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ABSTRACT 

The relationship between theme-related depth of experiencing (EXP) and outcome 

was explored in two types of bnef Experiential therapy with depressed clients. The study 

sought to investigate whether a) overail average depth of EXP predicts outcome, b) 

change in depth of EXP predicts outcome, and c) these factors are separate predicton that 

are distinct fÏom the therapeutic alliance. The sample consisted of 35 clients, 17 Client- 

centered and 18 Process-experiential, each of whom received 16-20 weeks of therapy. 

Based on thmpist post-treaûnent interview reports, a method was developed for 

ascertaining the major core themes that evolved over the course of therapy. Themes 

tended to be c o b e d  by client post-session report. Observation reveded that themes 

were either interpersonallly and intrapersonally based. Depth of experiencing was 

measured at four different points over the course of therapy: one early session, and in 

three different, highly theme-related sessions sampled fiom the last half of therapy. The 

therapeutic alliance was measured by the Working Alliance Inventory (WAI) and was 

measured after the fourth session, and over the 1s t  half of therapy. Change in therapy was 

measured by four outcome indices: the Beck Depression Inventory (BDI), the S ymptom 

Checklist 90-R (SCL-90R), the Rosenberg Self-esteem (RSE), the Inventory for 

Interpersonal Problems (JlP). Correlational analyses indicated that overall average EXP 

was positively correlated with changes in depressive symptoms (as measured by the BDI 

iv 



and the SCL-90R), and increases in self-esteern (as measured by the ME). E W  did not 

cornelate significantly with changes on the IIP. Hierarchical regression analyses revealed 

that EXP in the last half of therapy was a significant predictor of a reduction in symptom 

distress (as measured by the SCL-90R and the BDI) and increases in self-esteem even 

when a) early EXP, b) the alliance after session 4, and c) the alliance in the last haif of 

therapy are taken into account Findings suggest that, over the course of short-term 

Experiential therapy for depression, depth of experiencing increases in the context of a 

focus on problem-oriented themes, and that this change is related to an overall reduction 

in symptoms and improvement in self-esteem. In addition, hierarchical analyses suggest 

- that the process of achieving progressively deeper levels of experiencing in the context of 

a focus on thematic problems predicts outcome separately fiom the alliance. 



Acknowledgments 

1 would like to express my deepest gratitude to my supervisor, tacher, and fiend Leslie 

Greenberg for his unending faith in rny abilities. It was with his interest, empathy, 

guidance, sharpness, and wisdom that 1 completed this project. There are many others 

who have been by my side throughout this projecf offering above al1 their love, in 

addition to their support, kindness, and mental acuity. These people have been an 

essential part of my world, my sustenance. 1 am writing about Lome Korman, Nicole 

Pena, Lisa Freeman, Gary Popovich, (and Maya), Shelley McMain, Maria Gurevich, and 

Jeanne Watson. I would also like to thank the multitude of people who helped out with 

my study including Myriam Mongrain, Serine Warwar, Bill Whelton, Eve Alon, Janice 

Weston, Nom Phillion, L y ~ e  Angus, and Mirka ûndareck who was always able tu offer 

statistical expertise while making me feel "smart." I also feel grateful to Harvey 

Freedman whose empathy, support, and belief in me I have felt fiom the day I met him. 

Finally, 1 wodd like to thank my parents Audrey and Nisson Goldman, my brother Alan, 

and my sister, Linda for their kindness and support. 



Table of Contents 

CHAPTER 1 - INTRODUCTION 

Current recognition for the importance of experiencing 

Gendlin and Rogers: Divergent paths converging in the 
Experiencing Scale 

Gendiin's path: Dennition and elaboration of the experiencing 
construct 

The influence of Husserl 

The influence of Merleau-Ponty 

Gendlin's early articulation of the experiencing process in 1 7 
psychotherapy 

Gendlin 's articulation of the experiencing constmct 18 

Rogers' path: The process scale 19 

The emergence of the Experiencing Scale 21 

The Expenencing scale 21 

Stage 1 
Stage 2 
Stage 3 
Stage 4 
Stage 5 
Stage 6 
Stage 7 

Directions in Psychotherapy Process-Outcome Research 25 

vii 



Research studies linking EXP with therapeutic outcome 

Change in EXP and outcorne 

Experiencing and Personality 

Experiencing, the therapeutic alliance and outcome 

The Working Alliance Inventory 

Description 

Research 

Process-Outcome Studies with Depressed Clients 

Therap y themes: Theory , methodology, and researc h 

Theme research supporthg the reliability of curent theme 
identification rnethod 

Hypotheses 

CHAPTER 3 - METHOD 
Context for data collection 

Subject recruiûnent 

Inclusion and exclusion critena 

Additional selection criteria for this study 

Client Characteristics 

Treatment Method 

Theoreticai assump tions of bo th treatment approaches 

. . . 
Vlll  



Emotion schemes 

Client-centered relational conditions 

Therapeutic response modes 

Mective-cognitive markers and tasks 

Therapists and training 

Therapist adherence to treatment 

Measures 

Outcome Measures 

Rosenberg Self-Esteem Scale 

The Inventory for Interpersonal Problems 

Beck Depression Inventory 

The Symptom Checklist 90-R 

Process Measures 

The Experiencing Scale (EXP) 

The Working Alliance Inventory (WAI) 

Pro cedures 

Instrumentation 

Therne identification 

Inter-rater reliability 

Theme-related session identification 
ix 



Inter-rater reliability 

Sampling procedure 

EarIy session segments 73 

Late session segments 73 

Reliability for theme segments samphg procedure 74 

Rating procedure 75 

CHAPTER 4 - RESULTS 76 

Themes 76 

Analyses 76 

Outcorne variables: Change scores 76 

Process variables 78 

Relating process variables to outcome variables 79 

Exploratory correlational analyses 79 

Hierarchical regession analyses 79 

Independent variables 80 

Dependent variables 81 

EXP inter-rater reliability 81 

Figdings 83 

Correlational Analyses 83 



Tests of Abnormality 

Relating EXP, the alliance an outcome variables 

Average EXP and outcome 

Frequency of hi&-levei EXP and outcome 

EXP and the WAI 

Hierarchical regression analyses 

Additional analyses 

Differences between groups on EXP 

CHAPTER 5 - DISCUSSION 

Conclusioiis and General Discussion 

Themes, depressive subtypes, and ernotionai schematic change 

Themes and depressive subtypes 

Depressive themes, emotion schemes, and 
change in experiencing 

EXP on htrapersond themes 

Lisa 

EXP on Interpersonal themes 



Lisa 

Stage 4 
Stage 5 
Stage 6 

The therapeutic interaction affects level of EXP 
and change in therapy 

EXP and the Inventory for Interpersonal Problems 

Methododo logical limitations 

Recommendations for fiuther research 

Implications and Conclusions 

xii 



List of Tables 

1. Means and standard deviations of all process and outcome variables 

2. Pearson r correlations between pre-treatment scores and early session 
modal and peak EXP 

3. Pearson r correlations between early session average modal and peak 
EXP and outcome indices 

4. Pearson r correlations between average early and late session modal 
and peak EXP 

5. Pearson r comelations between late session average modal and peak EXP 
and outcome indices 

6. Pearson r correlations between late session fiequency of modal and 
peak EXP and outcome indices 

7. Pearson r correlations between modal and peak EXP and the alliance both 
early and Iate in therapy 

8. Hierarchical regression analyses of modal experiencing factors on outcome 
indices 

9. Hierarchical regression analyses of peak experiencing factors on outcome 
indices 

10. Hierarchical regression analyses predicting changes on outcome factors fkom 
alliance and modal experiencing variables 

1 1. Hierarchical regression analyses predicting changes on outcome factors fkom 
alliance and peak experiencing variables 

12. Hierarhical regression analyses of late alliance and late modal experiencing 

Page 

82 

84 

85 

87 

89 

90 

92 

94 

96 

99 

101 

1 O3 
factors on outcome indices 

. . . 
X l l l  



List of Tables 

Page 

1 3. Hierarchical regression analyses of late alliance and late peak experiencing 1 05 
factors on outcorne indices 

14. Pearson r correlations between early session average modal and peak EXP 1 07 
and IIP subscales 



List of Figures 

Page 

1. Summary list of all Intrapersonai and Interpersonal Themes 77 



List o f  Appendices 

Appendix I 

Modification of the Experiencing Scaie 

Appendix II 

Instructions for theme rating 

Appendix III 

Thernes for the Data Set 

Page 

166 

173 
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Introduction 

The question of how people change in psychotherapy represents a major challenge in the 

field of psychotherapy research; the question has inspired continual investigation into thL 

actual in-therapy processes that lead to irnprovement at the end of therapy. To date, there 

are relatively few studies that provide empincal evidence to substantiate the vast number 

of theoretically-held beliefs about the specific change processes in therapy that lead to a 

positive therapeutic outcorne. The pattern of experiencing across therapy, or in other 

words, change in how clients make sense of their worlds, is thought to be an important 

area desewing of m e r  investigation. 

Experiencing has long been seen as an important medium through which we corne 

to how,  apprehend, order and categorize our world. In this past century, philosophers, 

particularly phenomenologists such as Husserl and Merleau-Ponty, have been concemed 

with understanding and definmg the nature of experiencing and its role in shaping our 

conception of reality. More recently, within the field of humanistic psychology, 

psychotherapy researchen (Gendlin, 1962; Gendlin & Zimring, 1 955; Rogers, 1959; 

Walker, Rablen, & Rogers, 1960) have identified bodily felt experiencing as an essential 

characteristic of consciousness that consistently is referred to in therapy, is the basis for 

meaning creation, and is a medium through which change occurs. 

The experiencing scale (EXP) (Klein, Mathieu, Gendlin & Kiesler, 1969) was 

originaily designed to descnbe and measure the phenornena of client experiencing during 

the therapy hour. Both Rogers and Gendlin contributed to the creation of the experiencing 



scale in independent ways. Client-centered theory, with Rogers as  its creator, 

"discovered" the importance of experiencing through material gathered via direct 

observation of therapy hours. As early as 1950, Rogers labelled experiencing as the 

client's sense of exploring his or her percephial field (Rogers, 1950). Gendlin became 

interested in the construct of experiencing h m  the perspective of phenomenological 

philosophy. Gendlin and his colleagues fint aaiculated the importance of the 

experiencing process in psychotherapy in a seminal paper (Gendlin & Zimring, 1994). 

Gendlin descnbes experiencing as the " concrete.. . ongoing hctioning (in us) of w hat is 

usually called experience; it is the basic felt daturn of our inwardly directed attention" 

(Gendlin, 1962, p. 18). Expenencing in therapy was thought to consist of clients' 

capacity to focus on and express the feeiing, attitudinal, and meaning aspects of their 

experience; to integrate these affective and rational aspects of thernselves, and to use this 

differentiated composite as a referent to help stnicture present and subsequent experience 

(Klein et al., 1986, p.25). This was thought to describe the ideal in-therapy set of client 

behaviours described by the Expenencing scale. Thus, movement and progression 

through the sequence of stages of the scale was desired of a psychotherapy client (Rogers, 

1958, 1959b; Rogers, Gendlin, Kiesler & Truax, 1967; Waker, Rablen, & Rogers, 1960). 

The underlying hypothesis that guided the original construction of the 

Experiencing scale arose boom Rogers' process conception that successful therapy 

consisted of a gradual and cumulative process of moving fkom rigid to fluid expression 
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that fostered increased awareness. This was associated with what Rogers called optimal 

personality functioning, or "the fully functioning person" (Rogers, 1959a). The 

Expenencing scale was thought to describe this progression kom fixed to open 

processing and was associated with optimal personality change. Successfid therapy was 

thus considered to be a process of a client becorning aware of feelings, and of these 

feelings constantly changing as the person is fully engaged in the process of living. This 

leads to optimal personality change which is synonymous with constant high 

experiencing. 

Rogers' hypothesis therefore, in many ways, directed the research designs used in 

the early process-outcorne studies of the Experiencing scale. Researchen were interested 

in two related questions. First, is average depth of experiencing in therapy related to 

positive outcome? Second, is a progressive linear increase in experiencing over the 

course of therapy associated with success? To m e r  these questions, experiencing 

levels were randomly sampled across each therapy session and both overall average 

experiencing and the patterns of experiencing over the course of therapy were correlated 

with outcome variables. Researchers hypothesised that deeper experiencing would be 

associated with positive outcome. Early studies did in fact indicate that overall, deeper 

experiencing was related to positive outcome in psychotherapy. What was not 

established, bowever, was a clear linear trend in experiencing over the course of therapy 

toward constructive personality change (Gendlin & Berlin, 1 96 1 ; Gendlin, Jenney, & 

Shlien, 1960; Tomlinson, 1962, 1967; van der Veen, 1965; Rogers, Gendlin, Kiesler & 
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Truax, 1967; Kiesler, 1971). Thus, while experiencing was seen as an important change 

variable, Rogers' hypothesis of a cumulative increase in E W  was not borne out in the 

data, or at l e s t  not demonstrated in the early studies. 

During the 1960's and early 1970's a wealth of research studies were conducted 

that related client experiencing within and across therapy sessions, as well as the 

occurrence of particular patterns in experiencing to success h l  psychotherapeutic outcome 

(Kiesler, 1971 ; Gendlin, Beebe, Cassens, Klein & Oberlander, 1968; Tomlinson et al, 

1962; Rogers et al, 1967; Tomlinson, 1967). The f&!ÿrc tc End a clear pattern of 

increased depth of experiencing across therapy may in fact be part of the reason that 

research on the relationship between depth of experiencing and outcome in psychotherapy 

has virtually disappeared since the early seventies. 

This study proposes an alternative to Rogers original hypothesis. It does not 

assume that therapy is a process of moving fiom rigid to fluid functioning, nor that depth 

of experiencing increases linearly over therapy regardless of context. Rather, a major 

hypothesis of this study is that increased depth of experiencing occurs in relation to key 

thematic client problems that emerge during therapy, and it is theme-related EXP which 

is associated with successfbl outcome. An underlying assumption of ths hypothesis is 

that clients enter therapy because the ways in which they are currently dealhg with life 

issues is problematic. Moreover, their style and manner of processing experience in 

relation to these emotional problems has proven ineffective and led to painfùl 

consequences. Psychotherapy is thus consûued as a process of working through thematic 
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emotional problems and life issues, at a deeper level of experiencing, in order to gain 

increased awareness. In tum, this ultimately allows for increased access to affective self- 

information that idorms wider choice and gives clients alternative coping strategies for 

dealing with problems. Through theme-engagement in therapy, clients develop new 

attitudes, ways of being, and alternative affective processing styles. It is, however, 

unlikely that people change in psychotherapy in such a way that they are constantly 

processing at higher levels of experiencing, or in Rogers' ternis that they have optimal 

personality change. Thus, therapy, especially bief treatment, is seen as leading to the 

resolution of emotional problems related to current living environments, rather than as 

seen as promoting deep character change. 

If the alternative hypothesis that increased, theme-related experiencing over the 

course of therapy is associated with successful outcome is in fact true, it follows then that 

employing a method of randomly selecting segments fiom each session across therapy 

will not reveai a pattern of increased depth of experiencing in relation to positive 

outcome. In fact, random selection across therapy might serve to obscure any differences 

between successful and unsuccessfÙ1 outcome. Instead, this method might reveal of 

pattern of inconsistent or jagged experiencing levels. One randorn segment may contain 

matenal in which a client is expenencing very deeply in relation to a meaningful thematic 

topic, while another segment may reveal the sarne client talking very superfïcially about 

her pet. To validly test the hypothesis that experiencing throughout therapy gets deeper in 

relation to meaningful matenal, a method of measuring experiencing in relation to core 



thematic issues must be developed. 

Thus the rationale for the method developed in the current study is that rather than 

randody extract segments, it will be more meaningfil to nrst identiQ therapy segments 

that contain material that has emerged as "thematic" for clients. By extrachg thematic 

sequences and rneasuring EXP in relation to them, we believe that a more accurate picme 

of the relationship between expenencing and outcome will be revealed. 

This study will re-examine and explore the role of the experiencing constmct as a key 

element in successful therapeutic process. It will explore the overall relationship between 

theme-related EW and psychotherapy outcome, in addition to looking at the pattern of 

expenencing over the course of therapy in relation to post-therapy outcome in a 

population of clinically depressed clients. A method will be developed for delineating 

core thematic portions of therapeutic dialogue, for the purpose of exploring a meaningful 

relationship between EXP and therapeutic outcome. Segments will be extracted fiom 

across the last half of therapy wherein clients are discussing and explonng thematic 

material related to their depression. EXP in relation to this material will then be related to 

therapeutic outcome. This study will also look at the relationship between change in 

theme-related expenencing across therapy and outcome. Segments will also be exîracted 

kom an early session in therapy. The relative strength that early session and late session 

theme-related EXP has in predicting outcome will be explored. Finally, given that the 

strength of the alliance early in therapy has been s h o w  to be a strong predictor of 

outcome (Luborsky, 1990; Horvath, 1994), this study will assess the relationship between 
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the therapeutic alliance and EXP and outcome. The investigation will ascertain the 

relative contributions of EXP, and the alliance for therapeutic change in an effort to 

identify the most powerfûl influence on outcome. 



Literatnre Review 

Current recognition for the importance of 'experieneing' 

In recent years, theorists fkom a wide range of disciplines have recognized 

the important role of bodily-based experiencing in understanding how we organize and 

corne make sense of our world. In a ground-breaking book, Lakoff (l987), emerging fiom 

a Cognitive science perspective, puts foward a theory that contests a traditionally held 

objectivist position that reason is abstract and disembodied. 

According to an objectivist position, rational thought consists of the manipulation 

of abstract symbols which are given rneaning via conventional correspondences with 

things in the extemal world. That is, symbols get their meanhg via an objectively 

construed system that is independent of the understanding of the organism. In this view, 

the mind is an abstract machine, rnanipulating symbols in the way a computer does. 

Symbols that correspond to the extemal world are intemal representations of extemai 

reality. In this sense the rnind is a mirror of nature. Abstract symbols may stand in 

conespondence to things in the world independent of the particular properties of the 

organism. Thus, thought is atornistic; it cm be broken down into simple "building 

blocks" which are formed into complexes and rnanipulated by rule and logic. Thought is 

also logical; it can be modelled accurately by mathematical logic. 

Lakoff puts forward an opposing position, suppoaed by evidence from different 

disciplines, including anthropology, linguistics and psychology. He argues that the 

conceptual categoxies we use to make sense of o u  world, and huma. reason in general 
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are not "objective." He argues that the category system through which we conceptualize 

the world is embodied. That is, the structures used to put together ow conceptual system 

grow out of bodily expenence and make sense in t m s  of it. The core of our conceptual 

system is directly grounded in perception, body movement, and experience of a physical 

and social character. In addition, those categories are imaginative. They are directly 

grounded in our experience which employs metaphor and mental imagery that goes 

beyond literal minoring, or representation of extemal reality. He also argues that thought 

has gestalt properties and is thus not atornistic; concepts have an overall structure that 

goes beyond merely putthg together conceptual "building blocks" by general rules. 

Finally, he argues that thought has an ecological structure. The efficiency of our cognitive 

processing depends completely on the overall structure of the conceptual system and on 

what the concepts rnean. Thought is thus more than just the mechanical manipulation of 

abstract symbols. Citing many examples, Lakoff goes on to make a convincing case for 

human reason and category conceptualization hawig a .  "experiential" basis in the body. 

It follows then that in order to more hlly understand how a particular person cornes to 

know hisher world, we must explore bodily-based experiencing. 

Within the field of psychotherapy research, Bohart (1993) has argued that 

"experiencing", broadly defined, is a cornmon dimension of change that exists across a 

variety of psychotherapies. For cognitive-behavioral theonsts, (eg. Arkowitz & Hannah, 

1989; Goldfied, 1979, 1980) experiencing refers primarily to the provision of new 

experiences, such as encouraging clients to enter new situations and to encounter new 



feedback. For experiential theorists (Gendlin, 1991; Mahrer, 1989; Greenberg, Rice & 

Elliott, 1993) experiencing refers to an inner bodily-felt process. Despite the diffaences 

in use of term, Bohart argues that experiencing is a key element that changes through the 

therapeutic process. It is a dimension he sees as important but in need of fùrther definition 

(Bohart, 1993; Bohart & Wugalter, 1991). 

Bohart defines experiencing as the process by which we recognize our place in the 

world. It is the Mmediate whole-bodied apprehension of the complex pattern of 

interaction that constitutes our living in situations. It involves "ordinary" thinking and 

feeling, but at the same t h e  is also nonconceptual and nonverbal. At a phenomenal 

level, he defines experiencing dong three dimensions: immediate, bodily, and contextuai. 

Experiencing is immediate in the sense that it involves a process of direct 

perception and recognition more than thinking and conceptualizing . Whi le inference, 

interpretation, and reasoning may become involved in expenencing, there is definitely an 

element of knowing that is nonconscious and automatic. 

Drawing fiom work by Lakoff (1987) and Varela, Thompson, & Rosch (1991). 

Bohart points out that experiencing is embodied cognition. It involves perceptual-sensory 

acts, and visceral aspects. Expenencing involves inner-sensing that is visceral and 

bodily. When something is understood or comprehended expenentially, it is usually a 

bodily felt recognition that rnay or may not be accornpanied by an explicit intellectual 

process. Experiencing involves the apprehension of an integrated gestalt of a set of inner 

referents. 



Experiencing is dways felt hoiistically and withh a particular context. n i e  

holistic nature of experience is best articulated by Gendlin (1 99 1): 

Your situation is not just what the fives senses give you. Consider: Does 
your sense of a situation consist of bits of color, sound, and smell, 
arranged by your thoughts? No, a situation doesn't consist of sense bits. 
Nor does it consist of separate bits of any sort. You c m  think of a few 
special factors, but you cannot think al1 of the parts of a situation 
separately. But you speak and act fkom a sense of the whole situation 
(p.257) 

The holistic nature of experiencing is related to its contextual nature. For 

example, the experience of "1 am damaged goods" is contextual, and embedded in one or 

more situations of occurrence. The rneaning is given in terms of contextual links. Thus, 

the meaning of being damaged may be located withui a complex sequence of interactions 

fkom a history of relationships beginning with parental figures and including a series of 

intimate relationships. One's historical and cultural backgrounds are also integrated as 

parts of the context of an experience. The context constitutes the "real" specific, 

experienced meaning of the abstract phrase "1 feel like damaged goods." 

Current theorists such as Bohart and Lakoff give weight to the importance of the 

experiencing constnict in the context of Furthering our understanding of how we make 

sense of our world. Bohart revived the notion that experiencing is a dimension of 

psychotherapy worthy of M e r  exploration. Rogers and Gendlin, the original creators of 

the Experiencing Scale, also recognized the importance of experiencing as a change 

process in psychotherapy. In order to understand more hlly the construct that is being 

measured by the Experiencing scale, it is necessary to explore the history of the creation 



of the Experiencing Scale (En). 

Gendiïn and Rogers: Divergent paths converging in the Experiencing Scale 

During the 1950's both Gendlin and Rogers were involved in the articulation, 

definition, and operationalization of experiencing, attempting to descnbe how it changed 

through psychotherapy. Taking separate paths initially, they arrived at a concept of 

process that each saw as central to authentic and in-depth self-understanding. Gendlin's 

effort was more theoretically-driven while Rogers was more empirical. The foliowing 

sections will explore the different paths each took to arrive at the same conclusion. 

Gendlin's path: Definition and elaboration of the experiencing construct 

Gendlin initially approached the construct of experiencing initially fiom the 

perspective of the phenomeno logicai philosophers. It was primarily through the writings 

of Husserl and Merleau-Ponty that Gendlin moved in the direction of psychotherapy as a 

possible source of in vivo phenomenological processes (Gendlin, 1955). in his eariy 

work, Gendlin translated difficult abstract philosophical concepts into applied 

psychotherapeutic ternis. Those aspects of the work of each of the philosophers who 

particularly inspired Gendlin to apply the concept to psychotherapy will be explored. 

The influence of Russeri 

For Husserl, the main objective of philosophy was to seek absolute and pure 

knowledge (Husserl 19 10- 19 1 111 965, p.72). He believed that philosophy should be 

concemed with "essence" and its goal should be the clear comprehension of the essential 

nature of reality. By definition, an essence must be a fact or entity that is universal, 
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eternally unchanging over time, and absolute. Conversely, an essence is not relative to a 

given culture or historical age, is not resûicted to personal opinion and is not dependent 

on logical arguments (Jenney, 1986). 

For Husserl, consciousness makes possible the appreciation of ail the other forms 

of being that compose reality (DeBoer, 1978). It is o u .  "preunderstandings" of the world 

that he sought to clarify. He recognized that the quintessential property of consciousness 

is intentioionality. Husserl once said: ' n i e  title of the problem which in its scope covers 

phenomenology in its entirety is intentiondity" (Husserl, 19 13/ 193 1, p.3 73). Husserl 

atternpted to demonstrate that every act of consciousness is necessarily "intentional" 

which is to Say, it is always directed towad, or pointing toward some "object." 

Consciousness is always consciousness of sornething. It always intends or is about 

something. In the same way that consciousness can intend a physical object, 

consciousness can serve as an "object" itself. Knowing somethmg or accounting for 

reality, involves not just that which is knowable and attracts inquiry, but also the act of 

knowing itself, the knower's knowing. Husserl called this the "paradox of hurnan 

subjectivity," referring to the fact that human consciousness is both in the world and 

before the world (Jenney, 1986). 

Husserl thus asserts that consciousness occupies a space separate from syrnbol, 

image, or perception. In fact, consciousness is the 4'primordial region" whch makes 

possible the appreciation of al1 the other foms of being that comprise reality. He 

distinguishes between rneaningful and meaningless objects, saying that the experience of 
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meaning and the hinction of it is in "acts" and the interrelation of "acts." He points out 

that the difference between meaningfùl and meaningless signs is not a property of a 

physical object but rather how it is experienced by someone. Meaning is created through a 

pmon's intention or action. Meaning depends on a distinct act and is shown by the 

difference in our experience of meaningful and meaningless symbols. 

Based on his assertion of the basic "intentionai" character of consciousness and 

its foundational position as the "point of access" to knowledge of the world, Husserl 

developed a specific method for the purposes of understanding the essential acts of 

. - consciousness. He called this the "phenomenological reduction" (Jenney, 1986). The 

specific procedure will not be explained here as it is beyond the scope of this work. 

Gendlin, who was iduenced by the work of Husserl (Gendlin, 1962) in many ways, 

developed an in vivo technique for studying that to which Husserl was referring. This 

method is called focusing (Gendlin, 1981) and it involves a focus on inwardly felt 

exp enencing. 

Gendlin's work has revealed that any given instant of conscious awareness is 

characterized by a global, bodily felt experiential sense and that this bodily felt 

experiencing constitutes the originating ground for al1 our explicit words, ideas, thoughts, 

perceptions (Jenney, 1986). This bodily-felt experiential sense is not the same as our 

immediate experiencing of the world. Rather, our words, concepts, and ideas are 

considered rnediute formulations arising fiom o u .  inmediate bodily felt experiencing of 

the world. Thus, the objects of consciousness are incredibly diverse and constantly 
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changing depending on circumstances of tirne, place, situation, and environment. When 

consciousness itself is attended to, however, we c m  observe that essential quality of 

consciousness called ongoing bodily felt experiencing. This is an example of which 

Husserl refened to as  essence. 

Gendlin has t m e d  this phenornenon direct refemce. During therapy (or anytme 

a penon wishes to tap into it) it has been observed that a person can become distinctly 

aware of an important inner feeling experience, that s/he will not necessarily have wordç 

to symbolize. People c m  often feel (it) but not know what "it" is. Thus, a client cm focus 

on experientiai felt-dam without actually articulating that datum into words. The feeling 

is often, at fint vague conceptually, but s h e  can clearly attend to it, point to its tonal 

qualities and feel it change in response to various therapeutic interactions or events. This 

meanuigful inwardly felt d a m  or "direct reference," and the way in which a client goes 

about exploring and articulating it in therapy is called Expenencing and it is what is 

being measured by the experiencing scale. 

The influence of Merleau-Ponty 

Merleau-Ponty employs a linguistic perspective to make a case for expenencing as 

process that is distinct fiom thinking and perception. Language is not just arbitrary 

syrnbols. It represents a way of being in and "signing" in the world. Through felt 

meaning, we use linguistic expression as a direct way of articulahg experience in the 

world. He argues that "emotional essence" constitutes our experience of the rneanings of 

words, rather than images or pure thoughts. There is no such t h g  as  an object or an 



essence that presents itself to our consciousness directly, but rather through language, we 

are given a route, an experience which gradually clarifies itself and, "rectifies itself and 

proceeds by dialogue with itself and with otherç."(Merleau-Ponty, 1 964, p.2 1). 

Merleau-Ponty asserts that through language we are constantly clarifjmg our 

ideas. They are not fked or set. Rather, over time, our expression of ideas and their 

meanings change as we continually interact with the world. While we may repeatedly use 

the sarne formulas to express thoughts, over t h e  they will change their meaning slightly 

as we gather experience. 

Do 1 not know that in six months, in a year, even if 1 use more or less the same 
formulas to express my thoughts, they will have changed their meaning slightly? 
Do 1 not know that there is a life of ideas, as there is a meaning of everythmg 1 
experience, and that every one of rny most convincing thoughts will need 
additions and then will be not destroyed but at Ieast integrated into a new unity 
(Merleau-Ponty, 1964, p.23). 

Gendlin (1 962) notes that Merleau-Ponty's analysis of language, by 

discnminating felt rneaning as that which is revealed in acts or expression, enables us to 

realize the function of language in expressing and articulating experience. "Emotional 

essence" which reveals the meanings of words and ideas, is a property of the body, 

analogous to gestures and one's sense of one's physical surroundings. 

Thus, Merleau-Ponty was pointing to the important function of language in 

expressing our own experience. Lang~age is the vehicle through which an individual's 

emotional essence or ongoing experience is expressed. 



Geodlio's earlv articulation of the exoeriencin? process in psyçhothera~v 

Thus, Gendlin was responsible for translating some of Phenomenology's complex 

and abstract concepts of experiencing into concrete psychotherapeutic ternis, thereby 

giving philosophical weight to expenencing in psychotherapy. He went on to M e r  

d e h e  the experiencing process in psychotherapy. Gendlin & Zimring (1994) sought to 

identiQ the characteristics of experiencing in aid of devising a scale that would dlow the 

counsellor to estimate the level of the client's immediate expenencing. In many ways, 

this was a compilation of their ongohg thoughts on the subject of experiencing in 

psychotherapy. They characterize the dimensions of experiencing in terms of 

experiencing in general, experiencing of self and experiencing of other. The dimensions 

of experiencing in general could range fiom full-bodied to a bare outline ( t h ) ,  

immediate to postponed, intense to diminutive, fluid to stuck, capable of differentiation to 

kozen, and having the potential to be integrated or not. In terms of how a person 

experiences the self, s/he can fluidly move through feelings or operate from a self- 

concept. The person can view the self as medial (situated in the rniddle of one's 

experience) or as an object. in terms of how a person expenences others, they distinguish 

between structure-bound experiencing and process-experiencing. Structure-bound 

experiencing involves reacting to the current situation by hding it to be like a past 

experience, and then reacting to that past. Process-expenencing involves interpreting the 

situation anew and feeling it fieshly. 

Gendlin and Zimring (1 994) imply that health is equated with the ability to finish 
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past experiences, and allow them to fade into the background. Past expenences in him 

serve as a "seamless" mass through which one perceives, interprets and rnakes sense of 

new experience. Pathology is associated with restricted or inbibiteci, bbstructure-bound" 

experiences that are fiozen and repetitive. On certain cues, there arises fiom past 

experience a whole constnict or "unit9* of experience that has not been diflerentiated 

internally. Thus, the inability to experience the "fullness of now" is owed not just to a 

mere lack of percepts, but to a tied-down nature of experiencing. It is a lag that represents 

a person being stuck with "what one was but couldn't fully be." Shinted growth is the 

result of inhibitions of experience whch are inherent on old structures and are still 

operative on the person currently. Therapeutic change is therefore aimed at exploring 

these restrictions and allowing for "new experience". The repetitious, bare and fiozen 

must somehow be opened up, so the past in its original fullness can be had now. Through 

exploration with a therapist, new situations are created that are called cbnow-processes". 

This effects change in the nature of experiencing generally, in the nature of the self as an 

experiencing agent, and in how others are experienced. nius, successful therapy is seen 

as a process of moving from being structure-bound, and self-concept-ruled to becoming 

an ongoing set of self-descriptions and self-experiences. The penon moves fiom 

experiencing the self as a structure to being an ongoing process. The self moves fiom 

object to "medial" subject; a self predominantly in action. 

Gendlin's articulation of the ex~eriencin~ construct 

A survey of Gendlin's writings reveals his eloquent articulation of the nature of 
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experiencing. He describes it as our preverbal, preconceptual, bodily felt sense of being in 

the interaction with the environment. This includes an experience of a continuous stream 

of sensations, impressions, somatic events, feelings, reflexive awareness, and cognitive 

meanings that make up one's phenomenological field. It's a gut-level, felt-sense of felt 

meaning. It is not a reenactment of events, but includes their personally felt significance 

in the moment. It is not a set of concepts or logical operations; rather it is the inner 

experiential referent used to anchor concepts. It is not simply the experience of affect, 

self-consciousness, or self-management. Experiencing includes the broader band of 

implicit meanings that structure sensations and feelings and articulate one's sense of 

continuity by supplying the personai colouring of events and the personal significance of 

one' s reaction to them. As the basic referent of inwardly focused attention, expenencing 

can exist or be symbolized in different modes. Although it is essentially complex, 

changeable, and even irreducible, it cm be structured indefinitely, camied forward used 

as the basis for action, and provide feedback to produce an expenential effect or shift. 

Experiencing provides continuity and direction fiom the past through the present to future 

and gives rise to a quality of whoieness and authenticity (Gendlin, 1 962; 1 964; 1 967; 

1969; 1974). 

Rogers' path: The Process scale 

Rogers discovered expenencing through the material gathered via direct 

observations of therapy hours (Rogers and Dymond, 1954). By 1959 Rogers had 

developed a new concept called "optimal personality functionuig," which described the 
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"fully functioning person" (Rogers, 1959a). This was an end product of what Rogers had 

corne to see as the "process" of therapy, whereby the goal of therapy would be for the 

person to be able to "open to his or her feelings, feelings that may constantly change as 

the person is M y  engaged in the process of living." Thus, the client centered process of 

therapy focussed on the means by which the person moved nom a ciosed to an open 

stance and thence to awareness. Rogers and his colleagues onginally defined seven 

strands or components of therapy, necessary for the facilitation of this movement. The 

final two strands were concerned specifically with the quality of the person's awareness, 

acceptance of inner feelings and the extent to which those inner feelings were used for 

M e r  thought, self-exploration, and action (Rogers, 1958; Walker, et al, 1960). The 

sixth strand was referred to as "relationship to feelings and personal meanings," and the 

seventh is termed "rnanner of experiencing." 

The seventh expenencing strand was clearly influenced by Gendlin's theoretical 

and empirical efforts. Gendlin had also defined experiencing as the basic felt referent of 

awareness that can progress fiom feeling elusive to experiencing a clear referent. Thus 

defined, experiencing was dynarnic and not static. This fined into Rogers "non- 

pathological" concept of personality change so that pathology is anchored at the lower 

end of the expenencing dimension, and personality change and growth emerge at the 

higher end. 

M e r  the scale was developed, a nurnber of studies were conducted to relate levels 

of therapist conditions to process (van der Veen, 1967; Rogers, et al., 1967; Tomlinson, 



1962; Kiesler, Mathieu, & Klein, 1964. 1967) as well as to relate levels of process to 

outcome. Studies generally showed that process scale ratings were significantly higher in 

more successful outcome cases than in less successful cases (Rogers, 1958; Rogers, 

195%; Walker et al, 1960; Gendlin & Tomlinson, 1962; Tomlinson & Hart, 1962). Of al1 

seven strands, the expenencing strand was the most tangible and concrete. It thus became 

the critical vehicle by which the movement fkom ngidity to fluidity was verbally 

manifested in the therapy interactions. Because of high intercorrelations between strands 

of the process scale, al1 the strands were eventually subsumed under the heading of the 

expenencing scale that was ultimately developed by Klein et ai (1986). 

The Emergence of the Experiencing Scale 

Although coming from different perspectives, Gendlin and Rogers had thus 

colIaboratively developed the experiencing construct, a critical element in the client- 

centered mode1 for both the practice of psychotherapy, and the measurement of 

personality change. The Experiencing scale (EXP) was thus published in its current 

form in 1969 (Klein, Mathieu, Gendlin & Kiesler, 1969). It was designed to describe the 

ideal in-therapy behaviour of the psychotherapy client. Drawing on a research sample 

kom a major study of Client-Centered therapy with schizophrenics undertaken at the 

University of Wisconsin (Rogers, Gendlin, Kiesler & Truax, 1967), a nurnber of different 

researchers sought to establish that EXP was an important change variable in 

psychotherapy. Studies established that expenencing scaie ratings were significantly 

higher in more successful cases than in less successful cases (Kiesler, Mathieu & Klein, 
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The Experiencing Scale 

Following are general descnptions of each of the seven scaie stages of the h a 1  

version of the Experiencing Scale (Klein et al, 1969; Klein et al., 1986). The 

experiencing scale is rated on clients' statements (therapist staternent is not rated). While 

context is sometimes important in order to make a rating, prototypical examples are 

provided for each stage below. 

S U L l  

The chief characteristic of this stage is that the content or marner of expression is 

impersonal. In some cases the content is intrinsicdly impersonal, being a very abstract, 

general, superficial, or journalistic account of events or ideas with no personal referent 

established. In other cases, despite the personal nature of the content, the speaker's 

involvement is impersonal, so that he or she reveals nothkg important about the self and 

the remarks could as well be about a stranger or an object. As a result feelings are avoided 

and personal involvement is absent from communication (KIein et al., 1986). Ex: "1 read 

a book that said ..." or "1 went to the store ...." - 
The association beîween the speaker and the content is explicit. Either the speaker 

is the central character in the narrative or his or her interest is clear. The speaker's 

involvement, however, does not go beyond the specific situation or content. Al1 

comments, associations, reactions, and remarks serve to get the story or idea across but do 
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not refer to or d e h e  the speaker's feelings. Thus the personal perspective emerges 

somewhat to indicate an intellectual interest or general, but superficial, involvement 

(Klein et al, 1986). Ex: ''1 wish 1 could be a stmnger person," or "No one cares about the 

environment anymore. That really bothers me." 

wms 
The content is a narrative or a description of the speaker in extemal or behavioral 

terms with added comments on feelings or private expenences. These remarks are lirnited 

to the events or situations described, giving the narrative a personal touch without 

describing the speaker more generally. Self-descriptions resûicted to specific situations or 

roles are also part of Stage 3. Thus feelings and personal reaction corne into clear but 

limited perspective. They are "owned" but bypassed or rooted in extemal circumstances 

(Klein et al., 1986). Ex: "1 was aware of wanting to defend myself," or '4t reminded me 

of being scolded as a child." 

Stage 4 

At Stage 4 the quality of involvement or "set" shifts to the speaker's attention the 

subjective felt flow of experience as referent, rather than to events or abstractions. The 

content is a clear presentation of the speaker's feelings, giving a personal, internai 

perspective or account of feelings about the self. Feelings or the experience of events, 

rather than the events themselves, are the subject of the discourse, requiring the speaker 

to attempt to hold on to inner referents. By attending to and presenting this experiencing, 

the speaker communicates what it is iike to be hm or he;. These interior views are 
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presented, listed, or described, but are not the focus for purposeful self-examination or 

elaboration (Klein et al, 1986). Ex: "1 feel like a nothing' as though no one even cares 

about me," or "When he himed up his nose at me, 1 shrivelled inside." - 
The content is a purposeful elaboration or exploration of the speaker's feelings 

and experiencing. There are two necessary components: First, the speaker must pose or 

define a problem, proposition or question about the self explicitly in ternis of feelings. 

The problem or proposition may involve the origin, sequence, or implications of feelings 

or relate feelings to other private processes. Second, the speaker must explore or work 

with the problem in a personal way. The exploration or elaboration m u t  be clearly 

related to the initial proposition and must contain inner references that have the potential 

to expand the speaker's awareness of experiencing. These rnay also be evidence of and/or 

references to the process of groping or exploration itself (Klein et al., 1986). Ex: "When 

the teacher is disapproving of what 1 am saying, 1 h d  myself hating her and wanting to 

just ciose down. 1 wonder if 1 get angry when I am feeling inadequate?" 

Stase 6 

At Stage 6 the way the person senses the i ~ e r  referent is different. At this stage, 

the client synthesizes feelings and rneanings to produce a felt-shift and resolve current 

problems. There is a felt seme of the there-and-yet-to-be-hlly-discovered, that is, of an 

unclear inner referent that has a life of its own. This felt sense is more than recognizable 

feelings such as anger, joy, fear, sadness, or "that feeling of helplessness." If farniliar or 
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h o w n  feelings are present, there is aiso a sense of 'bore" that cornes dong with the 

identified feelings (Klein et al., 1986). Ex: 'Tt used to be that when he would just walk 

out, 1 would feel devastated, as if my whole world was caving in. Now, it is different. 1 

still feel hurt, but 1 somehow know that 1 will be ok." 

StseeZ 

The content reveals the speaker's steady and expanding awareness of immediately 

present feelings and intemal processes. He or she clearly demonstrates the ability to move 

Erom one inner referent to another, linking and integrating each immediately felt nuance 

as it occurs in the present experiential moment, so that each new sensing functions as a 

springboard for m e r  exploration and elaboration. The speaker may start with an 

intemally anchored problem, explore if and reach an intemally anchored conclusion that 

slhe then applies to a number of other problems (Klein et al. 1986). Ex: (often spread 

over a number of consecutive client statements): "1 am no longer going to be a slave in 

this marriage. 1 am a good person and 1 deserve to be treated better. 1 wonder why 1 have 

put up with this for as long as 1 have. 1 think it was a pattern that 1 leamed fiom my 

mother. 1 used to thuik this was the way marriage had to be, but now 1 know it is not, and 

1 am not going to put up with it anymore. 1 am going to break the patteiii. I don? want it 

to be passed on to my children either." 

Directions in Psychotherapy Process-Outcome Research 

This past decade has seen a continued interest in and recognition of the value of 

studying the relationship between the process and outcome of psychotherapy (Greenberg, 



2 6 

1 986; Orlinçky , Grawe & Parks, 1 994). In the last forty years, a number of developments 

have led researchers to açk more specific questions about the relationship between in- 

therapy processes and outcome. The following section will detail the developments in the 

field of psychotherapy research that preceded current trends in the field of psychotherapy 

research. 

Car1 Rogers (195 1) and his colleagues (Rogers & Dymond, 1954; Bmett- 

Leonard, 1 962) were the h t  researchers to shidy tapes of psychotherapy in an attempt to 

understand therapeutic processes. In many ways, early process-outcome studies were 

superceded by research studies with '%igger agendas." Psychotherapy research conducted 

prior to the past decade was predominantly concemed with a) establishing treatment 

efficacy, and b) comparative outcome studies. 

Much of the psychotherapy research conducted between 1950 and 1980 was in 

response to a statement put forward by Eysenck's (1952) assertion that two-thirds of the 

people who entered therapy could expect to improve over a two year period, a recovery 

rate purportedly equivalent to that of individuah who received no form of treatment. This 

stimulated a flurry of research activity attempting to establish the efficacy of 

psychotherap y. 

A number of studies conducted in the ensuhg years punclied holes in Eysenck's 

assertion and established the efficacy of psychotherapy. In a reanalysis of Eysenck's data, 

Bergin and Lambert (1978) observe that his conclusions were based on shidies in which 

some clients improved while others got worse. When changes across clients were 
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averaged, the positive and negative results cancelled each other out leading to Eysenck's 

conclusion that psychotherapy was inenective. Bergin & Lambert are quick to point out 

that the more accurate conclusion was that psychotherapy is effective for some people. A 

few large-scale meta-analyses and numerous outcome studies finally enabled researchers 

to confidently assert that psychotherapy is effective beyond spontaneous rates of 

remission (Howard, Kopta, Krause & Orlinsky, 1986; Lambert, Shapiro & Bergin, 1986; 

Smith, Glas  & Miller, 1980). 

In many ways, Bergin & Lambert's (1978) reanalysis of Eysenck's data dso lead 

to a recognition of the complexities of evaiuating the effectiveness of psychotherapy. 

Kiesler (1971) obsexved that it is enoneous to view clients as a homogenous group and 

then to analyze psychotherapies in global terms as if therapy is an experirnentally-fixed 

treatment. From this point on, researchers began to attend to the cornparison of the effects 

of different approaches to therapy. Overall, this effort did not yield prornising results. A 

number of major reviews summarizing the results of comparative outcome studies have 

yielded findings of generai equivalence across theoretical orientations (Lambert et al., 

1986; Smith et al., 1980). 

Disappointment with these finding has lead psychotherapy researchers to 

acknowledge the limitations of global questions regardhg treatment efficacy. Many 

researchen feel that such broad questions fail to capture the complexities inherent in 

clinical situations that ultimately give us more insight into the workings of therapy (eg. 

Bergin & Lambert, 1978; Kiesler, 197 1). Greenberg & Pinsof (1 986) provide a sound 
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outcome: 

To Say that something worked (or failed) without being able to speciQ what it was 
that worked undemiines the replicability criterion of scientific research. A 
treatment of intervention that is allegedly effective cannot be reproduced if its 
essential characteristics cannot be determined and evaluated. To know that 
psychoanalytic treatment helped more patients.. . . than client-cent ered therap y is of 
minimal value if the researcher cannot speci@ what actually occurred in the 
respective therapies (p.5). 

At the same time that those researching treatment efficacy were coming to 

understand the limitations of their approach, researchers investigating psychotherapy 

- -  process were beginning to question their goals (Greenberg & Pinsof, 1986; Greenberg, 

1986). A central criticism of early work on psychotherapy process was its failure to l i n .  

process hdings with outcome results (Hill & Corbett, 1993). Emerging fYom different 

places, representatives fiom both process and outcome research paradigms converged 

upon a central position. It was thought that a more meaningfùl approach to research 

involved the specific in-therapy change processes that relate to psychotherapy outcome 

(Greenberg & Pùisof, 1986). Such an approach enables a more comprehensive 

understanding of psychotherapy. 

Early psychotherapy process-outcome study research did not yield the results that 

had been hoped for. Urlinsky and Howard (1978) conducted an extensive review of 

process-outcome research and found few shidies that strongly associated in-session 

process variables with outcome variables. Greenberg & Pinsof (1986) clariQ the hKo 

basic problems that accounted for the disappointing early findings. First, early approaches 
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employed a method of measuring a single point in therapy and relating this to change at 

outcome. This was seen as too simplistic and oblivious of the myriad of alternative 

variables that likely influence outcome. The second problem was that many of the 

rnethods relied upon an averaging of process variables without regard for context. This 

design was undesirable as it tended to obscure information about the processes of change 

that were associated with outcome. Greenberg and Pinsof (1 986) succinctly summarize 

the problem: 

The assumption is that ail behaviours are equivalent regardless of context, 
timing, appropriateness, and quality. Clearly the timing, context and 
sequence of interpretations or confkontations are of much greater 
significance than is their frequency (p.7). 

Early process-outcome studies were also flawed by the same misconceptions that 

befell the early outcome research, that Kiesler (1971) referred to by "homogeneity myths" 

(Garfield, 1990; Greenberg & Pinsof, 1986; Mannar, 1990). Kiesler argued that to study 

process variables without a consideration of the clinical context reflected a myth that al1 

psychotherapy processes are alike. To disregard such important factors as patient 

characteristics, the therapeutic relationship and the particular phase in therapy, 

oversimplifies a complex situation (Greenberg, 1 986; Greenberg & Pinsof, 1986; Kiesler, 

1973; Lambert & Hill, 1994; Rice & Greenberg, 1984). 

Recent research initiatives have suggested methodological analyses that are more 

differentiated and designed to elucidate more clearly the link between psychotherapy 

process and outcome. A movement evolved in the mid-eighties that was directed toward 
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greater methodological refinement and specification. Leadhg proponents of this approach 

(Greenberg, 1986; Elliof 1984; Rice & Greenberg, 1984; Stiles, 1988) recommend that 

analyses of psychotherapy processes be sensitive to issues of timing, context, and quality. 

Research studies iinking EXP with therapeutic outcome 

Since the publication of the Experiencing Scale (EXP), a number of research studies 

have examuied the relationship between EXP and outcome. For the most part, these have 

not examined the context and quality of the Experiencing process itself. They have been 

correlational studies looking at the relationship between either average EXP andor 

random points in therapy and outcome. Measures of outcome range !Îom patient and 

therapist success reports to personality and Q-sort outcome measures. 

Studies that have attempted to rneasure the relationship between EXP levels 

rneasured at different points in therapy and outcome have yielded inconsistent results. For 

exarnple, studies linking early EXP and outcorne at the cessation of therapy have yielded 

mixed results. Some have found a positive significant relationship while others have 

found a positive but nonsignificant relationship (Brodley, 1988). The question of whether 

early session EXP predicts final outcome does not bear directly on whether EXP predicts 

outcome at the texmination. It seems possible that early session EXP may indicate a 

propensity toward greater depth of EXP later in therapy. It is important to note however, 

that even if EXP early in therapy is a good prognosticator of successfÙ1 outcome, this 

does not rule out the possibility that therapy can facilitate EXP in those people who are 

not so predisposed. in fact, Klein et al. (1986) surveyed nine studies in which patients 
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were given direct training in self-expression, focussing or other therapy-role behaviours. 

They conclude that studies confirm that experiencing skills can be taught, even to 

severely disturbed patients. The more directly the teaching is targeted to the experiential 

process itself, the more effective training is likely to be. Thus, research may help to 

determine which types of clients corne with a propensity for high EXP and which clients 

need "further work" to directly help than attain increased depth of experiencing. 

When EXP is considered at the therapy midpoint, there have been mixed results as 

well. Bommert and Dahloff (1978) found a clear relationship of EXP to outcome in their 

- - middle-session segments: More successful patients were significantly higher on the scale 

than less successful patients. Richert (1976). perhaps counter-intuitively, found ratings of 

EXP in eight middle sessions to be unrelated to cognitive change measures and to be 

negatively related to self-satisfaction at the end of therapy. Custen (1973) found no 

association for EXP and either MMPI or Butler-Haigh Q-sort outcornes with two 

segments sarnpled fiom the rniddle of therapy. 

More consistently positive results have emerged when EXP late in therapy is 

related to outcome. Fishman (1 971) found late EXP associated with his measure of 

patient success, and Jennen, Lietaer, & Rornbauts (1978) found late EXP correlated with 

outcome scores on the Inner Support Subscale of the Personal Orientation inventory. 

Studies that have conducted more detailed process analysis of EXP and session 

outcome have yielded positive results. For example, Greenberg and Rice (1 98 1) have 

demonstrated that EXP is significantly related to changes in a two-chair dialogue (a task 
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undertaken in Process-Experiential therapy, see Greenberg et al., 1993). According to the 

study design, therapists responded to a marker of a conflict statement with a 

predetermined randorn schedule of accurate empathy responses or "two-chair" operations 

(Greenberg et al., 1993). Higher levels of EXP, and specifically more peak EXP ratings 

at Stage 5 and above, were found d e r  the two-chair operations than after empathic 

responding, suggesting that EXP consistently increased across a session in which a 

conflict was resolved. Greenberg (1 983) then compared 14 instances of two-chair contlict 

resolution with 14 instances of non-resolution, and found that EXP was significantly 

higher for the resolution group. 

More recently, W m a r  & Greenberg (1997) conducted a study in which one high 

and one low EXP session fkom the same client within the same bnef treatment, were 

compared. Results indicated that higher EXP sessions had significantly better session 

outcome (as evaluated by the client at the end of the session.) Thus studies that have 

investigated the relationship between EXP at various points in therapy and h a l  outcome 

have demonstrated equivocal results. Studies linking EXP and session outcome have 

yielded more positive results. None of these studies have investigated the pattern of EXP 

in the context of particular or meaningful therapeutic dialogue. 

Chan~e in EXP and Outcome 

A few attempts have been made to study the relationship between EXP change 

scores and outcome. Fishman (1 97 1) found a significant correlation between EXP change 

and patient success. Custers (1973) found EXP change over al1 of therapy and kom mid- 



to-end of therapy to be correlated with both MMPI and Q-sort success measures. 

Researchers have aiso attempted to determine the course of change in EXP over 

therapy or the pattern of EXP that is related to positive to outcorne. Based on Rogers' 

original formulation of the process of therapy being a process of moving f?om h e d  to 

rigid functioning that was related to optimal personality functioning, a number of studies 

after the Experiencing scale's publication, investigating this hypothesis. This relationship 

was investigated using data gathered from the Wisconsin project sîudying Client-centered 

therapy with schizophrenics (Rogers et al., 1967). Experiencing was sampled over the 

course of 30 sessions, and successful and unsuccessful cases were compared. While 

researchers found that in more successful cases there was a more positive trend in EXP 

than in less successful cases, they did not h d  that more successful cases showed a 

positive linear trend in EXP that distinguished them £iom less successfûl cases (Rogers et 

al., 1967; Kiesler et al., 1967). This anaiysis was based on an average of al1 interviews 

within successive thirds of the total therapy course. By looking at the trend in 

experiencing across five interview blocks, they fond  that the process could be descnbed 

more accurately. For the more positive cases, the trend took the foxm of a U-shaped 

curve in which E W  dropped d o m  until the fifieenth session only to progressively rise 

until the 30th session. This same slope of curve described the less successful cases, 

however, they found more backsliding, so that expenencing plummeted more deeply in 

early sessions, and while it did improve in the second half of therapy, it did not recover to 

the sarne level as that of the more successful cases (Rogers et al, 1967; Kiesler et al., 
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Kiesler (1 97 1) Mer investigated the relationship between EXP level, trend of 

experiencing level, and final outcome in psychotherapy. He compared the same 

schizophrenic population to a psychoneurotic population. The outcome measure used to 

dichotomize more and less success ful psy choneurotic cases, was the Hunt-Kogan 

rnovernent scale, a global scale for judgment of improvement in adjustment as seen by the 

therapist at the end of therapy. Thenpeutic improvement in the schizophrenic population 

was determined by more objective measures such as MMPI Sc scale change scores, and a 

clinical assessment. More and less successful cases were compared in both groups. Four 

minute segments were randomly extracted fiom the second half of each of thirty sessions 

of psychotherapy. Expenencing scores were averaged across five interview blocks over 

both 20 and 30 sessions, and compared using an analysis of variance. The study 

replicated the finding that more successfÙ1 cases had deeper levels of expenencing than 

less successfûl cases at al1 measured points in therapy. This was tme in both populations, 

aithough, at al1 the measured points in therapy, levels of experiencing were significantly 

higher in the psychoneurotic cases than in the schwphrenic ones. Kiesler also found that 

more versus less successful cases could not be distinguished by slope or shape of 

experiencing ratings across sessions. The curve that he found to describe experiencing 

over the course of therapy for both more and less successful groups, drops after the 

beginning of therapy, unhl the tenth session, at which point it begins to rise again until 

the final phase of therapy, at which point it either drops again slightly or remains level. 



Kiesler thus concluded that shidies that use few data points may elicit dramatic results, 

but that these results are not likely to be widely generalizable or replicable when 

aggregate data f?om larger blocks of segments are considered. He also recommend that a 

more accurate picture of the trend in EXP might be found measuring EXP in relation to 

iso lated themes. 

These studies seem to challenge Rogers' original hypothesis that change in 

experiencing over therapy takes a positive linear course. There may be a number of 

reasons for the failure to fuid a positive linear trend in Experiencing. First, the Wisconsin 

data is based on a sample of schizophrenics; it rnay be that this hypothesis holds true in a 

less severely distressed population. While Kieslefs (1 971) study includes a 

psychoneurotic population, the outcome data is based on therapist repofi a highly 

subjective indicator. In al1 the samples studied, expenencing level is sampled f?om the 

first 20 or 30 sessions, not the entire therapy sequence. Thus, overall, for 47% of the 

cases, at least 25% of the total therapy interaction was not sampled. More importantly, in 

ail samples studied expenencing level was represented only by four-minute samples 

randomly chosen fiom the second half of each therapy session. Thus, to date, studies that 

have aîtempted to establish a pattern of EXP have found that a linear increase is not 

associated with positive outcome. Rather what has been observed is a cunilinear 

relationship between the pattern of EXP and outcorne (Kiesler, 197 1 ; Rogers et al., 1967; 

Klein et al., 1986). Random sampling may not, however, reveal an accurate picture of the 

relationship between EXP and outcome. The expenenced psychotherapist can imagine 
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that bbdipping7' randomiy into a session may reveal a client tallcing about something of 

significance or not. Clients do not constantly talk about meaningfid issues. Rather, the 

process more likely waxes and wanes whereby a client moves from emotionally loaded 

and meaningfbi material, takes a step back, regroups and moves onto other important 

issues in hi d e r  life. 

In surnmary, researc h studies measuring the relationship between EXP and 

outcome have yielded the following results: a) Generally, there is a positive relationship 

between average EXP and outcome; b) there is a positive relationship between hgh EXP 

and positive session outcome; c) a few studies have found positive correlations between 

EXP change scores and outcome; d) a linear increase in EXP over the course of therapy 

was not established and e) researchers have had little success in identifjmg a pattern of 

EXP over the course of therapy that is associated with positive outcome. As mentioned 

earlier, there have been no studies that have examined the pattern of EXP over the course 

of therapy in the context of core thematic client issues nor have any occurred with 

depressed clients. 

Experiencing and Personality 

A controversial question sunoundhg the research on the EXP is whether the 

capacity for EXP is a personality trait that indicates positive prognosis for therapy, or 

whether it is a way of processing that is somehow facilitated or "tumed on" by the 

therapeutic process. Early research suggested that EXP is to some degree a measure of 

health as well as an index of productive therapeutic involvement (Kiesler, Klein, & 



37 

Mathieu, 1965; Kiesler, 1971; Rogers et al., 1967). In addition, EXP was shown to be 

related to verbal and expressive capacities that have been associated with good 

motivation, prognosis for therapy (Rogers et al, 1967), and introspective style (Gendlin et 

ai., 1968). 

Such findings might lead researchers to query whether EXP is a penonality variable 

that is characteristic of some clients and not others. Many researchers have examined the 

relationship between expenencing and various traits. In a thorough review of the 

literature, Klein, Mathieu-Coughlan, and Kiesler (1 986) conclude that relationships of 

EXP to heaith, personality, and cognitive style have not been entirely consistent. 

Turning to relationships between EXP and indices of psychological health and 

distress, research has suggested to some extent that '%ealthiei' people tend to have higher 

EXP levels (Kiesler et al., 1965; Kiesler, 1971). A major qualification of these hdings is 

the tendency for EXP to be somewhat elevated in conjunction with psychological distress 

andior help seekuig . Thus neuro tic patients have higher EXP levels than schizop hrenics, 

whle non help-seeking "normal" people have low levels. Some analyses of EXP theory 

suggest that EXP relationships with either pathology or distress may be cornplex and 

curvilinear (Joyce, 1980). A survey of recent research Ied Klein et al., (1 986) to report the 

following trends: In help-seekers as opposed to non-help-seekers EXP was not found to 

be more prevdent in one population or another, but more unifonnly associated with 

neuroticism a s  a general factor than with any specific neurotic subtype, such as anxiety, 

depression, or hostility. EXP was not associated with any other category of aMective 
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distress, such as character disorder or psychosis. Additional evidence suggests that EXP 

is related to introspectiveness, obsessiveness, and self-consciousness in both help-seeking 

and non help-seeking sarnples (Klein et al., 1986). 

In terms of the question of the relationship between EXP and cognitive ability, 

research has been more unequivocal. Fontana, Dowds, & Eisenstadt (1980) reported first- 

session EXP to be significantly associated with verbal IQ and socio-economic status in a 

sample of 30 psychiatrie outpatients with mixed diagnoses. Klein et al., (1 986) conclude 

in their survey of the research that EXP bas been positively associated with measures of 

cognitive style. That is, conceptual complexity and psychological differentiation, as well 

as indicators of reflectiveness, strong expressive capacity, or attraction to psychotherapy 

appear to be linked with EXP. 

Overdl, while findings have been incowistent, studies have s h o w  some 

relationship between EXP and particular client factors or capacities. This does not, 

however, provide evidence for EXP being a particular pareicular personality type that 

determines prognosis for therapy. Whether or not EXP is a personality trait, one might 

argue that those particular client factors that are associated with positive prognosis could 

give some people "an edge" over others. To determine whether or not EXP uniquely 

contribut es to outcome, studies are necessary that control for cognitive/personality 

correlates and still show an effect for EXP. 

Experiencing, the therapeutic alliance and outcome 

Another variable that must be distinguished kom EXP in terms of its relative 
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strength in predicting therap y outcome is the therapeutic alliance. Some researchers ( .ie 

Brodley, 1988) have conjectureci that the strength of a positive relationship between EXP 

and outcome is simply a function of the alliance. In other words, the claim is that EXP is 

just mesuring the effect of the alliance. In a meta-analysis of 1 7 studies conducted 

between 1956 and 1982 that connected EXP with outcome, Brodley (1988) found a 

number of rnethodological Baws in their research designs. In many cases, early EXP was 

confounded with alliance factors. It is possible that positive results could have been 

attributed to the alliance; these two variables were not examined separately. For this 

reason, this shidy will examine the relationship between the therapeutic alliance as 

measured by the Working Alliance Inventory (WAI), EXP and therapeutic outcome. 

The Working Alliance Inventory (WAI) 

Description 

The Working Alliance Inventory (Horvath, 198 1, 1982; Adler, 1988; Horvath, 

1 98 1 ; Moseley, 1983; Plotnicov, 1990) is based on Bordin's (1 979) original 

conceptualization of the working alliance as the active relational element in al1 change- 

inducing relationships. His formulation emphasizes the role of the client's positive 

collaboration with the therapist against the cornmon foe of the client's pain and self- 

defeating behaviour. According to this model, the alliance has three constituent elements: 

Task, Bond, and Goal. Task refers to the in-therapy activities that f o m  the substance of 

the therapeutic process. In a well-functioning relationship, client must perceive these 

tasks as relevant and effective in collaboration with the therapist; and each must accept 
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the responsibility to perform these acts. Goal refers to the therapist and client mutually 

endoning and valuing the aims that are the target of the intervention. Bond embraces the 

complex network of positive personal attachments between client and therapist including 

issues such as mutuai, trust, acceptance, and confidence. This conceptualization provides 

an important bridge between the "relationship" and b'technique" aspects of therapy. Goals 

M e  the client's wishes and tasks represent means to achieve ends. 

The relationship is not seen as an independent process but rather the development 

of it is seen a s  directly linked to the therapeutic agenda The act of negotiating and 

defining the agenda is central to the development of the positive alliance and to the 

therapeutic change process. People's real iives and processes are represented or take place 

through the alliance, and in this way the alliance is seen as curative. In addition, the 

alliance consists of dimensions that are specific to the therapeutic enterprise, such as the 

cornmitment to therapeutically sound and realistic goals and active endorsement of a set 

of procedures or tasks that wiI1 enable the client to reach those objectives. 

Research 

Part of the reason that researchers have made such strong claims about the 

possible confounding of the effects of alliance and EXP on outcome is the general finding 

in the psychotherapy research literature of a strong relationship between the therapeutic 

alliance and outcorne (Horvath & Syrnonds, 1991 ; Luborsky, 1990). In a meta-analysis, 

Horvath (1994) reviewed eight studies that related Bordin's mode1 of the alliance (the 

WAI) with outcome. Results showed an average effect size (expressed as a correlation 
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coefficient) of .33 for the client-based measures. This suggests a robust link between the 

client's estimate of the working alliance and the outcome of therapy. Further, alliance 

measures taken early in therapy tend to be the best prognosticators of final outcome 

(Horvath & Greenberg, 1994; Watson & Greenberg, 1994; Luborsky, 1990). 

Process-Outcome Studies with Depressed Clients 

VirtuaIly no research has investigated the specific process factors in therapy that 

account for positive treatment outcome with depressed clients. A number of approaches 

to the treatment of depression have identified specific factors involved in the production 

and maintenance of depression and have designed specific interventions to target these 

factors. Cognitive therapy of depression targets depressive cognitions (Beck, Rush, Shaw 

& Emery, 1979) while Interpersonal therapy targets current interpersonal problems 

(Klerman, Weissman, Rounsaville & Chevron, 1984). These treatments have been shown 

to be somewhat effective in treating depression but no treatment has been found to be 

consistently superior. This has raised the issue of whether general factors such as the 

alliance (Horvath & Greenberg, 1994), positive expectancies, a helping relationship, and 

affective arousal (Frank & Frank, 199 1) may account for the major treatment effects 

(Arkowitz, 1994). This view is strengthened by the fact that in the Collaborative study of 

depression (Elkin, Shea, imber, Stotsky, Collings and Glass et al., 1989), the less severely 

depressed patients did relatively well in a placebo plus clinical management condition. Ln 

this condition, clients were seen once weekly by a psychiaûist or clinician for 20 minutes. 

Discussion superficially focussed upon their treatment and symptoms. 
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Two components of the treatment of depression that have been rarely studied are 

the effects of an empathic relationship and a focus on ernotional processes in depression. 

Of coune, one meam of measuring exnotional process is by studying the process of EXP 

throughout therapy. A study investigating cognitive therapy for depression by 

Castonguay, Goldfiied, Wiser, Raue and Hayes (1995) revealed that two factors, the 

therapeutic alliance and EXP predicted client's improvement. This is the only study that 

the author lmows of that investigates both the alliance, EXP and outcome in therapy for 

depression. Clearly, these are processes in need of m e r  study. These factors form the 

- - core of experiential approaches to psychotherapy (Rogers, 1952; Perls, Hefferline & 

Goodman, 195 1 ; Greenberg, Rice & Elliot, 1993). The proposed study is designed to 

explore the specific emotional processes invoived in the treatment of depression. By 

exploring these emotiond processes within the context of meaningful thematic client 

material, the study will M e r  explore how in-therapy expenential processing relates to 

change in depression. Fint, a method for extracthg meaningful thematic sequences needs 

to be developed. 

Therapy themes: Theory, methodology, and research 

In reviewing the psychotherapeutic theme literature, it becomes clea. that what is 

rneant by a "theme", and the methods that are used to extract "themes" £kom therapeutic 

dialogue, varies depending on different theoretical perspectives, therapeutic rnodalities, 

and research objectives. 

Psychotherapy researchers have recognized that what has alternately been called 
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narratives, themes, or schemas charactaize an important thread that weaves and is carried 

forward through the therapeutic process (Schafer, 1980; Spence, 1982; White & Epston, 

1990). For example, Polkinghome (1988) has defined narrative as the thematic story-line 

which weaves together the many different stories or narratives into a cohesive, coherent 

whole. Strupp and Binder (1984) suggest that when clients tell stories to their therapists, 

experiences and actions becorne sequentiaily organized into more or less stable patterns 

of situational feeling, perceiving, wishing, anticipating, construing and acting. White and 

Epston (1 990) see narrative as an overall perspective on one's life in which discrete 

events are placed in a temporal sequence and are meaningfully organized dong a set of 

intrapersonal and interpersonal themes. According to this author, psychotherapy is an 

interactive, CO-constructive process in which clients and therapists both contribute to the 

description and elaboration of stories and narratives. 

Other researchers have undertaken to develop methods for extracting narrative 

sequences boom personal data or transcripts of psychotherapy. For example, Alexander 

(1988) has developed a method of analysis that can be used to analyse many foms of 

personal data including assessrnent of personality, personality variables, and 

psychotherapy. It is primarily directed toward extracthg r e c h g  dynamic sequences. 

He describes two major strategies. The fïrst one called "letting the data set reveal itself' 

involves sifting through the data using a set of rules that are designed to identiQ salient 

features in the material. The second strategy involves "asking the data a question," which 

is answered in terms of the subject's personal view of the world in relation to particular 



4 4 

subjects of interest, such as work or love. The data are reduced by attending to aspects of 

the data that are being explored and isolahg only the relevant content ftom its total 

context. 

Angus, Hardtke, & Levitt ( 1992) have developed a system for measuring different 

aspects of the narrative process. They argue that three narrative process modes, 

(descriptions or actudimagined events, the articulation of subjective experiences and 

personal feelings, and the reflexive analysis and interpretation of actions and experiences) 

dl contribute to the client's generation of a more coherent, differentiated account of self 

or macro-narrative. The Narrative Process Coding S ystem (NPCS) allows raters to 

reliably subdivide transcripts into topic segments according to thematic content shifts and 

relational focus, and then characterize these segments in terms of one of the three 

narrative process modes. 

In an intensive case analysis of 2 depressed clients (from the data set upon which 

the current study is based), Hardtke & Angus (1995) explored the use of the relational 

focus in topic segments as a method of theme identification. One client received Process- 

experiential and the other received Client-centered treatment. For each client, topic 

segments fiom across the entire therapy were categorized as either self-focussed or self- 

other focussed, and measured on EXP. T-tests revealed no differences between the two 

clients on both modal and peak EXP when the topic segments were rated as self-focussed. 

Modal and peak EXP was significantly higher in the Process-expenential case, however, 

when the topic segments were rated as focussed on the self in relation to the other. 
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More recently, Koman & Angus (in revision) have developed a method of 

identifjmg themes by following the progression of metaphors through the course of 

psychotherapy cases. Ml metaphor phrases fiom across therapy were inductively sorted 

into categories and then the categories were clustered into themes. Metaphor themes were 

intensively analyzed to examine whether themes change as therapy progresses. The 

research suggests that, in two cases of therapy, metaphor themes evolve and change as  

therapy progresses, and that metaphors reflect a resolution of certain problematic issues 

toward the end of therapy. Findings also indicate that metaphors follow a nonlinear 

transformation suggesting that clients have difficulty in concretizing changes in 

metaphors and/or that change in therapy occurs in a nonsequentiai marner. 

Stiles, Momson, Haw, Harper, Shapiro, and Firth-Cozens (1 991) developed a 

method for tracing particular client problematic experiences through the course of 

therapy. Their assimilation model outlines six predictable stages through which the client 

assimilates a particular problematic or threatening experience into a schema that is 

developed during the therapist-client interaction. Research has shown that raters cm 

reliably identiQ the sequence through which a client works through a particular 

problematic experience throughout the therapeutic interaction. 

Horowitz and his colleagues (Horowitz, Marmar, Weiss, DeWitt, & Rosenbaum, 

1 984; Horowitz, 1 993) have developed a method for identifjmg clients' schemas of self 

and other as represented by clients working through grief reactions. A "schematic 

discrepancy model" is fonned by converging evidence fiom three different sources upon a 
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"schematic discrepancy hypothesis." Evidence is drawn nom both quantitative and 

qualitative sources that include quantitatively obtained measures of self representations 

based on ratings provided by the subject, transcnpt excerpts ffom psychotherapy, and a 

case formulation based the "configurational analysis method" developed by Horowitz 

(1 987). This method identifies important, idiographic relationship themes. Descriptors 

descnbing self and other are compiled fkom client statements, self-descnptors, and 

therapist process notes. Through a cluster anaiysis, schemas are operationally organized 

into configurations of patient's wishes, fean, and defences. Potentidly, changes in 

schemas could be tracked across therapy. 

More recently, Milbrath, Baulaiight, Horowitz, Amaro, & Sughara (1995) have 

developed a method for identifjmg content and sequences of topics for the purpose of 

tracking the sequence of changes in the structure of discourse that they see as 

representative of shifts in mental organization or changes in self-schemas (Horowitz, 

Cooper, Fridhandler, Perry, Bond, Vaillant, 1992). They specifically developed a 

procedure for identifjmg topic units, by first segmenting transcnpts into thematic units, 

and then interpreting their psychological meaning. Descriptive units are then grouped into 

broader content headings. Headings are then contrasted and reduced to a smaller set of 

topic content categories by an iteration process of continual cornparison and reapplication 

to the text. Evenhially, a set number of topic content categories emerge. Reliability for 

content categones has been established. 

Milbrath et al. (1993) were then interested in tracking changes in the prevalence 
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of topic content categories as well as changes in the sequence of content categones in a 

single-case study. They found that changes in the sequence of discourse occurred in a 

case that involved the resolution of mouming. These changes were seen as representative 

of changes in mental structure in the sense that habitually organized schemas of mental 

contents becarne more flexible, better integrated, and more consistent with the client's 

overall self-schema 

Richards and Lonborg (1996) have developed a Counsehg Topic Classification 

System (CTSC; Lonborg, Richards, & Owen, 1994; Richards & Lonborg, 1991) for 

studying the thematic content of psychotherapy sessions. The CTCS provides researchers 

with a standardized method of classifjmg the nature of 55 topics and eight emotional 

dimensions as they occur fiom moment to monent in therapy. This is a broad-gauged 

measure that is designed for application in diverse therapeutic orientations. Sorne topics 

exist on their own such as  "Living conditions" whereas othen are divided into sub- 

categories that make up a broader category. For example, the sub-categories of "parents" 

and "siblings" fa11 under the wider category of 'Xelationships." Reliability of their 

category system has been established. Research on two cases has indicated that the 

therapist's theoretical orientation tends to be related to the nature of the topics that 

become the focus of therapy. They demonstrate that the CTSC can be used to identiQ 

important change events in therapy, and as a contextual variable that can enhance the 

meaningfulness and clinical relevance of research. They relate topic shifts to therapist's 

level of intention (Hill & O'Grady, 1985) and client expenencing (Klein et al, 1969). 



They do not track change in experiencing in relation to topic shifts, however. 

Researchers have developed complex methods of data analysis that reveal 

important narrative or schematic threads that run through psychotherapy sessions. 

Identification of such sequences ailows M e r  analysis into the process by which clients 

corne to fom perceptions of self and other, differentiate uew meaning, gain insight and 

awareness, and fom more coherent, personally meaningful structures. They are designed 

to carefûlly isolate content that will reveal particular client processes .ie personality 

variables, assimilation of problematic experiences, narrative processes, or relationship 

schemas. Despite the interesting research findings that have been generated fkom these 

methods, none of them directly met the needs of the curent research. For example, one 

method described above is designed to reveal the subtle nuances of change processes 

across therapy through intensive analysis with one or two cases. 

What was required for the current study however, was a global rnethod for 

isolating client thernes across many therapies. Furthemore, the more broad-based 

methods descnbed above appeared to generate strictly content-based categories that are 

identified a priori and deductively pulled out £kom the therapeutic dialogue. In this study, 

the investigator was interested in a method for identifjmg themes that were CO- 

constnicted by client and therapist, and emerged throughout the therapeutic dialogue. The 

method that was devised was seen as a viable one for isolating emergent meaningful 

content themes throughout therapy to which changes in EXP could be related. 

Theme research supporthg reiiability of current theme identification method 



In the acîual developrnent of a method for extracting global themes in the curent 

study, the investigator drew upon two different sources that seem to support its validity. 

Research by Hatcher, Huebner & Zakin (1988) supports the assumption that in order to be 

accurate, themes should be ascertained at the end of therapy. They have investigated the 

notion of a "therapeutic focus". The term is bomwed fiom Strupp and Binder (1984) and 

has been defined as "the heuristic guide to inquiry that addresses how the interpersonal 

story is told." Hatcher et al. (1988) h d  that different therapists will establish different 

foci depending on their therapeutic modality. For example, some therapeutic techniques 

such as those of Malan, and Sifheos require the establishment of a nuclear conflict at the 

beginning of therapy and stray very little fiom the initially detemiined focus. Other 

therapists advocate a mutual establishment of a focus by the therapist and client. In fact, 

LaFemere and CaIsyn (1 978) have shown that a patient is more motivated and treatment 

is more successful when goals are mutually established. In general, Hatcher et al. (1 988) 

claim that the longer the therapy progresses, the more likely the focus will undergo 

revision. In their shidy, they track the evolution of the therapeutic focus kom the initial 

consultation through to the termination of therapy and find that the therapeutic focus fiom 

the presenting cornplaint is not the sarne as the consultation focus, nor is it the same as 

the termination focus (Hatcher et al, 1988). Their findings suggest that the therapeutic 

themes, or the focus of the therapy, c m  best be ascertained at the end of therapy. 

The approach of establishing themes retrospectively is more compatible with an 



experiential approach to therapy, wherein the mutual establishment of the therapeutic 

focus is fomed as the therapy progresses. It is CO-constmcted by both therapist and client 

and is continually evolving throughout the therapy. Therefore, in studying either Client- 

centered or Process-experiential therapy, it would make more sense to estabiish 

therapeutic themes that emerged through the progression of therapy. 

Howard, Maerlender, Myers, and Curtin (1992) have conducted research that 

supports the reliable extraction of thernes from narrative sequences by either therapists or 

outside observers. Their study explores the possibility of extracting what they cal1 "life 

themes" fkom autobiographies. In their research study, they asked participants to write a 

detailed story of their life, highlighting significant events and themes. They sought to 

assess participants', judges and significant other's ability to recognize the subject's life 

themes on the ba is  of hthand knowledge of the person only (significant other), the 

autobiography only (the judges) or both (the participant). Participants were perfectly able 

(with 100% accuracy) to discriminate their own life theme from the life themes of other 

participants. M e r  only reading the autobiography, raters could identie the proper life 

theme fiom foi1 summaries with 95% accuracy. 

Thus, research supports the reliability of two aspects of the theme identification 

method developed in this study. First, researchers have shown that themes can be 

ascertained d e r  therapy has finished; second, a person's life themes can be reliably 

identified by either a significant other or an outside observer, lending support to the 

notion that a therapist cm reliably identiQ the therapeutic themes of hislher client. Thus, 
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in the current study, the investigators developed a theme identification method whereby 

therapists were intervieweci at the end of therapy and asked to identify the client's major 

core themes that developed over the course of therapy. Themes were validated by client 

session reports obtained over the course of therapy. A more detailed description of the 

method appears in the followuig chapter. EXP in the last half of therapy was measured in 

the context of thematic material. 

Hypotheses 

nie  study set out to measure the relationship between a) core theme-related depth 

of experiencing in therapy and treatment outcome and, b) early session depth of 

experiencing, c) the therapeutic alliance early in therapy and d) treatment outcorne, e) 

change in core theme-related depth of expenencing fiom beginning to the last half of 

therapy and treatment outcorne, and f) change in core theme-related depth of 

experiencing, the alliance in the last hdf of therapy and treatment outcome. Treabnent 

gains were measured by changes on the following measures: reduced syrnptom distress, 

measured by the Global Severity Index (GSI) of the Symptom Checklist 90-R (SCL-90-R; 

Derogatis, 1983); reduced interpersonal distress, measured by the Inventory of 

interpersonal Problems (DP) (Horowitz, Rosenberg, Baer, Ureno, & Villasneno, 1988); 

reduced depressive symptoms, measured by the Beck Depression inventory @DI) (Beck 

et al., 196 1 ), and increased self-esteem, measured by the Rosenberg Self-Esteem (RSE) 

(Rosenberg, 1965). 

Depth of experiencing was measured by the Expenencing Scale (EXP) (Klein, 



Mathieu, Coughh, & Kiesler, 1969). 

The specific hypotheses for the study were that: 

1) Theme-related EXP over the last haif of therapy will be positively conelated with 

treatment gains. 

2) EXP early in therapy will be predictive of outcome. 

3) An increase in core theme-related EXP fiom early to the last half of therapy will be 

predictive of treatment irnprovement as assased at post-treatrnent. 

4) The alliance early in therapy will be predicitive of outcome 

5) Theme-related EXP in the last half of therapy will add significant predictability to 

treatment gains over and above the therapeutic alliance early in therapy. 

6) Theme-related EXP in the last half of therapy will add significant predictability to 

treatrnent gains over and above the therapeutic alliance in the 1 s t  haif of therapy. 
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Method 

The goal of this study was to investigate whether depth of experiencing as well as 

change over treatment in experkncing on core themes is related to therapeutic outcome. 

The procedure that was used to investigate these questions will be outlined below. 

Context for data collection 

The data set for this study carne from the York University Psychotherapy 

Depression Project funded by the National Institute of Mental Health. The study ran from 

1992 to 1995. The principal research study which served as  the foundation for the project 

involved a cornparison of two forms of therapy: Client-centered and Process-Experiential 

therapy. The procedures and guidelines used to generate the main psychotherapy data 

base were detemiined by this outcome shidy. 

Subject recruitment 

Participants in the study were recruited kom the general public through 

advertisement on a local radio station, and through posters distnhutd across York 

University campus and throughout the cornmunity. Advertisement was directed towards 

individuals who were currently experiencing depression. Participants were self-referred to 

the programme. Prospective clients were initially screened over the telephone, and then, if 

deemed suitable, assessed for admission into the study. lndividuals who were suicidal, on 

medication, or had a psychiatrie history were excluded kom the study. Subjects who 

were interested in contiming, and met the requirements of the telephone screening, 

participated in the assessrnent for admission to the programme. This invoived two clinical 
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diagnostic interviews. In the k t  i n t e ~ e w ,  a brief history of the individual's problems 

was obtained, and clients were assessed for the presence of a cment major depression. 

Criteria for continuing included the presence of a current major depression as assessed by 

the Structured Clinical Intexview for DSM-III-R (SCID, Form I)(Spitzer, Williams, & 

Gibbon, & First, 1989), a score on the SCL 90R Depression Scale above the 30th 

percentile of the noms for psychiatrie patients, and a Beck Depression hventory score 

above 16. If clients met these criteria, they were given a second diagnostic interview 

which included an assessrnent of DSM-III-R Axis 1 disorders (SCID, Form 0, and DSM- 

III-R, Axis LI personality disorders detemiinai by the SCID, Form II (Spitzer, Williams, 

& Gibbon, 1987). Clients who did not meet criteria for the study were given refends to 

appropriate therapeutic sources or agencies. The specific inclusion and exclusion criteria 

for the depression project are outlined below. 

Inclusion and Exclusion Criteria 

Criteria for inclusion into the study was a DSM-III-R classification of a Major 

Depressive Disorder (MDD), informed consent (see Consent form, Appendix II), and a 

Global adjustment score (GAS) greater than 50. The average GAS score of al1 clients 

who participated in overail shidy was 6 1.97 (s.d.= 4.77). Criteria for exclusion included a 

classification on the SCID of another axis 1 disorder other than major depressive disorder 

(besides Generalized Anxiety Disorder which is subsumed by MDD), or an axis II 

classification of borderline, antisocial or schizoid, or schizotypal disorders. Clients were 

also excluded if they were assessed as being a hi& suicidal risk on such standard criteria 
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as presence of a cwent  plan, past attempts and current lack of support. Clients were also 

excluded if they were currently in psychotherapy or on medication for depression. Finally, 

clients who reported having three or more depressive episodes throughout their life were 

not included. Clients were raudomly assigned to either a process-experiential, or a client- 

centered condition, so that there were 17 in each group. Al1 participants received 15-20 

sessions of psychotherapy. 

Additional Selection Criteria for this study 

in total, 34 clients were included in the nnal outcome study for the h W  

Depression Project. From that sample, thrty-three cases were selected for this study. One 

case was dropped because of missing data. In addition, two cases were added that were 

completed after the data had been collected for the wider depression study. Thus, the 

current sample is comprised of 35 clients, 18 Process-experiential and 17 Client-centered 

cases. The average nurnber of sessions within the 35 cases in the sample was 17.74 

(s.d.=1.95). Clients consented to audio and videotaping of sessions. For every session, 

clients were required to complete pre-session and post-session measures. 

Client Characteristics 

The age range for clients in the sample under study was between 28 and 63, with 

an average age of 40.74 (s.d ). Of the 3 5 clients in the sample, 1 0 were male and 25 were 

female. Client's educational background ranged fkom a high school diploma to post- 

graduate and professional degrees. Twenty-two of the clients in the sarnple were married, 

5 were separated or divorced, and 8 were single. Al1 clients in the sample agreed to 



participate in the research. 

Treatment Method 

Clients who partook in the wider Depression project fkom whch the current 

sample under study was drawn, were assigned to either a Client-Centered or a Process- 

Expenential treatment condition. These two therapeutic approaches will be briefly 

described. 

Both approaches have their historical roots in the humanistic and experiential 

approaches. Client-centered therapy was developed primarily by Car1 Rogers (Rogers 

. . 196 1, 195 7). Client-centered therapy consists of the provision of the three crucial 

attitudes (Rogers, 1957) of empathy, congruence, and unconditional positive regard, 

which are seen as necessary conditions for safe exploration to occur. Withm this 

relational condition, Client-centered response modes are adopted, such as various foms 

of empathic responses (Rice, 1974; Goldrnan & Greenberg, 199 1 ; Greenberg et al., 1993). 

Process-expenential therapy consists of the provision of the same therapeutic attitudes 

and response modes, with the addition of other expenential therapist response modes and 

particular therapeutic tasks. Tasks are designed to facilitate the working through of 

dysfunctional cognitive-affective processing that is seen as inhibiting healthy functioning. 

I will briefly explicate the philosophical and theoretical underpinnings upon which each 

of these approaches are based, and then describe their respective therapeutic techniques 

and interventions. 
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Theoretical assumptions of both treatment approaches 

Central to the approach of al1 humanistic and experiential techniques, is the belief 

that the organism possesses an innate emotion based system that provides an adaptive 

tendency toward growth and mastery. It is this growth tendency that therapy constantly 

fosters and nurtures. The therapist therefore views clients as experts on their own 

expenence as they have privileged access to their unique experiences. Client processes of 

discovery and choice are therefore ernphasized over the taking of an interpretive or 

advisory focus (Rice & Greenberg, 1992; May & YaIom, 1989). 

Client-centered and Experientid therapists focus strongly on clients' present and 

ongoing emotional rnomentary experiencing as it is believed that attention to current 

needs and goals embedded in emotion leads to more adaptive fiinctioning. Clients are 

consistently encouraged to identify and symbolize intemal experience and bodily felt 

referents. This emphasis on current experience serves the fûnction of a) teaching clients 

how to focus on such experience, and b) to trust such experience, as it will ultimately 

provide the self-knowledge that infoms conscious choice and reasoned action. 

Both of these approaches advocate an attention to h w  clients are currently 

creating emotional meaning. Therapists help clients dari@ tacit meanings and cany these 

forward into new meanings through linguistic syrnbolization. The manner in which 

clients create emotional meaning is guided by underlying complex structures referred to 

as emotion schemes (Greenberg & Safian, 1987; Greenberg et al, 1993). Process- 

experiential therapy ciiffers from Client-centered therapy in its focus on particular guided 
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interventions that are undertaken specifically in relation to particular types of emotional 

processing difficulties. 

Emotion schemes consist of a complex integration of appraisals, affects, needs, 

cognitions and action tendencies that have developed fkom innate tendencies and 

responses to past experiences. in these past experiences, emotional reactions were 

encoded internally, both autonomically, in terms of sensori-motor responses such as 

increased heart rate and a shrinking away in fear; semantically, in terms of such 

subjective meanings as "the image of my mother himing away !?om me"; as well as 

conceptually in terms of such beliefs as  "1 am worthless." Together, these form an 

integrated scheme of self-experience in the world, in this instance, an experience of low 

self-confidence (Greenberg & Safran, 1987). 

In early formative years, syntheses of many schemes based on biologically 

adaptive primary emotions develop and continue to be currently adaptive. Some 

however, that may have been adaptive in the person's early environment are now currently 

maladaptive (Greenberg & Safraa 1987; Greenberg & Korman, 1993) and are a source of 

emotional pain. Maladaptive schemas and the avoidance of pain associated with them is 

a primary source of dysfunction (Greenberg & Paivio, in press). Because of fears of 

annihilation in trauma, pain is often avoided, and when certain schemes that contain 

painhl and traumatic memones are activated, the emotional material is often 

overwhelming and again avoided or the whole experience becomes dissociated. Such 



unresolved trauma results in a variety of emotional problems. Thus, much pathology 

comes from disowned emotional experience. 

Core maladaptive emotion schemes are seen as the underlying deteminants that 

produce the dysfunctional bad feelings and meanings that people bring to therapy. Three 

major classes of determinants of exnotionai distwbances or barriers to healthy affect 

regdation have been delineated (Greenberg et al, 1993; Greenberg & Paivio, in press): 1) 

Difficulties in symbolizing feelings results in confusion, self-dienation or general 

malaise. 2) The activation of maladaptive affective-cognitive emotion schemes produces 

- . bad feelings and dysfunctional meanings such as feeling worthless, hopeless or insecure. 

These prevent adaptive responding, influencing thought and action in maladaptive ways. 

3) The inability to integrate certain emotion schemes results in splits between hKo 

opposing aspects of self, for example, wishes and fears, or disowning for example of 

anger and dissociation eom traumatic experience and memory. The overall goals of 

therapy then, are to go beyond surface bad feelings, to access their determinants and to 

restructure core maladaptive emotion schemes and/or integrate disowned emotional 

experience. Client-centered and Process-experiential therapists take somewhat different 

approaches to working with emotion schemes. The primary difference is that Process- 

experiential therapists implement specific interventions in relation to particular client 

markers that are directed towards the working through of various types of emotional 

processing difficulties (or dysfunctional emotion schemes). The basic techniques and 

interventions of the bvo approaches will be described below. Both approaches adopt the 



Client-centered relationai conditions and therapeutic response modes. Process- 

experiential therapy also incorporates affective-cognitive tasks. 

Client-centered relational conditions 

B 0th approaches adopt the Client-Centered relational attitudes. Rogers ( 1 95 7, 

1959) initidly proposed that the relationship was the major change ingredient for 

successful therapy. He described three crucial therapist attitudes which continue to fonn 

the basis of the process-experiential approach. These attitudes are seen as necessary, and 

sometimes sufficient, aithough not necessarily most efficient, from the process- 

experiential perspective (Greenberg, Rice, & Elliott, 1993). 

First, the therapist needs to be empathie, that is, to perceive the internai fhme of 
reference of another with accuracy, and with the emotional components and 
meanings which pertain thereto, as if one were the other person but without ever 
losing the 'as if condition (1959, p. 2 10). 

Second, the therapist needs to feel an unconditional positive regard for the client. 

This rneans that therapist has no conditions of acceptance, or feelings of "if you were 

only ...." The therapist must "prize" the client. This rneans that no self-experience can be 

discriminated as more or less worthy of positive regard than any other. Finally, the 

therapist needs to be genuine or congruent within the therapist-client relationship. This 

involves the therapist's cornmitment to an ongoing accurate symbo lization of herihis 

experience, or "being oneself' as much as possible at any given moment. 

These therapeutic attitudes are necessary to secure a stable bond with the client. A 

secure bond is one of three components of the therapeutic alliance which is seen as key to 



successful process-expcnential therapy. At d l  times, the therapist monitors the 

therapeutic alliance (Bordin, 1994) ensuring the existence of a stable bond, as well as 

mutually agreed upon goals and perceived relevance of tasks. It may be necessary for the 

client and therapist to explicitly establish the goals and tasks of therapy at the beginning 

of therapy, or the process may occur more implicitly. In either case, the therapist is 

continually aware of the statu of the alliance, and will explicitly address it if she  senses 

a breakdown. A stable alliance results in increased client participation, awareness, and 

disclosure. Furthemore, the establishment of problem definitions and continual focus on 

relevant and thematic issues is tantamount to the agreement on treatment goals in the 

formation of the initial alliance (Bordin, 1994). The manuai for the Client-centered 

approach fleshes out more the specific application of the Client-centered relational 

conditions to the treatment of depression. 

Thera~eutic remonse modes 

80th Client-centered and Process-experiential therapists implement various 

response modes throughout treatment that are detailed in a manualized format in the 

book, Faczlituting Emotional Change. (Greenberg, Rice, & Elliot, 1993). The interested 

reader is referred to part II. This manual specifies the four major classes of response 

intentions, d l  of which are used in Process-Expenential therapy (Empathic 

Understanding, Empathic Enploration, Process Directives, and Experiential Presence, as 

well as three subsidiary classes: Experiential Teaching, Process Observation and 

Revealing Self), and two of which are used in Client-centered therapy (Empathic 



Understanding and Empathic Exploration). 

Affective-co~nitive markers and tas ks 

Process-experiential therapists implernent various affective-cognitive markers and 

tasks in relation to particular markers of emotional processing difficulties that emerge 

through the discourse of a given therapy session. They are designed specifically to focus 

on underlying emotion schemes that are seen as determinant of dysfunction. The steps of 

each task are detailed in the book, Facilitating Emotional Change, part ID, (Greenberg et 

al., 1993). Each of the therapeutic tasks is designed to help resolve a particular type of 

processing difficulty. Verbal performance marken signify particular types of affective 

problems that are cwently amenable to particular interventions. The therapist therefore 

notices when a marker emerges and intervenes in a specific manner to facilitate resolution 

of that type of processing problem. The marken and the affective tasks that have been 

identified and studied are as follows: 1) problematic reactions, expressed through 

puzzlement about emotional or behavioral responses to particular situations indicate a 

readiness to explore by systematic evocative unfolding. 2) conflict splits, in which one 

aspect of the self is critical or coercive towards another indicate readiness for a two-chair 

dialogue. 3) self-interruptive splits, in which one part of the self interrupts or constricts 

emotional experience and expression indicate readiness for a two-chair enactrnent. 4) an 

unclear felt sense, in which the person is on the surface of, or feeling confused and unable 

to get a clear sense of hisher experience indicates a readiness for focusing. 5) unfinished 

business, involving the statement of a lingering unresolved feeling toward a significant 
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other indicates an opportunity for empty chair dialogue, and 6) vulnerability, in which the 

person feels deeply ashamed, or insecure about sorne aspect of hislher experience, 

indicates a need for empathic a h a t i o n .  

Therapists and Training 

Psychotherapists who administered the treatment had traùied in both Process- 

experiential or Client-centered therapy. Specific training in each approach involved two- 

hour training sessions once per week for a penod of one year. Training therapists received 

both didactic and practical education. Trainees leamed the principles and techniques of 

the approach as well as practiced therapy with each other. Each therapist also practiced 

with at least one pilot client. Therapy was conducted by 10 therapists who each saw one 

to three clients in each treatment. Therapists were either doctoral students in clinical 

psychology or professional psychologists and psychiatrists. Therapist's years of 

expenence ranged £kom 3-10 with an average of 5 years of experience. Three of the 

therapists were male and seven were female. Ail Process-experiential therapy was 

supervised by Dr. Leslie Greenberg and the Client-centered therapy was s u p e ~ s e d  by 

Dr. Shake Toukmanian and Dr. Greenberg. 

Therapist adherence to treatment 

For both the Client-centered and Process-experiential approach, adherence was 

checked by means of the Truax Accurate Empathy Scale. Therapists were checked at four 

random points across each therapy. Al1 therapies were deemed to adhere to Client- 

centered ernpathic techniques (average scores above 7 on the Tmax scale). For the 
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Process-experiential approach, adherence measures were found to be reliable (Pearson r, 

between 2 raters, rauging between .78 and .84). 

Measures 

Outcome Measures 

The battery of outcome masures used to assess change in treatment are described 

below. 

Rosenber~ Self-Esteem Scale 

The RSE (Rosenberg, 1965) is a 10-item self-report inventory of respondents' 

attitudes about themselves, designed to measure self-esteem. Respondents are asked to 

rate on a 5 point scale from O (never) to 5 (almost always) how fiequently certain 

attitudes about themselves are held to be true (eg. "1 feel that I have a number of good 

qualities.") The scale includes six positively worded items and four negatively worded 

items. Rosenberg reports a test-retest reliabiiity coefficient of 32.  

The Inventory of Interpersonal Problems mP) 

The IP (Hor~witz et al., 1988) is designed to rneasure the seventy of distress in 

interpersonal fhctioning. The IIP is comprised of 1 27 items describing di fferent 

interpersonal situations, of which 48 describe "things 1 do too rnuch" and 78 describe 

'%gs 1 find hard to do." On a 5 point questionnaire, respondents are asked to rate the 

degree to which each situation is experienced as being problematic. Scores are derived 

flom either an overall level of interpersonal dysfunction, as well as fiom each of the 

following six inventory subscales: assertive, sociable, intimate, submissive, responsible, 
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and controlling. Test-retest reliability of overall interpersonal dysfunction has been 

reported at .98, while alpha values across subscales are reported to range fiom -89 to .94 

(Horowitz et al, 1988). 

In terrns of validity, the IIP has been found to be highiy sensitive to clinical 

change and agrees well with other measures of clinical improvernent including the SCL- 

90R (Horowitz et al., 1988). The average self-ratings across inventory items were used in 

the outcome analyses. 

Beck Depression Inventory lBDQ 

The BDI (Beck et al, 196 1) is a 2 1 -item self-report inventory designed to measure 

depression. The inventory includes items related to different aspects of depression 

including affect (Le., "1 am so sad or unhappy that it is very painful"), behaviour ( Le., '4 

can sleep as well as usuai" (reverse-coded)), and attitudes about the self ( Le., "1 feel that 1 

have many bad faults.") For each item, respondents are asked to select one of four 

alternatives that best characterizes them at present. The responses are totalled, with larger 

scores reflecting greater degrees of depression. Tests of the BDI's intemal reliability 

have yielded estimates ranging from .82 to .93 @eck et al, 196 1; Bosscher, Koning, & 

Van-Meurs, 1986; Gould, 1982). The BDI has also been shown to possess good construct 

validity (Beck, Steer, & Garbin, l988), convergent validity (Gould, l982), and divergent 

validity (Beck et al., 1961). 

The Symptom Checklist 90-R (SCL30Rl 

The Symptom Checklist-90-Revised is a self-report inventory that contains a list 
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of 90 clinical items to which the respondent is asked to rate, on a scale ranging fiom O 

(not at dl) to 4 (extremely), the degree of symptom distress in the past seven days. The 

90 inventory items can be clustered. dong 9 subscales providing scores to reflect specific 

areas of symptom distress. Subscale areas include 1) somatization, 2) obsessive- 

compuIsiveness, 3) interpersonal sensitivity, 4) depression, 5) anxiety, 6) hostility, 7) 

phobic anxiety, 8) paranoid ideation, 9) psychoticism. The scale can also be surnmarized 

by three global indices of pathology: 1) Global Severity Index (GSI), 2) Positive 

Symptom Distress Index, and 3) Positive Symptom Total. 

nie inventory has strong psychometric properties. High intemal consistency 

between its subscales has been demonstrated ranging f?om -77 for psychoticism to .90 for 

depression (n=2 19) and test-retest reliabilities of between .80 and .90 (n=94, one week 

delay) on the overall distress index (the GSI score) (Derogatis, 1983). The SCL-90-R has 

also been shown to have a high degree of convergence with other measures of 

psychopathology and be sensitive tu detecting changes in a rang2 of disorders (Derogatis, 

1983). In this study, the only scale used was the GSI, a reflection of one's overall level of 

syrnptom distress. 

Process Measures 

Two process measures were used in this study to examine the relative contribution 

that depth of experiencing had on changes in outcome variables. 

The Ex~enencin? S . . cale (EXPI 

The Experiencing Scale (EXP) is a process measure (Klein et al., 1969) which 
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evaluates the depth and quality with which client's explore inner referents. It is a 7-point 

ordinal scale that ranges fiom I ) where materiai is impersonal and superficial, to 2) where 

material is personai but involvement is detached, to 3) where matenal is narrative and 

descriptive, through to 4) where clients shift to an intemally elaborated focus, 5) where 

clients self-reflexively pose a problem to the self and elaborate it nom an intemal 

perspective to 6) where client's synthesize newly realized feelings and expenences to 

produce personally meaningful structures a .  resolve issues, to 7) where there is a 

constant shifang and exploration of inner referents to lead to insights that produce 

change. The inter-rater reliability tests performed on the Experiencing Scale have ranged 

fiom -76 to .91 (Klein et al., 1969). A study of different segment lengths that were rated 

on the Experiencing Scale revealed that inter-rater and rate-rerate reliabilities were not 

af5ected by segment length (Kiesler, Mathieu, & Klein, 1964), with rate-rerate 

comelations showing a median value of .80. For a description of how the scale was 

specifically modified to rate transcripts in which specific Process-expenential 

interventions were undertaken (NO-chair and empty-chair dialogues), please see 

Appendix 1. 

The Workine Alliance Inventory WAQ 

The Working Alliance Inventory (WAI) (Horvath & Greenberg, 1989; Tracey & 

Kokotivic, 1989) was adrninistered after each session. The long form of the WAi consists 

of 36 items is based on Bordin's (1979) tri-partite conceptualization of the client-therapist 

relationship which is comprised of goals, tasks, and bonds. Twelve items each of the 
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original inventory tap agreement between therapist and client on goals, the degree of 

concordance on tasks, and the strength of the bond. The short-form is derived fkom the 

long-fom of the WAI and consists of 12 items, 4 from each subscaie. Both foms were 

used in this study. Iri al1 therapies, the long-form was administered at sessions 4, 8, 12, 

1 6, and 20 (if appropriate). The short fom was administered after ail other sessions. 

Alphas of al1 the scales @ased on the long-form) range kom .87 to .93 (Horvath & 

Greenberg, 1 989). The reliability estimates of the subscales have demonstrated fairiy high 

alpha coefficients: task subscale ranges fkom .82 to.88, goal subscaie ranges fkom .82 to 

.87, and the bond's subscale reliability estimate was .85. Reliability data for the short 

fonn has revealed a test-retest index of .83 (Horvath, 1994). For both the short and the 

long fom, the overall average of the three subscales was the score that was used in the 

analyses for this study. 

Procedures 

Instrumentation 

The treatment outcome measures were adrninistered at pre-therapy, mid-therapy, 

and post-therapy. Only the pre- and post-therapy assessments are used in this study. This 

battery of questionnaires took approximately 1.5 hours to complete. Sessional measures 

were administered to clients before and after each session. They took approximately 5 

minutes before the session and 10- 15 minutes after the session to complete. The only 

post-session measure reported in this shidy was the Working Alliance Inventory. 



Therne Identification 

The goal of the study was to measure depth of experiencing in relation to material 

that was thematic, meaningfùl and important to clients throughout therapy. In other 

words, themes in this study are issues in therapy that represent problems in clients' lives 

that continue to resUTface, about which they feei unresolved or which cause them to 

sufEer. Subsequently, a method was developed for choosing the most highly thematic 

sessions. Ultimately, rating segments could be chosen fiom thematic sessions, rated on 

depth of experiencing and related to outcorne. Thus, a global method of theme 

identification was developed for this study in the following rnanner: At the end of 

treatment, therapists were asked to verbally identiS (in an interview) what they saw as 

the three major themes that had been mutually established, and had evolved throughout 

the therapy. Therapists were asked to articulate themes in descriptive language that 

reflected their view of the client's perspective on their core issues. They were not asked to 

describe ufi&rlying motivations or dynamics. When al1 the themes were culled and 

collated, the investigator found that a) therapist's descriptions contained at least three 

individual major themes for each client, and b) the therapist-reported themes tended to 

overlap and cohere with what clients reported to be the major focus of üierapeutic work 

andlor helpful aspects of their sessions, or, c) an issue that "shifted", according to clients' 

post-session reports. As a result, client statements fiom post-session reports were 

specifically hcorporated as theme descriptors if the material helped to linguistically 

elaborate their themes. In addition, the investigator found that of these three themes al1 



fell into one of two categories: clients' "view of themselves," or clients' "view of 

themselves in relation to the other." III addition, at least one theme fiom each client feil 

into each category. Thernes were subsequently organized into these two categories. Thus, 

each client had three individual themes which could be classified as intrapersonai or 

interpersonal. Waere possible themes were described in the client's own words (for 

examples of themes, see Appendur m). 

A procedure was used to check whether the theme-identification procedure was 

. .  valid. The procedure was designed to check whether the identified themes could be 

recognized by a rater as being descriptive of the same client. This procedure was 

performed using six clients f?om the sample and their corresponding theme sets. For each 

of the six clients, a rater was given transcripts of three highly "on-theme" sessions, as 

identified by the theme identification method described above. That is, in each of these 

sessions, clients were taking about issues that were described by these themes. The rater 

was also given four sets of themes. One set of themes was the actual themes that had been 

designated for that client, while the other three sets were foil themes. The foil set of 

themes were randomly chosen fiom arnongst the entire pool of theme sets for the sample, 

and matched the "actual" theme sets on gender. The rater was asked to identiQ which of 

the four sets of themes described the three "on-theme" sessions. A rater was be able to 

distinguish the correct themes from the foil themes with 100% accuracy. This is 

significant even with a small N of 6. 



Theme-reiated session identification 

Once themes had been identified for each client, a procedure was developed for 

choosing the three most theme-related sessions from the last half of therapy. For each 

client, a rater was asked to carefully read the client's theme sets and then listen to the 

second halfof the therapy, excluding the final wrap-up session. In order to obtain a range 

of sessions, raters were asked to identify the most thwe-related session h m  within each 

third of the last half of therapy. Each third consisted of 2-4 session blocks. 

To obtain these three sessions, raters engaged in a two-step t a ~ g  procedure. The 

raters first judged the degree to wtiich each session in the last half of therapy was "on- 

therne". niey then determined which session fiom each of the 2-4 session blocks was 

most "on-theme." Raters were given a set of instructions that explained how to complete 

this procedure (see instructions, Appendix II). The steps of the procedure will be 

descnbed below. 

As raters listened to a session, they were asked to record when a client began to 

tak "on theme" and then when the client stopped talking "on therne" or moved to a 

different theme. Thus, for each session, raters identified a series of segments that were 

either "on-theme" or "off-theme." Raters recorded the tirne length of each "on" or "off' 

theme segment. Thus, for each session, the rater recorded how many minutes were "on- 

theme" and the length of each segment. For each "on-theme" segment, a subsequent 

judgment was made about the "centrality" of the theme for the client. "Centrality" 

referred to the rater's judgment of how important, meaningful or pivotal the particular 
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issue seemed for the client as the client talked about it. Ratings were made on a 5-point 

scale ranging fiom "very little" to b'extremely" of the degree to which the rater thought 

the particular theme segment was "centrai" for the client. 

Mer Listening to a full session, raters were asked to provide a global rating of the 

degree to which it was "on-theme". The criteria for this judgrnent was a) the amount of 

minutes that clients were "on-theme", and b) the centrality of the material. The degree of 

theme centrality was to be considered three times as important as the number of minutes 

the client spent tallcing "on-theme." Thus, a segment of 4 minutes in length that received 

a 4 and 5 on degree of centraiity was as "on-theme" as a 12-minute segment that was 

rated as "on-theme" but only received a rating of 1. Raters were asked to then add up the 

minutes spent "on-theme" (weighting "centrality" 3 hmes as heavily) and assign a rating 

between 1 and 5 of how "on-theme" they judged the session to be. This procedure was 

repeated for each session. 

Based on each session's global on-theme rating, the rater was to make a decision 

about which session of the 2-4 session block was the most "on-theme." This is how one 

session was chosen kom each of the 3 session blocks over the last half of therapy (for a 

full set of instructions, see Appendix II). In total, three sessions were chosen fiom each 

therap y. 

Inter-rater reliabilitv 

To check this procedure for choosing theme-related sessions, six cases were given 

to a second rater. The rater rated sessions fiom the last half of each of the cases. Using the 
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same "instructions for theme-identification"(Appendix II'), the rater was asked to identiQ 

which session fiom within 2-4 session blocks, were most theme-related. The chosen 

sessions were compared with those chosen by the actual theme session raters. The 

percentage agreement was 75%. 

Sampüng Procedure 

Earlv Session SeemenQ 

Twenty minutes nom the middle portion of the second session for each therapist- 

client dyad was extracted for the purpose of measuring client depth of experiencing at the 

. beginning of therapy. The rationale employai for extracting random segments fiom the 

second session was that, at this point, core themes would not have been established. This 

was confirmed by the consistent observation that it was difficult îo idcntiQ theme-related 

material in this session. Each 20-minute segment was broken into five Cminute 

segments. These five segments were randomized for rating. For the purposes of 

contextual rating, each segment was accompanied by a two-minute segment preceding the 

four minutes of material. 

Late Session Seements 

To obtain the most "theme-related" 20 minutes f?om the three chosen "on-theme" 

sessions, an independent rater examined the segment ratings of the three theme-related 

sessions selected for each client. Thus, the second rater went through the theme-related 

session ratings, choosing portions of dialogue that a) had been assigned the highest degree 

of centrality in theme-related material and b) were multiples of four minutes in Iength 
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(.ie, 4, 8, 12, 1 6 or 20). The rater thereby accumulated twenty minutes of theme-related 

material that could be broken down into five four-minute segments. To complete this 

procedure, the rater was instmcted to choose portions of dialogue that were both a 

minimum of and multiples of four minutes and had received "degree of centrality" ratings 

above 4 and 5. If this procedure did not yield a consecutive series of segment lengths of 

four minutes that added up to a total of twenty minutes at a high degree of centrality, 

raters were then instnicted to choose other portions of dialogue that were rated as "on- 

theme" but given a rating of a lower degree of centrality, (provided they were a minimum 

of four minutes in length). This is how the rater accurnulated 20 minutes, or 5, drninute 

theme-related segments of theme-related material per session. If a selected session did not 

contain 20 minutes of theme-related material, (at any level of centrality), other portions of 

non-theme related material were extracted and included in the 20 minutes of material. 

Again these portions were required to be a minimum of four minutes andior multiples of 

four minutes. The âccÿmulated twenty minutes fiorn each session, was then divided into 

five, four-minute segment units for rating. Again, two preceding minutes of transcript 

were added to the beguining of each rating unit to enable contextual ratings. This was 

repeated for each of the selected three sessions. Thus, in total three twenty-minute 

segments were chosen fiom across the last half of therapy. 

Fteliabilitv for theme sepment sam~lin-  procedure 

To check the procedure for locating the 20-minute theme related segments within 

the chosen late sessions, two raters used the immediately above mentioned theme-session 



7 5  

identification procedure to identiS, the most theme-retated twenty minutes h m  the 1 s t  

half of one-third of al1 the therapies studied in this data set. The proportion of minutes on 

which the two raters agreed was then calcuiated. The percentage agreement was 78.1%. 

Rating Procedure 

Al1 four-minute segments £iom early and Iate sessions were randomly mixed and rated 

on the Experiencing Scaie (EXP). For each segment, raters assigned a modal and peak 

experiencing rating; a modal rating described the ovedl ,  most fiequent or average level 

of experiencing attained at any point. Two independent, clinicalIy-trained graduate 

students performed the ratings fiom transcripts. Each rater completed two-thirds of the 

rating, and overlapped on one-third (230/ 690) of the ratings to obtain reiiability 

estimates. 



Themes 

Themes were collected and validated using the theme identification method. Once 

thematic segments had been identified, EXP was rated in relation to them. Figure 1 

displays a summary list of the most frequently occunhg intrapersonal and interpersonai 

themes of the clients in the data set. For a full list of themes, see Appendix m. 

of experienckg in the segment, and a peak rating described the highest momentary Ievel 

Analyses 

Outcome Variables: Change Scores 

To examine the relationship between depth of experiencing and change in therapy 

outcome, it was necessary to compute change scores for outcome variables. 

The issue of how to mesure change in both psychology and psychotherapy 

research has been a subject of much debate (Burr & Nesselroade, 1980; Cronbach & 

Furby, 1970). An obvious measure of change is the raw difference score. However, rnany 

statisticians and methodologists have pointed out possible errors in the use of change 

scores as a measure of treatment outcome (Burr & Nesselroade, 1990; Cohen & Cohen, 

1983; Cronbach & Furby, 1970). According to Burr & Nesseiroade (1990) the most 

commonly identified problem with difference scores relates to their unreliability. In 

addition, scores measured at Time 2 reflect a regression toward the mean, or in other 

words, the comrnon trend for al1 extreme scores. This becomes more problematic when 

clients score extremely low or extrernely hgh. On averzge, low scores increase and high 
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scores decrease. Hence, the diffaence between Time 1 and Time 2 scores is not merely a 

reflection of the contribution of treatment effects. 

An alternative to raw gain scores is the residualized gain score (Linn, 198 1). This 

statistic has gathered support in psychotherapy research as it is believed to offer a more 

accurate and statisticaily sound method of taking into account the problern of regression 

toward the mean. This method accounts for change between Time 1 and Time 2 by 

adjusting for the initial score. Residuaiized gain scores are computed by regressing initial 

scores onto finai statu ratings and then using standardized residuals as a measure of 

change. 

Ln this study, change was thus assessed by computing residualized gain scores. 

Residualized scores were computed on the BDI, the SCL-90R, the IIP, and the RSE to 

assess change between pre- and post-treatment. 

Process Variables 

Two types of process variables were used in the analysis: depth of experiencing 

(EXP) and workmg alliance inventory (WU). Expenencing variables were computed for 

both early and late sessions. To compute the experiencing for the second session, both 

modal and peak ratings fiom al1 4-minute units were averaged across each twenty-minute 

segment. To compute the experiencing levels for late sessions, both modal and peak 

experiencing for al1 4-minute segments were averaged across the 3 segments within each 

sampled session. Then, an average was calculated for modal and peak ratings across the 

twenty-minute segments taken Erom the three sessions. In addition, the Erequency of both 
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modal and peak ratings at 4 and 6 and above on EXP was averaged across the late 

sessions. Two WAi scores were computed for analysis: a) the long form of the WAI f ier  

session 4, and b) an average of post-session WAi scores across al1 sessions fiom the 1s t  

half of therapy. 

Relating Process Variables to Outcome Variables 

Exploratory Correlational Analyses 

Correlational analyses were h t  conducted to assess the nature and strength of the 

relationship between EXP and the alliance and residualized change scores on four 

outcome measures: the BDI, the SCL-90R, the IIP and the RSE. Pearson r correlations 

were computed to examine the following relationships: a) Pre-treatment scores on al1 4 

change rneasures and early EXP, b) alliance scores at both the fourth session and 

averaged across the last hdf  of therapy, and early and late EXP and c) residualized 

change scores on al1 four outcome measures with the following variables: average early 

session modal and peak EX. scores, session 4 Working Alliance hventory scores, 

avcrage late modal and peak EXP, average fiequency of late modal and peak EXP scores 

at 4 and above, average fiequency of late modal and peak EXP scores at 6 and above, 

average alliance scores in the last haif of therapy sessions and residuai change scores. 

Hierarchical Regression Analyses 

The investigator was interested in understanding the relationship between EXP 

scores, aIliance scores and change in outcome variables. Different statisticai analyses 

were examïned in order to ascertain which wouid most accurately portray the relationship 
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between independent and dependent variables. While stnichiral equation modelling and 

path analysis (Klern, 1995) were statiscical procedures seen as potentially illustrating the 

relationships between the variables under study, the sample size of 35 subjects would not 

provide the statistical power necessary to yield hdings representative of the data. 

Hierarchical regression analyses were then performed to evaluate the proportion of the 

variance in each of the outcome variables (BDI, RSE, IIP, and SCL-90R) that could be 

accounted for by the diEerent process variables (EXP and WAI). Hypotheses 

investigated were a) does late session EXP account for a significant proportion of the 

outcome variance (as indicated by residual gain scores) when early session EXP is taken 

into account? b) Given that research has indicated that the alliance early in therapy is 

predictive of outcome, does the session 4 alliance account for a significant proportion of 

the outcome variance over and above that predicted by early session EXP? c) does later 

session EXP make a significant contribution to the outcome variance when the early 

alliance and early EXP has been taken into account? and d) given that the overall alliance 

has been s h o w  to account for a significant proportion of the variance, does EXP in the 

last half of therapy account for a significant proportion of the variance once the alliance 

has been taken into account? Separate regression analyses were completed for both modal 

and peak EXP variables. 

Independent Variables 

Independent variables included ail process variables uicluding average early 

session EXP, average late session EXP, the alliance score after session 4, and the average 



alliance score across ail sessions fiom the last half of therapy. 

Dependent Variables 

in aid of reducing the number of analyses, the BDI and the SCL-90R were 

combined. The correlation between these two measures (Pearson r= .78) was deemed to 

be sufficiently high to suggest they were rneasuring a sirnilar factor. In addition, they are 

both measures of symptom change. The other two dependent variables were the RSE and 

the IIP variables and they were analysed independently. 

EXP inter-rater reliabilitv 

Both expericncing raters had a minimum of two years of clinical training. Both 

had completed the standard training for the Experiencing Scale, which requires 

approximately 40 hours of training. Raters completed the equivalent of 90 segments 

ranging averaging 7 minutes each in training. Raters also received additional training on 

how to apply the Experiencing Scaie to the affective-cognitive tasks undertaken in 

Process-experiential therapy (see modification of Experiencing scale, Appendix IX). 

Raters trained on non-study transcripts until adequate reliability was attained (ICC on 

modal ratings =.69 and peak ratings =.7). The Experiencing Scale was applied to the data 

set with good reliabilities. Raters independently coded transcripts. The agreement 

between the two judges was exarnined by using the intraclass correlation coefficient 

(ICC) on both modal and peak ratings, Resuits revealed acceptable levels with ICC =.78 

on modal ratings and ICC= .75 on peak ratings, based on 235 4-minute segments per rater 

fiom 47 sessions. 



Table 1 

Means and standard deviations of a11 Drocess and outcome variables 

Variable N 

Independent variable 

Early average modal Exp 3 5 
Early average peak Exp 3 5 
Late average modal Exp 3 5 
Late average peak Exp 35 
Session 4 alliance 35 
Late session alliance 35 

Dependent variables 

BDI difference score 3 5 
SCL-90 (GSI mean) difference score 35 
RSE difference score 34 
IIP (mean) difference score 34 

Mean (and standard deviation) 



Findings 

Table 1 lists the means and sandard deviations for d l  process and outcome 

variables studied, including al1 EXP and alliance variables. Means of difference scores on 

al1 outcome variables are displayed in order to indicate the direction of change. 

Correlational Analyses 

Tests of Abnomality 

Before the analyses began, tests were conducted to check the normalcy of ail 

process and outcome variables. The Shapiro-Wilks test was used to establish that al1 

variables were normally distributed. 

Relatin~ EXP. the Alliance. and Outcome Variables 

Correlationai anaiyses were perfonned to explore relationships between EXP, the 

alliance, and ail outcome variables. First, correIations between raw pre-treatment scores 

on al1 outcome measures and session 2 modal and peak EXP were performed. Table 2 

shows the results of these analyses. The correlation between the JP pre-treatment mean 

score and the session 2 modal expenencing was significant (r=.34, ps.051, while no other 

correlations between early session modal and peak EXP and pre-treatment scores were 

significant. EXP at the beginning of therapy therefore was not significantly correlated 

with depressive syrnptoms, or self-esteem, but was somewhat associated with the severîty 

of interpersonal problems. Further correlationai analyses were undertaken to undastand 

the relationship between EXP and the LTP (see Additional Analyses). In generd, findings 

suggest that the degree of clients' symptomatology was unrelated to initiai capacity for 



Table 2 

Pearson r correlations between ore-treatment scores and earlv session modal and peak 

BDI SCL-90-R RSE IIP 

Exp (Modes) .O5 .IO -.17 .34* 
(N=3 5) (N=35) (N=34) (N=34) 

Exp (Peaks) .O 1 .O2 -.25 .26 
(N=35) (N=35) (N=34) (N=34) 

Note: *p<.05. BDI =Beck Depression Inventory; IIP= Inventory of Interpersonal 
Problems; SCL-90-R=Symptorn Checklist 90-R; RSE= Rosenberg Self-esteem; 
EXP=Experiencing Scores. 



Table 3 

Pearson r correlations between earlv session average modal and oeak EXP and outcome 
indices 

- -- 

BDI SCL-90-R RSE IIP 

Exp (Modes) -.2 1 -. 17 .O8 -.O5 
(N=35) (N=35) (N=34) (N=34) 

Note: *ps .05. Outcome is represented by residual gain scores. BDI =Beck Depression 
Inventory; iIP= Inventory of interpersonal ProbIems; SCL-90-R=Symptom CheckIist 90- 
R; RSE= Rosenberg Self-esteem; ~ ~ ~ = ~ x ~ e h e n c i n ~  Scores. 



EXP. in other words, EXP was uot a function of one's level of depression. 

Table 3 shows exploratory correlational analyses, looking at the relationship 

between session 2 modal and peak EXP and residuai gain outcome scores. The 

correlation between early peak EXP and the BDI residuai gain score was significant 

(r = -.33, p c..05), and the correlation between early peak EXP and the residual gain on 

the SCL-90-R was f d y  hi&, although not significant (r = -.32, pc. 063). Correlations 

were not significant between early EXP and other outcome indices. Early session EXP 

was not associated with changes in interpersonal functioning, or an increase in self- 

esteem, but was somewhat associated with the reduction in depressive symptoms at the 

end of therapy. 

Table 4 shows the the results of analyses examining the relationship between early 

EXP (session 2) and late EXP (in the 1s t  half o f  therapy). Average modal and peak EXP 

variables both early and late in therapy are displayed dong with analyses exploring the 

relationship between them. T-tests between early and late modal EXP and early and late 

peak EXP yielded statistically significant differences. In addition, conelational analyses 

revealed that, for both modal and peak EXP, there is a positive and statistically sigruficant 

relationship between early and late EXP. Ln particular modal EXP shows a correlation of 

.47, while peak EXP shows a correlation of .41. These hdings do suggest that while 

there is clearly a relationship between early and late experiencing, it is not a trait variable 

that remains constant over t h e .  Clients whose EXP is high in the beginning do not 

necessarily remain high and vice versa. Together, both Table 7 a ~ d  4 reveal that clients' 



Table 4 

Pearson r correlations between average earlv and late session modal and peak EXP 

- -  

E a r l ~  Em Mode Peak 

hkm2 
Mode 

Peak 

Note: *ps .05;**p < .O 1 ; EXP=Expenencing; N=35. 



EXP early in therapy is a prognostic indicator for late EXP and to a lesser degree, for 

positive outcome at the end of treatment. While early EXP is indicative of later EXP and 

outcome, EXP is clearly influenced by what occurs throughout therapy. 

Average EXP and oatcome 

The next correlational analysis was performed to explore the relationship between 

depth of experiencing in the last half of therapy and treatment gains. A series of 

correlations were performed between EXP and residual gain scores on outcome indices. 

Table 5 shows the results of correlational analyses in which average modal and 

peak EXP in the last half of therapy is correlated with outcome. Both modal and peak 

EXP correlated significantly with change on three of the outcome measures: the BDI, the 

SCL-90R and the RSE. While results reveal modest correlations between average EXP 

and interpersonal problems, the effect of EXP was not significant. Clearly, average EXP 

scores in the last half of therapy was associated with the reduction of both global and 

depressive symptoms. and an increase in self-esteem, and only modestly associated with 

changes in interpersonal relatedness. 

Freuuencv of high-level EXP and outcome 

Table 6 shows the results of analyses in which EXP ratings at both 4 and 6 and 

above were correlated with outcome. The fiequency of modal and peak EXP at 4 and 

above correlated significantly with the BDI and the SCL-90R and were modestly 

associated, although not significantly, with the RSE and the ILP. Thus, the fkequency with 

which clients moved inside to explore and elaborate intemal referents was associated with 



Table 5 

Pearson r correlations between late session average modal and peak EXP and outcome 

indices 

BDI SCL-90-R RSE IIP 

Late EXD 

Modes 

Note:*pi .OS. **ps .O1 .***p 5 .O0 1 .  Outcome is represented by residualized gain scores. 
BDI =Beck Depression hventory; IIP= hventory of Interpersonal Problems; SCL-90- 
R=Symptom Checklist 90-R; RSE= Rosenberg Self-esteem; EXP=Experiencing Scores. 



Table 6 

Pearson r correlations between Iate session fkeauenc of hi&-level modal and peak EXP 
d outcorne rndices 

. . 

BDI SCL-90-R RSE IIP 

Frequency of Modal 
Scores 2 4 

Frequency of Peak 
Scores r 4 

Frequency of Mode 
Scores 2 6 

Frequency of Peak 
Scores L 6 

Note: * p <.05, **ps.01. Outcome is represented by residualized gain scores. BDI =Beck 
Depression hventory; IIP= Inventory of Interpersonal Problems; SCL-90-R=Symptorn 
Checklist 9042; RSE= Rosenberg Self-esteern; EXP=Experiencing Scores. 
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the reduction of global and depressive symptoms. The frequency with which clients 

reached a modal level of 6 and above was significantly associated with the BDI, the SCL- 

90R, and the RSE. The fkequency with which clients reached a peak of 6 and above was 

significantly associated with al1 outcome indices. Thus, the fkequency with which clients 

synthesized newly realized feelings to fom a new view of self, was associated with 

changes in global and depressive symptoms, and increases in self-esteem. If clients 

attained this, even briefly, it was associated with al1 dimensions of change measured in 

this shidy, including a reduction in interpersonal distress. 

EXP and the WAI 

Table 7 shows the resuits of correlational analysis looking at the relationships 

between both modal and peak EXP and the alliance early as well as in the last half of 

therapy. Results suggest that EXP and the alliance are related, but two separate constxucts 

in the beginning of therapy. The alliance early in therapy is predictive of peak EXP later 

in therapy. In the second hdf of therapy, there is a significant positive relationship 

behueen EXP and the alliance. Results are suggesting that the alliance and EXP are 

initially two separate processes in therapy. However, the establishment of a strong initial 

alliance may relate to deeper (peak EX?) later in therapy. In the second half of therapy, 

the alliance and depth EXP do affect one another, however fkom this analysis one cannot 

determine the direction of the causality. 

in summary, correlational analyses suggest the following: there is very little 

relationship between pre-treatment variables and early EXP, with the exception of a 



Table 7 

Pearson r correlations between bo th early modal and peak EXP and the all' iance both earlv 
and iate in thera~y 

Ex!  Eady modal Early Peak Late Modal Late Peak 

Early 

Note: *p 5 .Os; **p c .O 1 ; EXP=Expwkncing; WAI=Working Alliance Inventory 



rnodest correlation between modal EXP and the IIP, suggesting that EXP early in therapy 

is not a fùnction of initial levels of pathology. EXP early in therapy modestly predicts 

EXP in the last half of therapy and marginally predicts EXP at the end of treatment, 

suggesting that early EXP is somewhat predictive of later EXP and outcome; however, 

what occurs over the course of therapy definitely influences EXP. Clearly, however, there 

is a strong relationship between EXP in the last h a o f  therapy (both average and 

fiequency of high EXP) and treatment gains. In particular, the fiequency of EXP at 6 and 

above predicts treatment gains. Finally, early in therapy the alliance and EXP are 

independent processes. However, the strength of the alliance early in therapy does predict 

EXP in the last half of therapy. Over the course of therapy, the relationship between the 

alliance and EXP is strengthened. 

Hierarchical regression analyses 

Correlational analyses satisfied the assumption of linearity between process and 

outcomevariabies that was necessary to conduct the regression analyses. Outcome factors 

used in the regression analyses consisted of a) the SCL-90R/BDI, a composite of scores 

on the BDI and the SCL- 90R, b) the RSE, and c) the iIP. lnitial tests showed that the 

linear regression model provided the "best fit" between the process and outcome 

variables. 

n i e  k t  regression model tested whether residual change in modal EXP fiom the 

beginnuig to late in therapy was predictive of outcome. Table 8 presents the summary 

statistics of an analysis in which the first independent variable entered into the equation 



Table 8 

Hierarchical regiession analvses of modal experieacin~ factors on outcome indices 

Criterion Total R2 F Dfs Beta 
&Variable R~ Change Change 

Early Exp .O4 .O4 1 . 4 7  l , 3 3  0 . 2 1  
Late Exp - 2 0  .15 6.15* 2,32 - . 4 6  

Early Enp .O07 .O07 -23 1 , 3 2  .O8 
Late Exp .20  ,193 7 . 4 9 * *  2 , 3 1  . 5 0  

Early Exp .O02 - 0 0 2  -10 1 , 3 2  - .O5 
Late Exp .O4 .O4 1 . 2 4  2,31 - . 2 2  

Note: * p~.OS.**pSOl. Outcome is represented by residualized gain scores. BDI 
=Beck Depression Inventory; IIP= Inventory of Interpersonal Problems; SCL-90- 
R=Symptom Checklist 90-R; M E =  Rosenberg Self-esteem; EXP=Experiencing 
Scores. 
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was average modal EXP in the second session; the second independent variable entered 

into the equation was average modal EXP in the last half of therapy. Analyses indicate 

that the addition of the late EXP factor makes a significant independent incremental 

contribution to change on the SCL- 90RISDI factor (ps.05). Specifically, late EXP 

accounts for an additional 15% of variance of change on this factor. The addition of late 

EXP also makes a significant independent incremental contribution to change on the RSE 

@s -01). Specifically, the addition of late EXP accounts for 19.3% of the variance of 

change on the RSE factor. Neither early nor late EXP variables account for a significant 

proportion of the variance of change on the IIP. 

The significant Rz change that is contributed by the addition of late modal EXP 

into the regression equations can also be interpreted as a predictor of changes in the 

outcome variables. For both of the analyses that correlate EXP with residual changes on 

the BDYSCL factor, and the RSE, EXP adds a significant positive contribution to the 

variance of change (as indicated by both the positive R and the beta weights); thus, the 

addition of the late EXP variable can be interpreted as a residual change score. The 

addition of late EXP can be conceptualized as a significant increase in EXP over and 

above early EXP that is significantly contributhg to the variance of change in both 

measures of depressive syrnptomatology and increases in self-esteem. Thus, change in 

modal depth of experiencing between early and late in therapy contributes to changes in 

depressive symptoms and increases in self-esteem. 

Table 9 presents the summary statistics for the hierarchical regression analyses of 



Table 9 

Hierarchical reeression analvses of ~ e a k  ex~eriencin~ factors on outcome indices 

Criterion Total R2 F Dfs Beta 
&Variable R~ Change Change 

Early Exp 
Late Exp 

Early Exp 
Late Exp 

Early Exp .O2 . O 2  - 7 2  lr32 -.15 

Late Exp .O8 . O 4  1 . 9 4  2,31 - 0 2 6  

Note: * p_t05.**p5.01. Outcome is represented by residuaiized gain scores. BDI 
=Beck Depression Inventory; IIP= Inventory of Interpersonal Problems; SCL-90- 
R=Symptom Checkiist 90-R; RSE= Rosenberg Self-esteem; EXP=Experiencing 
Scores. 
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peak EXP. In these analyses, early peak EXP is the nIst variable and late peak EXP is the 

second independent variable regressed onto outcome factors. Analyses indicate that early 

peak EXP makes a significant contribution to change on the SCLBDI factor @ s  .05). 

The addition of the late peak E W  factor, however, makes a significant independent 

incremental contribution @ s .O 1 ). Specifically, late EXP accounts for an additional 2 1 % 

of variance. Early session peak EXP, on the other hand, does not make a significant 

independent contribution to change on the RSE but the addition of late EXP accounts for 

23 % of the variance, a significant incremental contribution (pi .005). Neither early nor 

late EXP variables significantly account for the variance of change on the IIP. 

Again, the signincant Rz change that is contributed by the addition of late peak 

EXP into the regression equations cm also be interpreted as a predictor of change in the 

respective outcome variables. In both the analyses in which peak EXP is correlated with 

residual change on the BDYSCL factor, and the RSE, the addition of peak EXP ad& a 

positive contribution to the variance of change (as indicated by both the positive R and 

the beta weights); thus, the addition of the late EXP variable can be seen as a residual 

change score. The addition of late EXP can be interpreted as an increase in EXP over and 

above early EXP that is significantly contributing the variance of change in both measures 

of depressive symptomatology and increases in self-esteem. Thus, change in modal and 

peak depth of experiencing between early and late in therapy contributes to changes in 

depressive symptoms and increases in self-esteem, but not in interpersonal problems. It is 

important to note that given the smaller, and non-significant correlations between changes 
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in EXP level and changes on the IIP, hierarachicd regression analyses were conducted 

that correlated changes in EXP with changes on each of the six KiP subscales. However, 

none of these correlations were significant. 

Further hierarchical regression analyses were conducted to test whether a) the 

alliance early in therapy predicts outcome over and above early EXP and b) EXP later in 

therapy significantly predicts treatment gains after both early alliance and early EXP have 

been taken into account. in analyses with both modal and peak EXP variables, the 

alliance at session 4 was the first independent variable entered into the equation; early 

session EXP is the second variable and later session EXP was the finai variable entered 

into the equation. 

Table 10 presents a summary of results. The alliance at session 4 was found to 

make a significant contribution to change on the SCL-90R/BDI correlate @s .005). 

Session 4 alliance accounted for 22% of the variance. The addition of early modal EXP 

did not make a significant incrernental contribution to the variance of change over and 

above the early alliance, but the addition of the late modal EXP factor did make a 

significant incremental contribution @ s  .OS) once these two factors were accounted for. 

This variable accounted for an additional 10% of the variance of change on the SCL-90R- 

RBDI outcome factor. 

Session 4 alliance did not contribute significantly to change on the RSE, 

accounting for only 4th of the variance. Early modal EXP did not add a significant 

contribution. The addition of late modal EXP once these two factors are accounted for, 



Table 10 

Hierarchical remession analvses ~redictin? changes on outcome factors from 
alliance and modal weriencipg variabla 

Criterion TotaI R2 F Dfs Beta 
&Variable R2 Change Change 

Alliance4 - 2 2  .22 9-18*** 1,33 - - 4 7  

Early Exp 23 .O1 - 5 3  2,32 - . 16 
Laie Exp -33 . 10 4.41* 3,31 - .36 

RSE 
Alliance4 .O4 - 0 4  1 . 2 9  1,32 -19 

Early Exp - 04  .O1 .O8 2,31 -19 

Late Exp .20 .17 6.36* 3 , 3 0  - 4 7  

Alliance4 . 03 . 03 1.08 1,32 - -18 
Early Exp -03 O0 . 02 2,31 - -02 
Late Exp -06 .O3 -83 3,30 - . 19 

Note: * pS05.***pS001. Outcome is represented by residoalized gain scores. BDI 
=Beck Depression Inventory; IIP= Inveatory of Interpersonal Problems; SCL-90- 
R=Symptom Checklist 90-R, RSE= Rosenberg Self'teem; EXP=Experiencing 
Scores. 



however, made a significant incremental contribution @ s  .O 1 ), accotmting for an 

additional 17% of the variance of change on this factor. None of the independent 

variables contributed significantly to changes in interpersonal problems. 

Thus, la!e modal experiencing predicted a reduction in depressive symptoms, and 

an increase in self-esteem above and beyond the alliance measured at session 4.Both the 

alliance variable and the addition of late modal EXP can be interpreted as significant 

predictors of change on the SCLBDI factor. Also, as in the previous analyses, the 

addition of late modal EXP to the regression equations, once the alliance and early modal 

EXP has been accounted for can be seen as residualued change score. This suggests that 

when the alliance is taken into account, an increase in EXP signidcantly predicts change 

on both the SCLBDI factor and the RSE. An increase in EXP koom early to late in 

therapy is predicting a reduction in depressive symptomatology and inceses in self- 

esteem, over and above the alliance early in therapy. 

Table 1 1 presents a summary of results exploring the contribution of peak EXP 

variables, and the alliance to outcome variables. The alliance at session 4 was fond  to 

make a significant contribution to change on the SCL-90RIBDI coirelate (pi .001). 

Session 4 alliance accounted for 22% of the variance. The addition of early peak EXP did 

not make a significant incremental contribution to the variance of change over and above 

the early alliance, but the addition of the late modal EXP factor did mate a significant 

incremental contribution @ s  .05) once these two factors were accounted for. This 

variable accounted for an additional 10% of the variance of change on the 



Table 11 

Hierarehical regression analyses ~redicgpe chaq~es on outcome factors f . . rom 
alliance and ~ e a k  emeriencing variables 

- - - - - - - - . -  - - - -  

Criterion Total R2 F Dfs ~ e &  
&Variable R* Change Change 

Alliance4 - 2 2  -22 9.18*** 1,33 - - 4 7  

EarIy Exp .29 - 0 7  3.49 2,32 - -28 
Late Exp -39 .IO 4.87* 3,31 - .  37 

RSE 

Alliance4 .O4 .O4 1.29 1,32 -20 

Early Exp . 05 .O2 53 2,31 .13 

7 .  G O * +  3,30 .52 Late Exp -21 -16 

AiLiance4 . 03 .O3 1 . 0 8  1,32 - -18 
Early Exp . OS .O2 .49 2,31 - .  12 
Late Exp . 08 .O4 1.20 3,30 - -23 

Note 
* pc05.**p s .O1 .***ps -001. BDI =Be& Depression Inventory; IIP= Inventory of 
lnterpersonal Problems . Outcome is represented by residualized gain scores; SCG 
90-R=Symptom Checklist 90-R; RSE= Rosenberg Self-esteem; EXP=Experiencing 
Scores. 



SCL-90R-R/BDI outcome factor. 

Session 4 alliance did not contribute significantly to change on the RSE, 

accounting for only 4% of the variance. Early peak EXP did not add a significant 

contribution. The addition of late peak E W  once these two factors are accounted for, 

however, made a significant incremental contribution @r .01), accounting for an 

additional 16% of the variance of change on this factor. Thus, an increase in late peak 

experiencing predicted a reduction in depressive symptoms and an increase in self-esteem 

above and beyond the alliance measured at session 4. None of the independent variables 

contributed significantly to changes in interpersonal problems. 

Summarizing, it appears that even when the alliance early in therapy is taken into 

account, change in modal and peak EXP fiom beginning to late in therapy is still 

predictive of a reduction in depressive symptoms and an increase in self-esteem. 

To test whether EXP late in therapy accounted for changes in therapy in addition 

to that accounted for by the alliance over the last half of therapy, hierarchical regression 

analyses were completed. Table 12 presents the summary of results when the average 

alliance score fkorn the last half of therapy was entered first and late modal EXP was 

entered second and regressed ont0 outcome factors. The alliance contributes significantly 

to the variance (23%, ps .05) and in addition, late EXP makes a significant incremental 

contribution @r .05) to changes on the SCL- 90R/BDI factor. The addition of late EXP 

contributed an additional 9% of the variance. The alliance in the last half of therapy does 

not contribute significantly to changes on the ME, but the addition of late modal E W  



Table 12 

Criterion Total R2 F D fs Beta 
&Variable R* Change Change 

RSE 

Late WAI .O6 - 0 6  1.99 1,32 -24 

Late Exp .19 -13 5.14* 2,31 -39 

Note: * p~.OS.**p~Ol. Outcome scores are residualized. Residual gain means 
corrected for initial level. 
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contributes significantly @r .05), accounting for an additional 13% of the variance of 

change. Again, the independent variables failed to produce significant change in 

interpersonal problems.Overai1, late modal EXP was found to conûibute significantly to 

outcome (depression and self-esteem) over and above the alliance measured in the second 

half of therapy . 

Table 13 presents a summary of results in which hierarchical regression analyses 

were conducted with the alliance later in therapy and late peak EXP as predictors of 

outcome. The addition of peak EXP made a significant incremental contribution to the 

variance of change @ s  .01) on the SCL-90R/BDI factor. It accounted for an additional 

14% of the variance. Late peak EXP also made significant incrernental contribution to 

the RSE factor (ps dl) ,  accounting for an additional 19% of the variance of change. It 

appears that E W  in the last half of therapy in relation to core themes contributes to 

changes in depressive symptornatology and increases in self-esteem over and above the 

alliance in the last half of therapy. Overall, late peak EXP was found to contribute 

significantly to outcome (depression and self-esteem) over and above the alliance 

measured in the second half of therapy. 

In summary, hierarchical regression analyses suggest that an increase in EXP 

fkom early to late in therapy predicts a decrease in depressive symptoms and an increase 

in self-esteem, even when the alliance early in therapy is taken into account. In addition, 

late EXP signi ficantly predicted change on depressive symptomatology and self-esteem 

measures over and above the alliance in the second half of therapy. 



Table 13 

ierarcbical reression analvses of late alliance and late peak experiencing factors 
on outcome i n d i a  

Criterion Total RZ F Dfs Beta 
&Variable R2 Change Change 

--- 

Late WAI 
Late Exp 

RSE 

Late wA.1 .O6 .O6 1.99 1,32 - 2 4  

Late Exp - 2 4  . 1 9  7 . 59** 2,31 .48 

IIP 

Late WAI a 001 .O01 . O 6  l , 3 2  - . O 4  

Late Exp . 09 . 08 2 .85  2#31 -.32 

Note: * pc05.**p501. Outcome scores are residuaüzed. Residual gain means 
corrected for initial level. 



Additional Analyses 

Given the hding that early EXP correlated significantly with the IIP, but not 

other outcome measures, M e r  analyses were conducted to see which of the six 

subscales of the IIP correlated with EXP. Table 14 shows the results of analyses in which 

average modal and peak EXP was correlated with the six subscales. These results 

indicate that the two subscales of the IIP that are initially associated with capacity for 

experiencing are the sociality and intimacy problems scales of the measure. 

Differences Between Groups on EXP 

Given that the sample used in this study consisted of two groups each of whom 

received different foms of Experiential therapy (Client-centered and Process- 

experientid), it was important to explore differences in EXP level that existed between 

the two groups. While this question did not address any of the major hypotheses of this 

particular study, any differences that may have resulted f?om treatment approach was of 

interest. A t-test did not reveal any significant differences in modal or peak ratmgs 

between the Process-experiential and Client-centered group in the second session (Modal 

Exp: t-26, p= .80; Peak Exp: e.06, p=.96). A comparison between the two groups on 

mean modal EXP in the last half of therapy also did not reveal significant differences 

(t= 1.73, p=-092). A comparison of means did reveai a significant difference in peak EXP 

between therapy groups in the second half of therapy (t2.30, p=.028). It appears that 

average peak EXP in the Process-experiential group (M=4.13) was significantly higher 

than the Client-centered group (Nk3.71). Note that the N of the two groups was relatively 



Table 14 

Pearson r correlations between early session averaee modal and peak EXP and IIP 

Ass Soc Sub Int Res Con 

Note: *p<.OS. **p<.01. Ass=assertive; Soc=sociable; Sub-subrnissive; Int=intirnacy; 
Res=responsible; Con=controlling; ses2m=session 2 modal EXP; ses2p=session 2 peak 
EXP. 
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small (PE: N= 18, C/C: N=17) suggesting the possibility of a Type II error. Differences 

that may exist rnay not be reflected in the results, given the reduced power of the t-test. 

One must be circumspect in drawing any conclusions fkom these hdings. 



Discussion 

Sîudy Summary 

This study explored the relationship between in-therapy client processes and 

change over two types of Experiential therapy wiîh a depressed population. Change over 

the course of therapy was inferreci by change on four outcome rneasures: reduced 

symptom distress, measured by the Global Severity Index (GSI) of the Symptom 

Checklist 90-R (SCL-90-R; Derogatis, 1983); reduced interpersonal distress, measured by 

the Inventory of Interpersonal Problerns (Ill?) (Horowitz, Rosenberg, Baer, Ureno, & 

Villasneno, 1988), mean score; reduced depressive symptoms, measured by the Beck 

Depression Inventory @DI) (Beck et al., 1 96 1 ), and increased self-esteem, measured by 

the Rosenberg Self-Esteem (RSE) (Rosenberg, 1965). The study sample consisted of 35 

clients, 18 who participated in Process-Experiential therapy and 17 who participated in 

Client-Centered therapy. Ail clients participated in 16-20 week sessions of 

psychotherapy. Depth of experiencing was measured by the Experiencing Scale 

(EXP) (Klein et al., 1969). Al1 rated segments received both a modal and peak rating on 

the scale. Investigators were inter&ted in whether overall theme-related EXP as well as 

change in therne-related EXP over the course of therapy was related to positive outcome. 

A method was developed for isolating core therapeutic themes. EXP was sampled early in 

therapy and in three highiy theme-related sessions fiom across the last half of therapy. In 

order to investigate whether or not EXP was a stronger predictor than the alliance, the 

alliance was measured early as well as late in therapy. 
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The following predictions were proposed regarding the relationship between 

theme-related EXP and outcome: a) overall, theme-related EXP in the 1 s t  half of therapy 

would predict positive outcome, b) theme-related EW Iater in therapy would predict 

positive outcome over and above early EXP c) both early EXP and the early session 

alliance would predict positive outcome, d) EXP in the last half of therapy would predict 

outcome over and above either early session alliance and early session EXP and e) late 

session EXP would predict outcome over and above late session alliance. 

hi tially , correlational analyses were performed to stud y the relationships between 

EXP and the alliance both early and late in therapy, and the pre- and post-therapy 

outcome measures. Correlations with pre-treatment scores on the four change measures 

were not significant, with the exception of the correlation between modal EXP and the 

IIP. These findings suggested that degree of depressive symptomatology does not affect 

one's capacity for EXP. E W  was not a function of depression in this sample. 

EXP early in therapy showed a mal1 but significant correlation with a change in 

depressive symptoms at post-treatment, but did not correlate with other measures of 

change (an increase in self-esteem and a change in interpersonal problems). Early EXP 

and EXP in the last half of therapy were significantly correlated; correlations hovered 

around .45. These analyses suggest that EXP early in therapy may be a propostic 

indicator for later EXP. They also suggest that the thmapeutic interaction that occurs 

between these points determines whether high EXP will in fact occur. In other words, 

EXP is not simply an individual trait that remains constant over therapy ultimately 
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detemiùiuig whether change occurs. Clients may have a propensity toward high or low 

depth of EXP, but therapeutic intententions affect whether or not higher depth of EXP 

occurs later in therapy. 

Further correlational analyses did reveal a strong relationship between both 

theme-related average modal and peak EXP as well as fiequency of EXP at both 4 and 6 

and above in the 1 s t  half of therapy, and change in symptom reduction (as measured by 

the BDI, and the SCL-90R), as well as increases in self-esteem (as measured by the ME). 

These analyses suggest that EXP in the last half'of therapy is strongly associated with 

positive change in therapy. 

In summary, correlational analyses relating EXP early in therapy to EXP in the 

last half of therapy, and post-treatment outcome, reveal that early level of EXP is 

somewhat indicative of depth of EXP in the second half of therapy, and marginally 

indicative of a reduction in symptoms at the end of treatrnent; the strongest relationship 

exists, however, between theme-related EXP in the last half'of therapy and post-treatment 

outcome. Average theme-related EXP and particdarly fkequency of EXP at 6 and above 

in the second half of therapy is the strongest predictor for a reduction in depressive 

symptoms, and an increase in self-esteem. Thus, while early EXP is a prognostic indicator 

for high EXP later in therapy, high EXP later in therapy is a stronger indicator for success 

at the end of therapy. 

Correlational analyses between the alliance and EXP scores early in therapy 

showed non-significant correlations suggesting that initially, they are two separate 
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therapeutic processes. The alliance early in therapy did correlate significantly with peak 

EXP later ui therapy, suggesting that the alliance early in therapy is predictive of EXP 

later in therapy. Finally, correlational analyses showed a positive significant relationship 

between the alliance and EXP later in therapy. Thus, over the course of therapy, the 

alliance and depth of EXP do become inter-related, although results have not determined 

the direction of the causality. 

Hierarchical regression analyses were employed to study the relative strengths of 

both EXP and the alliance at diflerent points across therapy in predicting outcome. 

Overall, late session theme-related EXP predicted positive outcome over and above eariy 

EXP, early session alliance, the combination of these two factors, and late session 

alliance. Hierarchical regression analyses showed that both average modal and peak EXP 

in the 1 s t  half of therapy was a significantly stronger predictor of changes in symptom 

distress (as measured by a composition of scores on the BDI and SCL-90R) and increases 

in self-esteern than early EXP. These analyses suggested that an increase in EXP over the 

course of therapy predicted changes in symptorn distress and increases in self-esteem. 

These changes in EXP were not associated with changes in interpersonai distress (as 

measured by the IP). 

The alliance at session 4 was predictive of a reduction in symptom distress, but 

was not significantly associated with increases in self-esteem or a reduction in 

interpersonal distress. Nevertheless, late session theme-related modal and peak EXP was 

a significant predictor of changes in symptom distress and increases in self-esteem, over 
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and above the alliance at session 4, as well as the combination of the early alliance and 

early session EXP. These changes in EXP fiom early to late sessions were not associated 

with changes in interpersonal distress. Finally, the alliance in the last half of therapy was 

significantly associated with a reduction in symptom distress, however, late session 

theme-related modal and peak EXP were significant predictors of these treatment gains 

even when controlling for late alliance. The alliance in the second half of therapy was not 

significantly correlated with increases in self-esteern; however, late theme-related modal 

and peak EXP was a significantly stronger predictor of increases in self-esteem. Again, 

neither the alliance in the second half of therapy nor late modal and peak EXP were 

significant predictors of a reduction in interpersonal distress. 

In summary, analyses suggested that an increase in theme-related EXP over the 

course of therapy predicts a reduction in depressive symptoms and an increase in self- 

esteem. While the alliance early in therapy does predict a reduction in depressive 

symptoms (although not an increase in self-esteem), the increase in EXP over therapy 

predicted changes in both depressive symptoms and self-esteem, over and above the early 

alliance, early EXP or the two combined. Analyses also suggest that the alliance and EXP 

are separate factors early in therapy. ûver the course of therapy, however, they do become 

inter-related. EXP, however, predicts changes in depressive symptoms and increases in 

self-esteem over and above the alliance in the last half of therapy. While EXP at the end 

of therapy was marginally related to changes in interpersonal problems, none of the other 

variables measured were significantly predictive of changes in interpersonal problems. 



Conclusions and General Discussion 

A number of the important hypotheses were c o b e d  in this study. As in earlier 

studies (Rogers et al., 1967; Kiesler, 1971), EXP was strongly correlated with changes in 

outcome. Thus, empirical support for Rogers' (1 958; 1959; Rogers & Dymond, 1954; 

Walker et al., 1960) and Gendlin's (1 962; 1964; 1967; 1969; 1974) early articulation of 

and subsequent measurement of the experiencing process as an important process of 

change in therapy has once again been established. 

This study differs fiom previous studies reportùig associations between EXP and 

outcome in a few fundamental respects. It specifically establishes that change in theme- 

related depth of experiencing predicts outcome in the Experiential psychotherapeutic 

treatment of depression. It is important to ernphasize that this does not establish that 

positive findings were obtained becawe EXP was measued in the context of thematic 

matenai. It is possible that if EXP was measured in relation to random segments of 

therapeutic dialogue, such a study would have yielded positive results. Ln order to claim 

the superiority of the sampling technique used in this study, a comparative study using the 

same data set would need to show that EXP in randomly sampled segments does not 

positively correlate with outcome, nor does a change in EXP in relation to randomly 

sampled segments predict positive outcome. 

Research studies investigating the experiencing process in relation to change in 

psychotherapy have commonly utilized personality change measures as opposed to 

psychotherapy outcome rneasures (Kiesler, 1971; Klein et al., 1986). The current study 
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specifically employed outcome measures that have been established as reiiable measures 

of change in depressive symptomatology Peck, Ward, Mendelson, Mock, & Erbaugh, 

1 96 1 ; Beck, 1 972). In addition, previous studies have hvestigated EXP selected from 

sessions in a random manner, while the cwent  study explores EXP in the context of 

important thematic client material. Besides recent studies loolang at the micro-processes 

of change in relation to EXP (Hardtke & Angus, 1995; Warwar & Greenberg, 1999,  the 

relationship between in-therapy EXP and outcome has been little studied with depressed 

clients. What these hdings suggest about the relationship between EXP and outcome is 

that in Experiential therapy with depressed clients, when themes are a focus of therapy 

and clients are able to move through a sequence of increasing depth of experiencing in 

relation to them, their depressive symptoms tend to decrease and their self-esteem tends 

to increase. 

This study also addressed the question of whether EXP is a trait variable that 

remains constant throughout therapy, or in fact changes depending on what transpires 

during the therapeutic process. Findings suggest that initial E W  is unrelated to initial 

levels of pathology. Thus, EXP is not infiuenced by depression or self-esteem. Some 

clients do appear to enter therapy with a propensity toward EXP. This is shown by the 

finding that early EXP modestly predicts EXP later in therapy and marginally predicts 

outcome at the end of therapy. Early EXP level, however, by no means determines later 

levels of EXP. Furthemore, an increase in EXP nom early to late in therapy, over and 

above the alliance is the strongest predictor of changes at the end of therapy. Thus, 
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hdings refute the claim that EXP is a trait variable that remains constant over therapy. 

EXP is clearly affected by what occurs over the course of therapy. 

In addition to the overall relationship between EXP and outcome, investigators 

were interested in the pattern of EXP across therapy and its relationship with treatment 

outcome. Early research of this question suggested a positive cox~elation between EXP 

measured at various points across therapy (early, middle, and late) (Custers, 1973; 

Fishman, 197 1 ; Brodley, l988), but did not establish a pattern of a positive linear increase 

in EXP across therapy îhat was associated with positive outcome (Kiesler, 1971). The 

current study approached this question somewhat differently; by looking at theme-related 

EXP early and late in therapy, an increase in EX. from the beginning to the 1 s t  half of 

therapy was shown to be associated with outcome. 

hevious studies that explored the pattern of EXP over the course of therapy 

adopted the working hypothesis that was generated by Rogers' early conceptualization of 

the Mly functioning person. Rogers believed that therapy was a process of moving fYom 

futed to open, or ngid to fluid functioning. The end goal of therapy was optimal 

personality change towards a fully-hinctioning person. If therapy was a process of moving 

fiom fïxed to open functioning, than this would be reflected through continual upward 

movement through the stages of the Experiencing Scale. The "Mly fbctioning person" 

then was one who was open to ever-changing experience and constantly at level 7 

experiencing. It thus followed that dipping in randomly through a senes of therapy 

sessions (in a successful treatment) would reveal a pichire of linearly increasing EXP. 
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This study worked with a different assumption about how clients move through 

the stages of the EXP scale. It looks at the pattern of EXP in relation to thematic material. 

An assumption of Experiential therapy is that clients bring problems into therapy that are 

causing them to suffer, and rnaking their Lives paùiful or difficult. The task of therapy is 

to identiQ and explore the underlying dysfunctional emotion schemes that are seen as the 

source of their difficulties (Greenberg et al., 1993; Goldman & Greenberg, 1996; 1997). 

The working through of underlying emotion schemes is the medium through which 

change in therapy occurs. Various tasks are proposed to aid in working through 

dysfùnctional emotion schemes for the purpose of creating and adopting more 

'Huictionai" emotion schemes. Thus, the therapeutic change process is viewed as a senes 

of affective-cognitive problern resolution tasks. 

It stands to reason, however, that clients will not, at every moment focus on 

underlying dys functional emotion schemes or be engaged in affectivecognitive problern 

resolution tasks. Thus, a certain portion of therapy sessions will be consumed by other 

important, albeit less profound, aspects of the therapeutic process such as building a 

relationship, negotiatùig the tasks and goals of therapy, reprocessing events that 

transpired earlier in therapy, and just generally "searching around" for meaningfbl 

material. The experienced clinician cm attest that therapy is not a continuous ongoing 

process of working through deep emotional material. 

The method developed for isolating thematic material, then, was seen as a means 

to identify those portions of therapeutic dialogue that did center upon affective-cognitive 
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problem solving work, and to measure the pattern of client EXP in relation to it. This 

methodological approach to investigating theme-related E)(P reveaied an interesting 

"pattern" of EXP across therapy. Evidence suggests that while modal EXP in an early 

session of therapy (2) does not predict changes in depressive symptoms, peak EXP does. 

However, when early session modal and peak EXP is taken into account, an increase in 

the last haif of therapy in theme-related depth of experiencing does predict treatment gain. 

In other words, an increase in depth of experiencing from the beginning to the last half of 

therapy, when clients are working through thematic affective-cognitive processing 

problems, did significantly predict a reduction of depressive symptoms and increases in 

self-esteem. What is most important and most predictive of change in therapy is an 

increase in depth of experiencing fiom earIy to late in relation to thematic material. 
' 

Specifically, experiencing must deepen over the course of therapy in relation to affective- 

cognitive processing of important material. Furthemore, hdings suggest that the 

resolution of affective-cognitive troubles, indicated by attainment of level6 EXP at some 

point in the second half of therapy is most predictive of change. 

Themes, Depressive Subtypes, and Emotional Sehematic Change 

The major finding that change in EXP in relation to depressive themes that were 

either intra and interpersonal in nature was strongly associated with change over the 

course of therapy lends support for two important theories regarding change in 

psychotherapy with depressed clients. First, evidence supports Blatt's hypothesis that 

depressive schemas tend to be either intra- or interpersonally based (Blatt, et al., 1976; 
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1982); second, evidence confimis that emotional schematic change in relation to such 

themes is an important dimension of overall change in psychotherap y (Greenberg & 

S m  1986; 1987; Greenberg et al., 1993; Korman & Greenberg, 1995). The followuig 

sections will fûrther explicate how these theones were supported in the current data 

Themes and Depressive Subtypes 

It was interesthg to the investigator that once themes had been identified for each 

client, it becarne clear that the major concem that lay behind al1 of the themes were either 

interpersonal or intrapenonal in nature. This very much cohered with Blatt's (Blatt, 

D'Mliti ,  & Q d a n ,  1976; Blatt, 1982) theory that depression is related to either inter or 

intra-personal pro blems. 

Blatt, an object relations theorkt posits two different types of depression, both 

seen as responses to trauma occurring at different developmental stages. According to his 

theory, different types of conflict exist in adult Life depending on when in the child' s life 

the major trauma occurred and was subsequently intemalized. These two types of conflict 

are seen as major sources of depression and are conceptualized as either anaclitic or 

introjective. Anaclitic depression is related to fears of loss of love and abandonment 

arising fiom early disruptions in the child's basic relationship with the primary object. It 

is associated with the improper developrnent of ego functioning and excessive 

dependency. By contrast, introjective depression is related to a harsh, punitive, critical 

superego that creates feelings of inferiority, worthlessness and guilt. Need gratification is 

seen as less important than approval and acceptance. As such it is related to 
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developmental problems associateà with superego functioning. In this type of depression, 

an assumption is made that basic ego functioning is intact and that problems arose later in 

the child's development when feelings about self-worth and self-strivings were being 

formed. It is associated with the internalization of a harsh, critical parent. While Blatt 

States that these two types of conflicts may overlap in the same person, depression is 

usually associated with one type of conflict. 

Anaclitic depression usually represents itself in problematic interpersonal conflict. 

The person is usually has intense needs to be cared for and soothed. As such, the person is 

extremely vulnerable to rejection and abandonment. Often s/he will have difficulty 

expressing rage for fear of destroykig the object, the pmon's source of satisfaction. 

Introj ective depression usually represents itself in prob lematic intrapersonal relations 

revolving around self-esteem and self-dennition. This person is extremely vulnerable to 

failure. In reaction to lack of recognition, this person can becorne intensely harsh and self- 

critical plat& et al., 1976; 1982). In the following section, 1 will interpret how emotion 

schemes might be either interpersonaily or intrapersonally-based, and how change in 

these schemes might occur over therapy. Theorizing will be illustrateci with two case 

examples drawn fiom the curent data set. 

Depressive Themes, Emotion Schemes, and Change in Experiencing 

An explication of current emotion theory (Fridja, 1986; Leventhal, 1984; 

Greenberg & S m  1987; Korman & Greenberg, 1997) can be invoked to explain how 

change in theme-related experiencing occurred. It is the fiindamental belief of 
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Experiential theorists that change in therapy occurs through a emotional schematic 

change. Emotion schemes consist of a complex integration of appraisals, affects, needs, 

cognitions, and action tendencies that have developed Eom innate tendencies and 

responses to past experiences. In early formative years, syntheses of many schemes based 

on biologically adaptive primary emotions develop and continue to be currently adaptive. 

Some however, that may have been adaptive in the person's early environment are now 

currently maladaptive (Greenberg & Safran, 1987; Greenberg & Korman, 1993) and are a 

source of emotional pain. Maladaptive schemes and the avoidance of pain associated 

with them is a primary source of dysfunction (Greenberg & Paivio, in press; Goldman & 

Greenberg, 1996). A doser observation of the data revealed that core emotion schemes 

were associated with the various inter- and intrapersonal themes that were identified for 

each client. Thus, a focus on themes signaled that particular sets of maladaptive schemes 

were being evoked that either centered around intra or interpersonal confiicts. 

In iight of this observation, it is interesting to explore in depth the correlations 

between the fkquency of various stages of EXP and treatment gains. Modal and peak 

scores at stage 4 and above were associated with a reduction in depressive symptoms; 

stage 6 and above was also associated with change in depressive symptoms and increases 

in self-esteem, and changes in interpersonal problems. This suggests that client 

processing at the diffèrent stages of the Experiencing scale are associated with different 

aspects of change in clients' emotionai schematic processing. In the following section, 

theme-related client expaiencing examples will be used to illustrate the different aspects 
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of emotional schematic exploration that are associateci with stages 4, 5, and 6 of the EXP 

scale. Examples of both "interpersonal" and "intrapersond" theme-related E W  in two 

therapy cases dram fiom the curent data set will be used. 

The two cases will exemplify how EXP change is conceptualized in motion 

scheme ternis within the context of the thematic problems that these two clients worked 

through across the sessions. Within these two cases, in addition to thematic material fiom 

segments rated for this study, segments were extracted fiom intervening sessions in aid of 

illustrating the narrative picnire of how thematic problems emerged, changed and were 

resolved over the course of therapy. 

EXP on Intrapersonal Themes 

The first example is drawn fiom a Process-Expenential therapy with a 44-year old 

woman, lill, who reported that her second and current marriage was "on the rocks." in her 

k t  marriage she had been emotionally and physically abused. After six years she had left 

the marriage, leavhg behmd her two sons. At the t h e ,  she feared that taking them would 

put al1 of them into danger. She c&ed a great deal of grief over her decision to leave her 

sons with their father, in spite of presently being on good ternis with them. One of Jill's 

themes that fell into the inrrapersonai category is: 

A need to be perfect Ji11 felt that she had to be perfect in every respect in order 
to be lovable. Being perfect meant being independent md strong in her capacity 
as daughter, wife, sister and fiiend. She felt bad about herself if she did not live 
up to these standards. 
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The following excerpt fkom session 01 illustrates the client's representation of this 

theme in the dialogue. An Experiencing scale rating will follow each client talk-turn: 

C: Well, part of me wants to ignore it al1 and pretend it is not happening, you see, I've 

always been the stroong one you know who's in control of everythmg and 1 don? like these 

feelings (EXP level: 4) 

T: So it kind of feels iike you shouldn't be like this (Exploratory reflection) 

... later in the session .... 

T: -sounds iike there's a lot of feelings in there, why don? we explore some of that cause 

1 understand that there's a part of you that wants to curl up and kind of ignore it, but uh, 

since you are here 1 imagine there's a part of you that doesn't, that's aware that you're 

hurting and you need to talk. 

C: 1 guess over the years, 1 have this image of myself as superwoman, to be able to do 

everythmg, hold down a MI time job, do the cleaning, cook gourmet meals, do al1 the 

housework, drive my family around, be there for them when they need me, and do a lot of 

volunteer work in our church at the same time so (EXP level: 4) 

T: so you feel you should be able to do al1 that and do it well 

C: Well, I've been doing this and lately I've been c u h g  back on some of it and 1 feel 

guilty (EXP level: 4) 

T: So it's been kind of tough to be perfect lately and its been a struggle and you feel 

p u i b  

C: yeah 1 do 
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T: you feel like you should be, doing more and getting everytbmg done the way you have 

been 

C: Well, 1 realize that what 1 was doing was just not hurnanly possible because 1 was 

pushing myself and I never allowed myself any fkee tirne, and its more naturd and 

healthy, but then 1 ask myselfwhy do 1 feel guilty about it? (EXP level: 5) 

The above excerpt, contains dialogue at stage 4 and 5 EXP. According to Klein et 

al (1986), stage 4 EXP rneans that the client's attention has shifted to the "subjective flow 

of experience as referent, rather than to events or abstractions. The content is a clear 

presentation of the speaker's feelings, giving a personal, interna1 perspective or account 

of feeling about the self7@.23). In emotion theory terms, stage 4 EXP usually means that 

an ernotion scheme has been evoked an is being cmentiy explored. Schemes consist of 

appraisals, needs, affects, cognitions and action tendencies. This particular emotion 

scheme contains such cognitions as '9 have to be super competent" which, for this client, 

is associated with being available to meet others' needs when necessary, and fulfilling al1 

her duties with ease. It also consists of both an appraisal of herself as in control, and 

likely a fear of losing control. Underlying this may be a need for love and recognition, as 

this is how she has leamed to feel valued. 

Stage 5 on the EXP scale indicates that the client content is "a purposehl 

elaboration or exploration of the speaker's feelings and experiencing. There are two 

necessary components: Firçt, the speaker most pose or defhe a problem, proposition or 

question about the seK.second, the speaker must explore or work with the problem in a 



personal way. The exploration m u t  ... have the potential to expand the speaker's 

awareness of experiencing" (Klein et ai., 1986, p.23). In emotion theory terms, stage 5 

EXP indicates that a client is experiencing and exploring the current emotion schema 

while stepping outside of it and evaluating emotional experiencing. There is some 

recognition that the current manner of processing is not functional or satismng and may 

be causing the client to çuffer. There is irnplicit intentionality to expand, change or alter 

one's current mode of emotional processing in relation to the current problem as there is a 

recognition that c u e n t  modes are not working. This must emerge fiom within cment 

emotional processing (stage 4); the emotion scheme must be "up and ninning" or in 

current awareness. From within an aectively-laden environment, the client is reflexively 

questioning the emotion scheme. This might mean an exploration of cognitions, 

perceptions, needs and associated action tendencies. 

In the above example, the client expresses a desire to relax, take care of herself, 

and meet her own ne&. She intmpts this desire, however, with a self-injunction that 

prohibits her fiom ''taking it easy." This is likely represented (although it is not explicitly 

stated) by the part of her that says she has to be "supe~rornan" and be "in control." In the 

above excerpt she is beginning to question why she makes herself feel guilty, and how 

she stops herself fkom taking care of herself, implying a desire to change her current 

ways. When she begins to question her current emotion scheme, ratings start to jump to a 

5 on the EXP scale. 

This theme surfaces again in session 1 0 at which time the client has more of an 
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opportunity to explore it. Ji11 reports a current codic t  with her husband in which she 

feels afiaid to reveal her fears and wishes in relation to their financial situation. She does 

not want to confront him because she is afkid she will lose emotional control, break 

down and cry. She feels that she shodd be strong and independent, and resolve the 

problem within herself. The therapist recognizes this as a marker for a two-chair dialogue 

(Greenberg et al, 1993) and suggests putting the different aspects of herself uito two 

separate chairs. During the dialogue, two aspects of herself emerge: a "strong" part feels 

the other part is weak for needing people and another more essential part of herself that is 

not ofien represented in the client. This is the part that feels needy, vuinerable and 

,somet.mes weak. 

T: Teii her what you feel towards her 

C: You should be less needy, you are weak (EXP level: 3). 

The other part of herself feels afmid, and does not want to hurt her husband. She feels 

she needs his approval. A shifi in the dialogue occurs d e r  the client expresses sadness 

about how alone she feels in the marriage and when the therapist encourages the client to 

express her needs: 

T: What do you want fiom her (therapist is r e f d g  to critic)? 

C: 1 want to be more like her, to feel more confident (EXP level: 4) 

T: What are you feeling like? 

C: 1 feel that the two sides have suddenly merged, it is as if the stronger person carne over 

here and sat with me and said you're ok (beginning of EXP level: 6) 
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Later in the session she says to her critic in the other chair: 

C: I'm not so scared anymore to co&ont the issues, 1 feel stronger and like you are going 

to protect me (EW level: 6). 

Later in the session, when she t a b  about crying and being weak, she says: 

C: .... I guess I feel secure .... and that it's ok, you know to cxy and ah that's part of the 

process 1 have to go through to deal with some of the problems ... and 1 don't think 1 want 

to lose that part of me that feels sad ... 1 don't want to become somebody who's hard and 

callous.. 

In the above excerpt, the client begins to hit level6 EXP. A more elaborate 

explication of how level6 is conceptualized in emotion scheme terms wiil follow in later 

case examples. First, intrapersonal themes in the case of "Lisa" wiIl be illustrateci. 

usa (306kJ11tra~ersonaI The= 

Further illustration of the relationship between themes, EXP, and emotional 

schematic clients can be seen in the case of Lisa This client was a 29-year old woman. 

She received 16 weeks of Process-experiential therapy. She had been manied for 6 years, 

and had two children. Her husband was a compulsive gambler. Her father was also a 

gambler, and her mother had endured this over the years. If Lisa complained or expressed 

unhappiness to her family over her husband's gambling, she received the message that she 

should also put up with it (like her mother had). One of Lisa's themes that fell into the 

intrupersonal category was : 



Lack of self-worth. She felt unheard, niminished and invalidated. She felt to 
blame for husband's garnbling. She felt that if she asserted feelings and needs, she 
would be betraying her husband, and consequentiy, was not being a "good wife." 

Even though this theme was &en manifested in confiict with her husband, it waç 

seen as inmpersonal as the codlict was ultirnately between d i f f m t  aspects of herself. In 

the following excerpts fkom session 1, the client is discussing her inability to stand up to 

her husband for fear of losing him. 

C: Exactly, because of- whether it's giving up on him, or just let it be, 1 can't change him, 

what's the point, but then inside it-it still hurts me um, which doesnft make sense (EXP 

level: 4) 

... later in the session .... 

C: No, that's what 1 fear, once the voice gets r a i d  (referring to husband), 1 kind of 

simmer down and just take it, 1 won? go and Say to myself oh I'rn not going to put up with 

this (EXP level: 4) 

T: It's what you thuik you should say, but it's not what you feel 

C: Yeah but that's not what 1 feel or do (EXP level: 4) 

T: Mm hm, because you do feel like, what's that feeling that you feel in that situation? 

Like oh no 1 better not push h i . ,  or.. 

C: Yeah, because he he'll corne out with 'oh then I'm going to go out, I'm just going to go' 

(gamble) (EXP level: 4) 

T: So you don't want him to lave  

C: I guess not, (surprised and puzzled voice) yeah, that's why 1 stop yeah ...( voice trails 



ofT)(EXP level: 4) 

T: Are you puzzled about thaî, like why don't I want him to leave? 

C: That's what 1 Say to rnyself, why don't 1 stand up for myself-again, he's controlling me, 

1 want to but 1 don't (beginning of EXP level: 5) 

T: Kùid of asking yourself, why don? I stand up for myself 

C: Yeah, it stops there, 1 guess I haven't gone that step yet (beginning to be EXP level5 

although not fblly elaborated) 

In the fourth session, Lisa expresses anger at her husband for abandoning her and her 

children when he goes out and gambles. She feels rejected and hopeless. She blames 

herself for his gambiing, and relates this back to her experience with her father: 

C: 1 can't really tell him what 1 really feel or that he's let me down and that 1 don? like to 

Say these thuigs cause 1 think oh I'm gonna hurt hun, and it's going to get worse (EXP 

Ievel: 4). 

T: There are al1 these ways in which you stop yourself 

C: I fear him, I look at him as my father and 1 have fear (En level: 4) 

The therapist makes a process diagnosis that an unfinished business dialogue with her 

husband in the empty chair would enable her to express feelings towards him. She 

expresses resentment and hurt towards him for leavhg her with the burden of the family. 

What quickly emerges is a feeling of being trapped and an inability to N l y  express her 

feelings. The therapist, observing that she is having difficulty expressing feelings, 

suggests a self-uitemptive dialogue (Greenberg et al, 1993) to help her become aware of 



how she holds back anger: 

C: 1 feel like there's these iron bars or something; even though my heart tells me that I 

should get out and, and do what 1 feel is right, when he's in fiont of me 1 feel 1 cannot go 

anywhere (EXP level: 5). 

T: That's what you Say to yourself, 'stop don't go anywhere'? 

C: yeah, because he's going to get angry or make me change rny mind, like rny mind goes 

the opposite way (En level: 5); 

T: Corne over here [Initiates self-intmptive dialogue] you're teliing me; let's take a look; 

switch this around a bit; be Lisa, and stop her fiom getting angry at Jerome (husband), 

somehow or other you are saying you go to get angr- and then somehow -something 

happens- you get scared; How do you scare h a ?  Can you do that now? 

Note that this portion is rated as stage 5 EXP because the client is reporting an 

awareness of an ernotional state while acknowledging that it is problernatic in nature. 

When she begins to feel angry, she stops herself Presumably there is an aspect of her 

experience that she is not consciously processing in this moment. in the above example, 

she is implicitly expressing a desire to understand how she stops herself nom expressing 

feelings. 

In this segment of session 5, the therapist encourages Lisa to express feelings and 

needs, and stand up to her self-critic that is hd ing  its expression through the image of 

her husband in the other chair 

C: (to self-critic in other chair) No, I'm an adult and 1 want to be treated like one ... 



T: What do you feel when you Say that? 

C: 1 feel strong when 1 Say that and 1 - 1 believe that (EXP level: 4) 

T: feels good to be heard ... what do you feel towards him now? 

C: 1 feel bigger and taller - like 1 can stand up for myself (EXP level: 6). 

In the following sessions, Lisa begins to distance herself fiom her husband's gambling 

problem. By session 8, she asserts herseKin relation to her husband and lets go of the 

blarne and responsibility for her husband's problem. She sees it a s  a pattern learned kom 

her mother that she no longer wants to perpetuate: 

C: Yeah, I'm tired of feeling trapped and isolated and believing that this is the way 

maniage is, but no! This is not the way and 1 don't want if I'm tired of it, I'm tired of 

being phony ... that makes me angry now when 1 try to pretend that it's okay when ifs not, 1 

can't stand it anymore. (EXP level : 6) 1 guess that's what the pain is (crying) and why 

have 1 allowed it (now moved to EXP level: 5) 

T: Asking why did 1 allow him to hurt me [empathie understanding] 

C: 1 h o w  it's probably a pattern coming from my mother because she allowed it, and 1 

believed that was the only way but 1 decided that 1 don? want to put this into rny children 

either, making them believe ... no, it's hannfiil (EXP level: 5) 

According to Klein et al (1 %6), at stage 6 EXP, the client "senses the inner 

referent is different .... the felt sense is more than recognizable feelings such as anger, joy, 

fear, sadness ... If familiar or known feelings are present, there is also a sense of "more" 

that cornes dong with the identified feelingsW@.23). In ernotion theory tems, the client 
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has now become aware of previously unidentifieci, disowneà, or unachowledged aspects 

of experience and incorporates thern into the cment emotion scheme. It may be that in 

early experiences, the person leamed to ignore or not to symbolize these feelings. This 

would have been functional when the schemes were originally being formed. It is no 

longer functional to ignore such feelings; it is in fact, dysfunctional. She discovers that 

believing that denying the importance of those needs is a pattern of behavior she has 

leamed £tom her mother. She watched her mother put aside her own ne& in relation to 

Lisa's father. This came to form part of Lisa's scheme of what a "good wife" does. In 

therapy though, she realizes that she no longer has to follow this script. She no longer 

sees her needs as  selfish. She leanis how to be kind towards herself and comes to feel that 

her needs for care and concem are indeed legitimate. She cornes to feel that she deserves 

more respect. Lisa also realizes that she no longer wants to pretend (to either herself or 

others) that it is okay when her husband gambles, and generaily neglects h a  and the 

family. This allows her to see that things c m  be different and that she no longer has to 

''play dong." She is able to then incorporate this into hm current scheme, which gives her 

b e r  ground on which to stand up to her husband. 

When clients are in the middle of a task, they will often corne to a new realization, 

such as Lisa di4 and quickly integrate this into a new view of self. From this new 

perspective, they will start to form new self-related propositions. This descnbes how a 

client might attain stage 6 EXP and then quickiy move to stage 5 EXP. In a sense, this 

self-questioning cm ody occur once the new view of self is foxmed. Thus, in this case, 





C: I want you to feel happy and fkee, to be-be yourself (crying) (EXP level: 6) 

T: You feel sad? 

C: 1 um, feel lost (as cntic) (EXP level: 6) 

T: you feel lost, what is it you feel like you are losing 

C: Authority, being in charge 

T: You don? feel so sure anymore, tell her 

C: I don? feel so sure any more, maybe 1 (critic) don? always h o w  what's good for you 

(EX. level: 6) 

Resolution in a two-chair dialogue ofteu receives a stage 6 rating on EXP 

(Whelton & Greenberg, 1995). As illustrated in the above example, resolution of a 

confiict split is preceded by a softening (Greenberg, 1979; Greenberg, 1984) of the critic. 

At this point, clients are experiencing feelings of which they have previously been 

unaware, have been disowned, or have never been symbolized. In this example, Lisa 

stands up to her critic, stating that she wants a chance to "feel her feelings." Mer  

continuous assertion on the part of the "essential" self, the critic eventually backs dom.  

The critic moves fiom a position of "you are being selfish," to "you deserve love". This 

is a new experience that is being incorporated into the current emotion scheme. The next 

step in the resolution of the self-evaluative conflict involves the expression of underlying 

vulnerability on the part of the cntic. The critic has lost some of its power and is now 

more aware of sadness, loss, and uncertainty. This is al1 representative of s h i h  in 

emotion schemes and receives a "6" on EXP. This process involves a reworking of 



cwent  motion schemes that will eventually lead to the formation of a new, more fûlly 

integrated self-scherne. The exploration and expression of new material promotes shifts in 

the architecture of the client's emotional schematic processing. Therapy is thus seen as a 

restructuring of emotional experiencing. 

EXP on Interpersonal Themes 

Ji11 (103): Interpersonal Theme 

What follows is the explication of how both EXP and the emotional schematic 

change process occurred in relation to one of Jill's interpersonal themes. The theme that 

is being exploreci in the following passages is: 

Need for approval from mother. Ji11 still longed to be the "good little 
girl" who always did right by her parents. 

In session 9, Ji11 talks about her guilt about Ieaving her two sons with her ex- 

husband, wonying that she "messed up their lives." Despite feeling that her son has 

forgiven her, she feels unable to forgive herself. In session 1 1, she works through the 

conflict in an emptythair dialogue in which she confkonts her mother's extreme 

disapproval of her decision. 

C: Mom, 1 don't think we're ever going to see eye to eye-because you see it in a different 

light (EXP level: 4) 

T: Can you tell her how you feel? 

C: 1 feel that I've lived my life to please everybody else, and it's been very hard and 1 don't 

want to do it anymore, and maybe we should agree that your life has been hard and you 



will never understand how difficult it has been for me (EXP level: 6) 

T: 1s there anythmg you want hm her? 

C: Don? expect so much fiom me anymore, cause 1 don7 thuik I'm going to be able to 

deliver it @XP level: 6) 

T: How do you feel saying that? 

C: 1 don? feel so guilty anymore, that 1 can't jump every time they want something ..A's 

been a real burden m g  to live up to what everybody else thought of me and it's made 

me very sad (EXP level: 6). 

In session 13, Jill reports feeling more self-confident, in charge of her life, and 

able to make changes. She continues to report positive feelings for the duration of 

therapy. In session 14, she reports standing up to h a  mother, not letting her push her 

around, and feeling more self-confidence in asserting her needs. 

Lisa (306): Interpersonal theme 

What follows is the explication of how the both EXP and the emotional schematic 

change process occtmed in relation to one of Lisa's interpersonal themes. The therne that 

is being explored in the foilowing passages is: 

Unresolved feeüngs toward father. She was angry with her father for 
being restrictive and authoritarian. She felt that she was not allowed to 
express her real feelings, that she was "locked in a closet."She felt 
responsible for his gambling problem and felt resentfùl of his denial of it, 
a s  well as his abandonment of her mother and the family. 

In the thud session, Lisa reported a family cnsis in which her schizopbrenic brother 
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had been violently threatening her mother. Her father was attempting to ignore the 

problem, telling her not to do anythmg about it. Lisa harbored strong feelings of anger 

towards her father who she saw not protecting her mother. She also expressed confusion 

about not being able to hlly feel her anger towards him. 

C: Why should she be Living that way--it makes me redly angry towards my dad (EXP 

level: 4). 

T: Really angry, like you'd just like to tell him off, or; 

C: Well, yes, why doesn't he just wake up and see if ... 1 suppose hefs an ernotionally sick 

man himself (EXP level: 4). 

T: So when you get angry, you slide into understanding his predicaments. 

C: Yeah, 1 don? know if it's right or wrong, but I'm excusing him, or urn - 1, I'm also 

protecting him, I'm not blaming him (EXP level: 4) 

Identifying a marker of an affective problem state o f  painful feelings toward her father, 

the therapist suggests that it would be best to put him in the empty chair so that she may 

express feelings towards him: 

T: Maybe we should try something with your Dad, what you're descnbing is a very strong 

feeling of anger towards him, if you bring him in here in your imagination, it would give 

you a chance to express it toward him, would you be wilhg? 

C: yeah 

T: Ok, can you actually imagine him being here; in a sense, in your mind, bring h m  in 

here, get a sense of  him. What do you feel when you see him? 



C: (Crying) it just feels that way, I always feel scared (EXP level: 4) 

T: You feel scared? 

C: Yes scared (crying). scared-1 feel that 1 always had to be a good girl in front of him 

(EXP level: 4). 

This results in an initial acknowledgment of fear and the later expression of anger and a 

recognition of her need for acceptance. 

In the dialogue with her father in session 3, Lisa expresses anger toward him for 

denying the family (and herself) the right to be angst at him for gambling and abandonhg 

them. She stands up to her father and places the responsibility for his garnbling back onto 

him: 

C: It's not my fault! It's not my fault! (EXP level: 4) 

T: Again, it's not my fault that you gambled 

C: it's not my fault that you gambled!(EXP level: 4) 

T: And then what do you feel inside? 

C: Separate, away from him, like I'm my own selE(EXP level: 6) 

In another dialogue in session 7, Lisa reasserts her sense of individuality, and 

expresses a feeling of strength. She later expresses sadness at having missed a close 

relationship with him: 

C: 1 feel strong, and a bit sad ... 1 guess 1 feel sad because 1 missed out on having a good 

relationship (EXP level: 4) 

T: How wodd you have wanted it? 



C: For us to be together, to trust me (sniff), to let me go ....( EXP level: 4) 

Initially, the interpersonal scheme associated with expression of feelings toward 

her Îather consisted of fear, a sense of guilt and responsibility for her father's 

weaknesses, and a (cognitive) belief that she should 'be a good girl". Thruugh therapy, 

Lisa came to express an aspect of this scheme that had was newly felt, integrated and 

expressed. This was a feeling that she was not to blame for his problems and that she had 

not cuused his troubles. This shift ailowed her to feel more separate £iom her father and 

to access a sadness of which she had not been aware. When she expresses a feeling of 

separateness, this receives an EXP rating of 6 because it is a new experience she had not 

previously felt. While this shift dlows her to access and further explore her sadness, the 

expression of sadness receives a rating of 4; while she is exploring new feelings, they are 

not yet fblly integrated into her self-schema, and thus do not yet warrant an EXP rating of 

6. 

The emotional scheme that was related to this interpersonal theme consists of 

such beliefs as "my rnother has to approve of my actions before 1 feel okay about myself," 

and "she sacrificed herself for her children. 1 did not. 1 am a bad mother and a bad 

person." Lisa felt associated feelings of guilt, inadequacy, and sadness. When she was 

able to access a primary need to care for herself and stand on her own hvo feet, she found 

the strength to differentiate henelf, and to let go of her need for her mother's approval. 

The shift occured when she decided that she could no longer live for her mother's 

approval. She was then able to access her own willingness to forgive herself for her 
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actions, and no longer criticized herself through her mother's eyes. She let go of the 

enormous burden of trying to please her mother, and was now able to live by her own 

standards. 

Thus, two case examples have shown how both intra and interpersonally-based 

emotion schemes might change in Experiential therapy. Such changes were also 

evidenced on outcome measures. Both clients showed significant reductions in depressive 

symptorns (as measured by the BDI and SCL-90R), increases in self-esteem (as measured 

by the RSE), and a reduction in interpersonal conflicts (as measured by changes on the 

EP) (Goldman & Greenberg, 1 996; 1997). 

Given this explication of the relationship between themes, ernotion schemes and 

change in EXP, it is worth reconsidering the correlations between fiequency of EXP at 4 

and above and 6 and above and treatment gains. These data suggest that the evocation of 

emotion schemes that are related to core interpersonal and intrapersonal concems is an 

important element in therapy. Stage 4 is associated with the exploring and working 

through of emotion schemas. This is, in itself, predictive of changes over the course of 

therapy. What is even more predictive, however, is a shifi in core emotion schemes. 

Resolution of a core conflict, or a &if€ in or restructuring of an emotion scheme (which 

receives an EXP rating of 6), is most predictive of a reduction in depressive s j p t o m s  

and increases in self-esteem, and a resolution of interpersonal problems. 

Depth of Experiencing Redefined 

What is being suggested in spelluig out the relationship between change in 
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emotion schemes and EXP is an elaboration of the definition of the upper stages of the 

EXP scaie. This redefïnition takes into account the previous conceptualization of a 

change in inner referents but fiuther articulates the processes by which emotion schemes 

change. The following is a proposal of how the stages would be redenned: - 
Core emotion schemes are evoked and explored in relation to material that is 

thematic or central to the person. The speaker is working through and elaborating 

emotion schemes consisting of appraisals, cognitions, affect, needs and associated action 

tendencies. There is a clear indication that emotional material is presently felt. 

B a d  

While exploring and elaborating c m t  emotion scheme(s), the speaker stands 

back from hif ier  experience and evaluates that some aspect of current expmience is 

unsatisfymg or unworkable. The person, explicitly or implicitly indicates a desire for 

cunent emotional processing to change. This must occur withm an ernotionally-felt 

context. 

slami 

The speaker becomes aware of disowned or unsymbolized experiences and 

synthesizes and integrates material into current emotion scheme(s). This produces a shift 

or restructuring of currently felt emotion scheme(s) and conhibutes to a new view of self. 

The therapeutic interaction affects level of EXP and change in therapy 

Previous research that investigated the relationship between EXP and outcome has 
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not explored the relationship between the alliance, EXP and outcome. Thus, while EXP 

has been shown to be significantly associateci with outcome, it has been difficult for 

researchers (Le. Brodley, 1988) to ascertain whether this effect is a h c t i o n  of a strong 

alliance or whether EXP and the alliance are in fact separate processes that both predict 

outcome. Findings fkom the analyses undertaken suggest that EXP predicts a reduction in 

depressive symptomatology even when the alliance is taken into account. After session 4, 

the alliance was a significant predictor of a reduction in symptorns at the end of therapy. 

Once the effect of both early EXP and the alliance at session 4 was accounted for, 

however, both modal and peak theme-related EXP in the last haif of therapy were 

significantly stronger predictors of a reduction in depressive symptomatology . In fact, late 

modal and peak theme-related EXP was even a stronger predictor than the alliance in the 

last haif'of therapy. While in this sample, the strength of the alliance at both session 4 and 

in the last halfof therapy did not predict an increase in self-esteem, theme-related EXP in 

the last half of therapy was a stronger predictor than both of these factors. Thus, evidence 

suggests that the level of experiencing rneasures more than the strength of the alliance 

between the therapist and client, and does in fact predict change in therapy. 

Findings also showed that while both early and late in therapy, the alliance and 

EXP are significant predictors of change in therapy, they are in fact separate processes. It 

is of interest, however, that early in therapy, they are two independent processes, but that 

over the course of therapy, they corne to infiuence each other. 

Further research is necessary to determine the way in which the alliance and EXP 



affect each other later in therapy, although it is possible to conjecture about the 

relationship. Initially clients rnay enter therapy conceptualizmg problems at a level of 

EXP that is 'iisual" for them, while simdtaneously establishing an alliance with the 

therapist. As therapy progresses, however, both the bond and the agreement between the 

therapist and client on the goals and tasks of therapy rnay Pfiect client EXP. That is, for 

example, a client rnight corne to believe through the therapeutic process that s/he is 

harshly sel f-cri tical and that this contributes to her depression (agreement on goals and 

tasks). The client rnay then believe that the therapist can help her with this problem 

(strength of bond) by facilitahg her through a twothair dialogue to resolve her self- 

critical "split." Through the working through of this affective-cognitive task, she  rnay 

attain high levels of EXP. In this way, the strength of the alliance might affect EXP. 
' 

Altemately, if a self-critical spiit is worked through to resolution, which would likely 

mean high depth of EXP, the client rnay then feel good about the therapeutic process and 

as a result feel closer to her therapist. The client rnay judge the process as worthwhile. 

Thus, EXP rnay in tum, affect the strength of the therapeutic alliance. This is an example 

of how therapeutic alliance and client experiencing rnay be two related but separate 

factors that influence each other and predict outcorne. 

EXP and the Inventory for Interpersonal Problems 

One surprising hding  in the study was the lack of a significant correlation 

between EXP and change on the IIP. Changes in EXP were relata to initial interpersonal 

distress but not predictive of decreases in interpersonal distress. When interpreting such 
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finclings, one needs to keep in muid that although statistical power was adequate to obtain 

significant results, the n of 35 does yield less than a 50% chance of obtaining medium- 

sized effects. However, these nul1 results are in contrast to the fact that changes in EXP 

predicted reductions in depressive symptoms and increases in self-esteem. It is also worth 

noting that while the correlations between EXP and changes on the IIP were not 

significant, some of the variance of change on the IIP is accounted for by modal and peak 

EXP (modal r = -.20, peak r = -.28). in addition, peak EXP at 6 and above does predict 

change on the IIP, suggesting that at times, a synthesis of feelings and meanings to foxm a 

new view of self (level6 EXP) does predict changes in interpersonal fùnctioning. 

These hdings warranteci a cioser look at the data. Upon examination, the 

investigator observed a trend that may explain the lower-order correlations between 

change on the KIP and change in treaûnent. In a number of cases in which change on the 

IIP was particularly hi& EXP changed very little. What was stdcing to the investigator 

was the counter-intuitive nature of the finduigs; one might have expected the opposite to 

be me .  In other words, it was not the case that when EXP changed a great deal, 

interpersonal problems did not change. Rather, this data suggests that in some people, a 

significant change in EXP is not necessary for change to occur in therapy. It rnay be that 

these people need a strong supportive relationship with their therapist. For these clients, 

therapy may indeed be the "taking cure." Having another empathically amuied individual 

help them to explore, articulate, and symbolize experience in awareness may in itself be 

helpful and indeed improve their interpersonal relationships. Being validated by another 
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may help them to be more secure and open in their interpersonal relationships. In therapy, 

such clients would not necessarily attain levels of EXP over 4 in order to improve. Ln 

fact, this sort of processing would Wrely o d y  receive a rating of 4 on the EXP scale. 

These clients may not need to reflexively pose problems to the self, explore and work 

through these problems, and integrate new experience in order to resolve problems (level 

5 and 6 EXP). For these clients, taiking alone may be enough. 

Methodological Limitations 

While process-outcome psychotherapy studies such as this one are labor-intensive, 

the researcher often finishes with the feeling that more intensive analysis would have 

yielded more comprehensive hdings. In this study theme-related EXP was measured in 

4 segments, each 2G-minutes in length. The f h t  point of measurement was in the second 

session, while three points were chosen from across the last half of therapy. The design 

was constructeci such that the "most" theme-related sessions fkom 2-4 session blocks fkom 

across the second half of therapy were gathered in an attempt to measure EXP in relation 

to the most contextual material. One rnight assert, however, that the results would have 

been different had al1 theme-related segments fkom across the entire therapy been 

measured. in particular, an even clearer picture of the pattern of EXP across therapy may 

have been revealed. By looking at patterns across the entire therapy, one rnight obtain an 

even better sense of how clients explore and work through thernatic issues. 

One might argue, however, that the measurement of therne-related EXP fkom 

the last half of therapy would not reveal a different pattern of EXP; that what was 
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revealed was in fact representative of the last half of therapy. Findings fiom the current 

study suggest that two aspects of change in theme-related EXP throughout therapy are 

important. First, an increase fkom the beginning through the second half of therapy seems 

predictive of change. Second, achieving a resolution of affective-cognitive problems that 

exist in relation to thematic issues is highiy predictive of change. Thus tracking al1 the 

sessions in the second halfof therapy might reveal similar, albeit stronger fïndings. In this 

scenario, two educated predictions would be that a) greater depth of experiencing would 

continue to predict outcorne, and b) the degree of resolution of affective-cognitive 

problematic processing in relation to PU theme-related material would be predictive of 

outcorne. 

Another limitation of the study is that while a representative sample of theme- ' 

related material was taken fiom across the 1 s t  half of therapy, EXP was only sampled 

fiom one twenty-minute segment fiom the beginning of therapy. One might assert 

therefore, that this one unit is not representative of early EXP. Had other samples been 

extracted, average EXP might have been different. The major interest of the investigators 

in this study was the nature of theme-related EXP that only emerged in the last half of 

therapy. EXP was measured early in therapy in order to track change in EXP by the 

second half of therapy. Theme-related EXP in the final half of therapy, was compared 

with a sarnple of EXP kom the beginning of therapy for the purposes of measuring 

differences fiom the beginning through the 1 s t  half of therapy. EXP was thought to be 

more stable and representative in the early stages of tberapy. It was thought that oniy as 
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therapy progressed, and clear problems emerged, EXP would Vary in relation to them. In 

short, a twenty minute segment was thought to be representative enough of EXP early in 

therap y. 

Another limitation of the study rnay have been that selected themes were based on 

therapist's reports of their view of client themes, and supported by staternents made in 

clients' post-session and post-therapy report. While there was an atternpt to corroborate 

the themes fiom different angles, one might argue that the client verbal articulation of 

therapeutic thernes wodd have altered the selection of the themes. In response to a direct 

question, their conceptualization of themes might have been different, and thus changed 

the results. Different themes would have affected which moments and sessions were 

extracted for measurement on EXP. On the other hand, as therapy is a CO-constructive 

process, it is entirely possible that client and therapist rnight have reported similar themes 

at the end of therapy. That is, therapy is a process of client and therapist coming together 

to conceptualize and work through a client's problems. Furthemore, even if themes had 

been somewhat different, EXP in relation to thematic material may still have yielded 

significant correlations with outcorne. 

A final caution m u t  be stated with regard to the somewhat srnaIl 'N' in this study. 

While this is an adequate sample size upon which to perform and draw conclusions fiom 

correlational analyses, and a minimally adequate size upon which to perfonn and draw 

conclusions fiom hiemchical regression analyses with up to four predictor variables, one 

must be carefùl not to generalize widely based on this sample. Replication is necessary in 
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Recommendations for further research 

Further study of the relationship between theme-related EXP and change in 

therapy might investigate questions generated fYom findings in this study. First, it would 

be interesting to further investigate the reliability of the interpersonal and intrapersonal 

categones. One could then ascertain what proportion of material was interpersonal versus 

intrapersonal in nature. With this knowledge one couid conduct f i d e r  studies such as the 

one conducted by Hardtke and Angus (1 996) comparing EXP in relation to the two types 

of themes. One might also explore whether a focus on one type of theme or the other 

relates to overall change in therapy? Does change in EXP in relation to one theme or 

another relate to change in therapy? Future research might also involve the study of the 

relationship between Process-experiential tasks and the two different types of themes. 

Does work on specific tasks relate to change in particdar types of themes? For example, 

does a focus on intrapersonal themes Iead to work on two-chair dialogues, while a focus 

on interpersonal themes is associated with work on Unfinished business dialogues? 

Clearly, another study that needs to be undertaken is a comparative study that asks 

whether a random sampling of segments reveals significant hdings. Using this current 

data set, would a random sampling across sessions reveal that higher EXP is associate 

with positive outcome, and in particular does an increase in EXP over therapy predict 

positive outcome. In order to claim the superiority of contextual sampling of themes on 

which to measure EXP, such a study must be conducted. 
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Given the hding in this study that EXP did not uniformly predict change in 

interpersonal distress, M e r  snidy of a longer treatment (more than 20 weeks) might ask 

whether longer term treatment involves an initial focus on intrapersonal issues and an 

increasing focus on interpersonal problems as therapy progresses. If this does prove to be 

the case, does a focus on intrapersonal problems initially lead to a reduction in depressive 

symptoms, and does a stronger focus on interpersonal problems later in therapy lead to a 

specific reduction in interpersonal distress? 

With a larger sample size, investigators could m e r  questions with regard to 

ciifferences between CIC and P/E therapy. Cwent data suggests that the Process- 

experiential group has significantly greater peak EXP than the Client-centered samp le. 

With a larger sample, one codd ascertain with confidence whether a difference in levels 

of EXP does exist between the two groups. Does a more direct focus on specific 

problematic affective-cognitive problems in the P/E approach lead to a greater depth of 

experiencing overall, and does this difference account for more significant change in P/E 

therapy? Do such changes last over tirne? With a sample of at least 30 in each group, 

research rnight reveal a differential emphasis on either intra- or interpersonal themes, 

depending on therapeutic approach. 

Finally, another interesting study might ask the same research question with a 

different population. Does theme-related EX' predict outcorne in therapy with post- 

traumatic stress survivors? Do different types of themes emerge with different 

populations? 1s change in EXP in relation to different types of themes more predictive of 



change with a c i i f f î t  population? 

Implications and Conclusions 

This study suggests that in Process-Experiential and Client-Centered therapy with 

depressed clients, change in expenencing fiom beginning to late in therapy in relation to 

thematic issues of either an intrapersonal or interpersonal nature is associated with an 

alleviation of depressive symptoms and an increase in self-esteem. Furthemore, the data 

suggest that in relation to core thernatic issues, a shift or resolution in afTêctive-cognitive 

processing problems is predictive of a reduction in depressive symptoms, an 

improvement of self-esteem, and even improvement in interpersonal distress levels. 

In recent years, in the field of psychotherapy process-outcorne research, 

researchers have asserted that common therapeutic factors such as the alliance are the 

most predictive of change in psychotherapy. While it has been for the most pari 

established as fact that a strong alliance is a necessary component of a successful therapy 

and is highly predictive ~f outcome (Horvath, 1994), researchers have continued to ask 

what accounts for the specific effects of therapy. What are the specific processes that lead 

to client's improvement? These hdings are suggesting that, on the bedrock of a strong 

alliance, the establishment of a pdcu la r  type of focus on problems is an important 

element in the change process. The exploration and working through to resolution of 

affective-cognitive problems that are important or thernatic for the client is highly 

predictive of change in therapy. This lends support to the notion that in any therapy with 

depressed clients, an important piece of helping people get better is guiding them thmugh 



the working and re-working of emotion schemes. The resolution of and ultimate 

restnicturing of emotion schemes affects how people view their problems as well as how 

they view themselves. When clients enter therapy, given the often bnef nature of 

treatment, it is highly advisable for therapists to move toward an immediate focus on 

these thematic motion schemes that are the source of the problems that clients identiQ 

as problematic and painful; the problems that initially lead them to seek the help of the 

therapist. 
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Experiencing Scale Supplement with Two-Chair and Empty-Chair Examples 

When in the chairs. a client expresses a need, wish , desire, or goal to the other it is 
simply stated without M e r  elaboration fkom the client's own intemal, subjective world, 
the appropriate rating is 3. 

Cl : 1 wish you were able to express your feelings. Not just corne so close and, and go, 
run away. Sort of shut out those feelings. 

T: Say it again. 

C2: 1 wish you could get closer to expressing your feelings and share, and share what 
you're thinking, what you're feeling. 

This is an example of a statement of a need which rernains at a 3. It is outer directed and 
is not intemally elaborated. It is not about the person's interna1 experience or feelings. 

T: What do you Say to her when she tries to push you? Tell ha. 

C: 1 want to grow and experience what 1 have to offer. 

Clients reach stage 4 if they are clearly experiencing feelings, needs, wants, and sustain 
this processing in a constant way, intemally elaborating the material on which they are 
focused, this is a 4. Note: This may be in direct or indirect expression to the other chair. 

Cl  : Okay, okay. Let's not ever forget that Little sixteen year old girl (a chuck1e)- 
'cause she was...me (Pause. Sobs). And she (crying) she was so young ....- - 



T: That's good. That's good, stay with it. Descnbe her some more. 

C2: ... so young and &aide.. 

T: She was pregnant.. . 

C3: ... and on the street. She was a £keak because her face was so you and she was 
pregnant. (Pause, still crying) Go on the bus to the doctor and ...p eople on the bus would 
look at my stomach and look at my face and look back and forth, they couldn't beiieve it. 
I'm such a fkeak, 

T: So 1 feel terrible or I feel ... 1 feel so different, I feel so ashamed. 

C4: Yeah (Crying). Everybody h o w s  what I was doing. Oh, so exposed. 

T: So everyone lmow that 1 must have been a terrible girl. 

CS: Yeah. No privacy, just the mark of it. (Sigh) And then to the world, so hard giving 
my pothine (Sob) There was nothing for me. 

T: So 1 really got nothing fiom anyone or ... 

C6: No one. 

T: Say that. 1 was lonely. 

C7: 1 was so Lonely, no fiends, no family. Just (sigh) ... big and sad, oh (sob). 

T: Stay with being the young girl who's just so desperately wanting, tell her how, tell her 
about mother not being there. 

C8: And mom was not there and she was not coming. (Sniff) And she hated me because 1 
embarrassecl her in f?ont of her family and she just wanted me out of si&, like 
prbagg..So what could 1 do? 

This is a good example of continued processing at Level4. Cl is not a 4, but the 
ernotional cues (sobbing) cm be used to rate it at 4. 



T: Be the little girl 

Cl:  1 feel srnail and scared 

T: Tell her about it ( 0 t h  aspect in self in other chair) like speak fiom it, it ' s almost like 
saying, I'm small and 1 feel ... 

C2: I'm small and 1 feel helpless um, just giving out of rnyself. 1 feel lost, insecure. 1 
want to be accepted the way 1 am 

T: So who are you asking for acceptame? The other part of you? 

C3: Just accept me the way 1 am, this is me. Don't make me feel ah, little or scared. 

T: So what do you want fiom her? 

C4: Support my feelings 

T: Tell her. 

C5: I want you to support me, what 1 think, what 1 believe is right for myself. 1 want you 
to be my fiend. 

T: Okay, corne over here--she's asking for support. What do you say? 

C6: (client switches and is now talking fiom the "critic" chair) 1 am just trying to protect 
YOU 

T: Tell ha, 1 just need to protect you 

C7: (crying) 1 am, 1 need to protect you 

T: What's happening? 

C8: 1 guess 1 am just wanting to protect her, 1 feel a little like 1 am losing her. 

T: Uh huh. Yes, tell her. 

Cg: I'm afhid to let you go and experience life by yourself I am afraid you'll get hurt. 



In this example, Cl-C5 is clearly at Level4. When the client switches to the "critic" 
chair, C6 and C7 move to Level3, as the client is speaking h m  a more extemal place, 
but by C8 the critic is rnoving inward and is expressing vulnerability. Thus, at this point, 
the rating would again move to Level4. 

Cl: 1 feel your loneliness. 1 know how sad you are. Um, but it's alrnost like, (sigh) it's 
hard for me to just, well in a way 1 need to just let him go and forgive him, forgive, 
forgive him. 

T: Tell him. 

C2: Um, something inside me just doesn't let me, let you off the hook, so easily. It's like 
there's a.there's this unforgiveness w i t b  me, that 1 can't just bury it, it's a wail and 1 
won? allow you to go across that wail, unless something happens ... I think I need more 
than just words, empty words. I think 1 need the actions, the reactions, the t h e ,  the 
reassurance that this isn't just a, a one-time anomaly or a skip in the cycle that just 
happened to happa. 

T: It's like 1 want to h o w  that you're really there. 

C3: Or genuine. You know 1 wanna make sure this is al1 genuine before 1 actually do 
forgive. And 1 want to forgive, 1 want to forgive you, but I'm just waiting. Believe me, 1 
don't want to wait unit1 you die! That's the sad part, that 1 might have to wait til you die, 
to let go of my anger, but 1 don't want that. 

C2 and C3 are a 5, especially if C 1 is included. The implication in C 1 is "1 need to 
forgive hirn, BUT SOMETHING INSIDE ME DOESN'T LET ME. 

T: Yeah, so there's still a lot of feehgs there that's what you are saying 

C: yeah, there are, um, feelings of sadness (crying) um of still 1 guess resentment towards 
h i . ?  

T: Yeah, mmhmm 



C: and that is where 1 am at right now. 

T: You are feeling resentful 

C: as much as 1 don't want to and, you know, we're dl supposed to forgive ..A still find it 
hard 

T: Uh huh, so there's also a part that does Say forgive him, you should just let it go, 
forgive him. 

C: Yeah, but then there's just this stubbomess A ' s  not that 1 want him to feel pain 
hirnself, it's just that 1. don't want ?O just let it go either. 1 mean 1 know that he is hiding 
stuff fiom me and somehow if 1 just forgive then 1 am kind of saying it is ok, but then 1 
feel 1 should not let it out, it's enough and 1 don't even want to tell him how I feel 
anymore. 

This is an example of a marker for a two-chair dialogue for a conflict split. The entire 
excerpt should be rated as 5 because the client is posing a problem ?O herself and begins 
to interndy elaborate the felt referent. On the one hanci, she feels resentment and on the 
other hand she feels that she should just let go of it, that it is not worth if and things 
would be better ifjust left alone. Yet try as  she might, she cornes back to the resentfûl 
feelings. 

(Client is talking to significant other in the empty chair) 

T: I'rn not going to cover things up for you anymore 

Cl : No, I'm not going to pretend anymore, I'm tired of pretending ... um ... I know I deserve 
better 

T: Say it again, 1 deserve bener. 

C2: Yeah, 1 deserve a lot better than what you've given me just putting me aside, it's like 
leaving a dog at home al1 the time and never letting hun out. 

T: Uh huh, you feel very trapped. 

C3: Yeah, I'm tired of feeling trapped and isolated and believing that this is the way 
matriage is, but no! this isn't the way, this is not the way and I don't want it, I'rn tired of 



T: I'm tireci of it, 

C4: Really tired of it - I'm tired of covering and being phony and just pretending 
everythmg's okay but it's not 

In this example the client is at Level6 because she is stating a change in her feelings 
about herseif, her attitude towards her marriage, and a resolution to make a change. She is 
expressing a shifi. 

Cl: Well, you taught me not to be a fighter, and in trouble aU the time. You gave me 
some values that, that 1 value personal property a d ,  and privacy of other individuals, and 
al1 those thuigs things that make you a good fûnctioning himian being. 1 seerned to have 
leamed fkom you. And ah, tolerance of others. And ah, accepting their ne&. 1 have no 
idea when you did it but you did it somehow. And ah, that's good, 1 mean ifs, it made life 
fiom that point of view very easy. And then 1 wasn't always in conflict and trying to hide, 
with those issues, with those things. And ah, so that's good. Thanks, that was good, thank 
you. The other stuff, well 1 guess you did the best you could It wasn't al1 that great but, 
you h o w ,  1 understand, ah, and 1 accept it. And ah ... it feels better accepting it than being 
angry about it. (T: Say it again) And ah, I've been really pissed off with you for the last 
couple of months. And ah, just, poof, d e r  last week it just popped in my muid one day as 
1 was going dong. And ah.... 

T: There's no point hanging on to this.... 

C2: Yeah, really, it, it's useless to hang onto it. Um, it doesn't do anybody any good. Um. 
1 end up ignoring you and being angry with you when 1 am taiking to you and certainly 
you c m  feel that coming through. And that's not nght. 1 don? feel cornfortable with that. 
Makes me uneasy and it makes me anxious. 1 just don't feel good about it. So it's time to 
let go of that ah, I guess the anger, that 1 had. That 1 realized that 1 had. And ah, just let 
that disappear. And for the things that you didn't do that 1 should have got that 1 didn't 
get, you did the best you could. And for screwing that up and not even trying to figure out 
what was going on, um, ah ... it 's the, 1 guess it's the best way 1 c m  put it ... (Laugh) You 
are forgiven. And now 1 want to get on with my life and enjoy the rest of yours as much 
as 1 cm. Given the time schedule and everything. At least 1 don? have to go to . 
That was a problem when we were out there. Um, so, thanks for the good things! Messed 
up some of the bad things or some of the other SM. But ah, you did the best you could. 
And 1 accept that, and ah, 1 have a responsibility myself, to move myself through life. It's 



not like 1 expect you to do everythhg for me. You got me to a point and set me kee and 1 
hung on to some of the t h g s  that 1 shouldn't have hung on to, 1 guess. And now, I'm 
letting them go. And saying "overall you did, not a bad job." 

T: Can you just go inside for a moment and check out what you're feeling. What you're 
experiencing. @eq> breath) What's it like for you? 

C3: It's almost like ... taking a weight, or something that was, that kind of guiding in the 
background. Um, getting nd of that. It's &...and 1 felt it a couple of times in the last 
number of weeks. I'm in control. Feels good. 1 mean it feels good to Say 'Tm in control." 
1 look after what's going on. And it's my life and I don't need to drag this other crap 
around. 

Cl starts as a 4 and moves to 6. The rest is 6 .  This is a good example of o.The client has 
shifted in relation to the other. The client is no longer holding his parent respomible for 
the injustice that he committed against the client as a child. He appreciates what he did 
get fkom his parent, and most importantly, he has decided to let go of his resentment and 
anger towards his parent. He describes a shift in his feelings about himself. He feels more 
fiee and in control of his own life. 



Appendix II 

Instructions for theme-related session identification 

Please read the set of themes assigned to your client. As you listen to each tape, 

please record exactly when, in your judgment the client begins to talk "on theme" and 

clearly indicate which theme. Also indicate when the client stops taking on theme or 

moves to a different therne. Thus each session will be made up by a senes of segments 

that are either "on-theme" or "off-theme." As you are doing this, record the time length 

of each "on" or "off' theme segment. Thus, for each session, you will record how many 

minutes were "on-theme" and the length of each segment. Next, for each "on-theme" 

segment, judge how "centrai" the content that is being discussed is to the particular 

theme. Please rate the centraiity of the material to the theme on a 5-point scale ranging 

fiom "very little" to "extremely." See below. 

Next you need to make an overall judgement of how 'on-theme", the session was by the 

folllowing critena: a) the amount of minutes that clients were "on-theme", and b) the 

centrality of the material. The rule to be followed in making this judgment is that the 

degree of theme central@ is three times as important as the number of minutes the client 
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spent tallcing "on-theme." Thus, a segment of 4 minutes in length that received a 4 and 5 

on degree of centrality was as "on-theme" as a 12-minute segment that was rated as "on- 

theme" but only received a rating of 1. 

Based on this judgment, please rate how "on-theme" the particular session was. Please 

rate on a scale as follows: 

When you have rated al1 sessions, please detemiine which session of the three 2-4 session 

blocks con&, the most "on-theme" material. Thus, by the end you will have chosen the 

three most on-theme sessions fiom consecutive 2-4 session blocks over the Iast half of 

therapy . 



Appendix III 

Themes for the data set 

#O0 1 

View of self 

1. Difficulty assuming responsibility for her life 

Rather than talcing a proactive role with her husband, she was more cornfortable with a 
submissive, passive position in relation to him. She projected her demanding, taskmaster 
self outside, thereby silencing herself 

View of self in relation to othm 

2. Roblematic relationship with husband 

She remained passive in relation to her husband, often letting hun take over without 
questioning his judgment. She found it hard to express her true feelings toward him. 

3. Unresolved grief over loss of grandfather 

Until the age of ten, she was raiseci by her grandfather. When he died, she was unable to 
grîeve. She saw how closing herself off to that pain was similar to how she dealt with pain 
in her curent life. 



View of self 

1. Feelings of insignificance 

She felt unheard, unrecognized, and insignificant. She felt she had lost control of her life. 
She had difficulty attending to her own needs, o f h  devaluing them in favor of the needs 
of othen. She had trouble standing up for herself 

If in relation to otha View of se 

2. Feeling helpless and ineffective in relation to her kids. 

She felt she had lost control of her children. She dif not feel valued and respected by her 
children, especially in cornparison with her husband. 

3. Unresolved anger in relation husband. 

She felt angry and blaming of her husband who had left her for another woman. She felt 
she had nothing, and that he had caused al1 of her problems. 



View of self 

1. Fragile sense of self 

She had an unclear, fragile sense of self. She descnbed a big empty space; a void inside 
of her. She had a sense of a painful emotional well of feelings deep d o m  inside. At 
times, she felt she had failed She was unclear of what she wanted. 

View of self in relation to o b  

2. Unresolved anger towards father. 

She hated him and wanted to be free of him. He had been emotionally and verbally 
abusive, and then abandoned the family when she was an adolescent. He had made her 
feel k e  something was fiawed inside of her. She had intemalized this sense of herself. 

3. Difficdties in intimate relationships. 

She found intimate relationships difficult to sustain because she was always afkid that 
someone would leave (either her or the other). She was dependent on the approval of 
others, in particular that of her family. She often projected and externalized criticism 
from her family. In spite of this, she wanted to maintain a connection with and get 
support ffom her family. 



1 . Negative view of self 

She had felt unacceptable for most of her life. She felt physically unattractive. She had 
regrets about not vigorously pursuing her dreams and the things she really wanted in life. 

View of self in relation to othe~ 

2. Problematic relationship with husband 

She experienced her husband as a bwden. She was anxious about his retirement because 
she was afkid she would have to take care of him around the house. She felt emotionally 
distant fiom her husband and had difficulty asserthg boundaries with hlln. 

3. Difficult relationship with daughter 

She felt both resentment and jealousy toward daughter for her fkeeness and lack of 
responsibility in her own life. She had trouble setting limits with her daughter, and found 
it difficult to separate fiom her. 



View of Self 

1 .  Lacking Ui self-confidence 

She was sensitive to others' cnticism. f i o r  cnticisrns would result in profound feelings 
of shame and inadequacy. 

2. Difficulty legitizing needs and wants 

Her desires were filtered through a screen of what she perceived other people thought. 

3. UnresoIved relations with sister 

She felt a great deal of resentment toward sister. She felt her sister did not consult her 
regarding family matters and she consequently felt excluded and angry. 



View of seK 

1. FIat feelings/ absence of feelings 

She experienced emotional flatness and apathy, feeling at times that she was unable to 
appreciate her own life. She also "stopped" her feelings. 

2. Difficdty asserting needs 

She exercised tight control over her experience and expression of her needs. She had 
trouble being assertive. She worked on loosening her control and allowuig herself to be 
assertive. 

View of self d a t i o n  to otha 

3. Unresolved feelings toward mother 

Her mother was an aicoholic. She felt resentfd and angry towards her mother for 
neglecting her and not rnakmg her a pnority. She did not want to let go of her anger and 
resentment, yet felt peîty for having these feelings. 



He had high expectations and harsh standards for himself. He was highly critical in 
relation to hirnself. 

View of self m o n  to o thq  

2. Unresolved feelings toward parents 

He felt humiliated by his father's verbal attacks and mockery when he was younger. He 
wanted to stand up to his father but aiso sought his father's approval and found it difficult 
to assert himself in relation to his father. He felt sony for his father because of his 
father's response to his motheis death. These feeluigs were related to unresolved grief 
with relation to this. 

3. Conflicts with his wife 

He felt overpowered by his wife and experienced himself as overly-solicitous in relation 
to her. 



View of self 

1. Lack of self-acceptance 

She had difficulty being vulnerable. She found it hard to be weak, and in need of help. 
She suffered fkom feelings of worthiessness and hopelessness. She felt she was "just 
unlucky". She felt vulnerable to threats that she projected onto the outside world, as if 
there was only a thin sheen protecting her from the harsh world around her. 

View of self in relation to othe~ 

2. Unresolved feelings towards mother 

She felt emotionally negIected by her motha. She describes her mother as falsely happy. 
She felt inadequate and unable to criticize, or be angry with her mother. 

3. Unresolved feelings toward father 

She felt both love and affection as well as resentment toward her father. He had been 
verbally abusive, and sometimes physically abusive when she was younger. She 
remembered feeling a h i d  of him. On the other hand, he had been somewhat brain 
damaged when she was younger, and she felt compassionate towards him. He had 
recently died; she had not seen him for 5 years previous to his death and had unfinished 
business with him. 



View of S&' 

1. Difficulty accessing motion 

She had difficulty expenencing her feelings. She faced obstacles such as extreme tension 
when she aîtempted to access motions. She found intensely painful, upsetting feelings 
when she made contact with her intenial experience. 

View of Self in Relation to Othef 

2. Felt trapped in an unhappy mamage 

She felt unappreciated, controlled, and "put down" by her husband. She felt he o d y  
wanted her around for h s  own selfish reasons. She found it difficult to stand up to him. 

3. Unresolved feelings toward mother 

Her mother was controlling and alcoholic. She felt great pain that her mother would 
rather cnpple her than see her happy. She felt oppressai by her. 



View of a 
1.  Lacking self-confidence 

She felt hadequate, insignificanf and ineffective. She doubted that she had any special 
talent. 

2. Difficulty legitimizing feelings 

She felt that her feelings and needs were unimportant and thus had difficulty allowing or 
expressing them. 

View of self relation to otha 

3. Felt judged and aiticized by others 

She worried that others had negative judgements of her that they did not always disclose. 
Specifically, she wondered whether othen were bord by her. She worried that she was 
wasting the therapist's time. 



View of self 

1 .  Lack of self-acceptame 

He lacked coddence, sornetimes feeling Like a failure. He was highly self-criticd and 
sometimes felt srnail, like a child. 

2. Difficulty attendhg to feehgs 

He fkequently experienced a sense of numbness. He felt life was passing him by and that 
he was ineffective in initiating his plans and dreams. 

3. Difficulty asserthg himself 

He had difficulty expressing anger or being aggressive. He often felt guilty when he was 
assertive and felt that his anger was energy he could not use. 



View of self 

1. Negative view of self 

He became aware of his self-critical tendencies and how his self criticism and high self- 
expectations suppressed his more emotional side. He was dso increasingly aware of how 
his "business" or more rational side dominated his personality. He became more self- 
accepting and compassionate toward himself. 

View of self in relation to other 

2. Emotional distance fiom his family 

He did not feel "connecteci to" his wife and children. He wanted to be emotionally 
closer. He wanted to be more expressive and emotionally closer to them. Throughout 
therapy, he began to acknowledge his feelings. 

3. Unresolved relationship with father 

He felt very ashameci and critical of his father' shortcomings. Ln therapy, he expressed 
feelings towards his father, be more accepting of his father, and take more responsibility 
for himself. 



View of self 

1 .  Sense of failure 

He was cntical of himself. His self-criticism ffequently revolved around the feeling of 
being an inadquate provider. He felt he had never lived up to the family standard or 
"made it." 

View of self in r e l ~ o n  to othq 

2. Marital tension 

He experienced his wife as cntical of him which lead to relational stress and tension. 

3. Unresolved feeluigs with parents 

He feIt that his father did not care for him and shown little interest in h. He tended to 
avoid his mother. 



View of self 

1 .  Lack of self-acceptance 

She lacked strong feelings of self-worth and could be devastateci by others' criticism. 
Her struggle for self-acceptance expressed itself in a conflict between her ideal (rigid, 
rational) self and her expressive, emotional side. She had difnculty accepting painful 
feelings. She was afhid to explore thern as she felt that she might "destroy her 
penonality." The more rigid part of herself thus exerted a certain degree of control. 

View of self in relation to o tha  

2. Inability to assert self needs with others 

It was hard to her to feel that her own feelings and needs were legitimate. This belief 
existed both in relation to her career in art and with her boyfnend. She had difficulty 
asserting her own needs for space. 

3. Unresolved grief fiom first marriage 

She had leftover grief fYom her first mariage. She found it difficult to trust both herself 
and others. 



View of self 

1. Vulnerable sense of self 

She found it difficult to be vulnerable. She felt ashamed of her core self and often 
disavowed basic emotions. Oved ,  she experienced a very bleak landscape of a life. She 
had very little sense of history, and felt like a lost waif. She sometimes felt quite 
ineffectual. She felt a need to put up a fiont of strength and invincibility (a sumival tactic 
she had learned) so as to hide her fear and confusion. She felt "too brinle and delicate." 
Over the course of therapy, she leamed more to be herself, to allow herself to feel hurt 
and fears, and respect those aspects of herself. She also came to feel more in contro 1. 

View of self in relation to other 

2. Uneasiness with others. 

She did not feel at ease with people. It was easy for her to feel betrayed in relationships. 
She found it difficult to figure out what she needed. She felt awkward and wanted to 
escape. She had trouble discerning the ciifference between what felt she should Say and 
what she did feel. Instead of putting up pnckles, she learned to be more expressive. This 
allowed her to feel more in control. 

3. Unresolved relations with family members. 

Even though she had a very different understanding of her childhood than her mother did, 
she did not want co&ont her mother with her own reality of feeling emotionally 
neglected. She did not wish to re-evoke a bad period in her mother's life when her father 
died, and her mother had a nervous breakdown, languishg in bed. She came to realize 
that she was protecting her mother, at the pnce of her own sense of acloiowledgment. 
This was somewhat related to unresolved grief toward her brother dying, which was 
related to her feeling that he was the only light at the end of the tunnel when she was 
growing up. 



View of Self 

He lacked self-confidence. He was sensitive to criticism korn others. He had strong 
perfectionistic tendencies and a seIf-critic by whom he felt sabotaged. He was anaid to 
be average and felt dissatisfied with his academic achievement, intelligence, physical 
attractiveness, and perceived level of importance. 

View of self in relatioq 

2. Unresolved relationship with mother 

He experienced abuse f?om his mother. He had unresolved grief at the inadequacy and 
worthlessness she engendered within him. He was afkaid to feel hurt, however, as it 
would be used against him. 

3. Difficulties with cornmitment in relationships 

He linked his perfectionistic attitudes toward work and his lack of vision for his future to 
his inability to make long-terni cornrnitments in intimate relationships. This may also 
have been related to unresolved feelings with his mother. 



View of SeK 

1. Self-critical./ Lacking self-confidence 

She was critical of herself and felt that she did not "measure up". She had difficulty 
validating her exnotions and acknowledging the legitimacy of her needs. She had trouble 
trusting herself, particularly txustuig her ability to be the best she could be. 

View of self in relation 

She readily experienced herself as put down, misunderstood, and denigrated by men. Her 
experience stemmed in part fkom her expectations of men and in part f?om her Limitai 
ability to trust herself to be the best she could be. Over the course of therapy, she 
improved in her ability to trust herself and began to feel newly appreciated. 

3. Unresolved feelings towards parents 

She experienced her father as an embarrasment to her, an "odd duck" or a "backwoods 
boy." She felt resentment towards her mother for undemiining her father's support of her. 



1. Conflict between critical aspect and emotional, vulnerable part of personality 

She had high standards for herseif and was critical and controlling in her treatment of 
herself when she did not meet those standards. She would make herself feel small, 
worthless, and useless when she felt she had failed. 

2. Difficulty acknowledging feelings 

She had difficulty "staying with" her feelings and tended to rapidly "shut off1 or avoid 
troublesome feelings. 

3. Unresolved feelings toward mother 

She had many unresolved feelings towards her mother. She felt her mother expected a 
great deal of her and provided linle acceptame. She experienced her mother as expecting 
support and companionship but also having difficulty letting go of her "favorite daughter" 
(the client). She had trouble asserting boundaries with her mother. In addition, she felt 
her parents, particularly her mother, had not, in the context of abuse, protected her and 
her sisters to make them feel safe. From a young age, she felt she had to look d e r  
herself. 



View of Self 

1. Confiict between task-onented and compassionate, matemal self. 

She felt driven to achieve, and often pushed and "panicked" herself over her career. She 
was tom between finding an occupation that would satisfi her and allow her to hancially 
support her daughter, while at the same time attend to her daughter's emotional needs. 
She came to feel more at ease with her situation and accepting of her more "down to 
earth" side. 

View of self in relation to othq 

2. Unresolved feelings toward mother. 

She did not feel loved as a child, except by her grandfatha who died when she was three. 
She felt that hm mother was more of a provider for her, and not affectionate towards her. 
She did not feel love towards her mother. She felt more detached and remote, which 
became a more troublesome feeling when her mother was dying. She was afhid to 
express anger to her mother for fear of hurting her. She felt that her mother had not 
protected her nom others, by not validating her feelings and teaching her to stand up for 
herself. While she often missed her home country of Brazil, she realized that she le ft 
because she felt that no one had anything to offer her, and that she had felt stified. 

3. Unresolved feeling toward ex-husband and his family. 

She had felt oppressed in her first marriage. She felt she had not been aware of what she 
needed. She had felt v q  unsupported by her mother-in law. She was able to express 
some of her anger towards her ex-husband and his family, and assert her boundaries. She 
found this relieving. 



View of self 

1. Felt unlovable 

He lacked self-codidence. He experienced his worth as  based on working for others and 
he felt an overwhelming sense of shame at being unemployed. He was afkaid of failure 
and had a strong perféctionist streak, which Iead to reluctance concerning risks and made 
it difficult for him to motivate himseifto achieve his goals. 

f in  relation View of sel 

2. Difficulty tnrsting others 

He had difficulty trusting others enough to let them know what he was feeling and 
thinkuig. This was true both in relation to his family and therapist. He feared being 
rejected by others socially, which caused him to act in socially "off-putting" ways which 
in tum caused people to reject him. 

3. Unhished business with parents 

His parents were not m e e d  when they conceived b. He believed they would not have 
married except for h. He felt emotionally abandoned, hurt, disappointeci and resentful. 
He grappled with what he could forgive and forget. 



View of self 

1.  DifEcuIty trusting self to be vulnerable 

He was conflicteci between being vulnerable and getting hurt. 

2. Strong feelings of loneliness and related fear 

He had a profound seme of aionmess, and feared losing everythmg including his job, 
social service network, and hding himself totally aione. 

View of self in relation to o m  

3. Difficulty trusthg others. 

He had difficulty ûusting those around him. 



1. Need to be perfect. 

She felt that she had to be perfect in e v q  respect in order to be lovable. Being perfect 
meant being strong in her capacity as daughter? wife, sister and fkiend. She felt bad about 
herself if she did not live up to these standards. 

2. Difficulty iegitiminng feelings. 

She did not value her own feelings and needs, and suppressed them, putting others before 
her own. Disclosing feelings showed wealaiess and vulnerability that she need to keep 
under control. 

View of self in relation 

3. Need for approval from mother. 

She felt very guilty about having to abandon her sons in order to escape an abusive 
marriage. She felt she had been a bad mother by not protecting them, and felt weighed 
down by her guilt. She sought the approval of her mother. She still longed to be the "good 
little girl" who always did right by her parents 



1. Difficulties motivating self in relation to work 

She felt dr iva  by extemal pressures, but had very little interna1 motivation. She found it 
difficult to relax, and was critical of herself for taking tirne off. 

2. Difficulty a s s e h g  needs 

With both her clients and her husband, she found it difficult to assert her needs. She 
avoided situations in which she anticipated conflict. 

View of self in reIdon to other 

3. Unresolved feelings in relation to curent marriage 

She had a disastrous first mariage. Mernories of her mamage and leawig her children 
brought back strong feelings. She did not feel "at peace" with her decision to leave. 



View of self 

1 . Lacking in self-acceptance 

She had difficulties accepting her feelings, often deeming herself mean-spirited. She 
would criticize herself for a myriad of things including intellectual inferiority, lack of 
sel tassertion, and her d e  in causuig her sons' conflicts. 

2. Eathg problems 

She was very troubled by her tendency to binge eat. She saw it as related to her need to 
feel more in control in contrast to other aspects of her life. 

View of self in relation to othq 

3. Inability to assert self with others 

She had difficulty a s s e h g  boundaries and revealing her true feelings. When she was 
more able to assert boundaries, she found herself more able to step into other's shoes, and 
consequently felt less mean-spirited. 



View of self 

1 .  Lachg  in self-confidence 

She felt unlovable. She was very self-critical. She felt unable to trust herself to make the 
nght moves. 

2. Fear of future. 

She felt she was to blame for past relationships not working out and responsible for not 
finding a partner. She felt hopeless about ever fînding anyone and felt her life was going 
nowhere. 

3. She felt disappointed by others. 

She felt that people were constantly letting her dom and betraying her. 



View of 

She felt unsure of herself. These feelings made it difficuit for her to make her own 
decisions, take charge of her life, and make her own decisions. She did not take credit for 
her accomplishments. She was critical of herself when she did not Live up to her own high 
standards. 

View of self in relation to otha 

2. Difficulty with self-assertion 

She had trouble asserting her needs with her husband and children. She did not feel 
cornfortable expressing her own opinions. 

3. Need for approval 

Her sense of self-worth was strongly linked with her need to please others. She became 
anxious and paniclq in relation to other's disapproval. This was particularly acute in 
relation to her mother's death. She felt guilty about not taking control of her mother's 
treatment in the hospital as she was very worried about other's approval. She often sought 
the reassurance of the thmpist. 



View of seK 

I . Lacked self-confidence 

He made negative judgements of himselt He felt blaming, self-critical, and even self- 
destructive at times. He felt he had been a failure through university, jobs. 

2. Difficulty attending to feelings 

He had difficulty attending to his feelings. At times he wondered whether he wanted to 
allow suppressed feelings. 

View of self in reIation to otha 

3. Blaming of others 

He had high expectations of others which often lead to him being excessively critical as 
well as withdrawing when expectations went unmet. 



View of Self 

1 .  Negative view of self 

She thought she was not good enough. She felt she was not perfect enough. She felt that 
she did not measure up. 

2. Fears of aloneness 

She was afkid of being alone and concerned about h a  fùture. She thought she might be 
alone for a long tirne. 

View of self in ~ la t ion  to other 

3. Resentment toward mother 

She felt angq toward her mother. Her contact with her rnother was h t r a t i n g  and 
controlling. She felt humiliated, criticized and that she had never measured up her 

, 

mo ther's eyes. 



View of self 

1 . Conflict beiween rationai, practical self and fiee, pleasure-seeking self 

She had commiiments that she felt obligated to fùlfill. She felt responsible for many 
people. She felt she was no in enough control. In contrast, she also felt a need to feel 
more carefree. She came to reaiize that a great deal of her need for control was related to 
feu. 

View of self in relation to oîher 

2. Anticipatory grief 

She felt a strong need for nurturance and became very panicky without it. She feared her 
parents death, and most of all, her husband's death. 

3. Unfinished feelings toward mother. 

She felt disappointment and resentment in relation to her mother, who she felt had not 
provided her with enough love, support and nurturance. This was also related to her 
difficulty caring for herself as  it was not a way of being with which she was familiar. This 
was also related to her strong emphasis on "doing" (practical side), rather than "being" 
(carefiee side). 



View of self 

1. Cod ic t  between fiee, passionate self and more condemning, critical selt 

She had difnculty feeling fkee to enjoy herself and let herself live. She would control and 
restrain her softer side. She could be cruel, condemning and judgmental of herself. She 
had difficulty recognizing the validity of her needs as well as asserthg or relating her 
needs to others. 

View of self in relation to o tha  

2. Unresolved feelings toward husband 

She resented her husband for mistreating her in the past. She had difficulty expressing 
those feelings as well as being honest about other feelings towards him. 

3. Unresolved grief in relation to father 

She had a great deal of sadness in relation to her father dying when she was a young girl. 
She found it difficult to express her grief. This may have been related to sadness in 
relation to a lover fiom whom she had been separated in the recent past. 



View O- 

1 . Lacking self-confidencd strong sense of self 

She had difficulty accepting herselt She had trouble allowing herself to have the right to 
do things. It was difficult for her to accept weakness. She had trouble feeling that her 
needs were legitimate. 

2. Problematic relationship with husband 

She resented her husband for what she perceived as his lack of care and concern for their 
relationship. She felt hurt and unable to invest in the relationship. She felt she codd not 
trust him and would do things to push him away. Over the course of therapy, she gained 
insight into his perspective. Understanding her husband's perspective lead her to take 
responsibility for her pushing him away with anger and her lack of ûust. She began to 
t m t  him and invest in the relationship. 

3. Sad feelings about children Leaving home 

Her daughter was getting married and leaWig home. She felt sad that both of her children 
had now left, and was contemplating how she would fil1 hm t h e .  



View of self 

1. Lacking in self-worth 

She felt unheard, diminished and invalidated. She felt to blame for her husband's 
gambiing. She felt that is she asserted feelings and ne&, she would be betraying her 
husband, and consequently, was not being a "good wife." 

View of self in remon to ohm 

2. Unresolved feelings towards father. 

She was angry with her father for being restrictive and authoritarian. She felt she was not 
allowed to express her real feelings, that she was "locked in the closet." She felt 
responsible for his gambling problem and felt resentful of his denial of it, as well as his 
abandonment of her mother and the family. 

3. Problematic relationship with husband 

Her husband gambled away the family money, and neglected his fatherly duties. While 
she had strong feelings of resentment over this, she had trouble expressing them. She 
came to feel stronger in her convictions, and was able to stand up to him. She came to 
feel more separate nom hun; that he was responsible for his actions, and that there was 
nothing she could do to control it. 



View of self 

1. Feelings of inadequacy 

He found it difficult to feel proud of his accomplishments and good about his work. 
When he was younger, he remembered feeling "different" than others. 

2. Difficulty legitimizing expression of feelings. 

He found it hard to both allow and express feelings that he had (i.e., anger, desires, 
needs). He felt he should be more in control of feelings. He had trouble knowing what 
he wanted. 

View of self in remon to othffs 

3. Difficult relationship with wife 

He felt hurt by the lack of afkt ion and desire coming fiom his wife. He found it 
difficult to feel legitimate about his needs in relation to her. He felt responsible both for 
her feelings and responsible to his family to maintain nomal family huictioning. 



View of seu 

1. Negative view of self 

He was very self-critical and self-doubting, particularly in relation to his career as an 
artist. He felt undervalued by both himself and society. He had many unredistic 
expectaîions of hunself. He would fluctuate between feeling bad and feeling resigned 
and a sense of futility in relation to bis doubts. He identided a "spirit of condemnation" 
that he had Uiherited fiom his f d l y .  

View of self &on to othq 

2. Feelings of responsibility for otherk problems 

He felt responsible for the problems of those with whom he was close, such as  his wife 
and mother. He related this to the burden and responsibility he felt for his mother's 
unhappiness when his family had imrnigrated to Canada 

3. Unresolved relationship with father 

He sought his father's approvai with relation to his career and identity. He felt that his 
father never really quite understood or validated who he was and what he did. 



View of Self 

1. Lack of self-worth. 

She doubted her inner voice. She felt she was imperfect. At times, she felt she was 
stupid and that she had nothing to contribute. Through therapy she came to value her 
inner self, and to feel more self-accepting. 

View of &in - - relation to 0 t h  

She was afhid to assert herself for fear that others would not like her and abandon her. 
She met her own needs for attention through trying to please others. This stemmed from 
not getting what she needed as a child. She worked on accepting and legitimizing her 
own needs and feelings and asserthg her own personal bondaries without being afraid 
of others abandonhg her. 

3. Unresolved feelings with father. 

She felt invalidated by both parents: she felt th at her father was controlling and 
manipulative, and that her mother was weak. She harbored a great deal of her major 
resentment towards her father, feeling that he had expected her to conform to his 
expectations, be c a b ,  rational and productive, and did not allow her to express her own 
feelings and desires. 




