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ABSTRACT 

Although the rate of negative outcome in psychotherapy 

is :lround 10%, there are virtually no studies that examine 

the phenomenon empirically using objective data. This study 

attempted to identify patients who would drop out of or remain 

in therapy using pretreatment subjective distress variables 

and pretreatment interpersonal functioning. Of those \'lho 

remained, this study then distinguished among posi ti ve re

sponders, neg a tive responders, and non-responders. Subj ecti ve 

distress was linearly related to outcome such that patients 

wi th higher levels 

patients with lower 

of subj ective distress 

levels deteriorated. 

improved whi Ie 

Interpersonal 

functioning was curvilinearly related to outcome such that 

higher levels of difficulty were associated with positive and 

negative responders while lower levels were associated with 

non-responders. There was also an interaction between coping 

style and type of treatment such that more directive treat

ments were more effective with patients exhibiting externaliz

ing coping styles than with patients exhibiting internalizing 

coping sty les. The reverse vIas true for non-directive 

therapies. 
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INTRODUCTION 

Over the last years, increasing focus in psychother

apy research has been brought to bear on the differential 

effectiveness of various therapies or intervention on various 

types of individuals. The general strategy has been to 

examine patients who improve, attempting to discern which 

treatment and patient variables contribute to this improve

ment. Unfortunately many patients do not improve. Between 

14% and 25% of psychotherapy patients will not return after 

the first session, and up to 42% drop out by the fifth 

session (Epperson, Bushway, & Warman, 1983; Garfield & Kurz, 

1959; Koss, 1979). Between 9% and 30% of all outcomes are 

negative (Lieberman, Yalom, & Miles, 1973; Shapiro & Shapiro, 

1982; Smith, Glass, & Miller, 1980). While it is indis

putably important to examine the factors associated with 

improvement, knowledge about the therapy-patient interaction 

related to deterioration and attrition may also prove 

invaluably informative. Certainly any attempt to develop a 

more systematic method of assigning patients to treatments 

must include proscription, along with prescription. 
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Who Are Negative Responders? 

Numerous terms have been used to refer to the 

phenomenon of patients getting worse in therapy, including 

"deterioration effects" (Bergin, 1963), "negative effects" 

or "negative response" (strupp, Hadley, & Gomes-Schwartz, 

1977), "psychotherapy casualties" (Yalom & Lieberman, 1971), 

and "negative outcome" (Mays & Franks, 1985). The merits of 

one term or another have been debated. "Negative effects," 

"negative response," and "psychotherapy casualties" imply 

that deterioration is due, at least in part, to therapy or 

therapist variables. "Deterioration" or "negative outcome" 

make no reference to the source of the deterioration. The 

use of these terms in this paper will reflect these differ

ences. 

There appears to be little argument that negative 

outcome occurs. Hadley and Strupp (1976) reported on 70 well 

known psychotherapy clinicians, theoreticians, and research

ers' responses to questions regarding negative outcome. 

There was virtually unanimous agreement that the problem 

exists. Buckley, Karasu, and Charles (1981) found that 21% 

of psychotherapists questioned who had received personal 

therapy reported that their treatment was harmful in some 

way. They described negative effects such as acting out, 

withdrawal, and the erosion of marriages. As many as 30% of 

those who enter group therapy reap negative benefits from the 
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experience (Lieberman, Yalom, & Miles, 1973). Smith, Glass, 

and Miller (1980) reported that in their review of 475 

psychotherapy outcome studies, 9% of the effect-size measure

ments were negative. Shapiro and Shapiro (1982) found that 

of 1828 effect-sizes, 11.3% were negative, while more than 

30% percent \'lere null. Because effect sizes are standar-

dized, a finding of no improvement suggests that about half 

did improve while the other half deteriorated. Thus, 

nega ti ve effects may well be more in the neighborhood of 25 %. 

Negative effects can be divided into two related 

categories: pr imary negative effects, and secondary negative 

effects. Primary negative effects refer to the exacerbation 

of the presenting symptoms or of the symptoms targeted by the 

treatment. The appearance of new symptoms can be referred 

to as symptom substitution or secondary negative effects. 

Disillusionment may result from either primary or 

secondary negative outcome. This disillusionment may 

discourage the client from seeking more effective forms of 

therapy or more effective therapists, thereby hardening 

attitudes toward future help. As a result, the patient may 

deteriorate without seeking help. The loss of confidence in 

the therapist may also generalize to other human relation

ships (Hadley & Strupp, 1976). 
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Who Are Treatment Dropouts? 

Leaving therapy early has been referred to with words 

including "dropout" (Baekeland & Lundwall, 1975), "premature 

termination" (Rodolfa, Rapaport, & Lee, 1983), and "attri

tion" (Aronson & Weint.raub, 1969). "Premature termination" 

seems somewhat vague in that it has been used to refer to 

early termination due both to the pat~ent leaving and to the 

therapist leaving. Although therapy is effectively termi

nated by either the patient or therapist leaving, it is 

likely that these two events reflect and cause very different 

patient states. This study will focus on premature termina

tion caused by the patient leaving. To avoid confusion, this 

study \,lill use the terms "dropout" and "attrition" to refer 

to the phenomenon of patients leaving therapy early. 

Dropping out of psychotherapy is a common occurrence. 

Well over half of all patients terminate by the tenth 

session, 34% to 42% by the fifth session, and 14% to 25% 

after the first session (Epperson, Bushway, & Warman, 1983; 

Garfield & Kurz, 1959; Koss, 1979). Thus early termination, 

while often treated as an unwanted outcome in the literature, 

is well within the limits of normal behavior. 

'rhe problem of treatment dropouts continues to be 

the focus of much research (Flick, 1988). Two significant 

problems encountered in the literature are the myriad of 
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definitions used to classify dropouts vs. remainers, and the 

fact that dropouts are not a homogeneous group. 

Two global differences in methods used to define 

dropouts are the use of duration of treatment, and the thera

pist's evaluation of the patient's readiness to terminate. 

Dura tion of treatment uses fixed cutoffs, such as three 

sessions, as criteria for distinguishing "dropouts" from 

"remainers," with those terminating prior to that time being 

classified as "dropouts" and those 

time being considered "remainers. " 

termina ting after that 

Therapist evaluation 

classifies patients as dropouts if the therapist feels the 

patient terminated prior to resolution of the presenting 

complaint. Pekarik (1985) found that using these different 

definitions produced substantially different results. 

Each method has its advantages and disadvantages. 

Duration is very reliable~ however, Pekarik argues that its 

use risks classifying nonsymptomatic patients who terminate 

after a brief period as "dropouts" and classifying highly 

symptomatic patients as "completers" because they came for 

the necessary number of sessions, or in some studies, because 

they asserted their intention to terminate and thus were not 

scheduled for further sessions. Essentially, Pekarik argues 

that dropouts should be. determined by the therapist rating 

the outcome. 
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There are two problems in using therapist deter

mination of suitability for termination as the criterion for 

defining "dropout." The first r:;roblem concerns the relia

bility and validity of the therapist evaluation of outcome. 

The reliability of therapist evaluation can be jeopardized 

by diversity in the level of abstraction used by different 

therapists to define outcome criteria (changes in behavior, 

affect, cognitions, inferred intrapsychic structures, 

interpersonal functioning, etc.). Reliability can also be 

jeopardized by criteria that shift over time as a result of 

changing expectations on the part of the therapist. A 

multitude of biases can compromise outcome ratings when these 

are made by the same person who conducted the therapy 

(Kazdin, 1982). Even if dropouts could be reliably classi

fied by therapist evaluation, other measures may not agree. 

Indeed, therapist evaluations may bear little resemblance to 

other measures of patient well-being (e.g., Beutler, Dunbar, 

& Baer, 1980; Gottschalk, Mayerson, & Gottlieb, 1967). 

The second problem is that the use of therapist 

evaluation confounds treatment response and attrition. The 

implied question raised by Pekarik (1985) is, "are all 

dropouts unimproved?" There are several circumstances in 

which dropouts can clearly be considered improved; for 

example, the patient who begins to feel better and terminates 

prior to completion of a course of therapy for which a 
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specific number of sessions is contracted. The aims of such 

therapy may be more than simple symptom removal. At times 

it may be useful for a patient to remain in treatment follow

ing symptom relief in order to address maintenance issues, 

or changes that will leave the patient more resistant to 

future deterioration. One might also question the suita

bility of any termination that occurs unilaterally without 

discussion in therapy. This could be likened to a patient 

removing him/herself from psychotropic medication without 

medical supervision. The existence of circumstances in which 

a patient could be considered to have dropped out of treat

ment, even when there has been substantial symptomatic 

relief, indicates that outcome and attrition should be 

considered separate outcome variables. The use of duration 

to classify dropouts avoids problems of poor reliability and 

confounding with response. 

Follow-up 

Studies examining the reasons people drop out of 

treatment present conflicting pictures. Simons, Levine, 

Lustman, and Murphy (1984) examined variables associated with 

practical matters, the clinic, treatment, the therapist, and 

considera tions surrounding being in a research proj ect. Only 

practical issues such as scheduling problems and transporta

tion, and issues surrounding the taking of medication were 
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significant. Pekarik (1983b), on the other hand, found the 

greatest number of dropouts left because they felt they had 

no further need for the services. The next highest pro

portion of patients left due to a dislike of services 

offered. The fewest patients left because of environmental 

constraints. Patients who left believing they had improved 

or left due to environmental constraints were significantly 

lower on final ratings of symptom severity than patients who 

left because they disliked the services. 

Follow-up findings indicate that dropouts are not a 

homogeneous group. It is interesting that the belief that 

one has gotten what one came for does not make as much of a 

difference as whether or not the patient leaves with a sense 

of dislike for the services. It appears that the presence 

of negative emotions--anger or disappointment--bodes poorly 

for the patient's ultimate adjustment. Since most patients 

who drop out seem to improve (Pekarik, 1983a), the critical 

factors in poor outcome for dropouts are most likely either 

trai ts the patient brings into therapy or aspects of the 

treatment itself. 

Outcome Classification 

Outcome is typically conceptualized as occurring in 

the form of a normal curve. -- rl'hose whobenei it most: from 

treatment are at the top end of the curve, while those who 



deteriorate are at the bottom end. 

19 

The introduction of 

psychotherapy into a group of individuals appears to have 

two effects on the aggregate outcome measures of the group. 

It changes the mean and increases the variance. Noting this, 

Bergin and Lambert (1978) have suggested that negative 

outcome frequently may be hidden in the variance of psycho

therapy outcome studies. Although negative outcome clearly 

does occur, it is almost never reported. 

Conceptualizing negative responders as being at the 

low end of a scale on which positive responders are at the 

high end may lead to the conclusion that variables that 

predict positive outcome can also predict negative outcome. 

If intelligence, for example, was found to be a good predic

tor of positive outcome for Therapy X, it would be assumed 

that dull people would be damaged by Therapy X. Patient 

intelligence is associated with positive outcome (Luborsky, 

Chandler, Auerbach, Cohen, & Bachrach, 1971) but has never 

been shown to be associated with deterioration. On the other 

hand, low levels of interpersonal adequacy have been found 

to be related both to those who benefit most from therapy and 

those who are most severely damaged by it (Lieberman et al., 

1973). \vhile some predictors of positive outcome may also 

predict negative outcome, this is not always the case. 

Matching patient and therapist for sex and ethnicity may 

enhance outcome (Beutler, Crago, & Arizmendi, 1986), but 
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failure to do so does not appear to result in deterioration. 

The evidence militates against the practice of hiding nega

tive responders in the variance when reporting outcome, and 

would strongly suggest negative responders are a distinctly 

different group from positive responders. 

Statistical analyses in the early years of psycho

therapy outcome research were often conducted by first 

dividing subj ects into positive responders, negative 

responders and dropouts, then performing some sort of non

parametric analysis, such as chi square (e.g., Cartwright & 

Vogel, 1960; Gottschalk et al., 1967). As the outcome 

li tera ture began increasingly to rej ect the use of non

parametric statistics in favor of parametric ones, outcome 

began to be conceptualized as a continuous variable rather 

than a categorical one. This view of outcome effectively 

places negative r~sponders at the bottom end of a continuous, 

normal curve, thereby making the taci t assumption tha t 

posi tive and negative responders are representative of the 

same group. Dropouts began to be seen as a problem rather 

than as an outcome. They were either ignored, or a variety 

of statistical procedures were used to estimate their prob

able course in therapy had they remained. While parametric 

statistics offer greater sensitivity, current methods may be 

ignoring or simplifying the relationship of predictor vari

ables to outcome. 
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Patient Variables 

Psychotherapy research in general has recognized the 

importance of patient variables. Indeed, some studies and 

reviews have claimed that patient variables contribute the 

lion's share to outcome (Luborsky et al., 1971; Luborsky, 

Mintz, Auerbach, Christoph, Bachrach, Todd, Johnson, Cohen, 

& O' Brien, 1980). Nevertheless, this view has been chal

lenged by some (e.g., Sachs, 1983), who argue that therapist 

technique or competency is most responsible for negative 

outcome. 

Identifying therapist variables that are important 

in negative outcome and attrition is beyond the scope of this 

study. This investigation seeks to examine patient and 

therapy variables that can be used in predicting negative 

outcome and/or attrition. The ability to predict negative 

outcome and attrition is important because (1) some patients 

may be unsuitable for psychotherapy, and (2) some patients 

may be ill-suited to specific forms of therapy. In examin

ing these questions, this study will review research on 

patient and therapy variables related to negative outcome 

and attrition. 

Diagnosis and Presentation 

The Menninger Psychotherapy Research Proj ect examined 

42 patients in psychodynamically oriented psychotherapy or 
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psychoanalysis (Kernberg, Burstein, Coyne, Applebaum, 

Horowitz, & Voth, 1972). In the course of this study, 17 

patients (40%) were hospitalized at some point in their 

treatment. This may not be a negative response, since 

temporary deterioration is sometimes considered an integral 

part of psychodynamic therapies. Nevertheless, Colson, 

Lewis, and Horo'wlitz (1985) report that of the 42 patients 

seen in the Menninger Project, 7 (17%) were worse at termi

nation and three were unchanged. Poor outcome was found 

among patients who were low both on ego strength and quality 

of interpersonal relationships. Negative outcome was also 

associated with borderline personality organization. 

Many authors have suggested that patients with 

borderline symptoms are at highest risk for deterioration in 

psychotherapy. In a follow-up study of patients in psycho

analysis, negative effects and attrition occurred more 

frequently among borderline patients (Aronson & Weintraub, 

1968). In a description of his private practice, stone 

(1985) reports that 21 of 51 borderlines he had treated could 

be considered to have had negative outcomes, which was 

significantly higher than for his neurotic or psychotic 

patients. Of those 21, 15 left therapy precipitously and 

might be considered dropouts, whi Ie 4 were substantially 

worse at the end of treatment. Descriptions of several 

others show a dec ided worsening of symptoms, although perhaps 
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not severe enough for stone to call them negative responders. 

Frances, Clarkin, and Perry (1984) suggest that for border

lines with a history of poor treatment outcome, no treatment 

may be the treatment of choice. 

Psychotic patients have been found to get VlOrse 

in intensive psychoanalytically oriented therapies (Fair

weather, Simon, Beghard, Weingarten, Holland, Sanders, Stone, 

& Reahl, 1960; Weber, Elinson, & Moss, 1965). Fairweather 

et ale (1960) reported that chronic patients assigned to a 

variety of therapies tended to deteriorate, while patients 

in control groups did not change at all. 

It often has been noted that patients with obsessive 

personalities pose a particular problem for the therapist 

(Millon, 1981). One study examined the long-term prognosis 

for patients with obsessional disorders (Kringlen, 1965). 

At a 13 to 20 year follow-up of 91 obsessive patients, one 

had committed suicide and six had deteriorated to psychosis 

or borderline psychosis. Five patients were found to have 

deteriorated at discharge from the hospital. Obsessive 

premorbid personality was associated with poor outcome. It 

should be noted that deterioration in this study cannot be 

associated directly with therapy due to poor controls and a 

confounding of negative effects and relapse. Another study 

reported on three obsessive-compulsive patients who received 

behavior therapy and subsequently developed new symptoms (Foa 
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These negative responders could be 

distinguished from the 18 positive responders on the basis 

of two features. The 18 patients who obtained positive 

outcomes anticipated disastrous or shameful consequences to 

the in vivo flooding and response prevention. The three who 

experienced symptom substitution had anticipated no negative 

consequences to therapy prior to beginning treatment. The 

target symptoms extinguished far more rapidly for the three 

who experienced symptom substitution than for the 18 positive 

responders. 

Colson et al. (1985) noted that negative-outcome 

patients in the Menninger Proj ect were highly masochistic 

and tended to sabotage their own treatment. 'rhe negative 

response in masochistic patients has been suggested to 

represent a need to remain sick or become worse as a form of 

punishment. This punishment is seen as necessary to assuage 

feelings of guilt or to maintain a relationship perceived 

as ambivalent or punishing (Frances et al., "984). Such 

patients are thought to sabotage therapy just when it has the 

potential of helping them. 

While no studies to date have directly examined 

the hypothesis that a masochistic personality is related 

to nega ti ve outcome, there is some evidence that self

destructive behavior is related to negative results. For 

example, alcohol and drug abuse disorders, often considered 
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to be self destructive, were common among patients who 

experienced treatment failure at the Menninger project 

(Horowitz, 1974). 

There is more direct evidence that self-destructive 

behavior is related to attrition. The dropout rate among 

patients who have deliberately harmed themselves is extremely 

high. In a study examining the effects of varying the length 

of time for the first appointment for deliberate self-harm 

patients, a 60% dropout rate was found in the first week, 

rising to 69% after a month (O'Brien, Holton, Hurren, Watt, 

& Hassanyeh, 1987). Neither psychiatric diagnosis, suicidal 

intent, nor demographic variables could discriminate between 

deliberate self-harm patients who attended vs. those who 

dropped out of treatment. These dropout rates are consid

erably higher than for the general population, which suggests 

that deliberate self-harm may be a good predictor of attri

tion. 

Many studies have found diagnosis to be related to 

dropout rate (Connelly, Piper, De Carufel, & Debbane, 1986; 

Craig & Huffine, 1976; Dodd, 1970; Greenspan & Kulish, 1985; 

Hoffman, 1 985; Sue et al., 1976) • Only two studies have 

found diagnosis and attrition to be unrelated (Rosenzweig & 

Folman, 1974; Salzman, Shrader, Scott, & Binstock, 1970), 

and the sample employed by Rosenzweig and Folman was composed 

of only 26 patients, which may account for the failure find 
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an effect. The relationship between attrition and diagnosis 

may generally reflect a preponderance of positive responders 

in dropout samples. Those whose diagnoses reflect diffi-

culties of a situational or transient nature tend to drop out 

more quickly than patients with chronic problems (Craig & 

Huffine, 1976; Greenspan & Kulish, 1985; Hoffman, 1985). 

This trend is also seen among depressed patients. Thompson, 

Gallagher, and Breckenridge (1987) reported that patients 

with exogenous features drop out more frequently than those 

with endogenous features, although it must be noted that the 

study suffers from uncontrolled alpha slippage due to the 

performance of multiple i- tests, and from a failure to 

specify the criteria used to distinguish endogenous from 

exogenous depression. One exception to the findings that 

patients with chronic disorders stay in treatment longer than 

those without may be personality disorders. Patients with 

a primary diagnosis of personality disorder drop out of 

trea tment more quickly than those wi th an Ax is- I primary 

diagnosis, particularly when the personality disorder diag

nosed is borderline (Aronson & Weintraub, 1969; Connelly 

et al., 1986; Stone, 1985). 

Patient presentation is commonly assessed using the 

Iw1MPI. Wal ters, Solomon, and Nalden (1982) examined the 

ability of the MMPI to predict attrition separately for men 

and women. In cross valida tion on a second sample, MMPI 
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predictors achieved an overall hit rate of only 52%, which 

is virtually the same as chance. Sladen & Mozdzierz (1985) 

used the MMPI to predict dropout from an inpatient alcohol 

treatment program. Using individual items, an initial 

accuracy rate of 91% was achieved, with an accuracy rate of 

75% for the cross-valida tion sample. Dropouts were also 

found to be consistently higher on Scales F and Sc. 

Severity 

The literature suggests that severity of symptoms is 

also related both to treatment failure and dropout rate. 

General severi ty of initial symptoms has been linked to 

negative outcome in crisis intervention (Gottschalk et al., 

1967), psychoanalysis (Kernberg et al., 1972; Weber et al., 

1965), group therapy (Lieberman et al., 1973), and in 

uncontrolled therapies offered in an outpatient clinic 

(Schramski, Beutler, Lauver, Arizmendi, & Shanfield, 1984). 

On the other hand, studies have largely found no 

relationship between indices of global severity and dropout 

rate (Altman, Evenson, & Cho, 1978; Cartwright, Lloyd, & 

Wicklund, 1980; Husby, Dahl, Dahl, Heiberg, Olafsen, & 

Weisoeth, 1985; Kolb, Beutler, Davis, Crago, & Shanf ield, 

1985; Simons et al., 1984). Unfortunately, indices of global 

severity used in much of this research, such as the General 

Severity Index on the Brief Symptom Inventory (BSI; 
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Derogotis, & Melisara tos, 1983) may mask the influence of 

specific symptoms. When specific symptom or problem 

indicators are used, severity is generally found be associ

ated with dropout rate. For example, symptom severity among 

anorexic patients, as measured by total weight loss at 

admission, is related to dropout rate (Vandereycken & 

Pierloot, 1983). Similarly, initial number of alcohol

related arrests, length of drinking history, and the use of 

illicit drugs have been related positively to dropout rates 

in alcohol treatment (Altman et al., 1978; Hahn & King, 1982; 

Leigh, Ogborne, & Cleland, 1984; Smart & Gray, 1978). 

Using the Goldberg index from the MMPI, Dodd (1970) 

found that severity was related to the length of time the 

patient staY,ed in treatment. Patients with high scores 

(psychosis) remained significantly longer than those with 

low scores (neurosis), who tended to drop out. Smart and 

Gray (1978) found that the relationship between number of 

years drinking and dropout rate was curvilinear. Patients 

who had drinking problems for less than one year or more than 

ten years were more likely to drop out than patients in the 

mid-range. This difference points to a general problem in 

much of the prediction literature. Most of the analyses of 

relationships are based on linear models. It may be, as in 

this case, that many such relationships are curvilinear 

rather than linear. 
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Severity itself may not alone be the culprit. The 

more disturbed patients who do subsequently dropout tend to 

be assigned to therapists who have little training (Fiester 

& Rudestam, 1975). Hence, it may be that problem severity 

combines with an inadequately trained therapist to increase 

the risk of dropout. 

Interpersonal Functioning 

Strupp (1980a-d) published a series of four articles, 

each of which examined a single therapist with a successful 

and a nonsuccessful patient from the Vanderbilt I project. 

Each comparison examined patient, therapist, and patient

therapist interaction variables that distinguished between 

the success and failure cases. There were several similari

ties among therapy failures. Most notably, each patient with 

a negative outcome had difficulty establishing mature 

relationships. Strupp interprets his findings as suggesting 

that patients whose life experiences have been destructive 

to "human relatedness" may have massi ve barriers to intimacy, 

even in the context of psychotherapy. This reduces the 

chance of achieving even modest gains in therapy because 

improvement depends on the· creation of an intimate rela

tionship. This interpretation is consistent with the results 

of the Menninger project, which found immaturity in inter

personal functioning .to be related to negative response. 
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Therapy failures exhibited particularly high levels of 

dependency (Colson et al., 1985; Horowitz, 1974; Kernberg et 

al., 1972). 

Patients who deteriorate can also be characterized 

by high levels of suspiciousness and lack of interpersonal 

trust. Horowitz (1974) reports that many negative responders 

often lie or conceal important material from the therapist. 

On the other hand, Lieberman et ale (1973) found that in 

group therapy, negative responders did not differ much from 

posi ti ve responders in level of suspiciousness but that 

dropouts were significantly less suspicious than remainers. 

This contradiction suggests that level of patient suspicion 

may interact with characteristics of the treatment and/ or 

treatment modality employed. For example, suspicious 

patients appear to do better with more distant therapists and 

more poorly vii th therapists who are warm and close (Kolb et 

al., 1985). Discrepancy between the findings of Kolb et ale 

and those of Lieberman et ale may be explained by the nature 

of the suspicion assessed. For Kolb et ale and those 

associated with the Menninger project, suspicion appears to 

be focused on specific individuals, while Lieberman et ale 

assessed suspicion toward the process of psychotherapy. 

Thus, it may be that su~piciousness of the therapist, along 

with blind faith in the therapy process, conspire to produce 

an individual who leaves him/herself overly hopeful about the 
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possibil i ties of therapy, whi Ie prohibiting the degree of 

attachment to the therapist that is necessary for effective 

treatment. 

Although negative responders do demonstrate 

difficulties in interpersonal functioning, it has also been 

suggested that such difficulties are related to positive 

response. strupp (1984), for example, cites problems of an 

interpersonal nature as being one set of patient character

istics related to positive response in Time Limited Dynamic 

Psychotherapy. In group experiential therapy, interpersonal 

inadequacy at the outset of treatment predicted both psycho

logical casualties and those who benefited most from therapy 

(Lieberman et al., 1973). This suggests that interpersonal 

deficiencies may indicate that the person is in a state of 

readiness for change but that they may not be as effective 

in predicting whether the change will be positive or 

negative. 

People with poor interpersonal functioning drop out 

of treatment with greater frequency than people with good 

interpersonal skills (Budman, Demby, & Randall, 1980; 

Connelly et al., 1986; Hoffman, 1985; Roback & Smith, 1985; 

Weiner, 1984). Fraps, McReynolds, Beck, and Heisler (1982) 

also found that the number of times a client had lived with 

a lover was inversely correlated with the length the client 

would remain in treatment. This finding suggests that 
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ambivalence in interpersonal needs for attachment and 

separation promotes early dropout. The role of dependency 

and the struggles and defenses against dependency have also 

been found to playa central role in attrition in 12 out of 

14 studies revievled by Baekeland and Lundwall (1975). Since 

establishment of a therapeutic alliance is thought to be the 

first step in most psychotherapies, a history of interper

sonal difficulties may indicate the need for special effort 

on the part of the therapist to keep people in treatment. 

Internalizing vs. Externalizing Defenses 

Most negative responders in psychotherapy tend toward 

an external locus of control (Strupp, 1980a-d). They tend 

to be fairly passive in taking the initiative in therapy. 

Adopting externalizing coping and cognitive styles may lower 

their levels of productive anxiety needed to motivate 

treatment. Most treatment failure patients upon whom Strupp 

reported found therapy considerably less painful and taxing 

than did the treatment successes. Similarly, patients who 

externalize their difficulties drop out more often than those 

who do not externalize (Cartwright et al., 1980; Greenspan 

& Kulish, 1985; Roback & Smith, 1987). Cartwright found that 

a patient's inability to pay attention to internal affective 

process was useful in predicting dropouts. 

On the other hand, studies that have looked at the 

relationship between internalizing and externalizing coping 
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styles and dropout rate in alcoholic populations have not 

found the relationship between externalization and dropout 

suggested by Cartwright et al. (1980; Bowen & Twemlow, 1978; 

Leigh et al., 1984). But if one uses more behavior-specific 

indices of externalization, such as number of alcohol-related 

arrests, then externalization is related to dropout rate 

(Leigh et al., 1984). 

Motivation 

r-1oti vat ion , a term often used by clinicians and 

researchers alike, has a variety of definitions. Differences 

between intrinsic vs. extrinsic (pressure from spouse, boss, 

or court), motivation, motivation as a personality trait 

(e.g., one who perseveres), or motivation as an attitude 

(e.g., having accepting attitudes toward tasks of therapy) 

have all been used as definitions of "motivation" in psycho

therapy research. Such diversity in definitions makes 

conclusions difficult to derive in this area. 

Strupp (1980a-d) found that patients who fail or who 

get worse in psychotherapy tend to be very poorly motivated 

and to exhibit little commitment to therapy or to the 

therapist. They undermine therapy by avoiding any focus on 

problems and by not responding to therapist probes, clarifi

cations, or interpreta tions. In Baekeland and Lundwall ' s 

(1975) review of the dropout literature, low motivation was 
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also generally associated with attrition. More recent find

ings have also found therapist ratings of patient involvement 

to be significantly related to dropout rate (Kolb et al., 

1985) • 

Demographics 

Perhaps due to the low frequency of negative outcome, 

no data have been compiled on whether or not certain 

demographic groups tend to respond negatively to certain 

treatments. As dropout rate is comparatively high and such 

information is easy to acquire, studies examining the 

relationship between demographic variables and dropout rate 

are plentiful. Unfortunately, information on differential 

dropout rates for various demographic groups in different 

treatment modalities is scant. 

Gender 

Baekeland and Lundwall (1975) reported, in their 

exhaustive review of the dropout literature, that about 45% 

of studies found a relationship between gender and continu

ation. They suggested that the fact that women may drop out 

more frequently than men may be related to their greater 

field, perceptual, and behavioral dependence. However, more 

recent studies have not found any relationship between gender 

and continuation in treatment. \'lhile twice as many women as 

men come for treatment, there does not appear to be any 
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difference in dropout rate, either in universi ty settings 

(Dodd, 1 970; Krauskopf, Baumgarten, & Mandracchia, 1981; 

Rodolfa et al., 1983) or in clinics (Connelly et al., 1986; 

Craig & Huffine, 1976; Greenspan & Kulish, 1985; Heather

ington, Stets, & Mazzarella, 1986; Hoffman, 1985; Husby et 

al., 1985; Koran & Costell, 

Warren, 1971; Simons et al., 

1973; Pekarik, 1 985; Raynes & 

1984; Smart & Gray, 1978; Sue 

et al., 1976; Sue, t-1cKinney, & Hall, 1974), regardless of 

what defining criteria are used. Only one study has found 

women to drop out of treatment more frequently than men 

(Salzman et al., 1970) while another found that women 

remained in treatment longer than men (Fraps et al., 1982). 

In a large study of 13,450 clients seen at 17 community 

mental health facilities, gender was not related to attrition 

(Sue et al., 1976). There is also little evidence that 

client-therapist matching on gender affects dropout rate 

(Dembo, Ikle, & Ciarlo, 1983; Krauskopf et al., 1981). There 

is, however, evidence that lower class black patients may 

remain in treatment longer when seen by therapists of the 

opposite sex (Vail, 1978). 

Gender differences have been found to interact with 

diagnosis. 

higher rate 

Male anxiety disorder patients drop out at a 

than wome.n, while the reverse is true for 

depressed patients. Women who are highly defensive and have 

low social insight are likely to drop out. t-1en who are more 
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at risk for dropping out tend to be highly defended and have 

high social insight (Heilbrun, 1982). 

Since Baekeland and Lundwall's (1975), review there 

has been a drama tic drop in the power of gender alone to 

predict dropout rates. This change has been attributed to 

generational changes and changes in sexual attitudes, which 

have become less stereotyped (Beutler et al., 1986). It has 

been suggested that the flexibility wi th which sex-role 

attitudes are held is more important than gender itself in 

predicting either outcome or dropout rate (Berzins, Welling, 

& Wetter, 1978). Gender alone may no longer predict dropout 

rate, but gender may interact with other variables such as 

diagnosis, defensiveness, social insight, and/or treatment 

setting, to increase predictive power beyond what each vari

able can individually provide. 

Age 

As Baekeland and Lundwall (1974) noted, reports on 

the relationship between age and attrition are mixed. 

Regardless of type or format of therapy, diagnosis, setting, 

or criteria used to define dropout, about two-thirds of 

studies reviewed found no effect for age (Altman et al., 

1978; Connelly et al., 1986; Craig, Rogalski, & Veltri, 1982; 

Hoffman, 1985 i Husby et al., 1985; Koran & Costell, 1973 ; 

Pekarik, Blodgett, Evans, & Wierzbicki, 1984; Raynes & 
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Warren, 1971; Rosenzweig & Folman, 1974; Salzman et al., 

1970; Simons et al., 1984; Smart & Gray, 1978; Szmukler, 

Eisler, Russell, & Dare, 1985; Walters et al., 1982), while 

one-third did find an effect (Craig & Huffine, 1976; Green

span & Kulish, 1985; Leigh et al., 1984; Meyers & Mei-Tal, 

1985; Pekarik, 1985; Scogin, Belon, & l'1alone, 1986; Sue 

et al., 1974; Sue et al., 1976; Vandereycken & Pierloot, 

1983). These studies have covered populations as diverse as 

general 

alcohol 

practice patients, uni versi ty students, drug and 

abusers, eating disordered patients, and obese 

patients. Sue et ale 's (1976) report on 13,450 clients found 

a zero order correlation of .06 for age and premature termi

nation and .08 for age and number of appointments. When 

other demographic indicators are accounted for, the remaining 

partial correlations are .03 and .05, respectively. 

Although there is no research that directly examines 

the effect of matching therapist and client age on attrition, 

it does appear that age interacts with client gender and 

presenting problem to exert a modest effect on the develop

ment of a therapeutic alliance (Beutler et al., 1986). This 

finding may have implications for how long a client remains 

in treatment. 'rhus, it appears that age is very weakly 

associated with how long a patient remains in treatment such 

that the older one is, the longer one will remain in treat-
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The lack of consistency in findings on age probably 

reflects this weakness. 

Ascertaining the effect of patient age on attrition 

and change can be perplexing because it is confounded with 

other variables, such as the length of illness. This con

found is most apparent in disorders of a chronic nature, such 

as habit control (alcoholism, obesity, smoking, etc.) or 

eating disorders. Prochaska and DiClemente (1984) have found 

that the mean age for quitting smoking is 39, even though 

most smokers have thought about it at a much younger age. 

Prochaska and DiClemente suggest that this may have to do 

wi th the developmental changes associated with turning 40 and 

confronting the finiteness of life. 

The ~ole that age and developmental stages play in 

attrition may be confounded with the duration and severity 

of the difficulty. For example, most studies find that the 

longer alcohol abuse has been a problem, the more likely 

the person is to drop out of or fail in treatment (e.g., Hahn 

& King, 1982; Smart & Gray, 1978). The longer a person has 

lived, the more those difficulties may have become en

trenched. There also is some evidence that dropping out of 

treatment is also prevalent among relatively young patients 

being treated for alcoholism (Altman et al., 1978; Baekeland 

& Lundwall, 1974). Overall, these findings suggest that the 
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relationship between age and attri tion may be curvilinear 

rather than linear. 

Cognitive, Experiential, and 
Supportive Non-directive Therapies 

Cogni tive, experiential, and supportive non-directi ve 

therapies were developed in part as reactions to psycho-

analytic treatments (Ellis, 1962; Perls, 1969; Rogers, 1951 ). 

At a broad level of abstraction, there are many similarities 

among the three treatments, such as their focus on enhancing 

the patient's awareness of the problem and providing methods 

for the patient to move beyond his /her current problem. 

While not denying the possible role of early experience in 

the development of psychological problems, these treatments 

focus their therapeutic attention on the patient's current 

functioning. 

Below this abstract plane, the three therapies have 

many differences. perhaps the most salient being the role 

taken by the therapist. In both cognitive and experiential 

therapies, the therapist takes an active and directive 

stance. The role of the therapist in supportive therapies 

is non-directive, affirming instead the self-directing 

capacity of the individual client. 

Although both cognitive and experiential therapists 

are active and directive, there are differences in the realm 

in which intervention is made. Cognitive therapies inter-
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vene, as the name suggests, on the cogni ti ve level, by 

helping the patient observe and change his/her own thought 

processes. Experiential therapies intervene on an affective 

level by helping the patient observe his/her affective 

experience. Experiential therapies often also attempt to 

magnify this affective experience. Thus, cognitive therapies 

have been frequently been used to control unwanted affect, 

such as sadness, depression (Beck, Rush, Shaw, & Emery, 1979) 

and anger (Novaco, 1981). Experiential therapies, on the 

other hand, begin with the premise that the expression of 

non-instrumental, or primary affect is itself curative 

(Greenberg & Safran, 1986). Thus cognitive therapy attempts 

to control affective arousal, while anxiety and affective 

arousal are encouraged in experiential therapy. Supportive 

psychotherapists do not intervene as such. The role of the 

therapist is to provide a warm, genuine, empathetic atmos

phere within which the client can feel safe enough to explore 

his or her own being. 

Cogni ti ve therapy uses a framewor k such as Ell is' 

ABC's, through which an analysis of patient functioning is 

conducted . and problem-solving strategies are taught. 

Interpretation and confrontation are common tools in this 

process, although they can be employed aggressively, as with 

Ellis, or more gently, as done by Beck. On the other hand, 

experiential therapies attempt to create an accepting 
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environment by shying away from analyses, interpretation and 

confrontation in favor of reflection and guided experience. 

Supportive therapies attempt to create an accepting environ

ment, free of therapist control and demands. Although 

reflection is one tool available to the supportive therapist, 

the literature talks much about what therapists should not 

do. The therapist should not direct or guide the client, nor 

make judgments in the form of interpretations or confronta

tions. 

Cognitive and experiential therapies also differ in 

the focus of treatment. Cogni tive therapy is primarily a 

symptom-focused treatment. Typically, the therapist and 

patient agree on a specific problem or set of concrete 

problems, such as depression, or anger, which are targeted 

for intervention. When these problems are under control, 

treatment is considered over. Experiential therapies, on 

the other hand, are conf lict focused. They assume that 

conflicts arise when experiences are left unfinished, thereby 

prohibiting the assimilation of these experiences into the 

individual's total experiential field. Thus, rather than 

focusing on the presenting symptom directly, experiential 

therapies attempt to identify and finish "unfinished 

business," thereby allowing closure and resolution of the 

conflict. Although the content of supportive psychotherapy 

is largely up to the patient, it tends in its conceptualiza-
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tion to be conflict focused. Problems are seen as the result 

of external restriction on internal needs and desires, creat

ing incongruence between the self and experience. Through 

empathy and positive regard, this discrepancy is expected to 

diminish, thereby reducing tension and discomfort. 

While cognitive and experiential treatments are 

demonstrably different (Burgoon, 1988), there may also be 

many conceptual similarities. Greenberg and Safran (1989) 

have pointed out that both treatments do make use of 

emotionally focused interventions. Both attempt to access 

state-dependent core beliefs and help the patient understand 

the link between beliefs and feelings, even if these explana-

tions are not identical. Both have as an obj ecti ve the 

modification of primary emotional responses. Cognitions and 

affect are also much more closely allied in depression than 

in other disorders (Greenberg & Beck, 1989), suggesting that 

intervention for depressed individuals in either of these 

areas will result in a concomitant drop in the area not 

targeted. Changes in affect accompany changes in cognitions, 

and visa versa. Thus, while these two treatments may appear 

very different in practice and therapists may talk very 

differently about what they do, the method by which they work 

my be similar. 
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Outcome 

There is considerable evidence for the efficacy of 

cognitive therapy (Hollon & Beck, 1986; Shapiro & Shapiro, 

1982). To date there has been only one report of deteriora

tion in cognitive therapy. Hollon and Emerson (1985) report 

on a depression study in- progress in which one patient 

committed suicide. Although they argue that this could not 

be considered a negative outcome as there was no symptomatic 

change, it can also be argued that death represents a sub

stantial deterioration in functioning. 

Although experiential therapies have not received 

the amount of empirical attention that cognitive therapies 

have, accumula ted evidence does suggest that experiential 

treatments can be effective forms of intervention (Lieberman 

et al., 1973; Mohr, Shoham-Salomon, Engel, & Beutler, 1988; 

Yalom, Bond, Bloch, Zimmermann, & Friedman, 1977). On the 

other hand, the evidence of negative outcome for experiential 

therapies is also documented (Hartley, Roback, & Abramowitz, 

1976; Lieberman et al., 1973; Yalom et al., 1977). 

Beutler, Frank, Schrieber, Calvert, and Gaines (1984) 

compared short-term experiential group therapy, short-term 

behavioral group therapy, short-term interpersonal group 

therapy, and a no-group therapy control using an inpatient 

population. Systematic deterioration effects were found 

among the experiential group patients. Behavior therapy 
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produced no effects, while interpersonal therapy produced 

significant improvement. This suggests that experiential 

therapy, which intensifies emotional experience, when applied 

to severely disturbed patients, will have a negative impact 

in a brief amount of time. 

Deterioration effects have been found in other 

therapy modalities, most notably psychoanalytic and behavior 

therapies. Perhaps because psychoanalytic therapies rely 

more heavily upon theories of personality organization, this 

research has attempted more frequently than any other to iso

late personality variables associated with treatment failure. 

Thus research in this area has already been covered under the 

section on client variables. Briefly, dynamic therapies may 

be less appropriate for more disturbed patients, particularly 

those with borderline and masochistic features, who require 

a high degree of structure (Aronson & Weintraub, 1968; Colson 

et al., 1985; Frances et al., 1984; Horowitz, 1974; Kernberg 

et al., 1972; stone, 1985). Patients who are unable to 

establish mature relationships and/or exhibit high levels of 

at higher risk for 

therapies 

results 

(Horowitz, 

or dropout 

dependency or suspicion may also be 

negative response in psychoanalytic 

1974; strupp, 1980a-d). Negative 

statistics have not b~en reported 

psychodynamic treatments to other 

in studies comparing 

treatment modalities. 

Therefore, it is difficult to determine if these types of 
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patient difficulties pose particular problems for psycho

dynamic therapies, or if they negatively impact the 

effectiveness of all psychotherapies to an equivalent degree. 

Behavior therapies have also been found to produce 

negative outcome. Punishment and negative reinforcement are 

the interventions which have frequently been linked to 

general deterioration and sometimes an increase in the 

targeted behavior (Barbrack, 1985; Boren & Coleman, 1970). 

Secondary deterioration, or symptom substitution, has been 

reported relatively frequently for behavior modification. 

Behavior modification can produce symptom substitution in 

conversion disorders (Blanchard & Hersen, 1976), obsessive

compulsive disorders (Foa & Steketee, 1977), eating disorders 

(Bruch, 1974), agoraphobia (Hand & Lamontagne, 1976), voyeur

ism (Stoudenmire, 1973), simple phobias, hand tremors, and 

addictions (Crisp, 1966). 

A few studies have explored differential dropout 

rates among psychotherapy modalities. Thompson et al. (1987) 

reported a higher dropout rate for cogni tive therapy than for 

either behavior therapy or brief psychodynamic therapy. 

McLean and Hakstian (1979) found that psychodynamic and 

relaxation therapies had significantly higher dropout rates 

than behavior therapy. This vague picture suggests that if 

any difference in attrition among psychotherapies exists, it 
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is probably a function of how the particular treatment 

interacts with client and therapist variables. 

More generally, the level of directi veness in a 

therapy has been found to be related to attrition (Kolb 

et al., 1985). Therapies that focus on specific problems 

produce significantly fewer dropouts than those that do 

not, or that have personality restructuring as their goal 

(Pekarik, 1985; Sheehey, & Charles, 1978). 

Although no differences between treatment format and 

dura tion have been reported (P iper, Debbane, Bienvenu, & 

Garant, 1984), several studies have found that the dropout 

rate for groups is significantly higher than for individual 

therapy (Freeman, Sinclair, Turnbull, & Annadale, 1985; 

Pekarik, 1985). 

Summary 

In summary, the existence of negative response and 

attri tion are both documented phenomena in psychotherapy. 

Unfortunately, very little empirical attention as been 

focused on negative response. Factors that have been 

implicated in negative response and attrition have covered 

an array of patient, therapy, therapist, and environmental 

variables. This study will focus on clarifying the roles of 

selective patient and therapy variables. 
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The data so far suggest that the patient most likely 

to fail or have a negative response to treatment has border

line personality features and/or is self-destructive. 

Obsessive features have also been suggested as boding poorly 

for improvement. The pathology and symptoms exhibited are 

severe. The therapeutic relationship may be marked by 

dependency, or the fight against dependent impulses, and 

suspiciousness. Motivation and level of effort are low. 

Patients who deteriorate may expect therapy to be much safer 

and less threatening than those who succeed, and indeed may 

also experience considerably less anxiety in therapy. 

Negative responders may have severe interpersonal problems, 

although positive responders may also demonstrate such 

difficulties. Negative responders tend to have an external 

locus of control and to be passive in treatment, waiting for 

the therapist to initiate suggestions that will be either 

rejected or undermined. In short, the literature suggests 

that the negative responder will present with severe 

symptomatology, may have borderline or obsessional features, 

will have a low level of anxiety in therapy, and will have 

a low level of interpersonal functioning. 

The patient who drops out may present a picture 

similar to the one who responds negatively. Because of 

heterogeneity, however, the patient who drops out may also 

be less pathological than the normal outpatient. He/she may 
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be suffering from an adjustment disorder that has more to do 

with life events than with individual psychopathology. These 

patients may leave because they essentially have received the 

help they sought or because environmental stressors have 

abated. Because most studies of treatment dropouts fail to 

differentiate subjects on the basis of outcome, it is diffi

cult to draw conclusions regarding prognostic indicators for 

dropouts who differentially experience positive and negative 

outcome. 

There is considerable evidence that experiential 

therapies produce deterioration in some patients, although 

it remains unclear who these patients are. To date, there 

is little information on deterioration rates in cognitive or 

supportive therapy. Experiential and cognitive therapies 

differ on one broad dimension that is of specific interest 

to this study. Experiential therapies evoke arousal, while 

cognitive therapies decrease arousal. 

Hypotheses 

The primary goal of this study is exploratory in 

nature. This study will investigate whether it is possible, 

using pretherapy patient variables, to differentiate dropouts 

from those who remain in treatment, and to predict negative 

response, non-response, and positive response in those who 

remain in treatment. 
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Hore specific hypotheses for this study include the 

following: 

1. For all treatments, severity of depression was 

expected to be significantly related to negative 

outcome such that patients who exhibit higher initial 

levels of depression will do more poorly. 

2. For all treatments, patients who were highly symp

tomatic were expected to be at higher risk for 

deterioration. In particular, high levels of 

paranoia, obsessive compulsiveness, and psychoticism 

would be associated with deterioration. Higher 

levels of anxiety would be associated with positive 

outcome. 

3. Patients who utilize internal coping strategies were 

expected to do better in an expressive therapy, 

Focused Expressive Psychotherapy (FEP; Daldrup, 

Beutler, Engle, & Greenberg, 1988), supportive 

bibliotherapy (ST; Scogin, Hamblin, & Beutler, 1987), 

and poorer in cognitive therapy (CTi Yost, Beutler, 

Corbishley, & Allender, 1986), while patients who 

utilized external coping strategies tend to do better 

in CT and more poorly in FEP and ST. 
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r-1ETHODS 

Subj ects 

Seventy-five patients were recruited for this study 

via newspaper ads, referrals from local mental health 

professionals, and the University of Arizona Department of 

Psychiatry Outpatient Clinic. They ranged in age from 18 to 

76, with a mean age of 43.3 years (S.D. = 14.56). The sample 

consisted of 30 males and 45 females. 

Screening involved several steps. First a phone 

interview was conducted by a psychological assessor to 

determine if the individual's problem involved primarily 

depression, and if any excluding criteria were present. This 

was followed by a clinical interview. From this interview, 

the assessor also provided ratings on the Hamilton Rating 

Scale for Depression (HRSDi Hamilton, 1960). Although many 

investigators have used total scores based on all 21 items 

of the HRSD, this study employed a total score based on 

the 17 items that relate specifically to depression, as 

originally recommended by Hamilton ('1960). Cri teria for 

inclusion were that the subject have at least 16 on the HRSD, 

equivalent to a score of 19 when all 21 items are employed. 

All subjects met DSM-III-R criteria for r~jor Depression as 

judged by a clinical evaluator and by the National Institute 
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for Mental Health's Diagnostic Interview Schedule (DIS; 

Robins, Helzer, Croughan, Williams, & Spitzer, 1981). The 

clinical and structured interviews were conducted by trained 

ra ters (a graduate student in clinical psychology, post

doctoral fellow in clinical psychology, or psychiatrist). 

Criteria for exclusion were any signs of mania or bipolar 

disorder, psychosis, current substance abuse, or organic 

involvement. Prospective subjects had to be free of anti

depressants as well as anxiolytics for at least three weeks 

prior to the screening, and were required to remain free of 

these agents during treatment. Subjects were also prohibited 

from participating in any form of psychotherapy outside of 

this study for the duration of treatment. Subjects accepted 

into the study were randomly assigned one of three psycho

therapeutic treatments. 

A fee of $100.00 was charged for treatment, of which 

an $80.00 incentive was returned when the subject completed 

their end-treatment assessment. Arrangements for lower fees 

were made for those who could not afford the initial $100.00 

so that nobody was excluded for financial reasons. 

Procedure 

Following the intake procedure, each subject judged 

appropriate for the study was administered the Beck Depres

sion Inventory (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh, 
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1961), the Brief Symptom Inventory (BSI; Derogotis & 

1'o1elisaratos, 1983), the Inventory of Interpersonal Problems 

(lIP; Horowitz, Rosenberg, Baer, Ureno, & Villasenor), and 

the MMPI (Graham, 1987). The patient was then randomly 

assigned one of three treatments: cognitive therapy (CT; 

Yost, Beutler, Corbishley, & Allender, 1986), Focused 

Expressi ve Psychotherapy (FEP; Daldrup, Beutler, Engel, & 

Greenberg, 1988), or supportive bibliotherapy (ST; Scogin, 

Hamblin, & Beutler, 1987). These will be described in more 

detail below. The post-treatment evaluation included the 

BDI. 

l>leasures 

Patients who met criteria for the study were admi

nistered a battery of self-report measures which assessed 

symptomatology, interpersonal functioning, and coping style. 

Symptomatology 

Literature on negative outcome has suggested at 

least five symptoms that may be useful in identifying nega-

tive responders and/or dropouts: psychoticism, paranoia, 

obsessive-compulsiveness, anxiety, and severity of presenting 

complaint, which in this case is depression. Psychoticism, 

paranoia, obsessive-compulsiveness, and anxiety were assessed 

using their respective scales from the Brief Symptom Inven

tory (BSI; Derogotis & Melisaratos, 1983). 
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The BSI is a 53 -item questionnaire that requires 

subj ects to rate their level of subj ective distress on a 

variety of symptoms. It is a shorter version of the Symptom 

Checklist List-90 (SCL-90; Derogotis, Rickels, & Rock, 1976). 

The BSI has acceptable reliability, with alpha coefficients 

ranging from .71 to .85. Correlations on the subscale scores 

between the BSI and the SCL-90 range from .92 to .99. 

Level of depression was assessed using the Beck 

Depression Inventory (BDI; Beck et al., 1961). A meta

analysis of the BDlis internal consistency revealed a mean 

alpha coefficient of .86 for psychiatric patients and .81 

for non-psychiatric patients (Beck, Steer, & Garbin, 1988). 

The BDI was selected over the depression scale from the BSI 

since it has better reliability and because more information 

on its validity exists. A more sensitive measure of depres

sion was required as this constituted the presenting and 

major complaint. 

Interpersonal Functioning 

Interpersonal functioning was assessed using the 

Inventory of Interpersonal Problems (lIP; Horowitz, 1987; 

Horowitz et al., 1988). The lIP is a 127 item questionnaire 

that yields 6 subscales reflecting the degree to which the 

subject finds it hard to be assertive, sociable, intimate, 

and submissive, and the degree to which the subject is too 
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responsible and too controlling in interpersonal relation

ships. These scales are referred to as H. Assertive, 

H. Sociable, H. Intimate, H. Submissive, T. Responsible, and 

T. Controlling ("H" referring to "hard to" and "T" referring 

to "too"). Alpha coefficients for these scales range from 

.82 to .94; test-retest coefficients across ten weeks were 

between .80 and .90. The test-retest coeff icient for the 

entire inventory was .98. Horowitz et ale also demonstrated 

the validity of the measure both by comparing it to the SCL-

90 and by examining its performance on psychotherapy patients 

across time. The six individual measures were used instead 

of a general index to allow sensitivity to specific inter

personal problems. This specificity was considered advisable 

due to the important and little understood role of interper

sonal problems in predicting outcome (Lieberman, 1973; 

Strupp, 1 980a-d, 1984). 

Coping Style 

Internalized vs. externalized coping style was 

assessed using a compi la tion of r·h'v1PI scale scores. Ml.'v1PI 

ratios have been used for this purpose in other studies 

(Beutler & Mitchell, 1981; Calvert, Beutler, & Crago, 1988; 

Haan, 1965; Stein & Beall, 1971; Welsh, 1952). On the basis 

of these studies, a 6omposite patient internalization/ 

externali zation score (IE) was computed for each subj ect 
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using the following formula: IE = (0 + Pt + Si) - (Hy + Pd 

+ Pa) + 50. This score was piloted on 36 counselling and 

guidance students. It was found to correlate in expected 

ways with the other measures of internalization and 

externalization, including "anger- in" and "anger-out" 

dimensions of the Multidimensional Anger Inventory (Siegel, 

1986). It should be noted that previous methods of obtain

ing an internalization/externalization score from the MMPI 

have employed ratios. This method was rejected in favor of 

a difference score due to scaling problems involved in ratio 

scores. With ratios, the degree to which the denominator can 

exceed the numerator is limited in range to between 0 and 

.99. When the reverse is true, the scale can theoretically 

extend to infinity. Fifty was added to the difference score 

as the process of subtraction eliminates this constant in the 

T-score. 

Treatments 

Focused Expressive Psychotherapy (FEP; Daldrup 

et al., 1988) is a manuali zed Gestal t based therapy which 

attempts to alleviate psychic distress through the resolution 

of conflict with a significant other. The therapist 

determines. that there is a conflict when the client reports 

constricted emotional expression and negative emotion toward 

a significant person. Clients often present this emotional 
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conflict by exposing their feelings of hurt and vulnera

bility. The patients agree to engage in an "experiment" in 

which, with the help of the therapist, they try to express 

the blocked emotion, which is usually anger. The expression 

of this blocked emotion is itself expected to be curative 

(Greenberg & Safran, 1986). 

Cogni ti ve Therapy (CT; Yost et al., 1986) is a 

manualized therapy that attempts to assuage psychic pain by 

helping the client identify automatic thoughts and underlying 

assumptions, examining and testing the veracity of those 

assumptions, and subsequently challenging depressogenic 

thoughts as they arise. Both c'r and PEP are carried out in 

group format, lasting 20 weeks. 

In independent pilot studies CT and PEP have been 

found to represent significantly different treatments on 

several dimensions among subjects whose pretherapy levels of 

depression and anger did not differ significantly across 

therapies. CT and PEP therapists were rated on competency 

checklists designed for CT (Beck, Rush, Shaw, & Emery, 1979) 

and PEP (Daldrup et al., 1988). Using the CT check list, 

cognitive therapists were found to use significantly more 

questioning, to structure time more closely to an agenda, and 

to work more with homework assignments than did PEP thera-

pists. Cognitive therapists also engaged in more analysis 

and testing of underlying assumptions and automatic thoughts 
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than did FEP therapists. Using the FEP compliance checklist 

in a similar way, FEP therapists were found to pay closer 

attention to emotional shifts in the patients and to increase 

arousal more often than did CT therapists. FEP therapists 

also were found to obtain patient agreement on the problem 

and task significantly more than did CT therapists. 

Using ratings of non-verbal patient activity, FEP 

has been confirmed as an affect-arousing treatment, while CT 

has been found to control affect (Burgoon, 1988). FEP also 

was found in pilot studies to produce significantly more 

anger arousal in patients at post-treatment than CT, t (22) 

= 5.68, .E. < .001. 'rhus, the two treatments differ on a 

number of important dimensions, including targeted level of 

patient arousal, amount of analysis in the form of question

ing, examining underlying thought processes, focus on 

emotion, and the degree to which the therapist elicits 

patient agreement on problems and tasks. 

Thirty-one patients began treatment in one of four 

FEP groups, with membership in the groups ranging from six 

to nine. Twenty-five patients began treatment in one of 

three CT groups, with initial membership ranging from seven 

to nine. 

Nineteen patients began treatment in the third 

treatment, ST. In this treatment patients were assigned 

readings from two books judged not to rely on cognitive or 
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experiential concepts. The two books employed were The road 

less traveled: A new psychology of love, traditional values 

and spiritual growth (Peck, 1978) and Man's search for 

meaning: An introduction to logotherapy (Frankl, 1963) • 

Therapists talked weekly with the patients on an individual 

basis for 20-30 minutes per session. Therapy consisted 

primarily of empathy, warmth, and reflection of feelings. 

Therapists were prohibited from introducing ideas into the 

session, from making interpretations, 

patient's level of emotional arousal. 

or from altering the 

It should be noted 

that this was not an untreated control group. Pilot studies 

have demonstrated the effectiveness of such treatments 

(Scogin et al., 1987). 

Therapists 

Four professional Ph.D. level psychologists were 

employed to run the FEP and CT groups. Two were CT thera

pists and two were FEP therapists. One CT therapist ran two 

of the CT groups while the other ran one. One FEP therapist 

ran three FEP groups while another ran one. All sessions 

were videotaped and rated every. five sessions to insure 

compliance with the therapy model. Five graduate students 

in clinical psychology conducted the ST. All sessions were 

audiotaped and rated randomly, at least once every seven 

sessions to insure compliance with the model. 

were also supervised weekly. 

'rherapists 
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unilaterally Dropouts were defined 

terminated treatment prior to 

"dose" of psychotherapy. Five 

receiving a predetermined 

sessions seems to be the 

minimal amount of therapy time required to produce change 

(Howard, 1988)~ this criterion was used to define a minimal 

treatment "dose." Patients were not expected to derive any 

great benefit in the first few sessions. Indeed, remainers 

in this study did not show any significant improvement after 

four sessions as measured by the BDI, t(61) = 1.40, E = .17. 

If remainers have not experienced any change in the first 

four sessions, then any heterogeneity in outcome for dropouts 

is most likely a reflection of variables extraneous to the 

intervention, rather than a function of the treatment itself. 

Using these criteria, 13 patients were classified as dropouts 

and 62 as remainers. Six dropped out of FEP, six out of CT 

and one out of ST. It should be noted that the individual 

format of ST offered considerably more week to week flexi

bility in scheduling than was possible in FEP or CT, both 

which were conducted in group format. 

Outcome Classification for Remainers 

Outcome classification distinguished between three 

groups of patients: those who respond positively to 
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treatment, those who respond. negatively, and those who do 

not respond at all. BDI change scores were the basis for 

classification. Patients were considered improved if their 

BDI score for their 19th week (or final week if they left 

prior to Week 19) of treatment was one standard error of 

measurement (SElv1) below their Week 1 BDI. Using one standard 

error of measurement as the criterion for improvement leaves 

only a 15% chance that changes in the BDI score are due to 

measurement error as opposed to real changes in the patient's 

status. BD! scores from Week were employed as the pre

therapy measure, as opposed to screen BDI scores to eliminate 

the expectancy effects associated with seeking and obtaining 

treatment. \'leek 19 BDI scores were used as the end-of

treatment scores, as opposed to Week 20, to minimize 

artificial improvement resulting from "good-bye" effects in 

psychotherapy (Beutler, Daldrup, Engle, Oro'-Beutler, 

Meredith, & Boyer, 1987). 

Patients were classified as negative responders if 

they met one of two criteria. (1) Patients whose final BDI 

scores were one SEM or more above their Week 1 BDI scores 

were considered negative responders. While strict statistics 

would suggest a 15% misclassification on this basis, the rate 

of misclassification is probably considerably less due to the 

effects of regression towards the mean, which draws scores 

towards improvement. That is, patients initially admitted 
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to the study had BDI scores that were considerably higher 

than the average score from normative samples. ~vith such 

extreme scores, it is highly unlikely that any increase would 

be due to measurement error, as the pull of such error draws 

the score toward the mean (Beut ler & Crago, 1 983 ) • ( 2 ) 

Patients were also classified as negative responders if a 

therapist and independent evaluator judged the patient to 

have deteriorated enough to require either hospitalization 

or the initiation of pharmacotherapy. Patients who were 

unilaterally dropped from the study due to deterioration were 

classified as remainers regardless of when they were termi

nated since the decision to terminate was made by the 

research team and not by the patient. 

Patients meeting none of the criteria for inclusion 

into the negative or positive response groups were classified 

as non-responders. 
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RESULTS 

Preliminary Analyses 

To validate the randomness of treatment assignment, 

a series of one-way ANOVA I S were performed using pre therapy 

patient characteristics as the dependent variables and 

treatment assignment as the independent variable. Of the 15 

variables of interest, only the IIP scale "Hard to be Inti

mate" was significant (E < .05). The mean H. Intimate score 

for FEP was 1.58, for CT was 1.21, and for ST ",as 1.55, with 

respective standard deviations being .57, .54 and .59. Among 

15 analyses, it is very likely that one will be significant 

by chance alone. Therefore, the randomization procedure was 

considered to have resulted in equivalent groups within the 

limit~ of chance. Although a post hoc Newman-Keuls test for 

differences between groups was non-significant, it must be 

borne in mind that patients assigned to CT may have had 

slightly less initial difficulty with intimate relationships 

than their counterparts in FEP and ST. 

Outcome in the Three Treatment Groups 

The overall effect si ze for this study was .68. 

Sixteen patients (22.5%) achieved a score of less than 10 on 
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Beck et al. (1988) has 

suggested this score indicates minimal or no depression. 

There were five negative responders in FEP, three in 

ST and one in CT. Two analyses were performed to examine 

whether the three treatment groups differed in outcome 

levels. The first compared the three treatment groups using 

residualized gain scores in a one-way ANOVA. The second 

analysis compared the number of negative responders in each 

treatment group using a chi square test. Neither test was 

significant (both E'S ) .20). 

Because different groups within the FEP or CT condi

tions may develop unique healing processes, it was necessary 

to rule out the possibility that such group effects may have 

differentially contributed to outcome level. Differential 

outcome between group therapy groups within FEP and CT was 

assessed using two separate ANCOVA's, one for each treatment 

type. Treatment group within therapy type was the inde

pendent variable with Week 19 BDI scores as the dependent 

variable. Week 1 BDI was covaried in to create a residual 

gain score. No significant differences were noted in either 

treatment (both £'s > .45). 

While group effects were not an issue with ST, it is 

possible that the five therapists may have been differ

entially effective. ANCOVA' s were also used to assess 

differences in outcome among the five ST therapists within 
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treatments. Again, there were no significant differences 

Ce. > .35). 

The means and standard deviations for each measure 

were calculated and are presented by completion and outcome 

classification in Table 1. 

Differentiation of Dropouts from Completers 

One of the goals of this study was to examine the 

ability of pretherapy patient symptom levels and inter

personal functioning to distinguish bet\'leen patients who 

dropped out of treatment and those who remained. Of the 

75 patients in this study, 13 dropped out before the fifth 

session. Five patients dropped out of FEP, six out of CT 

and one out of BT. This difference was not signif icant, 

X2 (2) = 1.99, E > .30 and resul ted in the conclusion that 

there is no detectable difference in the rate of attrition 

among the different treatment groups. 

The first step in the effort to differentiate drop-

outs from completers was the application of a discriminant 

function analysis (DFA). The six scales from the lIP 

(H. Sociable, H.Assertive, H. Intimate, H. Submissive, T. 

Responsible and T. Controlling), four subscales from the BSI, 

including Obsessive-Compulsive, Anxiety, Paranoia, and 

Psychoticism, the Week l' BDI, age, gender, and the IE meas

ure from the MMPI were used as the predictor variables. 



Table 1 

Means and Standard Deviations by OUtcome and Completion status 

Positive Non- Negative All 
Responder Responder Responder Renainders Dropouts 

Instrument M SO M SD M SO M SD M SO 

EDI Week 1 28.6 7.68 21.6 9.54 22.3 10.38 25.6 9.14 28.7 4.66 
Age 41.3 12.42 50.9 13.18 51. 7 17.20 45.7 13.97 38.6 11. 74 

BSI Scales 

Obsessive- 70.6 9.67 65.9 10.53 59.0 10.21 67.6 10.61 68.0 9.49 
Compulsive 

Anxiety 66.2 9.21 61.1 13.52 53.6 8.02 62.9 11.27 63.8 13.37 
Paranoia 62.7 10.39 58.0 10.10 56.0 8.08 60.4 10.23 60.4 11.13 
Psychoticism 68.7 9.45 64.0 11.78 56.3 4.03 65.6 10.48 65.8 13.49 

lIP Scales 

H. Sociable 2.28 .64 1.98 .87 2.44 .83 2.21 .74 2.13 .97 
H. Assertive 2.51 .57 1.94 .85 2.68 .72 2.35 .72 2.29 .63 
H. Intimate 1.46 .63 1.29 .43 1.89 .51 1.46 .58 1.22 .68 
H. Submissive 1.48 .67 1.63 .77 2.20 .84 1.63 .74 1.47 .85 
T. Responsible 2.06 .67 1.92 .63 2.26 .73 2.04 .66 2.3 .97 
T. Ccntrolling 1.92 .72 1.44 .77 2.16 .94 1.80 .80 1.29 .60 

IE Scale 63.1 33.47 60.2 30.67 62.3 38.47 62.1 32.68 64.2 21. 77 

Total 
~le 

r·1 SD 

26.1 8.67 
44.6 13.81 

67.7 10.38 

63.0 11.49 
60.4 10.27 
65.6 10.85 

2.20 .77 
2.35 .71 
1.42 .59 
1.60 .76 
2.07 .71 
1. 73 .79 

62.4 31.17 

0"1 
U1 
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Variables were entered stepwise using Wilks' lambda as the 

criterion statistic. Wilks' lambda was selected over other 

test statistics because it attempts to maximi ze distance 

between groups while attempting to maintain cohesion or 

homogenei ty within the groups. The signif icance of the 

canonical function was tested by measuring residual discrimi-

nation with Wilks' lambda. Lambda was converted into a chi-

square distribution and used to determine the significance 

level (c.f. Klecka, 1980). 

The discriminant function presented in Table 2 used 

six of the original variables, had an eigenvalue of .21, and 

2 was significant, Wilks' lambda = .82, X (5) = 11.08, E < .05. 

It had a canonical correlation of .42 and accounted for 17.6 

% of the variance among groups. Table 3 presents the canoni-

cal discriminant function coefficients and the structure 

coefficients. Table 4 displays the classification matrix. 

On the basis of the discriminant function, 74.67% of the 

subjects were correctly classified, which was no improvement 

over the 82.67% hit rate achievable if all patients are 

classified initially as remainers. 

The standardized coefficients in Table 3 reflect the 

relative contribution of an individual variable in the forma-

tion of the discriminant function. The structure coefficient 

is the correlation between a given variable and the canonical 

function. The standardized coefficient is affected by 
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Table 2 

Discriminant Function Analysis for 
Dropouts vs. Remainers (Week 5 and Beyond) 

step Variable Removed In Lambda p 

1 T. Controlling 1 .94 .069 

2 h'eek 1 BDI 2 .90 .051 

3 Age 3 .87 .051 

4 H. Submissive 4 .85 .061 

5 Psychoticism 5 .83 .063 

6 'r. Responsible 6 .81 .073 

7 H. Submissive 5 .82 .050 



Table 3 

standardized and structure Coefficients for 
Discriminant Function Analysis for Dropouts vs. 

Remainers (Week 5 and Beyond) 
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Standardized Structure 
Variable Coefficients Coefficients 

T. Controlling 1 .01 .51 

Age .44 .40 

H. Submissive a .32 

Week 1 BDI -.69 -.27 

T. Responsible -.57 -.20 

H. Intimate a .15 

H. Sociable a -.14 

IE a .14 

Sex a -.08 

Obsessive-compulsive a -.06 

Anxiety a -.06 

Paranoia a -.04 

Psychoticism .62 -.02 

H. Assertive a .01 

a = Variable not included in function by Wilks' stepwise 
entry 

Centroids for dropouts = -1.10 

Centroids for remainers = .19 
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Table 4 

Classification Matrix for Dropouts vs. 
Remainers (Week 5 and Beyond) 

Predicted Group 

Actual Group 

Dropouts 

Remainers 

Number of 
Cases 

13 

62 

Dropouts 

8 
61 .5% 

14 
22.6% 

Percent of cases correctly classified: 74.67% 

Remainers 

5 
38.5% 

48 
77.4% 
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multicolineari ty among the dependent var iables; the structure 

coefficient is not. Therefore, the structure coefficient was 

used to interpret the meaning of the function as well as the 

extent to which the function incorporates the meaning of 

individual variable (c.f. Klecka, 1980). Note that a 

positive correlation indicates that higher scores on the 

assessment instrument were associated with remaining in 

treatment, while negative correlations indicate that higher 

scores were associated with attrition. The structure 

coefficient was used as an index to determine whether or not 

further analyses would be carried out on individual vari

ables. Those variables which correlated .35 or above with 

the discriminant function were examined individually using 

t-tests to determine the ability of the individual variable 

to distinguish between dropouts and remainers. 

Of the twelve variables entered, T. Controlling 

and age had structure coeff icients of greater than .35. 

Patients who dropped out had significantly lower scores on 

T. Controlling (M = 1.29, S.D. = .60) than those who remained 

(M = 1.81, S.D. = .80), ,t,(66) = 2.18, Q. < .05. T. Control

ling accounted for only 6.7% of the variance. Age by itself 

was not significantly related to completion status (E > .15). 

Although the majority of patients who dropped out of 

treatment did so by the fifth session, patients did continue 

to drop out throughout the study. 'rhe survival analysis 
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displayed in Table 5 demonstrates that 18.7% of the patients 

beginning treatment dropped out before the fifth session. 

Yet 9.8% of those remaining in treatment after the fourth 

session dropped out following the fifth session. Patients 

continued to drop out throughout treatment. 

On the basis of this information, two additional 

DFA' s were performed. The first DFA included those who 

terminated directly following the fifth session as dropouts. 

Comparing this dropout group to remainers the DFA could not 

produce a significant discriminant function, Wilks' lambda 

2 = .89, X (4) = 6.75, .E > .10. 

The second DFA included all patients who left of 

their own accord prior to the end of treatment. The discri-

minant function distinguishing remainers from those who 

unilaterally terminated prior to the end of treatment used 

seven variables (see Table 6). It had an eigenvalue of .46 

and was significant, Wilks' lambda = .69, 2 X (7) = 20.93, E 

< .005. This function had a canonical correlation of .56 

and accounted for 31.4% of the variance. Table 7 presents 

the canonical discriminant function coefficients and the 

structure coefficients. Table 8 displays the a c1assifi-

cation matrix. On the basis of the discriminant function, 

69.33% of the subjects were correctly classified, which is 

equivalent to the 65.33% achievable if all patients are 

classified a priori as remainers. 
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Table 5 

Survival Analysis 

~veek 

Number 
Exposed 
Therapy 

Number 
Following 
Session 

Terminating Cumulative 
Proportion Proportion Proportion 
Terminating Surviving Surviving 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 

75 
69 
67 
63 
61 
55 
54 
54 
53 
53 
50 
48 
48 
48 
48 
48 
45 
45 
45 
45 

6 
2 
4a 

2. 
6° 
1 
o 
1 
o 
3a 

2 
o 
o 
o 
o 
3 
o 
o 
o 
c 

.080 

.029 

.060 

.032 

.098 

.018 

.000 

.019 

.000 

.057 

.040 

.000 

.000 

.000 

.000 

.063 

.063 

.063 

.063 
c 

.920 

.971 

.940 

.968 

.902 

.982 
1 .000 

.982 
1 .000 

.943 

.960 
1 .000 
1 .000 
1 .000 
1 .000 

.938 

.938 

.938 

.938 
c 

.920 

.893 

.840 

.813 

.733 

.720 

.720 

.707 

.707 

.667 

.640 

.640 

.640 

.640 

.640 

.600 

.600 

.600 

.600 
c 

a = One of these patients was dropped by staff due to 
deterioration; this patient was included as a remainer 
in DFA analyses 

b = Two of these patients were dropped by staff due to 
deterioration; these patients were included as 
remainers in DFA analyses 

c = Not applicable; study ended 
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1 

2 

3 

4 

5 

6 

7 
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Table 6 

Discriminant Function Analysis for 
Dropouts (Any Premature 'rermination) vs. Remainers 

Variable Lambda p 

Week 1 BDI .92 .026 

T. Responsible .89 .031 

T. Controlling .84 .018 

H. Submissive .76 .004 

Paranoia .73 .003 

Obsessive-Compulsive • 71 .004 

H. Sociable .69 .004 



Table 7 

standardized and structure Coefficients for 
Discriminant Function Analysis for 

Dropouts (Any Premature Termination) vs. Remainers 

standardized Structure 
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Variable Coefficients Coefficients 

Week 1 BDI .96 .44 

T. Responsible • 76 .38 

H. Submissive .94 .28 

H. Sociable -.41 .10 

Sex a .09 

Psychoticism a .09 

H. Controlling -1 .16 -.08 

IE a -.07 

Paranoia -.35 .07 

H. Assertive a -.06 

H. Intimate a .06 

Age a -.04 

Obsessive-Compulsive -.40 .03 

Anxiety a .03 

a = Variable not included in function by lVilks I stepwise 
entry 

Centroid for Dropouts .85 

Centroid for Remainers = -.52 
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Table 8 

Classification Matrix for Dropouts (Any Premature 
Termination) vs. Remainers 

Actual Group 

Dropouts 

Remainers 

Number of 
Cases 

26 

49 

Predicted Group 

Dropouts 

21 
70.0% 

14 
31 • -I % 

Remainers 

9 
30.0% 

31 
68.9% 

Percent of cases correctly classified: 69.33% 
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Of the twelve variables entered, \veek 1 BDI and T. 

Responsible ~ad structure coefficients of greater than .35. 

The individual ANOVA's on these two variables are displayed 

in Table 9. Week 1 BDI could distinguish significantly 

between remainers and those who unilaterally terminated 

treatment at some point during the 20 weeks, F(1 ,72) = 6.18, 

E. < .05. iveek 1 BDI accounted for 7.9% percent of the 

variance between completion groups. T. Responsible accounted 

for 7.2% of the variation between completion groups and could 

also sign if icantly distinguish between the two, F (1 ,71) = 

5.13, E. < .05. 

Prediction of Outcome Using Pretherapy 
Patient Characteristics 

The primary area of interest in this study was an 

examination of the utility of employing pretherapy patient 

var iables as prognostic indica tors of outcome in psycho-

therapy. In this study 34 patients were classified as 

positive responders, 19 as non-responders, and 9 as negative 

responders. Of the nine negative responders, four were 

dropped from treatment due to deterioration effects. For 

three of these, the difference scores on the BDI also 

reflected this deterioration. One patient who was dropped 

did not demonstrate the deterioration effects in BDI 

difference scores; however, this was likely due to the 
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Table 9 

One-way ANOVA's of Completion status by Pretherapy Patient 
Variables Meeting Criteria for Individual Examination 

ANOVA Summary Table 

Source d.f. SS MS 

Completion Status by Week 1 BDI 

F 
2 eta p 

Between outcome 
groups 

1 417.55 417.55 6.18 .08 .0152 

Within groups 72 4862.32 67.55 

Total 73 5280.86 

ANOVA Summary Table 

Source d.f. SS 

Completion Status by T. Responsible 

Between outcome 1 2.36 

~'H th in groups 72 30.29 

Total 73 32.65 

MS 
2 

eta p 

2.36 5.13 .07 .0268 

.46 
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emergence of psychotic symptoms, which interfered with the 

subject's ability to respond to the questionnaire. 

This set of analyses examined the extent to which 

and manner in which a patient's pretherapy interpersonal 

functioning and symptomatology distinguished the three 

outcome groups from each other. To this end, the 14 previ-

ously described variables were entered stepwise into a DFA 

using Wilks' lambda as the criterion statistic. 

The purpose of this analysis was three-fold. First, 

this DFA examined how well the selected variables could, as 

a group, discriminate among the three outcome groups. 

Secondly, the DFA was used to group the variables into two 

functions. The means or centroids from each of the two 

functions were then employed in two one-way ANOVA' s to 

examine them. Third" the DFA was used to select variables 

that would be examined individually for their ability to 

distinguish among the three outcome groups. The criterion 

used was a correlation of .35 or above on the structure . 
coefficient. These individual variables were then subjected 

to one-way ANOVA's to examine their potential as indicators 

of either response or direction of response. 

Table 10 displays the nine variables that met the 

Wilks criteria for inclusion and were incorporated into the 

DFA and used to create two discriminant functions. The 

first function had an eigenvalue of 1.17 and a canonical 
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Table 10 

Summary Table of the Results of the DFA Discriminating 
Treatment Outcome Groups 

Wilks' 
Step Variable Removed In Lambda p 

1 Psychoticism 1 .83 .012 

2 H. Intimate 2 .70 .002 

3 H. Assertive 3 .70 .001 

4 Sex 4 .57 .001 

5 H. Submissive 5 .53 .001 

6 T. Controlling 6 .40 .000 

7 IE 7 .37 .000 

8 Anxiety 8 .35 .000 

9 Age 9 .33 .000 
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correlation of .73. This function was significant, Wilks' 

2 
lambda = .33, X (18) = 50.51, E. <.001. The second had an 

eigenvalue of .41 and a canonical correlation of .54, and 

2 was also significant, Wi lks' lambda = • 71, X (8) = 15.55, 

E. < .05. The first function explained 54.0% of the variance 

while the second function accounted for 29.2% of the vari-

ance. 

The structure coefficients suggest that the first 

function was a mixed function generally reflecting level of 

subjective distress (see Table 11). The second function 

reflected interpersonal functioning. For variables which 

correlate positively with the canonical function, higher 

scores are associated with positive outcome and lower scores 

are associated with negative outcome. The reverse is true 

for variables which are negatively correlated with the 

canonical functions. Note that as all variables were 

negatively correlated with the function, higher means or 

centroids are associated with better functioning. These two 

functions together could correctly classify 75.81 % of the 

patients. This was a substantial improvement over the 49.27% 

hit rate achievable if all patients were initially classified 

as positive responders. Table 12 displays these classifica-

tion results. The greatest percentage of errors in classifi-

cation was in the non-response group. 
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Table 11 

Discriminant Function Analysis 

standardized 
Coefficients 

structure 
Coefficients 

Function Function Function Function 
1 2 1 2 

* Psychoticism .36 .35 • 41 .11 

* Anxiety .52 .08 .38 .08 

* Obsessive-compulsive a a .34 .02 

* Age -.33 .17 -.32 .22 

* H. Submissive -1. °12 -.50 -.29 -.20 

* Sex .59 .31 .26 -.11 

* BDI1 a a .23 -.06 

* Paranoid Ideation a a .22 -.10 

H. Assertive -.21 -.64 .08 -.64 

T. Controlling 1 .06 -.74 .03 -.53 

H. Intimate -.32 -.50 -.14 -.47 

H. Sociable a a .07 -.45 

T. Responsible a a .07 -.38 

IE .36 .38 .02 -.05 

a = Variable not included in function by Wilks' stepwise 
entry 

* 

* 

* 

* 

* 

* 

* = Function with which the variable is most highly corre
lated 
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Table 12 

Classification Results for the DFA 

Predicted Group 

Number of Positive Non- Negative 
Actual Group Cases Responder Responder Responder 

Positive Responders 34 28 4 2 
82.4% 11 .8% 5.9% 

Non-Responders 19 4 12 3 
21.1% 63.2% 15.8% 

Negative Responders 9 0 2 7 
0.0% 22.2% 77.8% 

Percent of subjects correctly classified: 75.81% 
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The centroids for each function (see Table 13) were 

preserved and used as dependent variables in two one-way 

ANOVA's. The first one-way ANOVA found a significant 

relationship between the centroids from the first function 

and outcome classification, .£:.(2,59) = 20.77, ..e < .0001 (see 

Table 14). A trend analysis found a significant linear 

relationship, accounting for 36% of the variance, F(2,59) = 

36.07, ..e < .0001, but no significant quadratic relationship 

(..e > .95) . Two planned· orthogonal contrasts were also 

performed. The first contrast examined whether posi ti ve 

responders were significantly different from nega ti ve 

responders, thereby testing if the set of var iables could 

predict direction of response among those patients who did 

respond. This contrast was significant, !(14.8) = 5.224, 

E. < .001. The second contrast examined whether non-

responders were significantly different from both positive 

and negative responders, and hence examined if this group of 

variables served as predictors of whether or not the patient 

would respond, independent of the direction of response. 

This contrast was not significant (..e > .95). 

The second one-way ANOVA found a significant rela

tionship between the centroids of the second interpersonal 

function and outcome, F(2,59) = 13.40, E. < .0001. Unlike the 

previous trend analysis, this one found no significant linear 

relationship (..e > .05) but did find a significant quadratic 
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Table 13 

Group Centroids for the Canonical Discriminant 
Function 

Outcome Group 
Function 1 

Subjective Distress 

Positive Responders .850 

Non-responders -.633 

Negative Responders -2.076 

Function 2 
Interpersonal Adequacy 

-.233 

.857 

-.993 
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Table 14 

One-way ANOVA ' s and Trend Analyses of DFA Centroids 
by Outcome Classification 

ANOVA Summary rrable 

Source d.f. SS MS F 2 eta p 

Centroids from Function (Subjective Distress) 

Between outcome 2 48.11 24.06 20.77 • 41 .0000 
groups 

Linear term 1 41 • 77 41 • 77 36.07 .36 .0000 

Quadratic term 'I .00 .00 .00 .00 .9735 

vli thin groups 59 68.32 1. 16 

rrotal 61 11 6. 43 

ANOVA Summary Table 

Source d.f. SS l:iJS F eta 2 p 

Centroids from Function 2 (Interpersonal Adequacy) 

,Between outcome 
groups 

Linear term 

Quadratic term 

Within groups 

Total 

2 

1 

59 

61 

23.34 11 .67 13.40 .31 .0000 

2.82 2.82 3.24 .04 .0768 

23.33 23.33 26.79 .31 .0000 

51 .38 .87 

74.72 
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relationship, which accounted for 31% of the variance, 

.[(2,59) = 26.79, E < .0001. The planned orthogonal 

comparisons mirrored the trend analysis. The first planned 

orthogonal contrast testing for sensitivity to direction of 

response was unable to significantly distinguish positive 

from negative responders (E > .05). The second comparison 

found, however, that non-responders were significantly 

different from positive and negative responders as a group, 

and hence was useful as an indicator of activation, l(30.2) 

= 5.04, E < .001. Figure 1 displays graphically the 

interaction of Function 1 and Function 2. Such variables 

which indicate response to treatment without indicating 

direction of response will be termed "activation variables." 

Analyses on Individual Patient Variables 

Two variables from the first function and five 

variables from the second function met criteria for indi

vidual examination using ANOVA's, trend analyses and 

contrasts. These analyses are presented in Table 15. 

Psychoticism was significantly related to outcome 

and explained 13.2% of the variance, .£:.(2,52) = 3.96, E < .05. 

The trend analysis found this to be a linear relationship. 

(It should be noted that psychoticism is a graduated scale 

which at high levels measures psychotic symptoms. However, 

in the ranges found in this study and in non-psychotic 
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Table 15 

One-way ANOVA I sand 'rrend Analyses of Patient Variables 
Meeting Criteria by Outcome Classification 

ANOVA Swnmary Table 

Source d.f. SS 1'1S F 
2 eta p 

Psychoticism by Outcome Classification 

Between outcome 
groups 

Linear term 

Quadratic term 

Within groups 

+rrotal 

Source 

2 771.27 385.64 3.96 .13 .0250 

1 742.60 742.60 7.63 .13 .0079 

25.04 255.04 .26 .00 .6140 

52 5058.84 97.29 

54 5830.11 

ANOVA Summary Table 

d.f. SS MS F 
2 eta p 

Anxiety by Outcome Classification 

Between outcome 
groups 

Linear term 

Quadratic term 

Within groups 

Total 

2 

1 

52 

54 

968.89 484.45 4.38 .14 .0174 

927.42 927.42 8.39 .14 .0055 

26.71 26. 71 .24 .00 .6251 

5750.49 110.59 

6719.38 
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Table 15--Continued 

ANOVA Summary Table 

Source d. f. SS MS F eta 2 p 

H. Assertive by Outcome Classification 

Between outcome 2 3.35 1 .67 3.69 • 12 .0313 

Linear term .19 • 19 .43 .0"' .5"133 

Quadratic term 3.28 3.28 7.24 • 12 .0095 

Within groups 54 24.47 .45 

'rotal 56 27.82 

ANOVA Summary Table 

Source d.f. SS MS F eta 2 
p 

T. Controlling by Outcome Classification 

Between outcome 2 3.01 1 .51 2.69 .10 .0768 
groups 

Linear term 1 .42 .41 • 74 .01 .3921 

Quadratic term 1 3.01 3.01 5.39 .10 .0241 

Within groups 54 30.19 .56 

Total 56 33.19 
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Table 15--Continued 

ANOVA Summary Table 

Source d.f. SS MS F 
2 eta p 

H. Intimate by Outcome Classification 

Between outcome 2 2.26 1 . 1 3 3.70 • '12 .0313 
groups 

Linear term 1 .27 1 .27 4. '17 .07 .0460 

Quadratic term 1 .81 1 .81 5.93 .10 .0182 

Within groups 54 '16.50 .31 

Total 56 '18.76 

ANOVA Summary Table 

Source d.f. SS MS F eta 2 p 

H. Sociable by Outcome Classification 

Between outcome 2 1. 58 • 79 1 .52 .05 .2273 
groups 

Linear term 1 .23 .23 .45 .01 .5043 

Quadratic term 1. 58 1 .58 3.05 .05 .0866 

Within groups 54 27.96 .52 

Total 56 29.54 
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Table 15--Continued 

ANOVA Summary Table 

Source d.f. 5S MS F eta 2 p 

T. Responsible by Outcome Classification 

Between outcome 2 .63 .32 • 72 .03 .4912 
groups 

Linear term 1 .22 .22 .51 .01 .4783 

Quadratic term 1 .60 .60 1.35 .02 .2497 

Within groups 54 23.74 .45 

Total 56 24.37 
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populations, it tends to be a measure of feelings of worth

lessness and social alienation.) The linear relationship 

between Psychoticism and outcome was supported by the 

contrast analyses. Psychoticism in positive responders (M 

= 67.8, SO = 9.75) was significantly higher than it was in 

negative responders (M = 57.0, SO = 4.24), !,(27.3) = 4.69, 

E < .001. Psychoticism in positive and negative responders 

as a group, however, was not signif ican tly different from 

psychoticism in non- responders (M = 64.0, so = 11. 78), 

!(19.7) = .51, E > .60. Thus Psychoticism appears to act as 

a direction of response variable, as opposed to an activation 

variable. 

Anxiety, which explained 14.4% of the variance, also 

significantly discriminated among outcome groups, E(2,52) = 

4.38, E < .05. Trend analysis also showed this relationship 

to be linear. Contrast 1, testing for direction of response, 

found positive responders to be significantly higher in 

Anxiety (M = 65.4, SO = 9.34) than negative responders (M = 

53.3, SO = 7.44), !,(13.3) = 3.87,12. < .005. As a group, 

positive and negative responders did not differ in level of 

Anxiety from non-responders (M = 61.0, SD = 13.52), and thus, 

Anxiety was not an activation variable, t(21) = .44, E > .65. 

H. Assertive (Ha~d to be Assertive) was significantly 

related to outcome and explained 12.1 % of the variance, 

[(2,54) = 3.70, E < .05. Table 15 also displays a trend 
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analysis which found the relationship to be quadratic rather 

than linear. This was supported by the contrasts. Contrast 

1 examined if H. Assertive predicted direction of response 

and found that positive responders (H = 2.48, SD = .57) did 

not differ significantly on H. Assertive from negative 

(M = 2.66, responders 

Contrast 2 

variable and 

SD = • 67 ) , t ( 9 • 9 ) = .68, 2. > .50. 

examined if 

found that 

H. Assertive 

positive and 

was an 

negative 

activation 

responders 

together were significantly higher on H. Assertive than were 

non-responders (r-l = 2.02, SD = .81), t(27.8) = 2.42,2. < .05. 

H. Intimate, which explained 12.1% of the variance, 

was significantly related to outcome, F(2,54) = 3.70, 12 < 

.05. The trend analyses suggested that although the effect 

for a quadratic trend was stronger, a linear relationshi p 

was also significant. Likewise, the contrast analyses found 

that positive responders (M = 1.48, SD = .63) were signifi

cantly lower on H. Intimate than were negative responders (r-1 

= 1.93, SD = .58), and thus H. Intimate was a predictor of 

direction of response, t(14.2) = 2.18, E < .05. But non

responders (M = 1.29, SD = .43) had significantly lower 

scores on H. Intimate than positive and negative responders, 

~(31 .4) = 2.86, 2. < .01. Hence, H. Intimate serves both as 

predictor of direction of response and as an activation 

variable. 
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The relationships of the variables T. Controlling, 

H. Sociable and T. Responsible to outcome classification were 

all non-significant. Two additional analyses were performed 

to test the hypotheses that Paranoia and Obsessive-compul

siveness, as measured by their respective BSI scales, were 

rela ted to outcome. Nei ther Paranoia, F (2,52) = 1.36, 12. > 

.25, nor Obsessive-Compulsive, f(2,52) = 3.04, E > .05, were 

individually significantly related to outcome. 

Interaction Effects 

The primary hypothesis regarding interactions was 

that IE would interact with outcome and treatment modality 

such that CT patients who improved would display a balance 

toward externalizing coping strategies and FEP patients who 

improved would display a balance toward internalizing coping 

strategies. Employing the outcome classification method used 

in previous analyses would create a matrix in which one cell 

(CT by negative response) would have one data point. 

Therefore, an alternative strategy was employed. Using the 

T-score of 50 as the mean, IE scorers were dichotomized into 

high scorers (internali zers) and low scorers (externali zers). 

A residualized gain score using EDI scores from weeks one and 

nineteen was used as the dependent measure. A two by three 

(IE dichotomized variable X treatment) ANCOVA design was thus 

employed, with the Iveek 1 3DI covaried into the Heek 19 BDI. 
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This analysis was performed twice, once on the entire sample 

and once on patients who remained in treatment for more than 

five sessions. 

For the entire sample there were no main effects, 

ei ther for treatment group or for IE (see Table 16). As 

hypothesized, there was a significant interaction effect 

F (2,63) = 3.27, .E < .05. The interaction effect occurring 

in the first analysis was not in the direction expected. 

Both FEP and CT exhibited the most powerful effects among 

externalizers. On the other hand, internalizers in ST 

improved while externalizers did not. Table 17 presents the 

differences scores between Week 1 BDI and Week 19 BDI for 

each cell of the IE by treatment matrix. 

were used in. this display as they are 

Difference scores 

the 

interpretable method of displaying the results. 

most easily 

When this 

analysis was repeated on only those who remained five or more 

sessions, there were no significant main or interaction 

effects, although the trend remained. 
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Table 16 

ANCOVA's Testing Week 19 BDI by Treatment 
Modality and IE with Neek 1 BDI as the Covariate 

Source 

Entire Sample: 

Covariate 
Week 1 BDI 

SS 

2043.51 

Main Effects 549.51 
Treatment 518.94 
IE 60.97 

Interactions 
Treatment by IE 666.43 

Explained 3259.45 
Residual 6414.04 

Total 

Source 

Completers only: 

Covariate 
Week 1 BDI 

9673.49 

SS 

1192.37 

Main Effects 634.11 
Treatment 627.91 
IE 13.48 

Interactions 
Treatment by IE 513.13 

Explained 2339.61 

Residual 5396.72 

'rotal 7736.33 

d. f. 

1 

3 
2 
1 

2 

6 
63 

69 

d.f. 

3 
2 
1 

2 

6 

54 

60 

MS F 

2043.51 20.07 

183.17 
259.47 

60.97 

333.22 

543.24 
101.81 

140.20 

MS 

1. 80 
2.55 

.60 

3.27 

5.34 

F 

1192.37 11.93 

211.37 
313.94 

13.48 

256.57 

389.93 

99.94 

128.94 

2.12 
3.14 

.14 

2.57 

3.90 

2 eta p 

.000 

• 06 • 1 56 
.086 
.442 

.07 .044 

.34 .000 

2 eta p 

.001 

.08 .109 
.051 
.715 

.07 .086 

.30 .003 
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Table 17 

BDI Gain Scores for IE by Treatment Modality 

Treatment Modality 

PEP CT ST rrotal 

Externalizers 10.38 14.63 -3.00 7.33 

N 8 8 8 24 

Internalizers 5.14 7.40 5.67 5.98 

N 22 15 9 46 

Total 6.53 9.91 "1.59 6.44 

N 30 23 17 70 
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DISCUSSION 

First the findings of this study will be summarized. 

Following the summary the dropout and outcome analyses will 

be discussed in more depth. Research implications then will 

be explored. This section will conclude with a brief 

discussion of the limitations of this study. 

Summary of li1ajor Findings 

Predicting whether a patient remains in treatment is 

problematic. If dropouts are defined as those leaving prior 

to the fifth session, then about 75% of dropouts and remain-

ers can be correctly classified, which 

the 83% hit rate one would achieve 

is even poorer than 

by classifying all 

patients a priori as remainers. If one more session is used 

to define the point of dropout, no significant function can 

be formed. For all patients leaving prior to the end of 

treatment, just under 70% could be correctly classified, 

which is roughly at the level of chance. This relatively low 

ability to improve upon chance in classifying dropouts and 

remainers suggests a high degree of homogeneity among the two 

groups along the dimensions examined in this study. 

On the other hand, using pretherapy patient 

variables, it is possible to predict with a high degree of 
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accuracy whether a patient will respond positively, nega

tively, or neutrally to psychotherapy. Based primarily on 

level of subjective distress and interpersonal functioning 

variables, over 75% of this sample was correctly classified 

as to outcome, which is considerably above the 50% hit rate 

achievable by classifying all patients as positive respond-

ers. Two classes of variables were found to contribute to 

this level of predictive accuracy. "Activation variables" 

can identify whether or not a patient will respond to 

treatment, but are unable to determine whether the response 

will be negative or positive. 'rhis is because the rela

tionship of the variable to outcome is curvilinear; both 

positive and negative responders tend to be high on 

activation variables while non-responders tend to be low. 

Activation variables were interpersonal in nature. 

The second type of predictive variable a "direction 

of response variable," can determine \'lhether the response is 

positive or negative. These are distress variables and are 

linearly related to outcome. It was specifically hypothe-

sized that patients with high initial levels of distress and 

depression would do more 

levels of distress. In 

occurred. Patients with 

positively, while those 

distress deteriorated. 

poorly than patients with lower 

fact, the opposite relationship 

high distress levels responded 

with rela ti vely lO\'ler levels of 
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It also was hypothesized that higher levels of 

paranoia, obsessive compulsiveness, and psychoticism would 

be associated with deterioration, while higher levels of 

anxiety would be associated with positive outcome. While 

the latter hypothesis was supported, hypotheses concerning 

the other three symptoms were not. There was no relationship 

between either paranoia or obsessive-compulsiveness and out

come. A relationship was found between psychoticism (social 

alienation) and outcome, but this too was the opposite of 

that expected. Lower levels of psychoticism or social 

avoidance vIas associated with deterioration and higher levels 

associated with improvement. It may be that distress level, 

like anxiety, can serve as motivating factors in psychother

apy (Beitman, ,1987; Beutler & Clarkin, in press). 

Finally, it vias hypothesized that an interaction 

between coping style and treatment modality would occur such 

that externalizers would do better in CT and internalizers 

would do better in F'EP. While an interaction effect was 

found, it was attributable at least in part to those who 

dropped out early. When the sample excluded dropouts there 

was no significant interaction, although the trend did 

remain. r.1oreover, the interaction itself was not in the 

direction expected. Instead, externalizers did better in 

both FEP and CT than internalizers. Internalizers improved 

in ST while externalizers did not. 
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There is one maj or dimension along which the three 

treatment modalities can be distinguished. Both FEP and 

CT are behaviorally directive therapies, while ST is non

directive. Beutler (Beutler, 1983; Beutler & Clarkin, in 

press) considered experiential therapies (FEP) and supportive 

client-centered therapies (ST) to be very similar except on 

the dimension of directiveness. Thus it would appear that 

at least part of the differential effectiveness is due to 

directiveness of treatment. Indeed, previous studies would 

. predict the interaction found here. Beutler and Mitchell 

(1981) found that externalizers did improve more than inter

nalizers in experiential therapy, while the reverse was true 

for non-directive analytically oriented therapy. 

CT and FEP also differed from ST in that the latter 

was an individual treatment conducted over the phone, while 

the former two treatments were conducted in groups. This 

introduces both group effects and proximity. There is no 

literature to explain why coping style would interact with 

either treatment format or proximity. Nevertheless, the 

effects of these variables cannot be ruled out. 

There is increasing evidence that cognitions and 

affect, as well as changes in the two, are closely allied in 

depressed patients (Greenberg & Beck, 1989). Greenberg and 

Safran (1987, 1989) have argued that the expression of 

primary, non-instrumental emotion can also contribute to 
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changes in the way the individual thinks about his or her 

environment. Beck et ale (1979) has argued that changing 

cogni tions leads 

al though the two 

to changes 

treatments 

in affect. 

appear quite 

It may be that 

different, 

mechanisms for producing change are not so dissimilar. 

the 

Both 

treatments appear to be intervening on a behaviorally 

directive manner in a system in which cognitions and affect 

are so intimately intertwined that effecting a change in one 

part of the system results in a concomitant change in the 

other. 

Dropout 

The three dropout analyses conducted with dropouts 

defined by different termination points in treatment produced 

very different results. The attempt to differentiate 

remainers from dropouts defined as leaving before the fifth 

session found that only 17.6% of the var iance could be 

accounted for. The function can be described as a reflection 

primarily of interpersonal difficulties and age. This 

function suggests that younger patients with lower levels of 

interpersonal difficulty will tend to drop out of treatment. 

This finding is in disagreement wi th previous findings, which 

have found patients with poor interpersonal functioning are 

at higher risk for dropping out (Budman et al., 1980; 

Connelly et al., 1986; vleiner, 1984). T. Controlling was 
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significantly related to completion status and accounted for 

only 6.7% of the variance. 

No variable or compilation of variables has much ex

planatory power. This is in agreement with previous research 

(e.g., Sue et al., 1974, 1976), which has found that the 

magnitude of correlations between variables, or combinations 

of variables and duration in psychotherapy tends to be low. 

Although the magnitude of the relationship between 

T. Controlling and completion status was in an expected 

range, the direction of the relationship was not. It would 

be expected that dropouts would tend to have high levels of 

control, which would make it difficult for them to remain in 

a therapeutic relationship. However, dropouts rated them

selves as less controlling in interpersonal relationships 

than did those who remained. 

Of the 13 dropouts, 4 (31%) did not complete their 

assessment instruments. It was perhaps too easy for a 

patient who wished to avoid filling out all instruments to 

achieve success in this endeavor. Common methods for 

avoiding screening procedures included repeatedly missing 

appointments for screening. It may be that the lower level 

of interpersonal difficulties in dropouts reflects less 

tenaciousness on the part of research assistants in implor

ing unpleasant individuals to keep their appointments for 
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assessment. Thus, with nearly a third of the data missing, 

it is difficult to interpret these findings wi th confi

dence. 

Of the remainers, 14% failed to complete at least 

one of the screening instruments. The greater frequency with 

which dropouts failed to complete screening instruments may 

reflect a greater degree of initial ambivalence in commitment 

to therapy on the part of dropouts. In any case, the most 

powerful single predictor of attrition is whether or not the 

patient completes the assessment instruments. 

Including those who dropped out directly after the 

fifth session appears to have added sufficient variability 

to make differentiation between dropouts and remainers 

impossible. This may be because it was at this point that 

patients were re::,ruired to come in for an intensive phase 

evaluation. The grea test proportion of dropouts occurred 

directly after this evaluation. It would appear that this 

evaluation, or the time requirements of one to one and a half 

hours, contributed to their decision not to return for 

further treatment. 

The dropout analysis defining dropouts as all 

patients who unilaterally terminated prior to the end of 

treatment produced a different picture. These patients who 

dropped out were characterized by higher initial severity in 

depression and higher levels of interpersonal diff icul ty. 
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Specifically, dropouts tend to have difficulties feeling too 

responsible. The changing structure of variables that 

distinguish dropouts and remainers, depending on the cutoff 

used to define dropouts, supports the contention of Baekeland 

and Lundwall (1975) that different types of people drop out 

at different points in treatment. 

Outcome 

It should be noted at the beginning of this section 

that the clinical significance of the treatments was lower 

than expected (see Table 17). Beck et ale (1988) suggested 

that a score of less than 10 on the BDI indicates minimal or 

no depression. Using this criterion, only 16 patients 

(22.5%) were relieved of their depression in the course of 

treatment. Yet the .68 effect size is slightly better than 

the average effect size of .50 found in psychotherapy 

research (Kazdin & Bass, 1989). Thus, the caveat that sta

tistically significant improvement should not be confused 

with clinical significance is of particular importance in 

interpreting the following results. 

Pretherapy symptom variables, interpersonal problem 

variables, age, sex, coping style, and initial severity of 

depression, together produced two factors that accounted for 

54.0% of the variance in outcome. The first function was 

mixed distress variable, most strongly defined by three 
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symptom scales from the BSI: psychoticism, anxiety, and 

obsessive-compulsiveness. This function, along with the 

symptom indices that most powerfully described the function, 

were linearly related to outcome. They were indicators of 

direction of response. Whi Ie this is not surpris ing, the 

direction of the relationship was unexpected. Those who 

initially reported the highest levels of symptoms benefited 

most from psychotherapy. Those who had the lowest initial 

levels of distress were at greatest risk for deterioration. 

This finding contradicts previous findings upon which 

the assumptions in this study were based, in which higher 

levels of symptom severity are related to outcome (Gott

schalk, 1967~ Kernberg et al., 1972~ Steinmetz, Lewinsohn, 

& Antonuccio, 1983). However, the findings reported here do 

agree with findings that higher levels of subjective distress 

are associated with better outcome (Luborsky, Crits

Christoph, Mintz, & Auerbach, 1988~ Tollinton, 1973~ Truax, 

1966). The BSI, upon which these findings are based, is 

constructed from patient's ratings of symptoms, as opposed 

to ratings made by an outside assessor. The ratings are 

therefore of subj ecti ve distress rather than of obj ecti ve 

symptom severity. Hence, the findings do agree with previous 

literature. 

The second discriminant function was clearly 

described as a reflection of interpersonal functioning. 
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Since the loading from the lIP scales were nega ti ve, the 

function is better understood as a measure of interpersonal 

adequacy. As would be predicted by the findings of Lieberman 

et ale (1973), those who responded positively to therapy as 

well as those who deteriorated had higher levels of diffi

culty in interpersonal functioning than those who did not 

respond. 

The intensity of interpersonal difficulty appears to 

be an indicator of whether or not the patient will respond 

to therapy, but not the direction of the response. This has 

been implied by many psychotherapy researchers but directly 

addressed by few. For example, Strupp (1984) designates that 

one of the patient characteristics which augers successful 

outcome in Time-Limited Dynamic Psychotherapy is some degree 

of interpersonal difficulty. But he also argues elsewhere 

that difficulty in interpersonal functioning can lead to 

deterioration (Strupp, 1980a-d), which suggests again that 

in terpersonal diff icul ties are both an indicator of potentia 1 

readiness for treatment and of potential deterioration in 

treatment. 

But are not those who deteriorate more impaired in 

their interpersonal functioning than those who improve? The 

evidence is mixed. COI)trasts on the centroids from the 

interpersonal function would suggest that level of impairment 

in interpersonal functioning is similar for both positive and 
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This is also true for patients who 

experience difficulties in being assertive. However, 

patients who deteriorate have significantly more severe 

problems in their ability to be intimate than do those who 

improve. This supports Strupp's (1980a-d) contention that 

a prerequisite for psychotherapy is some minimal degree of 

"human relatedness." 

The discrepancy between the lack of interpersonal 

problems as measured by the discriminant function and the 

measure of difficulties in intimacy is probably the result 

of differences between a more general measure and more 

specific measures. General measures tend to be less 

sensitive to differences than more specific ones (Kazdin, 

1 982 ) . 'rhus, some specific problems in interpersonal 

functioning, such as problems wi th assertiveness, may predict 

responsiveness to therapy but not direction of response; 

others, such as problems in intimacy, can predict both 

responsiveness and direction of response. 

The distress function produced two variables which 

met criteria for individual examination and which were 

significant: Psychoticism and Anxiety. The hypothesis that 

high levels of anxiety would be related to positive outcome 

was supported. Higher levels of anxiety have been suggested 

as motivational forces in psychotherapy (e.g., Beitman, 1987; 

Beutler & Clarkin, in press; Strupp, 1984). Indeed many 
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treatments, including FEP (Daldrup et al., 1988) and some 

psychodynamic models (Sifneos, 1972) attempt to increase 

anxiety to promote change. Thus, patients entering treatment 

wi th high levels of anxiety can be seen as entering with 

higher motivation to work. 

The hypothesis that high scores on Psychoticism would 

be associated with deterioration was not supported. But 

again, this finding is in line with findings that level of 

subjective distress is inversely related to outcome (Luborsky 

et al., 1988). It may well be that subjective distress 

itself is a motivational factor in psychotherapy. Certainly 

it would appear reasonable to assert that, all other things 

being equal, the greater the level of psychic pain, the 

greater the impetus to the patient to remove the pain. 

The findings of this study suggest that the inter

action between subjective distress level and interpersonal 

functioning together can provide a fairly good prognostic 

indication of the ultimate outcome of depressed patients in 

brief psychotherapy. The patient most likely to improve in 

therapy will have high levels of subj ective distress and high 

levels of interpersonal difficulties. Specifically, this 

patient will be distinguishable from non-responders and 

negative responders by high levels of anxiety and a sense of 

worthlessness and isolation. This patient will have great 
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difficulty being assertive and some difficulty with intimacy, 

although not as severe as the patient likely to deteriorate. 

The presenting problems of the pa tient likely to 

respond negatively in therapy are likely to be primarily 

interpersonal in nature, as opposed to symptomatic. In 

particular, this patient will have low levels of anxiety and 

not feel especially worthless or socially alienated. Yet, 

this person will report severe problems with being intimate, 

as well as with being assertive. The picture painted of the 

negative responder suggests a personality disorder with a 

socially detached, passive pattern, which is not associated 

with anxiety. This would fit the narcissistic and schizoid 

personali ty types (Millon, 198'1). 

The non-responder can be identified as having 

moderate levels of distress levels but low levels of inter

personal problems. In some ways, this would appear to be 

the ideal patient. While this patient may exhibit some 

difficulty in intimacy and may be somewhat meek, this patient 

will nevertheless be functioning more adequately interper

sonally than most depressed patients entering treatment. 

Anxiety, a sense of worthlessness, and social alienation will 

all be moderate. Although these are the descriptors which 

will identify the depressed patient who is at risk for non

response, it is difficult to understand why this patient 

would have a poor prognosis. It is likely that there is an 
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unmeasured intervening variable which would aid in the 

interpretation of these results. 

Implications for Research 

Most psychotherapy research has approached patient 

outcome as a continuous variable. Patient outcome is viewed 

as occurring on a normal curve, with "ideal" patients at one 

end and patients who respond negatively at the other. Bergin 

and Lambert (1978), for example described psychotherapy as 

a process in which variability among a group of people under 

one normal curve is increased such that many improve and some 

deteriorate. The fact that fewer deteriorate than improve 

is seen as a function of the increase in the mean of that 

population. The world as we measure it also expected to fit 

the world as we conceptualize it. The world as we measure 

it, however, is skewed, "lumpy," and multimodal (Hicceri, 

1989). The conceptualization that patients and our measure

ment of them are onG "normal II group has largely domina ted 

psychotherapy research. The operative assumption is that 

these people, and the variables created by measuring them, 

are part of a normal curve that stays normal after the 

intervention. Variables which predict pos'itive outcome, from 

this line of reasoning, should also predict negative outcome. 

If patients high on variable X improve greatly, patients at 

the extremely low end would be expected to deteriorate. 
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Clearly this type of linear reasoning does not hold up. 

While the two ends of the outcome spectrum, negative and 

posi ti ve response, can be diff erentia ted on the basi s of 

subj ective distress variables, they are similar on some 

interpersonal variables, which nonetheless are related to 

outcome. Negative responders cannot necessarily be 

conceptualized as being at the bottom end of the patient 

population curve. 'l'hey are a distinctly different group from 

positive responders, as viewed from a linear perspective. 

The inclusion of patients who deteriorate in analyses 

that rely on linear statistical models may have the effect 

of decreasing or eliminating effect sizes in some cases. In 

this study, linear models eliminated much of the effect size 

(see Tables 14 and 15). For example, H. Assertive explains 

only 1% of the variance when a linear function is used, but 

12% when a quadratic function is employed. This would 

suggest that such procedures as multiple regression be used 

very cautiously. To illustrate, Table 18 displays the 

relationship between the dependent variables in this study 

and ou tcome. The first column, R2, presents the amount of 

variance accounted for using a linear combination of the 

variable and the residualized gain score. The second column, 

2 eta , presents the amount of variance accounted for by a 

combination which is not limited to linearity. It should be 

noted that this second analysis is based on grouped data 
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Table 18 

Coefficients of Determination Between Pretherapy 
patien~ Characteristics and Residualized Gain 

and Eta for Patient Characteristics by Outcome 
Classification 

Variable 

Age 

Sex 

lIP scales 

H. Sociable 

H. Assertive 

H. Intimate 

H. Submissive 

T. Controlling 

BSI scales 

Obsessive
Compulsive 

Anxiety 

Psychoticism 

.009 

.152 

.002 

.000 

.0'10 

.071 

.01 5 

.003 

.000 

.003 

2 
eta 

.139 

• 1 01 

.080 

.102 

.152 

.093 

.108 

.079 

.096 

.094 

2 2 
eta -R 

.130 

-.051 

.078 

.102 

.142 

.022 

.093 

.076 

.096 

.091 
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whereas the first analysis is not. While there is no doubt 

that grouping sacrifices information, much more information 

is sacrificed by adhering to a strictly linear model. This 

is exemplified in column 3, which is the difference between 

2 2 eta and R • 

Beyond the loss of information, classification also 

has other drawbacks. Some groups may be substantially 

smaller than others. Negative responders will typically be 

a small group. In looking for interaction effects, these 

already small groups may be divided into groups small enough 

to preclude analysis of those interactions, as occurred in 

this study. 

Grouping individuals runs counter to recent con-

vention in psychotherapy research. The preference has been 

to use continua. One reason may be that it is somehow more 

satisfying and less troublesome than creating divisions. As 

soon as a line is drawn between responders and non-responders 

or externalizers and internalizers, one can begin to argue 

about the appropriateness of the placement of that line. 

But grouping can solve some problems, such as 

isolating a set of individuals who may be a distinct group. 

In effect, this is the essential logic behind the common 

practice of isolating dropouts in analysis and comparing them 

to remainers as a group. As negative responders appear to 
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be a distinct group, isolation and separate analysis is one 

approach to resolving the problem. 

Limitations of This Research 

There are several points which need to be 

underscored. This study focused on prognosis in brief 

psychotherapy for patients suffering from Major Depression. 

Prognoses based on the variables examined here may be quite 

different for other patient groups or in other treatments. 

It should also be noted that this study was plagued 

by a relatively high rate of missing data for patients who 

remained in therapy and a very high rate of missing data for 

those who dropped out. It is difficult to know the degree 

to which this missing data is random and the degree to which 

it is associated with patient characteristics. Much of this 

missing data was due to inadequate procedures early in the 

project for checking the progress of research assistants in 

the collection of patient data prior to the patient's 

admission to treatment. Clearly the incorporation of such 

checks and balances from the outset in such large studies is 

advisable. 

The variables included in this study were all self

report, which inherently measure only subjective distress. 

This study would have been enhanced by measures of these 

variables from at least one other source, such as an outside 
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rater. Self-report measures may also be affected by attempts 

on the part of the subj ect to manipulate the impression 

given. To control for such attempts, Strosahl, Linehan, and 

Chiles (1984) have advocated the use of a social desirability 

scale. 

Finally, it must be underscored that this study 

focused on prognosis in psychotherapy. It cannot make any 

claims about the effects of psychotherapy or the causal role 

of psychotherapy in producing these outcomes. It is unclear 

what the course of depression would have been without 

psychotherapy as there was no control group. While the 

incorporation of a control group would have made a substan

tial contribution to the research design, the idea of placing 

patients suffering from Major Depression in a no-treatment 

control was rejected on ethical grounds, and because previous 

studies have demonstrated the effects of these therapy 

modalities over a no treatment control group (Lambert, 

Shapiro, & Bergin, 1986). This study is only intended to 

comment on the prognosis of such patients entering brief 

psychotherapy. 

The incorporation of an outcome component into 

studies of prognosis may yield potentially interesting and 

useful results. One question left by this study is whether 

symptom distress levels, difficulties in interpersonal 

functioning, and level of depression covary. If so, one 
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would expect an outcome study to find that subjective dis

tress, and interpersonal problems would drop significantly 

for positive responders, remain unchanged for non-responders 

and perhaps be somewhat more severe for negative responders 

by the end of treatment. 
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