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Chapter 27
Ten Diverse Outcome Measures for Psychodynamic
Psychotherapy Research

Caleb J. Siefert and Jared A. DeFife
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Introduction

Understanding the changes arising from psychotherapy is an important area considered by psycho-
therapy researchers across treatment orientations. This type of research focusing on treatment effects
is referred to as outcomes research. When assessing treatment outcomes, it is important to select
measures that evaluate the type of changes a given therapy is expected to bring about. Thus, it is
important that psychodynamic psychotherapy researchers have instruments that measure constructs
that are expected to change as a function of psychodynamic therapy. A number of measures have been
developed precisely for this purpose. This has fostered the growth of multiple programs of research
dedicated to studying psychodynamic theory, techniques, process, and outcomes [1, 2]. Such studies
have helped to establish the overall efficacy and benefits associated with psychodynamic forms of
treatment [3]. Outcomes research compliments other forms of psychotherapy research associated
with understanding therapy process, identifying what works best for whom, and determining what
specific interventions are the active ingredients in facilitating specific psychological change [4].
Traditional outcome measures have historically focused on symptoms. Treatments are expected
to reduce symptoms and suffering in individuals seeking therapy for psychopathology. There are
numerous measures typically employed to study symptom changes. Many of these are multi-item,
multi-scale measures tapping a broad range of psychopathological symptoms and difficulties such as
the Personality Assessment Inventory [5]. While psychodynamic psychotherapy has been associated
with symptom relief, it also seeks to facilitate other changes such as personality change, changes in
interpersonal functioning, improvements in coping abilities, and improved self-understanding and
sense of coherence [1-4, 6-8]. Such changes are not always easily measured. However, a number of
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measures exist to capture such changes, and many of them have been developed by psychodynamic
investigators for the purpose of outcomes research. In the remainder of this chapter, we provide a
brief review of ten measures likely to be of use to psychodynamic psychotherapy researchers. We
have included a range of measures that differ considerably with regard to method of measurement
(e.g., self-report; expert coded), breadth of assessment (e.g., global character; specific construct),
concept assessed, history of use in psychotherapy research, and requirements for training. For each
measure reviewed, we have attempted to include a review of the purpose of the measure, discussion
of the scales and scores the measure produces, information on administration (e.g., self-report; nar-
rative based; interview based), details about each measure’s psychometric properties, and, when
applicable, how the measure has previously been used to study psychodynamic psychotherapy. This
chapter is in no way comprehensive, aneé-there-areg a number of appropriate measures-that are not
reviewed. This chapter serves as a companion to an earlier chapter [9] that describes process mea-
sures relevant to psychodynamic psychotherapy research.

The Social Cognitions and Object Relations Scale — Global Rating
Method (SCORS-G)

The Social Cognitions and Object Relations Scale — Global Rating Method (SCORS-G) [10, 11] is
an observer and expert-rated coding system applied to narrative data. It quantifies individuals’ inter-
nal representations of self and others, as well as tapping the cognitive, affective, and motivational ele-
ments associated with object relations. Changing internal representations and individuals’ abilities
to conceptualize the self, others, and relationships in general is often a goal of psychodynamic psy-
chotherapy. The SCORS-G provides a method for quantifying these representations and capacities.

The original SCORS-G system used a Q-sort approach to code for four areas of object relations
[10]. Hilsenroth and colleagues, however, recently developed a training protocol for an expert scor-
ing method that built on the original work by Westen [10]. The manual created by Hilsenroth et al.
[11] reviews changes, provides scoring instructions, includes specifics on how to set up a program
for training coders, has examples of narrative content to be coded, and introduces specific target
criteria for coders to meet prior to using the SCORS-G. It also includes detailed instructions for
examining inter-rater reliability statistically. This version also included a total of eight domains [11].
The domains are as follows:

¢ Complexity of Representations (COM)

* Affective Quality of Representations (AFF)

* Emotional Investment in Relationships (EIR)

¢ Emotional Investment in Values and Moral Standards (EIM)
¢ Understanding Social Causality (SC)

¢ Experience and Management of Aggressive Impulses (AGQG)
¢ Self-esteem (SE)

¢ Identity and Coherence of Self (ICS)

While all domains are scored on 7-point scales, each has its own scale anchors. Lower scores
are always indicative of less adaptive functioning. For example, for the Self-Esteem (SE) domain,
a score of 1 indicates that the respondent views the self as loathsome, evil, rotten, contaminating, or
globally bad. A score of 3 indicates that the respondent has low self-esteem or is unrealistically
grandiose. A score of 5 indicates that a range of positive and negative feelings were used to describe
the self. Finally, a score of 7 indicates that the respondent tends to have relatively positive feelings
toward the self. Full descriptions of these domains, the global rating method, administration details,
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27 Ten Diverse Outcome Measures for Psychodynamic Psychotherapy Research

scoring procedures, and training examples can be found in the manuals developed by Westen [10]
and Hilsenroth et al. [11]. A copy of the SCORS coding form can be found in Appendix 27.1 of this
chapter.

SCORS-G domain scores can be used at the domain level or at the global level [11]. Thus, if ten
stories are used, the eight domains are coded for each story. Overall domain scores are then calcu-
lated by averaging across stories. Finally, these scores can then be aggregated to form an overall
Global Rating Scale (GRS) score by combining scores across all domains. Originally developed for
coding narratives produced in response to the evocative pictures, subsequent investigators have suc-
cessfully extended the SCORS-G method to assess narratives produced for dream [12], psycho-
therapy interviews [13], and early memories [14]. The length of time required to collect and code
narratives varies as a function of the data collection method used.

A number of independent investigators have demonstrated that once raters have been success-
fully trained, narratives can be reliably coded using the SCORS-G. Westen reported coefficient
alphas ranging from 0.80 to 0.90 and strong inter-rater reliabilities for SCORS-G domains [10].
Additional investigations have—tended—te produce similar results. For example, Stein et al. [13]
obtained SCORS-G ratings for early memory narratives in a clinical sample and reported Intra-class
Correlation Coefficients (ICCs) for the eight respective SCORS-G items ranged from good (e.g.,
0.60) to excellent (e.g., 0.84). Ackerman et al. [15, 16] reported highly similar inter-rater reliability
coefficients for SCORS-G ratings of narrative stories in clinical samples. Inter-rater reliability esti-
mates across studies have generally been in the good to excellent range despite considerable differ-
ences in sampley level of distress, and typejof narrative data used [17].

The construct validity of the SCORS-G has been demonstrated in several ways [17]. SCORS-G
ratings have shown relationships with other scales designed to assess problematic interpersonal func-
tioning. SCORS-G ratings show convergence with similar rating scales tapping object representa-
tions, defense mechanisms, and behavior for psychiatric inpatients [18]. SCORS-G ratings also show
convergence with self-report ratings for Axis II psychopathology [19]. Stein et al. [13] found that
SCORS-G profiles for early memory narratives were related to self-reported interpersonal problems
and clinician-rated global relational functioning at time of initial assessment for a clinical sample of
patients seeking psychotherapy. Thus, SCORS-G ratings are related to clinician ratings for global
relational and social functioning [13, 18] and self-report ratings for personality problems [13, 19].

SCORS-G profiles also differentiate among types of psychopathology. What is notable is that
they differentiate between pathologies believed to differ with regard to object relations. For exam-
ple, patients with borderline personality disorder (BPD) achieved lower SCORS-G ratings for com-
plexity of others, emotional investments in relationships, affective quality of relationships, and
greater need gratification as compared to patients without BPD and non-clinical controls [20].
Similarly, Ackerman et al. [21] found that patterns of object relations, as assessed by the SCORS-G,
differentiated among different types of Cluster B pathology in a sample of outpatients seeking
psychotherapy.

The SCORS-G has been utilized directly in psychotherapy research. Ford et al. [22] found that
low pre-treatment SCORS-G ratings for overall quality of object relations was associated with less
of a treatment response (i.e., less symptom reduction and improved quality of life) in inpatient
therapy. Ackerman et al. [16] found that patients who had lower SCORS-G ratings for affective
quality of object relations, but higher ratings for capacity to emotionally invest in relationships
tended to stay in psychodynamic psychotherapy longer. Regarding sensitivity to change as a func-
tion of treatment, Fowler et al. [23] found that psychiatric inpatients receiving intensive psychody-
namic psychotherapy over 16 months evidenced significant changes in the overall SCORS-G ratings
as well as in the specific SCORS-G domains (COM, SC, SE, and ICS). Porcerelli et al. [18] reported
similar results for inpatients receiving 15 months of intensive psychodynamic therapy at an indepen-
dent facility. Such studies suggest that the SCORS-G is sensitive to change.
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The SCORS-G has a number of strengths that make it appealing to psychodynamic psychotherapy
researchers. It clearly measures constructs associated with object relations, and validity data to date
strongly supports the convergent and construct validity of the tool. It provides an overall score as
well as scores for specific areas of object relations. Psychometrics are strong and several respective
investigators have reported good to strong inter-rater agreement at the item level. SCORS-G ratings
can be obtained using a number of methods for soliciting narratives, though it is possible that method
used may impact scoring [24]. SCORS-G ratings are not based exclusively on patient report. Thus,
it may be particularly appealing for use in samples that may have difficulty accurately describing
themselves or reporting on their personalities. On the other hand, the SCORS-G does require an
investment of time in training and practice for raters to become reliable. There are also no available
norms in general, and no available norms based on method of narrative collection. We are unaware
of any studies examining test-retest stability for SCORS-G ratings.

The Shedler—Westen Assessment Procedure-260 (SWAP-200)

The Shedler—Westen Assessment Procedure (SWAP-200) [8, 25] is an assessment instrument of
personality psychopathology and health designed to provide clinicians of all theoretical orientations
a standard “vocabulary” for case description [26]. It may be used to identify the long-standing and
maladaptive cognitive, affective, relational, and behavioral patterns that treatment may seek to
change. It also measures inner capacities and resources which promote healthy functioning. It is a
measure that evaluates both broad and specific features of personality. Thus, it is likely to be of use
to psychodynamic psychotherapy researchers interested in studying how character or structural
capacities change from treatment.

The SWAP-200 consists of 200 statements, each of which may describe a given patient very well,
somewhat, or not at all. The clinician or expert rater ranks statements into eight categories from
those that are most descriptive (assigned a value of 7) to those that are not descriptive (assigned a
value of 0). Thus, the SWAP-200 yields a score from 0 to 7 for each of 200 personality-descriptive
variables. The “standard vocabulary” of the SWAP-200 allows clinicians to provide in-depth psy-
chological descriptions of patients in a systematic and quantifiable form and ensures that all clini-
cians attend to the same spectrum of clinical phenomena. SWAP-200 statements are written in a
manner close to clinical observation (e.g., “Tends to get into power struggles,” or “Is capable of
sustaining meaningful relationships characterized by genuine intimacy and caring”), and statements
that require inference about internal processes are written in clear, unambiguous language (e.g.,
“Tends to see own unacceptable feelings or impulses in other people instead of in him/herself”).
Writing items in this jargon-free manner minimizes unreliable interpretive leaps and makes the item
set useful to clinicians of all theoretical perspectives. A systematic Clinical Diagnostic Interview
(CDI) [26-28] (see Chap. 28), which can be administered in approximately two and a half hours,
yields sufficient patient information to score the SWAP-200 reliably and validly. The interview can
be used in either clinical or research contexts. When the interview is not used, clinicians can gener-
ally score the SWAP-200 after 5 or more clinical contact hours with a patient.

SWAP-266 profiles can be diagnostically scored using a matching procedure in which the patients
profile is compared to 11 Personality Disorder Factors. These factors were derived through a large
expert survey of clinicians who created SWAP-200 profiles for ten Personality Disorder diagnoses
[8, 25]. These clinicians also created SWAP-200 profiles for healthy and adaptive functioning. This
profile has become the “healthy functioning” profile. Table 27.1 includes examples of SWAP-200
items comprising each of the Personality Disorder Factors. It should also be noted that there are
alternative strategies for organizing and scoring the SWAP-200 to assess various personality dimen-
sions as opposed to specific personality disorders [28].
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27 Ten Diverse Outcome Measures for Psychodynamic Psychotherapy Research

Table 27.1 SWAP-200 personality disorder factors with example items

Personality
disorder factors Example items
Paranoid Is suspicious; tends to assume others will harm, deceive, conspire against, or betray him/hen_
Tends to hold grudges; may dwell on insults or slights for long periods
Schizoid Appears to have little need for human company or contact; is emotionally detached or indifferenf_
Appears to have a limited or constricted range of emotiong_
Schizotypal When distressed, perception of reality can become grossly impaired (e.g., thinking may seem
delusional)
Lacks social skills; tends to be socially awkward or inappropriatg_
Antisocial Tends to engage in unlawful or criminal behavior_
Tends to show reckless disregard for the rights, property, or safety of otherg
Borderline Emotions tend to change rapidly and unpredictably,
Emotions tend to spiral out of control, leading to extremes of anxiety, sadness, rage, etc.
Histrionic Expresses emotion in exaggerated and theatrical ways.
Seeks to be the center of attention
Narcissistic Has an exaggerated sense of self-importance (e.g., feels special, superior, grand, or envied)
Appears to feel privileged and entitled; expects preferential treatmenf
Avoidant Tends to feel he/she is inadequate, inferior, or a failure_
Tends to feel like an outcast or outsider_
Dependent Appears to fear being alone; may go to great lengths to avoid being along_
Tends to be ingratiating or submissive (e.g., consents to things he/she does not want to do, in
the hope of getting support or approval)
Obsessive- Tends to become absorbed in details, often to the point that he/she misses what is significant.
compulsive Is excessively devoted to work and productivity to the detriment of leisure and relationships

High functioning ~ Appreciates and responds to humor
Is able to form close and lasting friendships characterized by mutual support and sharing of
experiences;

Because the SWAP-200 is jargon free and clinically comprehensive, it has the potential to serve
as a language for describing personality pathology that can be used by any skilled clinical observer.
Studies demonstrate that experienced clinicians of all theoretical orientations understand the items
and score them reliably. For example, a nationwide sample of 797 experienced psychologists and
psychiatrists of diverse theoretical orientations, who had an average of 18 years practice experience
post-training, used the SWAP-200 to describe patients with personality pathology [8]. These experi-
enced clinicians provided similar SWAP-200 descriptions of patients with specific PDs regardless of
their theoretical background, and 72.7% agreed with the statement “I was able to express most of the
things I consider important about this patient” (the highest rating category). In a subsequent study
using a sample of 1,201 psychologists and psychiatrists, 84% ‘“agreed” or “strongly agreed” with the
statement: “The SWAP-200 allowed me to express the things I consider important about my patient’s
personality.” Again, the ratings were unrelated to clinicians’ theoretical orientation.

Numerous studies have demonstrated the reliability and validity of SWAP-200 data. In these
studies, reliability of SWAP-200 personality descriptions has generally ranged from 0.75 to 0.98
[8, 29-31]. The SWAP-200 predicted a range of relevant external criteria, from those that are rela-
tively objective to those that require greater inference. These include, for example, history of suicide
attempts and psychiatric hospitalizations; adaptive functioning assessed by measures such as the
Global Assessment of Functioning index; aggressive ward behavior; non-engagement in psycho-
therapy; family history variables such as psychosis in first- and second-degree relatives; and devel-
opmental variables, including being raised by a substance-abusing parent or guardian, childhood
history of physical abuse; childhood history of sexual abuse, and problems with parental bonding
and attachment [3, 8, 29-34]. Furthermore, the SWAP-200 does not simply measure personality
psychopathology, but also includes an empirically derived Healthy Functioning Index that defines
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and operationalizes mental health in a manner consensually understood by clinical practitioners
across theoretical orientations [3, 8, 25].

While the SWAP-200 measures personality problems related to various forms of psychopathol-
ogy and disruptive behavior as well as inner capacities and psychological strengths for sustaining
mental health and well-being, few studies have utilized the SWAP-200’s potential as a measure of
change. Two studies, however, have yielded results which support the viability of the SWAP-200 as
a therapeutic outcome measure. The first is a single-case study of a woman diagnosed with BPD who
was assessed with the SWAP-200 by independent assessors (not the treating clinician) at the begin-
ning of treatment and again after 2 years of psychodynamic therapy [29]. In addition to meaningful
decreases in SWAP-200 scales that measure psychopathology, the patient’s score on the SWAP-200
Healthy Functioning Index increased by approximately two standard deviations over the course of
treatment and indicated that the patient showed a greater capacity for empathy and greater sensitivity
to others’ needs and feelings; increased ability to recognize alternative viewpoints, even when emo-
tions ran high; greater ability to comfort and soothe herself; increased recognition and awareness of
the consequences of her actions; and growth from the working through of painful past experiences.

The SWAP-200 has also been used to compare a small sample of patients beginning psychoanaly-
sis with a matched group of patients at the completion of psychoanalysis [35]. The group ending
psychoanalysis had significantly lower scores for items assessing depression, anxiety, guilt, shame,
feelings of inadequacy, and fears of rejection but significantly higher scores for SWAP-200 items
assessing adaptive strengths and well-being, including greater enjoyment of challenges and pleasure
in accomplishments, ability to utilize talents and abilities, contentment in life’s activities, empathy
for others, and interpersonal assertiveness and effectiveness.

For a more technically thorough di ion of the psychometric strengths and weaknesses of the
SWAP-200, see Westen and Shedler [ hese authors elaborate on the Q-sort methodology, impli-
cations of the SWAP-200’s fixed distribution ranking system, taxonomy, and scaling. Finally, the
SWAP-200 has not yet been applied as an outcome measure in large sample longitudinal or con-
trolled clinical trials, although the studies discussed previously provide supporting evidence indicat-
ing both temporal stability and sensitivity to change. Despite these limitations, the SWAP-200 is not
only a useful tool for personality diagnosis and case conceptualization, but is also a viable option for
studying meaningful changes in enduring patterns of functioning, both maladaptive and adaptive,
over long-term treatment. It is likely to be particularly useful to researchers who are interested in
how therapy can produce character change. Many of the features assessed by the SWAP-200 are
unlikely to change easily and are likely to be fairly stable over time. Thus, it may be most appropri-
ate for researchers interested in studying how character changes over the course of treatment and/or
researchers interested in how longer-term treatments facilitate changes to basic personality traits.
The format of the SWAP and the level of detail also make it an extremely useful measure for quan-
tifying clinical description. While capable of being used in any type of outcome research design, it
has notable advantages over traditional outcome measures for understanding and describing patient
change over the course of therapy. Thus, it is also highly useful for increasing the scientific integrity
of single-case designs and clinical case studies.

The Defense Mechanism Rating Scales (DMRS)

Psychological defenses have been a staple of psychodynamic theory from its outset and are a fre-
quent target of exploration and change in treatments. The Defense Mechanism Rating Scales
(DMRS) [36] is an observer-rated measure that can be scored by a clinician or external rater. The
authors of the DMRS, Perry and his colleagues, were also involved in the development of the quali-
tative Provisional Defense Axis in Appendix B of the DSM-IV [37], and thus it is of little surprise
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Table 27.2 Defensive levels and their corresponding defenses

Defense level Defenses included on this level

High adaptive level Affiliation, altruism, anticipation, humor, self-assertion, self-observation, sublimation,
suppression

Obsessional Isolation, intellectualizing, undoing

Other neurotic Repression, dissociation, reaction formation, displacement

Minor image distorting Omnipotence, idealization, devaluation

Disavowal Negation, projection, rationalization, autistic fantasy

Major image distorting Splitting of others’ image, splitting of self-image, projective identification

Action Acting-out, passive aggression, hypochondriasis

that there are strong similarities between the DMRS and this axis [38]. Like many of the measures
discussed, the DMRS can be employed in a variety of research designs. It is simultaneously a mea-
sure of personality function and an outcome measure. It can be used for group-design studies or in
more granular studies focusing on a single individual. (See also Chap. 22.)

The DMRS includes 28 defenses that are hierarchically ordered into seven levels ranging from
least to most mature. Table 27.2 displays the seven defensive levels and includes a list of the defenses
included in that level.

The organization of the DMRS was based on a review of the prior literature on psychological
defenses followed by systematic investigations linking defensive levels to measures of adaptiveness,
pathology, and/or psychological defense [38—41]. The DMRS can be scored from narratives and is
most often scored using psychotherapy session material. It provides an overall score for defensive
functioning (Overall Defensive Functioning, ODF) that ranges from a 1 (least adaptive) to 7 (most
adaptive). In addition, a score is provided for each specific defense level. This allows investigators
to study change at the overall level and in specific areas of functioning.

Detailed descriptions of each type of defense and examples of how the defense is conceptualized
can be found in the DMRS manual to help raters clearly score each defense and help distinguish
among defenses [36]. To date, investigations into the reliability of the DMRS scores have generally
been positive with reliability coefficients for ODF ranging from good to excellent across studies
[36—41]. As would be expected, reliability coefficients have been slightly lower for individual
defense scores, but still within the accepted range [41, 42]. Ratings for overall level of defensive
functioning show a fair degree of stability over time as ODF have obtained an interclass R (IR) of
0.48 for a 5-week period [43].

The validity of DMRS has been established through a number of studies (for geviews, see [36]).
Lower levels of defensive functioning have been associated with high distress, personality pathol-
ogy, and interpersonal difficulties [40, 41, 44]. A handful of studies have used the DMRS to study
change in psychodynamic psychotherapies [42]. For example, Perry and Hoglend [39] found signifi-
cant improvements in ODF for depressed individuals following psychotherapy. Similarly, in a study
of 61 patients undergoing very brief psychodynamic investigations (i.e., four sessions), Drapeau and
colleagues [45] found a significant increase in ODF and the use of defenses from the obsessional
level. In a very recent study, significant changes in DMRS ODF scores were observed for a small
sample of patients who completed psychoanalysis [46].

The DMRS has clearly defined defenses, can be learned fairly quickly, and provides scores at
multiple levels (i.e., overall, defensive level, specific defense). It has been utilized in treatment
research, and these studies serve as templates for future investigators. Though the DMRS has well-
defined defenses, some familiarity with the concept and types of defenses is likely to be of benefit
for investigators hoping to use this system. Some training is required to be able to use the measure
effectively, and steps should be taken to ensure reliability of scoring prior to use. Future investiga-
tion examining how ratings of an individuals’ defensive functioning vary as a result of method of
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scoring (e.g., scoring interview vs scoring a narrated stories) would be of benefit in increasing the
measures utility. In summary, the DMRS is likely to be appealing to investigators interested in learn-
ing how pre-treatment defensive functioning impacts treatment and outcome, as well as determining
how psychotherapy changes defensive functioning over time.

The Inventory of Interpersonal Problems — Circumplex (IIP-C)

Changing interpersonal functioning is an important therapeutic target for a number of insight-
oriented treatments. The Inventory of Interpersonal Problems (IIP) [47-49] is a self-report inventory
for identifying problematic aspects of relational functioning. Thus, while related to measures of
personality traits and indexes of interpersonal style, the IIP focuses on areas that are problematic. As
such, it is similar to measures assessing symptoms and distress.

The original IIP contained 127 items comprising eight subscales forming octants along the inter-
personal circumplex. However, the most widely used version of the test contains 64 items and is
referred to as the Interpersonal Problems — Circumplex (IIP-C) [48, 49]. A number of additional
short forms and derivative measures exist containing item sets designed to accomplish specific pur-
poses (e.g., screen for personality disorders) or that map to a particular conceptual and/or data ana-
lytic approaches [50]. When selecting a version of the IIP to use in a research study, we strongly
recommend reviewing the guidelines and advice put forth by Hughes and Barkham (pp. 491-492)
[50] for selecting a version. We also suggest reviewing information by Gurtman and-Pineus-[51] for
selecting methods for scoring the IIP. For the remainder of this section, we focus on the IIP-C.

The 64 items for the IIP-C are organized into two item sets: things the respondent does too much
(excesses; e.g., “It is hard for me to join in groups”) and things the respondent finds it hard to do
(inhibitions; e.g., “I fight with other people too much”) [48]. Each item is rated on a scale ranging
from O (not at all) to 4 (extremely). The IIP-C produces eight subscales. Table 27.3 presents the eight
subscales as well as example items from each subscale.

t3.1  Table 27.3 Example items from IIP-C subscales

t3.2  Scale Example items

t3.3  Domineering I am too aggressive toward other peoplg_

t3.4 I try to control other people too much;

t3.5  Vindictive It is hard for me to trust other peoplg_

t3.6 I want to get revenge against people too much

t3.7  Cold It is hard for me to feel close to other people

t3.8 It is hard for me to get along with other people

t3.9  Socially avoidant It is hard for me to ask other people to get togethey
t3.10 I feel embarrassed in front of other people too muchy
t3.11  Non-assertive It is hard for me to tell a person to stop bothering mej
t3.12 It is hard for me to be assertive with another person
t3.13  Exploitable I am too easily persuaded by other people;

t3.14 I let other people take advantage of me too muchy
t3.15 Overly nurturant I try to please other people too muchy

t3.16 I put other people’s needs before mine too much
t3.17  Intrusive I want to be noticed too muchy_

t3.18 It is hard for me to stay out of other people’s business

t3.19  Adapted with permission of Taylor and Francis Group from [48]

[AU3]
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27 Ten Diverse Outcome Measures for Psychodynamic Psychotherapy Research

The psychometric adequacy of the IIP-C has been well established. Internal consistency alpha
coefficients for the various subscales range from 0.76 to 0.88 and test-retest reliabilities for scales
have ranged from 0.58 to 0.84 [49]. Alden and colleague [48] reported that data derived from large
non-clinical samples supported the circumplex structure of the IIP-C. Scales of the IIP-C have been
consistently shown to converge with measures tapping similar constructs in clinical [51, 52] and
non-clinical samples [48, 49].

The ITIP-C has been used previously to study various aspects of psychotherapy process and treat-
ment response [51, 53]. In fact, of all the measures reviewed in this chapter, the IIP-C has been the
most frequently employed for the purpose of outcomes research. Hgglend et al. [54] examined
changes in interpersonal problems in a diverse clinical sample that completed a year of psychody-
namic psychotherapy. They found that the overall amount of interpersonal problems reported on the
ITP-C declined following psychodynamic treatment. Similarly, using a naturalistic sample of patients
undergoing psychodynamic-interpersonal psychotherapy, Paley et al. [55] used an abbreviated form
of the IIP-C, the IIP-32, and found that long-term treatment was associated with clinically significant
improvement in interpersonal functioning as measured by this scale. Using a sample of generalized
anxiety disorder (GAD) patients completing 16 sessions of supportive-expressive psychodynami-
cally focused psychotherapy, Crits-Christoph et al. [56] found that treatment improved overall inter-
personal functioning on the IIP-C and also found significant pre- to post improvements in specific
subscales: Non-Assertive, Exploitable, Overly Nurturant, Socially Avoidant, and Intrusive. Thus,
across independent labs and patient population, the ITP-C has shown sensitivity to change.

Clearly, there are several reasons that the IIP-C is frequently employed. First, it has strong psy-
chometric properties, and independent researchers have repeatedly found the IIP-C to be reliable
over time, sensitive to change, convergent with similar measures, and predictive of therapeutic out-
comes and course. The ITP-C has been effectively employed with general clinical samples, specific
clinical samples, and non-clinical samples. It has normative reference scores for both clinical and
non-clinical populations. It is easy to administer and requires minimal training to score. Finally, it
provides an overall assessment of interpersonal functioning as well as specific assessment of rela-
tional domains allowing for investigation of more global changes in interpersonal relating, specific
areas of change, or both. The measure has very few drawbacks. Of course, like many self-report
measures, the items do have a high degree of face validity, and it is easy to determine the intent of
the item, possibly increasing the measure’s vulnerability to faking. Also, like all of the self-report
measures discussed in this chapter, the measure does not include any validity scales capable of
detecting inconsistent, odd, or faked responding. Overall, the drawbacks to this measure are quite
limited and the strengths many. Improvement in social and relational functioning has been cited as
an important outcome of psychodynamic psychotherapy, and it is highly likely that the ITP-C will
continue to be the self-report measure of choice for studying how psychodynamic psychotherapies
lead to improvements in this domain.

Adult Attachment Interview (AAI)

A fundamental proposition of Attachment Theory is that experiences with caregivers influence future
relationships, expectations of others, and views of the self, via the formation of internal representa-
tional models. George etat;[57] developed an interview procedure, the Adult Attachment Interview
(AAI), for assessing “state of mind with respect to attachment” in adults. The AAI can be used for
multiple purposes, one of which is to aid in understanding how psychotherapy can change attach-
ment representations [58].
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The AAI is a 1-hour semi-structured interview-based measure. The interview focuses on early
attachment experiences as well as adult relational experiences. Respondents are encouraged to
explore and discuss thoughts, feelings, and understandings for how past relational experiences have
impacted them. The interviewer probes for supporting evidence to back up statements provided by
the respondent. The AAl involves 20 questions with some standardized probes. For example, respon-
dents are asked to provide five adjectives to describe their relationship with each parent and are then
asked to provide evidence and relational experiences that support these descriptors. Consistent with
attachment theory, they are also asked about how their parents responded to them when they were in
need and are asked about experiences of loss, separation, and rejection. To properly administer the
AAI, the interview must be conducted by a trained interviewer and is transcribed verbatim for cod-
ing. The transcriptions must be scored by an AAI expert coder who first produces subscale ratings
that culminate in an attachment classification. The AAI classifies individuals as secure/autonomous,
dismissing, enmeshed/preoccupied, unresolved/disorganized, or cannot classify [59]. The unre-
solved/disorganized rating may be given in addition to another pattern code or can be given as the
primary pattern code.

Training in the coding of the AAI is quite rigorous; which likely accounts, in part, for the high
quality of research that has been produced using this instrument. Coders are required to complete a
minimum of 2 weeks of training and must obtain an 80% or greater agreement with 30 expert coded
standard AAI transcripts [60]. Training is essential for this instrument as the unit of analysis is com-
plex, analyzing structural features of language (e.g., coherence of the narrative) rather than the
content itself. The actual coding of the AAI also involves notable time and resources often requiring
6-8 h to complete. Further, at this time, the AAI manual is only available to approved coders from
the AAI Institute. Though the AAI is typically employed to code respondents into attachment groups
and to assess some specific areas of functioning (e.g., coherence of narrative), there is also some
evidence from taxometric analysis that attachment may be best represented dimensionally, and there
are multiple means by which to score the measure [61].

The scale properties of the AAI have been substantially researched [60, 61] and are impressive,
especially for a verbally elicited interview-based coding system. Over 10,000 AAI interviews have
been conducted and coded, and there is extensive information on distributions and factors that impact
attachment [62]. Test-retest reliabilities and inter-rater agreement have been found to be strong in
several populations and across labs [63-65]. Further, attachment categorization via the AAI appears
to be unrelated to non-attachment related memories, as well as other variables unrelated to attach-
ment such as IQ, verbal abilities, and social desirability [63, 64]. AAI classification codes have been
found to be stable over brief (several months) and long periods (several years) [62—66].

There is far too much validity research on the AAI to review here, and readers are referred to
recent reviews [58, 60]. A brief review of some key findings follows. Parent AAI classifications,
obtained prior to the birth of the infant, have been shown to predict the quality of subsequent infant—
parent relationships [67]. In his meta-analysis of 18 studies, van IJzendoorn [68] found roughly 70%
agreement between parent’s AAI classifications and their children’s attachment status. Waters and
colleagues [65] have shown that infant ratings of attachment based on behavioral coding show
strong agreement with adult attachment classifications made 20 years later using the AAI. An inter-
esting note is that AAI ratings and classification are not always in strong agreement with self-report
measures of adult attachment [61]. This may be partially the result of differences in measurement
method as well as specific constructs tapped by the AAIL

Few studies have utilized the AAI to assess the effects of psychotherapy. However, two studies are
notable. In a randomized control trial with patients diagnosed with BPD, Levy and colleagues [69]
found that BPD patients in Transference-Focused Psychotherapy (TFP) were more likely to shift to a
more secure attachment organization on the AAI following 12 months of treatment as compared to
such patients receiving Dialectical Behavioral Therapy (DBT) or Modified Psychodynamic
Psychotherapy. The AAT has also been used in single-case designs as well. For example, Gullestad [70]
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presents pre—post AAI data on a single patient who underwent psychoanalysis four times a week,
resulting in changes in a number of specific elements in his discourse from time 1 (pre) to time 2 (post)
completion of the AAIL

The AAI is a powerful research instrument that has tremendous promise for psychodynamic psy-
chotherapy research. Its psychometric properties are well established, and the authors have wisely
developed a rigorous training process to ensure fidelity of measurement. This has culminated in an
impressive series of validity studies that consistently link the AAI classification and scores to key
variables (e.g., parent status is highly related to child attachment style). While many have pointed
out that the measure is likely to have a number of clinical uses [71], outcome studies making use of
the AAI continue to be somewhat rare. In part, this may reflect the fact that the AAI does involve a
commitment in terms of time, resources, and effort in order to administer and score. Still, given its
particular focus on internal representations, the AAI should be considered among the most appropri-
ate outcome measures available for studying change in insight-oriented therapies.

The Reflective Functioning Scale (RFS)

The concept of reflective functioning arose, in part, from an intermingling of research from attach-
ment theory and clinical observations and research focusing on individuals with notable difficulties
in affect regulation, coping, identity, and interpersonal functioning. It refers to an individual’s ability
to understand others’ reactions and behaviors in terms of underlying mental states (e.g., intentions;
motivations; affect). This construct, also referred to as mentalization, is viewed by many as among
the central benefits that can result from psychodynamic psychotherapy [71]. The Reflective
Functioning Scale (RFS) was developed by Fonagy and colleagues [72] to assess the capacity for
engaging in mentalization. It is scored based on coding narratives typically obtained from AAIs.

The RFS is an additional scale that can be used in collaboration with the AAIL Using verbatim
AAI transcripts, trained coders give the respondent a single score ranging from 1 (very low) to 9
(very high) for reflective functioning. Though the AAI is typically employed for scoring the RFS,
other authors have used alternative approaches [73]. The scale characteristics of the RFS have ranged
from adequate to strong. For example, in initial investigations of the rater agreement, rater pairs
consistently produced correlations of >0.80 [72]. Subsequent independent researchers trained in
coding the RFS have also produced reliable scores. For example, Bouchard et al. [74] reported rating
pair correlations of >0.80 using 22 AAI transcripts. Rudden et al. [73] reported inter-rater reliabili-
ties in the excellent range (i.e., ICC=0.74) for this measure.

Evidence for the convergent validity of the RFS has been obtained from studies showing agree-
ment with similar measures of mentalization or reflective abilities. For example, Bouchard et al. [74]
showed that RFS scores were related to other narrative-based measures of mentalization. As would be
predicted theoretically, RFS scores were negatively correlated with independent measures of less
adaptive defenses and concreteness of narrative in this study. Regarding construct validity, Fonagy
etal. [75] found that RFS scores mediated the relationship between parental attachment classification on
the AAI and their children’s attachment status. In this study, insecure parents who produced securely
attached children tended to have higher RFS scores. Slade et al. [76] have provided data demonstrat-
ing that higher levels of reflective functioning in mothers are associated with more secure patterns of
infant—mother attachments. Reflective functioning has also been linked to the development of pathol-
ogy in theoretically predicted ways. For example, Fonagy et al. [77] found that patients with a trauma
history and poor reflective functioning were at extremely high risk for BPD, while patients with a
trauma history and higher levels of reflective functioning were at substantially lower risk.

Similar to the AAI, only a few studies have used the RFS to study treatment outcome. Levy and
colleagues [69] found that, following a year of therapy, BPD patients in TFP were more likely to
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evidence improved RFS scores as compared to such patients in supportive treatment or DBT. Rudden
et al. [73] used the RFS to examine change in reflective functioning for a sample of patients ran-
domly assigned to psychodynamic treatment for panic disorder or relaxation treatment. RFS ratings
were not made based on AAI interviews, but were given in response to interview narratives derived
from a shorter semi-structured interview that included the AAI demand questions. While changes in
general RFS ratings were not found, changes in reflective functioning specific to panic symptoms
were obtained.

Similar to the AAI, though the RFS has clear promise and application for the study of psycho-
therapy outcomes, its use has been somewhat limited. As such, it is difficult to assess this measure’s
ability to capture change. It was designed to be used with the AAI, and thus, as previously discussed,
its limited use in outcome studies may reflect cost, time, and training necessary to employ this mea-
sure. Meehan et al. [78] have presented preliminary data for a recently developed 50-item expert-
coding system based on the RFS, the Reflective Functioning Rating Scale (RFRS). The RFRS was
developed to provide more granular assessment of factors contributing to reflective functioning and
was also designed in a manner that would allow it to be used with a wider range of narrative-based
data. A potential benefit of the RFRS is more items which will allow for better understanding of the
measure’s scale properties and over time may provide a more granular understanding of reflective
functioning. Initial investigation into this measure appears very promising though further research is
clearly necessary.

The Psychodynamic Functioning Scales (PFS)

The Psychodynamic Functioning Scales (PFS) is an expert-rated system for assessing important
structural aspects of character. It was developed by Hgglend et al. [7], who have also pioneered a
number of research studies examining psychodynamic psychotherapy process and outcome. The
PFS was developed, in part, in an attempt to create a measure that evaluated key clinical concepts in
a manner that was relatively easy to score and that would be sensitive to detecting change from brief
psychodynamic treatments. As its authors point out (p. 191), similar to other dynamically oriented
scales, the PFS scales are intended to assess “internal predispositions, psychological resources,
capacities, or aptitudes that can be mobilized by the individual to achieve adaptive functioning and
life satisfaction.”

The PFS contains six capacity scales that are rated by an interviewer or expert rater. The six
capacity scales are listed here:

¢ Quality of Family Relationships

¢ Quality of Friendships

* Quality of Romantic Relationships
* Tolerance for Affects

* Insight

* Problem Solving Capacity

Similar to the Global Functioning scale of the DSM-IV [37], the PFS capacity scales are rated on
a 1-100 scale, with higher scores being indicative of more adaptive functioning. Consistent with the
goal of developing a scale sensitive enough for detecting changes as a function of “brief” dynamic
therapy, ratings for each capacity are based on the individual’s functioning for the past 3 months. In
addition to specific domain scores, an overall score can be calculated by simply calculating the
weighted average of the respective scale scores [4].

Thus far, studies using the PFS have suggested that the scales are psychometrically sound. Inter-
rater agreement-amengraters has been genstdered in multiple studies. Hgglend et al. [7, 79] reported


JDEFIFE
Typewritten Text

JDEFIFE
Cross-Out

JDEFIFE
Cross-Out

JDEFIFE
Replacement Text
examined
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inter-rater reliability estimates (i.e., ICCs) of 0.90 for agreement in average scores across three expert
raters. To date, the use of the PFS has been limited to Hgglend et al.’s study focusing on comparing
psychodynamic psychotherapy outcomes for treatments with and without transference interpretations.
These studies demonstrate the PFS’s sensitivity to detecting changes from various forms of psychody-
namic psychotherapy. For example, Hgglend et al. [7] found that PFS scores for patients completing
a year of psychodynamic psychotherapy with transference interpretations or psychodynamic psycho-
therapy without transference interpretations improved significantly over the course of treatment.

The PFS has a number of strengths: it measures constructs of clear importance to psychodynamic
researchers, scale formats are straightforward, and scale content has been clearly defined by the
authors. Data to date indicate that scales can be reliably scored, and the PFS has shown sensitivity
to detecting changes as a function of therapy. The measure also has the advantage of being created
by researchers highly experienced in studying psychodynamic psychotherapy. To date, it has been
primarily used by labs associated with the authors who created the measure. It will be important for
additional labs to examine the utility and psychometric adequacy of the instrument to better under-
stand if its scale properties remain strong even when utilized by investigators less familiar with the
measures development. Given the relative newness of the PFS, this is to be expected, and initial data
on the measure is very promising. Given the strengths of the PFS, particularly the clarity of the
scales and ease of scoring procedures, we anticipate the measure will gain wider usage. The measure

has potential go-preve-highty-usefut-as-an outcome tool for studying change in a variety of therapies,
including psychodynamic psychotherapy.

Karolinska Psychodynamic Profile (KAPP)

Throughout the psychodynamic literature, conceptualizations of the building blocks of character can
be found. The Karolinska Psychodynamic Profile (KAPP) [6] is a structured interview-based proce-
dure for assessing relatively stable character traits and modes of functioning [80]. It was created by
Weinryb et al. [80]. In describing their aims, the KAPP’s authors [80] state: “We wanted an instrument
that could be useful for (a) the assessment of relatively stable modes of mental functioning and char-
acter traits with a focus on structure not on specific conflicts, defenses, wishes, or fears...” The mea-
sure was developed following a thorough review of the psychodynamic literature on character and
thus is built to tap constructs expected to change as a function of psychodynamic psychotherapies.

The KAPP is composed of 18 independent single-item scales. Seventeen scales assess modes of
mental functioning: Intimacy and Reciprocity, Dependency and Separation; Controlling Personality
traits; Frustration Tolerance; Impulse Control; Regression in Service of the Ego; Coping with
Aggressive Affects; Alexithymia; Normopathy; Bodily Appearance; Bodily Function; Bodily Image;
Sexual Functioning; Sexual Satisfaction; Sense of Belonging; Feeling of Being Needed; and Access
to Advice for Help. The final scale provides a more global index of personality organization (i.e.,
neurotic, borderline, psychotic; for detailed description of these scales see [80]). Each scale is rated
by the interviewer and is given a score ranging from 1 to 3. Midpoint scores (i.e., 1.5 and 2.5) are
also included resulting in a 5-point scale. Lower scores are indicative of more “normal” or “normal-
neurotic” functioning. In contrast, ratings of two or greater suggest pathology. Ratings are made
following an interview of the patient specifically designed to assess these areas of functioning.
KAPP interviews require roughly 90-120 min [81, 82] and should be administered by a trained
interviewer familiar with the system. The scoring system has also been employed to code data
obtained via projective methods [83].

To date, a handful of published studies have examined the psychometrics of the KAPP. Inter-
rater reliability for clinical and non-clinical groups has generally been in the acceptable range
(i.e., ICCs>0.70) or better [80, 83, 84] with agreement improving when raters are more experienced
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and familiar with psychodynamic treatments and theory. Ratings across specific rating pairs have
occasionally produced inconsistent agreement for some specific scales [80]. Haver et al. [85] failed
to achieve reliability estimates within the accepted range for six scales. In reviewing these results,
Weinryb et al. [80] provide explanations for these findings and suggestions for optimizing reliability
among coders. Test—retest coefficients for a non-psychiatric sample of patients receiving surgery for
ulcerative colitis who completed the KAPP on two occasions (mean interval of 22 months; range of
16-34 months) revealed good stability (i.e., median r=0.57 for sample) [86].

A limited number of studies have attempted to examine the convergent validity of the KAPP with
other measures. To some extent, this is to be expected given the relative dearth of measures designed
to assess character in a multi-faceted manner. Instead, the validity of the KAPP has been established
in other ways. For example, KAPP ratings consistently discriminated surgical patients without a
psychiatric diagnosis from patients who had a psychiatric diagnosis [86]. A small number of inves-
tigators have also used the KAPP to study treatment outcome. For example, Wilczek et al. [87]
examined change in personality structure over the course of long-term (average length of treat-
ment=3 years) psychodynamic psychotherapy. They found that treatment was associated with sig-
nificant changes on eight KAPP subscales. In a fairly large sample of patients in treatment for
personality disorders, Vinnars et al. [81] found significant changes in KAPP composite scales asso-
ciated with object relations and ego functioning. Significant pre—post changes in KAPP scores have
also been reported for patients undergoing treatment of eating disorders [88].

The developmental approach and focus of the KAPP is likely to make it of interest for psychody-
namic investigators. Similar to the SWAP-200 discussed previously, its focus on overarching con-
ceptualizations of character and personality is likely to increase its utility for studying the ways in
which psychodynamic psychotherapy fosters character change. The KAPP is likely to be particu-
larly appealing for researchers investigating how therapy over time produces change in areas of
character that tend to be relatively stable. The scales of the KAPP assess character traits that are
often ignored by traditional outcome measures. These traits, however, are not expected to change
easily or quickly. In other words, they tend to be relatively stable over time. Nonetheless, longer-
term treatments often produce changes precisely in these areas. Thus, the KAPP may be especially
useful for researchers interested in understanding how longer-term therapies produce changes that
may be unlikely to be obtained in brief treatment formats. Despite these strengths, continued research
to demonstrate that the scales can be reliably coded when the measure is used by independent
research labs would be of benefit. Overall, the KAPP remains an interesting and balanced measure
of character that has much to offer psychodynamic investigators.

Self-Understanding of Interpersonal Patterns: Revised (SUIP-R)

The Self-Understanding of Interpersonal Patterns — Revised (SUIP-R) [89, 90] is a 28-item self-
report measure that assesses individuals’ awareness and understanding of problematic relationship
patterns and conflicts. The SUIP-R was developed by investigators at the University of Pennsylvania
Medical Center who have been extensively involved in psychotherapy process and outcome research
for quite some time, and the tool was developed to be consistent with modern psychodynamic mod-
els of change [90]. Though initially developed, in part, to investigate factors that may mediate or
explain how changes occur as a result of different interventions, the SUIP-R measures the develop-
ment of insight which is a construct expected to improve in insight-oriented psychotherapies.

The SUIP-R is a revision of the Self-Understanding of Interpersonal Patterns (SUIP) [89].
The original SUIP included 19 items comprising two scales: recognition and self-understanding.
Items for the SUIP were generated from patients’ descriptions of common problems, contributions
from expert therapists, and the Core Conflictual Relationship Theme (CCRT) standard category list.
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The revision that produced the SUIP-R resulted in the inclusion of nine more items to better capture
the breadth of relationship patterns. It also involved some structural changes to the scales (e.g., self-
understanding was rated on a 6-point and opposed to 4-point scale). SUIP-R items are written as
interpersonal patterns that may or may not be relevant to the respondent’s relationship. The follow-
ing is an example of some SUIP-R items:

* [ feel the need to “save” others when I see them having a tough time and therefore try to solve
their problems for them.

» Ifeel the need to keep someone close, and do whatever is necessary to keep him/her with me even
when they need to leave me.

* Ineed to feel free of responsibility, and I distance myself from someone I care about because they
are too dependent on me.

* I want another person to accept me as I am, but I bottle up my feelings and do whatever the other
wants when I feel like he/she is putting me down.

All 28 items are rated in a two-step fashion. First, for each relationship pattern, respondents indi-
cate how pervasive the problem is and how much they understand it by circling as many of the seven
descriptors accurately describing how the pattern functions in their life and their understanding of it.
Descriptors are letters (e.g., a, b, ¢) anchored to statements such as “I do not feel and act this way in
my current relationships” (a), “I feel and act this way with multiple people in my life” (c), “I am in
part responsible for continuing to feel and act this way with multiple people” (e), and “when I rec-
ognize that I am feeling and acting this way, I am able to consider other ways of viewing the situa-
tion in the moment” (g). Next, respondents indicate how important this experience is in their current
relationships using a scale ranging from 1 (Not Important) to 10 (Very Important).

The SUIP-R produces a single self-understanding score. For items in which the letter “a” is cir-
cled, the pattern is not relevant for the current relationship, and thus the item is not used to calculate
a score. For all items that are relevant (i.e., the respondent circled “b” or higher), the scale is treated
like a Likert scale where a “b” =1, a “c” =2, and so on. Since respondents are allowed to circle more
than one letter, the letter with the highest value is used in the final analysis. The self-understanding
score is calculated by averaging all of the items not coded “a” together. Finally, the SUIP-R has both
time 1 and time 2 forms to simplify in pre—post assessments.

Early examinations into the SUIP-R’s psychometric properties suggest that the scale has excel-
lent internal consistency (Coefficient Alpha=0.92) and reasonable stability over a 1 month period
(test—retest reliability of r=0.76). It is also important to note that the psychometric properties for the
original SUIP were systematically evaluated through multiple studies. Expert raters agreed on the
clarity and coverage of the SUIP, scales were found to have adequate internal consistency (i.e., coef-
ficient alphas ranging from 0.79 to 0.88), and corrected item-scale correlations were generally in the
accepted ranges in both clinical and non-clinical samples.

Early investigations also support the construct validity for the SUIP-R. In a large clinical sample,
baseline SUIP-R scores had correlations of less than 0.10 at baseline with measures of anxiety,
depression, interpersonal problems, and overall quality of life [89]. Again, these results are quite
similar to previous studies examining divergence and convergence of the SUIP which also found
little correlation between SUIP scores and global symptom measures. Similarly, SUIP-R residual
change scores show small, non-significant correlations with compensatory skill acquisition and
changes in self-image, again suggesting that the measure is distinct. Such data suggest that the
SUIP-R is assessing a unique construct (i.e., insight) that is separate from psychiatric distress, self-
image, or skill acquisition.

The SUIP-R’s construct validity of the tool and sensitivity to change has been investigated by its
authors. In a pooled sample of patients undergoing one of five different forms of psychotherapy, there
was significantly more change for SUIP-R scores for patients in dynamically focused psychotherapies
(as compared to cognitive-oriented therapies) in which increasing awareness of interpersonal patterns
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was a goal [90]. These results replicated and extended prior work with SUIP which found, as predicted
by theory, that individuals undergoing psychodynamic-oriented treatment for SGAB evidenced signifi-
cantly greater changes in SUIP-R scores compared to controls receiving medication though both
groups experienced significant reduction of symptoms [89].

The SUIP-R is a highly flexible measure capable of being used for many purposes in psychother-
apy research: pre—post change, prediction of process, assessing stages of change, and understanding
factors that moderate response to treatment. In addition, Connolly-Gibbons and colleagues’ system-
atic early investigations of the original measures psychometric adequacy and cross-correlates with
other measures serve to more clearly define the construct assessed by the instrument and highlight its
distinctiveness from similar constructs (e.g., Openness to Emotions). The measure is also relatively
easy to administer and score, and places minimal burden on research participants. Finally, psychody-
namic psychotherapy researchers are likely to find the model on which the measure is built to be
appealing and familiar. The measure also faces the same challenges of many self-report scales and
also does not include scales to assess for validity of response. Still, given the overall strengths of the
measure and relative ease of administration, it has much to offer as a psychotherapy research tool.

The Central Relationship Questionnaire (CRQ)

Conflicts that are central to the individual often manifest themselves in an interpersonal manner.
These conflicts often involve patterns of wishes, fears, expectations, and behavioral responses.
Psychodynamic psychotherapy often aims at generating insight into these patterns to facilitate
change. Barber et al. [91] developed a self-report measure, the Central Relationship Questionnaire
(CRQ), as a means to more systematically quantify and understand these types of problems and
changes while placing minimal burden on the examiner. Similar to the SUIP-R just discussed, the
CRQ is based on Luborsky’s CCRT [92]. A unique and interesting feature of the CRQ is that it can
be used to understand changes in patterns within specific relationships.

The original CRQ contained 139 items. Based on psychometric investigations (discussion fur-
ther on in this chapter) and logistical factors, McCarthy et al. [93] recently developed a version of
the CRQ with 101 items that maintains the same factor structure, has some enhanced scale proper-
ties, and reduces item redundancy. When completing the CRQ, respondents are asked to rate each
item based on their relationship with a specific target relationship (e.g., spouse; parent; romantic
partner), and respondents are often asked to complete multiple CRQs focused on several respective
relationships. Prior to completing the core items for the measure, respondents rate the target rela-
tionship by responding to questions about key descriptors (e.g., intimacy; closeness; authority;
importance). Respondents are also asked to rate the quality of the target relationship at its best
and worst. Three sets of items comprise the CRQ and these are consistent with the CCRT:
Wishes, Response from Others, and Response to Self. The Wishes component contains items
tapping wishes, needs, and desires and produces seven subscales (e.g., The wish to be in conflict;
The wish to be Independent). The Response from Others component contains items evaluating typi-
cal responses from others that either prevent or help individuals obtain wishes, wants, and needs and
also includes seven subscales (e.g., Other Hurts Me; Other Loves Me). The Response to Self com-
ponent has eight subscales revealing various self and other directed responses (e.g., Feel Valued;
Feel Disliked; Am Domineering; for a detailed description of subscales [94]).

The Wishes component item set begins with instructions orienting respondents to the nature of
the items (i.e., “Below is a list of different wishes, needs, or desires that people often have of other
people.”). Respondents are then asked to rate each Wish item based on how typical they apply to the
target relationship when the relationship is/was at its worst. It is important to recall that items are
rated in response to a target relationship. Thus, they may be rated to describe the relationship with a
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romantic partner, a parent, a sibling, or a close friend. For the purpose of this chapter, we have
worded example items as if the target relationship to be rated was a romantic partner. Here are
example items from the Wishes component:

* [ wish for my partner to know that I am loyal.

* I wish to confide in my partner.

* I would like my partner to feel proud of her/his accomplishments.
e I wish to dominate my partner.

The Response from Other component item set begins with instructions asking respondents to
consider how the person in the target relationship typically “responds to you.” Respondents are
oriented to this section with the statement: “We often see people as responding to us in a way that either
prevents us from getting what we want, or helps us to get what we want. Here is a list of possible
ways that a romantic partner can respond to you.” Respondents are then asked to rate items for how
typical they are when the relationship is/was at its worst. Response from Others component example
items are presented here:

* My partner withdraws.

* My partner feels I am a special person.
* My partner controls me.

* My partner is emotionally close to me.

Finally, prior to completing the Response to Self component items, participants are oriented to
this section with the statement: “Other people can deny your desires or meet your desires in respond-
ing to you. Below is a list of different ways that you might react when your romantic partner denies
or meets your desires.” Respondents are then asked to rate items for how well they reflect their typi-
cal reactions when their partner denies or meets their desires when the relationship is/was at its
worst. Following are example items from the Response to Self component worded as if the target
relationship to be rated was a romanti

No italics here.

e T accomplish my go
o [feel digli

e I am confused by my relationship with my partner.

All items across scales are rated on a 7-point scale ranging from 1 (never true or typical of me) to
7 (always true or typical of me). Higher ratings indicate a greater presence of that Wish, Response
from Other, or Response to Self within the target relationship. Roughly half of the CRQ subscales
are positively valenced (i.e., affiliation; respect for self; respect for others; positive affect) and half
negatively valenced (e.g., antagonism; lack of self-respect; failure to respect others; negative affect).
The CRQ takes some time for a respondent to fill out, though the total time will depend on the num-
ber of relationships to be rated.

To date, a small number of detailed studies have examined the scale properties of the CRQ. The
most extensive investigation of the scale made use of three samples: a large student sample; a clini-
cal sample; and a retest sample [91]. Across samples, subscale internal consistency ratings were
adequate (Alphas ranged from 0.78 to 0.95 for the Wishes component, 0.82 to 0.95 for the Response
from Other component, and 0.71 to 0.94 for the Response to Self). Nineteen of twenty-two scales
had alphas of >0.80. Corrected item-scale correlations were also in the acceptable range ranging
from 0.44 to 0.90 for the Wishes component, 0.58 to 0.85 for the Response from Other component,
and 0.42 to 0.87 for the Response from Self component. Test-retest reliability was established by
comparing ratings of 54 non-clinical respondents over a 1-year period. Average test—retest reliability
was >0.60 for all subscales. Subsequent scale analyses [94], conducted with a Swedish student
sample, Swedish clinical sample, and a North American student sample, have revealed a pattern
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of subscale correlations that was highly consistent with those originally reported by Barber and
colleagues [91]. A more recent study also found that a revised CRQ with fewer items maintained a
similar factor structure to the original and possessed similar, and in some cases stronger, psychometric
properties [93].

Validity of the CRQ has been established by demonstrating that subscale ratings are associated
with other measures of interpersonal problems, neuroticism, depression, and psychiatric symptoms.
Additionally, as would be expected, clinical populations in distress produce higher scores on nega-
tively valenced items (i.e., items tapping problematic relational patterns) than do non-clinical sam-
ples [91]. These findings have been replicated across two cultures [94]. Subscale interrelations
provide some support for the three-component structure of the measure. To date, the CRQ has yet
to be utilized as an outcome measure for psychotherapy. However, studies are currently underway to
establish the measure’s utility as a psychotherapy research tool and to evaluate sensitivity to
change.

The CRQ provides a means for studying changes in relational patterns. The measure is still rela-
tively new, and a revised version has recently been created. As such, further research regarding the
scale properties, particularly for the revised measure, would be of benefit. The authors of the CRQ
are currently in the process of assessing the utility of the instrument for psychotherapy research. The
measure also contains many items requiring a fair amount of the respondents’ time to complete. It is
possible that this may limit the use of the tool. Nonetheless, changes in CCRTs are often a central
part of what occurs in effective psychodynamic psychotherapy, as such the CRQ provides a means
for assessing this key area of change. It is also one of the few tools of its kind available for assessing
specific relationships.

Conclusions

When we initially set out to write this chapter, we had a handful of outcome measures in mind that
focused on key psychodynamic constructs. However, we speculated that it might be necessary to
borrow some measures from the field of social psychology to complete the mix. We quickly discov-
ered that there are currently far more measures suitable for understanding change from psychody-
namic psychotherapy than may have been anticipated. In fact, the topic may be more worthy of a
book as opposed to a book chapter at this time. Thus, given limits of space and pages for this chapter,
investigators may wish to examine similar reviews focusing on measures of attachment (e.g. [95]),
measures of object relations (e.g.[17]), measures conceptualizing change in psychodynamic con-
structs (e.g. [96]), and measures of structural capacities (e.g. [97]). Koelen et al. [98] have also
recently concluded a paper that reviews a number of measures that can be used in psychodynamic
psychotherapy research as outcome measures or to predict psychotherapy process and/or treatment
outcomes.

In addition to establishing treatment efficacy, outcome measures, such as the measures reviewed
here, can also be employed in other types of research. The measurement of outcomes often compli-
ments the study of psychotherapy process. Assessing outcome is also essential for actively testing
theories underlying treatment effects, the role of specific interventions, and the process of change in
treatment [4]. After all, if an underlying presumption of a particular therapeutic approach or inter-
vention is that it facilitates a particular type of change, then it will be necessary to determine if
change in that domain occurs as a result of the treatment or intervention. In short, understanding the
outcome of treatment can also aid in understanding the process of treatment and stages of change.

The range and sheer number of such measures says something about the health of the field over-
all. Given the number of options, psychodynamic investigators are now in a position where they can
pick and choose instruments to suit their research purposes. In addition, they are now capable of
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assessing constructs at multiple gefts by making use of combinations of measurement methods to
study explicit and implicit mechanisms of change. For example, observer-rated measures, self-report
measures, and projective-narrative-based measures may all assess slightly different aspects (e.g.,
implicit; explicit) of a construct (e.g., object relations) allowing for investigations of some of the
smaller nuances of change. It is an exciting period of time for psychodynamic researchers, and the
growth of theory specific outcome measures continues to be an important part of the field’s growth.
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Appendix 27.1 The Social Cognition and Object Relations:
Global Rating Scale

Complexity of representation of people: 1 =is egocentric, or sometimes confuses thoughts, feelings,
or attributes of the self and others; 3=tends to describe people’s personalities and internal states in
minimally elaborated, relatively simplistic ways, or splits representations into good and bad;
5 =representations of the self and others are stereotypical or conventional, is able to integrate both
good and bad characteristics of self and others, has awareness of impact on others; 7=is psychologi-
cally minded, insight into self and others, differentiated and shows considerable complexity

1 23 45 67

Affective quality of representations: (i.e., what the person expects from relationships, and how he/
she tends to experience significant others and describe significant relationships): 1=malevolent,
abusive, caustic; 3=largely negative or unpleasant, but not abusive; 5=mixed, neither primarily
positive nor primarily negative (needs to have some positive to be scored 5); 7=generally positive
expectations of relationships (but not pollyannaish), a favorable and affirmative view of relation-
ships Note: where affective quality is absent, bland, or limited, code 4

1 23 45 6 17

Emotional investment in relationships: 1 =tends to focus primarily on his/her own needs in rela-
tionships, has tumultuous relationships, or has few if any relationships; 3 =somewhat shallow
relationships, or only alludes to others; 5=demonstrates conventional sentiments of friendship,
caring, love, and empathy; 7=tends to have deep, committed relationships with mutual sharing,
emotional intimacy, interdependence, and respect, positive connectedness and appreciation of oth-
ers Note: where only one character is described and no relationship is depicted, code 2

1 22345 6 7

Emotional investment in values and moral standards: 1=behaves in selfish, inconsiderate, self-
indulgent or aggressive ways without any sense of remorse or guilt; 3=shows signs of some
internalization of standards (e.g., avoids doing “bad” things because knows will be punished for
them, thinks in relatively childlike ways about right and wrong, etc.), or is morally harsh and rigid
toward self or others; 5=is invested in moral values and tries to live up to them; 7 =thinks about
moral questions in a way that combines abstract thought, a willingness to challenge or question
convention, and genuine compassion and thoughtfulness in actions (i.e., not just intellectualized)
Note: where no moral concerns are raised in a particular story, code 4

1 23 45 67

Understanding of social causality: 1=narrative accounts of interpersonal experiences are confused,
distorted, extremely sparse, or difficult to follow, limited awareness and coherence; 3 =understands
people in relatively simple, but sensible ways, or describes interpersonal events in ways that largely
make sense but may have a few gaps or incongruities; 5 =tends to provide straightforward narrative
accounts of interpersonal events in which people’s actions result from the way they experience or
interpret situations; 7=tends to provide particularly coherent narrative accounts of interpersonal
events, and to understand people very well, understands the impact of their behavior on others and
others behavior on them Note: where subject describes interpersonal events as if they just happen,
with little sense of why people behave the way they do (i.e., alogical rather than illogical stories that
seem to lack any causal understanding), code 2

1 23 45 67
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Experience and management of aggressive impulses: 1=physically assaultive, destructive, sadistic,
or in poor control of aggression, impulsive; 3 =angry, passive-aggressive, denigrating, or physically
abusive to self (or fails to protect self from abuse); S=avoids dealing with anger by denying it,
defending against it, or avoiding confrontations; 7=can express anger and aggression and assert self
appropriately Note: if no anger content in the story, code 4

1 23 45 67

Self-esteem: 1=views self as loathsome, evil, rotten, contaminating, or globally bad; 3 =has low
self-esteem (e.g., feels inadequate, inferior, self-critical, etc.) or is unrealistically grandiose; 5 =dis-
plays a range of positive and negative feelings toward the self; 7=tends to have realistically positive
feelings about him/herself

Note: needs to have some positive to be scored a 5 or above
1 2 3 45 6 7

Identity and coherence of self: 1 =fragmented sense of self, has multiple personalities; 3 =views of,
or feelings about, the self fluctuate widely and unpredictably; unstable sense of self; 5 =identity and
self-definition are not a major concern or preoccupation; 7=feels like an integrated person with
long-term ambitions and goals

Note: ambiguity about a goal is still considered a goal and may be scored in the higher range
1 23 45 67
Reprinted with permission from [11]. Originally adapted from [10].
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