

Beutler, L. E., Harwood, T. M., Michelson, A., Song, X., & Holman, J. (in press).  Resistance Level.  In Norcross, J. C. (Ed), Relationships that work: Therapist Contributions and Responsiveness to Patient Needs  (2nd ed.).  New York: Oxford University Press.
Chapter 13

Resistance and Reactance in Psychotherapy
Larry E. Beutler            T. Mark Harwood

Aaron Michelson

                                   Xiaoxia Song

John Holman

Palo Alto University

Pacific Graduate School of Psychology

Correspondence should be addressed to:

Larry E. Beutler, PhD

Pacific Graduate School of Psychology

Palo Alto University
1791 Arastradero Rd

Palo Alto, CA 94063 

Voice: (650) 433-3809 Xt 322

e-mail: <lbeutler@pgsp.edu>

Reactance
While it may be conceptualized differently, psychotherapists from all schools, geographies, and perspectives struggle to overcome patient’s apparent resistance to change.  This resistance is seen in more than simply a failure to improve; It is often seen in the patient’s behaving in ways that are directly contrary to the recommendations of the therapist. This great paradox of psychotherapy suggests that even the most well-intentioned patient may possess ambivalence about making changes that will help them and thus, may fail to act in his or her own self interest.  
Patients who fail to comply with therapy procedures, even when they believe that doing so will be helpful are usually described as “resistant”.  But, such a label implies that the problem is simply and solely that of the patient, and would disappear if the patient were more committed.  But such an assumption offers little to help the therapist improve the outcomes of work with such patients.  It is more accurate, we believe, to talk about the failure of one to respond in his or her own best interest as a problem of “Reactance” rather than a problem of “resistance”.  Reactance is a term that implies that the therapy environment itself is a partner in inducing non-compliance, and by extension, that the therapist has some control over the failure of therapy.  The failure to change is not merely a product of the patient’s poor motivation but also of failure of the therapist to fit the treatment to the patient.  It is in consideration of this viewpoint that we have included a discussion of “Reactance” in this chapter, and tend to use this term interchangeably with the more usual term, “Resistance”.   By either term, the reader should understand that the explicit objective of this chapter is to consider how a patient’s failure to thrive may be a reflection of the therapy rather than of the patient, alone.  We will address the hypothesis that by looking beyond the patient to the demands of the therapeutic environment, we will be better able to identify and focus on those processes that can facilitate patient cooperation and improve outcomes.   
The literature on patient resistance and reactance has arisen from two simple observations---1) in every form of psychotherapy, there are some individuals who simply don’t change, no matter how skilled or knowledgeable the therapist may be (Howard, Krause, & Lyons, 1993), and 2) in the end, all psychotherapies seem to achieve similar amounts of change to one another, a phenomenon usually referred to as the dodo bird verdict (e.g., Beutler, 2009; Budd & Hughes, 2009; Wampold et al., 1997; Wampold, 2001).  More than two decades ago, the senior author and his colleagues began a series of investigations to see if these two observations were related.  That is, we wanted to know if the dodo bird verdict thrives because of something about the mis-fit of the therapy to the patient rather than because of some inherent equivalence of the treatments or the failures of the patients.  

This inquiry required that we come to look at psychotherapy, not as a coherent set of interventions that can be separated into those that are more and less effective, but as a constellation of interacting factors that extend beyond the procedures used to include aspects of the patient, the therapist, the context, and the therapeutic relationship.  Along the way, we (and others) concluded that part of the reason that outcomes of different treatments appear so similar to one another may lie in the ways that psychotherapy has been studied as much as in the way it has been practiced (e.g., Beutler, 2009; Budd & Hughes, 2009).  
Since the mid-1970’s, the preferred methodology of comparative psychotherapy research has been the randomized clinical trial (RCT).  This methodology has been considered the “gold standard” among those who seek to identify research-supported treatments (variously called, “research-informed”, “evidence-based”, “empirically-supported”, and “empirically-validated; c.f., Norcross, Beutler, & Levant, 2007).  This methodology starts by describing the application of a theoretically derived intervention in the form of one or more manuals, which are either compared with each other using specially trained therapists, or to some form of delayed or no-treatment condition.  These manual-based treatments are applied to randomly selected sub-groups of patients, all of whom share a common diagnosis, and are applied by therapists who have been trained to be as similar as possible to one another in their method of delivery.  The effects of the therapist, the treatment relationship, and all other factors that are thought to be extraneous to the specific procedures employed are ostensibly controlled through training, randomization, or the application of statistical methods.  Unfortunately, our search to understand the factors that facilitate and hinder treatment led us to conclude that this effort to eliminate variance associated with therapists, relationships, and contexts by RCT methodologies inadvertently eliminates from study the very aspects of treatment that would allow us to understand and overcome patient resistance.  Limiting study to what the therapist does rather than including the therapy’s context may obscure important relationship, patient, and therapist contributions to psychotherapy effects (Beutler, 2009). 
While it is certainly advantageous to cluster patients into homogeneous groups to more clearly distinguish the effects of treatment, doing so on the basis of a shared diagnostic label probably produces more of an illusion than an actual index of patient similarity (Budd & Hughes, 2009).  Diagnosis is probably an insensitive marker for indicating how similar or different patients are from one another, especially as pertains to predicting the role of patient resistance during psychological treatments (e.g., Beutler, & Malik, 2002).  While the assumption that diagnosis is a “good” or “good enough” grouping factor for disentangling treatment from patient effects has been useful in psychopharmacological research, there is very little evidence that the effects of different psychotherapy procedures are specific to the various symptoms that define a diagnosis (e.g., Beutler & Malik, 2002; Beutler, Clarkin, & Bongar, 2000; Kirsch & Sapirstein, 1998).  

The same can be said for attempts to homogenize the treatment offered to patients. A commonly labeled treatment, even applied from the same manual, is scant assurance that the treatments are, in fact, the same in practice (e.g., Malik, et al, 2003).  Given these considerations, it has been argued that RCT methods tend to exclude important aspects of psychotherapy from direct study and that a more inclusive research definition of psychotherapy may reveal the important and distinguishing agents of change (Beutler, 2009).  
In response to some of the foregoing concerns, contemporary research has begun to look for aptitude by treatment interactions (ATIs).  This research largely has investigated how both different classes of treatment procedures and the pattern of their use (rather than the broad theories from which they have been derived) interact with specifically defined characteristics of patients (e.g., Beutler, Clarkin, & Bongar, 2000; Castonguay & Beutler, 2007).  That is, it is increasingly thought that the fit or match between the intervention used and the unique attributes of the patient is what primarily instigates and maintains change.  This chapter examines the value of this “matching” approach as applied to the problem of identifying and overcoming patient resistance.   Specifically, we will review research evidence for one set of matching dimensions between a non-diagnostic patient variable (resistance) and a interrelated group (i.e., “class”) of therapy interventions (level of therapist directiveness) that are designed to overcome this obstruction.  This review will assess the prevailing hypothesis that benefit is enhanced by a good (in this case, an inverse) fit between the patient’s level of  trait-like resistance and the level of treatment directiveness employed  by the therapist (Beutler, Clarkin, & Bongar, 2000; Norcross, 2002).  


Definitions and Measures

Patient Resistance/Reactance
The concept of “resistance” began to take shape in psychology with the development of psychoanalytic theory.  Classical psychoanalytic theory characterized “resistance” as the patient’s unconscious avoidance of or distraction from the analytic work (Arlow, 2000). Resistance was an inherent, unconscious striving to avoid, repress, or control conflicted thoughts and feelings that threatened to become expressed toward a therapist or family member.  For example, a patient with significant past trauma may feel threatened by an inquisitive therapist and protectively divert attention away from the threatening material through unconscious processes, or consciously attempt to withhold, falsify, or even refuse disclosure of relevant information. This concept of resistance has been incorporated into much of contemporary literature, movies, and even common parlance.  Take, for example, the frequently confrontational phrase, “you are in denial” to alert a person to his or her resistance to admitting an addiction or other problem.
Outside of psychotherapy and particularly, outside of psychoanalytic thought, the concept of resistance has achieved its greatest recognition within the field of social psychology, under the label, “Reactance”.  In 1966, J.W. Brehm proposed a theory of "psychological reactance", defining this term as a "...state of mind aroused by a threat to one's perceived legitimate freedom, motivating the individual to restore the thwarted freedom" (Brehm & Brehm, 1981, p. 4).  In spite of the similarity in the definitions of resistance and reactance, there are several distinguishing features of these concepts.  We have already mentioned that reactance invokes a consideration of the evoking environment whereas resistance implies a problem that is contained within the skin of the person.  Beyond this important difference in the two concepts, it is also of note that resistance implies both a state and a trait-like quality that is associated with psychopathology while reactance is confined to being a state-like behavior that occurs in normal personality expression.  Finally, reactance, by definition is expressed as directly oppositional behavior while resistance can be identified by failure to act—stubbornness—as well as obstructionism and rebellion.  

In other words, conceptually, reactance seems to be a special expression of resistance which occurs in the form of rebellion and is situationally induced (J. W. Brehm, 1976).   As such, reactance may be affected by one’s tolerance for events which limit freedom---it is responsive to trait-like sensitivities as well as state-like properties of the environment.  Whether or not these oppositional behaviors are manifest in any particular situation depends both on the level of trait-like sensitivity present to stimulate resistance and the forcefulness of the external demand to comply.  Kirmayer (1990) points out that clients rarely attribute active opposition as a characteristic of their own behavior in psychotherapy.  Most ascribe their oppositional response to the effect of being a victim of circumstance, of disease, or of others’ malevolence. 

Once activated by the environment, resistance can escalate to become reactant--oppositional, non-compliant, and rigid (Tennen et al., 1981).  An adolescent may be quick to perceive his freedom as being threatened by a parent and may resist in reactant ways---rebellious and oppositional behaviors.  An adolescent with high trait-like resistance may be more sensitive to threats to freedom (e.g., being grounded by a parent) and consequently exhibit more oppositional/reactant behavior. 
The term “resistance”, as applied to a client’s behavior, implies that both the static refusal to cooperate or change and manifest rebellion are active processes driven by a common need to escape the therapist's influence, whether through direct behavior or the inherent demands of the therapy process.  It follows that a therapist may elicit resistant behavior from a client by assuming more control of the sessions than patients can tolerate, by using confrontational techniques, or by creating or failing to mend alliance ruptures, among other things.  Thus, as we look for aspects of the therapeutic environment that may evoke resistance, therapist directiveness has become a major contender (e.g., Beutler, 1983; Rohrbaugh, Tennen, Press, & White, 1981; Shoham-Solomon & Hannah, 1991).  

Therapist Directiveness

 Level of “therapist directiveness” generally refers to the extent to which a therapist dictates the pace and direction of therapy as well as the overall predominance of interventions chosen by the therapist to elicit change, insight, or wellbeing.  In other words, directiveness refers to the degree to which the therapist becomes the primary agent of therapeutic change, whether through specific techniques or interpersonal demeanor. High therapist directiveness is illustrated by use of instruction, guidance, interpretations, experiential procedures, and in some cases, more confrontational therapeutic styles. Low therapist directiveness is illustrated by more usage of self-help resources, suggestions rather than directions, reflections, self-guided homework assignments, and paradoxical interventions (Beutler & Harwood, 2000). It has been suggested that effective therapeutic change is greatest when the level of therapist directiveness corresponds inversely to a patient’s level of resistance (Beutler & Harwood, 2000; Beutler, Engle et. al., 1991; Calvert, Beutler, & Crago, 1988). 

Measuring Resistance and Therapist Directiveness

For it to be useful in psychotherapy planning, resistance/reactance must occur with some level of constancy.  Thus, measures that have trait-like qualities are preferred.  There are no measuring devices currently available that are able to predict when one’s resistance will become oppositional/reactive.   In psychotherapy, predictors of resistance in static or oppositional form, are similar.  Thus, studies of resistance and reactance merge these responses and converge on an effort to define the circumstances in which a patient will react negatively and unproductively to psychotherapy.  These circumstances then serve as a cue to insert a therapist response that is less likely to invoke resistance/reactance.  Invoking a reduction of therapist direction as the resistance level of the patient increases has been studied as the prototypic effort to reduce or minimize the patient’s perceived loss of freedom and facilitate positive change.  Following on S. Brehm’s (1976) suggestions, Beutler and colleagues (Beutler, 1981; 1983; Beutler & Clarkin, 1990; Beutler, Clarkin, & Bongar, 2000; Beutler, & Harwood, 2000) initiated an effort to identify or develop a measure of these resistant tendencies (i.e., traits) with the hope that if this tendency could be reliably measured, it could serve as an index of the points at which a reduced level of directiveness on the part of the therapist might enhance or restart therapeutic progress.


Resistant traits in psychotherapy are identified by assessing the sensitivity of a patient to external demands that reduce their choices.  A high trait resistant individual is easily stimulated to behave with opposition to a situation in which external threats to freedom are placed on them.  High trait-like resistance may or may not lead to broader psychopathology; however, easy arousal of resistance behaviors is likely to be disruptive to relationships and social activities.

To measure this construct, it is assumed that resistance, in contemporary language, is a normal process evoked within most people under the right circumstances, but that some individuals are more easily aroused to resistant behaviors than others.  Resistance is not best considered a purely pathological process of hiding one’s unconscious urges and impulses, but a process that arises as one protects one’s access to choice.  Thus, resistance will be observable when the therapist exerts the forces of persuasion and social influence to change the patient’s behavior, thoughts, and feelings and patients perceive their options being arbitrarily limited by this influence (e.g., Beutler, 1983; J.W. Brehm, 1966; S. S. Brehm, 1976). 

Resistance is most sensitively measured by directly observing or assessing a person/patient’s tendency to act against or in opposition to those persuasive acts of others that are designed to induce change.  Direct ratings of patient behavior within the therapy session (e.g., Karno & Longabaugh, 2005a; 2005b; Shoham-Salomon, Avner, & Neeman, 1989) or the use of paper and pencil tests that tap trait-like qualities (e.g., Beutler, Moliero, Malik, Harwood,  Romanelli, Gallagher-Thompson, & Thompson, 2003; Karno, Beutler, & Harwood, 2002;  Piper, Joyce, McCallum, & Azim, 1998; Piper, McCallum, Joyce, Azim, & Ogrodniczuk, 1999) are examples of these procedures.  The Systematic Treatment Selection-Clinician Rating form (Beutler, Clarkin, & Bongar, 2000) represents an observer/clinician rating system of discrete behaviors while the use of some combination of MMPI scales is an example of a frequently used self-report system that taps generalized traits or dispositions. In addition, there are several self-report measures that have been developed specifically for use in determining one’s receptivity to therapeutic influence.  Two of these have been used in one or more of the major research studies on therapeutic change.  The TRT (Negative Treatment Indicators) is a content scale that is included in and extrapolated from the MMPI-2 (Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989). The second measure was developed by Dowd and colleagues  (Dowd, Milne, & Wise, 1991; Dowd, Wallbrown, Sanders, & Yesenosky, 1994) as a specific predictor of resistance in psychotherapy.  These are examples of measures that allow a direct and individualized assessment of each patient’s level of resistance or potential resistance.

Such an individualized, direct assessment of resistance is not always possible.  In the current review, for example, an additional measurement was employed, which infers the resistance levels of groups of individual based on their shared characteristics. Thus, when individual, direct measures were not available, patients were grouped according to a shared set of characteristics that indirectly reflect resistance levels, primarily based on diagnosis.   Individuals with a shared diagnosis were assumed to have more or less similar levels of resistance traits because of the nature of the diagnostic indicators.  For example, patients who shared the diagnosis of Borderline Personality Disorder (BPD) were assumed to have high levels of resistance while those with Dependent Personality Disorders were assumed to have less or lower levels of resistance.  These indirect group measures are not as sensitive as the direct measures because they do not allow an individual determination of resistance level; however, they do suffice for categorical analyses of patient response to different forms of treatment. 

By the same logic, the most sensitive way to measure level of therapist/treatment directiveness in psychotherapy is by direct observation and coding of each therapist’s behavior during the treatment sessions by trained clinical observers (e.g., Beutler, et al, 2003; Beutler, Clarkin, & Bongar, 2000).  Unfortunately, for many of the studies in the previous and current reviews, individual ratings were not available.  In these cases, indirect measures of treatment directiveness were employed based on a theoretical and conceptual understanding of the model of treatment delivered by the therapists in the studies.  Following a validation study that supported our assumptions about the level of directiveness reflected in different models of treatment (Malik, et al, 2003), we used the model of therapy indirectly to reflect the relative degree of therapist directiveness. Thus, cognitive therapy was assumed to be relatively directive compared to supportive therapy, etc. (e.g., Karno & Longabaugh, 2005b); interpretive therapy was considered to be more directive than insight/supportive therapy (Piper, et al, 1999), etc..  

Clinical Examples
There are many examples of resistance in psychotherapy: The patient who consistently fails to complete homework assignments, the chronically late patient, the patient who agrees and then disagrees (“yes, but.....”), and the patient who becomes angry and verbally attacks the therapist’s skill or interventions.  While any patient may show some of these signs when the therapist moves too fast or makes a tactical error, patients who show consistent and cross-situational resistant behaviors that represent an enduring characteristic may be spoken validly of as the “resistant patient.” Whether this resistance advances to the point of reactance or is state-like or trait-like, the effective therapist may respond similarly to any specific situation, acknowledging the patient’s anger or fear, reflecting these feelings, discussing the therapeutic relationship, and re-exploring the therapeutic contract (Beutler & Harwood, 2000). 

Lisa was a 37-year-old European-American female in her third marriage. She sought psychotherapy because of mild depressive symptoms.  She presented with a matter-of-fact and assertive style. She revealed that she had marital problems and described escalating arguments that lasted several hours. She indicated that her primary goal was learning how to communicate in a more effective way with her husband.  The client admitted that her husband was the one who told her to come to therapy although he was unwilling to engage in couples or marital therapy himself. 

Lisa defended her decision to undertake psychotherapy by describing the history of her symptoms in detail and reporting her background.  She opened the third treatment session by asking, “So, what do we do now?” This was the client’s first therapy experience and she declared she wanted to move through the process and find a solution as quickly as possible. She expected to be through with therapy in six months.   

This form of resistance may simply result from misunderstanding the nature of psychotherapy and the demands and time requirements associated with change.  Such resistance can often be countered by providing education about the treatment process.  

In contrast, Ray was a 34 year old cocaine abuser who was sent to treatment by his lawyer.  He openly expressed a lack of interest in participating and spent the first two sessions sitting quietly but sullenly.  He failed to complete homework assignments or performed them in an obviously incorrect and antagonistic way.  This “reactant” behavior may exemplify the conditions in which fear of losing face, control, or freedom, and a resulting open distrust of the process, can drive oppositionalism and avoidance.  Working with this level and type of resistance requires either a very slow and non-directive intervention in which trust is developed gradually and painfully, or the use of paradoxical strategies in which resistance is not only tolerated but prescribed as a way collaborating with the patient’s avoidance of risk.  In this latter tactic, the therapist attempts to gain the patient’s trust by acknowledging, agreeing with, or even encouraging the avoidance, with such assertions as, “Make sure you don’t reveal more than you want to”, and “it is not wise to rush into change”.  At other times, the therapist provides an interpretation to accompany the paradoxical assertion.  This interpretation is framed with a twist in which the encouragement of the patient’s defensiveness is given a negative valence.  For example, it may be interpreted as a natural process that will pass when sufficient maturity or strength is achieved,.  The implication may be made that the patient is not yet strong and until he is, he should resist and avoid anything that might frighten him.  This interpretation is designed to mobilize the patient’s oppositional tendencies against his or her own resistance.  
For example, it was suggested to Ray that he had failed to yet develop the strength to face aspects of his relationships with people and it was suggested that until he developed this level of experience and maturity, the therapist would continue to encourage him to avoid discussing anything personal about himself.  His resistance to being classified as lacking in strength, helped move him toward greater levels of self-disclosure.

Another variety of defensiveness comes in the form of periodic cooperation interspersed with periods of anger, rebellion, or distrust at the therapist.  Barbara, for example, seemed very interested in finding ways to better develop relationships with others.  She had a long history of beginning relationships, becoming intensely involved, and then being abandoned and rejected.  She could not keep a relationship going for longer than a few months and the end of the relationship was always difficult and filled with ambivalence and hostility.  She vacillated between being angry and being dependent on others.  Her relationship with the therapist was similar.  She very quickly came to depend on her therapist’s suggestions, even to the point of calling in several times a week to make sure that the decisions she was expecting to make were appropriate.  But on those occasions that these decisions did not either meet her therapist’s ready approval
 or turned out to have a result she did not like, she became angry.  Initially she expressed the anger in a heated fashion and then immediately apologized and pleaded for understanding; however, as time passed, she became more overt with the expression of her anger and began to distrust the therapist’s motives.  She accused her therapist of lying to her, asserted that therapy was just a way of manipulating her, and she frequently became distraught if the therapist did not give direct answers to her many questions.  

Barbara represents a particularly difficult pattern in which her early behavior tended to seduce the therapist into a pattern of answering questions and giving direction.  But, as soon as this pattern became established, the patient then reversed her behavior and became angry at the control she then felt from the therapist—the very behaviors from the therapist that she initially desired and solicited.  The situation calls for the therapist to back away from providing direction, re-think the processes by which help is being offered, and to begin to give space to the patient to make her own choices.  In these instances, the therapist has a very difficult task of letting the patient struggle to regain control.  The therapist must accept the cost of being overly directive initially, and to both accept the patient’s blame for being controlling and continue to encourage the patient’s perception that she—the patient—is more knowledgeable than the therapist.   As the therapist adopts a less directive approach, dropping her agenda of trying to change the patient, and becomes reflective and more able to listen, the patient is likely to open up and express more feelings about her fears.  Of particular note, the patient should be heard when she expresses rage at the therapist for judging or controlling her.  At that point, the therapist must make many efforts to avoid these traps and to listen more acutely to the patient’s fears and to recommend fewer changes.  


Meta-Analytic Review

           In the first edition of this volume, Beutler, Harwood, Alimohamed, and Malik,  (2002 cited nearly 30 studies that either addressed the independent role of patient resistance on outcome or the role of “fit” and “mis-fit” between patient resistance and therapist directiveness on treatment benefit.  They concluded that, in both cases, more than 80% of studies cited confirmed one of two relationships.  The first relationship found was that patient resistance was consistently negatively related to the achievement of therapeutic gains (e.g., Beutler, Clarkin, & Bongar, 2000; Beutler, Goodrich, Fisher, & Williams, 1999).   The second relationship that predicted treatment benefit was a consistent but inverse correlation between patient scores on measures of resistance and the manifest level of therapist directiveness used.   That is, when this inverse relationship was present, the likelihood and magnitude of positive change increased.  

          Based on these two findings, the authors concluded that measures of resistance/reactance could be used to tailor therapeutic interventions and optimize gains.  Advantageous outcomes were considered to be most likely to occur when therapists induced little resistance while still moving the patient toward his or her goals.  Simultaneously, the authors proposed that therapists should endeavor to selectively fit and use interventions that vary in the level of applied control, structure, and directiveness in order to optimally influence both the high and the low resistant patient.  

In the current review, we began accumulating a list of studies on which we could extract the data needed to perform a meta-analysis.  We began by collecting studies that had addressed patient resistance as a mediator between treatment directiveness and outcome from among the studies of resistance X directiveness that were reviewed in the first edition.  This resulted in a list of 20 studies from the first edition of this volume.  We then added to this list, studies that emerged from a review of more current literature on treatment outcomes.  Applying both indirect and direct measures of resistance, we initially identified an additional seven studies that had addressed the roles of resistance either as a main effect or as a mediator of treatment outcome. An inspection of these studies revealed a very wide variation in research quality.  A surprising number of the studies failed to provide the basic data necessary to allow the calculation of effect sizes; some studies were naturalistic in design while others were based on randomized assignment of treatments and therapists; and many failed to adequately describe either the therapy or the patient sample in sufficient detail as to ensure what parameters were being studied.  

As a consequence, we elected to base our review on a smaller group of studies that maintained a relatively uniform methodology and adequate description to ensure consistency in the calculation of effect sizes.  We dropped studies that looked only at state-like qualities of resistance and that did not have measurable outcomes, as well as studies that were not based on treatment seeking samples.  From the remaining studies, all of which employed independent measures of outcome, random assignment of patients, trained therapists, and careful controls, we were left with a dozen studies.  All but one of these studies employed a manual-driven and randomized assignment (RCT) of therapy.    The one partial exception (Calvert, Beutler, & Crago, 1988) did not employ a manualized form of psythotherapy but otherwise met criteria for an RCT design.  It also had the advantages of a large sample and was the only study that applied the concepts to psychiatric inpatients.  These studies are summarized in Table 1 and will be discussed in the following paragraphs, both in terms of main effects of resistance and directiveness as well as the meditational effects of matching patient resistance levels with therapist directiveness. 



Table 1 about here

Effect sizes (ESs) associated with the fit of treatment directiveness and patient resistance levels were calculated by the use of several different formulae, each being selected to best fit the characteristics of the data presented in an individual study.  Cohen’s d was calculated in all cases and when ESs were presented as correlations or regressions, transformations were applied via the recommendations of different sources, several of which were consulted in making this transformation.  When there was a difference between formulae, and no single one was consensually accepted as the one of choice, we used the formula that was most consistently recommended across sources and that we judged to provide the most unbiased estimate of ES.  If one formula could be used without converting any data, this formula was used because it appeared that parsimony would result in less error in calculation.  In all cases, the signs of the effect sizes were changed where necessary in Table 1 to ensure that positive signs indicated support for one of three hypotheses: 1) positive outcomes are associated with low levels of resistance; 2) positive outcomes are associated with high levels of directiveness; and 3) good outcomes are associated with an inverse fit between patient resistance and therapist directiveness.  
We did not change or alternate among formulas for data that had consistent characteristics in order to ensure consistency.  But, when data were incomplete or reports did not contain some important information, we relied on alternative procedures.  As a general guide, we employed Borenstein, Hedges, Higgins, and Rothstein (2009) as a source. For calculating simple means and standard deviations when these were not reported, we relied on Lipsey and Wilson (2001) and Hunter and Schmidt (2004) as supplementary resources.  

For calculating d from t-tests, ANOVA, ANCOVA, and MANOVA, we used Cortina and Nouri (2000), Hunter and Schmidt (2004), Lipsey and Wilson (2001), Newton and Rudestam (1999), and Thalheimer and Cook (2002) as resources.  For transforming the results of regression analyses into d, we used Hunter and Schmidt (2004), Newton and Redestam (1999), and Thalheimer and Cook (2002).  Finally, for transforming correlational data, we found Borenstein, et al (2009) and Hunter and Schmidt (2004) to be very useful.
In calculating the overall or mean effect sizes, we weighted each mean ES estimate by the N of the study in which it occurred.  This ensured that the vagaries of small samples would not overly influence the conclusions.   Finally, we calculated confidence intervals for all d values, utilizing the procedures outlined by Smithson (2003).
Patient Contributions
Overcoming and reducing a patient’s observed resistance are major objectives of any treatment procedure. Resistant patients are assumed to experience less benefit and are more prone to prematurely terminate from treatment than those who are cooperative (e.g., Beutler, Clarkin & Bongar, 2000; Beutler, Goodrich, Fisher, & Williams, 1999).  Unfortunately, while the preponderance of studies available in the literature is supportive of this claim, the reliability of the findings is less than optimal.  In our sample of randomly controlled studies, for example, only three provided data on which to calculate an effect size attributable to patient resistance (Beutler, Engle, Mohr, Daldrup, Bergan Meredith, & Merry, 1991; Beutler, Mohr, Grawe, Engle, & McDonald, 1991; Karno, Beutler, & Harwood, 2002).  A weighted mean of these effect sizes, controlling for the sample sizes, yielded an overall ES (d ) of .76.    This finding is consistent with the evidence reported in volume 1, based on a box score count of the preponderance of findings, and suggests that the earlier recommendation that therapists work to avoid inciting patient resistance may be valid.  Nonetheless, it should be taken cautiously based, as it is, on only three carefully selected studies.
Mediators and Moderators
The preponderance of studies in our review addressed the role of therapist directiveness and the differential or mediating effects of resistance on different treatments, focusing on the mediating effects of the patient’s resistance traits.   Table 1 provides a summary of empirical research studies that have explored the joint interaction of patient resistance and intervention with outcomes.  It should be noted that there are four studies in this series that were conducted on a similar sample drawn from Project Match (Karno & Longabaugh, 2004a; 2004b; 2005a; 2005b).  They were included separately because they entailed very different measures of both resistance and directiveness and varied in the samples used.  However, the presence of redundancy among these studies led us summarize the data with and without this replication.

All studies in this series included random assignment of patients to therapists and all but one included randomization to a manualized treatment as well.   Though randomization to a treatment model is typically aimed at honing in on the effects of the treatment manual, it also provides an assurance that specific intervention effects, whether associated with the treatment model or particular to the therapist, are randomly distributed.  The random assignment to therapists accomplishes this same purpose but does not allow the disentanglement of therapist and treatment factors.  However, in the current analysis, it was possible to extract an effect size estimate for the use of directive procedures, based on six of the studies.  The weighted effect size of .76 obtained for the dimension of therapist directiveness, was significant and provided support for our hypothesis that directive interventions tend to be relatively powerful compared to non-directive ones.  
As noted in table 1, the mean ESs (d) associated with matching effects, summing across different measures across these studies, earned a very strong, mean, weighted estimate of .84. The range was relatively wide, however, with .14 (Clarkin et al, 2007) being the low value and 1.49 (Karno & Longabaugh, 2004a) marking the high value.  Such variation suggests that the fit of treatment and patient is important, but that additional mediators also are at work and are not accounted for in the data.  One yet unpublished (and hence, not included) study (Johannsen, reported in Beutler, 2009), comparing U.S. and Argentina samples, suggested that one of these additional moderating variables might include variations among cultures.  However, one non-North American sample was included in the current set (Beutler, Grawe, et al, 1991) was based on a Swiss sample, found results that were comparable to others in the set (see Table 1).  The effect size of .84 suggests that approximately 15% of the variance in outcome may be reflective of the fit of directiveness and patient resistance.  Moreover, when only the first of the four studies by Karno and Longabaugh (2004a) was included in deriving the effect size, the result (d = .76) continued to be high and supportive of the meditational hypothesis.
To give a flavor of the variations among the ways that these interactions were studied, a review of some of the studies and their findings may be helpful.  Piper, McCallum, Joyce, Azim, and Ogrodniczuk (1999), for example, compared interpretative (directive) and supportive (non-directive) therapies among patients who varied on their interpersonal receptivity and attachment patterns (resistant tendencies).  They found that directive interventions evoked higher rates of drop out than supportive ones, and that patient quality of object relations (i.e., interpersonal receptivity) mediated these treatment effects. Among patients with high receptivity, the application of directive interventions resulted in positive effects, counteracting the tendency for these interventions to be associated with high drop out rates. 

It should be noted that this latter report was based on an analysis of follow up samples and could be expected to produce smaller effect sizes than those observed immediately after treatment.  Unfortunately, the original study (Piper, Joyce, McCallum, & Azim, 1998) did not provide a measure that our raters could reliably determine to be an assessment of reactance/resistance.  In both the 1998 and 1999 study, however, the authors investigated the role of directive and evocative interventions, both of which were based on general psychodynamic methods.  The use of dynamic interpretations by the therapist defined the level of directiveness used, for our purposes.  
With the foregoing exceptions, the other studies in our set that relied on an indirect measure of therapist directiveness utilized treatments reflecting different models of psychotherapy.  Cognitive and behavioral therapies were considered to be representatives of directive interventions while experiential, humanistic, and self-directed therapies were taken as exemplary non-directive or evocative interventions.  However, whether described by direct measures of individual therapists and patients or as indirect measures of brand name models and diagnoses, the results from the current analyses are similar and consistently supportive of the role of “fit” between patient resistance/reactance and therapist directiveness in evoking positive change, above and beyond that associated with directiveness or compliance (lack of defensiveness) alone.   

 To expand on these findings further, Beutler, Engle, Mohr, et al. (1991) demonstrated that directive therapies (cognitive therapy) and non-directive interventions (self-directed therapy) were differentially effective for reducing depressive symptoms, depending on the initial trait-like level of patient resistance. Among very resistant patients, a self-directed therapy regimen surpassed a directive one in affecting therapeutic gain. Conversely, patients who were low on resistance did best with directive, cognitive therapy procedures. These results were cross-validated at one-year follow-up (Beutler, Machado, Engle & Mohr, 1993) and independently replicated in a cross-cultural sample of depressed patients treated with behavioral and non-directive therapies (Beutler, Mohr, Grawe, Engle & McDonald, 1991).  

Finally, it bears noting that reactance theorists have suggested that, among patients who are especially resistant, paradoxical interventions may be effective since they capitalize on the patient’s tendency to respond in oppositional ways. These studies were not included in the current analysis because they usually involved subject analogue designs.  For example, Shoham-Saloman, Avner and Neemen (1989) examined the mechanisms of change under paradoxical interventions (defined as a wide variety of therapeutic injunctions or directives whose common denominator is to attempt to induce change by discouraging it). Although conducted with a non-clinical population, their study revealed that, under paradoxical interventions, subjects who were high on resistance benefitted more than those low on resistance. 

Patient Contribution

The negative relationship between patient resistance level and outcome may evoke some criticism among those who believe that patient resistance is a core conflict that must be exposed and excised in order for benefit to be achieved.  One of the implications of the current findings is that it may be advisable to reframe our conventional wisdom about the role of interpreting and inciting resistance in psychotherapy.  Rather than being a central process of the patient that must be expunged in order to promote change, resistance may best be viewed as a signal to the therapist that ineffective procedures are being used.  Namely, the therapist may better view resistance as a problem of inadequately or inappropriately selecting interventions and of having favored the use of those that evoke resistance.  That is, resistance is a problem of therapy not of the patient and as such, becomes a problem for the therapist to solve.  The therapist must find a means that both stimulates movement and reduces fear of losing control or freedom.   


Limitations of the Research Reviewed
Because resistance traits cannot be randomly assigned to patients, they are not subject to experimental designs that require random assignment, directly.  Randomized controlled trials are possible by randomly assigning patients (who vary in resistance) to treatments (which vary, by plan, in the level of directiveness utilized), and to therapists within treatments (whose differential proclivities to adopt directive interventions can be measured).  The current review relied heavily on such evidence and excluded studies that did not utilize randomized procedures for assigning patients to treatments and therapists.  Many naturalistic and quasi-experimental studies failed to include sufficient controls to meet our standards for calculating meaningful effect size estimates.  Based on 12 studies that we believe are the best available, we found that the evidence supports the three hypotheses posed.  However, we recognize that there is a particular weakness of this body of studies.  They are not equally inclusive of the role of other potential mediators.  A study by Beutler, Moleiro, Malik, et al (2003), for example, investigated the joint relationship of three pairs of mediating variables.  They observed effect sizes that accounted for over 40% of the outcome variance.  Such effects are higher than any of those reported here for the single resistance-directiveness dimension and suggests that there are multiple dimensions on which matching can be beneficial, each of which may add independent variance to the predictive equation.  The role of culture, patient coping style, and symptom severity are all cases in point where a patient and treatment factor may interact.
Another of the major limitations in studying patient resistance is the absence of consensually accepted and recognized measures of trait-like resistance.  There is a certain circularity to the definition of resistance that almost, by definition, determines that those patients who have it will not do as well in psychotherapy as those who do not.  At least this is true if we retain the view that resistance is a characteristic of the patient rather than a signal to or a characteristic of the therapist’s interventions.  Escaping the circularity would be assisted if there were generally accepted measures of resistance traits.  Numerous measures have been used, ranging from MMPI-like measures to estimates based on historical review of the patient’s problems (see Beutler, & Groth-Marnat, 2003). Clinician based measures have also been developed (e.g., Fisher, Beutler, & Williams, 1999).  In all cases, these measures suffer because of low or inconsistent intercorrelations. The presence of stable and consistent predictive measures would greatly add to the draw that this area has on contemporary researchers.  

It is important to note the role played by different theories of psychotherapy in setting the level of therapist direction applied to patients. Much of the research reviewed assumed that different models of treatment are distinguished by definably different levels of directiveness. To the degree that this assumption is accurate, it follows that different treatments are more or less appropriate for patients, depending on the level of resistance that these patients evince. Therapies that are thought to be directive (behavioral and cognitive-behavioral) or non-directive (self-directed or evocative) are assumed to be advantageous for different patients, though directiveness alone seems to offer a better prospect of treatment outcome than if it is non-directive.  Indeed, cognitive and behavioral therapies have been found to be most useful for patients who are relatively low in resistance traits and self-directed and client-centered therapies have been found to be of most value for those who are highly resistant (e.g., Beutler, Engle, et al., 1991; Beutler, Mohr, Grawe, et al., 1991).  Of course, such demonstrations are only interpretable if it can be assured that different models of psychotherapy actually differ in level of therapist direction. 

Beutler, Clarkin, and Bongar (2000) initiated a systematic cross-validation study of the role of patient resistant traits as indicators of therapist directiveness, using a multi-site archival data set in which actual in-therapy levels of directiveness were measured. This data set included three different renditions of cognitive therapy and seven alternative treatments, and allowed a direct confirmation of the general directiveness of cognitive models of therapy across treatment sites, manuals, and investigators (Malik, Beutler, Gallagher-Thompson, Thompson,  & Alimohamed, 2003).  Using such direct measures of directiveness and resistant traits, Beutler, Clarkin, and Bongar (2000) found strongly supportive evidence of the role of patient trait-like resistance as a negative prognostic indicator and as an indicator for the differential use of directive and non-directive interventions. 


Therapeutic Practices
Collectively, the foregoing results provide strong evidence that, other things being equal, low levels of trait-like resistance serve as indicators for patients who respond to directive interventions.  Conversely, high resistant-like traits are markers for identifying patients who may respond poorly to interventions that are authoritative and directive, evoking states of resistance that interfere with progress, increase the likelihood of drop out, and reduce effectiveness of treatment. 

Clinically, therapists must first learn to recognize the manifestations of resistance both as a state and as a trait.  Cues for state-like manifestations of resistance include expressed anger at the therapy or therapist, ranging from simple dissatisfaction with therapeutic progress to overt expressions of resentment and anger.  Beutler and Harwood (2000) suggest three responses to these expressions of resistant states: (1) acknowledgement and reflection of the patient’s concerns and anger; (2) discussion of the therapeutic relationship; and (3) renegotiation of the therapeutic contract regarding goals and therapeutic roles.  These responses are designed to defuse the immediate consequences of resistance and to infuse the patient with some sense of control, as suggested in formulations of reactance theory.

Beutler and Harwood (2000) also emphasize the importance of anticipating these state reactions by initially assessing the level of patient trait-like resistance patterns which are assessed either by standardized psychological tests that tap interpersonal suspiciousness and distrust or by attending to the historical patterns that have characterized the patient’s responses to authority.  Patients with high resistance traits are thought to have a history of difficulty taking direction, a tendency toward stubbornness and obstructiveness, and difficulty working cooperatively in groups.  These trait indicators are used to plan a treatment that will de-emphasize therapist authority and guidance, employ tasks that are designed to bolster patient control and self-direction, and de-emphasize the use of rigid homework assignments. They recommend that homework assignments be constructed as experiments that require minimal overt action on the part of the patient, in order to avoid failure and to reduce the opportunities for oppositional behavior.  The relative amount of listening versus talking should shift more toward the patient, and fewer instructions should be used.  Self-directed assignments and reading might replace the usual instructional activities of the therapist. 

Given the size of the effects noted in this review, and comparing them to the low levels that tend to be present when models of psychotherapy are compared (e.g., Wampold, 2002), it is logical to conclude that fitting specific functional classes of interventions (e.g., directive versus non-directive, insight-oriented versus symptom-oriented) interventions with non-diagnostic patient qualities is likely to be more conducive to the task of tailoring treatments to individual patients than the usual brand name of treatment. 
Beutler, Clarkin, and Bongar (2000) have suggested that two principles relating to resistance can be applied to clinical practice:

1. 
Treatment is most effective if the therapist can avoid stimulating the patient’s level of resistance.

Based on the current review, we conclude that there is strong and consistent support for the negative relationship between raising patient resistance and therapeutic outcome. While a causal chain cannot be certain, the consistency of the correlational evidence is persuasive. 

2.
Therapeutic change is greatest when the directiveness of the intervention is either inversely correspondent with the patient's current level of resistance, or authoritatively prescribes a continuation of the symptomatic behavior.
To these conclusions, we can add one more from the analyses undertaken for this chapter.  Specifically: 


     3.
Directive interventions as a class appear to be modestly more effective than non-directive ones.  

This latter conclusion support a recent mega-analyes of three decades of study on psychotherapy outcomes among depressed adults in which a modest effect favoring directive models and dis-favoring non-directive ones, was observed (Cuijpers, van Straten, Andersson, & van Oppen, 2008).  To the degree that specific treatments are found to differ in efficacy, it may well be by virtue of how they differ in the use of such common treatment characteristics as level of directiveness rather than in how accurately they conceptualize psychopathology or psychotherapy processes.


References

Arlow, J.A. (2000).  Psychoanalysis. In Current Psychotherapies (6th ed.), Corsini, R.J. & Wedding, D. (Eds.).  Itasca, IL: Peacock Press.

Beutler, L. E. (1981).  Convergence in counseling and psycho​therapy: A current look.  Clinical Psychology Review, 1, 79-101.

Beutler, L. E. (1983). Eclectic psychotherapy: A systematic approach. New York: Pergamon Press.


Beutler, L. E. (2009).  Making science matter in clinical practice: Redefining psychotherapy.  Clinical Psychology: Science and Practice, 16, 301-317.

Beutler, L. E., & Clarkin, J. (1990).  Systematic treatment selection: Toward targeted therapeutic interventions.  New York: Brunner/Mazel.

Beutler, L. E., Clarkin, J. F., & Bongar, B. (2000). Guidelines for the Systematic Treatment of the Depressed Patient. New York: Oxford University Press.

Beutler, L. E., Engle, D., Mohr, D., Daldrup, R. J., Bergan, J., Meredith, K., & Merry, W. (1991). Predictors of differential and self-directed psychotherapeutic procedures. Journal of Consulting and Clinical Psychology, 59, 333B340.

Beutler, L. E., Goodrich, G., Fisher, D., & Williams, O. B. (1999). Use of psychological tests/instruments for treatment planning. In M. E. Maruish (Ed.), The use of psychological tests for treatment planning and outcome assessment (2nd ed.)(pp. 81-113). Hillsdale, NJ: Lawrence Erlbaum. 

Beutler, L. E., & Harwood, M. T. (2000). Prescriptive Therapy: A practical guide to systematic treatment selection. New York: Oxford University Press.


Beutler, L. E., Harwood, T. M., Alimohamed, S., & Malik, M. (2002). Functional Impairment and Coping Style. In J. Norcross (Ed), Psychotherapy Relationships that Work: Therapist Contributions and Responsiveness to Patient Needs (pp. 145-170). New York: Oxford University Press.

Beutler, L. E., Machado, P. P., Engle, D., & Mohr, D. (1993). Differential patient X treatment maintenance of treatment effects among cognitive, experiential, and self-directed psychotherapies. Journal of Psychotherapy Integration, 3,15-32.

Beutler, L. E. & Malik, M. L. (2002).  Diagnosis and Treatment Guidelines: The Example of Depression.    In L. E. Beutler & M. L. Malik (Eds), Rethinking the DSM (pp. 251-278).  Washington, DC: American Psychological Association.

Beutler, L. E., Mohr, D. C., Grawe, K., Engle, D., & McDonald, R. (1991). Looking for differential effects: Cross-cultural predictors of differential psychotherapy efficacy. Journal of Psychotherapy Integration, 1,121-142.

Beutler, L. E., Moleiro, C., Malik, M., Harwood, T.M., Romanelli, R., Gallagher-Thompson, D., & Thompson, L. (2003).  A comparison of the Dodo, EST, and ATI indicators  Among Co-Morbid Stimulant Dependent, Depressed Patients.  Clinical Psychology & Psychotherapy, 10, 69-85. 
Borenstein, M., Hedges, L., Higgins, J., & Rothstein, H. (2009). Introduction to meta-analysis.  West Sussex, UK: Wiley.

Brehm, J.W. (1966).  A theory of psychological reactance.  New York: Academic Press.

Brehm, S.S. (1976).  The Application of Social Psychology to Clinical Practice.  Washington, D.C.: Hemisphere.

Brehm, S. S. & Brehm, J.W. (1981).  Psychological reactance: A theory of freedom and control.  New York, NY: Wiley Press.
Budd, R., & Hughes, I. (2009).  The Dodo bird verdict—Controversial, inevitable and important: A commentary on 30 years of Meta-Analyses.  Clinical Psychology and Psychotherapy, 16, 510-522.
Butcher J. N., Dahlstrom WG, Graham JR, Tellegen A, & Kaemmer B. (1989). Minnesota Multiphasic Personality Inventory-2: Manual for Administration and Scoring. Minneapolis, MN: National Computer Systems, 1989.

     Calvert, S.J., Beutler, L.E., & Crago, M. (1988).  Psychotherapy outcome as a function of therapist-patient matching on selected variables. Journal of Social and Clinical Psychology, 6, 104-117.

Castonguay, L. G., & Beutler, L. E. (Eds)(2006).  Principles of Therapeutic Change that work: Integrating relationship, treatment, client, and therapist factors.  New York: Oxford University Press.
Clarkin, J.F., Levy, K.N., Lezenweger, M.F., & Kernberg, O.F. (2007). Evaluating three treatments of borderline personality disorder: A multiwave study.  American Journal of Psychiatry, 164, 922-928.
Cortina, J.M., & Nouri, H. (2000).  Effect size for ANOVA designs.  Thousand Oaks, CA: Sage Publications.
Cuijpers, P., van Straten, A., Andersson, G., & van Oppen, P. (2008).  Psychotherapy for depression in adults: A meta-analysis of comparative outcome studies.  Journal of Consulting and Clinical Psychology, 76, 909-922.
Dowd, E.T., Milne, C.R., & Wise, S.L. (1991).  The therapeutic reactance scale: A measure of psychological reactance.  Journal of Counseling and Development, 69, 541-545.

Dowd, E. T., Wallbrown, F., Sanders, D., & Yesenosky, Y. (1994). Psychological reactance and its relationship to normal personality variables. Cognitive Therapy and Research, 18, 601-613.

Fisher, D., Beutler, L. E., & Williams, O. B. (1999).  Making assessment relevant to treatment planning: the STS Clinician Rating Form. Journal of Clinical Psychology, 5, 825-842.

Gregory, R.J.; Chlebowski, S.; Kang, D.; Remen, A. L.; Soderberg, M. G.; Stepkovitch, J. & Virk, S. (2008). A controlled trial of psychodynamic psychotherapy for co-occurring borderline personality disorder and alcohol use disorder. Psychotherapy: Theory, Research, Practice, Training, 45(1), 28-41.
Howard, K. I., Krause, M. S., & Lyons, J. (1993). When clinical trials fail: A guide for disaggregation. In L. S. Onken & J. D. Blaine (Eds.), Behavioral treatments for drug abuse and dependence (pp. 291(302) (NIDA Research Monograph No.137). Washington, DC: National Institute of Drug Abuse.
Hunter, J.E., & Schmidt, F.L. (2004). Methods of meta-analysis: Correcting error and bias in research findings, 2nd edition.  Thousand Oaks, CA: Sage Publications.

Karno, M.P, Beutler, L.E., & Harwood, M. (2002).  Interactions between psychotherapy process and patient attributes that predict alcohol treatment effectiveness: A preliminary report. Journal of Alcohol Studies,  27, 779-797.
Karno, P.M., & Longabaugh, R. (2004a). What do we know?  Process analysis and the search for a better understanding of Project Match’s anger-by-treatment matching effect.  Journal of Studies in Alcohol, 65, 501-512.
Karno, P.M., & Longabaugh, R. (2004b). What do we know?  Process analysis and the search for a better understanding of Project Match’s anger-by-treatment matching effect.  Journal of Studies in Alcohol, 65, 501-512
Karno, P.M., & Longabaugh, R. (2005a). Less directiveness by therapists improves drinking outcomes of reactance client in alcoholism treatment. Journal of Consulting and Clinical Psychology, 73, 262-267.

Karno, P.M., Longabaugh, R. (2005b). An examination of how therapist directiveness interacts with patient anger to predict alcohol use.  Journal of Studies on Alcohol, 825-832

Kirmayer, L.J. (1990).  Resistance, reactance, and reluctance to change: A cognitive attributional approach to strategic interventions.  Journal of Cognitive Psychotherapy: An International Quarterly, 4, 83-103.

Kirsch, I., & Sapirstein, G. (1998). Listening to Prozac by hearing placebo: A meta-analysis of antidepressant medications. Treatment and Prevention, 1 (1), Article 0001c, at http://journals.apa.org/prevention/volume 1/pre 0010001c.html.
Lipsey, M.W., & Wilson, D.B (2001) Practical Meta-Analysis.  Applied Social Research Methods Series, Volume 49.  Thousand Oaks, CA: Sage Publications


Malik, M. L., Beutler, L. E., Gallagher-Thompson, D., Thompson, L., & Alimohamed, S. (2003).  Are all cognitive therapies alike? A comparison of cognitive and non-cognitive therapy process and implications for the application of empirically supported treatments (ESTs).  Journal of Consulting and Clinical Psychology, 71, 150-158.

Newton R.E., & Rudestam, K.E. (1999). Your statistical consultant: Answers to your data analysis questions.  Thousand Oaks, CA: Sage Publications.


Norcross, J. (Ed) (2002), Psychotherapy Relationships that Work: Therapist Contributions and Responsiveness to Patient Needs. New York: Oxford University Press.

Norcross, J., Beutler, L. E., & Levant, R. (Eds)(2006).  Evidence Based Practices in Mental Health:  Debate and Dialogue on the Fundamental Questions.  Washington, D.C.  American Psychological Association.
Piper, W. E., Joyce, A. S., McCallum, M., & Azim, H. F. (1998). Interpretative and supportive forms of psychotherapy and patient personality variables. Journal of Consulting and Clinical Psychology, 66(3), 558-567.

Piper, W.E., McCallum, M., Joyce, A.S., Azim, H.F., & Ogrodniczuk, J.S. (1999).  Follow-up findings for interpretive and supportive forms of psychotherapy and patient personality variables.  Journal of Consulting and Clinical Psychology, 67, 267-273

Rohrbaugh, M., Tennen, H., Press, S., & White, L. (1981).  Compliance, defiance, and therapeutic paradox: Guidelines for strategic use of paradoxical interventions. American Journal of Orthopsychiatry, 51, 454-467.

Shoham-Salomon, V., Avner, R., & Neemen, R. (1989). You’re changed if you do and changed if you don’t: Mechanisms underlying paradoxical interventions. Journal of Consulting and Clinical Psychology, 57(5), 590-598.

Shoham-Salomon, V., & Hannah, M. T. (1991). Client-treatment interaction in the study of differential change processes. Journal of Consulting and Clinical Psychology, 59, 217-225.

Smithson, M. (2003).  Confidence Intervals. Series: Quantitative applications in the social sciences, #140.  Thousand Oaks, CA: Sage Publications.

Tennen, H., Rohrbaugh, M., Press, S., & White, L. (1981).  Reactance theory and therapeutic paradox: A compliance defiance model.  Psychotherapy Theory: Research and Practice, 18(1), 14-22.
Thalheimer, W., & Cook, S. (2002).  How to calculate effect sizes from published research articles: A simplified methodology.  Retrieved March 15, 2009 from http://work-learning.com/effect_sizes.htm
Wampold, B. E. (2001). The Great Psychotherapy Debate: Models, Methods, and Findings.  Hillsdale, NJ: L. Erlbaum Associates. 

Wampold, B. E., Mondin, G. W., Moody, M., Stich, F., Benson, K., & Ahn, H. (1997). A meta-analysis of outcome studies comparing bona fide psychotherapies: Empirically, AAll must have prizes.@ Psychological Bulletin, 122, 203-215.

�?





1

