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Abstract

The therapeutic or ‘working’ alliance in psychotherapy has consistently been shown to be an
important factor in patient outcome from psychotherapy. Poor alliance has been suggested
to be a factor in patients dropping out or prematurely terminating therapy. Developing a
strong alliance and identifying and resolving any tension or difficulties between therapist and
patient, described as therapeutic alliance ‘ruptures’, has been suggested as a means of
retaining patients in therapy so that they can derive a benefit from it and as a potential

mechanism of change.

The systematic review evaluates the links between the strength of the therapeutic alliance
and dropout from individual psychotherapy for adults. A moderate link was found between
with stronger alliance being associated with a reduction in the risk of dropout from

psychotherapy.

The empirical paper used a Task Analytic design to validate a previously developed model of
repairing ruptures in the therapeutic alliance using a ‘formal feedback’ tool to aid patients in
giving feedback on the alliance to their therapists and to provide a basis for the dyad to
identify, discuss and attempt to resolve ruptures. Dyads were observed to complete the
model stages and more model stages being completed was linked to greater observed
resolution of ruptures. However, rupture resolution did not appear to link to the session being
found more helpful for the patient from either the patient or therapist perspective. Rupture
resolution was also not found to link to the overall clinical outcome for patients. The
limitations of the study, possible implications for clinical practice and further research are

discussed.
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Paper A Abstract

Objective: The current study systematically reviews evidence for the link between the
therapeutic alliance (between patient and therapist) and dropout from individual adult
psychotherapy. Method: Literature searches were conducted to identify studies where the
therapeutic alliance and dropout rate were measured and analysed. Results: Seventeen
studies met inclusion criteria. The results suggest that there is a link between therapeutic

alliance and the rate of dropout from psychotherapy interventions.

Conclusions: While the results support the existence of a therapeutic alliance-outcome link in
group interventions, further research in this area is needed. Particularly the development and

validation of a specific tool to assess therapeutic alliance in a group setting.

Keywords: Therapeutic Alliance; Working Alliance; Helping Alliance; Premature Termination;
Dropout.



1 Introduction

Psychotherapy is both efficacious (meaning that the treatment works when tested in
randomised controlled trials), and effective when translated to ‘real world’ clinical treatment
of mental health difficulties. Lambert’s (2013) review of the literature on the efficacy and
effectiveness of psychotherapy shows that even though meta-analyses have varied in their
estimates of the effect size, even the smaller effects demonstrate improved outcomes
compared to those who do not receive treatment. Lipsey and Wilson (1993) conducted a
wide-ranging meta-analysis of 302 previous meta-analyses conducted across psychological,
educational, and behavioural treatment, finding an estimated effect size of .47 for
psychological treatments (k = 156)*. Analyses of the psychological treatment of depression
have examined how the estimate of effect size varies with study quality, finding that in high
quality studies (n = 8) the effect size was d = .22, whereas in the remainder of the dataset (n
= 104) the estimate was d = .74 (Cuijpers et al., 2010). Meta-analyses have also shown
psychotherapy to be effective for other presenting problems for example, treatment resistant
depression (ljaz et al., 2018), anxiety disorders (Hofmann & Smits, 2008), obsessive
compulsive disorder (OCD) (Rosa-Alcazar et al., 2008), panic disorder (Pompoli et al., 2016)

and psychosis (Turner et al., 2014), amongst others.

However, Lambert and Ogles (2004) estimated that 5-10% of patients leave psychotherapy
treatment worse off than when they began. Swift and Greenberg (2012) found that across
669 psychotherapy studies approximately 1 in every 5 patients drops out of therapy, with
likelihood of dropout moderated by diagnosis, patient age, therapist experience, setting and
study design variables. Interestingly, the different therapy approaches used, group or

individual format, and other patient demographic variables apart from age were not

1 Where k is the number of objects (previous meta-analyses) analysed for this estimate.
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moderators of dropout.

Dropout, or premature termination, has been defined in several ways, for example the
patient stopping therapy before they have achieved adequate treatment and recovery from
the difficulties they sought treatment for (Garfield, 1994). It has been identified as a key
target for improvement for mental health treatment in general and for psychotherapy in
particular (Wells et al., 2013). Analysis of the World Health Organisation’s World Mental
Health Survey Initiative (Wells et al., 2013) showed that dropout from mental health
treatment in general (i.e., not only in psychotherapy) occurred at similar rates across the 24
countries surveyed (ranging from low/middle to high income), with an overall rate of 31.7%
(SE = 0.7) of patients surveyed reporting dropping out over the previous 12 months (Wells et
al., 2013). According to the dose-response model of psychotherapy (Howard et al., 1986)
which suggests that patients must receive a sufficient ‘dose’ or number of sessions of
psychotherapy to have a treatment response, reducing dropout could improve outcomes for
patients who discontinue treatment early by ensuring they receive sufficient treatment to
facilitate change (Hansen et al., 2002). Reducing dropout would improve the use of
healthcare resources and reduce service costs by reducing the amount of unused therapist
time in missed appointments which could be used by other patients. It could also reduce the
negative impacts on therapists’ wellbeing by reducing their exposure to unexplained dropout
and provide a basis for developing strategies to prevent dropout or mitigate the impact

(Barrett et al., 2008).

1.1 Therapeutic Alliance

The therapeutic alliance (TA) is a construct which has been developed as a means of
conceptualising the working relationship that is formed between the therapist and patient,
with both parties contributing to its strength (Bordin, 1979). Bordin (1979) translated the

concept, which had originated in the psychoanalytic literature (Sterba, 1934), suggesting that



TA could be applied more broadly to understand the importance of the relationship in other
psychotherapeutic models. Bordin (1979) defined TA as having three elements; agreement
on the goal of therapy, agreement on the task or approach to achieving the goal, and the

development of a bond between the therapist and patient.

Although Bordin’s conception has been widely utilised, others have sought to represent the
changes in TA over time. Luborsky (1976) separated the concept of alliance into two phases,
an early phase where the basis was primarily the patient’s perception of the therapist as
supportive, whereas later the alliance was a collaborative relationship between therapist and

patient.

Rogers (1951) described three elements he believed a therapist must offer the patient in
order to create an effective therapeutic relationship: empathy, congruence and unconditional
positive regard. In this conception, the therapist communicates their understanding of the
patient’s feelings, is authentic in their interactions, and always values the patient positively

despite a negative view of some of the patient’s actions.

The TA has been found to be a moderate predictor of psychotherapy outcome, and this has
been demonstrated consistently. In a comprehensive meta-analysis Horvath, Del Re,
Fluckiger and Symonds (2011), calculated the estimated effect size to be r = .275,
approaching a moderate effect (moderate effects for correlations being around r = .3 (Cohen,
1988)) with TA predicting 7.5% of the variance in treatment outcomes. More recently,
Fltckiger, Del Re, Wampold, and Horvath (2018) provide an updated estimate for the
outcome: TA relationship of r = .278 based on 295 studies. The rest of the variance in
outcomes (92.5%) is suggested by some researchers to be due to patient, therapist and
extra-therapeutic factors (Lambert & Ogles, 2004). In contrast to this, some studies have
found that neither therapist adherence to treatment protocols (r = .02) nor competence (r =

.07) are predictive of outcome, although the findings these mean estimates are based on
9



varied widely (Webb et al., 2010). Further, correlations have been found between lower
ratings of TA and both poorer outcomes and treatment dropout (Samstag et al., 1998).
Therefore, identification and improvement of a poor TA could potentially improve outcomes
and reduce the number of patients who terminate therapy before achieving a therapeutic

effect.

1.2 Dropout from Psychotherapy

The difficulty of defining dropout from psychotherapy has been an ongoing problem in this
area of research. The calculated dropout rate has been shown to vary, depending on how
‘dropout’ is defined, with a range of 17.6 - 53.1% depending on definition, shown in one

sample in a university counselling centre (Hatchett & Park, 2003).

Several means of operationalising the concept of dropout have been used in the literature to

date. These have been grouped into 5 definitions (Swift & Greenberg, 2012):

1. Attending fewer than the specified number of sessions
Patients who do not attend a predetermined number of sessions are defined as having

dropped out.

2. Failure to complete the treatment protocol

Patients who do not complete the pre-specified treatment protocol.

3. Failure to attend a further scheduled session

Patients who do not attend a session that they have scheduled, and do not reschedule

4. Therapist judgment
Therapists determine whether patients have completed treatment or dropped out early,

according to their view of the patient’s progress.

10



5. Terminating before achieving clinically significant change
Patients are classified as having terminated prematurely if they stop attending before they
have obtained an outcome or symptom rating which would indicate significant or reliable
change (Jacobson & Truax, 1991), which is to say that the change in the symptom measure

is greater than the measurement error of the rating tool.

Swift and Greenberg point out that each method has advantages and disadvantages. For
example, definitions 1 and 2 fail to take account of the possibility of mutually agreed early
termination or rapid improvement, whereas 4 relies on the therapists’ judgement, which may
be biased. Definition 5 may fail to take account of mutually agreed termination where the
patient’s improvement remains below the reliable or clinically significant level on the
outcome measure but the dyad mutually agree to stop. It would also potentially define a lack
of response to treatment as ‘dropout’ rather than treatment failure. As well as these
definitional issues, the term dropout is potentially stigmatising and could be seen as locating
the responsibility for the ‘failure’ of the therapy in the patient rather than viewing the
treatment as having been unsuccessful, or the therapist having made errors in delivering the

treatment.

It should also not be assumed that ‘early’ termination always represents a poor outcome,
particularly from the patient’s perspective. It has been reported that some patients report
satisfaction following a single session of therapy (Simon et al., 2012). In this study a third of
patients who attended only one session gave the highest possible satisfaction rating, 60%
gave the highest rating for TA and 40% rated their symptoms or problems as much better.
However, Simon et al. (2012) found that single session attenders were dichotomised into
those who had good outcomes and a group who had much poorer outcomes when
compared to patients who continued to attend therapy. The patients in this study were
members of a group health plan who could refer themselves for therapy and may therefore

have presented with less severe difficulties than patients who have been referred by a
11



clinician for treatment.

From the therapist’s perspective, early dropout is generally interpreted as a negative
outcome and may also have a negative impact on therapist wellbeing (Guy, 1987). Piselli,
Halgin, & MacEwan (2011) examined therapists’ perspectives and explanations of patient
dropout, finding that they attributed failure to external or patient factors, such as family
problems, unwillingness or unreadiness for change, and emotional reactions such as being
overwhelmed. Therapists typically reported that they had not anticipated early termination

and that they were left feeling sad, angry, regretful and ashamed (Piselli et al., 2011).

In the most comprehensive meta-analysis to date, including 669 studies, Swift and
Greenberg (2012) found the reported dropout rate was similar (19.7% (Cl 18.7-20.7%))
across psychotherapy treatment types (cognitive-behavioural, integrative, psychodynamic,
solution-focused, supportive/patient-centred, or other). This analysis also found that trainee
therapists had higher rates of dropout than experienced therapists, that dropout was more
frequent in university-based treatment centres, and that manualised treatments had lower

dropout rates (Swift & Greenberg, 2012).

1.3 Rationale

An early review highlighted that the majority of studies of dropout at that time reported
patient factors such as age, gender or socioeconomic status (SES) to be explanations of
dropout, although some studies also considered clinic/service, therapist and patient-therapist
or extra-therapeutic factors (Baekeland & Lundwall, 1975). However, there are some
methodological issues with the review. It predated the introduction of meta-analytic
techniques and simply reported the number of published studies for and against each factor.
The focus on patient factors reflects the psychotherapy literature at the time, which focused
on these as an explanation of outcome with much less consideration being given to therapist

and psychotherapy process factors as possible causes of dropout (Bischoff & Sprenkle,

12



1993).

Later reviews and meta-analyses have moved towards the aim of identifying therapist and
process variables. However, because a relatively small number of common patient
demographic variables (age, gender, etc) are frequently reported and analysed in most
included studies to describe the sample, they continue to be the variables most easily
compared across studies whereas a large number of different process variables are reported
in different studies making investigation of these more difficult. Wierzbicki and Pekarik
(1993) conducted an early meta-analysis of dropout in both child and adult psychotherapy.
Although Wierzbicki and Pekarik planned to investigate patient, therapist and process
variables, their dataset and method only permitted analysis of six patient demographic
factors (sex, race, age, education, socio-economic status (SES), marital status) and of
these, minority race (i.e. African-American or other minority), low education and low SES
were significantly related to dropout, with moderate effect sizes of .23 - .37 (Cohen, 1988).
Child, adult and mixed age studies were analysed separately, and this reinforced previous
findings that both the rate and reasons for dropout differed between child and adult patients
(Pekarik, 1991) and which has been confirmed more recently (de Haan et al., 2013). In
addition to identifying the importance of the dropout definition, the authors suggested that
future research should focus on more complex variables related to the patient’s expectations

and the therapeutic process and relationship variables.

Roos and Werbart (2013) conducted a qualitative review of 44 studies on the effect of
therapist and relationship factors on dropout in adult psychotherapy. Fewer than half the
studies directly examined the link between dropout and TA. They identified that therapist
experience, training and skills have all been reported as influencing dropout, as has the
quality of TA, patient dissatisfaction and pre-therapy preparation for patients. They

recommended that therapists be given enhanced training in building and repairing the

13



therapeutic relationship in order to reduce dropout rates.

Sharf, Diener and Primavera (2010) conducted a meta-analysis of the impact of the TA on
dropout. Sharf et al (2010) included 11 studies of individual psychotherapy outcomes
published between 1990 and 2006. They found a moderately strong relationship (Cohen,
1988) between TA and dropout (d = .55). Swift and Greenberg (2012) conducted a
comprehensive meta-analysis of 669 studies reporting dropout rates and outcomes in adult
psychotherapy, published between 1990 and 2010. They used meta-analytic techniques and
a search strategy which combined electronic searches and hand searches of the references
of other reviews and meta-analyses of psychotherapy outcome in general as well as studies
of dropout specifically. However, Swift and Greenberg did not include the influence of TA on
dropout in their analysis. Given that it has now been over ten years since Sharf’'s meta-
analysis, during which time dropout and TA have continued to be active areas of research, a
further analysis of the link between TA and dropout is warranted. Importantly, in 2008 the
American Psychological Association (APA) recommended that dropout should be reported
routinely in all outcome studies of psychotherapy, increasing the likelihood that an increased

sample of studies could be found to review and learn from.

1.4 Review question(s)
1. How strong is the TA-dropout relationship in psychotherapy with adults?

2. Does the source of the TA rating (patient, therapist or observer) affect the strength of
the relationship between dropout and TA reported?

3. What is the average dropout rate reported in studies which also measured TA?

1.5 Aim of current review

This review aims to provide an update to previous estimates of the link between the TA and
dropout rates in individual psychotherapy with adult patients. The identified studies will be
critically appraised using the Quality Assessment Tool for Quantitative Studies (National

Collaborating Centre for Methods and Tools, 2008).
14



2 Method

Electronic searches were conducted on four databases, Medline, HMIC, PsycINFO and
CINAHL using the Health Databases Advanced Search system (National Institute for Health

and Care Excellence, )

2.1 Search Criteria

A search term (see Appendix A) was designed to identify studies which reported TA and
dropout. Synonyms for dropout used were premature termination, early termination,
unilateral termination, attrition, drop out, drop-out and dropout. The terms alliance and
therapeutic or therapy relationship were used to identify TA. Publications prior to 2006 were
excluded to prevent overlap with Sharf et al’'s (2010) review. The searches for this review

covered studies published from January 2007 to December 2019.

2.2 Inclusion Criteria
1. Empirical studies of individual, face-to-face psychotherapy with adults diagnosed

with, or treated for any mental health condition, in both controlled trials reporting
dropout rates and naturalistic/observational reports of dropout rates in routine clinical
practice.

2. Psychotherapy interventions can be of any modality, rather than analogue studies
(i.e. those using students or community samples without presenting problems rather
than patients presenting and/or referred for treatment).

3. Studies published from December 2006 onwards in peer reviewed journals.

4. Studies published in English.

5. Studies which report a measure of therapeutic, working or helping alliance and
dropout rate and that link TA and dropout, or allow this to be calculated.

6. Studies that report the definition of dropout used, as dropout rate varies based on

definition (Swift & Greenberg, 2012)
15



2.3 Procedure

The results of the four electronic searches were transferred to the review management
software, Rayyan (Ouzzani et al., 2016) with a total of 1544 articles found. Duplicates were
removed and the articles’ titles and abstracts were reviewed for eligibility. Where eligibility
could not be determined from the abstract the full text article was reviewed. Reasons for
exclusion were recorded in Rayyan and are shown in Figure 1. This led to a final sample of

17 articles eligible to be included in the review.

2.4 Calculation of effect sizes

Where necessary, effect sizes were calculated using the Cochrane Collaboration’s Effect

size calculator (Wilson, n.d.).

16



Figure 1: Study Selection Process

Studies during review process
Date 2006 - 2019
n=5

(HMIC, PsycINFO, Medline CINAHL)
Date: 2006 - 2019

Studies identified from Database searches
n=1539

Studies following deduplication
Date 2006 - 2019
n=1544

Duplicates Removed
n=0663

Reasons for exclusion (multiple

reasons could apply)
Studies following deduplication | Non-psychotherapy = 573

Date 2006 - 2019 Non-adult = 34
n =881 Non-individual = 59
Review/Background article = 63
Unpublished = 44
Drug/Alcohol Treatment = 29
Ineligible design = 27
Case study/series = 27
Internet/fielephone therapy = 25
No alliance dropout link = 13
Non-English Language = 12
No dropout measure = 4
No effect size =4
Animal assisted therapy = 3
Study Protocol = 2

Studies included in review
n=17
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3 Results

Table 1: Characteristics of Included Studies

Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
Armow et  USA CBASP RCT Chronic 451 (CBASP 12 weeks Did not complete 23% WAI-S (s3- P Drop-outs had lower TA d=-
al. (2007) (D,M) Depression & Combined 12-week CBASP, 4) than completers. No 2474
(CBASP & programme 21% difference in early (calculat
pharmacothe Combined treatment response ed)
rapy) ) between drop-outs and

completers.

2 Number of people who completed and dropped out of treatment, excluding those who had missing data, dropped out of the study or did not begin treatment.

3 Swift and Greenberg (2010) definition number

18



Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
Saatsiet UK CBT (D-CP)  Naturalist MDD 97 12-20s Failed to complete 24.7% CALPAS P Overall TA was d=-
al. (2007) ic agreed length of (every significantly higher in the ~ 0.5203
prospecti treatment (1) session) or completer group whilst (calculat
ve ARM (1-3, early alliance didn’t differ  ed)
7&12) between completion

status. Higher TA was
associated with better
clinical outcome for
completers but not

dropouts.
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Westmac
ott et al.

(2010)

Canad

a

CBT 69.9%,
Experiential
(15.7%),
Interpersonal
14.5% (D -

TCPs)

Naturalist
ic
prospecti

ve

Anxiety
(36%),
Depression
(31%),
Relationship
s problems
(29%),
Sexual

Abuse

(11%), Anger

Management

(10%)

83

9.7s, 20.8s

completers

20

Unilateral by
patient [based on
dyad opinion,
disagreeing dyads

excluded] (other)

37.3%

WAI-S

(session 3)

PT

Unilateral terminating
patients (UTC) rated
alliance lower than
mutual terminators
(MTC). Therapist of
UTCs only partially aware
of patient dissatisfaction.
MTCs more likely to rate
that they had
accomplished what they
wanted to (Goals). “Felt
therapy was going
nowhere so ended
therapy,” was rated more
highly by UTCs than by

their therapists.

=-53

(calculat
ed
based
on
patient’s
rating of

alliance)



Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
Owen et USA Integrative —  Naturalist Mixed — not 332 5 (median)  Patient initiated 30.4% WAI-SR P UTCs reported lower d=-46
al. psychodyna ic, specified unilateral (3) (no alliances than MTCs and
(2012a) mic/CBT/Rel  retrospec timepoint also lower well-being).
ational/Syste tive stated) Therapists varied on the
mic/Cultural (H&G overall rate of UTCs and
(D & T-D) 2006) also the proportion of

racial and ethnic minority
REM to white majority
patients but not in any
consistent way. REM
patients were more likely
to rate themselves as

UTCs.
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Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect

(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
Wnuk et Canad DBT, Genera RCT BPD 180 1 year Four consecutive  38.3% WAI-S P Regression showed d=-12.
al. (2013) a Psychiatric (further (mean 31s  missed sessions (session dropouts had lower
Management analysis DBT, 32s (2) preceding therapeutic alliance than
article) GPM) drop-out) completers. They did not
(T&K) differ on age, gender,

treatment condition,
substance abuse, anger

or impulsivity.

Prom et Peru Cognitive, Naturalist Mixed, 60 Not given Not attending 41.6% WAI (s1) P Clinician ratings of TA Overall
al. (2014) systemic, ic unspecified second sessions (Spanish differed between =-60
behavioural, within 3 months translation) dropouts and completers  (Tasks d
interpersonal 3) (Santibafie on all subscales. Patient = -.55,
, CBT & rating of TA did not differ ~ Goals d
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Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
Gestalt z, 2003) between those who =-0.62,
(average 5.8 returned for a second Bond d
years active session and those who =-.62)
delivery of did not.
therapy, 6 (calculat
CP, 4 MD) ed)
McEvoy Australi  Non- Non- (Unipolar) 84 11.1(6.9) Non-mutually 35.5% HAg-II (2, P Completers had higher =-55
etal. a manualised Randomi  Anxiety agreed final) alliance scores at session {session
(2014) CBT (M/D sed trial (54%) or termination (3) 2 than dropouts. Those 2}
level - CP & Depression with higher early TA did (reporte
TCP) (46%) not have better d)
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Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
and depression
measures than
completers with lower TA.
Lopeset Portug CBT, Controlle  Depression 63 20 Unilateral 36.5% WAI (s4) P TA did not differ between d =
al, (2014) al Narrative d Trial sessions termination (3) completers and dropouts.  0.019.
Therapy (alternate Dropout was higher in the
(NT) allocation NT group.
to Pharmacotherapy and
treatment absence of co-morbid
s) anxiety symptoms

decreased the risk of

drop-out.
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Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
Kegel & Switzer Integrative Naturalist Mixed, 296 Mean 20.2  Non-completion of 57.1% BPSR-P P Lower levels of d=-.31
land CBT (M) ic specified post therapy therapeutic alliance in the  (intercep
Fluckiger assessment dropout group compared  t)
(2015) (36.1% battery (other) to completers. (reporte
Anxiety, d)
23.8%
Mood, 19.7
Other
diagnoses)
Haug et Norway CBT RT Anxiety 82 12 Non-completion of 20.7% WAI-S(s3 O Lower TA scores late in s3,r=
(Social post treatment treatment was
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Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
al. (2016) Anxiety and assessments & 8) significantly correlated .03
Panic (other) with dropout (r = -.35, p=
Disorder) 02). High TA was s8,r=-
[first session predictive of better self- 39
dropouts and reported outcomes. TA
those who never was not correlated with (reporte
started were prior symptom d)
excluded| improvement. Low early
TA was only weakly
correlated to dropout (r
=.03) in the opposite
direction.
Cooperet USA CTin RT Depression 178 Up to 42 Left study after 11.9% WAI-S (s1- O Higher TA predicted a d=1.01
al. combination being randomised 3) reduced risk of dropout. (d
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dropout. High TA was

Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
(2016) with months and before (T&K1989) Use of behavioural reported
pharmacothe meeting remission methods and homework by
rapy criteria but not also reduced the risk of Flickige
including those drop-out whilst retal,
(1MD, 1 NF, withdrawn (5) negotiating and 2018)
7 D-CP) structuring techniques
increased the risk. Older
patients and those on
higher doses of ADM
were less likely to drop-
out
Jordanet UK SSCM, IPT, RT Anorexia 56 20s Premature 37.5% VTAS-R (0] Low TA in sessions 1-5 d=-67
al. (2017) CBT (D - Nervosa termination (s1-5) was associated with (reporte



Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
CP) [<15/20s] (1) significantly correlated d)
with high therapy process
rating totals.
Gibbons USA Cognitive Secondar MDD 237 CT6s Very Early Overall WAI (s2) P Agreement on Tasks was P1,d =-
et al. Therapy y (mean), DT  Termination [VET]  79%. the strongest predictor of  .112
(2019) (CT), Analysis 7s (mean)  1s, Premature drop-out amongst both
Supportive of [P1] 2-6s, VET = Premature Termination P2d=-
Expressive Effective Premature [P2] 7- 27%, P1= groups (P1 & P2). Other 279
0, _
Dynamic ness Trial 11s, Treatment 29%, P2= domains (goals and
23 (Odds
Psychothera  (in Completions [TC] ) bond) were not reported
Ratio
py (DT), Mor communi 12-16s as predictive of drop-out
TC = 21%, converte
higher ty MH in this model.
@) (17% for dtod,
degree. setting) Subthreshold psychotic
CT, 25% (Borenst
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Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
for DT) physical health, and low ein et al,
ratings of ‘treatment 2009)
sensibility’ were also
predictors of drop-out.
Trauma history was
associated with higher
drop-out in CT.
Busmann  Swizerl Inpatient Naturalist Personality 132 80 days Leaving hospital 28% STAR (4 PT Therapist rating of global HR =
et al. and Treatment ic Disorders before 80" day (2) time points alliance and all the sub- 0.31
(2019) for - day 7-15, scales were statistically
Personality 25-35, 50— significant predictors of (reporte
Disorders 60, 80-90) dropout. Low therapist d)

rating of ‘self-functioning’
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Study

Origin

Therapy
(Therapist
Training

Level)

Design

Presenting
Problem/

Diagnosis

Number of

Participants?

Time in

Treatment/

Number of

Sessions

(s)

Dropout definition ~ Dropout
(S&G, 2012 Rate
definition

number)?

Alliance
Measure

(Timepoint)

Alliance

Rater

Alliance-Dropout

finding(s)

Effect
size
estimate
alliance-

dropout

was also predictive of
drop-out. Patient rated TA
was not predictive, nor
were subtype of PD,
symptom severity or

demographic variables.
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Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect

(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
Anderson USA Outpatient Epidemio  Mixed 278 Not given Unilateral 55% WAI-SR P Higher TA and therapist r=-35
et al. Psychologic  logical (anxiety termination by (retrospecti being rated as more
(2019) al Therapy Survey (28.1%), patient without ve) ‘culturally competent’ (reporte
depression discussion (3) both led to a lower d)
(32.0%), likelihood of premature
relationship termination. The
problems termination reason
(12.4%), ‘Dissatisfaction with
“other” therapy’ was associated
(27.5%)) with lower TA than other

reasons such as problem
improvement or lack of

motivation.
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Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
Al-Jabari  USA Psychothera  Naturalist Mixed, 524 24.04s Objective; patient  Objective WAI-SR P TA distinguished between  Wald
et al. py (D-TCP) ic unspecified (Mutual remained above 69.9%, (first score mutual and premature statistic -
(2019) terminators  clinical cut-off on Subjective  used if terminators (subjective) 7.35,p
), 8.23 outcome 63.2% administer but was not predictive of .01, (B) -
(Premature  measure. (5) ed multiple objective classification.
terminators  Subjective; times)) 0.05, SE
) therapist 0.02,
determined as Exp(B) -
premature. (4) 1.05,
Eubanks  USA CBT Rating Mixed, 42 30 Unilateral Not WAI-SR PT Therapist ratings of TA =-76
etal. Scale unspecified termination (3) applicable  (s6) for completers were
(2019) Validatio (selected higher than for dropouts

and this was statistically
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Study Origin Therapy Design Presenting Number of Time in Dropout definition ~ Dropout Alliance Alliance  Alliance-Dropout Effect
(Therapist Problem/ Participants®  Treatment/  (S&G, 2012 Rate Measure Rater finding(s) size
Training Diagnosis Number of  definition (Timepoint) estimate
Level) Sessions number)? alliance-
(s) dropout
n Study sample) significant. Patient ratings

of TA were higher for
completers than dropouts
and approached
significance (p = .052).
Therapist rated TA was
also correlated with

confrontation ruptures.

Key: M = Masters, D = Doctorate, T.. = Trainee, CP Clinical Psychologist, MD = Medical Doctor, NP = Nurse Practitioner, s = sessions, , SSCM = Specialist Supportive Clinical Management, IPT
= Interpersonal Psychotherapy, PP = Psychodynamic Psychotherapy, SFT= Schema Focused Therapy, TFP = Transference Focused Psychotherapy, pharma = pharmacotherapy (psychotropic
medication), CBASP = Cognitive Behavioural Analysis System of Psychotherapy, CBT = Cognitive Behavioural Therapy, CT = Cognitive Therapy, DBT = Dialectical Behavioural Therapy, DT=
Dynamic Psychotherapy, MDD = Major Depressive Disorder, WAI = Working Alliance Inventory, WAI-S = WAI Short form, WAI-SR = WAI Short Revised, CALPAS = California Psychotherapy
Alliance Scale, ARM = Agnew Relationship Measure, HAg-Il = Helping Alliance Questionnaire, VTAS-R = Vanderbilt Therapeutic Alliance Scale, BPSR-P = Bern Post-Session Report for
Patients, STAR-P Scale to Assess the Therapeutic Relationships, Patient versions (STAR-P), P = Patient, T = Therapist, O = Observer, HR = Hazard Ratio
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3.1 Characteristics of studies

3.1.1 Interventions

The studies reported that the patients were treated with the Cognitive Behavioural Analysis
System of Psychotherapy (CBASP), Cognitive Behavioural Therapy (CBT), Experiential
Psychotherapy, Interpersonal Psychotherapy, Integrative Psychotherapy, Dialectical
Behaviour Therapy, Systemic Therapy, Integrative CBT, Cognitive Therapy (CT), CT
combined with pharmacotherapy and Specialist Supportive Clinical Management (SSCM) for

Anorexia Nervosa (see Table 1: Characteristics of Included Studies).

3.1.2 Participant Demographics

Sixteen of the seventeen studies were conducted in the USA and Western European

countries, with the remining study being conducted in South America (Prom et al., 2014)

3.1.3 Therapeutic Alliance measures

The most common TA measure was the Working Alliance Inventory ((Horvath et al., 2011),
its Spanish translation (Santibafez, 2003) and its short versions, the Working Alliance
Inventory — Short (WAI-S (Tracey & Kokotovic, 1989) and the Working Alliance Inventory —
Short Revised (WAI — SR (Hatcher & Gillaspy, 2006)) which were used in three and nine
studies respectively. The California Psychotherapy Alliance Scale (CALPAS (Gaston &
Marmar, 1994)), and the Agnew Relationship Measure (ARM (Agnew-Davies et al., 1998)
were both used in the same study (Saatsi et al., 2007). The Helping Alliance Questionnaire
(HAg-1l (Luborsky et al., 1996), the revised Vanderbilt Therapeutic Alliance Scale (VTAS-R
(Diamond et al., 1996)), the Bern Post-Session Report for Patients Short Form 2000 (BPSR-
P, (Fluckiger et al., 2010)) and the German language translation of the Scale to Assess the
Therapeutic Relationships, Patient and Clinician versions (STAR-P & C (McGuire-Snieckus
et al., 2007; Gairing et al., 2011) were all used in a single study as shown in table 3. The

characteristics of the measures are described below.
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3.1.4 Working Alliance Inventory (WAI)
The Working Alliance Inventory (Horvath & Greenberg, 1989) follows Bordin’s three-part

definition of the alliance with subscales for strength of the bond between therapist and
patient, agreement on the goals of therapy and agreement on the tasks of therapy. The 36-
item version has 12 questions on each domain while the short versions both have 4 items on
each. Along with the short forms it has previously been reported to be the most widely
adopted tool for assessing TA (Ardito & Rabellino, 2011; Elvins & Green, 2008), as was the

case in this review.

1.1.1 California Psychotherapy Alliance Scale (CALPAS)
The CALPAS (Marmar et al., 1989) has 24 items in four subscales based on Gaston’s

conceptualisation of the alliance. The scale separates therapeutic alliance and working
alliance. Therapeutic alliance (scale named ‘Patient Commitment’) is based on the patient’s
emotional attachment to the therapist whereas working alliance (‘Patient Working Capacity’)
captures collaboration between the therapist and patient. The other dimensions are
‘therapist’s understanding and involvement’ and ‘patient-therapist agreement on goals and
strategies. It has been suggested that the first two dimensions of the CALPAS are based on
the psychodynamic concepts which were the origin of the alliance concept while the latter
two align with Bordin’s (1979) later pan-theoretical conceptualisation (Ardito & Rabellino,

2011).

3.1.5 Penn Helping Alliance Questionnaire Revised (HAq-Il)

The Penn Helping Alliance Questionnaire (revised) (Luborsky et al., 1996) is a 19-item
patient self-report measure based on Luborsky’s two types of alliance sign. Type 1 signs are
indications of the patient experiencing the therapist as helpful and type 2 signs are those of
collaborative treatment process. Luborsky et al (1996) reported convergent validity with the
CALPAS with correlations of between r = .59 and .69 (patient version) and r = .75 to .79 for

the therapist versions.
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3.1.6 Vanderbilt Therapeutic Alliance Scale — Revised (VTAS-R)

The VTAS-R (Diamond et al., 1996) is an observer-rated scale with 24-items drawn from the
44 used in the original VTAS (Hartley & Strupp, 1983) which was in turn based on Orlinsky
and Howard’s (1975) psychodynamic conceptualisation of the alliance. Elvins and Green
(2008) suggest that the VTAS is focused more on the patient’s contribution to the alliance.
The developers report the scale to have good internal consistency (Cronbach’s alpha = .93
to .96) and inter-rater reliability (Intra-Class Correlation (ICC) = .80 to .93) in a sample of
adolescents with substance misuse difficulties and their families. Patient alliance rating has
been reported to be more predictive of outcome than the therapist’s rating (Krupnick et al.,

1996).

3.1.7 Agnew Relationship Measure (ARM)

The ARM (Agnew-Davies et al., 1998) has therapist and patient versions, each with 28
questions and covers bond (6 items), partnership — joint working on therapeutic tasks (4
items), confidence (7 items), openness (5 items) and patient initiative (4 items) with the two
remaining items not included in any of the scales. In this sense it attempts to cover
dimensions that span across the various conceptualisations of the alliance while removing
items relating to early change and specific therapeutic techniques. The developers selected
items from earlier scales (CALPAS, HAqg-Il & WAI) but excluded items which referred to

therapeutic techniques or which addressed early therapeutic change.

1.1.2 Bern Post Session Report - Patient Version

TA, termed ‘Global Alliance’ forms a small part of the patient version of the BPSR (BPSR-P)
with three questions forming the subscale within a more general ‘post-session’ report. The
developers of the tool report validity and reliability of the measure and correlations between
the patient and therapist perspectives (Fllckiger et al., 2010). However, elements of the
other experiential subscales in the BPSR-P (self-esteem, mastery and clarification

experiences) could potentially map on to the agreement on to other dimensions of the
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alliance conceptualisations in other scales.

3.1.8 The Scale to Assess Therapeutic Relationships in Community Mental Health
(STAR)

The STAR (McGuire-Snieckus et al., 2007) was designed to measure the strength of the
therapeutic relationship in community psychiatric treatment rather than in psychotherapy
specifically, drawing on items used in nine earlier scales (including the WAI, CALPAS) as
well as adding new items. The patient and clinician versions have 12 questions each. Both
versions share two subscales, ‘Positive Collaboration’ (7 items for clinician, 6 for patient) and
‘Positive Clinician Input’ (3 items) and the clinician version’s third scale is ‘Emotional
Difficulties’ (3 items) while the patient version has ‘Non-Supportive Clinician Input’ which
includes items consistent with clinician input which the patient finds unhelpful. The authors of
the German translation (Gairing et al., 2011) used by the study in this review noted that
although the validity of the translation was confirmed they did not find the same factor
structure reported by the original authors. Instead, all items were highly intercorrelated on a

single component.

3.2 Consistency and reliability

All the rating scales were tested for consistency and inter-rater reliability. Some of the later
scales (ARM, STAR) included items from earlier scales. Earlier scales were also used as a
comparison to test whether the same concept was being measured. Although all the scales
are divided into subscales based on theoretical conceptualisations of the TA, these

subscales have not been consistently demonstrated to be distinct concepts.

3.3 Direction and strength of the link between Therapeutic Alliance and
dropout

Sixteen of the seventeen studies found that the TA was lower for those who dropped out of
therapy (including unilateral terminators) or that lower TA was either predictive of, associated
with or correlated with an increased risk of dropout. The remaining study which was with

people treated for major depressive disorder, (Lopes et al., 2015) reported that TA was not
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higher in those who mutually terminated therapy than in those who unilaterally terminated,
with slightly higher ratings of TA early in therapy (session 4/20) for unilateral terminators
although this difference was not significant. In addition, several other factors previously
associated with an increased risk of dropout were also not predictive in their sample (i.e. low

socioeconomic status, less education, female patient).

The estimated effect size for the TA:dropout relationship ranged from d = 0.019 (Lopes et al.,
2014), a very small effect (Cohen, 1988) with higher TA increasing the risk of drop out, to d=
-1.01 (higher TA decreased the risk of dropout), a large effect according to Cohen’s criteria
(1988). Busmann et al. (2019) reported the association as a Cox’s proportional hazard ratio

(HR) of 0.3, where values of less than one indicate that higher TA protects against dropout.

3.4 Rate of Dropout

Sixteen studies reported dropout, premature or unilateral termination rates ranging from

11.9% to 79% as shown in Figure 2.

Figure 2: Dropout rates in Naturalistic and Clinical Trial Studies
Droput rates by study type
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The highest rate (79.00%) was reported by Gibbons et al. (2019) in a study in which patients
with depression were randomized to treatment groups (Cognitive Therapy and
Psychodynamic Therapy) and the therapy was conducted in community mental health
clinics. The lowest rate (11.90%) was reported by Cooper et al. (2016) in a trial conducted in
university clinics and university hospital sites, and also examining treatment of depression.
Studies categorised as naturalistic had a slightly higher average rate (42.16%) compared to
those described as clinical trials (35.30%). The average overall dropout rate was 38.73%,
similar to the rate reported by Sharf (2008) of 35.26% (k = 110 studies). Both these figures
are substantially higher than the 19.7% rate calculated by Swift and Greenberg (2012) for
669 studies although the overall range of rates was similarly heterogeneous with a rate of
0% - 74.23%. Eubanks, Lubitz, Muran and Safran (2019) selected a sample to have equal
numbers of dropout and completers which meant that dropout rate could not be meaningfully

compared with the other studies.

1.2 Dropout definitions

Fourteen studies used dropout definitions similar to those identified by Swift and Greenberg
(2012) (see Table 2) and three studies used different definitions. Two of these defined drop-
out as failure to complete the post-treatment measurement battery (Haug et al., 2016; Kegel
& Fluckiger, 2015) and one used a patient-initiated dropout definition but only including those
dyads which agreed that this had been the case (Westmacott et al., 2010). Al-Jabari et al
(2019) compared an objective definition of dropout based on clinical improvement (69.9%),
and a subjective measure based on therapists’ judgment (63.2%), finding that despite these
apparently similar overall rates only around a third of patients had dropped out according to
both definitions, adding to Hatchett and Park’s (2003) findings on how the dropout rate

varies depending on definition.
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Table 2: Dropout Definitions

Dropout Definition (Swift & Greenberg,
2012)

Number of studies adopting

Attending fewer than the specified number

of sessions

Failure to complete the treatment protocol

Failure to attend a further scheduled

session

Therapist judgment

Terminating before achieving reliable

change

Other definitions

1*

2*

(2 Failure to complete Post-treatment
battery, 1 dyad agreed UTC)

* Al-Jabari et al. (2019) reported definitions 4 and 5.

3.5 Source of rating and strength of Therapeutic Alliance to Dropout

link

Ten studies reported the strength of TA based on patient ratings only. Four studies used
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patient and therapist ratings, and the remaining three used observer ratings only. Of the four
studies which analysed both therapist and patient ratings, three found a relationship between
the lower therapist ratings of the alliance and dropout but no relationship for patient ratings
(Busmann et al., 2019; Prom et al., 2014; Eubanks, Catherine F. et al., 2019). The other
study (Westmacott et al., 2010) found that both therapists and patients rated TA higher in

mutual termination dyads than in unilateral termination dyads.

Figure 3: Graph showing estimated effect sizes (d or r converted to d) by study and
source of rating

Graph of Effect Size (Cohen's d) by study, and source of rating
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In fourteen studies reporting effect size in a comparable manner (Cohen’s d or correlations,
r, converted to d), those using observer ratings of TA reported higher estimated effect sizes
than patient and/or therapist rated studies for the relationship between TA and dropout. In
this subset of studies, observer rated studies had a mean effect size of d = -.81 (Haug et al.,
2016 (s8), Cooper et al., (2016), Jordan et al., 2017) whereas those using patient and
therapist ratings had an average effect size of d = - .38. Busmann et al., (2019) reported the
link between TA and dropout as a Hazard Ratio (HR) of 0.31, with an HR < 1 indicating a

reduction in risk of dropout with increased TA.
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3.6 Target problem

Target problems included; depression, described as unipolar depression, major depressive
disorder or chronic depression; anxiety, described as unipolar anxiety or anxiety; borderline
personality disorder (2); Anorexia Nervosa, relationship problems; sexual abuse; anger
management; or mixed problems. Mixed problems could denote either that patients
experienced multiple problems or that the sample comprised patients experiencing different
difficulties. In some studies, multiple psychiatric diagnoses were provided to indicate target
or primary problems (mixed, specified) and any co-morbid problems whilst in others formal

diagnoses were not given (mixed, unspecified).

3.7 Timing of Therapeutic Alliance Measurement

Studies varied in the frequency of TA measurement from measuring after every session to
only measuring at one time point. Seven studies measured the therapeutic alliance once,
three studies measured it twice, four studies measured TA from 3-5 times and three studies
used ratings taken every session. Two studies did not make clear when the TA was

measured but one of these stated that the earliest available rating was used.

3.8 Quality of Included Studies

The quality assessment tool for quantitative studies (National Collaborating Centre for
Methods and Tools, 2008) was used to assess the quality of the studies due to the flexibility
it allowed to consider both clinical trials and naturalistic studies. The rating guidance was
adapted to take account of the interventions and this review’s aims whereas the original
guidance was primarily for permitting comparisons of interventions. In particular, studies
were not marked as weak on (F) Withdrawals and Dropouts purely for having a high dropout
rate and greater weight was instead given to whether reasons for dropout were also

reported. The quality ratings are summarised in Table 3.
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Table 3: Summary of Quality Assessment Tool Results

First Author Selection Study Confound Blinding Data Withdrawals Intervention Intervention Statistical Intention Global
(Date) Bias Design Control Collection and Integrity Consistency Methods to Treat Rating
Method dropouts measured Analysis?

Arnow mod mod strong weak strong mod >80% no yes yes mod
(2007)

Saatsi mod mod strong mod strong mod >80% no yes yes strong
(2007)

Westmacott mod mod strong weak strong mod >80% no yes yes mod
(2010)

Owen mod mod mod weak strong mod >80% no yes yes mod
(2012)
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First Author Selection Study Confound Blinding Data Withdrawals Intervention Intervention Statistical Intention Global
(Date) Bias Design Control Collection and Integrity Consistency Methods to Treat Rating
Method dropouts measured Analysis?

Wnuk strong strong  strong weak strong mod >80% yes yes yes mod
(2013)

McEvoy strong weak  strong mod strong mod >80% no yes can'ttell mod
(2013)

Lopes mod strong  strong strong  strong mod >80% yes yes yes strong
(2014)

Prom strong mod strong mod strong weak >80% no yes can'ttell mod
(2014)

Kegel mod mod strong strong  strong weak >80% no yes can'ttell mod
(2014)
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First Author Selection Study Confound Blinding Data Withdrawals Intervention Intervention Statistical Intention Global

(Date) Bias Design Control Collection and Integrity Consistency Methods to Treat Rating
Method dropouts measured Analysis?
Haug mod strong mod weak strong mod >80% yes yes yes mod
(2016)
Cooper mod mod strong mod strong strong >80% yes yes can'ttell mod
(2016)
Jordan mod strong weak weak strong mod >60% yes yes yes mod
(2017)
Gibbons mod mod strong strong  strong weak >80% yes yes yes mod
(2019)
Anderson weak mod NA mod weak mod >80% no yes NA weak
(2019)
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First Author Selection Study Confound Blinding Data Withdrawals Intervention Intervention Statistical Intention Global
(Date) Bias Design Control Collection and Integrity Consistency Methods to Treat Rating
Method dropouts measured Analysis?

Eubanks mod mod strong strong  strong NA >80% yes yes NA strong
(2019)

Busmann mod mod NA weak strong mod >80% can't tell yes yes mod
(2019)

Al-Jabari mod mod strong mod strong strong >80% no yes NA strong
(2019)
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Only three of the studies recorded the reasons for patients dropping out, potentially
conflating different reasons for patients discontinuing, for example ‘moving area’ with
‘dissatisfaction with therapy’ or ‘clinical deterioration’. Frequently this design decision was
pragmatic: those who do not return are either unable or less likely to complete further
questionnaires. Further, resources to pursue completion of questionnaires may not be

available and patients who have left or completed therapy may be unwilling.

4 Discussion

Sixteen of the seventeen studies included in this review found that TA as rated by a trained
observer or the patient and/or the therapist is linked with premature or unilateral termination
or an increased risk of the same, while one study (Lopes et al., 2015) reported slightly higher
TA in those who did not complete therapy and this difference was not statistically significant.
The studies included covered a range of presenting problems and psychological treatments
in clinical trials and ‘routine’ psychotherapy practice. The effect size for the link between TA
and dropout ranged from very small to large (d = -1.01, Cohen 1988). As in previous

reviews, dropout rates varied widely.

The majority of studies only measured the alliance early in therapy meaning that changes in
the strength of the alliance over time could not be examined, and few studies could compare
‘early’ and ‘late’ TA with respect to dropout. Nonetheless, this review further demonstrated
the link between TA and dropout, as well as the high variability between the rates and effect
sizes that have characterised previous reviews. Only three studies used observer rated
measures of the alliance and these all demonstrated moderate effect sizes It has been noted
that observer ratings require a much greater commitment of research time and expenditure
for training and analysis than therapist and patient post session ratings. On the other hand,
patient ratings have been suggested to be more stable and therefore possibly less sensitive

to changes and may partially represent patient characteristics or traits rather than TA.
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Many of the studies were ‘secondary analyses’ further to primary articles examining the
effectiveness of interventions. Without these analyses the literature on dropout would be
reduced but nonetheless there is a downside in that they may be more likely to infer dropout
from other data or lack thereof (e.g. due to failure to complete final questionnaires) and be
unable to distinguish between different reasons for dropping out. It could be that inferring
dropout from lack of data overestimates the dropout rate by including people who completed
therapy but did not complete these measures. Similarly, design decisions in the ‘primary’
studies, particularly frequency and sources of measurement of outcome and TA significantly
impact on the ability to determine if patients who dropped out had improved, remained the
same or deteriorated and whether the TA was strengthening, weakening or if a sudden
change had occurred during session. Routine monitoring of TA at regular points throughout
treatment could increase the likelihood that deteriorations in TA are captured. Other methods
of increasing the sensitivity of TA ratings by patients and therapists could be explored, as
well as a hybrid system, using patient and therapist ratings as a basis for observer ratings
thereby focusing the analysis and reducing the amount of observers time required. Although
TA has been shown to not simply be an epiphenomenon of overall outcome, the links
between the two remain complex, particularly given that patients and therapists are often the
source of ratings for both measures. Alliance observer ratings introduce a degree of
independence, being less likely to be influenced by other factors, particularly when blinded to
eventual dropout and overall outcome. Measuring outcome at a follow-up time point after the
end of therapy or using assessments by third parties (such as researchers, friends and
family or other clinicians, e.g. care coordinators or GPs) could also provide context or a

second rating for this measurement.

Monitoring patients’ progress throughout therapy with routine outcome monitoring provides
one measure that can be used to operationalise termination. Patient who have recovered or
are improving can be distinguished from those who do not improve or deteriorate and stop

attending. Adopting these modifications in studies has the potential to deepen our
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understanding of discontinuation and to inform approaches to provide early detection of the

risk of discontinuation and, where possible and appropriate, address it.

The appropriate interventions might depend on the patient’s progress during therapy, the
strength of the TA and identification of events which may have damaged it and any other
reasons for wanting to leave therapy. Although each individual's reasons for terminating
therapy may be multifaceted (Westmacott & Hunsley, 2010), a primary reason for
termination of dissatisfaction with treatment is likely to lead to different conclusions than
‘feeling better’, and yet the two will be grouped together by some definitions of dropout,
particularly if outcome monitoring is not available to contextualise. ‘Feeling better’ was the
most frequently reported reason for terminating therapy while ‘dissatisfaction with services’

was associated with lower TA (Westmacott et al., 2010).

4.1 Implications for Future Research and Clinical Practice

Examining the reasons for dropout was not included in the aims of this review. However, it is
evident from the studies that did consider termination reasons that they provide important
context for interpreting dropout rates. Understanding the patient’s reasons for ending therapy
provides some context for investigating the link between TA and dropout and begins to move
beyond the limitation of the definitions used to date which potentially conflate different
reasons for terminating therapy, or rely on the therapist’s judgement which is potentially
biased. Research that combined an objective measure of patient progress through routine
outcome monitoring, regular monitoring of TA and collection of patients’ reasons for
termination would offer the potential to more clearly understand termination and links to TA.
An increase in the audio and video recording of sessions for research and in routine practice
for supervision would provide the opportunity for retrospective assessment of TA using
adapted measures, and examination of any events which may have affected TA. Similarly,
routine outcome assessment at every session provides data on the improvement or

deterioration in symptoms which can contextualise decisions not to return to therapy.
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Patients who terminate prior to the end of a specified treatment or before reaching a defined
level of improvement but consider themselves to be improved or report being satisfied could
be distinguished from those who have not improved, deteriorated or who report

dissatisfaction with therapy. Patients who reported a strong TA but who have objectively not

improved or deteriorated could also be identified and compared to those who improved.

Greater use of observers to rate the alliance and clinical improvement and who are blinded
to other variables such as the patient’s self-report of clinical improvement or intervention
would also strengthen research designs. It is likely that therapists differ in their ability to
foster TA across patients and/or with specific patients based on a variety of demographic

and interpersonal factors (Baldwin & Imel, 2013).

Using strategies to improve TA and training therapists in these has been recommended as a
means of improving retention and patient outcomes for many years (Safran, Jeremy &
Segal, 1996). Future research into ‘alliance focused therapy’ and similar approaches could
explore whether these approaches improve the retention of patients in therapy, with some

initial evidence suggesting a reduction in dropout (Muran et al., 2005).

4.2 Limitations of the review

The quality of the included studies was mixed with the majority being assessed to have
strong to moderate quality. Examining the link between dropout and TA was often a
secondary aim of the studies and in many cases details of this and consideration of other
factors affecting dropout were not considered. Study selection, data extraction and quality
assessment were all conducted by a single rater. Using a second rater for these steps could
reduce the possibility of extraction errors and increase confidence in the selection of studies

and the quality ratings.

The review used a systematic approach without meta-analysis of the effect sizes due to the

small number of studies in each group (rating source and alliance measure). If a larger
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number of studies had been identified a meta-analytic estimate of effect size across studies
would have provided a useful statistic to summarise the relationship between TA and

dropout.

The majority of studies were from the UK, Europe, and the USA, and this was potentially
influenced due to reviewing publications in English. It was not possible to differentiate
between therapy services which were paid for privately by the individual or insurance
policies and those which were provided free at the point of service in national health systems

or as part of the research endeavour itself.
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Paper B Abstract

Objective: This study aimed to validate a previously developed model of using session-by-
session feedback to facilitate the identification of ruptures in the therapeutic alliance and
assist the process of rupture resolution.

Method: The validation phase of a task-analytic design was employed. Participants were
therapist patient dyads in community psychotherapy services in the UK.

Results: Dyads completed the model stages previously identified and model stage
completion was linked to resolution of in-session ruptures. Resolution of ruptures was not
found to link to session evaluations or to overall therapeutic outcome for patients.

Conclusions: Results suggest that session-by-session feedback can be used by dyads to
identify ruptures and resolve ruptures. However, no links were found between rupture
resolution and patient or therapist session evaluations or overall patient outcomes. The
limitations of this study, clinical implications and ideas for future research are discussed.

Keywords: Task analysis; session-by-session feedback; therapeutic alliance, ruptures.

Clinical or Methodological Significance of this Article

This study demonstrates that therapists and patients can use a brief formal feedback tool to
help them identify and attempt to resolve ruptures in the Therapeutic Alliance. Therapists
and patients completed the same steps as identified in a model previously developed and
completion of more model stages was linked to higher ratings of rupture resolution. However,
rupture resolution did not link to the ‘helpfulness’ of the session or overall patient outcomes.
The model could provide a useful tool for training therapists in eliciting feedback with
patients and resolving any strains or ruptures identified. This method could be used to
determine whether the model stages are also found in psychotherapy feedback procedures
and to examine whether further training and experience in the feedback and repair process

improves patient outcomes.
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1 Introduction

1.1 Psychotherapy Process Research

Psychotherapy process research approaches have been suggested as a means of
identifying the processes ongoing within treatment in order to understand the relationship
between the elements of psychotherapeutic interventions and the outcomes for patients
which result from them. Llewelyn and Hardy (2001) suggested there are three types of
psychotherapy process research, (1) exploratory studies which describe processes, (2)
hypothesis testing studies which examine the links between processes and outcome, and (3)
theory development which links processes to theories of therapeutic change. One
particularly important aspect of the psychotherapeutic process (and its research) is the
relationship between the therapist and patient. Each of the three approaches identified by
Llewelyn & Hardy (2001) can be used to describe, conceptualise and examine the
importance of the relationship for patient outcomes. The focus of this piece of psychotherapy
process research will be on unpacking exactly how the therapeutic relationship is linked to

patient outcome.

1.2 The Therapeutic Alliance

The relationship between the therapist and patient was identified as an important element of
psychotherapy early in the development of psychoanalysis by Freud (Ardito & Rabellino,
2011). The concept of the therapeutic alliance (TA) was developed by Sterba (1934), and
later Zetzel (1956), within the psychoanalytic tradition. Bordin (1979) later extended the
concept to other therapeutic models. He defined the alliance as having three elements;
agreement on the goals of therapy, agreement on the task or approach to achieving the
goals, and the development of a bond between the therapist and patient.(Duncan et al.,

2003)
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1.2.1 Therapeutic Alliance and Outcome

TA has been found to be a moderate predictor of psychotherapy outcome, and this has been
demonstrated consistently. In a meta-analysis of 295 studies, Fllckiger, Del Re, Wampold,
and Horvath (2018) calculated the estimated effect size to be r = 0.278 (= d = .579), a
moderate effect (Cohen, 1988), with alliance predicting 8% of the variance in treatment
outcome. Importantly, this link was demonstrated across psychotherapy approaches and
most presenting problems, with smaller effects noted for substance use (r = .14) and eating
disorders (r = .15) and high variability in studies of treatment for Emotionally Unstable
Personality Disorder (r = .32, ranging from r = .00 to r = .78). In contrast to this, neither
therapist adherence to treatment protocols nor competence have been found to be predictive
of outcome (Webb et al., 2010). Despite this modest effect size, because much of the
variance in therapeutic outcomes appears to be due to patient and extra-therapeutic factors,
which are outside the therapist’s control),, the alliance has become an important target for

efforts to improve the effectiveness of psychotherapy.

One concern has been whether the alliance-outcome correlation is an epiphenomenon or
by-product of other processes. For example, it could be a result of patient factors or change
early in treatment, rather than a potentially causal link. Analysis of studies which measure
alliance longitudinally suggest that the correlation remains moderate (r = .22 - .25) after
controlling for potential confounds (Fllckiger et al., 2018), supporting the idea that the

association is not an epiphenomenon.

1.2.2 Measurement of the Therapeutic Alliance

Several instruments have been developed to rate the strength of the alliance. It can be
monitored via the reports of the patient and/or therapist, or by using external observers.
However, given the interpersonal and subjective nature of alliance, evaluations often vary
between raters with therapist and patient ratings showing only low to moderate correlations
(Hersoug et al., 2001). On the other hand, Martin, Garske, and Davis (2000) found that the

strength of the alliance predicted therapeutic outcome and this was not dependent on the
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measure used, the rater (i.e. therapist, patient or external observer), time of assessment, or
treatment type. Fenton, Cecero, Nich, Frankforter, and Carroll (2001) compared six
measures of the therapeutic alliance (California Psychotherapy Alliance Scale (Gaston &
Marmar, 1994), Penn Helping Alliance Rating Scale (Alexander & Luborsky, 1986),
Vanderbilt Therapeutic Alliance Scale (Hartley & Strupp, 1983), and the Working Alliance
Inventory (Observer, Therapist, and Patient versions (Horvath & Greenberg, 1989))) and
found that all ratings by external observers were good predictors of outcome. However, this
was not the case for patient and therapist’s ratings. Horvath et al. (2011) found that patients’
and observers’ ratings of the therapeutic alliance were better predictors of outcome than

therapists’ ratings although the difference between the evaluations was not statistically

significant.

1.2.3 Negative Impact of Poor Therapeutic Alliance

Poor therapeutic alliance has been linked to patient dropout from therapy. Patients who
dropped out rated the therapeutic alliance as being significantly worse than patients who
stayed in therapy (Samstag et al., 1998). Alliance is thus important in relation to outcome but
the picture regarding whose evaluation of the alliance provides the best prediction of

outcome is less clear.

1.3 Ruptures in the Therapeutic Alliance

Safran, Muran and Eubanks-Carter (2011) defined a rupture in the therapeutic alliance as a
tension or breakdown in the collaborative relationship between patient and therapist. These
events may range in severity and intensity, from a minor tension of which one or both
participants may be aware, to major breakdowns in the relationship and the degree of
collaboration and communication between the therapeutic dyad (therapist-patient). The
related concepts of empathic failure (Kohut, 1984), therapeutic impasse (Whitaker et al.,
1950) and misunderstanding events (Hill & Knox, 2009) also describe difficulties in the
therapeutic relationship or process. Ruptures are believed to be common in psychotherapy,
with clients reporting ruptures in 19-42% of sessions, therapists reporting them in 43-56% of
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sessions and trained observers reporting them in 41-100% (Safran et al., 2011). It has thus
been suggested rather than being seen as therapeutic or therapist failures, ruptures can be
viewed not only as common or even ubiquitous occurrences and that the processes by
which they are repaired or resolved may provide important opportunities for change (Kohut,
1984). Therapists may recognise that a rupture has occurred based on various in session
phenomena, for example a patient’s ‘overt expression of negative sentiments’ (Safran et al.,
1990) or because they have noticed the client is not engaging with a task of therapy, and

then take action designed to address and resolve the rupture (Safran et al., 2011).

When patients and their therapists were interviewed about their experience of an unresolved
rupture, they agreed that these frequently followed the introduction of a new perspective on
the patient’s problems and both felt lost and confused during the event (Coutinho et al.,
2009). Therapists had feelings related to their professional roles (of incompetence or not
knowing what to do), whereas clients reported personal feelings of sadness or difficulty
exploring deep and painful topics (Coutinho et al., 2011). This suggests that ruptures may be
most likely to occur at key points in the therapeutic process when difficult topics are being
addressed, and new ways of thinking about them may be introduced. Therapists often
struggle to identify ruptures (Eames & Roth, 2000) and patients report finding it difficult to
provide negative feedback and being afraid of criticising the therapist (Rennie, 1994). Regan
and Hill (1992) found that the majority of things left ‘unsaid’ during sessions were negative
and that therapists guessed only 17% of what patients had not communicated. Further, and
for related reasons, addressing and repairing ruptures may not be straightforward. In one
early study, training therapists in an approach which specifically attended to difficulties in the
relationship led to an increase in instances where the therapist reacted in an unhelpful way
towards the client, termed ‘negative complementarity’ (Strupp, 1993). If, on the other hand,
the therapist can identify that a maladaptive interpersonal cycle is being enacted with the
client and instead facilitate an alternative experience for the patient, this may strengthen the

therapeutic alliance and provide a corrective emotional experience. Rupture repair has been
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found to improve patient outcomes (Strauss et al., 2006), whilst unrepaired ruptures have

been shown to lead to poorer outcomes (McLaughlin et al., 2014).

1.4 Routine Outcome Monitoring and Feedback Systems

Routine Outcome Monitoring in mental health treatment is the regular monitoring of patient’s
response to treatment. It has been suggested as a way of improving the quality and
effectiveness of treatment. Amongst the systems that have been designed for monitoring
patient outcomes during psychotherapy are the Outcome Questionnaire System (0Q,
(Lambert et al., 2004)) and the Partners for Change Outcome Monitoring System (PCOMS,
(Miller et al., 2005)). Both systems incorporate monitoring of the therapeutic alliance. In the
0OQ system the ‘Assessment for Signal Clients’ is triggered when patients are not
progressing as expected and includes assessment of TA as one of the potential barriers to
progress. In the PCOMS system two complementary measures comprising 4 items rated on
visual analogue scales are used in every session. At the beginning of each session the
patient completes the Outcome Rating Scale, rating their wellbeing on four domains
(personal, close interpersonal relationships, broader social functioning and overall). At the
end of each session the patient rates the session on four domains which are based on
Bordin’s conception of the alliance (relationship, goals and topics, approach and overall).
The therapist then explores these ratings through discussion with the patient to check for
any issues in the alliance and to encourage the patient to provide further feedback on these.
This has been termed ‘formal feedback’ because it formalises the process of eliciting
feedback from patients during therapy. The feedback can then be used to respond to the

patient’s queries, modify the therapeutic approach or address difficulties in the bond.

Hannan et al. (2005) showed that formal feedback systems allowed the identification of 85%
of patients who were deteriorating (i.e. symptoms worsening rather than improving) by the
third session of psychotherapy, whereas therapists rarely predicted patient symptom

deterioration (only 0.01% of predictions were for deterioration for 550 patients), despite
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being informed that the historical ‘case-failure’ rate at the clinic was 8%. Only one of the
patients identified as likely to deteriorate by a therapist in fact later did so, whereas in the full
sample, 7.3% of patients identified using formal feedback had deteriorated at the end of

treatment.

1.5 Task Analysis of Psychotherapy Processes

Task analysis is a research approach that seeks to understand how psychotherapy leads to
change by examining, describing processes and then constructing models of how the
therapist-patient dyad performs tasks successfully in therapy (Greenberg & Foerster, 1996;
Greenberg, 2007). The task analytic approach developed within the change events paradigm
(Elliott, 1983), which focuses on the most helpful and hindering change events in
psychotherapy as clinically practiced (Safran et al., 1988). Safran, Crocker, McMain and
Murray (1990) suggested ruptures in the therapeutic alliance are potent change events
because if unresolved they may confirm maladaptive behaviours and beliefs whereas if
addressed and resolved they may disconfirm those beliefs. Ruptures may therefore be
critical change events due to their potential to be either helpful or hindering depending on

how they are responded to by the therapist.

1.6 Rupture Identification and Resolution

A number of models of rupture resolution have been developed through task analyses
covering a variety of therapeutic approaches including Integrative Psychotherapy (Safran &
Muran, 1996), Cognitive Behavioural Therapy (Aspland et al., 2008), Cognitive Analytic
Therapy (Bennett et al., 2006), and Emotion Focused Therapy for Couples (Swank &
Wittenborn, 2013). Each of these models has an explicit first stage involving the therapist
noticing a rupture marker as the trigger for the tasks’ beginning (e.g. stage 1.
Noticing/Registering (Aspland et al., 2008), or this noticing stage is implicit, where a rupture
marker leads either to the therapist’s acknowledgement of the patient’s feelings or the

rupture marker (Bennett et al., 2006; Swank & Wittenborn, 2013) or the therapist focusses
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the patient’s attention on their experience of the marker event (Safran & Muran, 1996). In
their review of repairing alliance ruptures, Safran, Muran and Eubanks-Carter (2011) note

that patient and clinician rated measures can be used as a means of identifying TA ruptures.

Laraway (2015) suggested that formal feedback on the TA, based on the Session Rating
Scale (Duncan et al., 2003) and subsequent discussion, might provide a means of therapist-
patient dyads bringing any ruptures in the TA into their mutual awareness, rather than relying
on the therapist to notice and raise the issue in response to the rupture marker. Laraway
(2015) developed a model of using patient feedback as a basis for identifying and repairing
TA ruptures using the Task Analysis method. This model was based on the theoretical
conceptions of the task described by five experts on TA, rupture repair and formal feedback,

and refined using examples of one therapist performing the task with five patients (5 dyads).

1.7 The Rational-Empirical Model

The Rational Empirical (R-E) model previously developed by Laraway (2015) is shown in

Figure 1. Further detail on the model stages is given in Appendix B.
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Figure 1: Rational-Empirical Model of Formal Feedback
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Given that ruptures occur frequently in psychotherapy and have negative impacts on

outcomes for patients, therapists and the wider health system, tools which could support the

identification and resolution of TA ruptures could have significant benefits of psychotherapy
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outcomes and provision. Therefore, the aim of the current study is to validate the R-E model
(Laraway, 2015) by applying it to a more larger set of clinical performances of the task to
determine whether other dyads follow the model stages during formal feedback and whether
completion of model stages is linked to successful performance of the task. The study will
also examine whether successfully resolving ruptures through the formal feedback process

is linked to better patient outcome.

1.8 Major Research Questions
1. Do dyads follow the components of the R-E Model to repair ruptures when using a

formal session feedback tool?

2. Does completion of the components of the R-E Model by a dyad discriminate be-
tween resolved and unresolved ruptures?

3. Does the degree to which the components of the R-E model are completed correlate
with the perceived helpfulness of sessions and the overall outcome of therapy (as measured

by formal outcome measures and participant self-report)?

1.9 Hypotheses

1. Rupture and resolution events (RRE) containing a greater number of completed

model steps will be more likely to be rated as resolved by independent raters.

2. RREs containing fewer completed model steps will be more likely to be rated as

partially resolved or unresolved.

3. Therapeutic dyads whose sessions are rated as containing resolved ruptures will
have better patient outcomes (measured on the primary outcome measure for that dyad and
the participants’ report of progress) compared to dyads whose sessions are rated as

containing unrepaired ruptures.
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2 Method

2.1 Design

The study used a Task Analytic design (Greenberg, 2007) to examine the process of rupture
identification and repair using formal feedback. The Task Analytic procedure can be
separated into two main phases, a discovery phase and a validation phase. In the discovery
phase the task is analysed from theoretical and empirical perspectives. In the theoretical or
rational analysis, experts in the task describe the elements of the task. In the empirical
analysis, the task is observed in practice. The two analyses are then iteratively combined
and synthesised to produce a final model of the task based on both the rational analysis and
empirical analysis of observations. This results in a ‘Rational-Empirical’ (R-E) model of the

task.

The current study aims to undertake the second phase of the Task Analytic process, that is,
validation, in which the model is tested on a new sample of clinical task performances. The
presence or absence of the stages of the model will be determined and the link between
completion of the model of the task and its successful outcome will be tested. Finally,
performances of the task (successful/unsuccessful) will be linked to (or associated with)

overall clinical outcome.

2.2 Participants

Therapeutic dyads (clinicians and their patients) were recruited from two United Kingdom

National Health Service (NHS) organisations (Foundation Trusts).

2.2.1 Inclusion Criteria

To be included in the study therapists had to give their informed consent and participate in
training using the SRS and other study procedures. They had to have completed masters or

doctoral level training in counselling or psychotherapy or be trainees completing these
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qualifications. Trainee therapists were required to have their clinical supervisor’s permission

to participate.

Patients had to be 18 years old or older, have been accepted for treatment in the
participating services (IAPT or CMHT) and able to give their informed consent for

participation in the study.

2.2.2 Exclusion Criteria

Dyads with more than 50% missing questionnaire data or incomplete or inaudible session

recordings were excluded.

2.3 Measures

Two measures were completed by the participating dyads during and immediately after

therapy sessions.

2.3.1 Session Rating Scale (Duncan et al., 2003)

The SRS was developed to be a brief, user-friendly tool allowing patients to feedback to
therapists about each session of treatment. The scale takes approximately one minute to
rate and score. It is comprised of four visual analogue scales, each 10cm long, measuring a
different aspect of the therapeutic alliance (Relationship, Goals, Approach/Method and an
Overall rating). The patient indicates their rating by marking the scale and this is scored by
measuring the distance from the negative end (left) in centimetres, rounded to the nearest
centimetre. Duncan et al. (2003) recommend that any individual scale score below nine or a
total score below 36 should be followed up with further enquiry by the therapist. Scores
below 34 represent a poor alliance, 35-38 a fair alliance and 39-40 a good alliance. Duncan
et al (2003) report similar test-retest reliability, and internal consistency as found for other
validated measures of the TA (e.g. Helping Alliance Questionnaire I, HAg-Il (Luborsky et al.,
1996) and the Working Alliance Inventory (WAI) (Horvath & Greenberg, 1989)). An example

of a completed SRS is included as Appendix C.
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2.3.2 Post Session Questionnaire

The Post Session Questionnaires (PSQ) (Muran et al., 1991) are research tools designed to
capture any tension or difficulty during psychotherapy sessions. For this study two sections
(A & D) of the original PSQ were used, the first comprising two questions, a rating of how
helpful or hindering the session was on a 9-point scale, and secondly the degree to which
the rater thinks the presenting problems are resolved. The second section (“D” in the original
PSQ) probes for tension or difficulty during the session or a sense that the dyad was
avoiding difficulties and the degree of discomfort this distress caused. There is also a free
text section for a description of the difficulty and questions on whether the problem was
addressed and resolved in the session. The full psychometric properties of the PSQ sections
used in this study have not been reported, although it has been used frequently as a means
of identifying tension in sessions in alliance rupture studies (Muran et al., 2009; Samstag et

al., 1998; Samstag et al., 2008). A completed PSQ is shown in Appendix D.

2.3.3 Rupture Resolution Rating System (Eubanks et al., 2015)
The Rupture Resolution Rating System (3RS (Eubanks et al., 2015; Eubanks et al., 2019))

was used to determine the presence of ruptures in sessions. High inter-rater reliability has
been demonstrated for the frequency of withdrawal and confrontation ruptures, and
resolution strategies (Intra-class correlations (ICC) = .85 to .98) and ratings of therapists’
contribution to the ruptures and overall resolution (ICC = .92) using the 3RS. Analysis of the
validity of the 3RS for predicting dropout from therapy showed moderate to large effect sizes
for confrontation rupture markers (d = .74) successful resolution (d = .67) and therapist

contribution to ruptures ( d=.61) (Eubanks et al., 2019). °

In the current study, as in other recent studies using the 3RS (Boritz et al., 2018; Eubanks et
al., 2019; Zilcha-Mano et al., 2020), sessions were analysed in five-minute segments with
the category of rupture (withdrawal, confrontation or both) and the specific rupture marker
type rated according to the 3RS system. The standard 3RS coding procedure does not

differentiate between repaired and unrepaired ruptures as events but rates severity of
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rupture markers and the success of resolution strategies over the whole session. Therefore,
for the current study, because the task being analysed is the resolution of ruptures using the
SRS, the degree of rupture resolution (i.e. 1/5 — poor resolution/worse alliance to 5/5 - very
good resolution/improved alliance) achieved during the SRS feedback discussion in the final
five to ten minutes of the session was made rather than a ‘global’ rating of resolution
achieved during session overall. This adaptation to the procedure enabled the study to use
the existing 3RS coding guidance for resolution. The 3RS resolution scale can be seen in

Appendix F.

2.3.4 Outcome Measures

Therapist-Patient Dyads used a variety of outcome measures to monitor patient progress,
either following the programme specification in IAPT services or according to their own
practice in CMHTSs. In IAPT services the Patient Health Questionnaire 9-item (PHQ-9)
(Kroenke et al., 2001) and the General Anxiety Disorder (GAD-7) (Léwe et al., 2008) are
routinely used as outcome measures with patients. CMHT therapists also used the PHQ- 9

and GAD-7. Further details on the outcomes measures is given in Appendix E.

2.4 Therapist Briefing

Therapists were recruited via presentations to their clinical teams in which the researcher
outlined the hypotheses and rationale for examining links between formal feedback using the
SRS and the identification and repair of TA ruptures. Therapists were provided with the
Participant Information Sheet to consider at these initial briefings. Those therapists who
expressed interest in participating were invited to meet with the researcher individually or in
small groups (in person or via telephone/videocall) and the study procedures, administration
of the SRS and elicitation of feedback were discussed and described in more detail.

Therapists then provided informed consent to participate in the study.

Patients were recruited by the participating therapists who explained the study rationale.

They were also invited to contact the researcher to discuss the study if they wished however
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none did. Patients were asked to consider the study information sheet for one week prior to

giving consent to participate.

2.5 Ethical Considerations

The research was approved by the Oxford Doctoral Course in Clinical Psychology Research
Subcommittee the NHS Research Ethics Committee and the NHS Health Research Authority

(see appendices |, J and K).

Recordings of therapy sessions were stored on an encrypted device and transferred to the
researcher using a secure electronic file transfer service. All participants and therapists were
assigned random identity numbers for use on forms and naming files. All identifying
information was redacted during transcription. Paper copies of consent forms were retained

in a locked filing cabinet. All data will be destroyed after a period of five years.

2.6 Procedure

Therapists were briefed to administer the SRS in the final five to ten minutes of sessions by
providing a paper copy for patients to complete and then discuss the responses with the
patient to elicit feedback from them and respond to this feedback if possible. Patients and
therapists were asked to complete the PSQ separately following the session. It was apparent
in some recordings that the PSQ was completed after the SRS discussion and on one
occasion the patient provided further feedback to their therapist based on the PSQ. Given
that it was not necessary for the therapist to remain blinded to the patient’s feedback on the
PSQ then if the patient chose to disclose this information as further feedback this did not
affect any subsequent analysis. There was no indication that the patient thought they were
required to give this feedback if they did not wish to do so and therefore these sessions were

retained in the sample.

All therapists reported that they had not used the SRS previously in their clinical practice, nor

were they using other formal feedback systems.
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Therapists were not given training in strategies to detect or repair ruptures and were asked
to apply their existing skills to elicit and respond to patient feedback. The Outcome Rating
Scale (Miller et al., 2003) which is typically used at the beginning of sessions in the Partners
for Change Outcome Monitoring System (PCOMS), and which often forms a complementary
outcome measure to the SRS, was not used in this study because the therapists were
typically using other routine outcome measures already following either the service’s

protocol (IAPT) or their own clinical practice (CMHT).

2.7 Session Sample Selection

Sessions were selected for analysis based on the availability of the audio recording and on
the patient and therapist ratings of tension and difficulty on the Post Session Questionnaire
(PSQ (Muran et al., 1991)). The latter were used to identify those sessions likely to contain
ruptures. Ruptures were defined as scores above baseline on the PSQ questions probing

difficulty, avoidant compliance or an explicit report of a rupture and/or resolution attempt.

The last ten minutes of these identified sessions were checked for the presence of SRS
administration and feedback discussion, scanning forward or back to identify that it was
correctly completed and there was a discussion. Those sessions found to contain feedback
discussion were analysed for the presence of alliance ruptures using the 3RS. SRS
administration and any subsequent feedback discussion was then analysed for the presence
of R-E model stages and the repair of any rupture, or further ruptures. This led to a final

sample of fifteen sessions.

2.8 Blinding and Validation of Ruptures, Resolution Ratings and Model
Stages

All outcome measures (PHQ-9, GAD-7) and the patients’ and therapists’ PSQ ratings of how
helpful or hindering the session was for the patient and the degree to which the patient’s
presenting problems were resolved were separated from the reports of tension and rupture

resolution prior to selection of the sample for analysis and during rupture and resolution

79



analysis.

Two raters’ (B & C) independent ratings were used to validate the primary rater’s (A)
decisions about the presence of a rupture using the 3RS, the presence of R-E model stages

and the degree of resolution achieved during the feedback discussion.

Raters A & B were trained in using the 3RS to identify ruptures using training materials
provided by one of the developers (Eubanks, personal communication). Rater B rated the
presence or absence of ruptures in a sub-sample of sessions from the full sample. Rater C
was familiar with the model stages and assessing rupture resolution. Raters B & C were kept
blind to Rater A’'s decisions whilst conducting their analyses. Raters B & C were both
qualified clinical psychologists who had previously conducted their doctoral research projects

on ruptures within the same research group.

Disagreements between the raters were resolved through discussion. This process was

audited by the research supervisor.

2.9 Session Evaluation and Outcome Ratings

After completion of rupture presence, resolution and model stages, participants’ ratings of
progress on presenting problems and how helpful or hindering the sessions had been for the
patient were revealed. Any other outcome measures that were available were also collated.
The degree to which patients rated the analysed sessions as helpful or hindering were

analysed with respect to rupture resolution status and number of model stages identified.

Formal outcome measures, patient, or therapist PSQ ratings were compiled and analysed to

determine whether each patient had made a clinical improvement during therapy.
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3 Results

The Task Analytic method involves both quantitative and qualitative procedures. The

quantitative elements were the ratings provided by the participants and codes derived from

the session recording using the 3RS to detect the presence and severity of ruptures and the

coding of the R-E model stages during the formal feedback process.

The statistical program “R” (R Core Team, 2021) was used to complete all statistical tests.

Table 1: Summary of Therapist Characteristics

Therapist Main therapeutic Qualification and  Setting Years of Previous Number of
number approach (therapist’s level Experience SRS patients
description) user (number
included in
analysis)
9 “Third-wave” CBT D, Clinical CMHT 25 years No 1(1)
Psychology
41 Humanistic/Person M, Humanistic IAPT Not reported  No 4 (4)
Centred Psychotherapy
22 CBT, D, Counselling IAPT 8 years No 1(1)
integrative/relational psychology
47 CBT, Self-Regulation D, Clinical CMHT 8 years No 1(1)
CBT, DBT and CFT Psychology
29 CBT for psychosis, D, Clinical CMHT 3 years No 1(0-no
ACT, CFT and Schema Psychology reported
Therapy tensions)
40 CBT M, Counselling IAPT 16 years No 1(0, no
Psychology, recordings
CBT, IPT available)
11 Integrative M-T, IAPT 3 years No 2 (0, SRS
Integrative not
Psychotherapy discussed
within
session)
17 Psychodynamic M — Dynamic IAPT 2 years No 1(0-no
(dynamic Interpersonal reported
Therapy) tensions)

Key: D — Doctorate level qualification, M — Masters qualification, T Trainee Therapist, CBT — Cognitive

Behavioural Therapy/ies, DBT — Dialectical Behaviour Therapy, CFT, Compassion Focused Therapy, ACT —

Acceptance and Commitment Therapy, IAPT — Improving Access to Psychological Therapies, CMHT —

Community Mental Health Team, SRS — Session Rating Scale
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All patients were treated as outpatients voluntarily seeking treatment for their difficulties, see
table 2 for a summary of patient characteristics. The trainee participant was nearing
completion of their course and was accruing the clinical experience required for professional
registration. In total, the dyads completed 143 study therapy sessions which had PSQ

ratings provided by at least one participant.

Table 2: Patient Participant Demographics

Patient Code Sex/Gender Age Ethnicity Setting Presenting
Problem(s)

48 Male 62+ White British IAPT Depression

24 Female 62+ White British IAPT Anxiety

30 Female 51-61 White British IAPT Depression

28 Male 40-50 White British IAPT Not reported

1 Female 29-39 White British CMHT Bipolar
Affective
Disorder

42 Female 40-50 White CMHT Emotionally

European Unstable

Personality
Disorder,

Chronic Fatigue

Syndrome

27 Female 18-29 White British CMHT Psychosis

Key: IAPT — Improving Access to Psychological Therapies, CMHT, Community Mental Health Team
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3.1.1 Attrition
No patients dropped out of psychotherapy or withdrew from the study. One therapist

reported that their audio recordings had been lost (one dyad). One therapist gave patients
the SRS to complete after the session thus did not discuss these in the session as instructed
and therefore could not resolve any ruptures using the SRS (two dyads). Two dyads did not

report any tension or difficulty in their sessions on the PSQ.

3.2 Inter-Rater Reliability for Quantitative analyses

To judge the consistency of the ratings between raters A and C Cohen’s kappa (Cohen,
1960) was calculated to ascertain the degree of agreement. Prior to consensus discussion,
for the presence or absence of model stages Cohen’s kappa was k = .631, a substantial
agreement according to Cohen (1960). Ratings of the degree of rupture resolution were also
compared with agreement on 6/9 sessions obtained prior to consensus discussion. Cohen’s
kappa was calculated using equal weighting to account for the degree of disagreement
between ratings, with kK = .526, a moderate agreement (Cohen, 1960). For two ratings the
raters disagreed by one point and for the third by two points. These disagreements were

resolved through discussion.

For ratings of ruptures using the 3RS, rater A & B’s decisions on the presence of a rupture in
sessions identified agreement in all sessions and on all individual rupture sequences. There
was also total agreement on the overall type of rupture, that is whether they were primarily
confrontation or withdrawal ruptures. For significance ratings of the severity of ruptures there
were some differences between raters, with full agreement on severity in 7 out of 10
sequences. In the remaining three, the raters disagreed by one rating point (rater A rating
higher rupture severity on 2 out of 3 sequences). Cohen’s kappa was calculated, again using
equal weighting to account for the degree of disagreement between ratings, with k = .526

(moderate according to Cohen (1960)).
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3.3 Rational-Empirical Model Stage Completion and Rupture Resolution

In the majority of sessions, dyads completed R-E model stages during the formal feedback
process, ranging from one session where the SRS was completed but neither introduced nor
discussed (no stages observable) to the maximum of nine observable' stages* completed. To
assess the strength of the link between model stage completion and the degree of rupture
resolution, Spearman’s rank order correlation was calculated, showing a significant positive
correlation between the two, p =.768, p < .001, N = 15. This suggests that an increase in the
number of model stages completed was associated with a greater degree of observed
rupture resolution during the formal feedback process. A scatterplot graph showing the

number of stages completed and the degree of resolution is shown in Appendix G.

Notably, not all individual model stages were completed in all feedback sequences which
were rated as achieving high degrees of resolution, with one session where two stages were
not identified still being rated as achieving the maximum degree of resolution and several
feedback discussions rated as good/above average resolution (4/5) having five to eight
model stages completed. Figure 2 shows the number of sessions which each model stage

was observed in.

4 Excluding ‘Internal work’ and ‘Deciding whether to pursue’ which are typically intrapsychic therapist
processes and therefore not evident in session recordings
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Figure 2: Graph showing the frequencies of each model stage in the sample

Model Stage Frequencies by Resolution Group
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Stage

Stage Frequency (number of sessions)
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o

B Average Resolution and below B Above Average Resolution

Key: CCOF — Creating A Culture Of Feedback, ATF — Attending To feedback, EIOF — Emphasising
Importance Of Feedback, TC - Therapist Contribution To Clarification/Elaboration, C/E -
Clarification/Elaboration Of Feedback, CC - Client Contribution to C/E, ML — Making Links, R —

Renegotiation, CR — Client contribution to Renegotiation.

One stage was identified in all bar one of the feedback sequences (client contribution to
clarification or elaboration of feedback — TC) suggesting that the patients were able to
engage in the process of giving feedback and discussing it, possibly fostered by the use of
the SRS. “Clarification and/or Elaboration” (C/E) and “Attentiveness to Feedback” (ATF) was
also present in the majority of sessions (14/15). Interestingly, therapist contribution to
clarification (TC) (defined as the therapist clarifying their intentions, acknowledging their role
in ruptures, or communicating partnership) was less common than CC or C/E, although

therapists participated in the C/E stage even when if this did not meet the specific criteria for
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the TC stage (11/15).

Sessions were ranked in terms of the resolution rating and the presence of the model stages
was examined. This suggested that three stages of the R-E model (Therapist Contribution to
Clarification/Elaboration (TC), Renegotiation (R) and Client Contribution to Renegotiation
(CR)) were those that differed most between sessions with high and low resolution ratings.
with at least two of these stages were present in all the sessions rated as having above
average (4/5) or very good resolution (5/5). None of these stages were present in the two

sessions with the lowest resolution.

3.3.1 AQualitative Exploration of Rupture Resolution Using Formal Feedback

A coded transcript of the formal feedback discussion which contains all nine model stages
and which was rated as achieving a high degree of resolution is provided inAppendix las an
illustration of the way in which therapists and patients used the formal feedback process to
identify and resolve a difficulty. The session contained primarily withdrawal rupture markers
along with some confrontation markers (3RS code ‘complaint or concern about progress in
therapy’) which were unresolved prior to the feedback measure and discussion. This was
also the dyad’s first use of the SRS. The therapist creates a culture of feedback by
encouraging honesty and emphasising the importance of feedback as the patient completes
the SRS. The therapist responds positively to the patient’s feedback and encourages more
feedback from them and the client responds to this and to the therapist’s questions
(‘clarification/elaboration’) by further reflecting on their experience and providing further
feedback (client contribution to C/E’). The patent discloses a sense that there are issues with
the goals and topics of therapy and the approach or method which they link to not making
progress in therapy. The therapist explores this issue with the patient
(‘clarification/elaboration’) and acknowledges the role they have played and appears to use

their own internal sense of doing most of the talking to validate the patient’s report of this
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issue before ‘making links’ between this and the broader patterns and themes of the therapy
and a preceding ‘lower intensity’ intervention. The dyad consider ways they might go about
altering the therapy in response to these issues (‘renegotiation — exploring potential
changes’ and ‘patient contribution to renegotiation’). The patient responds positively to these
suggestions giving a sense that there has been some resolution of the strain in the TA and
the therapist thanks them for the feedback and encourages them to provide more in the

future.

3.3.2 Feedback Discussion with Low Resolution Rating

An example of a session coded as having below average resolution (2/5) is included to
illustrate fewer model stages completed and little resolution achieved (Appendix H). The
therapist introduces the SRS without referring to the rationale for feedback to help create a
culture and context for providing it. However, this may be due to discussing this previously
having used the SRS it in several prior sessions. The therapist briefly encourages honesty
(‘creating a culture of feedback’- encouraging honesty) and in response to the patient’s
feedback notes that there has been an issue (“there’s something here that you’re not sure
about’) leading to the patient clarifying and elaborating on the issue (“I still feel like we
haven'’t started yet”). The therapist was only able to briefly clarify and explore the reasons for
this and so could not respond in depth to what appears to be a potentially significant
‘confrontation’ rupture (3RS code ‘complaint/concerns about progress in therapy’) regarding
the patient’s progress towards their goals and about the therapy overall. There are no further
speech turn cycles of the therapist ‘clarifying/elaborating’ and the patient responding to
these (‘client contribution to C/E’) in which the issue could be more clearly identified and no
therapist contributions that might acknowledge their role, clarify their intentions or outline the
plan for therapy are made. Similarly, there appear to be no links made (‘making links’)
between the feedback and the patterns in therapy or any broader patterns in life. Finally, the
stages ‘renegotiation’ and ‘client contribution to renegotiation’ were not identified in the

session. The therapist suggests that they discuss this issue in the following session and,
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while the patient agrees to this, there is no sign of an affective shift from the patient that
would give a sense that there has been a resolution in this session. Overall, although some
feedback is provided there does not appear to be sufficient exploration and renegotiation to

resolve the rupture.

3.4 Rupture Resolution During Feedback and Session Evaluation
Ratings

The degree to which each member of the dyad thought the session was helpful or hindering
was rated immediately after each session using the PSQ on a nine-point scale (1 =
extremely hindering, 5 = neutral, 9 = extremely helpful). The patient and therapist ratings are

summarised in Table 3.

Table 3: showing the number of R-E model stages present, the resolution rating and Patient and
Therapist's evaluations of whether the session helped or hindered the patient

Session code  Stages Resolution Therapist Rating of session, Patient Rating of session
present (of 9)  Rating (1-5)  Hindering (1) - Helpful (9) Hindering (1) - Helpful(9)

41-30-10 0 1 8 NA

9-42-2 3 2 5 4

9-42-5 5 2 6 4

9-42-10 8 3 8 6

41-24-15 6 3 6 S

41-28-3 7 3 8 8

41-45-3 6 3 6 NA

41-24-9 6 4 6 4

41-28-9 5 4 7 9

41-30-2 7 4 7 NA

47-1-14 8 4 7 9

9-42-1 9 5 5 7

22-48-1 9 5 7 6

41-24-10 9 5 5 5
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47-1-17 7 5 7 6

Key: NA = data not available

Therapists rated all sessions as either neutral or helpful to their patients. Patients, on the
other hand, rated some sessions as slightly hindering (4/9, where 1/9 is extremely hindering,
5 is neutral and 9 is extremely helpful). Therapist and patients’ evaluations of session

helpfulness are shown in Figure 3 and 4

Figure 3: Scatterplot showing Therapists’ Ratings of Session Helpfulness and the Observed Degree of
Resolution
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Figure 4: Scatterplot showing Patients’ Ratings of Session Helpfulness and the Observed Degree of
Resolution
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Spearman’s rank order correlations were again calculated to assess the links between the
observers’ (Raters A & C) resolution ratings and the participants’ evaluations of session
helpfulness. For therapists’ ratings, p = -.146, p = .589, N = 15, indicating that there was not

a significant correlation between the therapists’ ratings of sessions and the resolution status.

For patients’ ratings p = .295, p = .328, N = 13, again indicating that there was not a
significant correlation between their session evaluations and the observed resolution status

during feedback.

Neither patients’ nor therapists’ ratings of how helpful or hindering the session had been for
the patient were linked to the degree of resolution observed during the formal feedback

process.

3.5 Rupture Resolution During Feedback and Overall Therapeutic
Outcomes

The final stage of the task analytic procedure was examining the association between
completion of the task and the overall therapeutic outcomes for the patients. There were two
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sources of data relating to the patients’ outcomes, the routine outcome measures completed
by patients during therapy and the patients’ and therapists’ ratings of progress in therapy on

the PSQ.

The degree of resolution observed was used to categorise sessions into two groups. Those
dyads with observers’ consensus ratings of 3 or below were classified as unresolved or only
partially resolved whilst those rated as 4-5 were rated as resolved. The routine outcome
measures (ROMs) were examined and those with improvement above the ‘minimal clinically
important difference’ (MCID - Jaeschke et al., 1989; Kroenke et al., 2016) were classified as
improved, those with improvements below MCID were classified as slight improvement and
those with any deterioration on the measures were classified as deteriorated. PSQ Outcome
was determined based on the patient and therapist ratings of progress on the PSQ
(Question A-2, “to what degree are your/your patient’s presenting problems resolved”).
These data are summarised in Table 4. Where the patient and therapist differed on whether
the difficulties were resolved the patient’s rating was taken. Patient 42, for whom there were
no routine outcome measures available was assigned to the ‘did not improve’ group based
on their rating that their presenting problems were not at all resolved in the final session.
Patient 1, who reported an improvement on the PSQ and provided a subjective report of
improvement to their therapist at follow-up but who did not show improvement above the
MCID on the outcome measure was also assigned to ‘did not improve’ so as to be

conservative with regard to determining improvement.
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Table 4: Total resolutions per dyad and change in outcome measures and participants' evaluations of improvement

Dyad Session Resolutions?  Final Patient rating of Presenting Final Therapist Change in Change in Pooled Outcome

Code during Formal Problem Improvement (PPI) (1 (Not rating of PPI Patient rating of ~ Therapist rating  Measures®
Feedback at all) - 9 (Completely resolved)) PPI of PPI

9-42 1/4 1 3 3 NA

41-24 1/2 3 2 deteriorated

41-28 1/2 6 3 deteriorated

41-30 11 NA 5 NA 1 improved

41-45 0/1 NA 5 NA 0 improved

47-1 2/2 5 5 0 -1 slight improvement*

22-48 11 6 5 3 0 improved

Key: PPI Presenting Problem Improvement, NA — data not available, * change is less than MCID, a — resolutions rated as 24/5 classified as resolved, b — outcome measures

were pooled based on whether deterioration or improvement was shown on the majority of measures used by the dyad.
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Fisher’s exact test was used to test whether there was a statistically significant difference
between the resolved versus unresolved sessions and overall therapeutic improvement
(improved versus slightly improved & deteriorated. The result was p = 1, indicating that there
was not a significant relationship between rupture resolution during feedback and the

therapeutic outcome for the patient.

4 Discussion

This study suggests that the R-E model stages are identifiable in psychotherapy sessions
with therapists using differing approaches and with clients with different presenting
problems. Dyads who completed more stages of the model were significantly more likely to
be rated as having resolved a rupture during the formal feedback process. When dyads
completed fewer model stages they were less likely to resolve ruptures. However, rupture
resolution during the feedback process did not appear to be associated with participants’
perception of how helpful or hindering the session had been, or with the patients’ overall

outcome from therapy.

Although the therapists were not experienced in using a formal feedback measure, all those
who used the SRS and discussed it with the patient were able to engage in the task of
eliciting and responding to feedback provided by patients in sessions. Similarly, patients
were also able to engage with this task, giving feedback to therapists and in many cases
exploring this further with the therapist and then renegotiating therapeutic tasks. Notably, the
therapist performing the task in Laraway’s model development study (2015) was an
experienced user of the SRS and the degree to which therapists in this study (who were not
experienced in using it) completed similar stages is a striking finding, suggesting that
therapists who are experienced and inexperienced in using formal feedback may proceed
with the task by completing similar steps. This provides some initial validation for the model

developed by Laraway (2005).
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As noted above, while dyads identified and discussed tensions there was a wide range in the
number of stages identified, with few stages identified in some sessions, and in one case no,
stages and one exhibiting all nine. It also appeared that some stages were more important in
terms of achieving resolution of a specific session rupture (Therapist Contribution to
Clarification/Elaboration (TC), Renegotiation (R) and Client Contribution to Renegotiation
(CR)) while others may be more important in enabling the dyad to attempt this task. Other
rupture repair models have often identified dyads cycling between stages during rupture

repair (Aspland et al., 2008; Bennett et al., 2006).

It is unclear to what degree the process might change with more intensive training in the use
of the SRS and rupture repair strategies, or further experience and ongoing supervision for
therapists from supervisors familiar with the model. Inspection fo the data suggestedthat
there may be some qualitative differences in the depth and specificity of discussions
between performances of model stages, both between sessions in this study and compared
to the original development sample (Laraway, 2015) which were not captured by the

dichotomous classification of stages into ‘present’ and ‘not present’.

Contrary to our hypotheses, rupture resolution using formal feedback did not link to the
participants’ ratings of the helpfulness of the session for the patient, nor did rupture
resolution link to the patient outcomes. To understand this finding we can look to the
alternative conceptualisations of TA as being either a central component of therapy (Safran
& Muran, 2000) or a factor supporting and allowing therapeutic tasks to be completed
(Hatcher & Barends, 2006). Our session-based analysis method and conception of ruptures
as within-session events identified by markers, along with missing recordings in the dataset,
meant that analysis of the subsequent session for potential completion of resolution tasks
was not possible. In some sessions this was agreed as a next step by the dyad. The within
session-based design analysis also meant we were not able to track changes in TA over

multiple sessions to determine whether the SRS had an incremental longitudinal effect on TA
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when ruptures were not clearly repaired as specific in-session events. This may relate to the
task analytic process being focused on significant events as part of the ‘events paradigm’

rather than more gradual changes.

Time allotted to completion of the measure varied from approximately two minutes to over
ten minutes. Although greater amounts of time allowed a more detailed exploration of the

issue, even one very brief discussion (approximately two minutes long) appeared to allow
the client to provide feedback and the therapist to respond to it in a way that was rated as

achieving substantial repair.

Given that no patients unilaterally terminated therapy, it may be that the feedback process
was helpful in retaining patients in therapy but is not sufficiently therapeutic in itself to affect
outcome, with therapeutic change depending on the outcome of the other tasks completed in
therapy. On the other hand, it may be that the significance of repairs to the renegotiation of
therapeutic tasks or to linking to broader problematic interpersonal patterns differed,

something that our analysis did not assess.

4.1 Limitations

The study had a number of limitations which may have affected the findings observed here.
While we were able to broaden the sample of clinical performances beyond the single
therapist in the model development study (Laraway, 2015), the relatively small number of
dyads providing sessions for analysis and missing session recordings limited the analyses
possible and reduced the power of the study to detect an effect for some hypothesses.
There were also disparities between dyads in terms of the number of sessions reported to
contain tension, with dyads who reported tension in many sessions being represented more
frequently in the sample (maximum of four from one dyad) whilst those who reported no
tension were not analysed (two dyads). This increases the likelihood that a subset of dyads

with more frequent ruptures could affect the overall findings.
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It was only possible to provide brief training to therapists and ongoing additional supervision
was not provided. This may have contributed to one therapist apparently not asking patients
to complete the SRS in session and so being unable to elicit feedback or attempt to resolve

ruptures using the feedback.

Patient and therapist participants were all white British or European and it may be that
patients from racial and ethnic minority backgrounds respond differently to providing
feedback and rupture repair strategies, particularly where the therapist and client are not
matched on race or ethnicity or where the rupture is connected to issues of racial and ethnic

difference (Chang & Berk, 2009; Owen et al., 2012).

Several patients appeared to misunderstand questions in the second section of the PSQ
which referred to ‘this problem’, and which was intended to refer to any alliance difficulties
they had rated in the preceding question, instead they interpreted this as referring to their
presenting problem. Therapists were generally kept blind to the PSQ forms and so could not
identify and address this misunderstanding. This prevented comparisons between the

participants’ subjective report of resolution and that observed by the independent raters.

Although the licensing permits the use of the PCOMS measures (ORS and SRS) for
individual clinicians (Better Outcomes Now!, ) implementation of the PCOMS and much of
the associated research base has been conducted at a clinic or service level by the
developers themselves or with organisations who have purchased the system from the
developers (Brattland et al., 2019). In these services, all therapists and supervisors are
offered training in routine outcome monitoring including the use of the SRS and receive
ongoing supervision. A randomised controlled trial of PCOMS over a four-year
implementation process showed that whilst the effect size for PCOMS over treatment as
usual (TAU) was small. Patients in the PCOMS group treated later in the implementation
process appeared to benefit more than those treated earlier (Brattland et al., 2019). This

suggests that therapists may improve in their skill in eliciting and responding to formal
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feedback over time. On reflection it was perhaps notable how well some therapists were able
to elicit and respond to feedback given their limited experience of using the tool, and without

an organisational culture or specialist support available to them.

Caution should perhaps be exercised in considering this group of therapists and patients as
representative of the ‘general population’ of therapists and patients. It appeared that of the
therapists who volunteered to participate in this study many were particularly familiar with the
concepts of TA or relational perspectives on psychotherapy. This may have meant their
knowledge and confidence in eliciting and responding to feedback, and particularly to
therapeutic relationship issues and TA ruptures, was higher than average. This might
account in part for the replication found here of the stages of the model and also, in part, the
association between rupture resolution and number of model stages completed. Similarly,
patients who agreed to participate may be more likely than is usual in clinical practice to
provide feedback to therapists or may have had previous experiences of ruptures in therapy

or other interpersonal relationships, thus prompting them to show an interest in the study.

4.2 Ideas for Future Research

All therapists in this study were new to using the SRS and received only brief training in its
use. It would be particularly useful to investigate the use of the SRS by therapists who had
received training and ongoing supervision in a setting where there was an organisational
culture of providing feedback informed therapy, as has been the case of much existing
research in this area (Brattland et al., 2019) or with therapists who had greater experience of
using it clinically with clients. In this respect, a longitudinal investigation of implementation
and changes in therapists’ success in eliciting and responding to formal feedback as they
gain experience would be useful and the degree to which these changes can be identified by
analysis using the R-E model could also be considered. Measurement of TA using one of the
validated measures ((e.g. WAI, CALPAS, VTAS-R, ARM amonst others Elvins & Green,

2008)) could allow tracking of TA over the course of therapy. This could allow the
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significance of any resolutions identified to be more fully understood in context and further
the existing understanding of the links between rupture repairs, patterns of TA development

and therapy outcomes (Stiles et al., 2004)

Future studies might investigate feedback systems other than the SRS, for example the OQ-
45 (Lambert et al., 2004), to see if the R-E model is generalisable to these methods.
Similarly, given that many therapists report obtaining informal feedback routinely from their
patients these therapists could be recruited to examine whether informal feedback
discussion leads to completion of any stages of the R-E model and if this is linked to rupture

resolution or therapeutic outcomes

This study focused only on rupture resolution attempts that occurred within the formal
feedback process. The connection between any other resolution strategies employed by
therapists in response to rupture events earlier in sessions and any associations with and
interactions between these and the formal feedback discussions and repairs might usefully

be examined.

Given the suggested links between dropout and therapeutic alliance ruptures (Muran et al.,
2009) the fact that no patients dropped out of treatment during this study may be notable.
However, this could be also be due to the small sample size. A larger, routinely collected
psychotherapy dataset could allow the identification of patients who dropped out or who
deteriorated during treatment and examine the impact of feedback and resolution of ruptures
on these issues. Sessions immediately preceding dropout and those which the patient or

therapist rated as hindering or reported a deterioration in resolution could be sampled.

Given that the R-E model was based on five dyads from one therapist, it could be useful to
revise the model based on the additional task performances analysed here by continuing the
iterative synthesis process of Task Analysis (Greenberg, 2007) For example, some

therapists explored patients’ positive feedback in such a way as to elicit more honest
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feedback and identify a rupture that suggests a stage from the Rational Model,
“‘Enabling/Empowering Negative Feedback", and this could be incorporated in a Revised R-
E model. The model stages ‘Creating a Culture of Feedback’ and ‘Emphasising the
Importance of Feedback’ were also noted to frequently overlap (i.e. a single speech turn
could meet criteria for both) or be difficult to distinguish in the current set of task
performances. Further consideration of the components of each stage might help to
distinguish these stages, or it may be that combining the two into a single component is

pragmatic.

Some model steps (Therapist Internal Work, Deciding Whether to Pursue) were not
accessible through analysis of clinical performances in the current study but could be
examined through recall-based research approaches in which therapists and clients are

interviewed about the processes in session.

Future research could examine differences in the frequency of withdrawal and confrontation
markers and whether different resolution strategies were employed in response to these.
Currently, task analytic models have been specific to different therapies (Aspland et al.,
2008; Bennett et al., 2006; Swank & Wittenborn, 2013), and it could be useful to further
examine where there is overlap and where there are differences between them. This could
be pursued at rational/theoretic and empirical levels by interviewing experts in different
therapeutic models on the conception of feedback and rupture repair in these approaches
and by applying the current RE model or an alternative model to other clinical performances,

either within one modality or between different therapies.

4.3 Conclusion

This study demonstrates that with brief training therapists can use a brief formal feedback
tool to identify and attempt to resolve ruptures in the TA. It also suggests that the R-E model

provides a useful basis for understanding the process by which feedback is elicited and
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responded to. The model might therefore provide a useful tool for training therapists in
eliciting and responding to feedback and providing a model of good practice. However, the
findings that repairs did not link to sessions being found to be more helpful or to overall
patient outcomes perhaps suggests that while the therapeutic alliance may be necessary, it

is not sufficient in itself to promote the patient’s desired change.

For some therapists, more intensive training and supervision may be required to use the
SRS as intended or more generally to extend their practice of eliciting and responding to
feedback. For example, therapists could be supported in responding to repeated positive
feedback or further exploring and making links between specific in-session rupture events

and wider relationship themes or patterns of behaviour.
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6 Appendices

Appendix A Search Strategy
(((premature OR Early OR unilateral) ADJ2 termination) OR attrition OR Drop?out OR

discontinuation) AND (Alliance OR therap* relationship)).ti,ab [DT FROM 2006]

Appendix B Description of Rational-Empirical Model Stages (Laraway,
2015)

Laraway’s (2015) description of the R-E model stages along with examples are reproduced
below.

Creating a Culture of Feedback

The creation of a culture of feedback occurred in the first session, either at the start of the
session when the feedback measure is being introduced, or at the end of the first session
when it is administered for the first time. The rationale for completing the measure was
explained by the therapist:

“T: Yeah, so, erm, it's based on a lot of research showing that this is like a safety net, that
can help us get back on track if things aren’t working... It's about your experience of the
session, so again we know that how you feel about the session, whether you feel
understood, whether you feel we worked on the right things... Whether you feel that we
worked in a useful way... This is really critical to the success of therapy” [Participant 1,
session 1, line 18]1

The feedback is framed as an opportunity for reflection:

“T: That gives you a chance to take a bit of a step back, break eye-contact with me as it
were, just think about ‘how was it for me’, this session, and then we can have a a bit of a
conversation about that” [Participant 5, session 1, line 5]

Honesty is encouraged, and the potential for the feedback to shape the future of therapy is
highlighted:

“T: Then really hopefully be absolutely as honest as you can about that experience, and then
we can have a little conversation about you know, what | can learn from that... and then
where we might go next” [Participant 3, session 1, line 12]

Attentiveness to Feedback

The next step in the model is therapist attentiveness to the feedback that is provided by the
client. This includes comparison with previous feedback offered by the client, and noticing
any changes:

“T: Kind of less sure about today’s session than you were about last time?” [Participant 3,
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session 2, line 20]

Another step in this process is noticing whether there are any differentiations between the
various subscales on the alliance measure:

“T: Yep, erm, a little bit less for the goals and topics, was there anything in that was er, that
you were kind of picking up?” [Participant 1, session 5, line 10]

Emphasising Importance of Feedback

Once the feedback has been raised with the client, the first step is to emphasise its
importance. This is done in a number of ways by the therapist, firstly by conveying openness
to the feedback, and responding positively:

“T: Well thank you so much, you’ve given me a lot of really helpful sort of feedback and
pointers, and understanding to feel what it's been like in this conversation” [Participant 3,
session 2, line 344]

The therapist can then take this opportunity to reinforce the feedback process, encouraging
both future feedback at the end of each session, and also ‘real-time’ feedback during the
session itself:

“T: So if | kind of paraphrase something in a way that doesn’t feel right, just, you know,
please let me know” [Participant 3, session 8, line 193]
Clarification/Elaboration

Once the importance of feedback has been emphasised, and reinforced, the specific
feedback offered can be clarified and elaborated upon. The therapist should first check that
they have correctly understood the feedback offered:

“T: So it felt a little bit like erm, being under pressure to do something that you weren’t sure it
was there, anyway?” [Participant 3, session 2, line 215]

Once understanding has been established, feedback can be further explored:
“T: What might have helped pull that back further across to the right, erm, what could | have
done that would have helped us, help you, focus more on what you wanted, or do it in a way

that felt better for you?” [Participant 3, session 2, line 32]

Therapist Contribution to Clarification/Elaboration

During the process of clarification and elaboration, it is important that the therapist is aware
of their own role in the experience of the client. It may be necessary for the therapist to
clarify his/her own intentions:

“T: So not that I'm thinking I’'m definitely right when I’'m saying it's something, but I'm saying it
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seems like this...” [Participant 3, session 8, line 83]

It is also important that the therapist acknowledges the role that they may have played in a
rupture:

“T: Ok, so when I’'m asking about feelings it feels a bit like a test, or a, or a hoop that you've
got to jump through or something like that?” [Participant 3, session 2, line 198]

Acknowledging their role allows the therapist to help communicate to the client that they are
in a partnership, working collaboratively towards the goals of therapy:

“T: Because obviously we’re both responsible for this” [Participant 3, session 2, line 54]

Client Contribution

In order for clarification and elaboration of the rupture experience to take place, it is
necessary for the client to offer specific feedback on their experience to alert the therapist to
aspects of their experience that they may not have been aware of:

“P: | think I'm finding the paraphrasing a bit hard... Because | am very keen to, I'm always at
great pains to work out what I'm saying, whether I'm being understood or misunderstood,
and when somebody paraphrases it back even slightly differently to me, how | think about
it... | start wondering if I've said the right thing” [Participant 3, session 8, line 56]

Once the more specific feedback has been given the client is enabled through further
discussion to reflect on their experience in more detail:

“P: Being able to, being able to feel things is something that will come... It's just that it... This
week isn’'t a good week to be trying to concentrate too much on feeling... Itis, | have
replaced feeling with things a huge amount... | feel the step we're trying to make... With me
being able to feel things in my body... Is sort of actually, | need to engage with that | think”
[Participant 3, session 2, line 105]

Making Links

Through the process of clarification, the therapist is able to contextualise the feedback
offered. This involves the therapist locating the feedback in specific moments within the
session:

“T: And you know, we kind of focussed on your feelings, particularly anger today, and how
was that for you? Cause I'm kind of thinking, you know, you noticed the connection with your
headache getting bigger... As we went more and more into it, and it kind of felt like stickier
and stickier, because sort of, er... Like very hard for you to accept... Having really angry
feelings, or thoughts” [Participant 1, session 5, line 38]

The feedback can also be linked to the general themes of the therapy, or to broader themes
in the client’s life and experience:
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“T: Right, right, so there’s something about how easy it is to be over-accommodating... And
you’re noticing that outside here, and also in here” [Participant 3, session 8, line 153]

Re-negotiation

The culmination of the feedback process is negotiation of how to incorporate the client’s
feedback into the therapy as it progresses. This displays responsiveness to feedback, and
ensures the client remains engaged in the therapeutic process. It may be necessary to
revisit the rationale for the task or goals of therapy:

“T: OK, so | was seeing us like we’re in a workshop together, and kind of like working
towards what might be emerging and what might be important” [Participant 3, session 8, line
80]

An important final step is exploring potential changes that might be made within the therapy,
directly as a result of the feedback from the client:

“T: So would it be helpful for us to make more space to go, to work through that... That’s
something we can definitely play with here if you want to” [Participant 3, session 2, line 261]

It is crucial that this is a collaborative process, during which the client is able to communicate
their wishes for change, or demonstrate a commitment to experimenting with suggestions:

“T: Just maybe something to

P: Yeah,

T. Play with a little bit in your mind, and see if anything comes up

P: Will do

T: And perhaps talk to other people about it and see what they think

P: OK, yeah” [Participant 1, session 5, line 80]
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Appendix C Example of completed SRS

Therapist ID #

41

Session #

Date_

Session Rating Scale (SRS V.3.0)

Date:

Service user ID# 24

Please rate today’s session by placing a mark on the line nearest to the description that best
fits your experience.

| did not feel heard,
understood, and
respected.

We did not work on or
talk about what |
wanted to work on and
talk about.

The therapist's
approach is not a good
fit for me.

There was something
missing in the session
today.

The Heart and Soul of Change Project

https://heartandsoulofchange.com

Relationship
1 | 1
Goals and Topics
o |
Approach or Method
I--- 4 -
Overall
I - I.\ I

| felt heard,
understood, and
respected.

We worked on and
talked about what |
wanted to work on anc
talk about.

The therapist's
approach is a good fit
for me.

Overall, today's
session was right for
me.

Validation of a model for using formal feedback to repair ruptures in
the therapeutic alliance during psychotherapy using the task analytic

method

IRAS Ref: 231420

REC Ref:
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Appendix D Example of Completed PSQ

The Post Session Questionnaire (Therapist) (Version 1.1)
Therapist Code : 41 Participant Number: 45 Date:

SECTION A: Please circle the appropriate number.

1. How helpful or hindering to your client was this session overall?

1 2 3 4 5 6 @ 8 9

Extremely Neutral Extremely
Hindering ) Helpful

2. To what extent are your client’s presenting problems resolved?

1 2 3 4 @ 6 7 8 9

Not at Moderately Completely
all )

SECTION B: Please circle the appropriate number.

1 a) Did you experience any tension or problem, any misunderstanding, conflict or
disagreement, in your relationship with your client during the session?

1 2 3 : @ 5

Not at all Occasionally . All the time

b) If yes, please rate how tense or upset you felt about this during the session.

N
1 - @ 4 5
Mildly Moderately Extremely

2 a) To what extent did you find yourself and your client overly accommodating or
overly protective of each other? Or to what extent did you feel you were making nice
-or smoothing things over? Or to what extent did you feel you were holding back or
avoiding something?

1 2 @ 4 5

Not at all- Somewhat Very much
b) If yes, please rate how tense or pset you felt about this during the session.
2 (3 4 5
Mildly Moderately Extremely

Questions continue on page 2 (on the reverse side or second page)
3. Please describe the problem:

Validation of a model for using formal feedback to repair ruptures in IRAS Ref: 231420
the therapeutic alliance during psychotherapy using the task analytic REC Ref: 18/ee/0188
method

Page 1
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Alexander Harvey

Oxford Institute of Clinical Psychology Training
Isis Education Centre, Warneford Hospital,
Headington, Oxford

OF OX3 7JX

Oxford email address:
alexander.harvey@hmc.ox.ac.uk

NHS

South London
and Maudsley UNIVERSITY

NHS Foundation Trust OXFORD
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4. To what extent was this problem addressed in this session?

=)
1 2 3 ; 4 5
Not at all Somewhat Very much

5. To what degree do you feel this problem was resolved by the end of the session?
4 2 3 \ 4 5

Not at all Somewhat Very much

6. What do you think contriiuted to the resolutign of the problem? Please describe:

i
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Thank you for completing this questionnaire, please place it in an envelope and store
it securely.

Questions continue on the next page/reverse

Validation of a model for using formal feedback to repair ruptures in IRAS Ref: 231420
the therapeutic alliance during psychotherapy using the task analytic REC Ref: 18/ee/0188
-|_method

Appendix E Outcome Measures

Two outcome measures, the Patient Health Questionnaire - 9 item (PHQ-9 (Kroenke et al.,
2001)) and the Generalised Anxiety Disorder Questionnaire — 7 item (GAD-7 (Spitzer et al.,
2006)) are used to routinely monitor and demonstrate the initial severity of symptoms for
eligibility, to monitor progress during treatment and recovery from common mental health

disorders (such as anxiety and depression) in IAPT services (Gyani et al., 2013).

The Patient Health Questionnaire — 9 (PHQ-9 (Kroenke et al., 2001)) is a brief (9-item)

questionnaire for assessing the severity of depression. It is routinely used as a measure of
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symptom severity and recovery within IAPT services. The patient is asked to rate the
frequency they experience each of the nine DSM-IV (American Psychiatric Association,
2000) diagnostic criteria for depression on a scale of 0 (not at all) to 3 (every day). The PHQ-
9 has been shown to have good sensitivity and specificity for detecting symptoms of
depression. 88% of patients with scores greater than 10 met diagnostic criteria for Major
Depressive Disorder, whilst 93% of those with scores lower than 10 did not meet criteria

(Kroenke et al., 2001).

The Generalised Anxiety Disorder Questionnaire — 7 (GAD-7 (Spitzer et al., 2006)) is a brief
(7-item) questionnaire for assessing the presence and severity of anxiety symptoms. It has
good sensitivity (89%) and specificity (82%) for Generalised Anxiety Disorder and moderate
sensitivity for other anxiety disorders including panic, social anxiety and post-traumatic
stress disorders (Spitzer et al., 2006). The GAD-7 has been shown to be a valid and reliable

measure of anxiety in the general population (Léwe et al., 2008).

Appendix F 3RS Resolution Scale

Rating - Degree to which ruptures were resolved.

1 Poor resolution/worse alliance. Major ruptures were not resolved. Either the ruptures
were not addressed, so they continued, or attempts to resolve ruptures were unsuccessful.
If attempts to resolve ruptures of any kind—major or minor—made the alliance worse,
then code that here.

2 Below average resolution/no improvement in alliance Minor ruptures were not

resolved,
or major ruptures were only slightly resolved. Resolution strategies neither improved nor

harmed the alliance.
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3 OK/average resolution/OK alliance. Ruptures were at least partly addressed and

resolved.

By the end of the session, patient and therapist have some bond and are generally able to

collaborate on most therapy tasks and goals. Sessions with no ruptures or only very minor

ruptures that have no significant impact on the work of therapy should be coded here.

4 Good, above average resolution/somewhat improved alliance. Ruptures were

generally

resolved well. Some ruptures may have been resolved very well and others only

moderately well, but overall, problems with the bond and/or collaboration on tasks and

goals were addressed with some success. If very minor ruptures were resolved very well,

code that here.

5 Very good resolution/improved alliance Ruptures were more than minor, and they were

resolved very well. The resolution process seems to have improved the alliance—

strengthened the bond between patient and therapist, and/or facilitated greater

collaboration between patient and therapist on the tasks and goals of therapy.
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Appendix G High Resolution in Feedback discussion (Dyad 22-48,
session 1, 43:31)

T: IETvD I'm mindful that it might be helpful at this point for us to have a chat about 'Ihiﬂ [paper __---[ Commesnted [AN]: Craating Culune of fasdbeck {000

rusthes) urmmmi

P yes

T:|And this is kind of ongoing because this is yknow this is us speaking about our session

really | Commented [A2): ccoF
P mimm
T El:u it might be reviewing what we've spoken about or how you've found h@[ﬂ&_---[m [A3]: COOF

want to sort of encourage you to say whatever you feel and not fesd inhibited in any way so

the scabe is relationships just how you fesl | am with you and jwe are togeth ——{ Commeentad [A4]: Emphesising Importancs of Feadback

[EIDF]

Commeented [A5]: EIOF - encounaging honesrp

P: Yes Comnmeented [AE]L The sstal conlrBution 1o

clarifica tonElaksraticn (Thetagial O'El - communioating
parteaiship

T: (3oals and topics, what you want to speak about.

P: So what, do |, do just put an X7

T: 5o yeah you put an X where you think things are ehhh .. 50 working on, working on and
speaking about the things that you wanted to.. 10 let you read &, it explains it ... s0yes, so
this is a scale of like ‘this is nowhere near where | want to be’ and this is ... so whersver you

think that is .. General approach..

P Mmm mmm yeah

T: And owerall, if that's any different

T: Emmim, |is that miore difficult that ong p Cm[:l;hmﬁ_ma-wﬁ-tmilhm
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Appendix H Low Resolution in Feedback Discussion (Dyad 9-42,
session 5)
Dyad 9-42, session 5, 54:00

T: We need to do our form

P: Ok

T: do you want to use this one [pen/pencil] |so the thing here is to be kind of as honest as possible. o [ Commented [A1]: CCOF - Encouraging Honesty / EIOF
Conveying Openness

[pause] *

P:1don’t know yet

T: \So there was something in here that you're not sure abouﬂ - \ Commented [A2]: C/E

P:‘Umm.. yeah | dunno | still feel like like we haven’t started yet (laughs nervously) maybe \ Commented [A3]: Client contribution C/E
T: Hmmm hmmm hmmm

P:|Ifthat makes sense. | mean | know | talked to you a lot about the problems that | have ... yeah but )
I’'m not sure if therapy has happened yet if that makes sense\ - { Commented [A4]: Client contribution

T: Mmhmm mmhmm mmhmm yeah yeah so maybe we

P: 1 want a quick fix and the NHS, hhere’s a panic because we only have four months — \ Commented [A5]: 3RS Complaint Parameter

T: And y'know there aren’t quick fixes

P:No

T: If there were quick fixes it would’ve happened. Yeah, Ok, maybe we come back to that next time?
P: Yeah ok

T: Kind of how we work

P: That’s your one [copy of form]
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Appendix | Scatterplot showing Model Stage Completion and

Resolution Ratings

Observer Resolution Rating (1-5)
w

Resolution Ratings and Model Stage Completion

3 4 5 6
Number of Model Stages Completed

Figure 5: Scatterplot showing number of stages completed (max = 9) and degree of

resolution during feedback (max = 5)

Appendix J Example of 3RS scoring table

Pt ID/acronym: 22-48 Session 1 3RS Score Sheet Coder:ah
Time stamp:
05 5-10 10-15 15-20 20-25 25-30 30-35 35-40 40-45 45-50 50-55 SRS SIGNIF
4 Denial
N Min Response
5 Abstr Comm
p= AvStory/Shift
§ Deferential
IS Cont/Aff Split
kel S-crit/hopeless 16:04,
£ = 16:30
; TOTALWD
C. Therapist
Reject interven
5 C. Activity X
§ C. Parameter
(= C. Progress 100 15,36
£ Pt def. self 228
S s Control/press
o= TOTALCF
2 Clarify misund
> Change task/g 150 X, X
2 1il_task/ration 203
% Invite thts/feel
P Ackn contrib X X
2 Discl int exp X
% Link btw p/t
3 Link other rel X
o Validate def
Redirect
Resolution outcome
To what degree were 1 Poor 2 Below |3 OK/avg|4, Good, |5 Very
ruptures resolved over avg above |good
the course of the session? avg
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Appendix K Oxford Doctoral Course in Clinical Psychology Research
Sub-Committee Approval

Oxford Health Eﬂﬁ

HHS Fauazzdon Tast

The Oxford Institute of Clinical Psychology Training

Oxford Doctoral Course In Clinical Psychology
An WE Courge validated by he University of Cxford

sis Cdocabion Centre. WNarreford Hospital Oxford OX32 7.0
lal: +44{0)1365 225431
Webaite: v oxicplea uk

28" October, 2017

Alex Harvey

Trainee Clinical Psychologist

Oxford Doctoral Course in Clinical Psychalogy
Isis Education Centre

Warneford Haspital

Dear Alex,

Thank you for respondirg ‘o the gueries that the RSC had atcut your Dissertation. | am pleased to
say that you now hava full apgroval for this piece of work

Please make sure you keep in mind issues of clarity. particularly abott the detail in the Procedure
and Aralysis secticns of yaur proposal. and particularly when you come to writs the final pacsr E..

\With best wishes.

Yours sincerely,

/ 'v,‘l'\ J_f'.l ( C'Q\

Dr M_Qra)()ooper
Charr, Research Sub-Commitiee

C.C. Jarres Macdonald

Senior Ressarcn ¢ Academiz Tutor and Actihg Deputy Programme Nirector:
D7 Myra Coaper, NLA (Hans), M.Phil. D.Pail, C.Psychol.
Tal: (01885} 225375 myra.cozieriihme ox.ac.uk

swmeydissacp
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Appendix L NHS Research Ethics Committee Approval

NHS

Health Research
Authority
East of England - Cambridgeshire and Hertfordshire Research Ethics Committee

The Oid Chapel
Royal Standard Place

Please note: This is the
favourable opinion of the

sites in England until you
receive HRA Approval

REC only and does not allow
you to start your study at NHS

26 July 2018

Mr Alexander Harvey
Trainee Clinical Psychologist

Oxford Health NHS Foundation Trust

13 5t Andrew's Way

Impington

CAMBRIDGE

CB24 9NQ

Dear Mr Harvey

Study title: Validation of a model for using formal feedback to repair
ruptures in the therapeutic alliance during
psychotherapy using the task analytic method

REC reference: 18/EE/D188

Protocol number: 13347

IRAS project ID: 231420

Thank you for your letter, responding to the Committee’s request for further information on the

above research and submitting revised documentation.

The further information has been considered on behalf of the Committee by the Chair.

We plan to publish your rezearch summary wording for the above study on the HRA website,

Moittimvgham
NG1&F5

together with your contact details. Publication will be no eardier than three months from the date
of this opinion letter. Should you wish to provide a substitute contact point, require further
information, or wish o make a request to postpone publication, please contact
brastudvregistration@obs net outlining the reasons for your request.
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Appendix M NHS Health Research Authority Approval

Y¥mchwil lechyd m
a Gofal Cymru

Health and Care Health Research
Research Wales ﬁ\uthﬂri‘ty
Mr Alaxander Harvey
Trainaa Clinical Psychologist Email: hra.approvali@nhs. nat
Onford Hoalth NHS Foundation Trust
13 5t Andrew's Way
Impington
CAMBRIDGE
CB24 sNQ
30 July 2018
Daar Mr Harvay
HRA and Health and Care
Approval Letter
Study title: Validation of a model for using formal feedback to repair
ruptures in the therapeutic alliance dunng psychotherapy
using the task analytic method
IRAS project ID: 231420
Protocol number: 13347
REC reference: 18/EE/D188
Sponsor University of Oxford

| am plaased to confirm that HRA and Health and Care Besearch Wales (HCRW) Approval has
bean givan for the above referenced study, on the basis described in the application form, protocol,
supporting documentation and any clarifications received. You should not expact to receive amything
furthar relating to this application.

How should | continue to work with participating NHS organisations in England and Wales?
You should now provide a copy of this letter to all participating NHS organisaticns in England and
Wales®, as well as any documentation that has been updated as a result of the assessment.

Following the arranging of capacity and capability, participating NHS organisations should formally
confirm their capacity and capability to undertake the study. How this will be confimmed is detailed in
the "summary of assessment” section towards the end of this lettor.

You should provide, if you have not already done so, detailed instructions to each organisation as to
how you will notify tham that resaarch activities may commence at site following their confirmation of
capacity and capahility (e.g. provision by you of a ‘green light' email, formal notification following a site
initiation visit, activitios may commence immediately following confirmation by participating
organisation, etc.).

Page 1 of T
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Appendix N Paper A Journal Instructions for Authors (Clinical
Psychology Review)

Guide for Authors

All journal information and instructions compiled in one document (PDF) in just one mouse-

click Download Guide for Authors in PDF

Aims and scope

» Submission checklist

BEFORE YOU BEGIN

* Ethics in publishing

» Declaration of interest

« Submission declaration and verification

* Use of inclusive language

 Author contributions

» Changes to authorship

* Copyright

* Role of the funding source

» Open access

» Submission
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PREPARATION

* Peer review

* Article structure

+ Essential title page information

* Highlights

» Keywords

» Tables

* Reference style

* Video

* Supplementary material

» Research data

AFTER ACCEPTANCE

* Online proof correction

* Offprints

AUTHOR INQUIRIES

Submission checklist
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You can use this list to carry out a final check of your submission before you send it to the
journal for review. Please check the relevant section in this Guide for Authors for more

details.

Ensure that the following items are present:

One author has been designated as the corresponding author with contact details:

* E-mail address

* Full postal address

All necessary files have been uploaded:

Manuscript:

* Include keywords

« All figures (include relevant captions)

« All tables (including titles, description, footnotes)

* Ensure all figure and table citations in the text match the files provided

* Indicate clearly if color should be used for any figures in print

Graphical Abstracts / Highlights files (where applicable)
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Supplemental files (where applicable)

Further considerations

Manuscript has been 'spell checked' and 'grammar checked'

All references mentioned in the Reference List are cited in the text, and vice versa

Permission has been obtained for use of copyrighted material from other sources (including

the Internet)

A competing interests statement is provided, even if the authors have no competing interests

to declare

« Journal policies detailed in this guide have been reviewed

Referee suggestions and contact details provided, based on journal requirements

Ensure manuscript is a comprehensive review article (empirical papers fall outside the scope

of the journal)

Ensure that reviews are as up to date as possible and at least to 3 months within date of

submission

For further information, visit our Support Center.
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Ethics in publishing

Please see our information pages on Ethics in publishing and Ethical guidelines for journal

publication.

Declaration of interest

All authors must disclose any financial and personal relationships with other people or
organizations that could inappropriately influence (bias) their work. Examples of potential
competing interests include employment, consultancies, stock ownership, honoraria, paid
expert testimony, patent applications/registrations, and grants or other funding. Authors must
disclose any interests in two places: 1. A summary declaration of interest statement in the
title page file (if double anonymized) or the manuscript file (if single anonymized). If there are
no interests to declare then please state this: 'Declarations of interest: none'. 2. Detailed
disclosures as part of a separate Declaration of Interest form, which forms part of the
journal's official records. It is important for potential interests to be declared in both places

and that the information matches. More information.

Submission declaration and verification
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Submission of an article implies that the work described has not been published previously
(except in the form of an abstract, a published lecture or academic thesis, see 'Multiple,
redundant or concurrent publication' for more information), that it is not under consideration
for publication elsewhere, that its publication is approved by all authors and tacitly or
explicitly by the responsible authorities where the work was carried out, and that, if accepted,
it will not be published elsewhere in the same form, in English or in any other language,
including electronically without the written consent of the copyright-holder. To verify
originality, your article may be checked by the originality detection service Crossref Similarity

Check.

Preprints

Please note that preprints can be shared anywhere at any time, in line with Elsevier's
sharing policy. Sharing your preprints e.g. on a preprint server will not count as prior

publication (see 'Multiple, redundant or concurrent publication' for more information).

Use of inclusive language

Inclusive language acknowledges diversity, conveys respect to all people, is sensitive to
differences, and promotes equal opportunities. Content should make no assumptions about
the beliefs or commitments of any reader; contain nothing which might imply that one
individual is superior to another on the grounds of age, gender, race, ethnicity, culture,
sexual orientation, disability or health condition; and use inclusive language throughout.

Authors should ensure that writing is free from bias, stereotypes, slang, reference to

129



dominant culture and/or cultural assumptions. We advise to seek gender neutrality by using
plural nouns ("clinicians, patients/clients") as default/wherever possible to avoid using "he,
she," or "he/she." We recommend avoiding the use of descriptors that refer to personal
attributes such as age, gender, race, ethnicity, culture, sexual orientation, disability or health
condition unless they are relevant and valid. These guidelines are meant as a point of

reference to help identify appropriate language but are by no means exhaustive or definitive.

Author contributions

For transparency, we encourage authors to submit an author statement file outlining their
individual contributions to the paper using the relevant CRediT roles: Conceptualization;
Data curation; Formal analysis; Funding acquisition; Investigation; Methodology; Project
administration; Resources; Software; Supervision; Validation; Visualization; Roles/Writing -
original draft; Writing - review & editing. Authorship statements should be formatted with the

names of authors first and CRediT role(s) following. More details and an example

Changes to authorship

Authors are expected to consider carefully the list and order of authors before submitting
their manuscript and provide the definitive list of authors at the time of the original
submission. Any addition, deletion or rearrangement of author names in the authorship list
should be made only before the manuscript has been accepted and only if approved by the

journal Editor. To request such a change, the Editor must receive the following from the
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corresponding author: (a) the reason for the change in author list and (b) written confirmation
(e-mail, letter) from all authors that they agree with the addition, removal or rearrangement.
In the case of addition or removal of authors, this includes confirmation from the author

being added or removed.

Only in exceptional circumstances will the Editor consider the addition, deletion or
rearrangement of authors after the manuscript has been accepted. While the Editor
considers the request, publication of the manuscript will be suspended. If the manuscript has
already been published in an online issue, any requests approved by the Editor will result in

a corrigendum.

Author Disclosure Policy

Authors must provide three mandatory and one optional author disclosure statements.
These statements should be submitted as one separate document and not included as part
of the manuscript. Author disclosures will be automatically incorporated into the PDF builder
of the online submission system. They will appear in the journal article if the manuscript is

accepted.

The four statements of the author disclosure document are described below. Statements
should not be numbered. Headings (i.e., Role of Funding Sources, Contributors, Conflict of
Interest, Acknowledgements) should be in bold with no white space between the heading

and the text. Font size should be the same as that used for references.

Statement 1: Role of Funding Sources
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Authors must identify who provided financial support for the conduct of the research and/or
preparation of the manuscript and to briefly describe the role (if any) of the funding sponsor
in study design, collection, analysis, or interpretation of data, writing the manuscript, and the
decision to submit the manuscript for publication. If the funding source had no such

involvement, the authors should so state.

Example: Funding for this study was provided by NIAAA Grant R01-AA123456. NIAAA had
no role in the study design, collection, analysis or interpretation of the data, writing the

manuscript, or the decision to submit the paper for publication.

Statement 2: Contributors

Authors must declare their individual contributions to the manuscript. All authors must have
materially participated in the research and/or the manuscript preparation. Roles for each
author should be described. The disclosure must also clearly state and verify that all authors

have approved the final manuscript.

Example: Authors A and B designed the study and wrote the protocol. Author C conducted
literature searches and provided summaries of previous research studies. Author D
conducted the statistical analysis. Author B wrote the first draft of the manuscript and all

authors contributed to and have approved the final manuscript.

Statement 3: Conflict of Interest
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All authors must disclose any actual or potential conflict of interest. Conflict of interest is
defined as any financial or personal relationships with individuals or organizations, occurring
within three (3) years of beginning the submitted work, which could inappropriately influence,
or be perceived to have influenced the submitted research manuscript. Potential conflict of
interest would include employment, consultancies, stock ownership (except personal
investments equal to the lesser of one percent (1%) of total personal investments or
USD$5000), honoraria, paid expert testimony, patent applications, registrations, and grants.

If there are no conflicts of interest by any author, it should state that there are none.

Example: Author B is a paid consultant for XYZ pharmaceutical company. All other authors

declare that they have no conflicts of interest.

Statement 4: Acknowledgements (optional)

Authors may provide Acknowledgments which will be published in a separate section along
with the manuscript. If there are no Acknowledgements, there should be no heading or

acknowledgement statement.

Example: The authors wish to thank Ms. A who assisted in the proof-reading of the

manuscript.

Copyright

133



Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing
Agreement' (see more information on this). An e-mail will be sent to the corresponding
author confirming receipt of the manuscript together with a 'Journal Publishing Agreement'

form or a link to the online version of this agreement.

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts
for internal circulation within their institutions. Permission of the Publisher is required for
resale or distribution outside the institution and for all other derivative works, including
compilations and translations. If excerpts from other copyrighted works are included, the
author(s) must obtain written permission from the copyright owners and credit the source(s)

in the article. Elsevier has preprinted forms for use by authors in these cases.

For gold open access articles: Upon acceptance of an article, authors will be asked to
complete a 'License Agreement' (more information). Permitted third party reuse of gold open

access articles is determined by the author's choice of user license.

Author rights

As an author you (or your employer or institution) have certain rights to reuse your work.

More information.
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Elsevier supports responsible sharing

Find out how you can share your research published in Elsevier journals.

Role of the funding source

You are requested to identify who provided financial support for the conduct of the research
and/or preparation of the article and to briefly describe the role of the sponsor(s), if any, in
study design; in the collection, analysis and interpretation of data; in the writing of the report;
and in the decision to submit the article for publication. If the funding source(s) had no such

involvement then this should be stated.

Open access

Please visit our Open Access page for more information.

Elsevier Researcher Academy

Researcher Academy is a free e-learning platform designed to support early and mid-career
researchers throughout their research journey. The "Learn" environment at Researcher
Academy offers several interactive modules, webinars, downloadable guides and resources

to guide you through the process of writing for research and going through peer review. Feel
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free to use these free resources to improve your submission and navigate the publication

process with ease.

Language (usage and editing services)

Please write your text in good English (American or British usage is accepted, but not a
mixture of these). Authors who feel their English language manuscript may require editing to
eliminate possible grammatical or spelling errors and to conform to correct scientific English
may wish to use the English Language Editing service available from Elsevier's Author

Services.

Submission

Our online submission system guides you stepwise through the process of entering your
article details and uploading your files. The system converts your article files to a single PDF
file used in the peer-review process. Editable files (e.g., Word, LaTeX) are required to
typeset your article for final publication. All correspondence, including notification of the

Editor's decision and requests for revision, is sent by e-mail.

Peer review
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This journal operates a single anonymized review process. All contributions will be initially
assessed by the editor for suitability for the journal. Papers deemed suitable are then
typically sent to a minimum of two independent expert reviewers to assess the scientific
quality of the paper. The Editor is responsible for the final decision regarding acceptance or
rejection of articles. The Editor's decision is final. Editors are not involved in decisions about
papers which they have written themselves or have been written by family members or
colleagues or which relate to products or services in which the editor has an interest. Any
such submission is subject to all of the journal's usual procedures, with peer review handled
independently of the relevant editor and their research groups. More information on types of

peer review.

Use of word processing software

It is important that the file be saved in the native format of the word processor used. The text
should be in single-column format. Keep the layout of the text as simple as possible. Most
formatting codes will be removed and replaced on processing the article. In particular, do not
use the word processor's options to justify text or to hyphenate words. However, do use bold
face, italics, subscripts, superscripts etc. When preparing tables, if you are using a table grid,
use only one grid for each individual table and not a grid for each row. If no grid is used, use
tabs, not spaces, to align columns. The electronic text should be prepared in a way very
similar to that of conventional manuscripts (see also the Guide to Publishing with Elsevier).
Note that source files of figures, tables and text graphics will be required whether or not you

embed your figures in the text. See also the section on Electronic artwork.

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-
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check' functions of your word processor.

Avrticle structure

Manuscripts should be prepared according to the guidelines set forth in the Publication
Manual of the American Psychological Association (6th ed., 2009). Of note, section headings

should not be numbered.

Manuscripts should ordinarily not exceed 50 pages, including references and tabular
material. Exceptions may be made with prior approval of the Editor in Chief. Manuscript
length can often be managed through the judicious use of appendices. In general the
References section should be limited to citations actually discussed in the text. References
to articles solely included in meta-analyses should be included in an appendix, which will
appear in the on line version of the paper but not in the print copy. Similarly, extensive Tables
describing study characteristics, containing material published elsewhere, or presenting
formulas and other technical material should also be included in an appendix. Authors can

direct readers to the appendices in appropriate places in the text.

It is authors' responsibility to ensure their reviews are comprehensive and as up to date as
possible (at least to 3 months within date of submission) so the data are still current at the
time of publication. Authors are referred to the PRISMA Guidelines (http://www.prisma-
statement.org/) for guidance in conducting reviews and preparing manuscripts. Adherence to

the Guidelines is not required, but is recommended to enhance quality of submissions and
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impact of published papers on the field.

Appendices

If there is more than one appendix, they should be identified as A, B, etc. Formulae and
equations in appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.; in a
subsequent appendix, Eq. (B.1) and so on. Similarly for tables and figures: Table A.1; Fig.

A.1, etc.

Essential title page information

Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid
abbreviations and formulae where possible. Note: The title page should be the first page of
the manuscript document indicating the author's names and affiliations and the

corresponding author's complete contact information.

Author names and affiliations. Where the family name may be ambiguous (e.g., a double
name), please indicate this clearly. Present the authors' affiliation addresses (where the
actual work was done) below the names. Indicate all affiliations with a lower-case superscript
letter immediately after the author's name and in front of the appropriate address. Provide
the full postal address of each affiliation, including the country name, and, if available, the e-

mail address of each author within the cover letter.
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Corresponding author. Clearly indicate who is willing to handle correspondence at all stages
of refereeing and publication, also post-publication. Ensure that telephone and fax numbers
(with country and area code) are provided in addition to the e-mail address and the complete

postal address.

Present/permanent address. If an author has moved since the work described in the article

was done, or was visiting at the time, a "Present address™ (or "Permanent address") may be
indicated as a footnote to that author's name. The address at which the author actually did
the work must be retained as the main, affiliation address. Superscript Arabic numerals are

used for such footnotes.

Highlights

Highlights are mandatory for this journal as they help increase the discoverability of your
article via search engines. They consist of a short collection of bullet points that capture the
novel results of your research as well as new methods that were used during the study (if

any). Please have a look at the examples here: example Highlights.

Highlights should be submitted in a separate editable file in the online submission system.
Please use 'Highlights' in the file name and include 3 to 5 bullet points (maximum 85

characters, including spaces, per bullet point).
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Abstract

A concise and factual abstract is required (not exceeding 200 words). This should be typed
on a separate page following the title page. The abstract should state briefly the purpose of
the research, the principal results and major conclusions. An abstract is often presented

separate from the article, so it must be able to stand alone. References should therefore be

avoided, but if essential, they must be cited in full, without reference to the reference list.

Graphical abstract

Although a graphical abstract is optional, its use is encouraged as it draws more attention to
the online article. The graphical abstract should summarize the contents of the article in a
concise, pictorial form designed to capture the attention of a wide readership. Graphical
abstracts should be submitted as a separate file in the online submission system. Image
size: Please provide an image with a minimum of 531 x 1328 pixels (h x w) or proportionally
more. The image should be readable at a size of 5 x 13 cm using a regular screen resolution
of 96 dpi. Preferred file types: TIFF, EPS, PDF or MS Office files. You can view Example

Graphical Abstracts on our information site.

Authors can make use of Elsevier's lllustration Services to ensure the best presentation of

their images and in accordance with all technical requirements.

Keywords
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Immediately after the abstract, provide a maximum of 6 keywords, using American spelling
and avoiding general and plural terms and multiple concepts (avoid, for example, 'and', 'of").
Be sparing with abbreviations: only abbreviations firmly established in the field may be

eligible. These keywords will be used for indexing purposes.

Abbreviations

Define abbreviations that are not standard in this field in a footnote to be placed on the first
page of the article. Such abbreviations that are unavoidable in the abstract must be defined
at their first mention there, as well as in the footnote. Ensure consistency of abbreviations

throughout the article.

Acknowledgements

Collate acknowledgements in a separate section at the end of the article before the
references and do not, therefore, include them on the title page, as a footnote to the title or
otherwise. List here those individuals who provided help during the research (e.g., providing

language help, writing assistance or proof reading the article, etc.).

Formatting of funding sources

List funding sources in this standard way to facilitate compliance to funder's requirements:
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Funding: This work was supported by the National Institutes of Health [grant numbers xxxx,
yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the United

States Institutes of Peace [grant number aaaa].

It is not necessary to include detailed descriptions on the program or type of grants and
awards. When funding is from a block grant or other resources available to a university,
college, or other research institution, submit the name of the institute or organization that

provided the funding.

If no funding has been provided for the research, please include the following sentence:

This research did not receive any specific grant from funding agencies in the public,

commercial, or not-for-profit sectors.

Footnotes

Footnotes should be used sparingly. Number them consecutively throughout the article.
Many word processors can build footnotes into the text, and this feature may be used.
Otherwise, please indicate the position of footnotes in the text and list the footnotes
themselves separately at the end of the article. Do not include footnotes in the Reference

list.
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Electronic artwork

General points

* Make sure you use uniform lettering and sizing of your original artwork.

* Embed the used fonts if the application provides that option.

* Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman,

Symbol, or use fonts that look similar.

* Number the illustrations according to their sequence in the text.

» Use a logical naming convention for your artwork files.

* Provide captions to illustrations separately.

» Size the illustrations close to the desired dimensions of the published version.

» Submit each illustration as a separate file.

» Ensure that color images are accessible to all, including those with impaired color vision.

A detailed guide on electronic artwork is available.

You are urged to visit this site; some excerpts from the detailed information are given here.

Formats

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint,

Excel) then please supply 'as is' in the native document format.
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Regardless of the application used other than Microsoft Office, when your electronic artwork
is finalized, please 'Save as' or convert the images to one of the following formats (note the
resolution requirements for line drawings, halftones, and line/halftone combinations given

below):

EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi.

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of

1000 dpi.

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a

minimum of 500 dpi.

Please do not:

» Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these typically

have a low number of pixels and limited set of colors;

*» Supply files that are too low in resolution;

» Submit graphics that are disproportionately large for the content.

Color artwork

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or
PDF), or MS Office files) and with the correct resolution. If, together with your accepted
article, you submit usable color figures then Elsevier will ensure, at no additional charge, that
these figures will appear in color online (e.g., ScienceDirect and other sites) regardless of
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whether or not these illustrations are reproduced in color in the printed version. For color
reproduction in print, you will receive information regarding the costs from Elsevier after
receipt of your accepted article. Please indicate your preference for color: in print or online

only. Further information on the preparation of electronic artwork.

Figure captions

Ensure that each illustration has a caption. Supply captions separately, not attached to the
figure. A caption should comprise a brief title (not on the figure itself) and a description of the
illustration. Keep text in the illustrations themselves to a minimum but explain all symbols

and abbreviations used.

Tables

Please submit tables as editable text and not as images. Tables can be placed either next to
the relevant text in the article, or on separate page(s) at the end. Number tables
consecutively in accordance with their appearance in the text and place any table notes
below the table body. Be sparing in the use of tables and ensure that the data presented in
them do not duplicate results described elsewhere in the article. Please avoid using vertical

rules and shading in table cells.

References
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Citations in the text should follow the referencing style used by the American Psychological
Association. You are referred to the most recent publication manual of the American

Psychological Association. Information can be found at https://apastyle.apa.org/

Citation in text

Please ensure that every reference cited in the text is also present in the reference list (and
vice versa). Any references cited in the abstract must be given in full. Unpublished results
and personal communications are not recommended in the reference list, but may be
mentioned in the text. If these references are included in the reference list they should follow
the standard reference style of the journal and should include a substitution of the
publication date with either 'Unpublished results' or 'Personal communication'. Citation of a

reference as 'in press' implies that the item has been accepted for publication.

Web references

As a minimum, the full URL should be given and the date when the reference was last
accessed. Any further information, if known (DOI, author names, dates, reference to a
source publication, etc.), should also be given. Web references can be listed separately
(e.g., after the reference list) under a different heading if desired, or can be included in the

reference list.

Data references
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This journal encourages you to cite underlying or relevant datasets in your manuscript by
citing them in your text and including a data reference in your Reference List. Data
references should include the following elements: author name(s), dataset title, data
repository, version (where available), year, and global persistent identifier. Add [dataset]
immediately before the reference so we can properly identify it as a data reference. The

[dataset] identifier will not appear in your published article.

References in a special issue

Please ensure that the words 'this issue' are added to any references in the list (and any

citations in the text) to other articles in the same Special Issue.

Reference management software

Most Elsevier journals have their reference template available in many of the most popular
reference management software products. These include all products that support Citation
Style Language styles, such as Mendeley. Using citation plug-ins from these products,
authors only need to select the appropriate journal template when preparing their article,
after which citations and bibliographies will be automatically formatted in the journal's style. If
no template is yet available for this journal, please follow the format of the sample references
and citations as shown in this Guide. If you use reference management software, please
ensure that you remove all field codes before submitting the electronic manuscript. More

information on how to remove field codes from different reference management software.

Users of Mendeley Desktop can easily install the reference style for this journal by clicking
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the following link:

http://open.mendeley.com/use-citation-style/clinical-psychology-review

When preparing your manuscript, you will then be able to select this style using the

Mendeley plug-ins for Microsoft Word or LibreOffice.

Reference style

References should be arranged first alphabetically and then further sorted chronologically if
necessary. More than one reference from the same author(s) in the same year must be
identified by the letters "a", "b", "c", etc., placed after the year of publication. References
should be formatted with a hanging indent (i.e., the first line of each reference is flush left

while the subsequent lines are indented).

Examples: Reference to a journal publication: Van der Geer, J., Hanraads, J. A. J., & Lupton
R. A. (2000). The art of writing a scientific article. Journal of Scientific Communications, 163,

51-59.

Reference to a book: Strunk, W., Jr., &White, E. B. (1979). The elements of style. (3rd ed.).

New York: Macmillan, (Chapter 4).
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Reference to a chapter in an edited book: Mettam, G. R., & Adams, L. B. (1994). How to
prepare an electronic version of your article. In B.S. Jones, & R. Z. Smith (Eds.), Introduction

to the electronic age (pp. 281-304). New York: E-Publishing Inc.

[dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T. (2015). Mortality data for
Japanese oak wilt disease and surrounding forest compositions. Mendeley Data, v1.

http://dx.doi.org/10.17632/xwj98nb39r.1

Video

Elsevier accepts video material and animation sequences to support and enhance your
scientific research. Authors who have video or animation files that they wish to submit with
their article are strongly encouraged to include links to these within the body of the article.
This can be done in the same way as a figure or table by referring to the video or animation
content and noting in the body text where it should be placed. All submitted files should be
properly labeled so that they directly relate to the video file's content. In order to ensure that
your video or animation material is directly usable, please provide the file in one of our
recommended file formats with a preferred maximum size of 150 MB per file, 1 GB in total.
Video and animation files supplied will be published online in the electronic version of your
article in Elsevier Web products, including ScienceDirect. Please supply 'stills' with your files:
you can choose any frame from the video or animation or make a separate image. These will
be used instead of standard icons and will personalize the link to your video data. For more
detailed instructions please visit our video instruction pages. Note: since video and

animation cannot be embedded in the print version of the journal, please provide text for
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both the electronic and the print version for the portions of the article that refer to this

content.

Supplementary material

Supplementary material such as applications, images and sound clips, can be published with
your article to enhance it. Submitted supplementary items are published exactly as they are
received (Excel or PowerPoint files will appear as such online). Please submit your material
together with the article and supply a concise, descriptive caption for each supplementary
file. If you wish to make changes to supplementary material during any stage of the process,
please make sure to provide an updated file. Do not annotate any corrections on a previous
version. Please switch off the 'Track Changes' option in Microsoft Office files as these will

appear in the published version.

Research data

This journal encourages and enables you to share data that supports your research
publication where appropriate, and enables you to interlink the data with your published
articles. Research data refers to the results of observations or experimentation that validate
research findings. To facilitate reproducibility and data reuse, this journal also encourages
you to share your software, code, models, algorithms, protocols, methods and other useful

materials related to the project.
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Below are a number of ways in which you can associate data with your article or make a
statement about the availability of your data when submitting your manuscript. If you are
sharing data in one of these ways, you are encouraged to cite the data in your manuscript
and reference list. Please refer to the "References" section for more information about data
citation. For more information on depositing, sharing and using research data and other

relevant research materials, visit the research data page.

Data linking

If you have made your research data available in a data repository, you can link your article
directly to the dataset. Elsevier collaborates with a number of repositories to link articles on
ScienceDirect with relevant repositories, giving readers access to underlying data that gives

them a better understanding of the research described.

There are different ways to link your datasets to your article. When available, you can
directly link your dataset to your article by providing the relevant information in the

submission system. For more information, visit the database linking page.

For supported data repositories a repository banner will automatically appear next to your

published article on ScienceDirect.
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In addition, you can link to relevant data or entities through identifiers within the text of your
manuscript, using the following format: Database: xxxx (e.g., TAIR: AT1G01020; CCDC:

734053; PDB: 1XFN).

Mendeley Data

This journal supports Mendeley Data, enabling you to deposit any research data (including
raw and processed data, video, code, software, algorithms, protocols, and methods)
associated with your manuscript in a free-to-use, open access repository. During the
submission process, after uploading your manuscript, you will have the opportunity to upload
your relevant datasets directly to Mendeley Data. The datasets will be listed and directly

accessible to readers next to your published article online.

For more information, visit the Mendeley Data for journals page.

Data statement

To foster transparency, we encourage you to state the availability of your data in your
submission. This may be a requirement of your funding body or institution. If your data is
unavailable to access or unsuitable to post, you will have the opportunity to indicate why
during the submission process, for example by stating that the research data is confidential.
The statement will appear with your published article on ScienceDirect. For more

information, visit the Data Statement page.
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Online proof correction

To ensure a fast publication process of the article, we kindly ask authors to provide us with
their proof corrections within two days. Corresponding authors will receive an e-mail with a
link to our online proofing system, allowing annotation and correction of proofs online. The
environment is similar to MS Word: in addition to editing text, you can also comment on
figures/tables and answer questions from the Copy Editor. Web-based proofing provides a
faster and less error-prone process by allowing you to directly type your corrections,

eliminating the potential introduction of errors.

If preferred, you can still choose to annotate and upload your edits on the PDF version. All
instructions for proofing will be given in the e-mail we send to authors, including alternative

methods to the online version and PDF.

We will do everything possible to get your article published quickly and accurately. Please
use this proof only for checking the typesetting, editing, completeness and correctness of the
text, tables and figures. Significant changes to the article as accepted for publication will only
be considered at this stage with permission from the Editor. It is important to ensure that all
corrections are sent back to us in one communication. Please check carefully before
replying, as inclusion of any subsequent corrections cannot be guaranteed. Proofreading is

solely your responsibility.

Offprints
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The corresponding author will, at no cost, receive a customized Share Link providing 50
days free access to the final published version of the article on ScienceDirect. The Share
Link can be used for sharing the article via any communication channel, including email and
social media. For an extra charge, paper offprints can be ordered via the offprint order form
which is sent once the article is accepted for publication. Both corresponding and co-authors
may order offprints at any time via Elsevier's Author Services. Corresponding authors who
have published their article gold open access do not receive a Share Link as their final
published version of the article is available open access on ScienceDirect and can be shared

through the article DOI link.

Visit the Elsevier Support Center to find the answers you need. Here you will find everything

from Frequently Asked Questions to ways to get in touch.

You can also check the status of your submitted article or find out when your accepted article

will be published.

Appendix O Paper B Journal Instructions for Authors (Psychotherapy
Research)

Retrieved from
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr
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Instructions for authors
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Before preparing your paper for submission we advise that you read the journal Aims
and Scope to check if your article is suitable for the journal, and Journal Infor-

mation for any publication charges. For editing support, including translation and lan-
guage polishing, explore our Editing Services website.

Submission requirements for Psychotherapy Research article types are shown be-
low, and we advise that you structure your paper in the order presented in the ta-
ble. Please provide all the required information to ensure your paper is not de-
layed while we request the missing information.

« Empirical and methodology article requirements
o Style requirements
« File requirements
e Check before you submit
o Your paper
o Figures and tables
o Anonymisation
e Submit
e More information

. Empirical and methodology article requirements

Word limit

35 pages in APA Style format including tables / references / figure and table captions
/ endnotes

About this article type

Concise manuscripts are favored over lengthier manuscripts, as long as quality is not
compromised in abbreviating an article. For manuscripts exceeding these page
guidelines, authors must provide a rationale in their cover letter to justify the length of
their article. Manuscripts that do not conform to these guidelines will be returned to
authors without a peer review.

Anonymisation
An anonymous version of your paper is required when submitting. See Anonymisa-
tion Checklist

- Title
e Author information
o All author names, including first and last name
o All up-to-date author email addresses
o All author affiliations and countries
o Corresponding author indicator
o ORCiDs / social media handles (optional)
e Abstract
o 200 words
o Abstract must include Objective, Method, Results and Conclusion
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https://www.tandfonline.com/action/journalInformation?show=aimsScope&journalCode=tpsr20
https://www.tandfonline.com/action/journalInformation?show=aimsScope&journalCode=tpsr20
https://www.tandfonline.com/action/journalInformation?journalCode=tpsr20
https://www.tandfonline.com/action/journalInformation?journalCode=tpsr20
https://www.tandfeditingservices.com/
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr20#Article_requirements
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr20#Style_requirements
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr20#File_requirements
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr20#Check_before_you
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr20#Your_paper
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr20#Figures_and_tables
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr20#Anonymisation
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr20#Submit
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr20#More_information
https://www.verywellmind.com/apa-format-and-style-4157175
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr20#Anonymisation
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=tpsr20#Anonymisation
https://authorservices.taylorandfrancis.com/abstracts-and-titles/
https://authorservices.taylorandfrancis.com/defining-authorship/
https://authorservices.taylorandfrancis.com/orcid-how-to-include-it-in-your-online-submission-and-why-you-should/
https://authorservices.taylorandfrancis.com/abstracts-and-titles/

o Video abstracts (optional)
o Graphical abstracts (optional)
5-6 Keywords
Main text
o Main text should be structured as follows: Clinical or Methodological
Significance of this Article, Objective, Method, Results and Discussion
Declarations and ethics statements
Ethical approval (if applicable)
Informed consent from participants (if applicable)
Clinical trial registration (if applicable)
Consent to publish statement / form (if applicable)
Competing interests
Funding
Author contributions (if applicable)
o Acknowledgements (if applicable)
References
Appendices (if applicable)
Additional requirements
o Authors will need to include a separate 2-3 sentence summary labelled
"Clinical or Methodological Significance of this Article" after the Ab-
stract/Keywords.

O O O O 0O O O

Style requirements

Reference guide

Spelling: American or British -ize
Single quotation marks within double
Unnumbered headings:

o First-level headings (e.g. Introduction, Conclusion) should be in
bold, with an initial capital letter for any proper nouns.

o Second-level headings should be in bold italics, with an initial
capital letter for any proper nouns.

o Third-level headings should be in italics, with an initial capital letter for
any proper nouns.

o Fourth-level headings should be in bold italics, at the beginning of
a paragraph. The text follows immediately after a full stop (full point) or
other punctuation mark.

o Fifth-level headings should be in italics, at the beginning of a para-
graph. The text follows immediately after a full stop (full point) or other
punctuation mark.

Font: Times New Roman size 12 with double-line spacing
Margins: At least 2.5cm (1 inch)
Additional style information
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https://authorservices.taylorandfrancis.com/writing-a-cover-letter/
https://authorservices.taylorandfrancis.com/category/writing-your-paper/
https://authorservices.taylorandfrancis.com/editorial-policies/research-ethics-and-consent/
https://authorservices.taylorandfrancis.com/editorial-policies/research-ethics-and-consent/#informedconsent
https://authorservices.taylorandfrancis.com/linking-journal-articles-to-clinical-trials/
https://authorservices.taylorandfrancis.com/editorial-policies/research-ethics-and-consent/
https://authorservices.taylorandfrancis.com/wp-content/uploads/2016/03/Patient-consent-form.pdf
https://authorservices.taylorandfrancis.com/what-is-a-conflict-of-interest/
https://authorservices.taylorandfrancis.com/publishing-open-access/funder-open-access-policies/
https://authorservices.taylorandfrancis.com/editorial-policies/citations/
https://www.tandf.co.uk/journals/authors/style/reference/tf_APA.pdf

o Please use APA (American Psychological Association) style guide-
lines when preparing your paper, rather than any published articles or a
sample copy.

Advice is available on using special characters and mathematical scripts and equa-
tions.

Templates may be available to help you in styling your paper:
Word template unavailable

LaTeX template unavailable

Endnote template available

. File requirements

Cover letter required

LaTeX is allowed

Separate file for figures and captions (if applicable)
Separate file for tables and captions (if applicable)
Supplemental online material (if applicable)

. Check before you submit

i Your paper

e Checked your paper meets the word limit

o Checked all essential elements of article present

Checked that all citations in the text have a corresponding entry in the Refer-
ences

Styled your paper according to the journal guidance

If submitting a LaTeX file you will also need to provide a PDF version

Not submitted the paper elsewhere

Checked you are compliant with Taylor & Francis Editorial Policies

. Figures and tables
« Must be cited in the main text and in chronological order

e Provided in a separate file to main paper
o Captions must include the matching number from the main text citation
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https://apastyle.apa.org/style-grammar-guidelines
https://apastyle.apa.org/style-grammar-guidelines
https://authorservices.taylorandfrancis.com/using-special-characters/
https://authorservices.taylorandfrancis.com/mathematical-scripts/
https://authorservices.taylorandfrancis.com/mathematical-scripts/
http://endnote.com/downloads/style/tf-standard-apa
https://authorservices.taylorandfrancis.com/writing-a-cover-letter/
https://authorservices.taylorandfrancis.com/submission-of-electronic-artwork/
https://authorservices.taylorandfrancis.com/including-tables-in-your-article/
https://authorservices.taylorandfrancis.com/enhancing-your-article-with-supplemental-material/
https://authorservices.taylorandfrancis.com/editorial-policies/

« If the figure or table is not your own, you have obtained written permission to
use it

« Captions must include copyright holder details and state that permission to re-
produce has been obtained

e Acceptable file format

e Acceptable figure quality

e Tables must be editable

More information is available on Submitting electronic artwork and submitting tables.

. Anonymisation

Check the requirements for your article type above and if an anonymous version is
required to protect your identity during peer review, create a copy of your main file
and then remove the following information:

e All author names

o All author affiliations

o All author email addresses

e All author ORCIDs and social media handles

e All author biographical notes

« Headers and footers that would reveal author identities
« Self-citation in the main text and references

e Acknowledgements

e Funding statement

o References to authors in figure and tables captions
e Clinical trial numbers and registration dates

« File identifiers that would reveal author identities

You also need to:

o Label the file as ‘Without author details’
« If you are depositing data in a repository, make sure that it preserves anonym-

ity.

More details on how to anonymise your file.

. Submit
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https://authorservices.taylorandfrancis.com/using-third-party-material-in-your-article/
https://authorservices.taylorandfrancis.com/submission-of-electronic-artwork/
https://authorservices.taylorandfrancis.com/including-tables-in-your-article/
https://authorservices.taylorandfrancis.com/data-sharing-policies/repositories/
https://authorservices.taylorandfrancis.com/data-sharing-policies/repositories/
https://authorservices.taylorandfrancis.com/publishing-your-research/peer-review/anonymous-peer-review/
https://mc.manuscriptcentral.com/tpsr

Please note that by submitting your paper you are agreeing to originality checks dur-
ing the peer-review and production processes.

. More information

Peer Review
Production

Your Authored works
Sharing your work

Need help? Contact us here
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https://authorservices.taylorandfrancis.com/my-authored-works/
https://authorservices.taylorandfrancis.com/sharing-your-work/
https://authorservices.taylorandfrancis.com/contact/
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