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Predictors of Sustained Therapeutic Change:  
Some Thoughts about Conceptualizations

Blatt, Zuroff, Hawley, and Auerbach (this issue) assert that psychotherapy research has adopted the implicit but fundamental assumption that, “Patients at the start of treatment are more alike than different and that all patients experience the therapeutic process and change in similar ways” (p. 3).  They emphasize that this assumption is not only inaccurate but has proven to be largely unproductive in advancing the field.  This “Fundamental Assumption” has, they emphasize, led us to a dead end, scientifically, in understanding both the effects of our methods and the complexity of the people we seek to help.  Though unstated by the authors, I think it is correctly implied that randomized clinical trials (RCT) research, with its emphasis on patient diagnosis at the near exclusion of personality and situational variables, continues to be restrained by the uniformity myth of which Don Kiesler (1966) spoke so many years ago.  When RCT research designs became tacitly accepted as the gold standard by which psychotherapies would be tested and proven, the field lost the ability or will to address the roles of normal personality and other variations among patients that contribute to psychotherapeutic change.  To suggest that RCT methodology has proven to be too narrow and limiting to explore many patient, therapist, relationship, and treatment variables that are not subject to random assignment is more a criticism of the willingness of behavioral scientists to make assumptions about people without thinking about the implications of doing so, than it is a critique of  RCTs, per se.  It is also of note that the acceptance of this assumption in research represents a departure from—if not a contradiction with—the assumptions that traditionally have characterized the clinical practice of psychotherapy.  
Blatt et al argue that diagnostic homogeneity misstates the degree of relevant similarity that distinguishes among patients and their responses to psychotherapy.  A more productive assumption than the one implicitly made by most contemporary psychotherapy research, is that patients are distinguished by many treatment-relevant differences that are neither pathological in nature nor captured in diagnostic processes and labels.   Acceptance of this latter assumption in research would likely bring it closer to the assumptive base that is used in the clinical practice of psychotherapy.
Recently, I presented three hypothetical assumptions to two large groups of advanced PhD students in clinical psychology, asking them to respond to each as being “true” or “false”, based on what they had learned about research-informed practice thus far in their careers.  I proposed that:
1.   Psychotherapy would be more effective if everyone practiced an empirically supported treatment. 
2. Cognitive and Cognitive-Behavioral Therapies are more effective than relational and Insight-oriented (psychodynamic) therapies

3. The Therapeutic relationship between patient and therapist determines a smaller percentage of the variance among outcomes in psychotherapy than the use of cognitive and behavioral interventions. 
The students, of course, virtually all believed that all three hypotheticals could be reliably and validly answered in the affirmative.  Specifically, they asserted with confidence that evidence existed to prove that, 1) a research derived treatment manual produced reliably better treatment outcomes than an unstructured treatment as usual, 2) that cognitive therapy was clearly superior to any other therapeutic method across different disorders and settings, and that 3) the therapeutic relationship accounted for a much less significant portion of the outcome variance than our RCT-derived evidence-based treatments.

Based on the most widely cited meta-analyses that have addressed these propositions, the students in my informal survey were almost uniformly incorrect in their answers.  By far the most frequent results from empirically-based summaries, are: 1) comparisons of unstructured treatment or treatment-as-usual groups with well derived, manual-based and research derived treatment produce essentially zero magnitude effect sizes when comparing differences in outcomes across most problem types (e.g., Shadish, Matt, Navaro, & Phillips, 2000; Shapiro & Shapiro, 1982; Wampold, 2001); 2) comparisons of cognitive therapy and cognitive behavioral therapy against other treatment models fails to find any consistent and reliable evidence to favor one approach over others (e.g., Smith, Glass, & Miller, 1980; Wampold, 2001); and 3) consistently, more outcome variance is accounted for by the therapeutic relationship than by the theoretical model used (e.g., Westin, Novotny, & Thompson-Brenner, 2004; Wampold, 2001) .  Now, of course, one can (and many do) point to individual studies that have produced results that are at variance with these meta-analytic conclusions.  But assuming that the validity of observations improves as one looks at trends across studies through meta-analytic procedures, the most consistent conclusion at present is that the fundamental assumptions of psychotherapy research described by Blatt et al, have led us to misinform our students (and professionals?) about the nature of what works (Beutler, 2009).  
Does a Theoretically Derived, Two Factor Model of Personality Provide a Sufficient Alternative?
Blatt et al (this issue) proposes a two dimensional model of personality, derived from psychodynamic theory, as a means of encouraging researchers to look outside of the RCT box, to consider individual differences in treatment response, and to see how personality relates to psychopathology and personality disorders, as well as to altering the impact that the therapeutic alliance tends to have on treatment outcomes.  While I’m sympathetic to the aims of the insertion of and reliance on theory, it is at this point that my endorsement of Blatt et al’s conclusions becomes less consistent. 

Blatt et al propose two, psychodynamically derived constructs, around which they aspire to account for the many permutations of personality, personality disorder, and severe psychopathology that exist, as well as to lend understanding to the varying role that relationship quality and treatment variables play in producing patient benefits.  The two dimensions are: 1) interpersonal relatedness and 2) self-definition, each of which is suggested to represent a different preferential value stance held by patients.  Though not stated, these dimensions are described as if they were orthogonal in nature.  They also are hypothesized to vary in nature somewhat as they expand their roles from simply being expressions of preference for one or the other value stances in normal development, to become more fixated and rigid as they take the form of pathological states.  As determiners of personality disorders, they are described as preferences either for “dependency” attachments or on “self-critical perfectionism”, but as they become more severe, they are described as expressions of “anaclitic” and “introjective” pathologies (p. 6).  
While Blatt et al (this issue) describe some interesting research that has applied these two constructs to understanding the therapeutic relationship, I was unable to find research on the psychometric integrity, reliability, sensitivity, and specificity of the measures that  is used to identify them.  A review of what appeared to be the most promising references to the measurement of these constructs, failed to reveal studies on the psychometric properties of these measures.  Working with the belief that the acceptance and validity of their interesting research findings, depend on having first established that their measurement procedures possess sound psychometric properties, I began identifying some of the unreferenced claims that were made for these constructs.  The validity of these claims, I think, necessarily assume the presence of satisfactory level of measurement reliability, construct validity of the two value concepts, specificity of the two dimensions, and sensitivity of these same dimensions to variations in personality and psychopathology.   I will note here only a few of these assumptions, both implied and explicit, with the hope that Blatt et al will be willing and able to absolve my concerns by directing me to psychometric studies that have been done.  

1.  The implicit assumption that the two dimensions are orthogonal.
2. The explicit assumption that there is a developmental progression between pairs of constructs (e.g., “relatedness” and “self-definition”, “dependency” and “self-critical perfectionism”, and “anaclitic” and “introjective” patterns) that reliably is captured    in the measurement of patients who vary in severity.
3. The explicit assumption that these two value preferences are causally related to a range of problematic behavior and that they change in the course of successful psychotherapy.
4. The explicit assumption that relatedness, dependency, and anaclitic patterns are expressions of a common underlying dimension as reflected in a variety of measures; and likewise, that self-definition, self-critical perfectionism and introjections are variations of second, equally latent, construct.  
5. The implicit assumption that these dimensions possess construct validity as demonstrated in their correspondence with established or objective criteria. 
6. The explicit assumptions that nuanced patterns in these two value preferences are sufficient to account for most variations of personality, personality disorder, and severe psychopathologies—i.e. ,that  dependent, histrionic, and borderline personality disorders share a common valuing of “relatedness” and that a common pattern of self-definition identifies those diagnosed as paranoid, schizoid, schizotypic, antisocial, narcissistic, avoidant, OCD, and self-defeating (pp. 7-8).  
7. That the two-dimensional system proposed possesses incremental validity in that these dimensions account more fully for observed variation among individuals than other established measures of personality dimensions that have been used to measure moderators of change in psychotherapy.  

From the foregoing, the reader will likely infer, correctly, that an overriding concern for me is posed by the authors’ reliance on only a two dimension system of personality.  While interesting, I wonder if this reliance on a very small number of dimensions to describe personality, personality disorders, and severe psychopathology, doesn’t fall prey to the same homogeneity myth that initially prompted the authors to write their treatise.  This reliance seems to lay on these two dimensions, the burden of proof for the whole of personality, the whole of the dodo bird verdict, and the whole of the solution to RCT exclusionism.  I wonder if more might be accomplished by looking at personality from a more empirical base and from a broader view of the dimensions that comprise personality.  For example, how do/would these two dimensions of Blatt et al map onto the basic five factors that have been proposed to comprehensively describe personality in experimental personality research and psychotherapy (e.g., Anderson, 1998; Costa & Widiger, 1994).
In the absence of supporting, empirical data, I wonder how much (or how little) of personality and psychotherapy-related behavior is captured by these two dimensions.  While I don’t find it too much of a stretch, conceptually, to think of interpersonal relatedness as a central construct in personality, I don’t have such faith in the generality and encompassing nature of the construct, Self-Critical Perfectionism.   And, while the authors assert that the two basic constructs of their theory possess construct validity, they do not report these data and I could not find such data in the literature they cited.  Likewise, no evidence is presented or readily available to ensure scientists who want to use the measures, that these dimensions have the basic qualities of specificity and sensitivity that are required in personality measurement.  Such evidence would seem to be a prerequisite to justify supplanting the many other, empirically derived personality descriptors that have proven predictive.  Likewise, where can I look to find scientific evidence that these two personality dimensions are causally related to symptoms, life difficulties, problems, or social relationships, as proposed by these authors, or where can I find evidence that they are desirably changed in psychotherapy? 
I certainly don’t want to diminish the possibilities of a two dimension solution to the problems of personality and psychopathology in psychotherapy, nor do I want to reject prematurely a simple conceptual system that purports to lend understanding to the myriad problems encountered in psychotherapy.  But, I found that the evidence for the power and utility of these dimensions was not forthcoming either in the paper or in the (admittedly) few references that I inspected.  Moreover, I do not want to diminish the potential importance of what are some intriguing correlations between personality factors and sustained change in psychotherapy.  The possibility that a knowledge of normal personality, rather than pathological factors alone, may help us become better psychotherapies, is one that is near and dear to my heart (e.g., Beutler, Clarkin, & Bongar, 2000; Castonguay & Beutler, 2006).  Unhappily, the case for these two-dimensions providing use with a body of knowledge that will help us combat the fundamental assumption of patient uniformity described by Blatt et al, or to improve treatment durability, is not convincing, to me.  

The preponderance of research which the authors draw upon to assert their case for the role of their two-dimension model is an extensive, but interesting, post-hoc reanalysis of the well known Treatment of Depression Collaborative Research Program (TDCRP).  Let us set aside for a moment, the possibility that a reanalysis of old TDCRP data will lead only to an understanding of “old” treatments based on “old” measurement procedures.  We need not become distractedinto the question of how similar are the treatments and methods studied then to treatments and methods used now?  For the time being, we might forget or ignore the differences between Tricyclic antidepressants and SSRIs, and likewise ignore the fact that CT has expanded to consider more schematic material than previously, and that interpersonal models of psychotherapy have proliferated with new ways of viewing pathological behavior.  We might also be able to justify ignoring the changes that have taken place in the assessment and conceptualization of the therapeutic alliance.  But, can we ignore all of these changes at once, along with the scientific advances that have taken place in defining core personality constructs?  

Assume that we can justify ignoring all of these differences!  I confess that still I found particularly interesting, the proposal that the reanalysis of the TDCRP confirmed that the therapeutic relationship facilitated changes in patients’ negative self-view, which in turn led to a sustained level of change.   Indeed, the authors found that measures of self-critical perfectionism were negatively related to therapeutic gain across all 4 treatment conditions in the TDCRP, and that patients with high self-critical perfectionism scores failed to make treatment gains after 8 sessions.  They interpret these results as support for their proposed causal chain, by concluding (italics inserted to identify causal interpretation):  1) self-critical perfectionism interfered with the therapeutic outcome in the TDCRP by disrupting the therapeutic alliance and patients general social relationships, and 2) that a “Lack of sustained therapeutic change in the TDCRP may have been a consequence of the failure in treatment to address the personality factors involved in vulnerability to depression” (p. 16).  The causal role of self-critical perfectionism in retarding therapeutic gain is not strongly supported both because the analytic methods are not conducive to causal interpretation and because of the small effect sizes obtained (r = .10+).  
Then there are the problems associated with discriminant validity, sensitivity, and specificity.  What are the data that will demonstrate that patterns among these two personality factors are sufficient to conclude that dependent, histrionic, and borderline personality disorders share a common valuing of “relatedness” and that a similar self-definition identifies those diagnosed as paranoid, schizoid, schizotypic, antisocial, narcissistic, avoidant, OCD, and self-defeating (pp. 7-8).  Without evidence of both distinctiveness and convergence in what is being measured, Blatt et al threaten to bring to the thorny problem of identifying distinctive personality disorders (Malik & Beutler, 2007), a set of concepts that may further clouds rather than clarify distinctions among personality types.  

The potential for interpretive errors that might be exacerbated in the absence of evidence of specificity and sensitivity of measurement is illustrated in the clinical example provided by Blatt et al.  This case study exemplifies the dangers of relying on the Authors’ two dimensions to describe the range of variation in normal personality, personality disorder, and more serious psychopathology.  The patient had a psychotic depression, substance abuse disorder, suicide impulses, and BPD.  Now, if the dimensions and their measurement are specific and the theory is truly predictive of how therapy will unfold, the causal chain should proceed from a diagnostic formulation to a common analysis of personality preferences, to a prediction of what types of interventions would enhance the unfolding of a therapeutic relationship, to the adoption, by the therapist, of an intervention that prevents negative relationships from developing and that enhances therapeutic change.  If the dimensions are specific, each diagnosis should lead to confirming the presence of a common core of balance between self-critical and relational preferences, across diagnoses, and this balance of preferences, in turn, should allow the therapist to hone in on a specific prediction about the nature of the therapist and treatment factors that optimally should be experienced by the patient.  These processes, together, should lead the therapist to use procedures that will build a distinctive relationship that will reduce or eliminate drop out and relapse.  But, there is no sequence analysis or other evidence presented to suggest that the diagnoses reveal a consistent and replicable preference for one or another personality dimension, or that adopting this preference preceded the patient’s development of either an anaclitic or introjective, self-critical or relational, personality style.  Nor is there evidence that either the personality dimensions or the diagnoses were or could be used to guide the therapist to employ a treatment plan that enhanced and maintained therapeutic change.
Instead the different and varied diagnoses seem to point to an inconsistent mixture of self-definitional and relatedness problems. The variations in self-description, therapist description, and Mother description are interesting, but continue to point to an inconsistent picture of the patient rather than a consistent one.  The personality dimensions appear to be more state-like than trait-like, and do not seem to have played an articulated role in the therapist’s selection and carrying out a treatment plan that has a unique fit with the patient’s problems.  The authors’ analysis sounds more like a retrospective effort to fit the personality to the outcome than an illustration of how a therapist can use the personality descriptions prospectively to identify how to proceed and how to prevent relapse (pp. 26-28).  

Conclusion

Blatt et al (this volume) have identified some problematic but often hidden assumptions of patient homogeneity that continue to characterize contemporary psychotherapy research.  These assumptions, left unchecked, may lead even seasoned scholars to misconceptions about psychotherapy, about patients who receive psychotherapy, and about those who offer it.  It may oversimplify the process and fail to address the personal and unique factors that are important to individual patients.   Blat and colleagues rightly urge that the field give attention to individual (non-diagnostic) traits—personality factors—that may distinguish among patients in more relevant ways than do diagnoses, and propose that doing so might facilitate a better understanding of how to treat individuals with varying problems and how to assess and promote more enduring changes. 

It would be helpful in order to place the arguments in this paper in proper context, to have included a broader review of research literature and a comparison of the empirical validity of alternative dimensions of personality that have  been used, from time to time, to pursue similar objectives as the dimensions posed here.  They restrict their review to an articulated defense of a theoretically-derived, two-dimensional model of personality which they maintain will lend efficiency and durability to psychotherapeutic change.  Direct references to the studies of the psychometric integrity of the measurement of the personality dimensions the propose, would have been helpful.  It would also have been more informative and scientifically credible to address the implications to be derived from contemporary personality research and, equally, to establish the psychometric foundation for their assumptions that their constructs can adequately identify the complexities in personality that they describe.  
The reanalyses of the TDCRP database raise some interesting illustrations about how one might blend research models, old and new research findings, in order to tap aspects of change that extend our knowledge beyond manuals, diagnoses, and symptoms.  By blending and sequencing different methods of analysis and control, it may be possible to identify optimal fits between type of therapist and patient qualities, and to open the door to consider the relationships among the many personality dimensions that have been the targets of productive research, including both those that derive from theoretical roots and those that emerge from empirical findings.  What is needed is an broad exchange among theorists and pragmatic experimentalists, to assess and extract from available constructs and findings, those that are most useful in predicting change and maintenance.
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