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REFLECTIVE-FUNCTIONING DURING THE PROCESS IN
BRIEF PSYCHOTHERAPIES
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Reflective-functioning (RF) is the ability
to recognize the existence and nature of
mental processes taking place in the
self and in others (e.g., intentions and
wishes). RF was investigated here as a
patient variable during the process in
two studies of brief psychotherapy. The
Sirst study investigated cognitive—
behavioral therapy (CBT) and inter-
personal psychotherapy (IPT) in the
TDCRP sample. The second study in-
vestigated psychodynamic psychother-
apy (BPDT). The Psychotherapy Pro-
cess Q-set (PQS) was implemented to
identify process correlates associated
with high and low RF in order to dis-
tinguish which specific components in
the psychotherapeutic process are re-
lated to RF. Process correlates defining
high RF had good outcome, and pro-
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cess correlates defining low RF had
poor outcome. RF remained stable or
decreased during treatments and was
linked with personality characteristics
in the patients.
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Psychotherapy researchers continue to struggle
with the question of how to define psychological
change and what constitutes an effective treat-
ment. Comparative studies of different schools of
psychotherapy repeatedly support the “dodo
bird” hypothesis, which suggests that all treat-
ments are equally effective (Luborsky, Singer, &
Luborsky, 1975; see also Wampold, 2001). How-
ever, over time, such studies have been criticized
for relying primarily on symptomatic measures to
define change, while overlooking more fine-tuned
changes in mental processes (Roth & Fonagy,
1996; see also Gladis, Gosch, Dishuk, & Crits-
Christoph, 1999). On the other hand, quality mea-
sures of mental processes that are fit for use in
psychotherapy research are lacking (Roth & Fon-
agy, 1996).

Recently, Fonagy and his colleagues have de-
veloped the reflective-functioning scale, which
attempts to measure mental processes (Fonagy et
al., 1998). Fonagy (1999) defines reflective func-
tioning (RF or mentalizing) as the ability to rec-
ognize the existence and nature of mental pro-
cesses taking place in both the self and in others
(e.g., thoughts, feelings, desires, intentions, and
wishes). This ability guides the individual in
forming coherent and integrated mental represen-
tations of the self and the other. Fonagy postu-
lates that one’s level of RF plays a central role in

65



Karlsson and Kermott

our ability to predict and explain the behavior of
ourselves and others, and, thus, is promoting the
understanding of social causality (Fonagy et al.,
1998).

Researchers in many disciplines of science
have expressed interest in mental processes and
have promoted concepts that essentially converge
with Fonagy’s concept of RF. For example, in the
philosophy of the mind literature, Dennett (1987)
argued for the notion of an intentional stance,
defined as the ability to treat an object (e.g.,
another human) as if she or he has a mind and
therefore has intentions. Mental processes are
also implied in the notion of folk psychology, or
theory-theory, which is championed by many
philosophers and cognitive scientists (e.g.,
Gopnik & Meltzoff, 1997; Lewis, 1972). Folk
psychology theorists claim that our everyday un-
derstanding of mental states constitutes a theory
of mind where we make interpretations that link
sensory experiences to mental states, mental
states to other mental states, and mental states to
behavior.

Reflective functioning possesses many similar-
ities with the concept of metacognition, although
RF is not limited to cognitions. For example,
Flavell (1979) refers to metacognitive knowledge
as acquired knowledge about cognitive processes,
knowledge that can be used to control and mon-
itor cognitive processes. Developmental psychol-
ogists often assess metacognition in children by
using various experimental tasks that require the
child to consider another person’s perspective
(e.g., Flavell, 1979). A central aspect of metacog-
nition is the appearance-reality distinction. With-
out a distinction between appearance and reality,
the subject is not able to imagine that some
propositions are, in fact, void of all validity (e.g.,
not understanding that they might have false be-
liefs or have had false beliefs in the past; see
Flavell, 1979). More recently, Main (1991) sug-
gested in her seminal paper that an infant’s ability
for metacognition might guide his or her experi-
ence of the attachment relationship with the pri-
mary caregiver and that there is a relation be-
tween secure attachment and a well-developed
ability for metacognition. Subsequently, attach-
ment researchers have begun to assess metacog-
nition in adults through discourse analyses of
narratives (e.g., Main, Goldwyn & Hesse, 2003).

In the past century, psychoanalysts have de-
scribed similar aspects of mental processes in
their patients. For example, Flavell’s (1979)
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appearance-reality distinction is comparable with
Freud’s (1911/1958) notion of primary and sec-
ondary process thinking, or Segal’s (1955/1988)
theory of symbol formation versus symbolic
equation. Perhaps the best way to explain the
concept of RF in psychoanalytic terminology
would be to perceive RF as the mental process
that helps integrate and synthesize self and object
representations, which often can be observed
through developmental shifts in mental function-
ing (see, e.g., Fonagy, 1999; Karlsson, 2004;
Steiner, 1993). Thus, a low level of RF would
facilitate the paranoid-schizoid position, which is
characterized by part-object relationships, split-
ting of the self and the objects into all good or all
bad, and defensive utilization of projective iden-
tification. Conversely, a high level of RF would
be evident in the depressive position, which is
characterized by whole-object relationships, the
self and the object as seen as both good and bad
at the same time, tolerance of ambiguity, repres-
sion, guilt, and reparation attempts (e.g., Klein,
1975/1993).

The Relation Between Reflective Functioning
and Some Similar Measures in
Psychotherapy Research

There are many established measures in the
field of psychotherapy research that, although
similar to RF, are also different in some impor-
tant ways. For example, psychological minded-
ness is a related concept that features a more
elusive conceptualization, for example, it has
been equated with insight, introspection, intra-
ception, self-awareness, self-reflection, and the
capacity for self-observation (McCallum & Piper,
1997). Also, in contrast to RF, which has consis-
tently been measured through discourse analysis,
psychological mindedness has been measured
with a wide array of methods, for example, self-
report, questionnaires, appraisals based on clini-
cal interviews, and by combination scores from
conceptually related variables (McCallum &
Piper, 1997). Perhaps the most marked similarity
between psychological mindedness and RF can
be found in the work by Barry Farber (e.g., Far-
ber & Golden, 1997), in which the definition of
psychological mindedness includes the under-
standing of intentions in both the self and others
with respect to both cognitions and emotions
(most studies of psychological mindedness focus
on self-knowledge). However, Farber and his co-



workers are using self-report questionnaires to
measure the construct rather than discourse
analyses.

Reflective functioning also resembles empathy
in the sense that both concepts include the at-
tempt to understand what it means to be the other
person (Rogers, 1980). However, Carl Rogers’
definition of empathy overemphasizes the emo-
tional over the cognitive aspects and de-
emphasizes the reflection upon how one’s own
values and attitudes affect the other person and
the interaction with that person (Rogers, 1980).
The Buddhist concept of mindfulness also shares
similarities with RF. Mindfulness has been de-
fined as directing attention in order to become
aware of one’s mental processes and how they
take place in the present moment. Thus, we be-
come aware of the habitual ways in which we
structure our experience, and we understand that
the structure is constructed by the mind and is not
the same as reality (e.g., Hayes, Follette, & Line-
han, 2004; Safran & Muran, 2000; Segal, Wil-
liams, & Teasdale, 2002; Teasdale et al., 2000;
see also Kabat-Zinn, 2003). The participants in
mindfulness training learn to observe their
thoughts and feelings in a nonjudgmental fashion
and to treat them as mental events that come and
go. Such training might include facilitating a
detached or decentered view of one’s thoughts by
promoting statements such as “thoughts are not
facts” or “I am not my thoughts” but could also
be applied to emotions or bodily sensations (Se-
gal et al., 2002; Teasdale et al., 2000). Mindful-
ness in this definition also has a strong resem-
blance to the Gestalt therapy tradition promoted
by Fritz Pearls, emphasizing the here and now,
awareness of the now, staying with feelings and
so forth (e.g., Perls, Hefferline, & Goodman,
1951/1980). Some researchers have also sug-
gested that mindfulness might be related to
Freud’s (1912/1953) concept of even-hovering
attention (Beitel, Ferrer, & Cecero, 2004). How-
ever, mindfulness and RF are not overlapping
constructs. While mindfulness primarily focuses
on the awareness of the mental processes within
the self, RF equally emphasizes the understand-
ing of mental processes in others. In addition, in
contrast to the focus on the present time in mind-
fulness, RF also includes the understanding of
how divergences and convergences in mental
processes between the self and the other affect
the interpersonal interaction in the past, present,
and perhaps also the future. Finally, mentaliza-
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tion is not a skill that can be learned by high-level
mental functioning but happens mostly outside of
consciousness in the interpersonal interaction
with other minds that are benign, and it takes a
“mentalizing position” toward the dyadic experi-
ence (Bateman & Fonagy, 2004).

RF also has some resemblance to the concept
of insight. Freud described the goal of psycho-
analysis as obtaining insight into the dynamics
and contents of the unconscious, for example,
how unconscious conflicts are expressed in
symptoms. An increasing level of insight would
result in more ego-strength and better reality test-
ing. Perhaps this was best described in his famous
quote: “Where id was, there ego shall be.”
(Freud, 1933/1964, p. 80) However, while both
RF and Freudian insight share the goal of obtain-
ing a better understanding of the unconscious, RF
is a concept limited to the understanding of self-
other interactions while the Freudian conceptual-
ization is broader and might include the under-
standing of dreams or symptoms. In fact, the
clear and more specific conceptualization of RF
might make it more appealing for systematic em-
pirical research than insight, although there are
methods developed in how to study insight dur-
ing treatments (see, e.g., Crits-Christoph, Barber,
Miller, & Beebe, 1993).

Assessing Reflective Functioning in
Psychotherapy

The reflective-functioning scale was originally
constructed to rate narratives describing self-
other interactions in transcripts from the Adult
Attachment Interview (AAI; Main et al., 2003).
The reflective-functioning scale is operational-
ized on a level from 1 to 9. The higher the
number, the more advanced the mentalizing
(Fonagy et al., 1998). An ordinary population is
expected to be capable of mentalizing at a mean
level of RF 5. Although high RF could result
from a fairly elaborate narrative on self-other
interactions, ordinary RF does not need to be
elaborate.

Moderate to high RF might include character-
istics such as (a) an awareness of the nature of
mental states, (b) an explicit effort to tease out
mental states underlying behavior, (c) recogniz-
ing developmental aspects of mental states, and
(d) recognizing mental states of the interviewer
(Fonagy et al., 1998). On the other hand, low RF
might includes characteristics such as (a) the re-
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jection of mental states; (b) unintegrated, bizarre
or inappropriate awareness of mental states; (c)
distorted or self-serving understanding of mental
states; (d) naive or simplistic awareness of mental
states; and (e) overly analytical or hyperactive
usage of RF (Fonagy et al., 1998; see also Bate-
man & Fonagy, 2004). Although the RF scale
was developed to rate narratives from the AAI,
Fonagy, Steele, Steele, Moran, and Higgitt
(1991) suggested that the RF scale may be appli-
cable outside the scope of the AAL

The following is a fictitious example of how
high RF could be expressed in psychotherapy.
The patient discusses a dinner engagement that
she had with her parents earlier in the week, thus,
a significant self-other interaction involving the
primary attachment figures:

I was so mad at them for bringing up this issue again about my
boyfriend. I think they have no right to intrude into my private
life and start up a fight with me like this. I understand
completely that parents are probably always worried about
their children and that they have a hard time sitting back and
just letting it happen when they think their child is about to
make a mistake. But that doesn’t mean it is right! I mean, I am
35 years old. . . I have the right to make mistakes sometimes.
My mother always thinks my boyfriends are not good enough
for me, but that is her opinion based on her own anxiousness
and does not mean that it is true. I was so mad at them, but
now afterward I feel guilty for yelling at them and I feel sad
that they can’t accept me as an adult. I guess I also contribute
to their behavior by allowing them to supply me with money.
They probably then feel worried about me and think that I
can’t take care of myself.

In this fictitious example, the patient demon-
strates a well-developed sense of what is present
in the minds of her parents and herself. Hence,
she is highly aware of mental states and, conse-
quently, exhibits a high level of reflective func-
tioning. For example, she realizes that although
her parents communicated with her in an intru-
sive and aggressive manner, they are in fact con-
cerned for her well-being. She can also perceive
that her parents possess certain mental constructs
that influence how they behave (e.g., being wor-
ried for their child despite her status as an adult).
Thus, she attempts to tease out the mental states
that are underlying behaviors and perceives a
difference between appearance and reality with
respect to the emotions of her parents. In other
words, she can appreciate that there might be a
difference between how a person construes real-
ity and the objective properties of reality. She
also recognizes the existence of several emo-
tional states inside of her own mind and acknowl-
edges that she has changed her emotional state
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since the dinner (these are further examples of a
developmental understanding of mental states).
Finally, she feels that she might encourage her
parents’ behavior by accepting money from them,
which would be rated as another attempt to tease
out mental states that are underlying behaviors.

The following fictitious example will demon-
strate the reasoning in an individual with a low
level of reflective functioning. The same self-
other interaction (a recent dinner with the pa-
tient’s parents) is used as the starting point for the
discussion in order to elucidate comparisons with
high RF:

I was so mad at them for bringing up this issue again regard-
ing my boyfriend. I think they have no right to intrude into my
private life like this and start up a fight with me. Why can’t
they stop treating me like a child? Why can’t they accept the
fact that I am 35 years old now, and I'm not their little baby
anymore? I told my mom that she could f*** off and she
started to cry. I think she had it coming. I am sick and tired of
her involvement in my life. She is crazy. Borderline person-
ality is probably a better name for her than calling her “mom.”
She obviously has nothing better to do with her life than
harass me! No matter who I meet she claims that there is
something wrong with them! Thank god they at least give me
money when I visit them. That is the least they can do to make
up for their harassment!

In this example, the low level of reflective
functioning can be assessed based on the fact that
she shows no sign of understanding that her par-
ents may have other intentions beyond attacking
her and making her feel bad. Although she rec-
ognizes that she felt angry, and she links that
mental state to the discussion of her boyfriend,
she still exhibits a low level of RF. For example,
she shows no reflection upon her own mental
states except that she is “mad.” Although she
suggests her mother suffers from borderline per-
sonality disorder, the diagnosis is not used as an
effort to understand her mother’s state of mind
but is instead used as a pejorative label that
allows her to further justify her anger. Addition-
ally, there is no recognition of the mother as a
person who has beliefs, desires, or intentions that
are different from the patient’s idiosyncratic in-
terpretation of the situation. For example, in con-
trast to the previous speaker, the mother’s behav-
ior is not seen as a product of mental states such
as concern over her child. Instead the person
interprets the whole interaction as being based on
her own negative emotions, which were elicited
during the interaction. Hence, she is exhibiting a
self-serving understanding of mental states in
which the presence of other minds is not taken



into account and the parents are only viewed as
being aggressive and intrusive.

Validation of the Reflective-Functioning
Scale

The reflective-functioning scale has good in-
terjudge reliability (r = .89) and has been exten-
sively validated in research (see overview in Fon-
agy et al., 1998). For example, associations have
been established between RF and mental health,
including the understanding of psychiatric disor-
ders as rifts in mentalizing (Fonagy et al., 1995).
The level of RF could differentiate psychiatric
patients from a control group in a sample of 82
nonpsychotic inpatients matched with the control
group of 85 participants in age, gender, socioeco-
nomic status, and verbal IQ (Fonagy et al., 1996).
The mean RF in the psychiatric group was 3.7
(SD = 1.8) and the mean RF in the control group
was 5.2 (SD = 1.5) (Fonagy et al., 1996). More-
over, research has shown that hospitalized de-
pressed patients have a lower RF than a matched
control (Ivarsson, Broberg, & Gillberg, 1998). It
has also been shown that patients with a border-
line personality disorder have a significantly
lower level of RF than a matched comparison
group (Fonagy et al., 1996; see also Bateman &
Fonagy, 2004). Research has suggested that a low
level of reflective functioning could be a conse-
quence of early trauma but is also responsible for
perpetuating the experience of the trauma, a pro-
cess that is particularly prominent among indi-
viduals with borderline personality disorder
(Fonagy, Gergely, Jurist, & Target, 2002).

The Rationale for Studying Reflective
Functioning in Psychotherapy

As the research findings described above dem-
onstrate, there is a relation between mentalizing
and mental health. Conversely, there is no re-
search showing whether RF prevents the devel-
opment of mental disorders or if mental disorders
prevent the development of RF. However, if
mentalizing works as an inoculation against men-
tal disorders, teaching the ability to mentalize
would presumably be a valuable preemptive
mental health measure. Although there is no val-
idated technique in how to teach someone to
mentalize as of yet, there is a long-standing tra-
dition among psychotherapists who claim that
good outcome is related to the growth of various
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mental skills that resemble mentalizing (e.g., in-
sight, mindfulness, psychological mindedness,
and more empathy). For example, there is an
increasing body of research suggesting that in-
creases in mindfulness are reducing stress, in-
creasing the quality of life (Shapiro, Astin,
Bishop, & Cordova, 2005), and can prevent re-
lapses in patients with depression (Segal et al.,
2002). Considering that psychotherapy is sup-
posed to promote mental health, the assessment
of mentalizing during psychotherapy might con-
stitute an added dimension in how to understand
improvement throughout treatment.

This present work, which includes two inde-
pendent studies, is one of the first attempts to
apply the RF scale in psychotherapy process and
outcome research (see also previous work in the
same project: Karlsson & Jones, 2000, 2001,
2002). However, working in conjunction with
this study, Bernbach, Muran, Slade, and Tuber
(2000) investigated the development of RF dur-
ing the process in 30 sessions of Brief Relational
Therapy (Safran & Muran, 2000). Their study
focused on changes in RF during ruptures in the
therapeutic alliance, which were assumed would
increase the patients’ awareness of mental states.
Their sample included 10 therapeutic dyads with
good outcome and 10 therapeutic dyads with bad
outcome. They rated RF from both videotapes
and session transcripts in 3 preselected sessions
from each treatment that had previously been
identified as containing therapeutic ruptures by
either the patients or the therapists. Bernbach et
al. (2000) found that RF decreased during the
process in patients with good outcome, and re-
mained stable in patients with poor outcome.
Bernbach et al. (2000) suggested that the decline
in RF with good outcomes could be related to
termination issues. Also, they discussed whether
their focus on exclusively examining sessions
with ruptures in therapeutic alliance might have
been problematic.

In another study, Brin Grenyer and Jane
Middleby-Clements (Middleby-Clements, 2002)
investigated RF as an outcome measure of 36
patients with cannabis dependency randomized to
either 16-session supportive-expressive psy-
chodynamic psychotherapy (Luborsky, 1984) or
control group condition (self-help intervention).
Despite the small sample size, they found a sta-
tistical trend (p < .07) comparing pre- and post-
assessments of RF, supporting that patients in
treatment increased their RF in comparison to
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control group. Grenyer and Middleby-Clements
also found a higher RF in patients with good
outcomes. They concluded that the findings sup-
ported the notion of RF as an important mental
quality that can develop in psychodynamic psy-
chotherapy and has positive associations with
outcome (Middleby-Clements, 2003).

Theoretical Overview of the Development of
Reflective Functioning in Psychotherapy

According to Fonagy, the ability to mentalize
develops from mutual interactions during a sig-
nificant interpersonal bond between attachment
figure and infant (e.g., Fonagy, 1999; Fonagy et
al., 2002, 1998). However, later in life, psycho-
therapy may also function as such a relationship
by providing a secure base via a secondary at-
tachment relationship (e.g., Bowlby, 1988; Fon-
agy et al., 1995, 1998). In such a relationship, an
environment can be created wherein thinking
about feelings and ideas can be experienced as
safe, perhaps for the first time (Fonagy & Target,
1999). Increases in mentalizing and improved
understanding of social causality are therefore
expected to be especially prominent in psycho-
therapies that allow the patient to explore his or
her own mind as well as the mind of the other,
including that of the therapist (e.g., Fonagy et al.,
2002). Theorists have also suggested that a mu-
tual exploration of affect-laden interactions be-
tween therapist and patient might in particular
facilitate increases in mentalizing (e.g., Fonagy,
1999; Jones, 2000).

Theoretical suggestions regarding which spe-
cific psychotherapeutic techniques might facili-
tate RF are sparse, with the exception of Bateman
and Fonagy’s (2004) manual on the treatment of
borderline personality disorder, which uses a
multidisciplinary team model and integrates mul-
tiple treatments methods (e.g., individual and
group). There is to our knowledge no published
work focusing on how to facilitate RF during
brief therapies. However, both Jones (2000) and
Fonagy (Bateman & Fonagy, 2004; Fonagy,
1999; Fonagy et al., 2002) suggest that the ther-
apist’s own ability to mentalize about the pa-
tient’s experiences is a crucial component. For
example, Fonagy and Target (1999) address the
importance of the therapist’s ability to remain
aware of the patient’s mental state, so that the
therapist may address and challenge the patient’s
mental capacity. For example, the therapist must
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be adept at verbalizing internal states, differenti-
ating feelings, and breaking down unmanageable,
anxiety-provoking experiences into simpler and
more manageable entities. Fonagy and Target
(1999) argue that when the therapist, in his or her
therapeutic technique, is focusing on aspects of
the internal world that are neither unconscious
nor overly complex, the patient is aided in devel-
oping an “as if” attitude where ideas can be
thought about as ideas rather than as reality.
Hence, the patient is guided into developing what
Flavell (1979) might have considered an
appearance-reality distinction and Segal (1955/
1988) would perhaps have called symbol forma-
tion. More concretely, Jones (2000) suggests that
the therapist can promote the level of RF in the
patient by making clarifications and confronta-
tions, identifying themes in the patient’s experi-
ence or conduct, using memories or reconstruc-
tions of the past, and linking perceptions or
feelings with past experience.

Theoretical Overview on Reflective
Functioning in Different Schools of
Psychotherapy

Psychoanalytic treatment approaches are be-
lieved to especially facilitate RF because of their
emphasis on understanding the therapist-patient
relationship and the nature of defensive processes
(Bateman & Fonagy, 2004; Fonagy et al., 2002;
Jones, 2000). Such approaches are expected to
facilitate awareness of the distinction between
representations of objects (e.g., self and others),
which are fantasy-based, and external object rep-
resentations, which are in closer contact with the
outside reality (Jones, 2000).

On the other hand, supportive techniques are
suggested to inhibit the understanding of impor-
tant aspects of the interaction between therapist
and patient and, hence, to limit increases in RF
(Jones, 2000). Jones (2000) argues that most
once-a-week brief psychotherapies are supportive
in nature, and consequently, quite limited in im-
proving RF. He listed as examples of such brief,
supportive psychotherapies interpersonal psycho-
therapy (IPT; Klerman, Weissman, Rounsaville,
& Chevron, 1984) and cognitive—behavioral psy-
chotherapy (CBT; Beck, Rush, Shaw, & Emery,
1979). He argued that even though CBT theorists
emphasize errors in logic and thinking, they do
not work from a developmental perspective to-
ward the understanding of these errors, nor do



they consider how these errors are expressed in
the psychotherapeutic situation. Instead these er-
rors are corrected by testing them against reality
in homework assignments (Jones, 2000).

Concurrently, Jones (2000) claimed that the
focus in IPT is to expose recent patterns in the
patient’s interpersonal relations and link them to
the psychopathology. He contended that in spite
of the supportive nature of the two treatments,
patients in IPT could be expected to a greater
degree than patients in CBT to reflect on self-
other interactions and work toward the under-
standing of their own and other’s mental states.
Moreover, brief psychodynamic psychotherapy
(BPDT) might facilitate mentalization more than
CBT and IPT because of its emphasis on devel-
oping reflection, analyzing intrapsychic conflicts
and defenses, and understanding self-other inter-
actions within the therapeutic relationship by
means of transference (Jones, 2000). It is, how-
ever, not clear whether the short-term focus of
BPDT might hamper the development of RF
throughout the course of treatment.

The Objective of the Current Studies

The primary objective of the current studies is
to investigate whether there are changes in RF
during brief IPT, CBT, and BPDT. A second goal
is to explore which specific correlates in the psy-
chotherapeutic process describe high and low RF
and whether these process correlates are associ-
ated with outcome. In considering specific RF
correlates and their relations to outcome, we are
extending our investigation of RF during the ther-
apeutic process beyond Bernbach et al.’s work
(2000) by conceptualizing the research endeavor
in a different manner. While they used RF as a
direct and global descriptor of the process, we
will focus on identifying specific components of
the therapeutic situation that are related to high
and low RF in patients’ narratives of self-other
interaction, and investigate whether these com-
ponents are related to outcome.

Study 1: Method
Participants

The sample in this first study was based upon
archival records from the NIMH-sponsored ran-
domized clinical trial Treatment of Depression
Collaborative Research Program (TDCRP; fur-
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ther description of procedures and methods be-
yond what is presented here is available in Elkin
et al., 1989). The participants in this study are a
subsample of the 155 participants in the TDCRP
that completed at least 12 sessions of treatment
and at least 15 weeks of treatment in either of the
four treatment conditions (CBT, IPT, Imipramine
Clinical Management, and Placebo Clinical Man-
agement). The TDCRP participants were all di-
agnosed with major depressive disorder. The av-
erage age of the participants was 35 years, and
70% of the sample were females.

The length of the therapies that are included in
this study ranged from 12 to 20 sessions per
participant, with an average length of 16.2 ses-
sions (SD = 2.5). The therapies in the TDCRP
were delivered in accordance with detailed man-
uals (e.g., Beck et al., 1979; Klerman et al., 1984)
by well-trained therapists, and certain procedures
were carried out to insure adherence to treatment
protocols (Elkin et al., 1989). The sample in this
study contained one session at the beginning of
treatment (on average Session 4) and one session
from the later part of treatment (on average Ses-
sion 12), with a total of 128 sessions, including
35 cases of interpersonal therapy (IPT; Klerman
etal., 1984) and 29 cases of cognitive—behavioral
therapy (CBT; Beck et al., 1979). Each one of
these 128 sessions was transcribed and the ver-
batim transcripts were used in this study.

Measures

The Reflective-Functioning Manual (Fonagy et
al., 1998) was used for rating verbatim from the
treatment sessions describing self-other interac-
tions. The manual defines RF and provides guide-
lines on how to rate RF on an 11-point scale,
ranging from repudiated (rating of —1) to excep-
tional levels (rating of 9) of RF. The Psychother-
apy Process Q-set (PQS; Jones, 2000) was used
to identify which specific components of the pro-
cess are associated with low and high RF. The
PQS consists of 100 items describing specific
actions, behaviors, and statements that can illu-
minate the psychotherapy process from a pan-
theoretical viewpoint. The instrument has dem-
onstrated both reliability and validity across a
wide variety of studies and treatments (Jones,
2000). Each session was rated with the PQS by
two independent, clinically experienced raters
who maintained a minimum interjudge reliability
of .50 (see Jones, 2000 for an extensive descrip-
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tion of the procedures). Measures of outcome in
this study were generated from standard outcome
instruments used in the TDCRP. They measure a
wide spectrum of symptomatology, attitudes, and
interpersonal functioning. The majority of the
measurements are based on self-report and in-
clude the Beck Depression Inventory (BDI; Beck,
Ward, Mendelson, Mock, & Erbaugh, 1961),
Dysfunctional Attitudes Scale (DAS; Weissman
& Beck, 1978), the Hopkins Symptom Check
List (HSCL-90; Derogatis, 1993), and the Social
Adjustment Scale (SAS; Weissman & Bothwell,
1976). The Hamilton Rating Scale for Depression
(HRSD; Hamilton, 1967) and the Global Assess-
ment Scale (GAS; Endicott, Spitzer, Fliess, &
Cohen, 1976) measured change as rated by the
clinical evaluators.

Procedure

In an attempt to ensure validity for the RF
construct, the RF manual was applied as closely
as possible to the original rating procedures when
used for rating AAls. However, a few modifica-
tions of the original guidelines were necessary to
adapt the procedures for the rating of psychother-
apy transcripts (presented in Appendix A). The
judges included clinicians, graduate students, and
advanced undergraduate students in psychology.
All transcripts were rated by two independent
judges, and one of the judges was always an
experienced clinician (usually the first author).
The judges were blind toward the modality of
treatment and order of sessions. The highest rat-
ing of RF in each session was used in the data
analysis. Disagreements between judges in the
RF rating of one RF scale point or less were
resolved by averaging, whereas disagreements of
more than one point were resolved through dis-
cussion until consensus was reached. In total,
fewer than 15% of the transcripts underwent such
consensual agreement procedure. The interjudge
reliability in this study was acceptable (r = .83)
and comparable to the reliability obtained when
scoring RF from AAI transcripts (r = .89; Fon-
agy et al., 1998).

Data Analysis

First, planned comparisons were performed to
determine whether the level of RF changed
across the sessions, and whether the level of RF
was different between the two treatments. Sec-
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ond, the PQS was used for an item-by-item anal-
ysis to determine which aspects of the therapeutic
process constitute high versus low RF. In order to
decrease the probability of Type I errors, only
items with a two-tailed p value of < .001 are
reported. The identified PQS items were thereaf-
ter used as “process correlates” (cf. Ablon &
Jones, 1999) to determine whether or not they
were related to treatment outcome.

Results and Discussion

To measure the general change in RF during
the treatments, the means for the entire sample
(N = 64) were calculated for RF in Session 4 and
in Session 12 (see Figure 1). In accordance with
the theoretical suggestions of specific differences
between the two treatments presented by Jones
(2000), planned comparisons were conducted. An
ANOVA showed that the average level of RF
decreased significantly during the course of treat-
ments (M Session 4 = 4.52; SD = 148, M
Session 12 = 3.73; SD = 1.33; F = 10.23,
two-tailed p < .002). The level of RF was overall
also significantly higher during IPT than CBT
(F = 12.47; two-tailed p < .001). More specifi-
cally for each treatment, the results showed that
the level of RF did not change in CBT from
Session 4 (M = 3.79; SD = 1.29) to Session 12
(M = 3.41; SD = 1.26) (F = 2.09; ns.). How-
ever, the level of RF decreased significantly in
IPT across the sessions (M Session 4 = 5.13;
SD = 1.37; M Session 12 = 3.99; SD = 1.35;
F = 12.39; two-tailed p < .001). The level of RF
was greater in IPT than in CBT during Session 4
(F = 15.88; two-tailed p < .000), but not in
Session 12 (F = 3.03; ns.).

These findings support the theoretical over-
view of CBT as having less RF than IPT
(Jones, 2000), but only during Session 4 of the
treatments. Considering the participants in the
TDCRP were randomized to the treatment con-
ditions, the result cannot be explained by group
differences prior to the start of the treatments.
However, the observed decrease in RF during
IPT is a surprising finding not suggested by the
theoretical overview above and warrants addi-
tional explanation. This issue will be discussed
further in the general discussion section.

Post Hoc Analysis

Identifying process correlates related to RF.
An item-by-item analysis of the PQS was calcu-
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lated with all 128 sessions combined to under-
stand which specific process components are as-
sociated with high versus low RF during
treatments. To decrease the probability of Type I
errors, only items with a two-tailed p value of
< .001 were included in the results. Such a
conservative exclusion criteria, of course, in-
creases the probability of Type II errors, but is
nevertheless deemed necessary at this explor-
atory stage of investigating the process of RF
during psychotherapy. The results for the positive
correlations between RF and PQS are presented
in Table 1. Positive relations were found between
high RF and Q 28 (therapist accurately perceives
the therapeutic process), Q 88 (patient brings up
significant issues and material), and Q 73 (patient
is committed to the work of therapy). These items
are probably not associated with a specific psy-
chotherapy school but are more related to thera-
pists’ skills and patients’ motivations for treat-
ment. In addition, two items describing specific
psychotherapeutic technique were also linked to
high level of RF: Q 50 (therapist draws attention
to feelings regarded by the patient as unaccept-
able) and Q 6 (therapist is sensitive to the pa-
tient’s feelings, attuned to the patient, empathic).
This suggests that high RF is related to a thera-
peutic style characterized by working with unac-
ceptable feelings in an empathic manner. Such a
therapeutic style has been suggested to facilitate
mentalization (Fonagy et al., 2002; Jones, 2000).
Finally, high RF seems to be related to patients
who show signs of insight or new understanding.

With regard to PQS items that are associated
with low RF (see Table 2), links were found
between items describing patient characteristics
that are often seen as typical of unproductive
treatments. For instance, the following items
were all associated with low RF: patient does not
feel understood by therapist (Q 14), patient does
not initiate topics; patient is passive (Q 15), pa-
tient rejects therapist’s comments and observa-
tions (Q 42), and patient feels wary or suspicious
(toward the therapist) (Q 44). In addition, Q 17
(therapist actively exerts control over the interac-
tion) was also found to be associated with low
RF. That last particular item might be associated
with many forms of brief, supportive treatments
that do not specifically aim toward exploring
psychic reality (Fonagy et al., 2002).

Process correlates and outcome. In order to
determine whether the PQS items that were iden-
tified above as characterizing high versus low RF
were associated with patient improvement, we
calculated partial correlations (controlling for
pretreatment) between outcome scores and the
PQS items across both treatments (see results in
Tables 1 & 2). The analysis indicated that many
of the previously identified PQS items character-
izing high versus low RF during the treatment
process had a significant correlation with out-
come. The findings suggest that high RF and
good outcome is related to a treatment process
where the patient is committed to the treatment
(Q 73) and gains insight (e.g., a new perspective/
attitude) during the treatment (Q 32). Such a

TABLE 1. Process Correlates Describing the Most Characteristic PQS Items Related to Reflective-Functioning in the NIMH
TDCRP and Their Relationship With Outcome

PQS# Item description BDI HSCL-90 SAS HRSD DAS GAS
6 T is sensitive to the patient’s feelings, attuned = —.21 —.08 —.09 —.15 —.03 .09
to the patient; emphatic
88 P brings up significant issues and material —.33%* —.24 —.18 —.15 —-.23 .16
28 T accurately perceives the therapeutic process —.33%%* —.06 —.16 —.13 —.13 .19
73 P is committed to the work of therapy —.46%** —.24 —.30% —.29% —.29% 29%
32 P achieves a new understanding or insight — 43k —-.22 —.32%* —.27% —.13 32
50 T draws attention to feelings regarded by the —.17 —.10 —.12 —.11 —.01 .09

patient as unacceptable (e.g., anger, envy,
or excitement)

Note. PQS = Psychotherapy Process Q-set; T = therapist; P = patient; BDI = Beck Depressive Inventory; HSCL-
90 = Hopkins Symptom Check List-90; SAS = Social Adjustment Scale; HRSD = Hamilton Rating Scale for
Depression; DAS = Dysfunctional Attitude Scale; GAS = Global Assessment Scale. Partial correlations were
calculated with outcome (controlling for pretreatment scores). A negative correlation between the PQS items and BDI,
HSCL-90, HRSD and DAS suggests a link between good outcome and the process correlates identified with high RF.
A positive correlation between the PQS items and GAS suggests a link between good outcome and process correlates
identified with high RF.

¥p < 05, *p< 0l *%p < 00
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TABLE 2. Process Correlates Describing the Least Characteristic PQS Items Related to Reflective-Functioning in the NIMH
TDCRP and Their Relationship With Outcome

PQS# Item description BDI HSCL-90  SAS HRSD DAS GAS

17 T actively exerts control over the interaction (e.g. 12 —.08 .04 —.04 -.07 .01
structuring and/or introducing new topics)

44 P feels wary or suspicious (vs. trusting and secure) .46%%* 31k 35 38k 29% —.32%*

14 P does not feel understood by therapist 547k 33%* A40%* A67%FE 28% — A5%F*

42 P rejects (vs. accepts) T's comments and S5k 37HE 53k AGHEE 36%*F — 58%F*
observations

15 P does not initiate topics; is passive 36%* 15 28% 21 .16 —-.22

Note. PQS = Psychotherapy Process Q-set; T = therapist; P = patient; BDI = Beck Depressive Inventory; HSCL-
90 = Hopkins Symptom Check List-90; SAS = Social Adjustment Scale; HRSD = Hamilton Rating Scale for
Depression; DAS = Dysfunctional Attitude Scale; GAS = Global Assessment Scale. Partial correlations were
calculated with outcome (controlling for pretreatment scores). A positive correlation between the PQS items and BDI,
HSCL-90, HRSD and DAS suggests a link between poor outcome and the process correlates identified with low RF.
A negative correlation between the PQS items and GAS suggests a link between poor outcome and process correlates

identified with low RF.

*p < 05, Frp< 0l *kp < 001

patient brings up significant issues or material
during the treatment (Q 88) and the therapist
appears competent in perceiving the patient’s ex-
perience of the therapeutic relationship (Q 28).
Somewhat surprisingly, the process correlates
that described the therapist’s handling of emotive
material during the treatment (Q 50, therapist
draws attention to feelings regarded by the pa-
tient as unacceptable; and QO6, therapist is sensi-
tive to the patient’s feelings, attuned to the pa-
tient, empathic) have no significant relation with
the outcome measures. Concurrently, process
correlates associated with low RF predicted, in
general, poor outcome. Thus, patients who feel
wary or suspicious of the therapist (Q 44), do not
feel understood by the therapist (Q 14), reject the
therapists’ comments or observations (Q 42), and
lack initiative and appear passive (Q 15) had a
poor outcome of the treatments. Surprisingly, a
therapist’s active control over the structure and
the interaction (Q 17) was not related to outcome.

Summary of Findings Investigating RF in IPT
and CBT

The findings from this study, as assessed be-
tween the two data points, indicate that (a) the
mean RF was higher in IPT than CBT; (b) IPT
had a higher level of RF than CBT in Session 4
but not during Session 12; (c¢) RF decreased dur-
ing the course of IPT, but remained stable in
CBT; and (d) process correlates describing high
RF during the process were related to positive
outcome, whereas process correlates describing
low RF during the process were related to nega-

tive outcome. The PQS analysis demonstrated
that process correlates related to high RF and
good outcome described an active, highly moti-
vated patient who gained insight into his or her
problems and a competent therapist who per-
ceived the patient’s experience of the therapeutic
relationship. Concurrently, the PQS analysis sug-
gested process correlates characterizing low RF
and linked with poor outcome were associated
with patients who were passive, wary, and suspi-
cious of the therapist, rejected the therapist’s
comments, and did not feel understood by the
therapist.

Overall, the process-based descriptions of low
versus high RF and their respective relation to
outcome were in alignment with theoretical sug-
gestions (e.g., Fonagy et al., 2002; Jones, 2000).
Thus, the TDCRP sample included IPT and CBT
treatments, which are suggested to not facilitate
the development of RF (cf. Jones, 2000). These
findings led to the question of whether BPDT
might provide a different trajectory of RF devel-
opment during the process of treatment and re-
sulted in an additional investigation that will be
described next.

Study 2: Method
Participants

The sample in this second study was based
upon archival records from 30 brief psychody-
namic psychotherapy (BPDT) treatments ob-
tained from the Mount Zion Psychotherapy Re-
search Group in San Francisco (for a more
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elaborate description of the sample see Jones &
Pulos, 1993). Patients in this archival sample had
a range of classical “neurotic” diagnoses, such as
depression, dysthymia, and generalized anxiety
disorder. The mean age of the patients was 50
years (range: 20— 81 years), and the patients came
from a broad educational background that ranged
from high school to doctoral degrees. Sixty per-
cent of the patients were female, and the average
length of treatments was 15.8 sessions (SD =
1.35), ranging from 11 to 20 sessions. Fifteen
well-trained therapists with specialized training
in BPDT and an average of 6 years in indepen-
dent practice (range: 1-19 years) delivered the
treatments. Five therapists treated 3 patients each,
5 treated 2 patients each, and another 5 treated 1
patient each. The sample in this study consisted
of transcripts from the 1Ist, Sth, and 14th session
of each treatment, which resulted in a total of 90
sessions.

Measures

Again, the Reflective-functioning Manual
(Fonagy et al., 1998) was used for rating verba-
tim transcripts from the psychotherapy sessions,
and the Psychotherapy Process Q-set (PQS;
Jones, 2000) was used to investigate which spe-
cific components of the process are associated
with low and high RF. Measures of patients’
self-reported outcome included the Hopkins
Symptom Check List and the Global Severity
Index (HSCL-90; GSI; Derogatis, 1993). The
clinical evaluators measured outcome with the
Brief Psychiatric Rating Scale (BPRS; Overall &
Gorham, 1962). Unfortunately, the GSI and
HSCL-90 were based on 12 patients out of the 30
and BPRS was based on 18 out of the 30 patients.
This will inevitably reduce the statistical power
in finding significant results. However, the num-
ber of dropouts must be viewed as one of the
clinical realities when conducting research.

Procedure

The rating procedure for RF for the second
study was identical to that of the first study. At
least two independent judges rated all transcripts
and were blind with regard to the order of the
sessions. One of the raters was always an expe-
rienced clinician (usually the first author). Again,
the highest rating of RF in each session was used
in the data analysis. Disagreements were resolved
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in the same manner as in the first study, and fewer
than 20% of the transcripts underwent such a
consensual agreement procedure. The interjudge
reliability of RF rating in this study was accept-
able (r = .84) and comparable to that of the first
study.

Data Analysis

The data analysis of the second study followed
the procedures described in the first study in
order to replicate the findings. First, an ANOVA
was calculated to determine whether the level of
RF changed across the sessions. Second, the PQS
was used for an item-by-item analysis to deter-
mine what specific components of the therapeutic
process were related to high versus low RF. As in
the first study, in order to decrease the chance of
Type I errors, only items with a two-tailed p
value of < .001 are reported. The identified PQS
items were subsequently used as process corre-
lates to determine whether they were related to
treatment outcome.

Results and Discussion

To measure the general change in RF during
the treatments, the mean RF in Sessions 1, 4, and
14 were calculated for the whole sample (N =
30) (see Figure 1). The mean level of RF in
Session 1 was 4.62 (SD = 1.39); 4.37 in Session
5 (SD = 1.13); and 4.37 in Session 14 (SD =
.82). A one-way ANOVA showed that the differ-
ences across the sessions were not significant
(F = .48, ns.). The result suggests that RF is
stable during the course of BPDT in this sample.
Again, this lack of improvement of RF might be
interpreted in alignment with theoretical posi-
tions regarding the relation between brief treat-
ments and mentalizing (e.g., Fonagy et al., 2002;
Jones, 2000), but is surprising considering that
one of the suggested objectives of BPDT is to
generate skills that facilitate mentalizing (e.g.,
Jones, 2000).

Post Hoc Analysis

Identifying process correlates related to RF.
As in the first study, an item-by-item analysis was
conducted with the PQS for all 90 sessions in
order to reveal which specific process compo-
nents are associated with high versus low RF
during the treatment. As was the case with the



first study, only items with a two-tailed p value
of < .001 were included in the results to decrease
the probability of Type I errors (see results with
the identified PQS items in Table 3). There was a
positive relation between process correlates asso-
ciated with high RF and discussions about pa-
tients’ interpersonal relationships (Q 63), when
patients are expressing angry or aggressive feel-
ings (Q 84), and when patients are introspective
or readily explore inner thoughts and feelings (Q
97). Process correlates associated with low RF
were related to patients who resist examining
thoughts, reactions, or motivations related to
problems (Q 58) and patients who are passive and
do not initiate topics (Q 15).

Process correlates and outcome. In order to
determine whether the PQS items that distin-
guished high RF from low RF were associated
with patient improvement, we calculated partial
correlations (controlling for pretreatment scores)
between outcome scores and the PQS items
across the treatments (see the results in Table 3).
The analysis indicated that many of the relations
between PQS items characterizing high versus
low RF during the treatment process and outcome
generated a substantial effect size without always
being statistically significant. The lack of signif-
icance in these findings was arguably related to
the small sample size with a subsequent reduction
of statistical power in many of the measures (the
BPRS data were based on only 18 of the 30
patients, while both GSI and HSCL-90 were
based on only 12 patients). Nevertheless, the re-
sult suggests that the identified PQS items that
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described high versus low RF in this second
study have some validity in that they converge
with the results from the previous study that
describe patient characteristics. For example,
process correlates linked to high RF and good
outcome are related to a treatment process where
the patient is introspective, readily explores inner
thoughts and feelings (Q 97), and expresses angry
or aggressive feelings (Q 84). It is possible that
this introspection combined with anger is focused
on the patient’s interpersonal relationships (Q
63), although this later PQS item has nonsignif-
icant correlations with outcome. Process corre-
lates describing low RF and poor outcome is
associated with patients who are resistant to ex-
amining thoughts, reactions, or motivations re-
lated to problems (Q 58), do not initiate topics,
and are passive (Q 15).

Summary of Findings Investigating RF in
BPDT

Reflective functioning remained stable during
the course of treatment in this study, as assessed
with the three data points. This supported the
theoretical overview of BPDT as being too brief
to promote the development of RF, but the result
is still surprising considering BPDT is suggested
to facilitate the development of RF (e.g., Jones,
2000). Process correlates characterizing low and
high RF had a relation with outcome, although
many correlations were not significant due to the
low statistical power that resulted from the small
sample size. Nevertheless, process correlates in-

TABLE 3. Process Correlates Describing the Most and Least Characteristic PQS Items Related With Reflective-Functioning
in Brief Psychodynamic Psychotherapy (BPDT) and Their Relationship With Outcome

PQS# Item description HSCL-90 BPRS* BPRS GSI
Relationships between process correlates describing high RF and good outcome (negative r equals good outcome)
63 P’s interpersonal relationships are a major theme 18 —.06 .07 —.24
84 P expresses angry or aggressive feelings —.62% —-.32 —.15 33
97 P is introspective, readily explores inner —.64%* —.57* —.39 —.40
thoughts and feelings
Relationships between process correlates describing low RF and poor outcome (positive r equals poor outcome)
58 P resists examining thoughts, reactions, or 47 46%* 21 25
motivations related to problems
15 P does not initiate topics; is passive 54% 52% .16 27

Note. PQS = Psychotherapy Process Q-set; T = therapist; P = patient; HSCL-90 = Hopkins Symptom Check List;
BPRS = Brief Psychiatric Rating Scale; GSI = Global Severity Index Partial correlations were calculated with outcome
(controlling for pretreatment scores). The outcome data for GSI and HSCL-90 was based on 12 out of the 30 patients

and the BPRS data was based on 18 out of the 30 patients.

¢ Evaluator, post-treatment. ® Evaluator, 1st follow up.
*p < .05.
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terrelated with high RF and good outcome in this
study were associated with patients who were
introspective, explored inner thoughts and feel-
ings, and expressed negative emotions. Concur-
rently, process correlates describing low RF and
negative outcome were associated with a patient
who was resistant toward exploring internal
states and appeared passive during the therapy.

General Discussion

Why Did RF Not Increase Between the Data
Points During the Course of the Treatments?

Although it might be tempting to collapse the
TDCRP sample and the BPDT sample in the data
analysis, we refrained from doing so due to the
fact that the samples were substantially different
from one another. For example, while the TDCRP
had a randomized assignment of patients to treat-
ment conditions, the BPDT sample is from a
naturalistic study of psychotherapy. There are
also substantial differences in demographic vari-
ables between the samples, especially in the areas
of average age and gender frequency. Even more
crucial are the differences between the last data
points in each sample: Session 12 in the TDCRP
versus 14 in BPDT. In brief treatments, these
differences may reflect the fact that the two sam-
ples were at different phases in the treatments.
Thus, any discrepancies between CBT/IPT versus
BPDT might be due to differences in treatment
phases and/or design, rather than variations in
schools of psychotherapy. The two samples were
therefore analyzed separately in an effort to
achieve better statistical integrity and, because
the findings largely converge, they provide a
stronger support for the findings. Hence, despite
variability in type of treatment, differences in
research design, and, perhaps, differences in
treatment phases when RF was assessed, the find-
ings conclude that there was no increase of RF in
the process between the data points in any of
these three brief psychotherapeutic treatments.

The findings from the TDCRP suggested that
both IPT and CBT significantly relieved depres-
sion during the course of the study, but they did
not yield any large differences in effect size be-
tween the treatment conditions (Elkin et al.,
1989), nor did they produce any substantial long-
term effects after termination of treatment (Shea
et al., 1992). Ablon and Jones (1999, 2002) con-
cluded in their PQS analysis of the TDCRP sam-
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ple that the psychotherapeutic processes of CBT
and IPT that were utilized in the study were very
similar in that they both prescribed to supportive
techniques. Thus, the reason that RF did not
increase in either treatment might be explained
by the fact that both treatments were largely
supportive in nature, rather than insight oriented.
In addition, the previously conducted process
analysis of the BPDT sample in this study sug-
gested the presence of a substantial amount of
supportive techniques (Jones & Pulos, 1993),
which could explain why BPDT also showed a
stable level of RF throughout the treatment.

These findings support the theoretical argu-
ments by Jones (2000) and Fonagy (Fonagy et al.,
2002), which maintain that brief treatments, in
general, are not promoting increases in RF. Con-
sidering that RF is supposed to promote a mental
image of a whole-object relation (Fonagy et al.,
1998), improvements in this fundamental mental
function might only be attained by insight-
oriented long-term treatment (Fonagy et al,
2002). In fact, recent studies of treatment out-
come have demonstrated that both treatment du-
ration and session frequency are significant pre-
dictors of outcome (e.g., Lamb, 2005; Salekin,
2002; Sandell et al., 2000).

In Fonagy’s (1999) discussion of the process
of change in therapy, he suggests that the initial
phase of treatment may be characterized by
symptom  reduction, without concomitant
changes in RF. This phenomenon is the classical
psychoanalytic notion of the transference cure
(Greenson, 1967) and is, according to Jones
(2000), the characteristic outcome of brief treat-
ments (cf. Shea et al.,, 1992). Fonagy (1999)
argues that long-term treatments, thereafter, enter
a phase where symptomatology might increase
because of the disinhibition of mental processes
that have taken part in the therapeutic interaction
(Fonagy, 1999). In the final phase, a reorganiza-
tion or restructuring of the representational sys-
tem might be generated through enhanced ability
for mentalizing (Fonagy, 1999). Subsequently,
Fonagy (1999) argued that more sessions and
longer treatments result in better outcome, espe-
cially in long-term follow up, and when particular
respect is paid to the development of mentaliza-
tion. However, this hypothesis warrants further
validation by systematic investigation of the re-
lation between long-term treatment and RF.



Why a Decrease of RF in IPT?

As expected, IPT had a higher level of RF than
CBT during the treatments but only during Ses-
sion 4. Considering that the participants in the
TDCRP were randomized to the treatment con-
ditions, this difference in Session 4 could not be
explained as a group difference present before the
start of the treatments. Instead, the difference is
most likely related to differences in therapeutic
technique. This finding was, thus, partially con-
gruent with the theory of IPT as focused on the
understanding of interpersonal relations, espe-
cially in the early phase of the treatment when an
extensive interpersonal history is obtained (Kler-
man et al., 1984), while CBT treatment is focused
on corrections of dysfunctional thoughts (Beck et
al., 1979).

However, the significant drop in RF over the
course of IPT is perhaps the most surprising
finding in this study. We suggest that the drop in
RF during IPT is related to the therapists becom-
ing more structured after the initial phase of ob-
taining an extensive interpersonal history. Thus,
after the extensive interpersonal history was ob-
tained, the patient’s desire to understand their self
and others during interpersonal exchanges de-
creased due to the fact that the therapists pro-
moted more structured, supportive techniques (cf.
Ablon & Jones, 1999, 2002). Such an interpreta-
tion of this finding is supported by another study
of the TDCRP sample by Crits-Christoph et al.
(1999). They investigated interpersonal narra-
tives in the early sessions of the TDCRP sample
and found that IPT sessions, in general, contained
more narratives than CBT sessions. Considering
that interpersonal narratives are necessary for rat-
ing RF, this finding might partially explain the
large difference in RF ratings between IPT and
CBT in Session 4.

The differences between the treatments with
respect to RF are also determined by the quality
of the narratives, as defined in the RF manual
(Fonagy et al., 1998). The quality may, in turn, be
partially affected by how often the participants
had an opportunity to expand on the narratives
without being interrupted. In this respect, Crits-
Christoph et al., (1999) argued that CBT thera-
pists were more talkative than their IPT coun-
terparts when participants were presenting
narratives. The authors showed in their study how
the IPT therapists listened more attentively and
allowed the participants to develop their narra-
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tives, whereas the CBT therapists tended to in-
terrupt the participants to correct their presumed
dysfunctional beliefs. This was also our clinical
impression when we returned to the transcripts in
a nonblind format to see if we saw any differ-
ences between the treatments in the early phase.
For example, there were many examples of how
patients in CBT tried to present narratives about
some significant interpersonal event that they be-
lieved to be related to their mental disorder, but
the therapists usually interrupted them and ex-
plained why they needed to focus on their home-
work assignments instead. The IPT therapists,
however, appeared to be more open to discussing
interpersonal interactions during the early phase
of treatment, and allowed the patients to hypoth-
esize about the causes of their mental disorders in
the context of self-other interactions.

Is RF in Brief Psychotherapies a Patient
Characteristic?

The PQS-based process correlates of RF dur-
ing the process of the three brief psychotherapies
suggest that the relation between RF and outcome
is, first and foremost, a patient characteristic.
Thus, process correlates describing low RF and
poor outcome are related to patients who are
defensive, resistant, passive, wary, or feel poorly
understood. In contrast, process correlates de-
scribing high RF and good outcome are associ-
ated with patients who are committed to treat-
ment and raise significant issues and material,
explore inner thoughts and feelings, and gain
insight into their problems. It is, of course, pos-
sible that the therapists’ skills and level of empa-
thy and sensitivity affect the development of RF
during the treatments, although the results from
these two present studies do not support such a
notion. In addition, the results from the two
present studies found that no items describing
interpersonal interaction between the therapist
and patient had a significant relation with RF.
This finding, combined with the absence of an
increase of RF in general, suggests that RF is not
primarily a relational phenomenon in these three
forms of brief psychotherapy. These results raise
a question as to how patient characteristics,
which might be present even before the treat-
ment, affect the level of RF and the outcome of
brief psychotherapies. Based on these findings,
the assessment of RF in patients prior to treat-
ment could perhaps be implemented to determine
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whether brief psychotherapy is a feasible treat-
ment option for a particular patient.

Limitations

The reflective-functioning scale was used in
this work to rate narratives that occurred in the
therapy context as mutual constructions between
patient and therapist. In contrast to the AAI in-
terviewer, who is primarily an observer, a thera-
pist is an active participant whose impact on the
patient’s expressed RF needs to be addressed in
future work. For example, the relation between
the RF ratings based on verbatim AAI, which
would be obtained pre- and posttreatment, and
verbatim from psychotherapy sessions, should be
investigated. Findings from such research would
increase the construct validity when using RF as
a measure in psychotherapy research. In addition,
what we measured was the participants’ ability
for RF expressed in narratives from the therapy
sessions. It was not possible for us to determine
whether the level of RF in the narratives reflected
the “true” level of RF in the participants. Hence,
the question of whether the patient’s level of RF
affected the therapeutic process, or whether the
therapeutic process affected the patient’s level of
RF, remains unanswered. For example, it is pos-
sible that some patients intentionally exhibited
low RF in an attempt to provoke a “rescue mis-
sion” from the therapist. Such transference reac-
tions might have diluted our findings in unknown
directions, but at this point, we are not aware of
any research methods that can reliably distin-
guish “truthful” narratives from narratives that
are tinged by transference.

Also, the data in these two studies were based
on two to three sessions from each treatment.
What took place in the other treatment sessions
remains unknown and unexplored, including the
level of RF in the very last sessions of the treat-
ments. Thus, future research would benefit from
including a larger sample size that contains more
data points throughout all phases of psychother-
apeutic treatment, including the very last ses-
sions. Considering that the lack of statistical
power was apparent in several of the calculations
in this study, especially when relating process
correlates with outcome during BPDT, a study
with a larger sample size would also possess
greater potential to find more significant results.
Finally, this study did not include substantial data
from long-term follow up. It is possible that the
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importance of RF in psychotherapy research can-
not be fully understood until long-term follow-up
data are included in the research designs.

It should also be noted that these process cor-
relates were identified while imposing a stringent
level of statistical significance in order to de-
crease the chance of Type I error. Although such
an arrangement is necessary during studies of
exploratory nature, such as the two presented in
this work, it has a risk of producing Type II
errors. Thus, there is a risk that some very mean-
ingful process correlates have been left out in
these two studies. Future work might therefore
find additional dimensions of RF during the pro-
cess in addition to the personality dimension de-
scribed in this present work.

Finally, it is important to keep in mind that the
practice of psychotherapy is an evolutionary en-
terprise that continuously changes in the light of
zeitgeist and new research findings. Both of the
samples in this study were conducted over 25
years ago, and even though both samples are
considered stellar in their own right (e.g., the
TDCRP study is often referred to as the “gold
standard” of psychotherapy research with respect
to research design, training of therapists, and
consistent implementation of treatment manuals;
Ablon & Jones, 1999), the practices of IPT, CBT,
and BPDT are most likely different today in
comparison to how they were conducted in that
period of time. Thus, there might be some limi-
tations in generalizing the findings to the contem-
porary practice of these treatments. For example,
it is possible that the recent emphasis on mind-
fulness in CBT (e.g., Hayes et al., 2004; Segal et
al., 2002) has changed the exclusive focus in such
treatment of modifying behaviors and cognitive
schemas through homework assignments and di-
dactic techniques into an additional focus on re-
lational, contextual, and experiential change
(which in many ways is a step toward integrating
CBT techniques with the theoretical framework
of contemporary psychoanalysis/psychodynam-
ics, see, c.f., Safran & Muran, 2000). For exam-
ple, some promising research suggests that CBT
combined with training in mindfulness might re-
sult in fewer relapses for some patients (e.g.,
Teasdale et al., 2000).

Conclusions and Future Directions

Despite impressive findings on the importance
of RF in psychological development and mental



health, the concept has scarcely been investigated
in the realms of psychotherapy. Therefore, the
results presented here substantially contribute to
the limited knowledge on the subject matter. The
two studies showed that RF, in general, did not
increase during the process in brief psychother-
apy, as assessed between several data points
along the treatments. In fact, a decrease of RF in
IPT during the course of treatment was found,
while the level of RF remained stable in CBT and
BPDT. Process correlates characterizing high RF
and positive outcome appeared to occur in com-
mitted patients who worked toward insight and
understanding of their problems. In contrast, pro-
cess correlates linked with low RF and poor out-
come were associated with patients who were
passive, resistant, and wary of the therapist.

The findings from these two studies converge
in suggesting that RF is a patient characteristic
that does not increase during brief BPDT, CBT,
and IPT treatments. However, further work is
needed to both replicate and clarify whether it is
possible to generalize these results to all schools
of brief therapy and across psychological disor-
ders. Depending on whether findings from this
study will be replicated, they suggest that RF
could be used as a screening device to determine
which patients are most likely to benefit from
brief psychotherapies. In addition, the patient
groups in these two samples were mostly suffer-
ing from depression and anxiety. It is possible
that an improvement in mentalizing is a more
pertinent factor in psychotherapeutic treatment of
more severe psychopathology. For example, Fon-
agy’s theorizing regarding RF in treatments has
mostly revolved around borderline personality
disorder (e.g., Batemen & Fonagy, 2004; Fonagy,
1999; Fonagy et al., 1995, 2002). Improvements
in RF might also be a crucial process measure in
Kernberg and Clarkin’s research on transference-
focused psychotherapy for borderline personality
disorders (John Clarkin, personal communica-
tion, August, 2000). On the other hand, we must
also be open to the possibility that any treatment
that is theoretically well-defined, and consistently
applied, will result in good outcome, independent
of the concept of RF. However, considering the
identified process correlates describing low and
high RF were associated with outcome, the find-
ing from these two studies does not support such
a notion.

On a final note, we suggest that further work in
investigating RF is needed to validate its useful-
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ness in psychotherapy. For example, the conver-
gence between RF ratings during psychotherapy
sessions and ratings from AAI verbatim needs to
be investigated. Also evident is the future pros-
pect of developing an empirically derived RF-
oriented psychotherapy based on process/
outcome research studies of treatments. Such a
research endeavor might have a fundamental im-
pact on how psychotherapy will be practiced in
the future by identifying particular RF-promoting
techniques. If future research will show that RF
can inoculate against stressors and, hence, pro-
mote mental health, it can be expected that this
present investigation will be repeated across dif-
ferent schools of psychotherapy, with different
frequencies of treatment and different diagnostic
populations. Nevertheless, the results from these
two studies suggest that patients in these three
types of brief treatments do not demonstrate a
general increase in RF during the therapy process
and, thus, they support theorists’ views that most
brief psychotherapies are supportive in nature. As
such, despite its exploratory nature, these two
studies mark one basic step in the understanding
the course and importance of RF during the pro-
cess of psychotherapy.

References

ABLON, J. S., & JoNEs, E. E. (1999). Psychotherapy pro-
cess in the National Institute of Mental Health Treat-
ment of Depression Collaborative Research Program.
Journal of Consulting and Clinical Psychology, 67, 64—
75.

ABLON, J. S., & Jongs, E. E. (2002). Validity of con-
trolled clinical trials of psychotherapy: Psychotherapy
and Findings from the NIHM Treatment of Depression
Collaborative Research Program. American Journal of
Psychiatry, 159(5), 775-783.

BATEMEN, A., & FONAGY, P. (2004). Psychotherapy for
borderline personality disorder. Mentalization-based
treatment. New York: Oxford University Press.

BEck, A. T., RusH, A. J., SHAw, B. E., & EMERY, G.
(1979). Cognitive therapy of depression. New York:
Guilford Press.

BECk, A. T., WARD, C. H., MENDELSON, M., Mock, J. E.,
& ERBAUGH, J. K. (1961). An inventory for measuring
depression. Archives of General Psychiatry, 4, 561-571.

BEITEL, M., FERRER, E., & CECERO, J. J. (2004). Psycho-
logical mindedness and awareness of self and others.
Journal of Clinical Psychology, 61, 739-750.

BERNBACH, E. J., MURAN, J. C., SLADE, A., & TUBER, S.
(2000, June). Reflective-functioning and the therapeutic
relationship: Understanding change in a brief relational
psychotherapy. Paper presented at the annual meeting
of Society for Psychotherapy Research, Chicago.

BowLByY, J. (1988). A secure base. London: Routledge.

CRITS-CHRISTOPH, P., BARBER, J., MILLER, N., & BEEBE,

81



Karlsson and Kermott

K. (1993). Evaluating insight. In N. Miller, L. Luborsky,
J. Barber, & J. Docherty (Eds.), Psychodynamic psy-
chotherapy research: A handbook for clinicians (pp.
407-422). New York: Basic.

CRITS-CHRISTOPH, P., CoNOLLY, M. B., SHAPPELL, S.,
ELkIN, I., KRUPNICK, J., & SOTSKY, S. (1999). Interper-
sonal narratives in cognitive and interpersonal psycho-
therapies. Psychotherapy Research, 9, 22-35.

DeNNETT, D. C. (1987). The intentional stance. Cam-
bridge, MA: MIT Press.

DEeRrOGATIS, L. R. (1993). Symptom Checklist-90-Re-
vised: Administration, scoring and procedures manual
II. Towson, MD: Clinical Psychometric Research.

ELKIN, 1., SHEA, M. T., WATKINS, J. T., IMBER, S. D.,
SoTsky, S. M., CoLLINs, J. F., ET AL. (1989). National
Institute of Mental Health Treatment of Depression
Collaborative Research Program. Archives of General
Psychiatry, 46, 971-982.

ENDICOTT, J., SPITZER, R. L., FLIESS, J. L., & COHEN, J.
(1976). The Global Assessment Scale: A procedure for
measuring overall severity of psychiatric disturbance.
Archives of General Psychiatry, 33, 766-771.

FARBER, B. A., & GOLDEN, V. (1997). Psychological
mindedness in psychotherapists. In M. McCallum &
W. E. Piper (Eds.), Psychological mindedness. A con-
temporary understanding (pp. 211-235). Mahwah, N. J:
Erlbaum.

FLAVELL, J. H. (1979). Metacognition and cognitive mon-
itoring: A new area of cognitive-developmental inquiry.
American Psychologist, 34, 477-531.

FONAGY, P. (1999 April). The process of change and the
change of process: What can change in a “good” analysis
Paper presented at the spring meeting of Division 39
(Psychoanalysis) of the American Psychological Asso-
ciation, New York, N. Y.

FoNAGY, P., GERGELY, G., JURIST, E. L., & TARGET, M.
(2002). Affect regulation, mentalization, and the devel-
opment of the self. New York: Other.

FonaGgy, P., LEIGH, T., STEELE, M., STEELE, H.,
KENNEDY, R., MATTOON, et al. (1996). The relation of
attachment status, psychiatric classification, and re-
sponse to psychotherapy. Journal of Consulting and
Clinical Psychology, 64, 22-31.

FoNAGY, P., STEELE, H., STEELE, M., MORAN, G. S., &
HiGartr, A. C. (1991). The capacity for understanding
mental states: The reflective self in parent and child and
its significance for security of attachment. Infant Mental
Health Journal, 12, 201-218.

FoNnaGgy, P., STEeELE, M., STeEeLE, H., LEIGH, T.,
KENNEDY, R., MATOON, G., ET AL. (1995). Attachment,
the reflective self, and borderline states: The predictive
specificity of the Adult Attachment Interview and
pathological emotional development. In S. Goldberg,
R. Muir, & J. Kerr (Eds.), Attachment theory: Social,
developmental and clinical perspectives (pp. 233-279).
Hillsdale, NJ: Analytic.

FoNAGY, P., & TARGET, M. (1999). An interpersonal
view of the infant. In A. Hurry (Ed.), Psychoanalysis
and developmental therapy (pp. 3-31). Madison, CT:
International Universities Press.

FoNAGY, P., TARGET, M., STEELE, H., & STEELE, M.
(1998). Reflective-functioning manual, version 5, for ap-
plication to Adult Attachment Interview. Unpublished

82

Manuscript, University College London, United
Kingdom.

FRrREUD, S. (1953). Recommendations for physicians on
the psychoanalytic method of treatment. In J. Strachey
(Ed. and Trans.), The standard edition of the complete
psychological works of Sigmund Freud (Vol. 12, pp.
109-120). London: Hogarth Press. (Original work pub-
lished 1912)

FREUD, S. (1958). Formulations on the two principles of
mental functioning. In J. Strachey (Ed. and Trans.), The
standard edition of the complete psychological works of
Sigmund Freud (Vol. 12, pp. 218-226). London: Ho-
garth Press. (Original work published 1911)

FREUD, S. (1964). New introductory lectures on psycho-
analysis. In J. Strachey (Ed. and Trans.), The standard
edition of the complete psychological works of Sigmund
Freud (Vol. 22, pp. 1-182). London: Hogarth Press.
(Original work published 1933)

GLADIS, M. M., GoscH, E. A., DisHUK, N. M., & CRITS-
CHRISTOPH, P. (1999). Quality of life: Expanding the
scope of clinical significance. Journal of Consulting and
Clinical Psychology, 67, 320-333.

GOPNIK, A., & MELTZOFF, A. (1997). Words, Thoughts
and Theories. Cambridge, MA: MIT Press.

GREENSON, R. R. (1967). The technique and practice of
psychoanalysis. New York: International University
Press.

HAMILTON, M. (1967). Development of rating scale for
primary depressive illness. British Journal of Social &
Clinical Psychology, 6, 278-296.

HavYEes, S. C., FOLLETTE, V. M., & LINEHAN, M. M.
(2004). Mindfulness and acceptance. Expanding the
cognitive-behavioral tradition. New York: Guilford
Press.

IvARssON, T., BROBERG, A. G., & GILLBERG, C. (1998).
Depressive disorders in adolescence: An exploratory
study of attachment characteristics and reflective-
functioning. Unpublished manuscript, University of
Gothenburg, Sweden.

JonEs, E. E. (2000). Therapeutic action. A guide to psy-
choanalytic therapy. Northvale, NJ: Aronsson.

Jones, E. E., & PuLos, S. M. (1993). Comparing the
process in psychodynamic and cognitive-behavioral
therapies. Journal of Consulting and Clinical Psychol-
ogy, 61, 306-316.

KABAT-ZINN, J. (2003). Mindfulness-based interventions
in context: Past, present, and future. Clinical Psychol-
ogy: Science & Practice, 10, 144-156.

KARLSsON, R. (2004). Collusions as interactive resis-
tances and possible stepping-stones out of impasses.
Psychoanalytic Psychology, 21, 567-579.

KARLssON, R., & JONEs, E. E. (2000, August). Reflective-
functioning as an outcome and process measure of psy-
choanalytic treatments-some tentative findings from a
pilot study. Presentation at the 6™ International Psy-
choanalytic Association’s Psychoanalytic Research
Training Program, University College London, UK.

KARLSSON, R., & JonEs, E. E. (2001, June). Reflective-
functioning during the NIMH Treatment of Depression
Collaborative Treatment Program (TDCRP). Presenta-
tion at the 32"! annual meeting of the Society for
Psychotherapy Research, Montevideo, Uruguay.

KARLssON, R., & JonEs, E. E. (2002, MAY). Reflective-
functioning in cognitive-behavioral, interpersonal, and



brief psychodynamic psychotherapy. Presentation at the
18™ annual conference of the Society for The Explora-
tion of Psychotherapy Integration, San Francisco.

KLEIN, M. (1993). Envy and gratitude and other works
1946-1963. London: Karnac Books and The Institute of
Psycho-analysis. (Original work published 1975)

KLERMAN, G. L., WEISSMAN, M. M., ROUNSAVILLE, B., &
CHEVRON, E. S. (1984). Interpersonal psychotherapy for
depression. New York: Basic.

Lams, W. K. (2005, APRIL). A meta-analysis of outcome
studies in long-term psychoanalytic psychotherapy.
Poster session presented at the 85th annual convention
of the Western Psychological Association, Portland,
OR.

LEwis, D. (1972). Psychophysical and theoretical identi-
fications. Australasian Journal of Philosophy, 50, 249—
258.

LUBORSKY, L. (1984). Principles of psychoanalytic psy-
chotherapy: A manual for supportive-expressive treat-
ment. New York: Basic.

LUBORSKY, L., SINGER, B., & LUBORSKY, L. (1975). Com-
parative studies of Psychotherapies: Is it true that “Ev-
eryone Has Won and All Must Have Prizes”? Archives
of General Psychiatry, 32, 995-1008.

MAIN, M. (1991). Metacognitive knowledge, metacogni-
tive monitoring, and singular (coherent) vs. multiple
(incoherent) model of attachment: Findings and direc-
tions for future research. In C. M. Parkes, J. Stevenson-
Hinde & P. Marris (Eds.), Attachment across the life
cycle (pp. 127-159). London: Tavistock/Routledge.

MaIN, M., GoLpwyn, R., & HEsSE, E. (2003). Adult
Attachment Classification System, manual in draft, ver-
sion 7.2. Unpublished manuscript, University of Cali-
fornia, Berkeley.

McCaLrLumM, M., & PrpER, W. E. (1997). Psychological
mindedness. A contemporary understanding. Mahwah,
N. J: Erlbaum.

MIDDLEBY-CLEMENTS, J. (2002). Reflective-functioning:
The evaluation of a dynamic theory of mental function-
ing and its impact in psychotherapy. Unpublished Bach-
elor of Science Thesis, University of Wollongong,
Australia.

OVERALL, J., & GORHAM, D. (1962). The Brief Psychiat-
ric Rating Scale. Psychological Reports, 10, 39-53.

PeRLS, F., HEFFERLINE, R. F., & GoobpmaN, P. (1980).
Gestalt Therapy: Excitement and Growth in the Human
Personality. New York: Bantam Books. (Original work
published 1951)

RoGERs, C. R. (1980). A way of being. New York:
Houghton Mifflin.

RoTH, A., & FONAGY, P. (1996). What works for whom?
A critical review of psychotherapy research. London:
Guilford Press.

Reflective Functioning in Brief Psychotherapies

SAFRAN, J. D., & MuRraN, J. C. (2000). Negotiating the
therapeutic alliance: A relational treatment guide. New
York: Guilford Press.

SALEKIN, R. T. (2002). Psychopathy and therapeutic pes-
simism. Clinical lore or clinical reality? Clinical Psy-
chology Review, 22, 79-112.

SANDELL, R., BLOMBERG, J., LAZAR, A., CARLSSON, J.,
BROBERG, J., & SCHUBERT, J. (2000). Varieties of long-
term outcome among patients in psychoanalysis and
long-term psychotherapy: A review of the findings in
the Stockholm outcome of psychoanalysis and psycho-
therapy project (STOPPP). International Journal of
Psychoanalysis, 81, 921-941.

SEGAL, H. (1988). Notes on symbol formation. In E. B.
Spillius (Ed.), Melanie Klein today: Developments in
theory and practice. Vol. 1: Mainly theory, (pp. 160—
177). London: Routledge. (Original work published
1955)

SEGAL, Z. V., WILLIAMS, M. G., & TEASDALE, J. D.
(2002). Mindfulness-based cognitive therapy for depres-
sion: A new approach for preventing relapse. New York:
Guilford Press.

SHAPIRO, S. L., AsSTIN, J. A., BisHOP, S. R., & CORDOVA,
M. (2005). Mindfulness-based stress reduction for
health care professionals: Results from a randomized
trial. International Journal of Stress Management, 12,
164-176.

SHEA, M. T., ELKIN, 1., IMBERT, S. D., SOTSKY, S. M.,
WATKINS, J. T., COLLINS ET AL. (1992). Course of de-
pressive symptoms over follow-up: Findings from the
National Institute of Mental Health Treatment of De-
pression Collaborative Research Program. Archives of
General Psychiatry, 49, 782-787.

STEINER, J. (1993). Psychic retreats: Pathological organi-
zations in psychotic, neurotic, and borderline patients.
London: Routledge.

TEASDALE, J. D., SEGAL, Z. V., WILLIAMS, J. M. G.,
RIDGEWAY, V. A., SoULSBY, J. M., & LAu, M. A.
(2000). Prevention of relapse/recurrence in major de-
pression by mindfulness-based cognitive therapy.
Journal of Consulting and Clinical Psychology, 68,
615-623.

WaMPOLD, B. E. (2001). The great psychotherapy debate.
Models, methods, and findings. Mahwah, NJ: Erlbaum.

WEISSMAN, A., & BECK, A. T. (1978, August-November).
Development and validation of the Dysfunctional Atti-
tude Scale (DAS). Paper presented at the 12" annual
convention of the APA, Washington, DC.

WEISSMAN, M. M., & BOTHWELL, S. (1976). Assessment
of social adjustment by patient self-report. Archives of
General Psychiatry, 33, 1111-1115.

83



Karlsson and Kermott

Appendix A

Modifications of the Reflective-Functioning Manual for
rating psychotherapy verbatim

1.
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The conceptualization of an attachment object was ex-
panded beyond primary attachment figures by including
other significant persons in patients’ current lives (e.g.,
partners, children, close friends and colleagues, the ther-
apist, supervisor at work etc.). Pets were not included,
despite the fact that many relationships between humans
and their pets are, without doubt, significant.

. The criteria used in the RF manual for rating the inter-

action with the AAI interviewer were applied to the
interaction with the therapist (e.g., the patient acknowl-
edged that the therapist might have a different percep-
tion of reality than the patient or the patient comments

that the therapist might have difficulty in following the
patient’s stream of thought etc.).

. Transcripts in which patients did not present narratives

on self-other interactions received a RF rating of 1
(absent RF).

. The data analysis of RF was based on the highest

rating from each session. This is different from the
manual in which an aggregated score of RF is used in
data analysis. Such modification was deemed neces-
sary to reduce error variance, because the rules in the
manual that stipulate how to aggregate RF scores into
an overall score were difficult to apply for psycho-
therapy sessions.



