaafacter style has a basic view-of-
self, view-of-others, and view of the world.

According to Stern (1985), around the age of tlyeses old the toddler and
caregiver work together to create a narrative 3élis narrative self is the aspect of the
self that begins to collect a working history awdhesive story for his or her life. The
narrative self is developed when the family sysb&mins to create a story and a “shared
history together [which] provides a framework faick individual family member to
understand and integrate shared events into thridividual life stories” (Bohanek,
Marin, Fivush, & Duke, 2006, p. 39). The developingithe narrative self and
collaboration between family members creates ththyj of the child’s experience. With
the assistance of the caregiver, a child is abtedate a cohesive story and assign the
story emotional meaning (Stern, 2000). In the feitay section, the current researcher
provides ten character styles and offers an eticdébdpackground for their development.

Schizoid. The schizoid experience includes frustration meharly stages of
attachment and attunement (Hendrix, 1992; Johri€d8¥). As a result of unattuned
parents who are experienced as harsh, cold, atahtiand/or overbearing, smothering,
and over-involved, the needs of the infant aredsl(Hendrix, 1992; Johnson, 1994).

There is an assumption that the caregiver willattegnd appropriately if the needs are
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expressed, and therefore the child disassociaiestiiem and carries on as if without
needs (Johnson, 1994). The view-of-self becomest‘hlien; | am alone; and | have no
right to exist” (Johnson, 1994). The schizoid chacannot live with this dismal view-
of-self, and therefore a defended re-representatidime deeper view-of-self presents as
one who is overly intellectual or even spirituat{dson, 1994). Adopting this more
acceptable presentation to the world keeps thénhéesvs-of-self at bay and explains
this individual’s inherent detachment to othershéds are viewed as powerful, rejecting,
and threatening (Johnson, 1994). The world is gearsimilar light as being dangerous
and harsh; these views (of self, others, and thwdyvetem from early experiences of
unattuned caregivers.

Paranoid. The paranoid experience is that of overpowerirgjtammiliating
parents who usually condemn and disconfirm thed@hreality (McWilliams, 1994). The
individual with a paranoid character style is alway guard to defend against being
attacked and humiliated (McWilliams, 1994). Othars experienced as threatening,
sneaky, and malicious (McWilliams, 1994). An indival with a paranoid character style
views the world as dangerous, which causes theithdil to be defensive, often feeling
suspicious of others and on-guard at all times.ddmekath this harsh view of others and
the world, the paranoid character views themselfuliserable, powerless, and impotent
(McWilliams, 1994). On a more conscious level, araleter style of this sort may present
as a vindicator for the weak and an advocate toerst(McWilliams, 1994).

Schizoid-avoidant.An individual with a schizoid-avoidant charactgyls has a

major fear of being rejected by others. Early eigmares include feeling criticized and
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rejected by an important other, typically the careg(Hendrix, 1992). Others are viewed
as critical, uncaring, uninterested, and rejectigndrix, 1992; Johnson, 1994). The
world is seen as risky with the potential to rej@dtich causes the style to manifest itself
in behaviors of blending in, withholding, withdrawi. However, the individual will still
have a conscious desire for closeness (Hendrix2;18sthnson, 1994; McWilliams,

1999). The view-of-self for a schizoid-avoidant der style is “I am different, | don’t
fit,  am unlikable, and | am inadequate.”

Psychopathic An individual who develops a psychopathic chanastge views
others as either predators or prey. In respontd@gaog-eat-dog mentality, this character
style causes the individual to work ferociouslhptevent being exploited by others and to
prevent being viewed as weak (McWilliams, 1994)tHa effort to avoid being exploited
and being viewed as weak, the psychopathic charsigtie will attack and exploit others
(McWilliams, 1994). Underneath the layer of defergpredacious behaviors, this
character style causes the individual to view #leas weak, a victim, and impotent
(McWilliams, 1994). The compensatory self presastinfallible, omnipotent, and
grandiose (McWilliams, 1994). There are developraldaictors influencing this type of
character style that “point to the probability dbialogical substrate for the higher levels
of affective and predatory aggression” (McWilliari894, p.152). In addition, the early
experiences of an individual with this charactgretyre laden with the chaos of harsh
discipline and over indulgence (McWilliams, 1994).

Depressive Depressive character styles are riddled with aipestic outlook on

life. Early experiences include loss and discoudageurning (Johnson, 1994). An
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individual with a depressive character style fdsg abandoned and disappointed by
others (Johnson, 1994). A depressive view of otlseabandoning, neglecting, and good
(Hendrix, 1992), while the self is viewed as baahéless, helpless, and guilty. In every
day interactions, an individual with a depressikiaracter style could be seen as
reserved, compassionate, and good (Johnson, 1994).

Symbiotic. The symbiotic character is also referred to asldppendent character
style. The view-of-self for a symbiotic characteincomplete and unable (Young,
Klosko, & Weishaar, 2003). Due to a deep beliefudlibe self as lacking the defensive
behavior, the individual will cling in an attemt find completeness (Johnson, 1994).
Others are viewed as more powerful, strong, andddrang (Johnson, 1994). The
illusion of the other as powerful draws the symicicharacter to connection, and the fear
that the other will abandon prompts the symbidaticling (Gabbard, 1994). The world is
experienced as cold and lonely. At the consciouslJ¢he symbiotic character presents
as helpful while experiencing others as needy anmteed of the symbiotic (Johnson,
1994). This character style is shaped by eithemptare separation with a caregiver or a
caregiver’s repeated blocking of the child’s desirendividuate (Gabbard, 1994;
Johnson, 1994).

Narcissistic. The early child-caregiver experiences that shaparaissistic
character style can be varied. There are seveildiciregiver dynamics that predispose
a child to present as superior, special, admirarid,worthy of approval (Johnson, 1994;
Young et al., 2003). Narcissistically oriented pasecan use the child to mirror and meet

the unmet needs of the caregiver (Johnson, 199¥%ViMams, 1994). Cold, critical, and
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hostile parents can deprive a child of the nornegldhfor mirroring which results in the
child’s unquenchable need for mirroring from therld@Johnson, 1994). Caregivers who
praise and adore the child through over-mirrorgnggn when positive feedback should
be withheld, can result in an attitude of entitletef praise from others (Johnson, 1994).
In general, a narcissistic character is competdive achieving; these overt behaviors
overcome a view-of-self stating: “I am empty, | ashamed, and | am inadequate”
(Hendrix, 1992; Johnson, 1994; McWilliams, 1994;Witiams, 1999). Others are
viewed as powerful and worthy of being idealizedievalued (Hendrix, 1992;
McWilliams, 1994). The individual with this charactstyle will view the world as
competitive (Hendrix, 1992).

Masochistic Caregivers who are abusive, critical, or detadadshape a
masochistic character style (Johnson, 1994; Mc#ill, 1994). Within a masochistic
character, a suffering-care link develops into tagoa of relating (McWilliams, 1994).

For example, a child learns to suffer in ordereiceive care from others; the view-of-self
is defeated, weak, and dependent, while the vieatlodérs is critical, abusive, and
controlling (Johnson, 1994). With the view-of-thend as unsafe, the masochistic
character dreams of feeling freedom is tethereadgattern of behavior that is self-
defeating and keeps the individual in bondage (Heni992; Johnson, 1994).

Obsessive-compulsiveThe obsessive-compulsive character style is atswh
as the disciplined child. This character style fasgontaneity and displays of emotion
(Gabbard, 1994; Johnson, 1994; McWilliams, 1994YWktams, 1999). The individual

often presents as rule-bound, self-righteous, frugatious, and judgmental (Johnson,
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1994). Underneath the surface, the obsessive-camputharacter views the self as
defective, bad, and rejectable, while others ag@ s demanding, condemning,
unpredictable, and rejecting (Johnson, 1994; Mawik, 1994). The world is
experienced as chaotic, and the obsessive-compudbaracter overcomes the buried
view-of-self, others, and the world by being orgaai, beyond blame, striving for
perfection, and in control (Gabbard, 1994; McWittis, 1994). Early environmental
experiences that shape this character style inahdstic or controlling caregivers, or
rigid, moralistic, and controlling parenting styld®hnson, 1994; McWilliams, 1994).
Histrionic . The histrionic experience is shaped by early i@iahips where clear
power differentials are present (Johnson, 1994; M&ms, 1994). It is common that
some kind of abuse, usually sexual exploitatiosuog in these situations (Johnson,
1994). Caregivers of a histrionic character arecegpced as cold and competitive, and
send messages that love is contingent on one’sqathysesentation (Johnson, 1994;
McWilliams, 1994). This message manifests itsekmindividual who presents as
someone who is exciting, interesting, cute, bubstiyactive, captivating, and
entertaining (McWilliams, 1994). Underneath thipadicial surface is an anxiety-ridden
individual who fears being viewed as insignificangdequate, and guilty (Gabbard,
1994; Johnson, 1994; McWilliams, 1994). Othersvéeeved as powerful, seductive,
desirable, and frightening simultaneously (McWitlis, 1994). The world is viewed as
performance-based and rife with seduction, whiagnigcing and revolting at the same

time (Gabbard, 1994). Histrionic characters feamndpggnored or being seen as boring;
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therefore, their behavior manifests as fun and utobcaptivate others, yet superficial to
avoid being found out (Gabbard, 1994; Johnson, 1994

The various views of self, views of others, andwdef the world may seem
harsh, dismal, and depressing; these deep viewsifethers, and the world are formed
around deficits in attunement, engagement, andhattant (Stern, 2000; White, 1984). In
the midst of these deficits, infants and childregrh to self-regulate and adapt their self-
presentation to influence others’ responses to tfttiggins, 1996). Therefore, the deep
and usually negative aspects of one’s view-of+seit be reframed into a more
acceptable and seemingly less needy state.

Representations of deep views-of-self, others,thadvorld can also prompt
productivity in life. It is when defenses becomemsed or insufficient that techniques
to uncover, reframe, and restructure deep viewsetifare warranted (Greenberger &
Padesky, 1995). Although these representationse diews-of-self serve an adaptive
purpose, they also frustrate the individual's ndfeais being met.

Treatment Application: Integrative Psychotherapy Maodel

The process for treatment application begins va#ntifying specific
interventions that will resolve and revise the pasdity characteristics of the client and
list specific treatment goals. Breaking the treath@pplication process into three distinct
subsections differentiates interventions from gaoatsl how these factors influence a
client. In psychodynamic terms, the interventioasdiare interpretation, free association,
transference resolution, working with resistancg dream work. These techniques are

used to bring unconscious conflicts into consciegsnthus giving the client insight. The
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treatment goals include symptom reduction and pexgy reorganization, so as to
increase the client’s ability to love and work méneely (Morris, 2003).

Like the early experiences that initially shape arfllience behavior, therapeutic
experiences are used to reroute maladaptive behhpiatterns into healthier patterns of
relating. Therapeutic strategies such as trackimyraflecting one’s deep view-of-self
serve to bring into awareness the view-of-self thiates behavioral, affective, and
cognitive responses. This raising of awarenessgdgireshape the character style and
creates new patterns for relating. Therapeuticvetgions can aim to compensate for
these gaps through therapeutic attunement, engageanel attachment. In the process of
therapy, the client can disclose these memorieeagédge in the process of self-
revelation with the therapist. The therapist canthttune to the client’s stories using
accurate empathy and tracking (Kahn & Rachman, Ra00@ough the therapeutic
relationship, the client and therapist can fornealthy attachment. According to Blatt et
al. (1997), if psychotherapy involves distortiori$bject and self-representation and
childhood attachments in normal development rasutie formation of mature
interpersonal schemas, then constructive intenasti@tween patient and therapist should
facilitate revisions of impaired or distorted reggatations of self and object and lead to
the development of more integrated and mature thged self-schemas. Stern (1985)
prompted therapists to “roam with the patient asithe ages and through the domains of
senses of self” (p. 257). Allowing the client t@no freely through the memory of
experience allows the therapist the opportunitpiio the client and attune to the stories

that construct this history. In the IPM, the clibeigins the session and does his/her best
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to put all thoughts into words. The challenge @f tiherapeutic relationship is the
transference pull from the client. The client mapect and even set up scenarios for the
therapist to enact the dance of the client’s irgespnal drama (Robbins & Hayes, 1993).
The role of the therapist is to remain engaged thighclient, but to not participate in
repetitions of the client’s past drama. Helping ¢hent to understand these patterns will
help to communicate an unconditional acceptandkeo€lient (Kahn & Rachman, 2000;
Robbins & Hayes, 1993). This improves the qualftgttachment in the therapeutic
relationship. However, changes in self-perceptiwh self-conception are not met
without resistance (Markus & Nurius, 1986); in fantividuals set up situations that
reinforce their view-of-self and will avoid situatis that may communicate a different
message about the self (Markus & Nurius, 1986) pidesn individual’'s resistance to a
shift in his or her view-of-self, Marcus and Nuri{1®86) purported that much research
supports that “the self-concept is highly, perhafigitely, malleable” (p. 964).
McWilliams (1994) agreed, although the researchssr stated that character cannot be
changed, only modified. Again, the IPM uses thdyitaconstructs of the unconscious,
transference, and transference resolution to utadefsaand conceptualize a case.

The therapeutic reframe is a technique that stiitperspective of one’s view-of-
self. This technique does not replace the old vaéwelf with a new view of self; rather,
it lends a new perspective as to how the origimaivof-self was set in place. It also
allows for the opportunity to entertain other, mpuesitive views-of-self. There are
multiple therapeutic benefits to the therapeuticarae. Adopting a new view-of-self

helps the client to empathize with the seeminglgnature cognitions, behaviors, and
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emotions that are part of the old view-of-self @etn, 1994). This empathy and self-
acceptance can prompt more positive patterns fatimg (Johnson, 1994). The reframe
also has other positive effects on the client,uditig the fact that the therapeutic
relationship is usually strengthened (Johnson, 1994

The goal of treatment becomes identifying automteights, cognitive
assumptions, compensatory strategies, and evestgaitive restructuring (Millon,
1999; White, 2002). The target of change is thentls deep core beliefs and schema
(White, 2002). Several therapeutic techniquesraithé process of cognitive
restructuring. Cognitive-behavioral therapists edbwilding rapport with the client,
honoring a collaborative client-therapist relatioips educating the client, “collecting
data, testing hypothesis, and summarizing” (Be®R51p. 9). See Figure 1 for a visual
model of the IPM (borrowed with permission from \iéhi2002).

White (2002) has outlined a conceptual model feegrating psychoanalytic,
cognitive behavioral, and humanistic theory andhmégues into the IPM in her doctoral
dissertation. The IPM is untested; testing the Btdlvided an opportunity for the field of
clinical and counseling psychology to potentialidaan empirically validated treatment
to its repertoire. Chapter 3 offers an outlinehaf tirst step in validating the IPM.
Chapters 4 and 5 report on the findings of thiggtand offer suggestions for future

research.
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Story ] Story 2 Story 3
(o
Wish/Affect Wish/Affect Wish/Affect
Therapy Skill: Tracking Content (repeatfor each story.  Seeking affective attunement
Express matched empathy for four bases:
1) Situation (“when. ..”) 3) Thought/cognitio(“you think . . .")
2) Behavior ("you do . ..") 4) Feeling (“you feel . ..")
Therapy Skill: Pattern Analysis of Automéc Thoughts Helping the client see what s/he values

1. Make summary statement of repetitive autonthtiaght/cogive distortion
(“Whenever a situation occurs where he/she doe¥ou end up thinking . . . And feeling . ..")
2. Give evidence from stori make links (“I say this because . . . Story 1,ysfyrstory 3, etc

Therapy Skill: Interpretation of Automatic Thoughts
Present hypothesis of why automatic thought staysac+ derivec from hidden wish/impulse/affe
(“ wonder if you are trying to getgwent . . .[wish]).

GET MATCH FROM CLIENT BEFORE PROCEEDING TO NEXT LEVEL OF MATERIAL
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Therapy Skill: Tracking Defense Therapy Skill: Empathizng with Defense
1. Identify self/object expectations. 1. Empathize re: repetitive behavior/coping
(“It seemdike often you are expecting . . . from others aad/ou try to handle it by . . .").
2. Identify self/object longings 2. Empathize re: repetitive aff
(“You want . . . so much and feel so . . . Wiids does not happen).
3. ldentify self/object perceptions 3. Empathize re: repetitive assumptions

(“So often you see yourself as gettingnsteéad, and so you assume . . .").

Therapy Skill: Pattern Analysis of Defens
1. Make summary statenent of defensive patt&¥8 above, collected from client stories)

(“Whenever a situation occurs when s/he didYodelt . . . And assumed . . . And then tiiedhandle it by . . .

2. Give evidence from client stor- linking stores

(“We've talked about . . . [stories 1, 2, 354etc.]").

3. Present consequen- how defensive pattern irfluences client’s life

(“. .. And when you do . . . [defensive patiethis does . . . to/in your life.”)

GET MATCH FROM CLIENT BEFORE PROCEEDING TO NEXT LEV EL OF MATERIAL

w Co<mE mROA! PEHIOW

Therapy Skill: Identifying Core Beliefs/Schema
1. Regarding Se
(“It seems you see yourself as fundamentally Lam . . .").
2. Regarding Objec
(“You see the world as . . .").

Therapy Skill: Interpretation of Schema
1. Identify hidden wish/impulse
(“No wonder you try to get/prevent . . . [wishpulse/affect collected from stories with ofafrom client]”).
2. Give evidenc
(“We've talked about . . . [repetitive defensivetpens])

Figure 1. Integrated intervention guide.
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Chapter 3: Research Method
Introduction

In Chapter 3, the researcher outlines this studg&gn and methodology. The
researcher describes the purpose of the studyrdsdesign and approach, setting and
sample, instrumentation, data analysis, and etbmadiderations. This study, measuring
the treatment effectiveness of the IPM, is judifigven the existing research on other
integrative psychotherapy models. In this chapher researcher reviews the research
design and demographics of the participants in bwthreatment and control groups. An
overview of the instrumentation used to measurdRMgs effectiveness is included.
Finally, overviews of the data analysis used tocwale the statistical effectiveness and
ethical considerations are included.

Purpose of the Study

The purpose of this study was to measure the eféawss of the IPM. The IPM
is an untested, insight-oriented psychotherapy mdde demands from managed care
companies and science call upon the standard fpirigaily validated treatments.
Although the three theoretical foundations of tA®Iare not new to the field of
psychotherapy, the manner in which the model wetag®miques from each theory is
novel and untested. In order to measure the effmatiss of the IPM, the researcher used
tools that measure what it seeks to integrateiiatoohesive model for psychotherapeutic
practice. The IPM conceptualizes a case from aecbbg¢lations perspective, which was
born out of the psychoanalytic tradition. This middeuses on the client’s view-of-self

and view-of-others, which are concepts borrowethftbe object relations and client-
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centered approach. The IPM is used to identifyrafidme schema frameworks and core
beliefs, concepts borrowed from cognitive-behagiori The IPM includes empathy to
create a holding environment for the client to explhis or her defensive structure and
reshape his or her object relations, tenets irfntimeanistic-/client-centered and
psychoanalytic approaches. Given the integrativeraaf the IPM, it is feasible to use
tools that measure the three theoretical foundatofrthe model. Bell's (1995) BORRTI
was used to measure an individual’s object relatemd to assess for potential confounds
such as poor reality testing and psychosis. Thew@El used to measure an individual’s
view-of-self and others and how his or her viewseff and others influences behaviors
(Epstein, 2001). The WAI (client form) was usedreasure perception in the therapeutic
bond throughout the therapeutic encounter (Hor§a@reenberg, 1994).
Research Design and Approach

In this study, the researcher sought to gain @batiderstanding of how an
individual's object relations, thinking patternsdaperceived working alliance was
influenced by an application of the IPM. The desimggiuded a within and between
groups comparison of the following pre-post measuUB®©RRTI (measuring object
relations), CTIl (measuring constructive thinkingnd the WAI (measuring working
alliance).

According to the basic hierarchy of research desagme-group (e.g., treatment
group) pretest-posttest design is less desirabtnwbmpared to designs that include a
control, comparison, or contrast group (CampbeS8té&nley, 1963). Campbell and

Stanley (1963) and Cook and Campbell (1979) preskthie one-group pretest-posttest
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design to illustrate a variety of classic threatsternal validity: history, maturation,
testing, and instrumentation. Control, comparismrgontrast groups control for these
threats to internal validity.

Without measures to control for threats to intexrsidity, a researcher cannot
begin to rule out what may have contributed tottnemt effectiveness. Because random
assignment from a common population is not pralcéind could, perhaps, have some
ethical concerns with respect to withholding oftreent, the nonequivalent control
group design is a suitable alternative to conwolifiternal validity threats (Campbell &
Stanley, 1963; Cook & Campbell, 1979). The fact tha nonequivalent controls are
from a benign population further ensures that ifferénce for the control group
between pretest and posttest is not likely dubecetfect of unreported treatment, as
might be the case for controls clinically equivadlenthe treatment group.

The two groups being compared were the treatmeahtantrol groups. The
treatment group consisted of volunteers who undetrwime sessions of IPM; the IPM
therapy was applied by therapists-in-training wreveMearning how to apply the IPM.
Using therapists-in-training allowed for the clasenitoring of treatment adherence
because the therapists were assessed and gratleglradherence to the IPM. The
therapists-in-training were required to audiotapehesession that was conducted with the
client; the course instructor could have reviewey @f these sessions at any time. For
the purposes of the course requirements, the tisésap-training were required to
transcribe and meet specific skills according ®I#M. Sessions 2, 5, and 8 were

transcribed and evaluated by the course instruattirerapist trained in the IPM.
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The comparison group did not receive treatment;dvar; they did participate in
nine classes in a general psychology course. Rregaex the comparison and treatment
groups began after the first therapy session,ter #ie first class of general psychology.
Post testing occurred after nine therapy sessiposses of general psychology.
Matching the number of therapy sessions with thesds of general psychology reduced
the threat of internal validity and, therefore,ueed the possibility of external factors
unduly influencing the results of the study. Thimsgj-experimental pretest-posttest
nonequivalent group design (NEGD) compared thdtsefom the BORRTI, CTI, and
WAI prior to the treatment or psychology courselagpion and after. A comparison of
the difference within and between groups determthedchange effectiveness of the
IPM.

An analysis of covariance (ANCOVA) was used to colrfor initial differences
between groups at the time of pretesting. It waslis calculate an accurate measure of
differences in object relations, constructive thigk and working alliance between
groups post treatment (Trochim, 2002). About 3Qigigants were expected in each the
comparison and treatment group (tdtiet 60). A total number dll = 60 constituted an
adequate sample size with power of .8 to deteciségst medium effect size (i.e.,
Cohen’sd = .5) at a .05 alpha level after controlling fopratest correlated with posttest
at .7 (power analysis computations based on Wuensa)).

Setting and Sample
The participants for this study were individualsonkere either seeking mental

health counseling at a community mental healthesemt currently taking a course in
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general psychology at Eastern University. Thoségypants who agreed to undergo nine
sessions of the IPM were in the treatment groupsérstudents who were enrolled in a
general psychology course and consented to pateip this study were members of the
comparison group. An assessment of demographiesl sohilarities and differences
within and between groups. See Appendix F for teatinent and comparison group
demographics survey.
Treatment Group

To best reflect a mental health setting, the paditts were permitted to undergo
medication treatment under the supervision of lpsyrist. Clients were not excluded
based on the comorbid diagnoses. It is likely dwamhorbidity exists in real life, as clients
rarely present with a single diagnosis. Individual® participated were not permitted to
undergo any other psychological treatment, sudoaples/marriage therapy, family
therapy, or group therapy. Other forms of psycheipye were likely to confound the
results. The participants were permitted to sesk caanagement assistance if needed.
Participants eligible for participation were anypsychotic adult aged 18 or older who
was seeking individual psychotherapy or who wistwedolunteer for nine sessions of the
IPM therapy.
Comparison Group

Undergraduate students enrolled in a general psygha@ourse at Eastern
University had the opportunity to earn extra crégiparticipating in this study. Any
student enrolled in the general psychology course was willing was able to

participate. Those students who wished to partieipaere not permitted to undergo any
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counseling or psychotherapy if they were placetthéncontrol group. In the brief
demographics questionnaire, students were askbdyifnad undergone any form of
counseling or therapy during the course of the séeneThose participants who
confirmed participation in any form of counselingpsychotherapy were excluded from
the study. Participants in the comparison groupevpermitted to take psychiatric
medication during the course of the study.
Procedures

The therapists-in-training who applied the IPM weracticum and internship
students at Eastern University. These students trareed in this integrative approach.
As a requirement for graduation, each student e@asired to complete a 100-hour
practicum and a 600-hour internship. During thésletraining experiences, students
conducted various mental health services includidiyidual therapy. With permission
from each internship site and the individual clgnihe therapists-in-training
administered the pre-assessments to measure thlnbasbject relations, thinking
patterns, and working alliance levels of theirmige Over the course of the IPM therapy,
the students were supervised by their course ictstreias well as evaluated on their
ability to apply the model. Each session was awdemrded. Throughout the course of
the sessions, the students were required to evediear adherence to the IPM by
transcribing three (practicum students) or foutefinship students) sessions that
demonstrated the skills outlined in the model. Bh&slls are outlined in the course
grading rubrics (see Appendices B through E fooayf the grading rubrics). Students

who earned an 83% on each transcript qualifiedlhasrang to the treatment application.
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The students who earned less than 83% were noidiedlin the study. Using this
supervisory approach ensured that the therapistwdfasring to the treatment application.

Both practicum and internship students were apglyfre IPM with their clients
at various internship sites. These sites spannagtaecultural components, including
rural and suburban, lower and middle socioeconataittis, and the clinics serving
clients of various ethnic, educational, and religitbackgrounds. Due to the nature of
convenience sampling, this study could not ensulteir@l equality. An appropriate
assessment of the demographic information of tiécg@ants was included to ensure the
appropriate generalization of results.

Instrumentation

Demographics.A brief questionnaire assessed the demographocnetion of
the participants in both control and comparisorugeo This questionnaire assessed for
information related to age, gender, ethnicity, Bvetl of education; current (if relevant)
psychiatric diagnosis; current (if relevant) pswthic medications; and involvement in
therapy services (See Appendix F).

BORRTI. Bell's Object Relations Inventory (BORRTI) is arpenality inventory
designed to measure an individual’s object relatiamd reality testing. This inventory
has 90 true/false prompts, with 45 items in eaddssction assessing the client’s object
relations and reality testing. There are severesaath the inventory: four designated to
assess alienation, insecure attachment, egocéytaad social incompetence (object
relations scales), and three scales to measurty rdiatortion, uncertainty of perception,

and hallucination and delusions (reality testingles). AT-score of 60 or higher on any
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of the subtests deems a clinically significant eamd indicates impairment in one’s
intrapersonal and interpersonal relationships ane#lity testing.

Using Cronbach’s Alpha and Spearman Split-haltkslity, reliability
assessments indicate consistent correlations betiwd&vidual items and the scale with
which they are associated (Bell, 1995). All cortielas rated in the good to excellent
range; the lowest correlation for both the Crontaétipha and the Spearman Split-half
reliability was .78, with the highest correlation@0 (Bell, 1995). Correlations in this
range indicate that the items on the object relatgcale and the reality testing scale in
fact measure these ego functions.

The theoretical substantiation of the BORRTI washbo response to Bellak and
Abrams’s (1997) projective measures that aimedatbeay similar interpersonal and
intrapersonal information. The BORRTI became thaniative answer to these
projective measures. Because of the exhaustiveenafuyualitatively gathering
information on all ego functions, Bell (1995) chasdocus on object relations and
reality testing. A process of factor analysis wasdifor scale/subscale development and
item selection. According to Bell (1995), “the bdomomological network of the
BORRTI indicates the instruments importance as aswe individual differences, and
also denotes the robustness of the underlying rarist (p. 32). The BORRTI has been
published in many studies with varied subjects irampfrom psychopathology, child
development, infant attachment, treatment outcomesdth related-issues, clinical and
non-clinical personality, and development (Bell9gR According to Alpher (1990) the

BORRTI is a reliable and valid measure of objekitrens and reality testing.
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CTI. The Constructive Thinking Inventory is a 108-qu@sinventory that
assesses patterns of thinking. When taking the €i€hts are asked to respond to each
guestion using the following a five-point Likertpy scale, 1 (definitely false), 2 (mostly
false), 3 (undecided or equally false and tru€jndstly true), 5 (definitely true).

Patterns of thinking constructed from one’s exparés are divided into nine
scales and several subscales. Only the compositesstrom the main scales were
included in the analysis of data for this studye3émain scales include global
Constructive Thinking (GCT), Emotional Coping (EBghavioral Coping Scale (BC),
Personal Superstitious Thinking (PST), Categoritahking (CT), Naive Optimism
(NO), and the two remaining main scales measuongléfensiveness towards taking the
CTI and a validity scale.

The average rangescores attained on the CTI fell between 45 andvi, high
scores ranging from 56 to 65 and low scores rargge 85 to 44 (Epstein, 2001). A very
high score is above 65 and a very low score isvb8®. High scores are interpreted as a
sign of positive adaptation on the following scadesl their coordinating subscales of the
GCT, EC, and BC. Lower scores are interpreted a® mesirable on the PST, CT, ET,
and NO scales and their coordinating subscalesd¢Ep2001).

The reliability ratings for the main scales arearted to be satisfactory (ranging
from .67 to .94); however, some of the reliabiti&gings for the subscales are lower
(ranging from .44 to .86) and should thus be imttiged with caution (Epstein, 2001).
Factor analysis studies have supported the fati@i@ity of five of the six main scales

on the CTI (Hoyer, 1983; Epstein, 1992). Accordiodepstein (2001), “the CTI, with the
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exception of the Personal Superstitious Thinkirag $trong factorial validity as both the
item and subscale level” (p. 23). In addition totéaial validity, multiple studies have
correlated the CTI with personality inventories ameentories that measure the client’s
well-being and have found concurrent validity tohagh (Epstein, 2001).

WAI (client form). The Working Alliance Inventory (WAI) (client form$ a 36-
item questionnaire that seeks to measure theltaski, and goal in the therapeutic
relationship (Horvath & Greenberg, 1994). Cliertterthese scales on a Likert-type scale
ranging from one to seven (1 = never, 2 = rarely,d¢casionally, 4 = sometimes, 5 =
often, 6 = very often, 7 = always). The task s¢edéers to the in-therapy activities that
form the substance of the therapeutic process”&tbr& Greenberg, 1994, p. 111).
Higher scores on the task scale indicate therapestt agreement that the focus of
therapy is both relevant and effective; this sedde® measures the level of mutual
investment and responsibility towards the theraggss. The goal scale measures the
mutuality of the aim, outcome, and tailored intemens used to attain the desired
outcomes of the therapeutic process (Horvath & @rery, 1994). The bond scale
measures the interpersonal connectedness betwed#metlapist and client (Horvath &
Greenberg, 1994). This scale measures the positeeactions of trust in the therapist
and therapy, feelings of acceptance by the therapid confidence in feeling understood
by the therapist (Horvath & Greenberg, 1994). ONettze WAI measures the perceived
therapist empathy in a therapeutic relationshijpctor that is evidenced to be able to

predict positive therapeutic outcomes (Horvath &®pds, 1991).
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Given the close relationship of the content raing Bordin’s description of the
alliance construct, the WAI is said to have contalidity (Horvath, 1994). Correlational
comparisons between the WAI and other establishieath@ée measures (California
Psychotherapy Alliance Scale, Helping Alliance, &melVVanderbilt scales) all yielded
significant correlations (Horvath, 1994). Reliatyilimeasures using Cronbach’s Alpha
ranged from .93 to .84 and determined the entird WWgtrument to have item
homogeneity (Horvath, 1994). An analysis of the¢hsubscales on the WAI yielded
lower correlations than the overall instrument, beer correlations still ranged from .92
to .68 (Horvath, 1994). Test-retest correlatioredded .80 after a three-week stay prior to
retesting. All considerations and consistent catiehs related to the WAI support this
tool as a reliable and valid measure of therapaliience (Horvath, 1994).

Analysis

This study compared the pretest-posttest results fronequivalent groups. To
account for the initial difference between grouggs ANCOVA was used to temper initial
differences and more accurately measure true diffags (Trochim, 2002). The
composite scores for each variable were used &yrdate the overall significance. The
subscale scores could be used secondarily to deeminich are of interest and the
contributing factors to the overall significancelack thereof. The research questions and
hypotheses below reflect this analysis.

Research Question #1
What effect does an application of the IPM havagarticipant’s object

relations, as measured by Bell's Object RelationtsReality Testing Inventory
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(BORRTI); how does this effect compare to those @Wbamot receive the IPM, but do
undergo a series of classes in general psychology?

Null hypothesis #1.There will be no difference in object relationsnasasured
by the BORRTI between those participants who rexaiv application of the IPM and
those who take a series of classes in a generehpgy course.

Alternative hypothesis #1.There will be a difference in object relations as
measured by the BORRTI between those participahtsreceive an application of the
IPM and those who take a series of classes in argkepsychology course.

Research Question #2

As measured by the Constructive Thinking Inven{@¥1), what influence does
an application of the IPM have on a participantastructive thinking? Does this
influence compare to the participants who atteraledries of classes in a general
psychology course?

Null hypothesis #2.There will be no difference in constructive thingias
measured by the CTI between those participantsreteive an application of the IPM
and those who take a series of classes in a ggrsrethology course.

Alternative hypothesis #2.There will be a difference in constructive thindias
measured by the CTI between those participantsreteive an application of the IPM
and those who take a series of classes in a ggrsrethology course.

Research Question #3
What effect does the application of the IPM hamdleerapeutic alliance, as

measured by the Working Alliance Inventory (WAIl)iéat form); does this effect
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compare to that of the participants who attendseries of classes in a general
psychology course?

Null hypothesis #3.There will be no difference in therapeutic alliaras
measured by the WAI between those participants ibeive an application of the IPM
and those who take a series of classes in a gggsrehology class.

Alternative hypothesis #3.There will be a difference in therapeutic alliamse
measured by the WAI between those participants ibeive an application of the IPM
and those who take a series of classes in a gggsrehology class.

The BORRTI and CTI were computer scored, whilewh&l (client form) was
hand scored. The Statistical Package for Sociangeis (SPSS) was used for the data
analysis. Composite scores from the BORRTI, CTdl &fAI (client form) were
analyzed using an ANCOVA. The ANCOVA viewed thetpet as a covariate to
determine differences among the treatment and @agtoups on the pre/post testing.

Pre-posttest.The process used to analyze the data was a qasit@ental
design using nonequivalent groups. A comparisgoretest/posttest composite scores on
the BORRTI, CTI, and WAI determined differencesvietn treatment groups. The
independent variable has two levels, the applioatiothe IPM or a general psychology
class. The three dependent variables includeceatdiobject relations, constructive
thinking, and working alliance before the applioatof the IPM or general psychology
class and after the application of the IPM. The BROR CTI, and WAI provided an
interval measure of each client’s object relati@msstructive thinking, and working

alliance. The pre/post comparisons of the BORRTI, &d WAI scores measured the
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IPM’s effectiveness in being able to improve objetations, constructive thinking, and
working alliance.
Ethical Considerations

With any kind of therapeutic application there liways some risk involved.
There were several measures taken to ensure gty sathe participants in this study. In
addition to onsite supervisors, the therapistsaming had at least two IPM supervisors
who monitored therapy adherence and participaetyadll therapy sessions were
audio-recorded and a supervisor could review asgige to ensure participant safety.
The participants had the right to withdraw fromrtpy and/or the study at any time. The
findings of the study were provided to the therapis-training and participants upon
request. If the results reflected that the IPM wigsificantly less effective when
compared to other treatment outcomes establishétifield, the participants had the
right to request and receive appropriate and eWfetteatment.

Participants in the comparison group had the tightithdraw from the study at
any time without penalty as well. These particigaaiso had the right to seek therapy at

no cost from the counseling center at Eastern Usiiyeif they so chose.
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Chapter 4: Results
Introduction

The purpose of this study was to quantitativelgreine whether the IPM was an
effective form of treatment when compared to indiigls participating in nine general
psychology classes. Three measures were used ntifgedfectiveness: the BORRTI
(measures object relations), the CTI (measuresieanive thinking), and WAI
(measures therapeutic alliance). Three hypotheses twsted using an ANCOVA to
account for the effect of the pretest means. Is ¢hapter, the researcher summarizes the
results of these analyses and provides a demogrdphcription of the participants
sampled in this study.

Sample Demographics

The data collection portion of this study was aactdd at Eastern University.
Counselors-in-training dispensed three questioersrdBORRTI, CTI, and WAI) and a
demographics survey to volunteer counselees (tedtgroup) and volunteer
psychology undergraduate students who agreed tufithe same three questionnaires
and demographics survey (comparison group). Ofithieeatment group and 50
comparison group-informed consents dispensed eBnient group participants and 21
and comparison group participants signed the indorconsents and took pretesting
packets indicating a willingness to participatehis study. After nine weeks of either
IPM or general psychology classes, post testinggiaavere dispensed to the previously
consenting participants in both the treatment andparison groups. Of the 15 treatment

group and 21 comparison group participants, 11 (7&9d 19 (90%) respective
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participants fully completed the three measuresonmplete questionnaire sets were not
included in the final data analysis. Table 1 suninearthe demographic makeup of this
study’s participant pool. The information was amaly using SPSS. The dependent
variables included measures calculating objecticgigs, working alliance, and
constructive thinking; either nine sessions of ik therapy or nine classes in an
undergraduate psychology class served as the indepevariables.

Table 1

Demographic Characteristics of the Study Sanfdell and N=19)

Treatment Group Comparison Group
Characteristic N % N %
Gender
Male 3 27 5 26
Female 8 73 14 74
Age Bracket
18-20 6 55 17 90
21-30 3 27 1 5
31-40 2 18 1 5
Ethnicity
African American 1 9 3 16
Asian 1 9 -- --
Caucasian 9 82 16 84
Education
GED 1 9 - --
High School diploma 9 82 19 100
Associates Degree 1 9 -- --

The treatment group participants included 27% @hreale participants and 73%
(eight) female participants. The comparison growgiuded 26% (five) male participants
and 74% (14) female participants. More than oné(b&Pb) of the treatment group

participants were between the ages of 18 and 26, &Yd 18% respectively were
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between the ages of 21 and 30 and 31-40. The &gesse participants in the
comparison group were 18-20 (90%), 21-30 (5%),2d0 (5%).

The majority of participants in both groups ideietif as European American:
82% (treatment group) and 84% (comparison groulpg. tfeatment group consisted of
9% who identified as Asian American and 9% as Afniéd\merican. Sixteen percent of
those in the comparison group identified as Afriéanerican. The diversity in both
treatment and comparison groups was lacking, asm#jerity of participants identified as
European American. All of the participants in bgtbups were enrolled in classes at a 4-
year university. The educational achievement otttb@ment group participants was
reported to be 82% having earned a high schoobutip] 9% having earned a general
equivalency diploma, and 9% having earned an as®scidegree. All of the comparison
group participants reported earning a high schgmboha, while both the treatment and
comparison groups were educationally homogeneaodisvaii educated.

Results

There was no difference in object relations, wagkalliance, and constructive
thinking when comparing groups who either underwemé sessions of the IPM therapy
and those who participated in nine classes of aengnaduate psychology course. The
mean score differences between the comparisorreaient groups did not achieve a
statistically significant difference on any of tfaetors measured (object relations,
therapeutic alliance, and constructive thinkings $ables 2 and 3). All of the variables
were examined for severe skewness and kurtosisalaptbved to be within normal

limits. Using thez value of 3.29, which is the criticalat alpha = .001, all values less
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than + 1.5, alk-value ratios of skewness to its standard errat kamtosis to its standard
error were considered normal.

Table 2

BORRTI and Subscale Descriptive Statistics for [Teéanple, Comparison Group, and

Treatment Group

Total Comparison Treatment
Statistic Pre Post Pre Post Pre Post
BORRTI
Mean 50.09 49.56 50.32 49.84 49.96 49.39
SD 7.61 7.51 8.40 8.44 7.35 7.15
Min. 37.75 37.50 38.50 37.50 37.75 38.50
Median 50.88 49.50 49.00 47.75 51.50 51.25
Max. 66.25 65.50 66.25 65.50 62.00 60.50
Alienation
Mean 50.47 48.13 51.91 48.64 49.63 47.84
SD 8.91 7.33 9.28 7.09 8.83 7.64
Min. 33.00 32.00 34.00 37.00 33.00 32.00
Median 52.00 46.50 54.00 48.00 49.00 45.00
Max. 69.00 61.00 69.00 61.00 69.00 61.00
Insecure attachment
Mean 50.27 48.93 50.46 50.09 50.16 48.26
SD 10.68 10.86 12.25 12.77 10.02 9.91
Min. 30.00 30.00 30.00 30.00 33.00 33.00
Median 49.50 48.50 46.00 50.00 50.00 47.00
Max. 72.00 73.00 72.00 73.00 68.00 71.00
Egocentricity
Mean 50.37 50.63 48.46 49.91 51.47 51.05
SD 9.31 9.00 9.18 9.77 9.44 8.78
Min. 33.00 36.00 35.00 37.00 33.00 36.00
Median 50.00 49.50 50.00 37.00 42.00 59.00
Max. 67.00 70.00 62.00 70.00 67.00 66.00
Social incompetence
Mean 49.27 50.53 50.46 50.73 48.58 50.42
SD 10.19 9.95 10.93 9.19 9.97 10.61
Min. 34.00 34.00 34.00 38.00 34.00 34.00
Median 50.00 52.00 54.00 51.00 50.00 52.00
Max. 76.00 78.00 65.00 65.00 76.00 78.00
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Constructive Thinking Inventory (CTI) and Workinijakce Inventory (WAI)
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Descriptive Statistics for Total Sample, Compari€oup, and Treatment Group

Comparison Treatment
Statistic Pre Post Pre Post Pre Post
Constructive Thinking Inventory
Mean 46.73 47.73 45.91 48.82 47.21 47.11
SD 7.35 9.71 8.37 12.16 6.89 8.28
Min. 31.00 25.00 31.00 25.00 37.00 32.00
Median  46.00 51.00 45.00 51.00 47.00 50.00
Max. 62.00 67.00 62.00 67.00 61.00 63.00
Working Alliance Inventory
Mean 142.73 152.83 150.00 162.73 138.53 147.11
SD 19.40 17.98 18.27 17.87 19.23 15.77
Min. 94.00 121.00 115.00 128.00 94.00 121.00
Median 142.00 152.50 151.00 162.00 139.00 145.00
Max. 186.00 191.00 186.00 191.00 174.00 176.00

The results of the ANCOVA supported the null hypstes when responding to
all three of the null hypotheses. The first nulpbthesis stated that there would be no
difference in object relations as measured by tB&®RRTI when comparing those who
underwent nine sessions of the IPM and those wbloiine classes in general
psychology. The second null hypothesis purportatlttrere would be no difference in
constructive thinking as measured by the CTI betvteese who received nine sessions
of the IPM and nine classes in general psychol®gg. third and final null hypothesis
assumed that there would be no difference in tleer@palliance as measured by WAI
(client form) between those participants who reedign application of the IPM and
those who took a series of classes in a generahpkygy class. An ANCOVA was used

to test the adjusted posttest means to ensuref@l error variances. Levene’s is not
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significant, which validates the assumption of éeueor variances. Controlling for
pretest, the posttest BORRTI (object relations megsvas not statistically significant,
F(1,27) = 0.009p = .924, partial eta squared < .001. Controllingpiettest, the posttest
WAI (therapeutic alliance measure) and CTI (corive thinking measure) were not
statistically significantF(1.27) =1.195 p = .284, partial eta squared < .042 &i{d,27)

= 3.22,p = .084, partial eta squared < .107, respectivedghbof the statistical analyses
produced no statistical significance between thvdse underwent nine sessions of the
IPM therapy and those who attended nine classas umdergraduate psychology course.
The result of the study was a failure to rejectrib hypothesis.

Table 4

Adjusted Posttest Means [95% CI] and ANCOVA Results

Adjusted Posttest Mean

[95% CI]
Variable Comparison Treatment F(1, 27) P npz
49.6 49.5
BORRTI [47.3, 52.0] [47.7,51.3] 0.009 924 <.001
. . 47.7 48.4
Alienation [44.8, 50.6] [46.2, 50.6] 0.148 .704 .005
Insecure attachment [46419'23 7 [45458';11 3] 0.458 .505 .017
- 515 50.1
Egocentricity [48.4, 54.6] [47.8, 52.5] 0.518 478 .019
o 49.9 50.9
Social incompetence [45.6, 54.2] [47.6, 54.2] 0.159 .693 .006
. - 49.6 46.7
Constructive Thinking Inventory [45.2, 54.0] [43.3, 50.0] 1.195 .284 .042
158.4 149.6

Working Alliance Inventory 3.221 .084 .107

[150.5, 166.4]  [143.6, 155.6]

Note CI = confidence intervahp2 = partial eta squared, a measure of effect site @il a small effect, .06 a medium
effect, and .14 a large effect.
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Summary

There was no significant difference in object tielas, therapeutic alliance, and
constructive thinking as measured by the BORRTI,I\aAd CTI, respectively between
participants who underwent nine sessions of IPMajyeand those who attended nine
classes in an undergraduate psychology courseefiner the null hypotheses failed to
be rejected.

In Chapter 4, the researcher reported that thadstused in this current study
failed to validate the IPM. Although the researctaded to achieve statistical validation
of the IPM, there are several recommendationsuiuré research that could offer
improvements to future studies and validation psses. In Chapter 5, the researcher
explores potential improvements to the currentysfodthe betterment of future

research.
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Chapter 5: Discussion, Conclusions, and Recommigmsat
Introduction

This study was carried out to test the treatm#attveness of the IPM.
Treatment effectiveness was measured by pre andgstisig of therapeutic alliance,
object relations, and constructive thinking. Theearcher sought to validate the use of
the IPM as an effective integrative model for pstblerapeutic treatment. The researcher
used the WAI, BORRTI, and the CTI to measure tifiecéizeness of the IPM. The
participants included individuals attending a gahpsychology course at the
undergraduate college level. Participants wereseignouped as participating in nine
general psychology classes or participants whontekred to undergo nine sessions of
psychotherapy with a therapist-in-training impletiggthe IPM. All participants were
eligible to earn extra credit in their general ggylogy course. All participants consented
to participation and filled out pre and post tegtiorms using the WAI, BORRTI, and
CTI.

Testing the treatment effectiveness of the IPMrsfthe field of counseling
psychology reliable and valid integrative framewsot& direct clinicians on methods of
integration to help clients. According to Consaldalester (2005), 75% of practitioners
identify their therapeutic approach as either dew integrative. According to
Lampropoulos and Dixon (2007) and Boswell et 200@),there is a lack of master’s
level training programs that equip practitionergntegrate both theory and technique.

Tracking theoretical and practical methods of irdéign offers practitioners a helpful
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framework for practicing from an integrative apprbaln this study, the researcher tested
the IPM as one of those reliable and valid options.
Interpretation of Findings

The IPM weaves both theory and technique from #yelpoanalytic, cognitive
behavioral, and humanistic traditions (White, 2002pursund and Erskine (2004)
reported that integrative therapists tend to borir@m three theoretical orientations
when integrating: psychodynamic, cognitive behalicand humanistic. Magnavita and
Carlson (2003) reviewed several approaches toratieg, and two of those approaches
included finding common factors that span psychagbeutic practice and theoretical
integration. The IPM includes both integrative agmhes in its theoretical and technical
framework. The IPM tracks similarities and assitetacommonalities in theory and
technique from the psychoanalytic tradition, cogeitbehaviorism, and humanism. Both
researchers of psychoanalysis (Johnson, 1994)agrdtive behaviorism (Beck, 1995)
would concur that an individual’s character struetar schema is developed in response
to repetitious relational dynamics with importaigufes in that person’s life. The notion
that an individual's psychological existence spangls of awareness is another common
element in the IPM. Psychoanalysis purports thatyeindividual has a complex layering
of both conscious and unconscious psychologicaén@twaiting to be awakened
through the therapeutic process (Hunt, 1993). Gagnbehaviorism endorses an
individual’'s layered levels of awareness; howeitedpes not endorse the notion of the
unconscious (Millon, 1999). The humanistic traditgpeaks of the classic battle between

the ideal and real self, a layered presentatidhefvished for self, and the true and more
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accurate self (Rogers, 1947). The psychoanalybgnitive behavioral, and humanistic
traditions agree that individuals protect themsglivem undesirable information by
engaging in defensive behaviors (psychoanalyssshgucompensatory strategies
(cognitive behaviorism) and highlighting the idself at the expense of the individual’s
real self (humanism).

The IPM includes theoretical integration when meddihe analytic notion of
character styles and the cognitive behavioral maticschemas. Both the analytic and
cognitive behavioral traditions theorize aboutplsgchological impact of repeated
experiences on an individual's view-of-self, viewvathers, and view-of-the-world. The
concepts of character styles (Blatt et al., 199id) schema (Rector et al., 1998) share
theoretical similarities and integrate to shape @casceptualization of the IPM.

The IPM gleans both theory and technique fromsitassychology. The
theoretical underpinnings of the IPM are not newhifield of counseling psychology.
The implementation of the IPM in its unique meldofgheory and technique offers a
different perspective for the field of psychotheralbampropoulos and Dixon (2005) and
Steir et al. (2007) noted the need for more emgtigiovalidated integrative models for
psychotherapeutic practice. In this study, thearedeer explored the validity and
reliability of the IPM as a potential integrativptmn for the field of psychotherapy. The
research questions posed in this study were usteddio differences in object relations,
constructive thinking, and working alliance whemqgaring participants who either
attended nine classes of general psychology orramaié nine sessions of IPM therapy.

The researcher did not find statistically signifitdifferences in working alliance,
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constructive thinking, or object relations when gamng the treatment and comparison
groups.
Limitations of the Study

There were several factors that may have contribit¢he lack of significant
results in this study, including the decreasedigipént pool, the use of therapists-in-
training, the length of treatment application, tise of practicum versus intern students,
negative transference, and measuring changeseint glymptom presentation.

Decreased participant pooAccording to Lipsey and Wilson (1993), it was

suggested to reach a maximum poweiBadnd that 30 participants be included in each
comparison and treatment group (power analysis atatipns based on Wuensch (n.d.).
A total ofn=60 (30 in each group) would allow for differenéesomparison and
treatment groups to be measured beyond chanceriagpeEleven therapists-in-training
volunteered to implement the IPM to undergraduatellstudents seeking therapy. The
lack of therapist volunteers limited the treatmg@up to only 11 participants.
Participation in the comparison group was slighityher, with 19 participants. Although
higher than the treatment group, this amount di@pants did not meet the desired
number. Several of the pre and posttests set®iodimparison group were deemed
invalid due to missing data. If these data had eelnded, it would have invalidated the
data sets and skewed the outcome results.

Therapists in training. There are advantages and disadvantages to using
therapists-in-training to measure the IPM. Usirgrdipists-in-training allows for

measuring treatment adherence, as these theraygistclosely assessed and monitored
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by instructors. This adherence monitoring appraessured that a standard of treatment
adherence was met. Although there is accountalaifitya strong measure for treatment
adherence, this same adherence monitoring appresschtherapists learning how to
conduct therapy for the first time. Using a morassmed therapist trained in the IPM
would have been the ideal scenario. Given timeraadetary constraints, using
therapists-in-training was the next best optiontiierinitial testing of the IPM.

Length of treatment application. Those seeking psychotherapeutic treatment
typically show improvement in symptom presentatiothin the initial 26 sessions of
treatmentAccording to Howard et al. (1986), it is ideal teasure psychotherapeutic
outcomes within the initial 26 sessions of treatimeloward cautioned that: “this, of
course, does not mean that such patients havevachieaximum treatment benefits.
However, ...26 sessions might be used as a rationallimit” (p. 163). Magnavita,
Critchfield, and Castonguay (2010) addressed cosaedated to premature termination
and its negative effects on a positive treatmetdae. In this study, the researcher
measured changes in therapeutic alliance, cogrihimking, and object relations after
nine sessions of treatment. Past researchers hggested (Howard et al., 1986) that
participants should undergo 17 more sessions tdgedhe potential opportunity to
support changes in alliance, thinking, and objelztions. Due to limitations in
participant involvement, the researcher used veknstwho were limited to participating
for only nine sessions. Ideally, this study woudtvé taken the maximum time
recommended (26 sessions) by previous researabtégosychotherapeutic

transformation.
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Practicum students versus internsThe researcher used volunteer practicum
level students implementing the IPM with voluntekents to test the treatment
effectiveness of the model. These practicum lexattioners were bound to the
requirements of their graduate course in integegtisychotherapy. It was a course
requirement to meet with a volunteer student ftotal of nine sessions to measure the
effectiveness of implementing the IPM for a cougsade. It would have been more ideal
to use internship level therapists in training wiere further along in their graduate
studies. However, only one internship level thesepolunteered to have her client
undergo pre-post testing and participate in thidystDue to neglecting to properly fill
out the post testing assessments, this particparftrmation had to be excluded from
the participant pool. A more ideal scenario woudddnused a seasoned therapist who
was trained in the IPM to measure the effectivenésise model. Due to time and money
limitations, using practicum level therapists iaiting was the most feasible option for
this study.

Negative transferenceNegative transference could have influenced theredé,
constructive thinking, and object relation for jpiest testing comparison scores. Given
the timing of the post-testing coupled with thergipeutic skills being practiced in the 7-9
sessions of the IPM, it is possible that the ciettansference reaction could have
skewed the outcome results of this study (Gelso. e2005; 1997). The therapeutic skills
being practiced and implemented in the latter phathis study delved into the dystonic
view-of-self, others, and the world. Given the dsige level and sometimes negative

aspects of these unconscious self and object exues, a negative transference could
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have developed for some participants and influeticedutcome results of the study.
Ideally, a measure could have been put into pla@etount for such an unintended
influence. The most ideal research scenario woald kengthened the therapeutic
implementation of the IPM to work through the dystoaspects of the model and then
conduct post-testing. This would have reduced iatiehted the potential influence of
negative transference on the post-test outcomdtsesu

Measuring changes in client symptom presentatiorComparing the pre-post
alliance, thinking, and object relations scores sness the change that takes place within
the three theoretical prongs of the IPM. Essemti#tis study was an attempt to answer
the question: does the IPM influence change withémapeutic alliance, constructive
thinking and object relations? It might have beareradvantageous to measure the pre-
post symptom presentation of the clients who eitimelerwent nine sessions of the IPM
or nine undergraduate psychology classes. Traakifgrences in symptom presentation
might have been a simplified way to measure therg@tl effectiveness of the IPM. The
original idea for this study might have been bettserved for future research.

Recommendations

Adding an empirically validated integrative psydiertapy model to the field of
counseling psychology would allow practitionersogaportunity to learn and use a
validated integrative model. The field of counsglpsychology lacks graduate programs
that teach the framework of how a practitioner dgye an integrative psychotherapeutic
practice. The lack of programs that teach practérs how to develop integrative

psychotherapeutic practices causes them to crabeapist-specific integrative
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framework, which leaves the field at a disadvantagempirically measure the aspects of
the psychotherapeutic encounter as efficaciou®brBeing able to rely on validated and
effective integrative frameworks would offer praéiciners the foundation upon which to
nuance a personal therapeutic style.

Practitioners who implement inconsistent psych@peutic techniques create
difficulty in measuring effectiveness within thesthpeutic process. Smoyak (2007)
wrote about her attempt to research helpful velnsumful psychotherapeutic practices.
The researcher interviewed psychiatric nurses whidked with clients in an inpatient
setting. Smoyak (2007) was unable to formalizerbsearch project because of the
inconsistent interventions used by psychiatric esii@nd the inability of nurses to
articulate the interventions used with inpatiengrdis. Such therapist-specific practices
leave researchers at a disadvantage to sift thrthegimyriad of psychotherapeutic
practices in an attempt to validate them as effectiilienfeld (2007) voiced his
approach to combatting haphazard and harmful tresaphe researcher called for: “a
heightened emphasis on PHTSs [potentially harmfeitapies]” which “should narrow the
scientist-practitioner gap and safeguard mentdttheansumers against harm” (p. 53).

The purpose of this study was to measure thentiegateffectiveness of the IPM.
The shortcomings of the study failed to rejectrib hypotheses. In other words, the
IPM was not effective in promoting changes in tipextic alliance, constructive
thinking, and object relations after nine sesswin®M. Although there were no
significant findings evidencing positive changesha three theoretical prongs of the

IPM, there was also no evidence of an inverse adiorebetween alliance, thinking, and
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object relations. Future researchers may concluaeundergoing nine sessions of the
IPM does not harm clients in the areas of alliaoastructive thinking, and object
relations. The results of this study did not evitkeharm in the areas it sought to
measure. Although no evidence of positive changermed in this particular study, there
was also no evidence of harm in undergoing the IPM.

Although this current study did not validate tRé as a model for therapeutic
practice, the theoretic underpinnings of the IPIMgraivith those of classic psychological
theory, and this warrants continued research teraetbe whether the IPM is a valid and
reliable integrative model for psychotherapeuti&gbice. Future research should consider
the following recommendations.

The researcher could have used volunteer partitspaino placed themselves into
the comparison or experimental groups. The puifesteoscientific processes would have
participants randomly assigned to either the comparor experimental groups. Future
researchers should consider randomizing the paatitipool as a way of attaining a
potentially sound scientific methodology.

Using seasoned therapists trained in the IPM cmalictase the validity of the
results of future research seeking to compare pstsychotherapeutic changes. Using
therapists-in-training assured that the therapist® implementing the IPM; however,
these therapists were also learning to implementRM as a requirement for their
coursework. Using seasoned therapists trainedWhd®uld offer participants a richer
therapeutic encounter given that a seasoned tis¢iapnore likely to be attuned to the

dynamic psychotherapeutic experience.
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Future researchers might seek a more simplifiedhagetiogy when measuring
psychotherapeutic changes. A pre-post comparisahienit symptom presentations could
yield a more accurate depiction of change. Thedadfunterest would shift from
measuring changes in the three theoretical prohtieedPM to measuring pre and post
changes in symptom presentation.

The final recommendation for future research wdaddo increase the number of
sessions to evidence psychotherapeutic changerd®astrch reports that therapeutic
change can occur within the initial 26 sessionthefapy (Howard et al., 1986). Future
researchers investigating the effectiveness ofRMeshould take advantage of this 26-
session recommendation and increase the lengttreadgeutic application.

Implications

The potential social change implications resulfnagn validating an integrative
therapy model are vast. Potential positive contidms to psychology include adding a
valid and reliable integrative framework for thestp to use when working with clients.
Providing evidence that a psychotherapeutic mod®hpts positive client change can
offer hope and help for those who seek meanindfahge from a therapeutic process.

The outcome results of this study did not validheeIPM in a statistically
significant manner. The positive social implicasaesulting from this study are limited.
The creed when working with people is always tonxddiarm. Although the results from
this study did not evidence a statistically sigrafit outcome, the findings did not
indicate that the IPM resulted in a decline or harrabject relations, constructive

thinking, or working alliance. In other words, thsisidy provided preliminary evidence
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that when compared to students taking a serielas$es in an undergraduate psychology
course, the IPM does no harm. Such findings prauigntific curiosity and invite
further research to more thoroughly test the vlidf the IPM. Further research could
offer the opportunity to fully realize the potemtsitive social implications of the IPM.
Conclusion

Although statistical significance was not achiet@determine whether the IPM
is a valid and reliable form of integrative psydimtpy, this study did not provide
evidence that it is a harmful form of treatmenteTRM could still be a valid and reliable
form of integrative treatment if supported by fltwesearch. It is recommended that
future research test the IPM as a viable methogdiogprompting characterological
transformation. The results of this study do né ut the IPM as an option for
practitioners; rather, the results of this studyeuiuture research to continue the quest for

finding reliable and valid integrative psychothesafic practices.
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Appendix A: Course Syllabus

THE CAMPOLO COLLEGE OF GRADUATE AND PROFESSIONAL
STUDIES AT EASTERN UNIVERSITY

Promoting the Integration of Faith, Reason, andtibes

COURSE SYLLABUS

Course Number and Title€NSL625 Practicum in Psychotherapy Integration(Section 11)

Academic Program(s): Community/Clinical Counsglin

School or department: Counseling Psychology

Semester or term: Spring 2009

Meeting time/place: Eagle Learning Center (ELC2,IDhursdays 4:30-7:00 pm
Instructor: Lindsay Sterious, MA, NCP, LPC

Phone: (XXX) XXX-XXXX

Fax: (XXX) XXX-XXXX

Email: XXXX@XXXXxX.edu

Office hours: by appointment

Teaching Assistant: Beth Rivera, M.A. cell: (OORXXXX XXXX@XXXXX.edu

COURSE DESCRIPTION: This advanced clinical skills course builds upon the foundations of
previous theoretical courses and the basic skills introduced in CNSL602. The focus is on forming
interventions that enrich the clinical dialogue through integration and application of techniques
from across the field of counseling practice. Skills will be demonstrated and practiced in class,
and students will conduct a course of psychotherapy with a volunteer client. The course also
requires a field placement of 100 hours in an approved clinical setting. A grade of B or better is
required.

COURSE OBJECTIVES: Upon successful completion of this course, studeiitslemonstrate
competency in:

1. Therapy Alliance Skills: as evidenced by students’ ability to establisti naintain a positive
therapeutic relationship with a practicum or preetlient through a course of 9 therapy sessions.

2. Tracking Skills: as evidenced by accurate, gender-, cultural-spiritual-sensitive tracking and
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reflecting of client disclosures over the 9-weedrépy course.

3. Empathizing Skills: as evidenced by accurate reflecting of cliefecfover the 9-week therapy
course.

4. Insight-Giving Skills: as evidenced by appropriate interpretationdientwishes and fears over
the 9-week therapy course.

5. Introspection Skills: as evidenced by written self- and peer-critiquéhefapy sessions including
accurate labeling of therapy dialogues, assessofi@mipact of interventions with alternatives
generated, and reflection upon one’s own thoudéétings, and reactions elicited by the
therapeutic encounter.

6. Professional Rolethis includes ethical practice with the client sash(but not limited to)
informed consent, confidentiality, and appropriztenination. Additionally productive use of
feedback will be demonstrated across the transasgignments, and field work responsibilities
completed satisfactorily (as evidenced by at lagstage ratings by site supervisor).

PA STATE REGULATIONS FOR LPC MET IN THIS CLASS: 4.9-8 and 4.9-9

PREREQUISITES:

CNSL 500 Introduction to Counseling Theory & Preet
CNSL 602 Techniques of Counseling & Psychotherapy
CNSL 609 Personality Dynamics & Psychosocial Asgent

GENERAL COURSE POLICIES:

Teaching Method and Attendance: Eastern University uses the Blackboard Learning Platform
as the learning environment for this course. Using your Eastern University username and

password, you can access the site for this course at http://eastern.blackboard.com.

This course consists of at least 14 hours of iottynal time for each credit awarded. Attendaricalla
scheduled sessions is considered a critical elemehé accomplishment of learning outcomes.
Furthermore, attendance records are maintainecdanessential to comply with government regulations
for recipients of financial aid and assistance paiots, as well as accreditation standards.

This is an interactive course with in-class practand feedback from instructors and fellow studasts
integral to skill attainment. We will be using niple methods to facilitate skill acquisition, inding
lecture, discussion, demonstrations, film excemuts, student role plays. Your attendance is esdeati
your success in this class. Please contact thridbsr in advance if you will be late or unableattend a
class. Students are responsible for missed mbseribshould obtain notes/handouts from a pedel aire
absent from classMore than one unexcused absence will result inlfaghade reduction (i.e. A to A-);
more than two may result in failure of the cour3éis includes accumulated latene&3ease plan your
schedule accordingly.

Smarthinking Tutorial Assistance: The instructor for this course assumes thattatients are prepared
for the level of instruction appropriate for thaucee number and placement in the academic program.
Students requiring or desiring additional acadesnjgport or preparation may utilize the Smarthinking
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system. This system of on-line tutorials, inclglimriting assistance, can be accessed directly flem
Blackboard course site (use the “Tools” feature).

Student Disability Policy. Students with documented disabilities are eragen to work with the

Cushing Center for Counseling and Academic Sup(@€AS): 610-341-5837 to submit a written request
for accommodations specific to this course. T@rezaccommodations, the instructor must receive a
written request from CCAS. A student must updatmenmodations requests with CCAS prior to each
academic session.

University Policies Please note that all university policies peitajrto academic dishonesty,
drop/add procedures, and grade appeal apply ircthisse. These are outlined in the CCGPS
Graduate Catalog, and students are expected tnigar with and follow them. In addition, as
professionals in training, students in this classexpected to adhere to standards of ethical @hav
and professional demeanor as outlined in the dieeig ethical codes (e.g., ACA, CAPS). Failure to
do so can be cause for dismissal from the program.

Emergency and Crisis Information: In the case of an emergency event, we ask thabaimunity
members use their best judgment. We also recomith@n@éach member of this community become
familiar with emergency procedures. Call Campusuigcat 610-341-1737 for emergencies on the St.
Davids campus.

Inclement Weather. Decisions to cancel class due to inclement weatllebe made by 3:30 p.m. on a
weekday and 6:00 a.m. on Saturdays. Use your odgnjent regarding travel conditions from your area.
If you determine that it is unsafe to travel and titass has not been cancelled, CCGPS or depaaiment
attendance policies will apply. If the Universig/dlosed or classes are delayed due to inclemeathesr
there are two convenient ways for you to stay imied:

e The CCGPS Information Bulletin Board. Please d&l Yoice mail system at 610-225-5055; once
you hear “Repartee Messaging System,” dial 2834 thedrecorded message will begin. (For
those making long distance calls, please feeltfvebkal 1-800-732-7669; at the menu, dial 2834.)

e The Eastern University Website: School closing infation can be seen www.eastern.edu
by clicking on “School Closing Info” under the “EQuick Links” drop-down menu at the top of
the page.

e Radio: A radio announcement will be made on KYW seadio, 1060 AM (our school closing
number—1207--is listed in Delaware County) and oARM 103 FM (in Central Pennsylvania).

REQUIRED TEXTS:

Baird, B.N. (2008) The internship, practicum, and field placement handbook (5" ed). New Jersey:
Prentice Hall.ISBN-10: 0132238802

Martin, D.G. (2000)Counseling and therapy skills (2™ ed).Long Grove, IL: Waveland PrestSBN-10:
1577660684

The instructor will post articles/book chapters on Blackboard as a supplement to the
textbook readings. These documents can only be used for educational purposes. They
may not be downloaded, retained, printed, shared, or modified, except as needed
temporarily for specific academic assignments.

RECOMMENDED READINGS:
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McMinn, M.R., & Campbell, C.D. (2007)ntegrative Psychotherapy: Toward a Comprehensive
Christian Approach. Downers Grove, IL: InterVarsity Academic Pre¢kSBN# 978-0-8308-
2830-2)

Schema charts and information on character stytes ENSL609

EVALUATED LEARNING ACTIVITIES:
1. Field Work

Course Objective Fulfilled#6

Due 4/23/09 (Log of hours and completed Site SupervEvaluation—both posted on Blackboard)
Grading Value Pass/Fail (based on required hours completedblegst average scores on Site
Supervisor Evaluation). Please note: Studentexgected to conduct themselves as professionals at
the Practicum placement site. Should the site sigmrindicate the student’s progress is
unacceptable, Eastern University retains the tiglfil the student in this course and withdraw the
student from the site.

Description and Parameters Minimum of 100 hoursat practicum

placement site in activities the site supervisor @ens appropriate. One hour of
supervision per weekith an on-site supervisor is required. APracticum Site
Supervisor Evaluation formmust be completed by the site supervisor and subrteid
at the end of the semesterLogsdocumenting fieldwork activities must be

completed, signed by the site supervisor, and subtt@d at the end of the semester.

2. Session #2 Tape and 5 page transcrifvith self-critique labels/comments)
Course Objectives Fulfilledt1-6
Due 2/26/09
Grading Value 20%
Description and ParameterStudents should transcribe one page (eachedf¢ginning and end of
the session. The remaining three continuous pagearscription should demonstrate the required
skills outlined in the grading rubric. This assiggmhis designed to assess the student’s levelilis sk
retained from the pre-requisite skills course, CE&2. The assignment will be evaluated so the
student and the instructor/TA know areas of stieagid weakness. Please note: the pacing of skill
acquisition varies greatly among students. If gogistruggling to demonstrate the pre-requisithsski
(or to acquire the new skills), one-on-one tutoiiggvailable. This has proven helpful for students
the past. The instructor will recommend namesitafrs who will negotiate a fee with you privately.
Skills assessedAlliance building (eliciting client disclosureytattending, probes, neutrality),
tracking/reflecting and empathizing (4 bases);gratanalysis at the automatic thought level;
labeling/self-critique skills (see pp. 5-6 for ingttions). Grading rubric posted on Blackboard.

3. Critique of Peer’s Session #3
Course Objective Fulfilled#5
Due 3/12/09 (tape submitted to peer); 3/16/09 (by & email feedback to peer with copy to
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instructors)

Grading Value 5%

Description and ParameterStudents will listen to a peer’s tape and erfiesitiback (using format to
be distributed in class). Grading rubric postedBtatkboard.

4. Session #5 Tape and 5 page transcriivith self-critique labels/comments)
Course Obijectives Fulfilledt1-6
Due 3/26/09
Grading Value 30%
Description and ParameteStudents should transcribe 5 pages of contind@alsgue that they deem
best demonstrates the required skills.
Skills assessedPrevious tape skills, plus self-syntonic intetation; identifying and empathizing
with defenses; labeling/self-critique skills (sge p-6 for instructions). Grading rubric posted on
Blackboard.

5. Critique of Peer’s Session #6
Course Objective Fulfilled#5
Due: 4/2/09 (tape submitted to peer); 4/6/09 (@yfn, email feedback to peer with copy to
instructors)
Grading Value 5%
Description and ParameterStudents will listen to a peer’s tape and erfiesitiback (using format to
be distributed in class). Grading rubric postedBtackboard.

6. Session #8 Tape and 7 page transcrifvith self-critique labels/comments)
Course Objectives Fulfilledt1-6
Due 4/16/09
Grading Value 35%
Description and ParametefStudents should transcribe 7 pages of contind@aisgue that they deem
best demonstrates the required skills.
Skills assessedPrevious tapes’ skills, plus self-dystonic iptetation; alliance deepening skills;
labeling/self-critique skills (see pp. 5-6 for insttions). Grading rubric posted on Blackboard.

7. Termination session #9audiotape only)
Course Obijectives Fulfilledt1-4, 6
Due 4/23/09
Grading Value 5%
Description and ParameteStudents will submit tapes of the final sessiatitheir practice clients.
Skills assessed: Professional termination skiisading rubric posted on Blackboard.

GRADING POLICIES:

1. Due dates - It is expected that assignments will be handed in on time. If a legitimate
emergency occurs (or a situation with your client) that delays your completion of assignments,
you must notify the instructor in advance of the due date and arrange for an extension. Unless
prior approval is received, late submissions will result in a 5-point reduction for each day beyond
the due date. For this course, an assignment is on time if submitted on the due date at the
beginning of class (no later than 15 minutes after class begins). PLEASE NOTE: absence from
class does not nullify due dates. If you must miss a class, you are responsible to get the
assignment to the instructor by the beginning of class on the due date.

2. Grading Scale- The grading scale used in this course follows:
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98-100 A+
93-97 A
90-92 A-
88-89 B+
83-87 B
80-82 B-
78-79 C+
73-77 C
70-72 C-
69 and below F

3. Taping and Transcribing Parameters - Students will conduct a 9-session course of weekly
psychotherapy with a client from the field placement site or from Eastern’s undergraduate pool.
Permission from the client to tape the sessions is mandatory. Please tape ALL sessions throughout the
entire 45-50 minutes of the session, as this is less disruptive to the client, and having the tapes available
for review is highly beneficial to your training.

***JSE 120 MINUTE TAPES to eliminate the need to tun the tape over during the counseling
sessions. Any tape that contains a stop and starilinot be accepted.

Students will be evaluated based uponethére (45-50 minute) session for all taped assignments
However, to alleviate the burden of transcribirtgdents are only required to transcribe part ofsémsion
for the assignments (see previous section for atm@guired for each assignment). Students transerd
leastthe minimum requirement for each of the tapesabeitwelcome to transcribe more if they believe
skills are demonstrated in other parts of the sessPlease submit transcripts and the audio tapddrge
envelope with your name on the outside as wellnagazh of the partsf the assignment, including the
tape. DO NOT INCLUDE YOUR CLIENT'S NAME ON ANY MAERIALS. Be sure your tapes are
cued to the beginning of the session

Transcripts should be typed double-spaced to altmm for your handwritten labeling of the dialogared
for instructor feedback. Use one inch margins Bhgoint font. The client’s responses shoulddieled
C1, C2, C3, etc. and your responses should bel l&el' 1, T2, T3, etc. This numbering providesialqu
way to summarize specific examples of skill demaigin. See exemplar (posted on Blackboard) of the
transcribing format.

PLEASE NOTE: Because we rely heavily on accurate tapes anddripts of student counseling
sessions, any falsification of tapes/transcriptsnesult in automatic failure of the course. “gifitation”
includes, but is not limited to:

e Turning in a tape that does not record an actuahseling session with the client you've indicated y
are working with. Recording a session that didemgerge spontaneously (i.e., coaching your cl@nt t
say things in the session to help you demonsteateired skills). Please note: this is exploitatid
the client and is expressly forbidden by the ethmdes of the counseling profession.

e Altering the tape in any fashion, including shugtthe tape off and restarting it during the sesdion
for some reason, the tape is stopped you must dgteeent tape that is continuous from a different
session for assignment credit.

e Failing to transcribe the taped session exacthgesrded. If something is not able to be undedstoo
please indicate this by the phrase: (. . . uncle@ne or two instances of a brief phase that deam
on a transcript are acceptable. If you have maptear sections of the transcript it will be comrsitl
inaudible and the tape will be failed. Client sden should be indicated by the phrase: (long/short
silence). Please do not transcribe simple repeatdéENT expressions, such as “uh” and “like” which
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are used as filler and are hard to read unlesdaalisuch expressions help to demonstrate client
dynamics. Such THERAPIST'S expressions must bestrébed.

In order to understand the flow of the therapedi@ogue it is necessary that the audio tape k& eled
the transcript accuratBlease check tapes for audibility before submittinghem. No more than three
unclear sections in one transcript will be accepitetthe instructor cannot hear the flow of dialegu
between the student and the client(s), the fips taill be returned, ungraded. If another tapsutsmitted
that is not audible, the student will receive @0the assignment.

4. Self Critique Parameters: Becoming an effective therapist requires not oolyrsl client assessment
and intervention skills but also skills internaltke person of the therapist. The use of sebiumdational
in the counseling relationship, and thus we ar&itapfor students’ capacity for self-awarenesst-sel
critique and openness to feedback. These perseifakfiection skills will be evaluated in self-tigues of
your work with your clientSee exemplar (posted on Blackboard) .

First, typing in bold font immediately after the mdoor phrasgelabel theclient’s disclosures

Situation (' base—trigger) S

Affect (2" base—feelings) A

Coghnition (3 base — thoughts)&

Specify if the cognition reflects:
e view of self (syntonic or dystonic) ¥OS-Sor VOS-D
e view of others (syntonic or dystonic)OO-S or VOS-D
e  view of the world VvOW

Behavior (4 base--actions taken or forgone—

Wished for self/object experienceé\SH

Feared self/object experiencEEAR

Match (affirmation of therapist’s intervention as @arget) MATCH

Second, typing in bold font immediately after therd/or phraselabelyour interventions:

Open opening (allows client to leadpO

Simple probe (e.g., “can you tell me more about’yhaPR
Tracking/reflection of situations, affect, behaviwrcognitions /R A, B, or C
Naked question (off topic or without first acknodtgng client’s disclosure)NQ
Clothed question (on topic & first acknowledge®utis disclosure) €Q

Tone or pacing (match or mismatchJONE or PACING

Minimal encourager (e.g., “mmm?” or “go on")ME

Neutrality break (validating or challenging theeclf’s views) NB

Syntonic Pattern Analysis with Evidenc&®A-Syn, Evid

Dystonic Pattern Analysis with Evidencd?A-Dys, Evid

Immediacy AMMED

Syntonic Interpretation (of wish) Syn Interp

Dystonic Interpretation (of fear) Bys Interp

Third, in bold font just below your interventiorsir{gle-spaced}ypeself-critique comments Comments
can include a reflection of what was occurring dgrihe dialogue (including
transference/countertransference), discussioneaiipact of your interventions, and suggested ratére
interventions. (See sample transcript for refeggnc

Fourth, please fill out a grading rubva your work, noting where you believe you haveaseplished the
skill set from the rubric. For example under Trackand Reflecting Skills on the rubric you miglstliT4,
T5, T8, T10, T12, etc.
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Session #2 Tape/Transcript (5 pages)Alliance Building (eliciting client disclosure bytanding, probes;
neutrality), Tracking/Reflecting and Empathizingh@ses), Pattern Analysis at the automatic tholeglt;
labeling/self-critique skills

(0-72)

(73 - 82)

(83 — 92)

(93 - 100)

Alliance
Building
Skills:

Eliciting
client
disclosure

Student has
difficulty
establishing a
sound working
alliance with
client due to:

Poor attending
skills:

- fails to use
silence to
encourage client
disclosures &/or
elaboration (i.e.,
immediately fills
"space")

- allows client to
talk on and on
without
appropriately
breaking in, thus
too much data
accumulates to
adequately
attend to client
disclosures

- tone/pacing
mismatch with
client

Poor execution
of probes

- omits open
opening

- minimal
encouragers
lacking or
overused

- questions
overused,

Student has
difficulty building
alliance due to:

Inadequate
attending skills:

- does not use
silence
sufficiently to
encourage client
disclosure &/or
elaboration

- occasionally
breaks in when
client data
accumulating, but
not often enough
to adequately
attend to client
disclosures

- inconsistent
tone/pacing match
with client

Inadequate
execution of
probes

- minimal
encouragers
lacking or
overused

- questions
overused, "naked'
-had trouble
closing the
session

Student begins
building on initial
alliance by:

Good attending
skills:

language

- uses silence
sufficiently to
encourage client
disclosure &/or
elaboration

- breaks in
appropriately
when client data
accumulates

- good
tone/pacing match
with client

Good execution
of probes:

- uses open
opening and
minimal
encouragers to
invite client
disclosures and
elaboration

- uses questions
sparingly,
purposefully (for
clarity) and
"clothed" with

empathy

Student easily
builds on initial
alliance by:

Consistent and
effective attending
skills:

- uses silence
effectively to
encourage client
disclosure &/or
elaboration

- deftly breaks in
when client data
accumulates

- excellent
tone/pacing match
with client

Consistent and
effective execution
of probes:

- uses open
opening and
minimal
encouragers to
invite client
disclosures and
elaboration

- uses questions
sparingly,
purposefully (for
clarity) and
"clothed" with
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INTERVENTION SKILLS GRADING RUBRIC (Practicum, Session #2 Tape, p. 2)

(0 -72)

(73 - 82)

(83 - 92)

(93 - 100)

Tracking/
Reflecting
with
Empathy
Skills:

4 “Bases”

Student shows pog
apprehension of
client
communications—
reflections back to
client may:

- miss major
elements of the
client’s disclosure
(situations,
cognitions, affect,
behavior)

- distort the
meanings of the
client’s disclosures
(e.q.,
misunderstands
cultural, spiritual or
other nuances of
the situations client
describes,
misinterprets one
feeling for another,
mistakes feelings
for thoughts,
misperceives
client’s automatic
thoughts and/or
mislabels client’s
behaviors).

Rarely obtains
“match.” Has great
difficulty revising
reflections when
match not given.

r Student shows
rough
apprehension of
client
communications
—reflections back
to client may:

- miss some
elements of the
client’s disclosure
(situations,
cognitions, affect,
behavior)

- be off
sometimes in
capturing
meaning.

Occasionally
obtains “match.”

Has difficulty
revising
reflections when
match not given.

Student shows cleatr

apprehension of
client
communications—
reflections back to
client are:

- usually complete
with occasional
missed elements
(situations,
cognitions, affect,
behavior

- usually accurate in

capturing meaning.

Usually obtains
“match.”

Some difficulty
revising reflection,
however, when
match is not given.

Student shows
clear
apprehension of
client
communications
—reflections back
to client are:

- usually
complete with
consistent
tracking
(situations,
cognitions, affect,
and behavior)

- with keen grasp
of cultural and
spiritual nuances.

Frequently
obtains “match.”

Easily revises
reflections when
match is not
given.

0 -72)

(73 - 82)

(83 - 92)

(93 — 100)
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Syntonic
Pattern
Analysis

Student does not
adequately link
client stories:

- makes no
attempts at
summarizing
pattern

- has difficulty
identifying
psychologically
relevant themes for
pattern analysis
- is off target in
summary

- gives little or no
evidence of pattern
- does not obtain
match for pattern
analysis

Student beginning
to link client
stories:

- attempts to
identify
psychologically
relevant themes
for pattern
analysis

- at times is off
target in summary

- gives some
evidence of
pattern

- may obtain
partial match for
pattern analysis

Student effectively
links client stories:

- effectively
identifies
psychologically
relevant themes for
pattern analysis

- summary is
accurate

- usually gives

adequate evidence

of pattern

- usually obtains
match for pattern
analysis

Student
effectively links
client stories:

- easily identifies
psychologically
relevant themes
for pattern
analysis

- summary is
accurate

- gives clear
evidence of
pattern

- frequently
obtains match for
pattern analysis
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INTERVENTION SKILLS GRADING RUBRIC (Practicum, Session #2 Tape, p. 3)

(0-72) (73-82) (83-92) (93 — 100)
Harmful Numerous Some harmful Few harmful Very few harmful
Responses | harmful responses responses are responses are responses are
to avoid are present. present. present. They do| present. They arg
Therapeutic Therapeutic not jeopardize the| minor in nature,
alliance is in dialogue does not | therapeutic and student
jeopardy due to: | deepen as a result| alliance but may | usually notices
of harmful somewhat prevent them in-session
- unchecked responses, and thelythe therapeutic and quickly self-
counter- do present some | dialogue from corrects. They do
transference threat to deepening. For | not jeopardize the
therapeutic alliance example: therapeutic
- jumping ahead | if not checked. For alliance nor
without match example, there - student may prevent the
may be frequent: | jump ahead therapeutic
- blatant neutrality, without match, dialogue from
breaks (i.e., - jumping ahead but he/she deepening.
advice-giving, without match recovers (backs
evaluative up) when client
remarks, appears lost.
minimization,
hostility) - neutrality breaks
(blatant and/or - there may be
- subtle neutrality | subtle) occasional subtle
breaks (i.e., neutrality breaks
evaluative (i.e., evaluative
minimal minimal
encouragers like encourages like
“okay,” “yes,” “okay,” “yes,”
“right,” “but” or “right,” “but”).
omission of
neutral phrases
like “in your
view,” “as you see
it").
- inappropriate
personal
disclosures
- handling
Christian issues in
a nontherapeutic
manner
(0-72) (73 -82) (83-92) (93 — 100)
Self- Grasp of therapy | Uneven grasp of | Grasp of therapy | Grasp of therapy
critique dialogue not therapy dialogue | dialogue dialogue clearly
demonstrated: demonstrated: adequately demonstrated:
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- Client
disclosures not
labeled or largely
inaccurately
labeled

- Therapist
interventions not
labeled or largely
inaccurately
labeled.

- Rubric with self-
assessment
missing

Awareness of self
in therapy
dialogue:

- Little or no
reflection on
personal
strengths/weakne
ses (including
counter-
transference)
observed in

therapy encounter.

Efforts to improve
skills:

- very few or no
attempts at
generating
alternate
interventions

D

- Some client
disclosures not
labeled or
inaccurately
labeled

- Some therapist
interventions not
labeled or
inaccurately
labeled.

- Rubric
incomplete (no
references to wher
skills are
demonstrated; no
scoring)

Awareness of self
in therapy
dialogue:

- Some brief
reflection given on
personal
strengths/weaknes
es (including
counter-
transference)
observed in the
therapy encounter,
but with very little
elaboration

Efforts to improve
skills:

- A few attempts at
generating alternat
interventions, but
these lack
elaboration or
remain off target

D

5

a)

demonstrated:

- Client
disclosures
usually labeled
accurately.

- Therapist
interventions
usually labeled
accurately.

Awareness of self
in therapy
dialogue:

- Several
reflections given
which show
growing
awareness of
personal
strengths/weakne
ses (including
counter-
transference)
observed in the

therapy encounter.

Efforts to improve
skills:

- Several good
attempts at
generating
alternate
interventions, and
these are on targe

D

- Client
disclosures
labeled
throughout and
with consistent
accuracy.

- Therapist
interventions
labeled
throughout and
with consistent
accuracy.

Awareness of self
in therapy
dialogue:

- Several
reflections given
which show deep
awareness of
personal
strengths/weakne
ses (including
counter-
transference)
observed in the

therapy encounter.

Efforts to improve
skills:

- Many alternate
interventions
generated, and
these are on targe
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Appendix C: Grading Rubric Session #5

110

Session #5 Tape/Transcript (5 pages)Previous tape skills; Self-syntonic Interpredatildentifying and
Empathizing with Defenses; labeling/self-critique

PREVIOUS TAPE SKILLS:

(0-72) (73 -82) (83 -92) (93 —100)
Alliance Student has Student has built| Student Student maintains
Building difficult an initial alliance,| maintains the a strong
Skills buiIdingthe b_utl has some therape_utic we!l thgrapeutic
therapeutic dlfﬁ_cplty . ar_ld_ satl_sfactonly thange and. _
alliance and e!lcmng client e!ICItS client effecnvely elicits
o . disclosure due to] disclosure: disclosure:
eliciting client
?(;_SCIOSWG due | _ inadequate - usually shows | - shows
: attending skills | good attending | consistently
(e.g., use of skills and effective attending
- inadequate silence or execution of skills and
attending skills | breaking in) probes). execution of
(e.g., use of - poor execution probes).
silence or of probes (e.g., | - good
breaking in) over- or under tone/pacing - excellent
- poor execution | use of open match with client| tone/pacing match
of probes (e.g., | opening, minimal with client
over- or under- | encouragers,
use of open questions)
opening, - inconsistent
minimal tone/pacing
encouragers, match with client
questions)
- tone/pacing
mismatch
(0-72) (73 -82) (83 -92) (93 —100)




Tracking/
Reflecting
with
Empathy
Skills

Student shows
poor
apprehension of
client
communications
—reflections
may:

- miss major
elements of the
client’s
disclosure

- distort the
meanings of the
client's
disclosures (e.g.,
misunderstands
cultural, spiritual
or other nuances
of the situations
client describes,
misinterpret one
feeling for
another,
misperceive
client's
automatic
thoughts and/or
mislabel client’s
behaviors)

- does not attend
to client’s
reaction to
reflections.

Student shows
rough
apprehension of
client
communications
—reflections
may:

- miss some
elements of the
client’s
disclosure
(situations,
cognitions, affect,
behavior)

- be off in
capturing
meaning.

- shows some
awareness of
client’s reactions
to reflections, but
shows difficulty
backing up when
match is not
given.

Student shows
clear
apprehension of
client
communications
—reflections are
usually complete
with occasional
misses elements
(situations,
cognitions,
affect, behavior)

- usually
accurate in
capturing
meaning

- usually attends
to client’s
reaction to
reflections and
backs up when
match not given.

Student shows
clear
apprehension of
client
communications
—reflections are
usually complete
(i.e., tracks the
“bases”) and
accurate with
keen grasp of
cultural and
spiritual nuances.

- attends well to
client’s reaction tg
reflections.

Easily revises
when match not
given.
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(0-72) (73 -82) (83 -92) (93 - 100)
Syntonic Student does not| Student Student adequately | Student
Pattern ; L . ; . o . .
Analysis adequately link | beginning to link | links client stories: | effectively links

client stories:

- makes no
attempts at
summarizing
pattern

- has difficulty
identifying
psychologically
relevant themes
for pattern
analysis

- is off target in
summary

- gives little or
no evidence of
pattern

- does not attend
to client’s
reaction to
pattern analysis

client stories:

- attempts to
identify
psychologically
relevant themes
for pattern
analysis

- at times is off
target in
summary

- gives some
evidence of
pattern

- shows some
awareness of
client’s reactions
to pattern
analysis, but
shows difficulty
backing up when
match is not
given.

- identifies
psychologically

relevant themes for

pattern analysis

- summary is
accurate
- usually gives

adequate evidence

of pattern

- usually attends to

client’s reaction to

pattern analysis and

backs up when
match not given

client stories:

- easily identifies
psychologically
relevant themes
for pattern
analysis

- summary is
accurate

- gives clear
evidence of
pattern

- attends well to
client’s reaction to
pattern analysis.
Easily revises
when match not
given.
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INTERVENTION SKILLS GRADING RUBRIC (Practicum, Session #5 Tape, p. 2)

NEW SKILLS:
(0-82) (83 —89) (90 - 97) (98 — 100)
_ __Student ___Student shows | __ Student shows | _ Student shows
Self-syntonic shows poor rough clear apprehension | clear

Interpret-
ation

apprehension of
client wishes
(VOS/VOO0).
Interpretations
may be:

__not
attempted

__ clearly off
target with
client character
issues
___poorly timed
___delivered
with

insufficient
humility or
empathy
___given at
inappropriate
character level
(e.g., self-
dystonic given
instead of self-
syntonic)

__Student
rarely obtains
“match” for
interpretations
and has great
difficulty
responding
when match not|
given.

apprehension of
client wishes
(VOS/VOO).
Interpretations
may be:

___somewhat off
target with client
character issues
___inadequate
delivery that
detracts from
client's
preparation for
insight (e.g.,
inappropriate
timing/tone).

__Match is not
usually obtained.
Student struggles
to respond when
match not given
for interpretations,

of client wishes
(VOS/VOO) with
usually accurate
interpretations that
are appropriately

timed and delivered
and that adequately

prepare client for
insight.

__Client often

appears to consider

the interpretations
seriously as
indicated by

frequency of match.

However, when
match is not
obtained, student
has difficulty
following client’s
lead.

apprehension of
client wishes
(VOS/ VOO) with
accurate
interpretations
that are deftly
timed and
delivered, and
smoothly prepare
client for insight.

__Client often
appears to
consider the
interpretations
seriously as
indicated by
frequency of
match. Student
easily responds to
client’s lead when
match is not
given.

(0-82)

(83 — 89)

(90 — 97)

(98 — 100)




Dystonic
Pattern
Analysis

(Identifying &
Empathizing
with Defenses)

Student shows
poor

apprehension of
client defenses:

__No attempts
or inaccurate
identifying of
repetitive
affective states,
assumptions or
behavior (which
serve to prevent
dystonic fears).

__When
attempts are
made to identify
defenses,
student lacks
sufficient
empathy (i.e.,
fails to connect

defenses to self}

object longings,
perceptions or
expectations).

__Client may
evidence
feeling exposed
attacked or
shamed.

__Match is not
obtained.

Student shows
rough
apprehension of
client defenses:

__Occasional and
usually accurate
attempts at
identifying
repetitive
affective states,
assumptions, or
behavior.

__Student lacks
sufficient empathy
when presenting
defenses to client
(i.e., fails to
connect defenses
to self-object
longings,
perceptions or
expectations).

__Client may
evidence feeling
exposed, attacked
or shamed.

__Ifmatch is
obtained, it is
occasional/partial.

Student shows good

apprehension of
client defenses:

__Consistent and
usually accurate
identification of
repetitive affective

states, assumptions

and behavior.

___Student shows
sufficient empathy
when presenting
defenses to client
(i.e., usually

connects defenses t
self-object longings,

perceptions or
expectations).

__Client usually

appears to consider

these seriously as
indicated by

frequency of match.

__When match is

not obtained, studen

has difficulty
following client’s
lead.

Student shows
exceptionally
clear
apprehension of
client defenses

__Very
consistent and
accurate
identification of
repetitive
affective states,
assumptions and
behavior.

__Student shows
oclear empathy
when presenting
defenses to client
(i.e., consistently
connects defense
to self-object
longings,
perceptions or
expectations).

__Client often
appears to

tconsider these
seriously as
indicated by
frequency of
match.

__Student easily
responds when
match is not given
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INTERVENTION SKILLS GRADING RUBRIC (Practicum, Session #5 Tape, p. 3)

(0-72) (73 -82) (83 —92) (93 —100)
Harmful Numerous Some harmful Few harmful Very few
Responses | harmful responseg responses are responses are present. harmful
to avoid are present. present. They do not jeopardize responses are
Therapeutic Therapeutic the therapeutic present. They
alliance is in dialogue does not | alliance but may are minor in
jeopardy due to: | deepen as a result| somewhat prevent thel nature, and
of harmful therapeutic dialogue | student usually
- unchecked responses, and thelyfrom deepening. For | notices them in-
counter- do present some | example: session and
transference threat to quickly self-
- jumping ahead | therapeutic alliance - student may jump corrects. They
without match if not checked. For ahead without match, | do not
- blatant neutrality| example, there but he/she recovers | jeopardize the
breaks (i.e., may be frequent: | (backs up) when client therapeutic
advice-giving, appears lost. alliance nor
evaluative - jumping ahead prevent the
remarks, without match therapeutic
minimization, - there may be dialogue from
hostility) occasional subtle deepening.
- subtle neutrality neutrality breaks (i.e.,
breaks (i.e., - neutrality breaks | evaluative minimal
evaluative (blatant and/or encourages like
minimal subtle) “okay,” “yes,” “right,”
encouragers like “but”).
“okay,” “yes,”
“right,” “but” or
omission of
neutral phrases
like “in your
view,” “as you see
it")).
- inappropriate
personal
disclosures
- handling
Christian issues in
a nontherapeutic
manner
(0-72) (73 -82) (83 -92) (93 —100)
Self- Grasp of therapy | Uneven grasp of | Grasp of therapy Grasp of
critique dialogue not therapy dialogue | dialogue adequately | therapy
demonstrated: demonstrated: demonstrated: dialogue clearly
demonstrated:
- Client - Some client - Client disclosures
disclosures not disclosures not usually labeled - Client
labeled or largely | labeled or accurately. disclosures
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inaccurately
labeled

- Therapist
interventions not
labeled or largely
inaccurately
labeled.

- Rubric with self-
assessment
missing

Awareness of self
in therapy
dialogue:

- Little or no
reflection on
personal
strengths/weaknes
ses (including
counter-
transference)
observed in

therapy encounter}

Efforts to improve
skills:

- very few or no
attempts at
generating
alternate
interventions

]

inaccurately
labeled

- Some therapist
interventions not
labeled or
inaccurately
labeled.

- Rubric
incomplete (no
references to wher
skills are
demonstrated; no
scoring)

Awareness of self
in therapy
dialogue:

- Some brief
reflection given on
personal
strengths/weaknes
es (including
counter-
transference)
observed in the
therapy encounter,
but with very little
elaboration

Efforts to improve
skills:

- A few attempts at
generating alternat
interventions, but
these lack
elaboration or
remain off target

- Therapist
interventions usually
labeled accurately.

Awareness of self in
therapy dialogue:

- Several reflections

e given which show
growing awareness of
personal
strengths/weaknesses
(including counter-
transference) observe
in the therapy
encounter.

Efforts to improve
skills:

5 - Several good
attempts at generating
alternate interventions
and these are on targe

D

labeled
throughout and
with consistent
accuracy.

- Therapist
interventions
labeled
throughout and
with consistent
accuracy.

Awareness of
self in therapy
dialogue:

d- Several
reflections
given which
show deep
awareness of
personal
strengths/weakt]
esses (including
counter-

, transference)

2tobserved in the
therapy
encounter.

Efforts to
improve skills:

- Many
alternate
interventions
generated, and
these are on
target
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Appendix D: Grading Rubric Session #8

Session #8 Tape/Transcript (7 pagesPrevious tape skills; Self-Dystonic Interpretatiéiijance
Deepening Skills; labeling/self-critique skills.

PREVIOUS TAPE SKILLS:

(0-72)

(73 - 82)

(83 - 92)

(93 — 100)

Alliance
Building
Skills

Student has
difficulty
building the
therapeutic
alliance and
eliciting client
disclosure due
to:

- inadequate
attending skills
(e.g., use of
silence or
breaking in)

- poor execution
of probes (e.g.,
over- or under-
use of open
opening,
minimal
encouragers,
guestions)

- tone/pacing
mismatch

Student has built a
initial alliance, but
has some difficulty
eliciting client
disclosure due to:

- inadequate
attending skills
(e.g., use of silence
or breaking in)

- poor execution of
probes (e.g., over-
or under use of
open opening,
minimal
encouragers,
questions)

- inconsistent
tone/pacing match
with client

h Student maintains
the therapeutic wel
and satisfactorily
elicits client
disclosure:

- usually shows
good attending
skills and
execution of
probes).

- good tone/pacing
match with client

Student maintains
strong therapeutic
alliance and
effectively elicits
disclosure:

- shows
consistently
effective attending
skills and
execution of
probes).

- excellent
tone/pacing match
with client

(0-72)

(73 - 82)

(83 - 92)

(93 — 100)




Student shows
poor
apprehension of

Student shows
rough apprehensio

Student shows
nclear apprehension

Student shows
clear apprehension

Tracking/ client of client of client of client
R_eflectlng communications | communications—| communications—| communications—
with —reflections reflections may: reflections are reflections are
Empathy may: usually complete | usually complete
Skills - miss major - miss some with occasional (i.e., tracks the

elements of the | elements of the misses elements | “bases”) and

client's client’s disclosure | (situations, accurate with keen

disclosure (situations, cognitions, affect, | grasp of cultural

- distort the cognitions, affect, | behavior) and spiritual

meanings of the | behavior) nuances.

client's - usually accurate

disclosures (e.g.,| - be off in in capturing - attends well to

misunderstands | capturing meaning{ meaning client’s reaction to

cultural, spiritual reflections. Easily

or other nuances| - shows some - usually attends to| revises when matc

of the situations | awareness of client’s reaction to | not given.

client describes, | client’s reactions tg reflections and

misinterpret one | reflections, but backs up when

feeling for shows difficulty match not given.

another, backing up when

misperceive match is not given.

client's

automatic

thoughts and/or

mislabel client’s

behaviors)

- does not attend

to client’s

reaction to

reflections.

(0-72) (73 —82) (83 —92) (93 —100)
ﬁ;gteor?:c Student doe_s not Stude.nt begin_ning to Studen_t adequgtely Studen_t effecti\_/ely
Analysis adequately link | link client stories: | links client stories: | links client stories:

client stories:

- makes no
attempts at
summarizing
pattern

- has difficulty
identifying
psychologically
relevant themes
for pattern
analysis

- is off target in
summary

- gives little or
no evidence of

- attempts to
identify
psychologically
relevant themes for
pattern analysis

) _ - summary is
- attimes is off accurate
fargetin Summary | - usually gves
: adequate evidence
evidence of pattern
- shows some of pattern

awareness of
client’s reactions to
pattern analysis, but
shows difficulty
backing up when
match is not given.

- identifies
psychologically
relevant themes for
pattern analysis

- usually attends to
client’s reaction to
pattern analysis
and backs up when
match not given

Y

- easily identifies
psychologically
relevant themes for
pattern analysis

- summary is
accurate

- gives clear
evidence of pattern
- attends well to
client’s reaction to
pattern analysis.
Easily revises
when match not
given.
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pattern

- does not attend
to client’s
reaction to
pattern analysis

INTERVENTION SKILLS GRADING RUBRIC (Practicum, Session #8 Tape, p. 2)

(0-72) (73-82) (83-92) (93 —100)
__Student shows __ Student shows _ Student shows |  Student shows
Self- poor rough clear apprehension clear apprehension
syntonic apprehension of | apprehension of | of client wishes of client wishes
Interpret- client wishes client wishes (VOS/VOO) with | (VOS/ VOO) with
ation (VOS/VOO). (VOS/VOO). usually accurate | accurate
Interpretations Interpretations | interpretations that| interpretations that
may be: may be: are appropriately | are deftly timed
timed and and delivered, and
___not attempted| __ somewhat off delivered, and that| smoothly prepare
__ clearly off target with client | adequately prepare client for insight.
target with client | character issues | client for insight.
character issues | __inadequate
___poorly timed | delivery that __Client often
___delivered with| detracts from appears to consider __Client often
insufficient client's the interpretations | appears to conside
humility or preparation for | seriously as the interpretations
empathy insight (e.g., indicated by seriously as
___given at inappropriate frequency of indicated by
inappropriate timing/tone). match. However, | frequency of
character level when match is not | match. Student
(e.g., self- __Matchis not | obtained, student | easily responds to
dystonic given usually obtained.| has difficulty client’s lead when
instead of self- | Student struggles following client’s | match is not given.
syntonic) to respond when| lead.
match not given
__Student rarely | for
obtains “match” | interpretations.
for
interpretations
and has great
difficulty
responding when
match not given.
(0-72) (73-82) (83-92) (93 —100)
Egtstteor?]'c Student shows | Student shows | Student shows _ Studen_t shows
. poor rough good apprehension exceptionally clear
Analysis . . : i )
apprehension of | apprehension of | of client defenses: | apprehension of
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(Identifying
&
Empathizin
g with
defenses)

client defenses:

__No attempts or
inaccurate
identifying of
repetitive
affective states,
assumptions or
behavior (which
serve to prevent
dystonic fears).

__When attemptg
are made to
identify defenses
student lacks
sufficient
empathy (i.e.,
fails to connect
defenses to self-
object longings,
perceptions or
expectations).

__Client may
evidence feeling
exposed, attacke
or shamed.

__Match is not
obtained.

client defenses:

__Occasional
and usually
accurate attempt
at identifying
repetitive
affective states,
assumptions, or
behavior.

__Student lacks
sufficient
empathy when
presenting
defenses to clien
(i.e., fails to
connect defenses
to self-object
longings,
perceptions or
expectations).

__Client may
evidence feeling
exposed,
attacked or
shamed.

d__If match is

obtained, it is
occasional/partia
l.

__Consistent and
usually accurate
identification of

5 repetitive affective
states, assumption
and behavior.

__Student shows
sufficient empathy
when presenting
defenses to client
(i.e., usually
connects defenses
to self-object

I longings,
perceptions or

5 expectations).

__Client usually
appears to conside
these seriously as
indicated by
frequency of
match.

__When match is
not obtained,
student has
difficulty following
client’s lead.

client defenses

___Very consistent

and accurate
identification of

5 repetitive affective
states, assumption

and behavior.

__Student shows
clear empathy
when presenting
defenses to client
(i.e., consistently

connects defenses

to self-object
longings,
perceptions or
expectations).

r __ Client often
appears to conside

these seriously as
indicated by
frequency of
match.

__Student easily
responds when
match is not given

"2
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PREVIOUS TAPE SKILLS:

NEW SKILLS:
(0-82) (83 —89) (90 -97) (98 — 100)
gltlelgngiin __Student showg __ Student shows | __ Student shows ___Student shows
Sk?lls/ poor weakness in clear apprehension of clear apprehension
9 apprehension of | apprehension of in{ in-the-moment of in-the-moment
Advanced | . . . . X
. in-the-moment | the-moment relational dynamics | relational dynamics
Defensive ; . : . . ) ;
Work relatlonal rglauongl dynamicg (immediacy work) (immediacy work)
. dynamics (immediacy work): | by: by:
(Immedia | /. ; .
c (immediacy ___responding to
y work). ___occasional ___usually relational crises/
& Process L : -
attempts at process responding to opportunities and/or
Comment | For example, i . . :
) comments in relational crises/ nonverbal clues with
S) student: -,
response to opportunities and/or | process comments.
relational nonverbal clues with| _ Student shows
. crises/opportunities process comments. | sufficient empathy
misses -
olational and/or nonverbal when presenting
rea |o/na Cunit clues __Student can relational issues to
CrISes o;r)]por unit improve in showing | client (i.e.,
es (‘?C as __student lacks sufficient empathy consistently
negative sufficient empathy | when presenting connects negative
transference

reactions from
client, therapist
errors and/or
nonverbal clues)

when presenting
relational issues
client (i.e., fails to
connect negative
transference to
client’s overall

relational issues to
client (i.e. connecting
negative transference
to client’s overall
relational pattern
more clearly; taking

transference to
client’s overall

> relational pattern;
takes full
responsibility for
own therapy errors

relational pattern or responsibility for and skillfully
. fails to take therapy errors). assesses their impa
_fails to make responsibility for __Client appears to | on client).
appropriate own therapy consider these __Client often
process .| errors). process comments | appears to consider
comments which seriously as indicated these process
unld allow the __ Client may by frequency of comments seriously
alliance to evidence feeling match. However, as indicated by
deepen. exposed, attacked | when match is not | frequency of match.
or shamed. If obtained, student has __Student easily
match is obtained, | difficulty following | responds to client’s
it is occasional and| client’s lead. lead when match is
partial. not given
(0—-82) (83 —89) (90 —97) (98 — 100)

—
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Self-
Dystonic
Interpret-
ation

__Student shows
poor
apprehension of
client fears
(VOS/VOO0).
Interpretations
are not on-target
with client
character issues.

__Student does
not adequately
prepare client for,
interpretations
(i.e., fails to
adequately
summarize
defensive

patterns and their

impact/conseque
nces)

Interpretations
may be:
___poorly timed
__delivered with
insufficient
humility or
empathy

__Student rarely
obtains “match”
for
interpretations
and has great
difficulty
responding when

match not given.

___Student shows
rough apprehensio
of client fears
(VOS/VOO).
Interpretations may
be accurate, but
client is not
sufficiently
prepared for
interpretations due
to:

___inadequate
summary of
defensive patterns
and their
impact/consequend
es

___poor delivery of
interpretations
(e.g., poorly timed
or delivered with
insufficient
humility or
empathy).

__Match is not
usually obtained.
Student struggles
to respond when
match not given for
interpretations.

___Student shows

nclear apprehension o
client fears
(VOS/VOO) with
usually accurate
interpretations that
are appropriately
timed and delivered
with sufficient
humility and
empathy.

__Student usually
prepares client
sufficiently for
interpretations by
adequately
summarizing
defensive patterns
and their
impact/consequence
__Client usually
appears to consider
the interpretations
seriously as indicated
by frequency of
match. However,
when match for
dystonic VOS is not
obtained, student has
difficulty responding
with alternative
intervention (i.e.,
following client’s
lead).

___Student shows

f clear apprehension
of client fears
(VOS/VOO) with
accurate
interpretations that
are appropriately
timed and delivered
with sufficient
humility and
empathy.

__Student prepares
client sufficiently
for interpretations
by effectively
summarizing
defensive patterns
and their impact/
consequences

D.
__Client often
appears to consider
the interpretations
seriously as
indicated by
frequency of match.

__Student easily
responds to client’s
lead when match is
not given for
dystonic VOS.
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INTERVENTION SKILLS GRADING RUBRIC (Practicum, Session #8 Tape, p. 4)

(0-72) (73 -82) (83-92) (93 —100)
Harmful Numerous Some harmful Few harmful Very few harmful
Responses | harmful responses are responses are present. responses are
to avoid responses are present. They do not jeopardize present. They are

present. Therapeutic the therapeutic minor in nature, and

Therapeutic dialogue does not | alliance but may student usually

alliance is in deepen as a result| somewhat prevent the notices them in-

jeopardy due to: | of harmful therapeutic dialogue | session and quickly

responses, and thelyfrom deepening. For | self-corrects. They

- unchecked do present some | example: do not jeopardize

counter- threat to the therapeutic

transference therapeutic alliance - student may jump alliance nor prevent

- jumping ahead | if not checked. Fon ahead without match, | the therapeutic

without match example, there but he/she recovers | dialogue from

- blatant may be frequent: | (backs up) when client deepening.

neutrality breaks appears lost.

(i.e., advice- - jJumping ahead

giving, without match

evaluative - there may be

remarks, occasional subtle

minimization, neutrality breaks (i.e.,

hostility) - neutrality breaks | evaluative minimal

- subtle (blatant and/or encourages like

neutrality breaks| subtle) “okay,” “yes,” “right,”

(i.e., evaluative “but”).

minimal

encouragers like

“okay,” “yes,”

“right,” “but” or

omission of

neutral phrases

like “in your

view,” “as you

see it")).

- inappropriate

personal

disclosures

- handling

Christian issues

ina

nontherapeutic

manner

(0-72) (73 -82) (83 -92) (93 — 100)
Self- Grasp of therapy| Uneven grasp of | Grasp of therapy Grasp of therapy
critique dialogue not therapy dialogue | dialogue adequately | dialogue clearly

demonstrated:

demonstrated:

demonstrated:

demonstrated:
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- Client
disclosures not
labeled or largely
inaccurately
labeled

- Therapist
interventions not
labeled or largely
inaccurately
labeled.

- Rubric with
self-assessment
missing

Awareness of
self in therapy
dialogue:

- Little or no
reflection on
personal
strengths/weakne
sses (including
counter-
transference)
observed in
therapy
encounter.

Efforts to
improve skills:

- very few or no
attempts at
generating
alternate
interventions

- Some client
disclosures not
labeled or
inaccurately
labeled

- Some therapist
interventions not
labeled or
inaccurately
labeled.

- Rubric
incomplete (no
references to wher
skills are
demonstrated; no
scoring)

Awareness of self
in therapy
dialogue:

- Some brief
reflection given on
personal
strengths/weaknes
es (including
counter-
transference)
observed in the
therapy encounter,
but with very little
elaboration

Efforts to improve
skills:

- A few attempts at
generating alternat
interventions, but
these lack
elaboration or
remain off target

- Client disclosures
usually labeled
accurately.

- Therapist
interventions usually
labeled accurately.

Awareness of self in
therapy dialogue:

- Several reflections

e given which show
growing awareness of
personal
strengths/weaknesseg
(including counter-
transference) observe
in the therapy
encounter.

Efforts to improve
skills:

5 - Several good
attempts at generating
alternate interventions
and these are on targe

11%

dtransference)

ptgenerated, and thes

- Client disclosures
labeled throughout
and with consistent
accuracy.

- Therapist
interventions labeleg
throughout and with
consistent accuracy

Awareness of self in
therapy dialogue:

- Several reflections
given which show
deep awareness of
personal
strengths/weakness
s (including counter

observed in the
therapy encounter.
Efforts to improve

skills:

- Many alternate
interventions

are on target

(1]




Appendix E: Termination Tape Grading Rubric

Points
Earned

Skill/Points possible

Raises termination in opening, and raises it aghmid-session if client does not
address ending (10 points)

Invites client directly to discuss therapy coutsacks and reflects client’s disclosur
(20 points)

esS

Summarizes issues covered in therapy course, pappespriately to invite client
response (20 points)

Invites client directly to discussion feelings abending. Uses immediacy
appropriately to process feelings in the momentp@ats)

Probes whether client needs a referral to contirmumseling; discusses referral
options (20 points)

Uses appropriate self-disclosure to express themklent and terminate counseling
relationship (10 points)
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Appendix F: Survey of Demographics

Please fill out the survey to the best of yourigbiEither circle the appropriate response
or fill in the blank with the appropriate response.

1. Circle your age in years:
18-20 21-30 31-40 41-50 51-60 61-70 71-80 80+

2. Fill in your age:
3. Mark your gender: male female
4. Check your ethnicity: African American__ Asian__ Caucasian__ Hispanic___

Other:
5. Circle your highest level of education:

8" grade High school Associates degree Colleggdze
Other:

6. Circle your family income range:

$0-10,000 $10,001-20,000 $20,001-30,000 $804D,000 $40,001-50,000
$50,001-60,000 $60,001-70,000 $70,001-80,C(kBD,0001+

7. Have you ever been diagnosed with a mental ilss?.Yes  No__

8. If yes, please check which one(s):

Anxiety disorder___ Attention deficit disorder__ Blpr disorder__ Depressive
disorder___ Eating disorder__ Obsessive compulss@der__ Posttraumatic stress
disorder__ Schizophrenia__ Schizoaffective disord&8ubstance abuse/dependence
Personality disorder__

9. If you have been diagnosed with a personalityigbrder, which one?:

Antisocial __ Avoidant__ Borderline__ Dependent_stHonic___ Narcissistic__
Obsessive-compulsive_ Paranoid__ Schizoid__ Sgimiab  Other:

10. Are you currently taking medication for mentalhealth reasons?:Yes__ No

11. If you are taking psychiatric medications whib ones:




127

12. Are you currently undergoing any other forms dtherapy?: Yes No
(for example, couples therapy, family therapygroup therapy)

13. Do you expect that therapy will be helpful foyou?: Yes No

Thank you for taking the time to participate. | gapate your honesty and time.
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