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CHAPTER |
INTRODUCTION

Psychotherapy, a treatment for mental disorders dating back to'ttoerit@ry,
has a large body of research supporting its effectiveness (Lipsey & Wilson, 1993;
Luborsky, Singer, & Luborsky, 1975; Matt & Navarro, 1997; Shapiro & Shapiro, 1982;
Smith & Glass, 1977; Westen & Morrison, 2001). The effectiveness of psychotherapy
has been shown in studies comparing it to wait-list controls, to placebo treatmdrits, a
medication (Lambert & Ogles, 2004). Further, psychotherapy’s effecigenseen to
generalize to children and adolescents (Weisz, Weiss, Alicke, & Klotz, Y9838z,

Weiss, Han, Granger, & Morton, 1995) and to typical clinical settings (EBuidsLee,
2007; Matt & Navarro, 1997; Seligman, 1995).

Although research has consistently found that psychotherapy is an effective
treatment method for psychological disorders, indicating which factors contidbtite
effectiveness of psychotherapy has been the source of a long-standing delmste. O
side of the debate are those who support the use of specific factors, via empirically
supported treatments, in clinical practice. This side indicates that the sjsecdic
effective treatments leads to the best outcomes in therapy, above and beyonathe use
other common factors.

The question as to whether the use of specific effective treatmentsdehds t
best outcomes in therapy has received particular attention since the céléses 1995

report by the American Psychological Association Division 12's Task Force on



Promotion and Dissemination of Psychological Procedures (Chambless et al., 1995). Thi
task force believed that in order for clinical psychology to survive in congoetitith

biological psychiatry, a new emphasis needed to be placed on recognizing
psychotherapies with proven efficacy. They proposed that psychologicaldrdstie

placed in one of three categories (well established treatments, profidlgi@us

treatments, and experimental treatments) based on the level of empiricat Suppor
particular treatment.

A number of criticisms have been raised against the Division 12 task force report
and the sole use of empirically supported treatments or specific factorggalcl
practice. These criticisms concern the task force’s failure tgneo®the literature that
indicates that all psychotherapies are equally effective (Luborsky 29@5; Smith &

Glass, 1977; Wampold et al., 1997), the emphasis on the use of manualized treatments
(Bein et al., 2000; Duncan & Miller, 2006; Lambert & Ogles, 2004), the emphasis on
efficacy as shown by randomized controlled trials as compared to effessv@gtensen,
Lambert, & Forman, 2002; Stirman, DeRubeis, Crits-Christoph, & Brody, 2003), and the
neglecting of common factors that may explain a greater amount of the eananc

therapy outcomes (Wampold, 2001).

On the other side of the debate are those who emphasize the importance of
common factors or techniques that are common to all forms of therapy. These common
factors include variables that are related to the therapist, therapyg settd client that
are not specific to any given treatment. Supporters on this side indicate thattthe be

outcomes in therapy are found through the use of these common factors.



A number of theories or models concerning the definition of common factors in
psychotherapy have been proposed. Rogers (1957) believed that there were six
“necessary and sufficient” causes of change in psychotherapy, which inchadedta
empathy and unconditional positive regard. Frank (1976) proposed the importance of
instilling hope in the client by providing a healer, a healing setting, an unu#irgjaf
the problem, and a set of methods prescribed to help overcome the problem. More
recently, Weinberger (1995) emphasized five common factors that have received support
in the literature, including: (a) the therapeutic relationship, (b) exjmtseof therapeutic
success, (c) confronting or facing the problem, (d) providing an experiémeastery or
cognitive control over the problematic issue, and (e) attributing of the tharapettess
to the client. In a more comprehensive model, Lambert and Ogles (2004) sepéisated a
of over 30 common factors into categories of support factors, learning factorstiand a
factors. According to this model support factors provide a client with an increassd se
of safety and lead to the learning factors which contribute to changes in theamdiags
of problems which, in turn, leads to action factors encouraging the client tdfectrdly
in an attempt to master and overcome the problems.

This literature identifies a number of different areas that lend support to ¢he rol
of common factors in psychotherapy change. First, many of the metaemakgnining
the effect of psychotherapy show no differences between treatments apiethtrat are
theoretically different (Luborsky et al., 1975; Smith & Glass, 1977; Wampold et al.,
1997), thus indicating that common factors may be causing the effect. Also in support of
common factors, clients often respond to treatment before the specificiagtedients

have been provided (llardi & Craighead, 1994) or without the use of specific active



ingredients at all (Grissom, 1996; Stevens, Hynan, & Allen, 2000). Finally, component
analysis has shown that specific factors do not add to the effect (Ahn & Wampold, 2001;
Castonguay, Goldfried, Wiser, Raue, & Hayes, 1996), and common factors play a larger
role in treatment outcomes (Wampold, 2001; Wampold et al., 1997).

One major criticism that has been raised against the supporters of common factors
is that they over-emphasize a common thing. Chambless and Crits-Christoph (2006) have
recently argued this point. They agree that the common factors play a role in
psychotherapy outcome; however, they also believe that the specific tzateran
additive effect. They indicate the additive effect is shown in highly controlledidudil
studies where advantages for one treatment over another are typicallyFacther,
Chambless and Crits-Christoph feel that because the common factors do not explain
100% of the variance in treatment outcome, it is also important to understand and apply
specific factors when treating mental disorders.

Although many researchers and clinicians have taken the middle ground stressing
the importance of both specific and common factors in psychotherapy, a number of
psychologists are still camped on each of the polar extremes of the debatatciimee
of the debate between the relative importance of specific and common fadtwes i
effectiveness of psychotherapy has many important implications for tefielinical
psychology. If one of these sets of factors (specific or common) show to contnbrge
to the outcome of therapy than the other, then that set of factors should also be
emphasized more in the field through a number of actions, including but not limited to:
accredited graduate programs should teach those factors didactically and plinigeke

training in the use of those factors; accredited internships should likewiseaftaius



amount of training on those factors; workshops and seminars should be provided for
continuing education training in those factors; clinicians should focus on using those
factors in their practice, especially when evaluating their casdsgeaearchers should
focus their scientific efforts on understanding those factors in greatd, dstwell as
many other implications.

Although a large amount of research has examined the issue comparing specific
and common factors and how they relate to the overall effectiveness of psyappthe
little or no research has been conducted examining client preferences on theltisbate
possible that clients may show a preference for the use of specific facshieoa
preference for the use of common factors in their treatment. Numerous studies have
indicated that clients do indeed indicate preferences toward the treatnyergcige,
both in the medical field and in the mental health field setting (Aita et al., 200H&Er
McNamara, 2000; Riedel-Heller, Matschinger, & Angermeyer, 2005). However,
clinicians in both settings do not always consult their clients concerning thésepces
(Benbassat, 1998; Charles, et. al, 1997; Ford, 2006; Shiloh, 2006). This failure to consult
is an unfortunate error, due to the fact that client preferences have beerofplayda
role in the process and outcome of the treatments that are prgeMade & Fernald,
1973; Mendonca & Brahm, 1983; Rokke et al., 1999; Swift & Callahan, 2009).

The importance of client preferences has further been emphasized bstitioéeln
of Medicine (2001) and the American Psychological Association (2005). Both
organizations have made specific statements that stress the incorporatientof cl
preferences in evidence based practice. According to the policy statsmwestt by the

American Psychological Association, evidence based practice in psycholtiyy is



integration of the best available research with clinical expertiieei context of patient
characteristics, culture, and preferences” (p. 273; APA Presidential Taskdfor
Evidence-Based Practice, 2006). The policy statement further states tioatd Ise a
central goal to maximize patient choice and that clinical decisions shoulddzeim
collaboration with the patient.

Since clients do show preferences concerning the treatment they r@oeitret
these preferences play a role in outcome regarding the efficacy ofdtmedng, it is thus
important to understand client preferences with regards to the use of spesiiE ve
common factors in psychotherapy. As in other areas of client preferendeu(giL996;
Mendonca & Brahm, 1983; Rokke et al., 1999; Wong et al., 2003), understanding and
implementation with regards to specific and common factor preferences aday le
better treatment decision making, increased client satisfaction, greatenent follow
through, and improved general outcome.

A delay-discounting model is one way to examine preferences with regards to the
use of specific or common factors in treatment. Delay-discounting has been wefed to r
to an individual’'s preference between two rewards: a smaller immediatelrancha
larger delayed reward. In this type of model, a larger delayed reward rsapjbetively
appraised as less valuable than a smaller immediate reward due to the pbssege
(Wileyto, Audrain-McGovern, Epstein, & Lerman, 2004). For example, individuals may
prefer $50 today (smaller immediate reward) as compared to $100 one year from now
(larger delayed reward). The measurement of discounting typically invioldasg the
point at which subjects view the smaller immediate reward as equal to thedalgyed

reward; often called the “indifference point”. In the before mentioned example



individuals may prefer the smaller immediate reward; however, if therldedgyed

reward were increased to $150 one year from now, some individuals may not show a
preference between the two rewards. An exact indifference point is found by
systematically manipulating the value of the rewards until the individual norlshgers

a preference for one over another.

While delay-discounting procedures have long been used in the field of
economics to improve marketing strategies and in the field of cognitichq@egy as a
measure of impulsivity, in recent years researchers in the medlidatdiee begun to use
these procedures to examine health and medical decision-making. Researitieers
medical field have used delay-discounting to examine both preventative behlaators
require an upfront cost to achieve a long term benefit, and destructive behaators t
produce an upfront reward at a long term cost (e.g., Chapman et al., 2001; Heil, Johnson,
Higgins, & Bickel, 2006; Ohmur, Takahashi, & Kitamura, 2005; Ortendahl & Fries,
2005). Researchers in the medical field have also used delay-discounting teeexami
patient preferences and decision making with regard to treatment options (epgnaGha
Nelson, & Hier, 1999; Hayman, Weeks, & Mauch, 1996). An example of a delay-
discounting instrument used to examine decision making concerning treatment options
might ask participants to choose between a treatment that lasts one week\aatsil|
25% of the symptoms and a treatment that lasts one year and alleviates 100% of the
symptoms.

Delay-discounting procedures have recently been demonstrated as dpphicab
the mental health field in examining client preferences and decision-maitingegard

to psychological treatment options. Swift and Callahan (2008) have used this model to



compare treatments that differ in effectiveness (in terms of raézovery) across
differing amounts of time (number of requisite sessions of therapy). Thistypeestion
may also be used to assess participants’ preferences with regards to thepeseiof
versus common factors in the treatment process. An example of this type ofeneas
comparing one common factor to a specific factor might ask participariietse
between a treatment that is relatively high in efficacy (specitofpand low in the
presence of a given common factor to another treatment that is lower inveffess but
higher in the presence of that common factor. By systematicallingltde effectiveness
(specific factor) for the two treatments, one that is provided with degrieael of a
given common factor and one that is provided with a lesser level of that factor, the
relative values or preferences that participants provide to these featobe found.
This study was designed to examine client preferences with regardusetbe
specific factors versus common factors in psychotherapy by using a detaysaling
model. It was hypothesized that (1) clients on average would indicatécspesferences
in this model (i.e., endorse a willingness to receive a significantly lesgie# treatment
in order to ensure the presence of a given common factor). Additionally, it was
hypothesized that (2) clients would indicate greater preferences for timeocofactors
that are tied more closely to psychotherapy outcome in the literature. ri-tinttees
hypothesized that (3) the expressed preferences would indicate a degpie of
difference than what is seen in many comparative treatment studidsatihgsthat
treatment decisions based solely on outcomes from comparative treatmesstrsiaylie

not always match with client preferences.



CHAPTER I
REVIEW OF LITERATURE
The Effect of Psychotherapy

Psychotherapy has been identified as a method of treatment for mental disorder
since the 19 century. Since its proposal as a treatment, psychotherapy has received much
attention in the literature with regards to its effectiveness. One ¢adly that sparked
much interest in the area of psychotherapy’s effectiveness was condué&gsklngk
(1952).

In a 1952 review, Eysenck questioned the value of training clinical psychologists
in the use of psychotherapy, reporting that the effectiveness of psychotherapy yetd not
been shown. In order to further expound on this point, Eysenck examined the
effectiveness of psychotherapy across 24 studies covering over 8,000 caseseJ he cas
considered met a diagnosis of what was then obtusely termed “neurosis” and included
common psychological disorders and other disorders such as organ neuroses,
psychopathic states, and character disturbances; and excluded schizophreaic, mani
depressive, and paranoid states. The cases in each of these studies wigzd cladsr
one of four categories: (a) cured, or much improved; (b) improved; (c) slighihpwued;
and (d) not improved. Using this classification method, Eysenck found that 44% of
clients treated by means of psychoanalysis and 64% of clients treatedrs/ohaa
eclectic method were improved (cured, or much improved; or improved) by the end of

treatment. Eysenck’s results for each of the four categories can be fourdariTa



Table 1.

Eysenck’s (1952) summary of the effectiveness of psychotherapy.

Cured,;
much Slightly Not % Cured or
N improved Improved improved improved improved
Psychoanalytic
(5 studies) 760 176 159 161 264 44%
Eclectic
(19 studies) 7293 1705 2956 1346 1286 64%
Baseline
(no therapy) 72%

Note.Adapted from “The effects of psychotherapy: An evaluation,” by H. J. Eysenck,
1992, Journal of Consulting and Clinical Psychology, §0661. Copyright 1992 by the

American Psychological Association.
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At first glance Eysenck’s (1952) results would appear to support the effextsre
of psychotherapy: approximately 64% of clients recovered by the end oférgatm
However, Eysenck further compared this data to a rate of spontaneous recovery or
recovery without the use of psychotherapy. For spontaneous recovery rateskEysen
referred to two prior studies completed by Landis (1938) and Denker (1946). Landis
found that 72% of neurotic patients in New York state mental hospitals were atedliora
and discharged within a given year period. Denker found that 72% of clients who were
also treated by physicians with “sedatives, tonics, suggestions, and reesshta in no
case ... ‘psychotherapy”™ (p. 659) were recovered by the end of a two year period.
Esyenck then compared psychotherapy’s effectiveness (64%) to a baseline
spontaneous recovery as reported by Landis and also Denker (72%). In making this
comparison Eysenck concluded that an inverse correlation between recovery and
psychotherapy exists; “the more psychotherapy, the smaller recatetyp. 660).
Eysenck’s findings and conclusions appeared to be a damaging blow to the utility and
effectiveness of psychotherapy.

However, as expected by Eysenck himself (1952, p. 662), his study has received
much criticism since its release. The majority of these criticiem$e summed under
three main areas: the control or base-line group of clients was not dortiter
psychotherapy groups in level of “neurosis” severity, the control group did recenee s
form of psychotherapy, and different standards of recovery were used between the
control and therapy groups (Rosenweig, 1953). These criticisms have been widely
accepted by a number of others (e.g., Bergin, 1962; Cartwright, 1955; Jacobson &

Christensen, 1996; Rosenthal & Frank, 1956; Strupp, 1963). Further criticisms have also
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been raised against Eysenck’s original review, including: the therapists in the
psychotherapy group were not all equal, some producing positive outcomes and others
producing negative outcomes; the treatment groups were not all actualiyrrgc
psychotherapy; the control group clients may have recovered due to outside thet
effectiveness of psychotherapy or no psychotherapy should be measured by some other
means; etc.

Although many criticisms were raised over Eysenck’s (1952) review, this
landmark study has had a significant and lasting impact on psychotherapghesea
Sparked by Eysenck’s negative findings, much research has been conducted oveér the pas
50 years examining the effectiveness of psychotherapy as a treatneaméegivi
Stevenson, & D’Angelo, 2002). Due to the overwhelming number of studies examining
the effectiveness of psychotherapy, only a few of the major influential studieneta-
analyses conducted concerning this topic are mentioned here.

Luborsky, Singer, and Luborsky (1975) examined the effectiveness of
psychotherapy by comparing therapy groups to control groups from 33 studies kijyubors
et al. in their review only included studies that met a high standard of reseagrhates
methods. Among these studies the therapy groups were composed of clients wid rece
individual psychotherapy, group psychotherapy, time-limited psychotherapy, time-
unlimited psychotherapy, client-centered therapy, behavior therapy, psysticana
therapy, and/or other therapies; while the control groups were composed of chients w
received “no psychotherapy,” “wait for psychotherapy,” “minimal psyctathy,” or

“hospital care alone.”
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Luborsky et al. (1975) analyzed the data from these studies using a simple count
or box score method. Using this method, if a study showed results that psychotherapy
was significantly better than control, psychotherapy would get one point; ibtosts
significantly better than psychotherapy, control would get one point; and if
psychotherapy and control were not significantly different, a tie box would/ee gne
point. This box score method made it possible to count the number of studies that showed
psychotherapy to be superior to control, control to be superior to psychotherapy, and
psychotherapy and control to be the same. Luborsky et al. found that psychothexapy wa
significantly better than control in 20 of the studies, psychotherapy was equal t contr
in 13 of the studies, and the control group was significantly better than psychotherapy in
0 of the studies. Similar results were found when the studies were separatatpptnns
severity. Results from Luborsky et al.’s box score plot can be found in Table 2skybo
et al. concluded from their data that psychotherapy is effective and is rfemtevefthan
control groups in at least 60% of the studies. Further, Luborsky et al. explaingtethat
ties or equal effectiveness between psychotherapy and control seen in aboutiafe thir
the studies were due to the control group clients still receiving non-spagifedients of

treatment.
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Table 2.

Luborsky et al.’s (1975) box score results for psychotherapy vs. control across 33 studies

Schizophrenic Non-schizophrenic
Box score patients patients
Psychotherapy
was better 20 11 9
Tie 13 8 5
Control group
was better 0 0 0

Note.From “Comparative studies of psychotherapies: Is it true that ‘everysnedma
and all must have prizes’?,” by L. Luborsky, B. Singer, and L. Luborsky, X9¢bives
of General Psychiatry, 3. 1003. Copyright 1975 by the American Medical

Association.
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Meta-analytic Reviews of the Effectiveness of Psychotherapy

Concerned about the small number of studies included in previous reviews of the
effectiveness of psychotherapy and the voting or tallying method used in these thos
reviews, Smith and Glass (1977) used the meta-analysis method to examine the
effectiveness of psychotherapy across 375 controlled studies. Smith and Glasslinclude
only studies in which at least one therapy treatment group was compared to anduntreate
group or to another therapy and fit the definition of psychotherapy as given kppfilelt
and Kornreich (1990). This definition, provided by Smith and Glass (p. 753), is as
follows:

Psychotherapy is taken to mean the informed and planful application of

techniques derived from established psychological principles, bprnzers

gualified through training and experience to understand these pbesici

and to apply these techniques with the intention of assisting indivittuals

modify such personal characteristics as feelings, valuesdatit and

behaviors which are judged by the therapist to be adaptive zdffe&

Kornreich, 1990; p. 6).
Not included in their review were studies examining drug therapies, hypnotherapy
bibliotherapy, occupational therapy, milieu therapy, and peer counselinggvidgw
included in this review were dissertations and studies that previous reviews exalede
to the use of therapies that lasted only a few hours and the use of therapists that were
relatively untrained.

Specifically, Smith and Glass (1977) were interested in measuring tbesetie
of therapy across the various included studies. Effect sizes were meastiteel mean
difference between the treated and control subjects divided by the standatib@f

the control group, that i§S= (Xr —Xc)/ s¢” (p. 753). This effect size was calculated for

each individual study on the outcome variable that the study researcher chossu@mea
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A total of 833 effect sizes for therapy were calculated from the 375 includedsstudi
Based on these 833 computed effect-sizes, representing approximately 25,006, subjec
Smith and Glass found that the average effect for psychotherapy as coropametidl

groups wasik = 0.68. Using this effect size, Smith and Glass concluded that the average
client receiving therapy was better off than 75% of the control subjects who did not
receive psychotherapy. Figure 1 provides a visual representation of tbisasffe

originally provided by Smith and Glass (Figure 1 in Smith & Glass, 1977). Further, they
found that only 12% of the 833 computed effect sizes showed a negative effect, results

quite discrepant to those reported by Eysenck (1952), for psychotherapy.
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Figure 1 Smith and Glass’s (1977) effect of psychotherapy.

0.68 oy

CONTROL TREATED

I L
50th %-ILEZ N 751h %-ILE X
OF CONTROL OF CONTROL

AVE. EFFECT SIZE: Q.68 o
STD. DEV. OF EFFECT SIZE: 0.67 oy

Note.From “Meta-analysis of psychotherapy outcome studies,” by M. L. Smith axd G
Glass, 1977American Psychologist, 3p, 754. Copyright 1977 by the American

Psychological Association.
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Similar to Eysenck’s (1952) review, Smith and Glass’s (1977) meta-ahalgsi
immediately met with some criticism. Eysenck (1978) found fault in their useta-
analysis, indicating that it incorporated the results of poorly designed stouaises t
invalidating their findings for the overall effectiveness of psychotherapyci€mit with
the methodology employed by Smith and Glass has been raised by others asheell (G
1978; Presby, 1978). Rimland (1978) criticized Smith and Glass for their conclusion that
psychotherapy is effective based on the small modest effect that was fouridinkte
that this observed effect was so modest that it could be attributed to the poor validity of
the outcome measures used. Further, Rimland points out two overlooked results from the
Smith and Glass study; the duration effect size of therapy was -0.02, and &pésther
experience effect size of therapy of -0.01. Rimland used these results tahatmy
client could receive as much benefit from “consulting an untrained lay person for one
session as he or she can from consulting a highly trained MD or PhD for many hundreds
of (expensive) hours” (p. 192), and further claimed that the “death knell” for
psychotherapy had been rung. However, Smith and Glass, as well as otheahlevtre
respond to these criticisms further backing up the results of their study §&&mgh,

1978, 1980; Kalat, 1980). Although faults in the Smith and Glass study can be found,
their 1977 meta-analysis, unlike Eysenck’s 1952 review, has held up as a valid
description of the effectiveness of psychotherapy (Andrews & Harvey, 198 belrbé&
Ogles, 2004; Landman & Dawes, 1982).

Landman and Dawes (1982) and Andrews and Harvey (1981) both completed
meta-analyses seeking to replicate the results found by Smith anq181dgs Landman

and Dawes used Smith and Glass’s original database plus an additional 96 studies and
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sought to reanalyze the data looking at only studies that met a high critertahisbical
design. This criterion for inclusion of a study was the use of random assignment into
therapy and control groups. Out of the original studies 65 were randomly setected f
analysis and 42 of those studies were deemed to have fit the above menti@amcriteri
Using Smith and Glass’s effect size method, Landman and Dawes evaluatef@81 ef
sizes calculated from the 42 well controlled studies.

Landman and Dawes’ (1982) analysis found that the average effect size for
psychotherapy in these studies Was; = 0.78 SD:=s= 0.78), greater than the effect size
originally reported by Smith and Gladdgs= 0.68,SD=s= 0.67) in 1977. Further,
Landman and Dawes analyzed the data to determine if the effect was aftérediime
of assessment. They found that in studis 225 effect sizes) that measured outcome at
post test the average effect of psychotherapyMgs= 0.72 SDes= 0.79), in studiesN
= 50 effect sizes) that measured outcome at follow-up 1 (the follow-up point varied
across studies, these studies included at least one follow-up assessmemtnoé otite
average effect of psychotherapy Wss= 1.08 SD:=s= 0.70), and in studie®(= 6
effect sizes) that measured outcome at follow-up 2 (the second follow-up poidt varie
across studies, these studies included two follow-up assessments of outcoveede a
effect of psychotherapy wades= 0.62 ED:s= 0.38). Landman and Dawes concluded
that the results of their reanalysis supported the conclusions originally dra®mitty
and Glass: that including or omitting studies without adequate controls does not
significantly alter the effect, and that the effectiveness of psychothezam@amns

moderately high.
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Similarly, Andrews and Harvey (1981) also sought to reanalyze Smith and
Glass’s (1980) larger data-base using only a select subset of the studiesvaAad
Harvey were concerned that Smith and Glass’s (1977) earlier results incodedi¢ of
variability in the types of clients seen among the studies. In their anaysissws and
Harvey included only studies of clients who would normally seek psychotherapy (i.e.,
patients with neuroses, true phobias, depressions, and emotional-somatic disorders who
had entered treatment by seeking services themselves or by referrad)dluasng
analogue phobics, psychotics, delinquents, felons, drug habitués, handicapped persons,
and normal persons who were committed or solicited for treatment directyy or b
advertisement. This selected subset of the original data included 81 control trials
comprised of over 2,200 cases. The average effect size for psychotherap9# the
included effect sizes was 0.72, thus indicating that the average “clierdrsisubject
after treatment was better than 76% of the control group subjects assdbseshate
time. Andrews and Harvey concluded that Smith and Glass’ conclusions about the
effectiveness of psychotherapy are applicable for neurotic clientséigfpical of those
seen in actual treatment settings.

Noting a number of criticisms that had been made about the meta-analysis
conducted by Smith and Glass (1977), Shapiro and Shapiro in 1982 sought to further add
to the literature on the effectiveness of psychotherapy by conducting their etan m
analysis. Specifically, their meta-analysis aimed at repligahia Smith and Glass
comparison using a more current database and corrections to the methods inHight of t
criticisms that had been raised. These corrections to the methods are seshonadlier

five main areas: (a) consider only studies including untreated or minimedhed control
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group, (b) consider only studies that made a simultaneous comparison between two or
more treatments and a control group, (c) consider a more exhaustive review of t
literature including all published controlled comparisons between 1975 and 1979, (d)
exclude dissertations from the analysis, and (e) incorporate refinemémésdategories
and dimensions used to characterize outcome measurement.

Based on the above mentioned refinements, Shapiro and Shapiro (1982) analyzed
the results from 143 outcome studies, which included 414 treatment groups and 1,828
effect sizes. The mean value of these effect sizes was3IB3< 1.16), indicating that
the average treated client improved more than 82% of the untreated clients. When
accounting for the 540 null effect sizes, Shapiro and Shapiro indicated that the overall
mean effect size was reduced to 0.72. Further, when 177 effect sizes assattiated w
minimal or placebo treatments were omitted the overall mean effeavaz increased to
1.03. Shapiro and Shapiro also noted that, of the 1,828 effect sizes, only 206 (11.3%)
were negative, a percentage similar to that found by Smith and Glass (19770 Shdpi
Shapiro concluded that an independent database of recently published comparative
outcome studies indicates that psychotherapy is effective, even aftetiogrfer many
of the criticisms raised concerning previous meta-analyses looking efftus

Recognizing the large number of meta-analyses that had been completed, Lips
and Wilson (1993) used the meta-analysis method to evaluate previous meta-analyses
examining the effectiveness of psychological, educational and behaviataidrds.
Some of the included treatments under review were psychotherapy, parentesfésst
training, medical patient education, smoking-cessation programs, job enrichment,

computer-aided instruction, science curricula, and open classrooms to naména few.
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total, results from 302 meta-analyses were compared. Using the saotesii¢

measurement, only 6 of the meta-analyses produced negative mean effeuctlsiees

more than 90% of the mean effect sizes were 0.10 or larger and 85% were 0.20 or larger.
Feeling that these results may represent potential distortionshHeowide variety of

analyses included, Lipsey and Wilson calculated mean effect sizesatftaslling for

some of these distortions. Their resulting data can be viewed in Table 3.
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Table 3.

Lipsey and Wilson (1993) effect size estimates.

Effect Size

Comparison M SD N
Control/comparison designs

Random studies 0.46 0.28 74

Non-random studies 0.41 0.36 74
Design type

Control/comparison 0.47 0.29 45

One-group pre-post 0.76 0.40 45
Control group type

No treatment control 0.67 0.44 30

Placebo treatment control 0.48 0.26 30
Meta-analyses used

All studies 0.50 0.29 302

Selected studies 0.47 0.28 156

Note.Adapted from “The efficacy of psychological, educational, and behavioral
treatment: Confirmation from meta-analysis,” by M. W. Lipsey and D. Bsafv, 1993,
American Psychologist, 48, 1181-1209. Copyright 1993 by the American

Psychological Association.
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After making adjustments to control for the variety of meta-analysksisuat,
Lipsey and Wilson (1993) reanalyzed the data from a smaller subset ofsiudse
subset used only control or comparison group designs, used both published and
unpublished studies, and included only one meta-analysis, the broadest, from any given
database. This selective subset included 156 meta-analyses representiSgiéout
individual treatment effectiveness studies and more than one million individualtsubjec
Lipsey and Wilson found that the treatment effect for this sample was 0.47 (thgeaver
treated client was better than 68% of the untreated participants) with 83% tiette e
sizes being 0.20 or greater (the average treated client was at leaghbet&8% of the
untreated participants) and only one with a negative effect size. Lipsé&Vitsuoh
concluded that these results indicate that the psychological, educationalhanidizé
treatments generally have positive effects.

Although recognizing the positive effects that were found, Lipsey and Wilson
(1993) were concerned whether or not these results were clinically miegnimgrder
to examine the clinical significance of their results, Lipsey and Wilsdorpeed a
similar meta-analysis on widely used and accepted treatments in thelfietlicdhey
found that treatments involving a “life-and-death issue” yielded effees $(x08 to 0.47)
below the mean effect size found for psychological treatments. Treatmeni®tba
judged to be beneficial and did not involve a life-and-death issue showed effect sizes
ranging from 0.24 to 0.80, comparable with the range of effect sizes seen in
psychological treatments. Finally, accepted medical interventions on jpsyiciab or
behavioral outcomes showed effect sizes ranging from 0.11 to 0.96, also similar to the

range of effect sizes seen in psychological treatments. Lipsey dsohWwoncluded that
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their broad review of meta-analytic evidence indicates that psycholagiaahents have
not only positive effects, but also clinically meaningful effects.

A more recent meta-analysis on the effectiveness of psychotherapy was
completed by Westen and Morrison (2001). In this analysis Westen and Morrison were
interested in evaluating the effect of empirically supported treatrfeardepression,
panic, or generalized anxiety disorder (GAD) over the last decade (1990-129%)et
in this meta-analysis were only methodologically strong studies thedl tisst efficacy of
a specific psychosocial treatment against a waiting-list control conditicalieanative
psychotherapy, a pharmacotherapy, or some combination of thes84). These
included studies were required to use valid measures of outcome for the primary
symptoms, be experimental in design, and to test primarily face-to-faceosscial
treatments.

Westen and Morrison (2001) reported the results of 34 highly controlled studies.
Of those studies that used a control gradp (13) the mean effect size for depression
was 0.50, for panic 0.70 and for generalized anxiety disorder 1.20. Of the studies who
measured outcome through pre-post measures the mean effect size was 2.2 for
depression, 1.5 for panic, and 2.1 for generalized anxiety disorder. Westen and Morrison
further reported effect sizes for those studies that measured follow-up ostabfrie
months and 24+ months. These results can be seen in Table 4. Westen and Morrison
concluded that the average empirically supported treatment leads tollglimeaningful
improvements that are comparable to the effect of psychotherapy thatehds ined

over the past 2 decades.
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Table 4.

Westen and Morrison’s (2001) effect sizes for empirically supported treatment

Depression Panic Generalized anxiety

Time and method of
outcome measurement M SD N M SD N M SD N
Outcome at termination

With control group 05 11 3 0.7 11 7 1.2 06 3

Pre-post measurement 2.2 0.8 8 15 12 14 21 08 5
Outcome at 12 months

With control group - - - - - - 0.7 -- 1

Pre-post measurement 2.5 0.2 2 1.0 03 3 33 - 1
Outcome at 24+ months

With control group - - - - - - - - -

Pre-post measurement 19 -- 1 21 25 2 - - -

Note Blanks (--) indicate that no data was given. Adapted from “A multidimensional

meta-analysis of treatments for depression, panic, and generalizey arsoeder: An

empirical examination of the status of empirically supported therapie®. Westen

and K. Morrison, 2001]Journal of Consulting and Clinical Psychology, $9881-883.

Copyright 2001 by the American Psychological Association.
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The Effect for Children and Adolescents

While the majority of studies examining the effectiveness of psychothbesgy
used a largely adult population, a number of studies have also examined psychotherapy’s
effectiveness when treating children. Weisz, Weiss, and colleagues condwtétida?
to 1983; Weisz, Weiss, Alicke, & Klotz, 1987) to back (1983 to 1993; Weisz, Weiss,
Han, Granger, & Morton, 1995) meta-analyses on the effectiveness of psycgbpthera
with children and adolescents. In the 1987 study Weisz et al. analyzed results from 108
well-designed outcome studies (compared treated to control group) with 4 to 18-year-old
participants. Across these studies the average effect size was 0.79,ngdlcatithe
average treated child had improved more than 79% of the untreated children. Further,
Weisz et al. (1987) found that only 10 (6%) of the 163 computed effect sizes were
negative. Using the same methods and inclusion requirements over the subsequent decade
Weisz et al. (1995) computed effect sizes for 150 studies involving 244 different
comparisons. This analysis yielded a mean effect size of 0.71, similar to thatrfound i
their previous study. Taking in mind the current findings as well as the findingghHeom
previous study (Weisz et al., 1987), Weisz et al. (1995) concluded that psychotherapy
with children and adolescents produces positive effects of respectable magnitude.

Efficacy vs. Effectiveness

One criticism with the literature examining the effectiveness of psyetegty, as
well as all other psychotherapy outcome research, is that the findingotrapresent
or apply to what actually happens in actual practice. Lambert and Q@&$) discuss
this issue when they define the difference between efficacy and effests/ekccording

to Lambert and Ogles the efficacy of a treatment is determined by this fscarefully
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controlled clinical trials, while the effectiveness of a treatmedéisrmined by the
results of studies which examine interventions as implemented in actual itlintcoss.
In discussing the difference Lambert and Ogles point out that efficasgsvaiternal
validity while effectiveness values external validity. While many of tlierbementioned
meta-analyses included some studies that measured effectivenessoptity ofahe
studies included were measures of efficacy.

In seeking to assess the applicability of efficacy studies to the tleittang,

Weisz, Weiss, and Donenberg (1992) compared the results of previously published meta-
analyses examining efficacy to results from a clinic based outcome SWaiyz(&

Weiss, 1989). The clinic based outcome study looked at the effectiveness ofriteatme

9 clinics for 93 children. On three measures of outcome (Child Behavior Checklist,
severity of primary referral problems, and Teacher Report Forms) theyaeffact size

at 6 months follow-up was -0.24, 0.24, 0.31 respectively and at 1 year follow-up was
0.19, 0.24, 0.33 respectively. Weisz, Weiss, and Donenberg indicate that the effect sizes
found in the clinical setting fell well bellow the effect sizes found in previoua-me

analyses.

Sparked by the discrepancy between efficacy and effectiveness founddzy We
Weiss, and Donenberg (1992) a number of studies have more fully examined this issue.
Hunsley and Lee (2007) conducted a review evaluating whether or not the fresullts
effectiveness studies match results obtained for efficacy studiesti¥dfeess was
measured in 21 adult studies and 14 child studies. When examining completion rates
Hunsley and Lee found that 93% of the 35 studies of effectiveness from the clinic had

rates equal to or higher than rates found in efficacy studies (Wierzbiekkérik, 1993).
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Further, when examining outcome rates (percent of clients improved or recovered)
Hunsley and Lee found that only 4 of the 35 studies of clinical effectiveness showed
recovery rates lower than the literature (Asarnow, Jaycox, & Tompson, 2001;\Bgadle
Mandell, 2005; Cartwright-Hatton, Roberts, Chitsabesan, Fothergill, & Harrington, 2004;
Eddy, Dutra, Bradley, & Westen, 2004; Rodebaugh, Holaway, & Heimberg, 2004;
Sheldrick, Kendall, & Heimberg, 2001; Westen & Morrison, 2001) on efficacy recovery
rates. As a result of their findings Hunsley and Lee concluded that thes fesort

efficacy studies are reasonably applicable to the clinic setting.

A unique study examining the effectiveness of psychotherapy from as#iticg
was completed b€onsumer Reporf€R) in 1995 and was headed by Seligman
(Seligman, 1995). This study was unique in that it used a survey method asking
participants to reflect back and answer questions concerning the mental heatdsse
that they had received sometime in their I@@nsumer Reporisicluded this survey
about psychotherapy and drugs in its annual questionnaire for 1994. In this survey
respondents were asked to complete the survey “if at any time over the gagteiduns
you experienced stress or other emotional problems for which you sought helmfrom a
of the following: friends, relatives, or a member of the clergy; mentalhhpaitessional
like a psychologist or psychiatrist; your family doctor; or a support group” (p. @&if)
of the 180,000 surveys sent out, 22,000 were returned. Of those 22,000 who returned
surveys, 7,000 had completed the mental health section. Of those 7,000, about 40% had
just talked to friends, relatives or clergy, and about 60% went to some combination of

mental health professionals, family doctors, and support groups. Of that 60%, 2,900 went
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to a mental health professional (psychologist [37%], psychiatrist [22%], sociemwor
[14%], and marriage counselor [9%]).

The questionnaire measured improvement in three areas: 1) specific impnbvem
or how much the treatment helped with the specific problem that led the person to
therapy, 2) satisfaction, and 3) global improvement or how respondents described their
current emotional state as compared to when they started a treatmenta8¢1i§ab)
reported on a number of results found by the survey. He reported that most respondents
who were treated by a mental health professional got better: of those who began
treatment feeling very pooN(= 426), 87% were feeling very good, good, or at least so-
so by the time of the survey; of those who began treatment feeling fairlyNbeorg6),

92% were feeling very good, good, or at least so-so by the time of the survey. He
concluded that these results matched with previous literature that found pskayptioe
be an effective treatment.

Other interesting findings reported by Seligman (1995) were that lomg-ter
therapy produced more improvement than short-term therapy, and that there was no
difference between psychotherapy alone and psychotherapy plus medicaton f
disorder. However, not all of Seligman’s findings supported the effectiveness of
psychotherapy. Specifically, it was found that respondents who were seen by
psychologists improved less than those who were seen by Alcoholics Anonymous, more
than respondents who were seen by marriage counselors, and equal to those respondents
who were seen by family doctors, psychiatrists, or social workers. This firsdéngilar
to that reported by Eysenck (1952), in that psychotherapy worked, but not any better than

groups that would be considered to not have received psychotherapy. However, Seligman
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still concluded that the survey had “provided empirical validation of the effectvehes
psychotherapy” (p. 974).

A number of criticisms have been found witbnsumer Reportd995) study on
the effectiveness of psychotherapy. Seligman (1995) reported on 7 specific
methodological flaws, including: 1) a sampling bias in what type of people read
consumer reports and what type of people respond to the surveys given, 2) no control
groups were used in the study, 3) self-report data can often be flawed, 4) the ;agvey w
not double-blind or single-blind, 5) the outcome measures were likely inadequate, 6)
retrospective biases were likely made by the respondents in filling out tHeqonase,
and 7) random assignment of patients to treatment was not used. Jacobson and
Christensen (1996) taking in mind the above mentioned flaws witidhsumer Reports
study as well as other methodological issues, suggested that the studytbd lsjebe
field. They conclude:

What is interesting about examining Eysenck’s (1952) study in light of the

CR(1995) survey is that virtually all of the criticisms leveled at Eysenck’s

evaluation were more sophisticated from a methodological perspective.

...the field was correct in rejecting Eysenck’s evaluation: The control

groups and the measures of outcome were inadequate. We don’t see any

reason to revert to a methodology that was rejected for its methodological

inadequacies 20 years ago. (p. 1036)

...we do believe, with equal conviction that championing surveys such as

the CR (1995) study actually set the field back and return clinicians to an

early stage of scientific discovery at a time when they can illcaffor

abandon the lessons they have learned over the past 40 years. (p. 1038)

Matt and Navarro (1997) reviewed the literature examining both effectwanes
efficacy for psychotherapy in a total of 63 meta-analyses dating &etl8y7 and 1991.

Included in this review were more than 3,800 studies and tens of thousands of subjects.

From their review Matt and Navarro concluded that psychotherapeutic intervemias
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universally positive effects across different classes of interventionsnpptipulations,
settings, outcomes, and research designs. None of the reviewed meta-andilyses!
that psychotherapeutic interventions were ineffective or harmful, howevepested
due to sampling error, some or the individual studies did. Of the 28 meta-analyses that
reported an effect size estimate for psychotherapy the mean was 0.67., Mathand
Navarro pointed out that although the estimates for the effect of psychothaeeapy
consistently positive, there may be a number of moderator effects (typetofemneéa
length of treatment, subject characteristics, setting charaasgyistid research design)
that play a role in the magnitude of the overall effect.

The Role of Dose in the Effect

The studies and meta-analyses mentioned, excludirngahgumer Reports
(1995) study, have evaluated the effectiveness of psychotherapy througin siethhods;
comparison to a no treatment or placebo control group. These studies have generally
found psychotherapy to be an effective treatment. However, in order to fully understand
the effectiveness of psychotherapy it may be important to understand the rdbe that t
dose or amount of treatment plays. The dose-effect literature, dating back to the 1980s
looks at the effectiveness of psychotherapy from this perspective.

The dose-effect model was first introduced by Howard, Kopta, Krause, and
Orlinsky (1986). In this 1986 meta-analysis, Howard et al. were interestednnmnéxa
the relationship between the number of sessions of individual psychotherapgdeasiVv
the percentage of clients who improved. Using probit analysis on outcome data from ove
2,400 clients included in 15 different studies, Howard et al. indicated that 10% to 18% of

clients improved prior to the first session, 48% to 58% of clients improved after 8
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sessions, about 75% of clients by six months (26 sessions), and about 85% of clients were
considered improved at the end of one year of treatment (52 sessions). Based on this data,
the dose-effect relationship forms a negatively accelerated curvegtindithat with a

greater number of sessions there is a greater likelihood of improvement; however,
diminishing returns can be expected as the dosage increases. Howard et akffedbse

curve can be viewed in Figure 2.
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Figure 2 Howard et al.’s (1986) dose-effect curve.
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Note.Adapted from “The dose-effect relationship in psychotherapy,” by K. |.atdws.
M. Kopta, M. S. Krause, and D. E. Orlinsky, 198énerican Psychologist, 4p, 160.

Copyright 1986 by the American Psychological Association.
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Since the release of Howard et al.’s (1986) seminal article, studiesxydoeed
the dose-effect relationship within diagnostic categories and symptogoGas in
outpatient populations, using trainee clinicians, using a change criteriaicélcl
significance as compared to improvement, and using session-by-session sunafysis
as compared to pre-post-probit analysis (Barkham et al., 1996; Callahan & Hynan, 2005;
Draper, Jennings, Baron, Erdur, & Shankar, 2002; Hansen & Lambert, 2003; Kadera,
Lambert, & Andrews, 1996; Kopta, Howard, Lowry, & Beutler, 1994; Lambert, Okiishi
Finch, & Johnson, 1998; Lueger, Lutz, & Howard, 2000). Although different percentages
of improved clients have been found, a negatively accelerated dose-eHeonstlip has
been demonstrated across these studies.

In attempting to summarize the results from the previous literature, Hansen,
Lambert, and Forman (2002) examined the data from seven studies dating back to the
original Howard et al. meta-analysis. They found that a range of betveel04
sessions was required to reach a 50% patient recovery rate. Hansen etditedcihis
large range to the different symptoms measured, the different methods used to study
outcome (pre-post-test compared to session-by-session), and the differedsneted
to analyze the data (probit analysis compared to survival analysis compalesgtved
percentages). When taking these differences into account, Hansen et al. conctuded tha
between 13 and 18 sessions of therapy are required for 50% of patients to improve, and
that clients who continue in treatment after the median number of sessions continue to
show improvement.

Conclusions on the Effect
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After reviewing the literature on effectiveness, efficacy, and dffsetelLambert
and Ogles (2004) summarized the current findings on the effect of psychotherapy. The
concluded that psychotherapy is effective when compared to no-treatmentetwoplac
treatment control groups, that many clients who participate in treatnadset meaningful
(clinically significant) improvements, that clients generally nemtheir gains over
time, and that some evidence supports therapy’s effect in practice. Hisalpert and
Ogles reported that “these findings provide an impressive array of evidertbe f
efficacy, effectiveness, and utility of psychotherapy if it is given in sobataloses”
(p.160).
The Specific versus Common Factors Debate

In summary, the research has consistently found that psychotherapy isctineeff
treatment method for psychological disorders. However, indicating which facies m
psychotherapy effective has been the source of a long standing debate. @ie ohéhe
debate are those who support the use of specific factors or empirically supported
treatments in clinical practice. This side indicates that the use ofispdtattive
treatments leads to the best outcomes in therapy (APA Division 12 Task Force, 1995;
Chambless et al., 1996, 1998). On the other side of the debate are those who support the
use of common factors or techniques that are common to all forms of therapy. These
factors include things such as the therapist’s ability to show empathyaandhwand the
client’s expectations for improvement. Supporters on this side indicate thatthe bes
outcome in therapy is found through the use of these common factors (Luborsky et al.,
1975; Wamplod, 2006).

Specific Factors
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The question as to whether the use of specific effective treatmentsdehes t
best outcomes in therapy has received particular attention since the oéldes®995
report by the American Psychological Association Division 12’'s Task Fordeeon t
Promotion and Dissemination of Psychological Procedures (Chambless et al., 1995). Thi
task force believed that in order for clinical psychology to survive in congretiith
biological psychiatry, a new emphasis needed to be placed on recognizing
psychotherapies with proven efficacy. They proposed that psychologicaldrdstie
placed in one of three categories (well established treatments, profiialgi@us
treatments, and experimental treatments) based on the treatments é&wpirafal
support.

According to the task force, in order for a treatment to be “well establighed
needed to meet the following criteria: 1) have at least two good group desi@s studi
demonstrating its efficacy, or 2) have a large series of single csiga deudies
demonstrating efficacy. Under the first criteria the two good group dstidres needed
to be conducted by different investigators and show that the treatment is stgppiiior
psychological placebo, or to another treatment, or show that the treatment iseedjtiova
an already established treatment. Under the second criteria the sisgleesign studies
must have used good experimental designs and compared the intervention to another
treatment. Further, in order for a treatment to be considered “well-ebidblithe studies
supporting it must be conducted with treatment manuals and have clearly dpei@hie
sample characteristics. In order for a treatment to be considered “pretieddgious” it
needed to fit the following criteria: 1) have two studies show that the treasmaote

effective than a waiting-list control group, or 2) have one study that demonstrates
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effectiveness according to the “well-established” criteria or two esutbhnducted by the
same investigator that meet the criteria, or 3) have two good studies that adataeonst
effectiveness but are still flawed by a lack of homogeneity of the chemple, or 4)
have a small series of single case designs that meet the critexianell-established”
treatment. All other psychological treatments that did not meet the ativeloe
categorized as “well-established” or “probably efficacious” wereslered to be
“experimental treatments”.

After defining the criteria for empirically supported treatments tivesidn 12
task force provided a number of recommendations in the areas of researaiy,teaidi
practice for clinical psychology. Specifically, for research thik tace recommended
that studies continue to evaluate the effectiveness of treatments, however, toidg so us
the high quality of design as described in their given criteria. It wasesdsonmended
that a complete list of treatments that fit the criteria be composed anbdishatt be
updated as new research studies are conducted. In the area of training thred¢ask f
recommended that all APA accredited doctoral programs and internshigatbhsand
provided experience in the use of these empirically supported treatmentst,Flirthe
approved workshops teaching psychological treatments for continuing educati¢s credi
must specify whether the techniques fit the criteria outlined above. Fimathe area of
practice the task force recommended that clinicians, mental health céntdrparty
payers, HMOs, and national institutes be made aware of and use/provide fundieg for t
empirically supported treatments.

The release of the Division 12 Task Force report has had a tremendous impact on

the field of clinical psychology. Many researchers and practitioneee dlgat a
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psychological treatment should be empirically supported before it is used ilcgract
taught to trainee clinicians. Chambless and Crits-Christoph (2006) argue that:

...treatment decisions should be made, whenever possible, on the basis of

the results of empirical research that tests what treatment work&dbr w

problems experienced by clients with what important characteristics that

might moderate the treatment outcome... Thus, in the face of evidence

that Treatment A works, it is not sufficient for the practitioner who prefers

Treatment B to rest on the fact that no one has shown that Treatment B is

ineffective. Treatment A remains the ethical choice until the success of

Treatment B is documented... (p., 192)
In a recent Division 1Presidential Columrf2007) Marsha M. Linehan discussed the
advances that our field has made due to the current focus on evidence and empirically
supported treatments. In talking about the use of evidence in practice she says:

The question is, what would you want tried first: a treatment with

evidence that it works (and does not harm) or one applied by an

experienced clinician but without any data that it works? What would you

want your therapist to know: treatments with scientific data that they

work? That is our central question. (p., 4)
Others have recognized the value of the Division 12 report on making the public as well
as agencies aware of the usefulness of psychological interventions asaitefor
mental disorders (Beutler, Moleiro, & Talebi, 2002; Chambless & Crits-Christoph, 2006;
Lambert & Ogles, 2004)

A number of criticisms have been raised since the release of Division 12’s Task
Force on the Promotion and Dissemination of Psychological Procedures report
(Chambless et al., 1995) and the list of empirically supported treatments. Sdrae of t
major criticisms are concerning the task force’s failure to receghiz literature that

indicates that all studied psychotherapies are equally effectiveethphiasis on the use

of manualized treatments, the emphasis on efficacy as shown by randomizedecbntrol
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trials as compared to effectiveness, and their ignoring of common factors that ma
explain more of the effect in therapy.

Several objections have been brought up in regards to empirically supported
treatments due to a failure to find differences in the literature betweenqpisgcapies.
Many of the major reviews and meta-analyses analyzing the effeztiver
psychotherapy have also compared the effectiveness of the differémietmeanethods
and have found little differences. Luborsky et al. (1975) used the box score method to
review comparative studies dating back to the 1950s with regards to this question. Of 11
studies that compared outcome results of different treatments, only 4 founerdiéfer
between the percentage of clients improved; however, most of these studiesaemeee d
to be of poor quality. Five studies had been conducted comparing client-centeapg ther
to other traditional therapies. Of these 5 studies, 4 of them found the therapies to be equal
and only one found that the traditional therapies were superior. In 19 studies that
compared behavior therapy to psychotherapy, 13 studies found the two to be equivalent
and only 6 studies found behavior therapy to be superior. However, Luborsky et al. again
point out the poor quality of the 6 studies that found behavior therapy superior to
psychotherapy. Luborsky et al. concluded that “comparative studies o&differms of
psychotherapy found insignificant differences in proportions of patients who imprgved b
the end of psychotherapy” (p., 1003). Due to the failure to find differences, Luborsky et
al. reached the conclusion asserted by Rosenzweig in 1936 that the “dodo bird verdict”
that “everybody has won and all must have prizes” (p., 1003) is probably the most

accurate description of psychotherapy.
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Smith and Glass (1977) in their meta-analytic review of the effect of
psychotherapy across 375 studies also analyzed the effect of the ditferagies. In all
Smith and Glass compared 10 different treatment types. The effect sieaslicof these
treatments can be found in Table 5. When categorizing these treatment types int
behavioral and non-behavioral categories a small difference was foundh&vith t
behavioral treatments showing an average effect size of 0.83 and the non-bkhaviora
treatments showing an average effect size of 0.59. However, Smith andnGiestei
that the small difference may be due to the methodology differences tndness\When
including only studies where a behavioral and non-behavioral treatment were
simultaneously comparedll & 119 effect sizes) there is only a 0.07 difference between
the two groups. Smith and Glass further compared psychodynamic treatments to
systematic desensitization and behavioral modification. When comparing ostftmame
the typical phobic client using regression equations little effect sizzeliites were
found (psychodynamic = 0.92, systematic desensitization = 1.05, and behavioral
modification = 1.12). Again when comparing outcomes for the typical neurotic client
using regression equations, little effect size differences were foundhusyamic =
0.64, systematic desensitization = 0.52, and behavioral modification = 0.85). In view of
these results Smith and Glass concluded that there are negligible détenerice effects

produced by different types of therapy.
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Table 5.

Smith and Glass’ (1977) therapy type effects.

Treated percentile status

Type of therapy M effect size compared to control group
Psychodynamic 0.59 72%
Adlerian 0.71 76%
Eclectic 0.48 68%
Transactional analysis 0.58 72%
Rational-emotive 0.77 78%
Gestalt 0.26 60%
Client-centered 0.63 74%
Systematic desensitization 0.91 82%
Implosion 0.64 74%
Behavior modification 0.76 78%

Note.Adapted from “Meta-analysis of psychotherapy outcome studies,” by M. LhSmit
and G. V. Glass, 197American Psychologist, 3B, 756. Copyright 1977 by the

American Psychological Association.

42



More recently Wampold et al. (1997) conducted a meta-analysis testing the “dodo
bird verdict” whether or not differences exist between the different pyeftapies.
Included in Wampold et al.’s meta-analysis were only 1) studies that dicectipared
two or more therapies and 2) studies that examined the effectiveness of “bbna fide
treatments. In this meta-analysis “bona fide” treatments were defs&hose delivered
by trained therapists and were based on psychological principles, were affédred t
psychotherapy community as viable, or contained specified components” (p., 205). Als
unique to the meta-analysis, Wampold et al. did not classify treatments ietalgen
category types. Among the studies conducted between 1970 and 1995, 277 effect sizes
were calculated. These effect sizes were then randomly assigned\ee mosiegative
sign. It was thought that if there were differences between the thettapiethe effect
sizes after random assignment of a sign would equal zero but would produce thiok tails
a distribution due to the large effects. On the other hand it was thought that if there we
not differences between the therapies then the effect sizes after rasgignmeent of
sign would equal zero and would be normally distributed. See Figure 3 for Wampold et

al.’s visual explanation of this comparison.
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Figure 3.Wampold et al.’s (1997) dodo bird hypothesis (p., 206).
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Figure 1. A distribution of effect sizes (with signs determined randomly ) when the Dodo bird conjecture
is true and when it is false.

Note.From “A meta-analysis of outcome studies comparing bona fide psychotlserapie
Empirically, ‘all must have prizes’,” by B. E. Wampold et al., 1993ychological

Bulletin, 122 ,p. 206. Copyright 1997 by the American Psychological Association.
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Wampold et al. (1997) did find that when the 277 effect sizes were randomly
assigned a sign the aggregated effect size was neadzef@021). Further when
testing for the homogeneity of these effects around zero, chi square aleagss a
failure to reject the null hypothesis € .94), indicating that homogeneity was observed.
Further, Wampold et al. calculated the average effect when all 277 effectvere
assigned a positive sign. This was thought to provide an upper bound estimate of the type
of therapy. The resulting upper bound estimate effect sizelwds19. Finally Wampold
et al. also compared effect sizes for treatments across publicatior{iffgaesdifference
exist between treatments but were obscured due to methodological problenms seen i
studies of the past, differences in effect sizes would be seen here) and betatesents
determined to be similar and treatments determined to be dissimilar (@iffierences
exist between treatments, similar treatments would show smalletseffeen compared
to each other). Both of these analyses produced results indicating no differences.
Wampold et al. concluded that the “dodo bird verdict” was supported in their meta-
analysis and that there is no difference in outcomes between the differemblpgycal
treatments.

Another major criticism with empirically supported treatments is the esipba
the use of treatment manuals. The task force’s criteria indicates thdemfar a
treatment to be considered “well established” a treatment manual must be stetias
considering its effectiveness. It was originally thought that trestmenuals were
beneficial because they could be used to describe a specific intervention in enaugh det
so that a researcher could use the manual to test that intervention or so theia cli

could use the manual to guide their practice in delivering that intervention (Addis &
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Cardemil, 2006). However, a number of criticisms concerning the use of treatment
manuals have been raised.

One major criticism with the use of treatment manuals is that they put undue
emphasis on a small part (the technique) in the process of psychotherapy (Duncan &
Miller, 2006; Lambert & Ogles, 2004, Silverman, 1996; Wampold, 2001). Wampold
(2001) suggested that only 1% of therapeutic change can be attributed to the speci
technique. Manuals focus on this specific factor that contributes so little dotiteame
while ignoring other factors such as therapist variables and client varimbilésstration
of this point Aaron T. Beck, whose work contributed to the popularization of manuals
(Lambert & Ogles, 2004), has been quoted saying: “You can’t do cognitive thevapy fr
a manual any more than you can do surgery from a manual.” (Duncan & Miller, 2006).

Additionally, some argue that the use of treatment manuals does not produce
improved outcomes in therapy (Duncan & Miller, 2006; Lambert & Ogles, 2004).
Testing this hypothesis Bein et al. (2000) examined the effect of trainingraigis in
a manualized Time-Limited Dynamic Psychotherapy. In this study each of the 16
therapists treated 2 clients using their traditional treatment, thenedame year of
training in the manualized treatment, and then treated 2 clients using the neghualiz
treatment. In this well referenced Vanderbilt Il project, Bein ebaind that there were
no differences in outcome between the clients that were treated prior tognaith the
traditional treatment and the clients that were treated after tramthg manualized
treatment. A failure to find improved outcome with the use of treatment manuals has

been repeatedly found in the literature (Shadish, Matt, Navarro, & Phillips, 2000).
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Further research on treatment manuals has actually found negatiie effec
associated with their use (Beutler et al., 2004; Duncan & Miller, 2006). In awefide
literature on the negative effects of treatment manuals Addis, Wade, ansl (1809)
reported that, when surveyed, clinicians believe that manuals have a negptigeom
the therapeutic relationship. Other negative effects pointed out by Addlisneteded
manuals failure to address the individual needs of clients and the resultiragioesin
the innovation of clinicians. The Vanderbilt Il project, mentioned earlier, alsitest the
negative effects of training clinicians in the use of a manual. Henry, Struppr, Butle
Schacht, & Binder (1993) found that after training in the use of a manual, therapists we
judged to be less optimistic, less supportive of clients’ confidence, spend less time
evaluating clients’ feelings, to be less warm, to be more authoritarian, axpr¢s®
more negative attitudes.

The Division 12 Task Force on the Promotion and Dissemination of
Psychological Procedures report (1995) on “empirically supported treatnhastslso
been criticized due to its emphasis on the use of randomized controlled trials ingstudyi
the efficacy of treatments. Randomized controlled trials seek to examiefativeness
of therapy or a particular treatment through strict control of variablesnidnaeffect
client change, but are not related to the treatment of interest. Whilerigtiesntrol may
increase the internal validity of randomized control trials, the externdityadf such
trials is often called into question. Many argue that the results of randomizeallednt
trials do not carry over or apply to clinical practice. Opponents of randomized ceohtroll
trials indicate that the subjects do not represent actual clients and thatdbesgn

controlled trials does not represent the process in actual practice.
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With regards to how well subjects from randomized clinical trials represtuml
clients a number of differences between the two populations have been pointed out. One
area in which these two populations may be different is in the reason for seekingsservi
While those in the clinic setting often actively seek services, partisiganaindomized
control trials may be enticed to participate in a treatment by an aduetiser in some
cases by some type of reward (i.e., money or extra credit). A second difarehce
between the two populations is in the presenting problems. Randomized controlled trials
seek control by often excluding participants with a medical condition, sub-clieveds
of pathology, severe pathology, or a comorbid diagnosis. However, it has been reported
that actual clients often show one or more of these excluding characteristgtenvand
Morrison (2001) indicated that exclusion rates for randomized controlled trials for
depression were 68%, for panic disorder 64%, and for generalized anxiety disorder 68%
Stirman, DeRubeis, Crits-Christoph, and Brody (2003) examined the issue of@xclusi
discrepancy by comparing charts on 347 actual clients to the literature on raedlomi
controlled trials. They found that 67% of those clients were judged not to be eligible for
participation in a single randomized controlled trial study due to not meetiagpthe
mentioned exclusion criteria.

It has been argued that in addition to participant characteristics in randomize
controlled trials lacking external validity the process of treatment setlr@ls does not
represent what actually happens in clinical practice. Hansen, Lambert, amahFor
(2002) compared outcome data on over 6,000 clients seen across six different outpatient
sites across the nation to outcomes reported in the literature of 28 randomizelliecontr

trials. The average number of sessions a participant attended in the randomizgldont
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trials was 12.7 and the rate of recovery based on the criteria of clinicallfycgighi

change (Jacobson & Truax, 1991) in these trials was 57.6% of participants. listcontra
the average number of sessions a client attended was less than 5 and the ratergf recove
based on the criteria of clinically significant change was only 20% of liefsinsen et

al. concluded that the results of randomized controlled trials may not representesutcom
as observed in clinical practice.

After reviewing the literature on empirically supported treatmentsajplyer
manuals, and treatment protocols, Lambert and Ogles (2004) report that marehrese
needed to determine whether training therapists in the use of these $petfic has
any real effects on therapy outcome. They also indicate that thitle isvidence for the
“transportability” of specific empirically supported treatments to thaadi population.
Finally, Lambert and Ogles conclude that “little evidence supports the noticsptwfic
technigues make a substantial contribution to the treatment effects. Indeedofa li
research that centers on further specifying common factors may ulgimesdelt in a
larger harvest” (p. 176).

Common Factors

Many of the critics of empirically supported techniques and specific factors
indicate that common factors play a much larger role in the effect of psychmthera
Common factors are the variables that are common to all effective modetshants of
psychotherapy and many believe that it is their presence, or the lack thHeaeof, t
determines the overall effect of a psychological treatment. Lamit®gles (2004)
define common factors as “those dimensions of the treatment setting (thehapaty,

client) that are not specific to any particular treatment” (p., 151). The fd@smnon
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factors and their effect was first introduced by Rosenzweig in 1936. Notingithely
divergent forms of psychotherapy were all equally effective, Rosenzwegaiadithat
the there must be some principles common to all forms of psychotherapy thatsing ca
the general effectiveness.

Since Rosenzweig’s (1936) introduction of common factors many different
theories about what constitutes a common factor have been proposed. Many bdlieve tha
the common factors are associated with or even detailed in the Rogeriamneards
sufficient conditions for therapeutic change. Rogers (1957) indicated that there are
conditions that are both necessary and sufficient to produce or describe change tha
occurs in psychotherapy; implying that change will not occur in therapysié the
conditions are not present and only these conditions need be present in order for change
to occur in therapy. He further explains that any time a change does occur in & islient
due to the presence of these conditions and not due to other factors such as differing
treatment techniques or theories.

The first of Rogers (1957) conditions is that two persons must be in psychological
contact. This condition simply indicates that a client and a therapist have swhod ki
psychological relationship, while the remaining conditions seek to descrtbe tha
relationship. The second condition applies to the client, who must be in a state of
incongruence, being vulnerable or anxious. This incongruence on the part of the clients
represents a discrepancy between their actual self and the way thehe/iearkd and
their ideal self or the way that they would like to be. As compared to the cliethjrthe
condition indicates that the therapist must be in a state of congruence. #haf sta

congruence by the therapist represents the necessity of the therapist tcobéirtrue
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self, genuine and integrated. There can be no deception of feelings or actions on the part
of the therapist. This is only required of the therapist in session as part oatienstlip

with the client. Fourth of the conditions, the therapist must experience unconditional
positive regard for the client. Unconditional positive regard implies compledptarce

of the client without any form of judging or valuing the clients’ beliefs, thegg

emotions, or behaviors. The therapist must further experience an empathic undeystandi
of the client. Rogers describes this empathy as sensing the clientlsasoflit is your

own. Not only is it necessary for the therapist to feel this empathy, but it alsd@enus
communicated to the client. Communicating this empathy as well as the agpdrie
unconditional positive regard is the last of Rogers’ six necessary and sufficient
conditions. Rogers reports that the varying degrees of effectiveness in therame to

the varying levels of presence of these conditions.

Although many accept that Rogers’ necessary and sufficient conditionsdescri
the common factors in psychotherapy, other definitions of the common factors have also
been widely recognized. Frank (1976) was one of the first to summarize the proposed
common factors into a cohesive model. This model, as described by Weinberger (1995),
indicates that across all forms of psychotherapy individuals first seéé&eiabecause
they have a sense of demoralization. This demoralization is due to the factytaethe
experiencing stress or anxiety over a specific problem. The purpose of psyghteera
then to help reduce the stress or anxiety by instilling hope which alleviates the
demoralization. Frank indicates that all therapies instill this hope by pro\adiegler, a
healing setting, an understanding of the problem, and a set of prescribed methods for

overcoming the problem.
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Since the release of evidence based practice and empirically suppotiaentsa
a number of other models of common factors have been hypothesized. Weinberger
(1995) recognized that there existed a large number of proposals of different common
factors without scientific evidence supporting one set of factors over andtbmberger
offered a list of five classes of common factors that may or may not be present i
different forms of therapy, but are present in psychotherapeutic changeerag These
factors included 1) the therapeutic relationship, 2) expectations of thecapaegess, 3)
confronting or facing the problem, 4) providing an experience of mastery or gegniti
control over the problematic issue, and 5) attributing of the therapeutic sucdess to t
client. He further reviewed a large body of research supporting these facpdayiag a
role in psychotherapeutic change. Weinberger reported that different sclkeols ta
advantage of these different factors; humanistic and experiential appreagblessize
the relationship, behavioral approaches emphasize confronting the problem, cognitive
approaches emphasize mastery or control, and no schools focus on or include
expectations or attributions of therapeutic success. Although widely citedbgvger
did indicate that his five common factors are only illustrative and not exhaustivieaind t
more empirical research needs to be conducted in this area.

Lambert and Ogles (2004) and Lambert and Bergin (1994) have described a more
detailed list of common factors. This list of common factors is split into thtegarzes:
support factors, learning factors, and action factors. According to Laarme@gles
support factors provide a client with an increased sense of safety and aateserese of
tension and anxiety. The support factors are followed developmentally in thestterap

process by learning factors which lead to changes in the way clients andetsgtir
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problems. After the occurrence of support and learning factors the cliediféextsntly
in an attempt to master and overcome the problems. A complete summary of the common
factors separated into the three categories as provided by Lambert asdsQpgven in

Table 6.
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Table 6.

Lambert and Ogles (2004) sequential listing of common factors.

Support Factors Learning Factors Action Factors
Catharsis Advice Behavioral regulation
Identification with therapist Affective experiencing Cognitive teag
Mitigation of isolation Assimilating problematic Encouragement of
experiences facing fears
Positive relationship Cognitive learning Taking risks
Reassurance Corrective emotional Mastery efforts
experience
Release of tension Feedback Modeling
Structure Insight Practice
Therapeutic alliance Rationale Reality testing

Therapist/client active
participation

Therapist expertness

Therapist warmth, respect,

Exploration of internal frame Success experie
of reference
Changing expectations of Working through

personal effectiveness

empathy, acceptance, genuineness

Trust

Note.FromBergin and Garfield’s Handbook of Psychotherapy and Behavior Chgnge

173), by M. J. Lambert, 2004, New York: John Wiley & Sons, Inc. Copyright 2004 John

Wiley & Sons, Inc.
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Regardless of the definition or specificity of the number and type of common
factors that exist, there is ample evidence that these factors play @ tiedeciffectiveness
of psychotherapy. This literature identifies a number of different arelaetithsupport
to the common factors theory: no differences are observed between treatmdents a
therapies that are theoretically different, clients often respond to treabefere the
active ingredients have been provided, placebo shows some level of effectigeaess a
form of treatment, component analysis show specific factors do not add to theasftect
studies show common factors to play a large role in outcome.

Earlier parts of this paper discuss the literature demonstrating thalgener
effectiveness of psychotherapy (Lambert & Ogles, 2004; Lipsey & Wilson, 1993;
Luborsky et al., 1975; Shapiro & Shapiro, 1982; Smith & Glass, 1977; Westen &
Morrison, 2001) and the finding that one therapy does not differ from another in
effectiveness (Luborsky et al., 1975; Smith & Glass, 1977; Wampold, 1997). Proponents
of the effect of common factors therefore conclude that if therapy tigeaand no
specific therapy is more or less effective than another, there musirimeon factors to
all therapies that make them, in general, effective treatments.

Another consistent finding in the literature that provides evidence in favor of
common factors is the fact that clients often improve early on in treatment thefore
active specific ingredients have been used. This early improvement ties aosely t
Howard, Lueger, Maling, and Martinovich’s (1993) phase model of psychotherapy.
According to this model clients make changes during psychotherapy through three
specific phases: remoralization, remediation, and rehabilitation. Rembaaliza

represents an improvement in the sense of well-being which precedes improvaments
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symptom reduction and life functioning. Howard et al. as well as others (CalBwdt

& Hynan, 2006; Mintz, Mintz, Arruda, & Hwang, 1992) have shown that improvements
in remoralization usually occur early on in the course of therapy by around 4ensess
before the active ingredients of any specific theory or treatment hanepbavided.

llardi and Craighead (1994) reviewed this idea of early improvement across 8
studies of cognitive-behavioral treatment for depression. In this revied diad
Craighead analyzed client improvement across sessions in over 500 cliegtiuFtte
that a large percent of the changes that occur in cognitive therapy happerttuifirgy
four weeks of treatment. Further they note that this change happens beforeiftee spec
techniques of cognitive-behavioral therapy have been applied. Instead, nidrdi a
Craighead point to common factors that are present in these early sesseunsragtbe
early change that occurs in clients. They indicate that the factors ofgigradreatment
rational and assigning homework may be most strongly linked to improvement by
helping the client overcome feelings of hopelessness. Similar findings reavedgeied
across other treatments and disorders (Wilson, 1998).

Not only do clients show improvements before specific ingredients have been
used, but they often show improvements or gains without the use of specific ingredient
at all; a phenomenon known as the placebo effect. A placebo as defined in medgal term
is a treatment that is pharmacologically inert, but may have an effetd theconsumer
of the placebo’s expectations. In psychotherapy a placebo has been defireed as t
common factors, or factors that are not unique to the specific psychologicaleineat
Evidence of the placebo effect is seen throughout the literature exanfiaing t

effectiveness of psychotherapy. As mentioned earlier, some critics ofdk}s€1952)
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controversial review indicate that his control groups were actualliwnegelacebo or
common factors treatments (Rosenweig, 1953).

Grissom (1996) specifically conducted a meta-analysis of over 45 previously
conducted meta-analyses to examine the placebo effect in psychotherapy. Gissmbm
that four types of comparisons were made in the previous studies: therapy \@, contr
therapy vs. placebo, placebo vs. control, and therapy vs. therapy. Pertinent to the placebo
effect, it was found that therapy when compared to control showed an effect size of 0.75.
However, when therapy was compared to a placebo the effect size was lower at 0.58.
This decrease in effect size indicates that the placebo treatment had sdroedffect.
Further, when the placebo group was compared to a control group, the effectlseze of t
placebo treatment was 0.44, again indicating that placebo treatment hastan effec
psychotherapy. Based on these results it is thought that the placebo treatroends
effect because they capitalize on the use of the common factors.

Stevens, Hynan, and Allen (2000) conducted a similar meta-analysis looking at
the placebo effect across 80 studies by comparing common factors to no treatment
specific factors to no treatment, and complete treatment to no treatment.nhethis
analysis it was found that the complete treatment calculated effeetasz@.28, specific
factors calculated effect size was 0.19, and the common factors effestsifel]l.
Stevens et al. noted that the calculated effect sizes were similadgdiivetween the
three categories; however, they were smaller than what has previouslybeénnfthe
literature. They report that the lower effect sizes, especially inréaecd common
factors, may be due to their calculating weighted effect sizes insteadvedighted

effect sizes, and their analyzing a more restricted study base.
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Studies using component analysis show common factors to be superior
contributors to improvement when compared to specific factors. Castonguay, €bldfri
Wiser, Raue, and Hayes (1996) tested the effect of 1 variable that was unique tgecogniti
therapy and 2 variables that were common to other forms of therapy in theetneat
30 clients who received cognitive therapy for depression. In this study casesdec
ratings on the three factors (therapeutic alliance, emotional involvemengcsdoin the
impact of distorted cognitions on depressive symptoms) as well as three oudtioge r
(BDI, HDRS, and GAS) at post-treatment. When controlling for pre-treatseswetity of
symptoms and type of treatment, the two common factors correlated highly veitimaut
while the specific cognitive factor did not. Castonguay et al. concluded that@om
factors were responsible for the change as a result of the applicatiognitive therapy
in their clients.

Ahn and Wampold (2001) further utilized component and dismantling analysis to
compare common and specific factors of therapy. Ahn and Wampold conducted a meta-
analysis on 27 component studies published between 1990 and 1999. They hypothesized
that if specific ingredients contributed significantly to the effect oEpstherapy, then
complete treatments would show a large effect when compared to treathanwere
missing a critical specific ingredient. On the other hand, if specificdimgnes did not
contribute significantly to the effect of psychotherapy, then the complatenggats
would show an effect close to zero when compared to treatments that weng itnesi

critical component. A visual illustration of this hypothesis can be viewed in Hgure
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Figure 4.Ahn and Wampold’s (2001) hypothesis of the effect in component analysis.
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specific ingredients
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Complete TX without
X Ingredients

Effect for Specific Ingredient

Figure I. Dismantling study iilustrated. Tx = treatment.

Note.From “Where oh where are the specific ingredients? A meta-aalysomponent
studies in counseling and psychotherapy,” by H. Ahn and B. E. Wampold, ZQ0hal
of Counseling Psychology, 48,252. Copyright 2001 by the American Psychological

Association.
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Ahn and Wampold (2001) found the effect size of the complete treatments to be
=-0.20. According to Ahn and Wampold, the negative value indicates that the treatment
conditions with fewer components outperformed the treatment conditions with more
components. However, this effect size is considered to be small (Cohen, 1988) and did
not differ significantly from zero. It was therefore found that component studiesipdovi
no evidence that specific ingredients are responsible for the benefieil of
psychotherapy. Based on these findings, Ahn and Wampold concluded that the benefits
of treatments are probably due to factors that are common to all treatments

Finally, a number of reviews report that common factors explain a large amount
of variability in the effectiveness of psychotherapy. Messer and Wampold (20028§arg
that the previously found effect sizes for the specific factbrs(.20) are an upper
estimate or even an overestimate of the true differences between paegroetits. They
believe that this overestimate is due to the previous effect sizes being baseolute abs
values which do not take into account sampling error, and the use of non-therapeutic or
non-“bona-fide” treatments being used by researchers as control groups. Evehajiven t
0.20 is an overestimate of the true effect of specific factors, Messer angdida
indicate that this effect is still small and insignificant explaining @tM.% of the
variance in psychotherapeutic change. Instead, it is pointed out that a number of common
factors play a larger role: the therapist-client alliance shows act size ol = 0.54,
indicating that this factor explains 7% of the variance in psychotherapy outcome;
therapist and research allegiance may explain 70% of the variance; and tpistthera
characteristics may explain 6-9%. These estimates are similar &fthursl by other

reviews (Lambert & Ogles, 2004; Wampold, 2001).
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One major criticism that has been raised against the supporters of common factors
is that they over-emphasize a common thing. Chambless and Crits-Christoph (2006) have
recently argued this point. They agree that the common factors play a role in
psychotherapy outcome; however, they also believe that the specific faletpen
additional role. Chambless and Crits-Christoph indicate that understanding and applying
common factors in psychotherapy is important. However, because the common factors do
not explain 100% of the variance in treatment outcome, it is also important to understand
and apply specific factors when treating mental disorders.

Implications of the Debate

The outcome of the debate between the relative importance of specific and
common factors in the effectiveness of psychotherapy outcome has many important
implications for the field of clinical psychology. Many of these implmasi were pointed
out by the Division 12 Task Force on Promotion and Dissemination of Psychological
Procedures (Chambless et al., 1995) when they made recommendations for action based
on empirically supported treatments. If one of these sets of factorsfiispecommon)
show to contribute more to the outcome of therapy than the other, then that set sf factor
should also be emphasized more in the field through a number of actions, including but
not limited to: accredited graduate programs should teach those factorgedityaand
provide clinical training in the use of those factors; accredited internshipsl sikewise
focus a fair amount of training on those factors; workshops and seminars should be
provided for continuing education training in those factors; clinicians should focus on

using those factors in their practice, especially when evaluatingcsss; and
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researchers should focus their scientific efforts on understanding thaws fagjreater
detail, as well as many other implications.
Client Preferences

Although a large amount of research has examined the issue comparing specifi
and common factors and how they relate to the overall effectiveness of psyappthe
little or no research has been conducted examining client preferences on theltisbate
possible that clients may show a preference for the use of specific factshsywoa
preference for the use of common factors in their treatment. Numerous studies have
indicated that clients do indeed indicate preferences toward the treatnyergcige,
both in the medical field and in the mental health field setting (Aita et al., 200p&E
McNamara, 2000; Riedel-Heller, Matschinger, & Angermeyer, 2005). However,
clinicians in both settings do not always consult their clients concerning thésepces
(Benbassat, 1998; Charles, et. al, 1997; Ford, 2006; Shiloh, 2006). This is in error due to
the fact that client preferences play a role in the process and outcome eéatiment that
is provided(Devine & Fernald, 1973ylendonca & Brahm, 1983; Rokke et al., 1999; Swift
& Callahan, 2009). It thus follows that it is important to understand clients’ pnefese
concerning the use of specific factors or common factors in therapy.

The research indicates that clients do have preferences toward thentethimn
they receive. A recent study examining treatment preferences was aahtydRiedel-
Heller, Matschinger, and Angermeyer (2005). In this study a face-tarfrgiew was
administered to over 5,000 German participants. The interview examined attitudes$ tow
different types of treatments by presenting participants with a vegfeetone of two

disorders (schizophrenia or depression) and then asking respondents to make a first and
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second choice with regards to a preferred treatment provider and a preferredritebit
terms of a preferred treatment provider participants were asked to chbwserba
confidant, psychiatrist, psychotherapist, family physician, self-help groigst,pr
community nurse/district or community public health department, non-medical
practitioner, and cure at a spa. In terms of a preferred treatment opticippats were
asked to choose between psychotherapy, natural remedies, acupuncturemelaxat
psychotropic drugs, meditation/yoga, and ECT.

Riedel-Heller et al. (2005) found that the majority of interviewees recomecte
seeking treatment from a health professional, specifically endorsinglrheatth
professionals most often for both disorders. Further, psychotherapy was ratethastthe
often recommended type of treatment by participants for both disorders. Tabtets rep
Riedel-Heller et al.’s results in terms of the percentage of participairtdicate a given
treatment preference. Riedel-Heller et al. further used a logistigedssion model to
examine factors associated with the expressed preferences. It washfaiuiiod these
participants age, gender, education level, definition of mental iliness, andvpdrcei

causes of the illness all played a role in the expressed preferences.
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Table 7.

Riedel-Heller et al.’s (2005) observed treatment preferences.

Depression

% of participants First choice

Schizophrenia

% of participants First Choice

Treatment provider
22.4%
21.2%
20.1%
16.8%
11.2%

Treatment type
53.7%
18.3%
10.6%
10.6%

3.8%

Psychotherapist
Psychiatrist
Family physician
Confidant

Self-help group

Psychotherapy
Relaxation

Natural remedies

Psychotropic drugs

Meditation/Yoga

34.6%

24.7%

17.4%

8.9%

8.5%

64.7%

14.7%

10.8%

5.1%

2.0%

Psychiatrist
Psychotherapist
Family physician
Confidant

Self-help group

Psychotherapy
Psychotropic drugs

Relaxation

Natural remedies

Meditation/Yoga

Note.Adapted from “Mental disorders — Who and what might help?,” by S. G. Riedel-

Heller, H. Matschinger, and M. C. Angermeyer, 2088¢ial Psychology and Psychiatric

Epidemiology, 40167-174. Copyright by Springer Science + Business Media.
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A number of other surveys/interviews of the general public have indicated that
preferences for type of treatment do exist. Churchill et al. (2000) surveyed 895 adult
patients seeking medical treatment at one of 20 general practicdrsttas survey
participants were asked to rank four treatment options (trying to pull themsedather,
seeing a psychiatrist, taking tablets, and seeing a counselor/thergpistfdyence given
the scenario that they were seeking services for depression. Among patsici.8%
favored seeing a counselor/therapist, while only 15.3% favored a drug treatriestf. Pr
Vize, Roberts, Roberts, and Tylee (1996) surveyed over 2000 participants across the
United Kingdom with regards to treatment preferences for depression. Sesilits
were found; 85% of participants believed that counseling was an effectivedntdtm
depression, 91% thought that people suffering from depression should be offered
counseling, only 46% felt that anti-depressants were an effective treasme@8% of
the participants thought that antidepressants were addictive.

Others have also found that actual clients in a mental health field have specific
preferences with regards to the treatment they receive. Gum et al. (2006)tedraduc
study in which depressed adults were given an option of the type of treatment they
received (medication or counseling). Of the 1,602 participating clients 57%rpdefer
counseling over medication. More drastic results were found by Bedi et al. (20@0), w
reported that among 220 clients who were given an option, almost two-thirds of them
preferred counseling as compared to antidepressants. Devine and Fernaldo(1®d3) f
that preferences were expressed by clients in the treatment of chetesn@tyc
desensitization, encounter, rational-emotive, or modeling-behavior rendarsagnake

phobia. Renjilian et al. (2001) found preferences of treatment (individual or group)
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among clients who were seeking treatment for obesity. Additional studie$oenekthat
sex differences, belief differences, and cultural differences niegt éiie preferences
that clients have regarding mental health treatments (Propst, Ostrokm&yBean &
Mashburn, 1992; Schwartz & Rubel, 2005; Wong, Kim, Zane, Kim, & Huang, 2003).
An interesting study conducted by Wanigaratne and Barker (1995) examined
treatment preferences among 5 different styles of therapy. In this stutigrs at a
psychiatric day hospital were asked to watch five four-minute videos of roleebla
counseling sessions and then answer questions concerning the credibility amshpeefer
for each of the portrayed therapy types. The five therapy styles presetited/ideo
were psychodynamic, humanistic, cognitive-behavioral, focusing on externabutons
to the problems, and the therapist playing the role of a friend. Wanigaratne and Barke
found that participants preferred the cognitive-behavioral treatment mestvdien
asked if they would feel comfortable receiving a similar style of therafhey thought
the therapist’s approach would be helpful, and if they would like their current thecapis
use a similar style of therapy. The psychodynamic approach was the sexsind m
preferred treatment type, followed by focusing on the external contribdters, t
humanistic style, and the therapist playing the role of a friend, which showed no
statistical difference. Wanigaratne and Barker further found that theiyeuiccredibility
of the treatment was highly correlated=(.83) with the stated preference. Also, in
examining the factors that may have contributed to the clients’ treatnedategrces, it
was found that symptom severity (as measured by the SCL-90) was corretatad wi

preference for the psychodynamic style, sex only played a role in predertam the
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therapist playing the role of a friend style, and age showed no statyssicgalificant
associations.

Of particular interest to this study is the role that treatment efficsiormation
plays in client preferences. Kazdin (1981) had college students listen to a cagtiolesc
and indicate a preference for which treatment the case should receiwgp&tag were
given the option of 4 treatments, 2 of which were described as having a strongneffect i
terms of the rapidity, magnitude, and durability of the changes while the otlee2 w
described as having a weak effect. Kazdin reported that the efficacy ititorrdal have
an effect on the participants’ perceptions of the strength of the treatments bat di
have an influence on the participants’ ratings of acceptability of treat@erihe other
hand, the presence of adverse side effects did influence the acceptabiégtroent
ratings.

In a follow-up study Kazdin (1984) asked a clinical population of parents and
children who were seeking treatments for deviant child behaviors to rate possible
treatment options. In this study 40 parents and 40 children (1984) were provided with a
treatment description of a child who was seeking services for problemarsionihe
complaints of the participating clients as well as a description of fourehtféreatment
options which were randomly described as producing either strong or weak.effect
Kazdin found that parents and children differed in preferences for type of treatvitent
children preferring medication most often and parents preferring time-out nestloft
was further found that the described efficacy of the treatment resultecatergiaings of

acceptability for both parents and children, with treatments described as pgpsiicng
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effects being rated as more acceptable. These results furtheateeghie finding that
preferences for treatments do exist.

Defining Evidence Based Practice in Psychology

In recent years it has been recognized (by researchers, practjtamers
organizations) that clients and patients have preferences with regards ¢atmet that
is provided; and a number of organizations have stressed the importance of understanding
these preferences in the delivery of health care. Concerned that the hdatthisythe
United States was not providing consistent high-quality medical carepgeale, the
Institute of Medicine’s committee on Quality Health Care in America in 206aged a
report,Crossing the Quality Chasm: A New Health System for tH€2htury
indicating how the health care system could be reinvented to improve the delicarg of
to the public. In this report the Institute of Medicine indicated six core needsaltn he
care. According to the report, health care needs to be safe, effectivet-patitered,
timely, efficient, and equitable. In describing patient-centered careploet emphasizes
the importance of providing care that is “respectful of and responsive to individual
patient preferences, needs, and values, and ensuring that patient valued glnd=agl
decisions” (p. 3). Further, when outlining ten rules for their redesign of the heath car
system, the Institute of Medicine indicates that care should be customizediag to
patient’s needs and values, and that the patient is the source of control in decision
making.

In general the committee on the Quality of Health Care in Americssstighe
importance of practice in health care fitting a new definition of evidencelbase

According to the report, earlier definitions of evidence-based practiphasized the
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correct use of current evidence in making decisions about the care of patientgetjowe
it was felt by the committee that these prior definitions failed to incomgpotaer factors,
such as clinical expertise and patient values, in the decision making prosesselt

the committee and the Institute of Medicine adopted a new definition of evidermck bas
practice adapted from Sackett et al. (2000). This definition is as follows:

Evidence-based practice is the integration of best research evideince wi

clinical expertise and patient valu&est research evidencefers to

clinically relevant research, often from the basic health and medical

sciences, but especially from patient-centered clinical researclteto t

accuracy and precision of diagnostic tests (including the clinical

examination); the power of prognostic markers; and the efficacy and

safety of therapeutic, rehabilitative, and preventative regin@imscal

expertisemeans the ability to use clinical skills and past experience to

rapidly identify each patient’s unique health state and diagnosis, individual

risks and benefits of potential interventions, and personal values and

expectationsPatient valuegefers to the unique preferences, concerns,

and expectations that each patient brings to a clinical encounter and that

must be integrated into clinical decisions if they are to serve the patient

(p., 147).

Of particular interest to this paper is the inclusion of patient values to theidefini
According to the definition health care should not just be based on scientific research o
clinical expertise, but should also be based on the values, preferences, concerns, and
expectations of the patient.

In 2005 the American Psychological Association adopted a policy statement on
evidence-based practice in psychology that was based on the Institute of Me@i@die
definition. The APA defined evidence-based practice in psychology as “the iraagrht
the best available research with clinical expertise in the context ohfpettigracteristics,
culture, and preferences” (APA policy statement, 2005; APA PresidentiaFbase on
Evidence-Based Practice, 2006). This APA policy further emphasizes theampodf

considering personal preferences, values, and preferences relateddattherit,
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including goals and treatment expectations, of the patient. The statementdtatbe

that it should be a central goal to maximize patient choice and clinical deshkiaulsl

be made in collaboration with the patient. According to the APA policy, mental health
care should also not just be based on scientific research or clinical exjertisieould
also include the values, preferences, concerns, and expectations of the patient.

Decision-Making and Client Preferences

As a result of the research that indicates that clients/patients do héarenpes
with regards to treatment, and the recent emphasis on the importance of taking these
preferences into account, different models have been proposed about how to involve the
client in the decision-making process. Shared decision-making is one popular model
aimed at involving both parties in the treatment decision-making process. ddhes as
defined by Charles, Gafni, and Whelan (1997, 1999) includes four parts:

1. At a minimum, both the physician and patient are involved in the

treatment decision-making process.

2. Both the physician and patient share information with each other.

3. Both the physician and the patient take steps to participate in the

decision-making process by expressing treatment preferences.

4. A treatment decision is made and both the physician and patient agree

on the treatment to implement.

Ford et al. (2003) provided a similar but slightly different definition of shared
decision making by pointing out four key elements to the model: provision of clear
information, questions from the patient, willingness to share decisions, and egteem
between patient and doctor about the problem and the plan of action. Charles et al. (1997)

further suggested that the shared decision-making model should be used whexh “sever

treatment options exist with different possible outcomes and substantial umgerta
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when there is no clear-cut right or wrong answer, and when treatments vagy in t
impact on the patient’s physical and psychological wellbeing” (p. 682).

The shared decision-making model should be distinguished from other common
decision-making models including the paternalistic model and the informed choice
model. In the paternalistic model, as described by Parsons (1951), the health care
provider is seen as an authoritative figure that uses his or her knowledge artd skills
decide what is best for the patient. The health care provider, as the expert, grwvides
appropriate diagnosis and treatment for the patient without considering ith@’pat
preferences when making decisions. In the paternalistic model the patierd plagsive
role, with only the duty to try to get well and comply with the health care provider’s
orders.

If the paternalistic model is seen as one extreme giving all of theateamsiking
power to the health care provider, the informed choice model can be seen as the other
extreme giving all of the decision-making power to the patient. In this model, as
described by Hurley, Birch, and Eyles (1992), the health care provider possesses the
technical knowledge of the illness and available treatments and it is the health ca
provider’'s duty to pass this knowledge on to the patient. The patient then possesses the
available scientific knowledge and knowledge about his or her own preferences, and is
thus able to make the decisions about the care and treatment.

The shared-decision model can be placed in the middle between both extremes.
This model emphasizes a simultaneous interaction between the health caterosti
the patient at all stages of the decision-making process (Charles, W &aimi, 1999)

with both parties having an investment in the treatment decision (Ford, Schofield, &
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Hope, 2003). The health care provider’'s investment is due to his or her concern over the
patient; the patient’s investment is due to his or her having to live with the consequences
of the decision. In this model the patients and health care providers have different, but
equally valuable, perspectives and roles (Makoul & Clayman, 2006) and while health
care providers share scientific information about the illness and possibheenesitthe
patients share information about how the iliness affects them personallil as their

own preferences for treatment. When coming up with a decision in this model it is
important that both parties negotiate to find the ideal treatment to imple@teartds,

Whelan, Gafni, Willan, & Farrell, 2003).

Arguments and evidence from the medical setting support the use of the shared-
decision model as compared to other decision-making models. One argument in support
of the shared-decision model is that patients have the right to be involved in the decision
making process. Ford et al., (2003) in a survey of health care providers and the general
public, found that most people felt that it was a right of the patients to be involved in the
decision-making process. Ford et al. further point out that it is important évieen that
because the outcome of the treatment decision will mainly have an effectpatiém,
they should be integrally involved in the treatment decision-making process.

In addition to the argument that patient involvement is an ethical right, shared
decision-making has been supported by studies concerning patient prefeieoae
wanting to be involved. In 2006 Ford, Schofield, and Hope conducted a study observing
212 doctor-patient consultations in the Oxfordshire area that included a survey of the
patient’s desired level of involvement. They found that patients desire to have the

preferences taken into account and want to be involved in the decision-making process.
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Further, this study found that patients are often dissatisfied with theiotevel
involvement in the decision-making process. Levinson, Kao, Kuby, and Thisted (2002)
conducted a survey of 2,765 U.S. adults in order to assess public preferences for
participation in decision-making. In this study 96% of the participants wamtssl t
offered choices and to be asked for their opinions with concern for treatment. In
Benbassat, Pilpel, and Tidhar’s (1998) review of 18 studies concerning patient
preferences about level of involvement in the decision-making process they found that
the proportion of patients who preferred an active role in the decision-making paecess
compared to a passive role varies from as high as 81% to as low as 22%. Even studies
performed with cancer patients and patients with other serious illnes$es Bupport
the idea that patients want to be involved in the decision-making process (Bepbassat
al., 1989; Hack et al., 1994).

Although shared decision-making may be considered a right of the patients,
patients generally want to participate in the decision-making process,leads to
improved treatment satisfaction and improved treatment outcomes, this model is
generally not used in actual practice. Ford (2006) conducted a study in which they
observed 212 consultations to determine who was making the decisions. In these 212
consultations 471 decisions were made. Of these decisions 53% of them were made by
the doctor alone, 24% were made by the doctor after considering the patients opinion,
12% were shared, 5% were made by the patient after considering the doctors opinion, and
6% were made by the patient alone. When looking specifically at decisions cogcernin

medical treatments (N = 133) 76% were doctor led, 13% were patient led, and only 11%
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were shared between the doctor and patient. It is evident that curremttypcterences
are not taken into account as they should be in the decision-making process.

The Effects of Matching Preferences

A number of studies have examined the effect that matching clients to aquteferr
treatment has on therapy outcome. One early study to examine the effactgidihg a
client with a preferred treatment was conducted by Devine and Fernald (1978. In t
study the outcome of therapy was compared in 64 clients receiving tre&bmemake
phobia: 16 clients were given a preferred treatment, 16 clients were giverpeefemed
treatment, and 16 clients were not given a choice of treatment. Ratirfusr&yists
found that clients who were given their preferred treatment showed lesanesiahd
more involvement. Further, Devine and Fernald reported that those clients veho wer
given their preferred treatment showed significantly more improvememtstbse
clients who were given a non-preferred treatment and those clients who mamha
assigned to a treatment option, regardless of the type of treatment. Table 8rhows

mean post-therapy scores for the different groups.
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Table 8.

Devine and Fernald’s (1973) results comparing treatment preference and outcome.

Assigned therapy

Type of therapy Preferred Random Non-preferred
Systematic

desensitization M=23N=4) M=20.880N=4) M=17.25N=14)
Encounter M=3138N=4) M=185{=4) M=15N=4)

Rational emotive M=36.5N=4) M=30.63N=4) M=39.5=4)
Modeling-behavior
rehearsal M=415\N=4) M=1725N=4) M=3225N=14)

Total M=33.09N=16) M=21.81N=16) M=18.59 N = 16)

Note.The table shows rankings on the post-therapy measures of fear of snakes. High
ranks indicate much improvement. From “Outcome effects of receiving arprefe
randomly assigned, or nonpreferred therapy,” by D. A. Devine and P. S.c;€19aB,
Journal of Consulting and Clinical Psychology, #1,106. Copyright 1973 by the

American Psychological Association.
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Mendonca and Brahm (1983) also studied the effect of providing clients a
preferred treatment by comparing the treatment outcome for overweighechif 7
clients who were led to believe they had chosen the treatment they receivdi@mts8 c
who were just assigned to a treatment. Although some clients believed thaadhey h
chosen the treatment they received, all clients received the exactreatneent program,
which consisted of 8 weekly sessions. At pre-treatment Mendonca and Brahm found that
the children in the choice group were significantly more motivated for treatAigmbst-
treatment the researchers further found that participants in the choice gddoptha
significantly more pounds and had experienced significantly greater reduatiohs
weight index measure as compared to those participants who received no choice.
Rokke and Lall (1992) investigated the effects of preference and choice of
treatment on pain tolerance. In this study 71 undergraduate students were told of 4
different pain management techniques and were asked to indicate which of the four
techniques they would prefer. Half of the subjects were then taught and used their
preferred pain management technique as they kept their hand in 0 to 1° C water, while the
other half of the subjects were randomly assigned to a pain management technique.
Rokke and Lall found that although the four strategies did not differ from each other in
effectiveness, those participants who were given a choice of treatmerdtetblie cold
water for a significantly longer period of timil & 118.9 sec) than subjects who were
not given a choiceM = 89.4). Further Rokke and Lall compared subjects in the no-
choice condition who were randomly assigned to their preferred pain management
technique to those subjects in the no-choice condition who had been assigned to a non-

preferred technique. It was found that the no-choice preferred technique condition
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showed significantly higher tolerance times, indicating that both choice andepiede
play a role in the outcome.

Rokke, Tomhave, and Jocic (1999) examined the role of choice in treatment
outcome for 40 older adults with depression. These adults were randomly assigned to
either a waiting-list control condition, to a condition in which the target of thanent
was assigned, or to a condition in which the target of the treatment was chosaii, Over
it was observed that clients who received one of the treatment conditionsisireater
improvements (with regards to the Beck Depression Inventory, Geriatrie £3amn
Scale, and the Hamilton Rating Scale for Depression) than those clients vehplaoed
in the waiting-list control condition. Of those clients who received the tredtanel
completed therapy, Rokke et al. (1999) found no difference between the choice and no-
choice groups on overall treatment outcome. However, it was found that sighficant
more clients who were assigned to the no-choice condition dropped out of therapy
prematurely (59%), indicating that client choice may have an effect on outgome b
preventing clients from dropping out of therapy early.

Bedi et al. (2000) has also looked at the effect of client preference indreat
depression. This study compared 220 clients who received the treatment that was
preferred (antidepressants or counseling) to 103 clients who were randomhedssi
treatment. Inconsistent with previous findings, after 8 weeks of treatmentdlggdups
showed no significant differences. However, a major flaw in this study waalltibathe
clients actually received the treatment that was preferred due to thesfaittet 103

clients who were randomly assigned had chosen random assignment as theadpreferr
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treatment type. Taking this flaw into account it is still probable thatintesat preferences
play a role in effectiveness of psychotherapy.

In a recent meta-analytic review Swift and Callahan (2009) examined the
preference effect for 26 studies that compared clients who received aqut¢éfeatment
to clients who received a non-preferred treatment. Swift and Callahan foundl,dbstma
significant, outcome effect £ .15,Cl.gs: .09 to .21) in favor of clients who received
their preferred treatment. The corresponding binomial effect indicated #tethed
clients had a 58% chance of showing greater improvement in treatment outcomes.
Further analysis of premature termination indicated that clients who edabieir
preferred treatment were also about half as likely to drop-out when compared to othe
clients. Swift and Callahan did find that study design was a moderating vaighl¢hat
partially randomized preference trials may underestimate the treigpnederence effect.

Given the fact that clients do show preferences concerning the treatnyent the
receive and that these preferences play a role in outcome regardiffictuy ©f the
treatment, it would thus be important to understand client preferences wittisrégéne
use of specific versus common factors in psychotherapy. As in other areanof cli
preference (Fairhurst, 1996; Mendonca & Brahm, 1983; Rokke et al., 1999; Wong et al.,
2003), understanding and implementation with regards to specific and common factor
preferences may possibly lead to better treatment decision-makingsettia@nt
satisfaction, greater treatment follow through, and improved general outcome.
Measuring Preferences Using a Delay-Discounting Model

A delay-discounting model may be one way to examine preferences with regards

to the use of specific or common factors in treatment. Delay-discounting magdsek
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to refer to an individual’s preference between two rewards: a smallericu®eeward

and a larger delayed reward. In this type of model, a larger delayed measitae
subjectively appraised as less valuable than a smaller immediate chveato the

passage of time (Wileyto, Audrain-McGovern, Epstein, & Lerman, 2004). Fompéxam
individuals may prefer $50 today (smaller immediate reward) as comua$d@0 one

year from now (larger delayed reward). The measurement of discountioglltypi
involves finding the point at which subjects view the smaller immediate rewaqlias

to the larger delayed reward; often called the ‘indifference point’. In the before
mentioned example individuals may prefer the smaller immediate rewardyagw the
larger delayed reward were increased to $150 one year from now, individuals may then
prefer the later reward. An exact indifference point is found by systatiati
manipulating the value of the rewards until the individual shows a switch in preference
for the delayed reward over the other.

While delay-discounting procedures have long been used in economics to
improve marketing strategies and psychology as a measure of impulsiveggent years
researchers in the medical field have begun to use these procedures to exasiore deci
making concerning health and treatment options. Researchers in the meldid¢e\fe
used delay-discounting to examine both preventative behaviors that require an upfront
cost to achieve a long-term benefit, and destructive behaviors that produce an upfront
reward at a long-term cost (e.g., Chapman et al., 2001; Heil et al., 2006; Ohinur et a
2005; Ortendahl & Fries, 2005). Researchers in the medical field have also uged dela
discounting to examine patient preferences and decision-making with regesdtiment

options (e.g., Chapman et al., 1999; Hayman et al., 1996). An example of a delay-
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discounting instrument used to examine decision making concerning treatment options
might ask participants to choose between a treatment that lasts one week\aaisil|

25% of the symptoms and a treatment that lasts one year and alleviates 100% of the
symptoms.

Delay-discounting procedures may also have application in the mental hddlth fie
in examining client preferences and decision-making with regard to psyclabdlogic
treatment options. Swift and Callahan (2008) have used this model to compare
treatments that differ in effectiveness (in terms of rate of recpbaergss differing
amounts of time (number of requisite sessions of therapy). This type of questiolsmay a
be used to assess participants’ preferences with regards to the use mf wpetis
common factors in the treatment process. An example of this type of measure sgmpari
one common factor to a specific factor can be found in Appendix A. By systellgatica
altering the effectiveness (specific factor) for two treatmemnts that is provided with a
greater level of a given common factor and one that is provided with a lesseaf lgnal
factor, values can be found that illustrate the relative importance thaigenrts give to
these factors.

Hypotheses
Given the literature the following hypotheses were proposed:
1. Participants will indicate a difference in preference between treartiexit
emphasize specific factors and treatments that emphasize common factors.
2. Participants will place greater value on those common factors that taeuliee
reports are more closely tied to outcome.

3. The most recent list of empirically supported treatments (Chambless et 8)., 199
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cites comparative studies for most of the treatments on the list. In mdmsef t
studies the empirically supported treatment shows an outcome of participant
improvement/recovery that is greater than a comparison treatment. gtithou
significant, the difference between these two treatments is often not large.
Therefore, participants are predicted to show a larger difference lirexpeessed
preferences between treatments that are high or low in a given common factor as
compared to the differences seen between treatments in the majority of the

empirically supported treatment comparative trials.
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CHAPTER 1l
METHODOLOGY

Participants were successive adult clients seeking services nameasity-
based psychology department training clinic. This clinic provides sendcésth a
student and community based population. All participants were treated in accordance
with the American Psychological Association’s “Ethical Prinegpbf Psychologists and
Code of Conduct” (APA, 2002) and the study was conducted with approval from the
University’s Institutional Review Board.

Materials

All adult clients at the clinic were given the option to complete a survey
addressing treatment preferences prior to an initial intake session. Thewasve
composed of four parts (informed consent, demographic information, four delay-
discounting sections, and other measures used to answer further research yjaestions
took about 15 minutes to complete. The survey as given is available in Appendix B.
Demographic Information

Demographic information was gathered in order to identify and charadtegize
sample on the variables of gender, age, ethnicity, years of education, sociodieconom
status, current enrollment as a student, marital status, and having receweualspre
therapy services.
Delay-discounting Instrument

The four delay-discounting sections were used in order to assess clienemeat
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preferences and values with regards to specific and common factors. Eachanstrum
compared two treatments: one that was relatively high in effectivespessf(c factor),

but low in a given common factor; and one that had altering levels of effectiveness and
was high in the given common factor. The treatment that was relativelyrhigh i
effectiveness was always described as having a 70% recovery rate. %ohiect¥ery

rate was based off of Hansen, Lambert, and Forman’s (2002) finding that in randomly
controlled trials, an average of 67.2% of clients/participants show relraplevement.

The common factors that were used were derived from Lambert and Qgl@4) (ist of
support factors. That list has been provided in Table 6, and an explanatory list of how

they were conceptually used in this study can be found in Table 9.
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Table 9.

Lambert and Ogles (2004) support factors conceptually grouped.

Support factors Grouped factors
Catharsis CAP
Identification with therapist TR
Mitigation of isolation TR
Positive relationship TR
Reassurance TIS
Release of tension CAP
Structure CAP
Therapeutic alliance TR
Therapist/client active participation TIS/ICAP
Therapist expertness TE
Therapist warmth, respect, empathy, acceptance, genuineness TIS
Trust TIS

Note CAP = client active participation, TR = therapeutic relationship, TIS =plstra
interpersonal style, TE = therapist expertness. The information in columrirbrare
Bergin and Garfield’s Handbook of Psychotherapy and Behavior Chgmd&' 3), by M.
J. Lambert, 2004, New York: John Wiley & Sons, Inc. Copyright 2004 John Wiley &

Sons, Inc.
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These factors all fall under the support category, the use of which Lambert and
Ogles (2004) described as having an effect by “increasing in the algartse of trust,
security, and safety, along with decreases in tension, threat, and anxiety” (p., 1@B), whi
precede and lead to other changes that occur in psychotherapy. These fdotbegshiec
therapeutic relationship (identification with therapist; mitigatiorsofation; therapeutic
alliance; and a positive relationship), therapist interpersonal styleraass; therapist
active participation; therapist warmth, respect, empathy, acceptpmeneness; and
trust), therapist expertness, and client active participation (catlsrature, release of
tension, client active participation). Lambert and Ogles explain that fheises have
been derived from the empirical research and have been correlated with omtcome
research studies of psychotherapy. An example of a choice that was gieanHo
category is provided below.

Therapeutic RelationshipVould you prefer a treatment that is on average 70%
effective and is delivered by a therapist who you can not relate to, or agn¢dtat is
on average 50% effective and is delivered by a therapist who you can develop a good,
positive relationship with?

Therapist Interpersonal Styl&/ould you prefer a treatment that is on average
70% effective and is delivered by a therapist that is described as cold,, dgisthnt
judgmental, or a treatment that is on average 50% effective and is deliveréuebgmast
that is described as warm, empathetic, and accepting?

Therapist Expertnes$Vould you prefer a treatment that is on average 70%
effective and is delivered by a therapist that has very few yearbadlstg and clinical

experience, or a treatment that is on average 50% effective and is debyae¢herapist
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who has completed many years of schooling and clinical experience?

Client Active ParticipationWould you prefer a treatment that is on average 70%
effective and is delivered by a therapist who does all of the talking, otmémahat is
on average 50% effective and is delivered by a therapist who listens and allowsdgou t
more of the talking?

Finding the Indifference Poinin each of the four delay-discounting choice
scenarios, participants made a series of choices comparing the dpeaifitent that is
high in effectiveness and low in a common factor to the alternative treatmaéhgs
altering effectiveness values and is high in the given common factounfakly, if the
effectiveness of the altering treatment is too low, participants wilepteé highly
effective treatment. However, as the effectiveness of the altegaigient increases,
participants will make a switch in preference to the altering treatmens thigh in the
given common factor. The point at which the switch in preference is made is the
participant’s indifference point. This indifference point represents the mmim
effectiveness that a common factors treatment must have in order to be seé&ralsipre
to a treatment that is high in effectiveness, but low in a given common factor.

Other Measures

Outcome Questionnaire 45.2he self-report Outcome Questionnaire 45.2 (OQ-
45.2: Lambert et al., 1996; Lambert, Okiishi, Finch, & Johnson, 1998) was used to
measure participant symptom distress. On the OQ45.2 clients respond to items wit
categorical ratings ranging froneverto almost alwayso describe their experiences
each week. A total score (ranging from 0 to 180) is generated along with 8osab-s

representing different conceptual, symptomatic domains: subjective sligrgs
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symptoms of depression, anxiety, etc.), interpersonal functioning (e.gomshaps with
others), and social role performance (e.g., school and/or work performances)QThe O
45.2 manual reports that the clinical range is indicated by scores above asuarefbf

63 for the total, and domain scores on or above 36, 14, and 12 for symptom distress,
interpersonal functioning, and social role performance, respectively.

According to the OQ-45.2 administration manual, there are no significant
differences between male and female samples. The manual also repsirtectets
reliability of .87 for the total and .78 to .82 for the domains, an internal consistency of .93
for the total and .70 to .92 for the domains, and high concurrent validity [.78-.88
correlation of total score with the General Severity Index of the SCL-TeP@atis,
1977), .82-.92 symptom distress domain score with the General Severity Index of the
SCL-90-R, .49-.64 interpersonal functioning domain score with the Inventory of
Interpersonal Problems (Horowitz, Rosenberg, Baer, Ureno, & Vallasenor, 1288) a
Social Adjustment Scale (Wiessman & Bothwell, 1976), and .53-.73 correlation df socia
role performance domain score with the IIP and SAS]. On the OQ-45.2 no significant
differences according to ethnicity have been identified (Nebeker, Lgmbiduefner;
1995). An examination of specificity and sensitivity to change during treatment found
the OQ-45.2 to perform adequately (Vermeersch, Lambert, & Burlingame, 2000).

Procedure

This study was conducted with approval from the University’s Institutional
Review Board. From July 2007 to October 2008, all successive adult cliesgsomg
for therapy services at the Psychological Services Center werethe opportunity to

participate in this survey prior to the intake session. The survey was givendient by
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the intake therapist who described it as a survey used for research purpeass. It
mentioned that participation and the responses on the survey would not affect the
treatment that was to be received. A written short introduction to this sjuriaesh

included a brief description of the nature of the study, the approximated length in time
required to complete the study, and the qualifications for participation) was fir
presented along with information concerning informed consent. Participam®ts wer
ensured of confidentiality if they choose to participate. This confidentiatityded that
completed surveys were not linked to any identifying information and that the response
submitted were stored by a controlled access server. Upon providing informed consent
participants were able to turn directly to the survey where they wesp fyirther
instructions. Upon completion of the survey, participants submitted their results to the
intake therapist who was instructed not view the participants’ responsesipBars

were allowed to withdraw from the study at anytime by either inforntiagritake

therapist that they did not desire to participate or by not completing the survey.
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CHAPTER IV
FINDINGS
Participant Demographics
Participants were 66 adult clients who presented for an intake appointnient at t
university-based psychology department clinic. The average age ofgaartscin this
sample was 28.58, ranging from 18 to 65 years with a median age of 24.5 and a modal
age of 21. The majority of participants endorsed being female (63.6%) and osi@auca
ethnicity (78.8%). Other ethnicities represented in this sample includezhA#Nimerican
(6.1%), Hispanic American (1.5%), Native American (10.6%), and Bi/Multi-&aci
American (3%). In terms of marital status, 54.5% of the sample endorsed ibgieg s
while 24.2% endorsed being married, 6.1% endorsed being separated, and 15.2%
endorsed being divorced at the time of participation. A slight majority otCypantits
were current college students (59.1%), while 11.1% had not graduated from high school,
16.7% had graduated from high school only, 9.1% had graduated from college, and 3% of
participants had obtained a graduate or higher level degree. Of those participants who
reported a valueN = 42), the average yearly income was $19,798. After intake each
client was assigned a diagnosis by their intake therapist. The primary diagmosn to
these clients included mood disorder (56.1%), anxiety disorder (27.3%), adjustment
disorder (12.1%), and other (4.5%). In terms of distress levels, the average OQ45.2 score
of this sample at intake was 7330= 24.88), which falls in the clinical range and is

similar to the average of clinical samples according the OQ45.2 manual nSiktbe
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clients scored in the normal range (< 63) on the OQ45.2 at intake. Additionally, 59.1%
of participants had previously received therapy.

An additional 19 adult clients presented at the clinic for a therapy intake
appointment without completing the survey. It is unknown whether these clients were not
given the opportunity to participate by their intake therapist or whethercthests
refused participation. The clients did not participate had a mean age of 29.79 (SD =
11.06), and were primarily female (63.2%), of Caucasian ethnicity (83.3%), single
(57.9%), and endorsed being non-students (68.4%). Analyses comparing these non-
participants to the participants indicated no significant differences foethegtaphic
variables of aget(82) = 0.43p = .67], gendenrf(1, N = 84) = 0.00p = 1.00], ethnicity
[¥*(4, N = 83) = 0.97p = .92], marital statugf(3, N = 84) = 3.17p = .37], and students
status }*(1, N = 84) = 2.53p = .11].

Preliminary Analyses

Client preferences were calculated by averaging individual indifferpaimnts
across participants for each of the four common factors domains: therapstnsoeal
style, therapeutic relationship, client active participation, and therajpsttagss. Each
of the four average indifference points were then subtracted from the defaulfAGgtie
in order to determine the value that clients gave to each of the included comtoon fac

In terms of the therapist interpersonal style, clients on average prefétetb&o
(SD=18.14) or higher effective treatment delivered by a therapist describedras
empathetic, and accepting, compared to a 70% effective treatment delivered by a
therapist described as cold, distant, and judgmental. This indicates thatwbeats

willing to receive a treatment that was 48.54% less effective in order teedhatithey
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received a therapist who is warm, empathetic, and accepting. Of paniotéa62.3% of
the sample indicated that they would prefer a warm, empathetic, and actieptapgst
even when the treatment was at the lowest possible effectiveness |&agl (10

In terms of the therapeutic relationship, clients on average preferred a 35B6% (
= 20.31) or higher effective treatment delivered by a therapist they could develog,a g
positive relationship with, compared to a 70% effective treatment deliveradheyapist
they could not relate to. This indicates that clients were willing tove@etreatment that
was 38.14% less effective in order to ensure that they received a therapisewhould
develop a relationship with. Additionally, 34.5% of the sample indicated that theg woul
prefer to develop a relationship with the therapist even when the treatmertttihvas a
lowest possible effectiveness level (10%).

In terms of client active participation, clients on average preferred a 33319%
= 21.01) or higher effective treatment delivered by a therapist who listens ans @iéow
client to do more of the talking, compared to a 70% effective treatment deliveaed by
therapist who does all of the talking. This indicates that clients weregutiineceive a
treatment that was 34.71% less effective in order to ensure that they wouldedofmor
the talking in session. Furthermore, 30.8% of the sample indicated that they wdeild pre
the therapist to listen while they do more of the talking even when the treatmeatt was
the lowest possible effectiveness level (10%).

Last, in terms of therapist expertness, clients on average preferred a 48123% (
20.94) or higher effective treatment delivered by a therapist that has cednplaty
years of schooling and clinical experience, compared to a 70% effectitradnta

delivered by a therapist that has very few years of schooling and clinpsience. This
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indicates that clients were willing to receive a treatment that was 25es8%ffective in
order to ensure that their therapist was high in expertise. Interes8dgh¥p of the
sample indicated that they would prefer the 70% effective treatment anpisherish
few years of experience unless the therapist with more years of sghaotirclinical
experience was paired with a treatment of 65% or higher effectiviavets

The indifference points across the four delay-discounting scenarios vezagj@d
for each participant and then averaged across the entire sample. Clientsage aver
preferred a 32.8%SD = 15.05) or higher effective treatment that was relatively high in
one of the common factors, compared to a 70% effective treatment that waslyelati
lower in one of the common factors. This indicates that on average clientanliegeto
receive treatments that were 37.2% less effective in order to ensure ralénvghef the
included common factors.
Analyses for Hypothesis One

We were first interested in examining whether participants on averageatisd
at a significant level. In other words, were participants willing toifsaerl statistically
significant amount of effectiveness (compared to the 70% comparison value) in order to
ensure presence of the common factors. In order to determine whether thecbbserve
preferences were statistically significant, five one-sartapets were conducted
comparing the preferred indifference points from each of the scenarios tdabk de
value of 70%. Results of thes#ests can be found in Table 10. All comparisons were

found to be statistically significant with large effect sizes.
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Table 10.

Comparison of Preference Indifference Points to the Default Treatment Value of 70%

Effectiveness.

Preference domainNj M diff. (C.1. 95%) SD t value d effect
Therapist interpersonal style (53) 48.54 (43.54 to 53.54) 18.12 19.48* 2.68
Therapeutic relationship (55) 38.14 (32.65t0 43.63) 20.31 13.93* 1.88
Client active participation (52) 34.72 (28.86 t0 40.56) 21.01 11.91* 1.65
Therapist expertness (52) 25.77 (19.94 to 31.60) 20.94 8.87* 1.23
Common factors average (55) 37.20 (33.14t0 41.27) 15.05 18.34*  2.47

*p<.001

93



Analyses for Hypothesis Two

A one-factor within-subjects ANOVA was used to compare client preference
points (indifference points) for each of the four common factor scenarios. Evideac
violation of the sphericity assumption was not preséht (90,p = .42). The difference
in indifference points between the four scenarios was signifiEgBt 147) = 17.91p <
.001,;7,[,2 = .268], indicating that 26.8% of the variability in indifference points was
accounted for by the scenario condition. Post-hoc pair-wise comparisons with a
Bonferroni adjustment were used to compare each of the scenario conditions to each
other (see Table 11 for summary of results). In summary, clients tediaayreater
preference (lowest indifference point) for the therapist interpersonej &titfbwed by
the therapeutic relationship and client active participation (no significhetetice was
observed between these two conditions), and followed last by preferences faosthera

expertise (see Figure 5).
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Table 11.

Pair-wise Comparisons of Differences for the Four Discounting Scenarios.

Comparison M diff (C.1. 95%) p value
Interpersonal style vs. relationship 10.9 (3.12 to 18.68) .002
Interpersonal style vs. client participation 13.85 (5.21 to 22.49) <.001
Interpersonal style vs. expertise 22.75 (12.74 to 32.76) <.001
Relationship vs. client participation 2.95 (-4.98 to 10.88) 1.00
Relationship vs. expertise 11.85 (3.16 to 20.54) .003
Client participation vs. expertise 8.9(0.4t017.4) .035
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Figure 5.Mean Indifference Points (with Standard Error Bars) for each of treybDel

discounting Scenarios.
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Analyses for Hypothesis Three

In comparative trials one treatment can be found to be superior to another when it
results in a significantly higher client recovery rate. In examithegcomparative trials
listed by Chambless et al. (1998), on average the “empirically supported treit(iNent
46) were found to have resulted in a recovery rate that was higher than theéredm
treatmentsN = 65) byM = 20.98% £D = 15.91). The preference values (70 —
Meannditerence point fOr the average total score and each of the delay-discounting scenarios
were compared to the average difference between treatrivent2@.98). The results of
these one-sampteest comparisons can be found in Table 12. In summary, the total
average preference value and three of the preference domains (therapissoeaipe
style, therapeutic relationship, and client active participation) were found to be
significantly different from the test value (20.98) with observed mediumde kffects.
These results indicate that for these domains clients on average would preferian inf
treatment compared to an “empirically supported treatment” if that te@atvas
delivered with a higher level of the given common factor.

The average total preference value was 37.2%, indicating that these cbeids w
be willing to receive a treatment that was less effective by 37.2% to ¢hatthe
treatment was provided with a higher presence of certain treatmensfdotexamining
the list of “empirically supported treatments”, only 9 of the 65 comparisons found
differences in recovery rates higher than this percent. If comparingrtigacative trials
to the value placed on therapists’ expression of acceptance, warmth, and eipathy (
48.54), only 5 of the 65 comparisons found differences in recovery rates higher than this

percent.
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Table 12.

Comparison of Preference Values to Differences in Recovery Rates from Coneparativ

Trials (20.98%).

Preference domainNj

M diff. (C.1. 95% tvalue deffect

Therapist interpersonal style (53)
Therapeutic relationship (55)
Client active participation (52)
Therapist expertness (52)

Common factors average (55)

27.56 (22.57 to 32.56) 11.06** 1.52

17.16 (11.67 to 22.65) 6.27** 0.85
13.73 (7.88 to 19.58) 4.71** 0.65
4.79 (-1.04 to 10.62) 1.65* 0.23

16.22 (12.16 t0 20.29)  8.00** 1.08

*p=.11

** < .001
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Secondary Analyses

Removal of Dichotomous Decision Makdnseach of the scenarios a number of
participants failed to identify a point at which their preferences swititbadone
treatment to the other. An example of how this looks can be found in Figure 6. While this
may be interpreted as expressing a strong preference for one treatnmmtivistalso
possible that these participants were actually only making a dichotomousulecisi
ignoring the altering effectiveness weights. To correct for this, alcgents who were
identified as possibly making dichotomous decisions were removed and average
preference values for each of the scenarios were re-calculated. Forépesthe
interpersonal style scenario, 33 participants were removed from the andlyses
average indifference point for the remaining participantsM/as36.03 D= 14.77),
representing a preference value of 33.97%. For the therapeutic relationshipsd®nar
participants were removed from the analyses. The average indifferencéptiet
remaining participants wad = 38.19 §D = 12.44), representing a preference value of
31.81%. For the client active participation scenario, 16 participants were remawed fr
the analyses. The average indifference point for the remaining participasiis w40.71
(SD=11.28), representing a preference value of 29.29%. For the therapist expertis
scenario, 18 participants were removed from the analyses. The averageanddfpoint
for the remaining participants wis= 40.00 6D = 13.11), representing a preference
value of 30%. With these values removed for each of the scenarios, the new total
common factors average indifference point was calculated ¥b$488.09 ED= 10.65),

representing a preference value of 31.91%.
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Figure 6.Example of a Dichotomous Decision-Maker Using the Therapist Intergdrson

Style Scenatrio.

Would you prefer a treatment that is on average 70% effective (on average 70% of
clients recover by the end of the treatment) and is delivered by a therapist that is
described as cold, distant, and judgmental, or a treatment that that has differing
levels of effectiveness and is delivered by a therapist that is described as warm,
empathetic, and accepting?

— [170% cold, distant, judgmental

(1 70% cold, distant, judgmental
(1 70% cold, distant, judgmental
[170% cold, distant, judgmental
(1 70% cold, distant, judgmental
[170% cold, distant, judgmental
[170% cold, distant, judgmental
(1 70% cold, distant, judgmental
[170% cold, distant, judgmental
(1 70% cold, distant, judgmental
[170% cold, distant, judgmental
[170% cold, distant, judgmental
(1 70% cold, distant, judgmental

[1 70% cold, distant, judgmental

M 10% warm, empathetic, accepting
M 20% warm, empathetic, accepting
M 30% warm, empathetic, accepting
M 40% warm, empathetic, accepting
M 50% warm, empathetic, accepting
M 60% warm, empathetic, accepting
M 70% warm, empathetic, accepting
M 70% warm, empathetic, accepting
M 60% warm, empathetic, accepting
M 50% warm, empathetic, accepting
M 40% warm, empathetic, accepting
M 30% warm, empathetic, accepting
M 20% warm, empathetic, accepting

M 10% warm, empathetic, accepting

Note: This scenario represents a dichotomous decision maker because one set of choices

was endorsed regardless of the effectiveness value.
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The resulting indifference points with the smaller samples were compeaitesl t
indifference points previously found when including the entire sample. Thus theesampl
of participants with dichotomous decision-makers removed was compared to the
complete sample (in this case our population of interest).Zests were run for each of
the scenarios and the total to determine if removing these participants badicasit
effect on the results. The results of thesests can be found in Table 13. In summary,
removing the dichotomous decision-makers resulted in significantly highereiretitfe
points for the therapist interpersonal style scenario and the total averagesttine
other hand, removing the dichotomous decision-makers did not significantly affect the
average indifference points for the therapeutic relationship, client activegetion, or
therapist expertise scenarios. It should be noted however, that different indivweuals
removed from each of the scenarios, indicating that relatively fewiparits (N = 9)
were making dichotomous decisions across the board. For example, some pagticipant
made dichotomous decisions for the therapist interpersonal style scenaritrigdicat
they would prefer a warm, empathetic, accepting therapist no matter how low the
effectiveness of the treatment; however, these same participants expoasse
preference values for the other scenarios. This may indicate thatgaartscwere not
necessarily just making dichotomous decisions but that they were weighiaonc

scenarios at a greater (or less) level.
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Table 13.
Comparisons of the Smaller Sample (Dichotomous Decision-Makers Removed) to the

Complete Sample.

Preference domain  Compld#(SD) SampleM (N) zvalue deffect

TIS 21.46 (18.14) 36.03 (20) 3.37* 0.82
TR 31.86 (20.31) 38.19 (36) 1.62 0.31
CAP 35.29 (21.01) 40.71 (34) 1.26 0.26
TE 44.23 (20.94) 40.00 (36) 1.03 0.20
Average 32.80 (15.05) 38.09 (47) 2.33* 0.35

Note CAP = client active participation, TE = therapist expertness, TIS pikera
interpersonal style, TR = therapeutic relationship.
*p<.05

** < .001
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Grouping Preference TypeBarticipants in this study may have expressed
preference patterns across the four domains that were more or less sirhggpatie¢rns
expressed by other participants. For example, a group of participants maxessed
relatively low indifference points across all domains, another group may haessagr
relatively high indifference points across all domains, another group may‘messed
low indifference points for therapist interpersonal style and therapewtoredhip while
expressing high indifference points for client active participation and theexjpiertise,
etc. Cluster analysis was used to test the hypothesis that participadtbegubuped
according to their expressed pattern of preferences.

In order to determine the number of clusters that were present, a hierarchical
cluster analysis was first run in SPSS with cases being clusteredrgxiressed
indifference points on the four discounting scenarios. In this analysis Waett®d was
used for the linkage method to create the clusters, with similaritgnaatsl through
squared Euclidean distances. Due to missing data, only 50 participants Wetednn
the analysis. In examining the agglomeration schedule (see Figure 7aphdfstages
and coefficients in Figure 8) and the dendrogram (see Figure 9), it wanidetbthat

four clusters of clients best fit the data.
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Figure 7.Agglomeration schedule results from hierarchical cluster analysis.
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Figure 8Scree Plot Based on the Agglomeration Schedule with Participants Being

Clustered by Expressed Indifference Points.
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Figure 9Dendogram with Participants Being Clustered by Expressed IndiffeRmnes.
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A K-means cluster analysis was next run in order to determine the pattern of
responses for each cluster and in order to determine cluster membershig for eac
participant. Based on the results from the hierarchical cluster anahgsrsymber of
clusters was specified as four. The final cluster centers for each oluthedsters on
each of the discounting scenarios can be viewed in Table 14. Cluster centers cauld rang
from 10 to 65 (lower values indicate greater preference for the comnton) facd are
based on the average preference indifference point of the members of theCluster.
one was composed of clients who expressed relatively low indifference powds attr
domains, and could thus be identified as those who place little value on treatment
effectiveness compared to other factors. Cluster two was composed ofwhents
expressed relatively low indifference points for the therapist intepalstyle domain
with higher indifference points for the remaining domains, and could thus be idendified a
those who desire an empathetic, warm, and accepting therapist above allusiss. Cl
three was composed of clients who expressed relatively high indifference acioss
all four domains, and could thus be identified as those who place the greatest value on
treatment effectiveness compared to other therapy factors. Finalifercfour was
composed of clients who expressed lower indifference points for the therapist
interpersonal style and the therapeutic relationship domains with highdéeiedde
points across the remaining two domains. These clients could be identified as those who
desire most to develop a therapeutic relationship with a warm, empathetccaptdng

therapist and care less about what else happens in therapy.
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Table 14.

Cluster Centers across the Four Discounting Scenarios.

Cluster
Domain 1N=14) 2N =19) 3N=8) 4N =09)
Therapist interpersonal style 11 16 55 22
Therapeutic relationship 14 45 60 13
Client active participation 11 38 58 49
Therapist expertise 25 53 54 49

Note: The range of possible cluster centers is from 10 to 65. These centers are based on
the average indifference point expressed for each scenario by memiberslaster.

Lower values correspond to greater preference placed on the given commnn fact
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A multinomial logistical regression analysis was then used to deemrmether
client demographic and other therapy related variables could predict chestdrership.
The predictor variables included client age, gender, ethnicity (majoritgiasrity
status), education (no college vs. some college or higher), previous therapy. (@s vs
primary diagnosis (mood disorder, anxiety disorder, adjustment disorder, or other) and
intake scores on the OQ45.2. Mixed results were found in support of the final model
including all predictor variables. In support of the model fitting the data sigmilfica
better than the intercept only model, deviance chi-square test was found to be non-
significant | (114) = 92.69p = .93]. However, the model was not supported by the
model chi-square test{(27) = 35.39p < .13]. The model accurately predicated cluster
membership for 52.1% of the participants (46.2% for cluster one, 77.8% for cluster two,
37.5% for cluster three, and 22.2% for cluster four).

The likelihood ratio test for each of the predictor variables in the model was next
examined. This test compares the full model to a model in which a given predictor has
been dropped with a non-significant value indicating that the predictor could be dropped
from the model without having a significant effect. In summary, among the faexdic
only education (measured as no college vs. at least some college) was found to be
significant 5{2 (3) = 13.51p =.004]. No odds ratio comparisons with any of the
predictors were significant when predicting cluster membership with chosteas

comparison.
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CHAPTER V
DISCUSSION

The purpose of this study was to examine the value that clients place on their
preferences for certain therapy factors. A delay-discounting modelsealsto allow
participants to systematically compare treatments that diffaretfactiveness levels and
presence of one of four common factor domains: therapist interpersonal styleettiera
relationship, client active participation, and therapist expertise. On avdi&gs were
willing to receive a treatment that was 48.54% less effective in order teedhatithey
received a therapist who was warm, empathetic, and accepting, a trehi@hevds
38.14% less effective in order to ensure that they received a therapist wicouleky
develop a relationship with, a treatment that was 34.71% less effective in ordarrt® ens
that they would do more of the talking in session, and a treatment that was 25.77% less
effective in order to ensure that their therapist was high in expertise. Taepoe
values from each of the domains were found to be significantly different foonthus
indicating that clients on average expressed meaningful or actual pcefefenthese
therapy factors.

The existence of these preference values could be taken to suggest a number of
different things. It is possible that the preference values may indnzdtelients seeking
therapy services are less interested in outcomes than they are in thecasg@s. In
other words, clients may not view recovery as the only goal of therapy. &opkx the

client who desires to receive a 10% effective treatment delivered byathestic
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therapist over a 70% effective treatment delivered by a therapist ksodampathy may
be indicating that to him/her getting better or recovering from sympis relatively
unimportant compared to just having someone to listen and show empathy. On the other
hand, it is possible that the preference values may indicate that clientaéiplaiatn
ideas about what factors will help them as an individual recover. If this wecasbethe
results indicate that clients are still viewing recovery as the enafjtheerapy, but they
hold different views about how that goal is going to be achieved. For examplietiie ¢
who desires to receive a 10% effective treatment and do all of the talking 806
effective treatment with a therapist who does all of the talking may batmdjchat for
her/him to recover it is necessary to talk. This client may feel that Eadreatment is
effective with every other client, if that treatment does not allow hettthitho more of
the talking, it is not going to help her/him recover. Either way, the fact tleatshvere
found to give a meaningful value to their preferences indicates that for tieede the
“empirical support” of a treatment may be less important than other thexetpyst

In addition to finding that the preference values were meaningful (significantl
different from zero), the preference values from each of the domains werfewahd to
be significantly different from each other, with the exception of the therapeuti
relationship and client active participation. Specifically, clients esprethe highest
preference values for the therapist interpersonal style, followed by tlapdiadic
relationship and client active participation, and followed last by therapistteeper

Interestingly, the differences in preference values placed on eachdutttaens
matches closely with the research examining the relationship betwsen/treables and

treatment outcomes. Each of these domains have been identified as valuable support
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factors in therapy that lead to initial changes in a sense of safety, hopeglkbding
and in turn lead to improved treatment outcomes (Beutler et al., 2004; Clarkin & Levy
2004; Lambert & Ogles, 2004). In terms of therapist interpersonal styldeBeual.
(2004) concluded that in addition to playing a role in the development of the therapeutic
relationship, these variables have been found to have a strong correlation witkriteat
outcome, estimated at around .50. In terms of the therapeutic relationship, Beutler et
al. and Lambert and Ogles both have concluded that it has consistently been found among
the stronger predictors of therapeutic change with a correlation with outstimated at
r =.22. The research examining the effect of therapist expertise on treatrtemrme has
produced more mixed results, and Beutler et al. estimate the effeat to.0&. In terms
of client active participation, the results are not as clear, given thstith@arized
research has not examined client participation in the same way as descthredtudy
(client does more of the talking vs. therapist does more of the talking). Fopkexa
Beutler et al. concluded that outcomes show a trend toward being more favorable f
therapists who are more direct; however, a therapist can be very direct amilysaye
sentence during the session. Clarkin and Levy’s review concluded that allemgness
and ability to become actively involved in therapy consistently predicts outcomes;
however, again a client may be highly involved and still do relatively tatleng during
session.

According the their expressed preferences, participants were found to iciteste
one of four groups, including those who placed little value on treatment effectiveness
compared to other factors (cluster one), those who desired an empatheticancr

accepting therapist above all else (cluster two), those who placed thesgvedue on
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treatment effectiveness compared to other therapy factors (cluse; tomd those who
desired most to develop a therapeutic relationship with a warm, empathetic, and
accepting therapist and care less about what else happens in therapy f@uwustGroup
membership was found to be predicted by education (with higher education participants
being more likely to be found in cluster one over cluster two), and to a lesser extent
0Q45.2 scores at intake (with higher scorers being slightly more likely to be found i
cluster two over cluster one).

Finally the values that the clients gave to their preferences for the @ofactors
included in this study was found to be greater than the average differences fausehbet
treatments tested in comparative trials. Further, only 9 of the 65 treatomephigsons
resulted in recovery rate differences that were greater than tregavmeference value
across the four domains. Clinical psychologists may often make treatie@sions
based solely on the “empirical support” of a treatment; however, the resuiis study
indicate that decisions based on “empirical support” may not always makchlerit
preferences.

Clinical Implications

Knowledge of client preferences for therapy and the value that they platesen t
preferences has a number of implications for clinical practice. Firssifouad that
client preferences for treatment were not always based on thewefesss of treatments.
Instead, clients were found to significantly weigh their prefererarasdatment
effectiveness against preferences for other common factors that can benftherdpy.

It is important that clinical psychologists not ignore these prefereacéserapy,

particularly when making treatment decisions. It has recently been fouradi¢inégs who
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receive their preferred treatment, regardless of what that treasnarg less likely to
prematurely terminate from treatment and are more likely to show impr@sgchent
outcomes compared to clients who receive a non-preferred treatment (Swite&aDal
2009). It would thus be erroneous for clinicians to base treatment decisidgosole
empirical support without accounting for client preferences.

A shared decision-making model may be one way to include both client
preferences and the best available research when making treatmaondegishared
decision-making approach has been defined as including (1) involvement of two patrties,
(2) sharing of information, (3) a discussion of preferences, and (4) an agreemestbe
parties as to which treatment is to be implemented (Charles et al., 1997; HoraG&13
Makoul & Clayman, 2005). This model emphasizes a simultaneous interaction between
the health care provider and the patient at all stages of the decision making piitites
both parties having an investment in the treatment decision: The health carerfgovide
investment is due to his or her concern over the patient, the patient’s investcheato
his or her having to live with the consequences of the decision. In this model the patients
and health care providers have different, but equally valuable, perspectiveseand rol
while health care providers share scientific information about the iliness anblg@oss
treatments, the patients share information about how the iliness affects tisermagigr
and their own preferences for treatment.

This study also has application to the training setting. Training in clinical
psychology often focuses more heavily on teaching trainees how to implement
empirically supported treatments. However, this study found that clients do agsalw

give preference for variables related to the treatment’s effectisembus, training future
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psychologist how to utilize common factor variables in therapy as well asohidentify
and include client preferences in therapy would also be important. Integiating a
components of evidence-based practice in the training of future clinical psystolvas
been argued as important in developing broad competencies (Swift, Callahan,n&,Colli
under review).
Limitations of the Study

A number of limitations with the current study should be noted. First, this study
was conducted in a university-based psychology department training clinigsisrat
participant demographics indicated that a little over half (59%) of the clieres
currently enrolled college students and the vast majority of the participamt®ive
Caucasian ethnicity (79%). It is possible that the preferences found fromlibate c
may not always generalize to clients seen in other settings. For ex@iapée Hall, Sue,
Young, and Nunez (2004) have concluded that Asian Americans tend to indicate
preferences for more direct treatments, thus the scenario asking abuiactive
participation could produce different results with this population. Another limitation
found in this population may be the nature and severity of the presenting problerss. It ha
been argued that clients seen in a university-based clinic do not presensuoiitteds or
symptomology that completely generalizes to all other populations. Althougmipiety
analysis of intake scores on the OQ-45.2 found scores for this population that fell with
the clinical range, other settings may include a greater number of @restnting with
severe mental illnesses. Clients with greater severity of impairnmanatso hold
different preferences for treatment, perhaps placing gregperiamce on treatment

effectiveness compared to clients from the population that was used in this study.
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Additionally, clients used in this study presented at a training clinic and thustkat
they would be receiving treatment from a trainee. Particularly foh#grapist expertise
scenario, this may have resulted in less value being placed on therapistnee¢ies
partially explaining why this scenario resulted in significantly lopr@ference values
compared to the other scenarios. Further research is needed to examiqeefkeances
in different settings.

A second limitation in this study relates to the scenarios that were usedgs ass
client preferences. In this study only four of possibly dozens of common factors were
assessed. The four common factors that were chosen were taken to represemtf the |
support factors listed by Lambert and Ogles (2004), but others could have easily be
chosen. Further, this study described the therapeutic relationship as beitegcsvelop
a “good, positive relationship” with the therapist; the therapist interpersgtehst
“warmth, empathy, and acceptance”; client active participation asiém tloing more
of the talking”; and therapist expertise as the therapist having “manyofesisooling
and experience”. The four common factor domains could have easily been described
using different terms that may have led to different results. For exartipig,active
participation may have been better described in terms of effort placetientpy rather
than amount of talking.

In addition, the scenarios describe treatment effectiveness in terms argecov
rate. Although this method was used in order to facilitate comparison to the “etdiypiric
supported treatments” literature, other descriptions of treatment edfieetis could have
been used. Individual clients may not be as concerned with the general perfoofreance

treatment (average recovery rate) as they are with the level of immpeavé¢hat they
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could expect in terms of symptom alleviation or decreases in distress.rFoatha|
clients view themselves as “sick” or “disordered” and in need of recovetgaththey
may just want to talk about problems without a goal of recovery in mind. For these
clients the comparison values may not have been as meaningful.

A third limitation can be found in the dichotomous nature of the questions that
were presented to the participants. In this study clients were askedte dieiween two
treatments, one with a common factor present and one without. This was done in order to
find the value that clients placed on the given factor. However, actual therappishe
or treatments are usually presented with varying degrees of the comnura faesent.
For example, one therapist may be very good at showing empathy, anothesthesapi
average at showing empathy, another therapist horrible at showing empathyoand s
This study only compared the two ends assuming a linear relationship for allimalues
between. However, clients may be willing to receive a slightly lessteiéetreatment
when the comparison therapist shows moderate empathy and a completelettse eff
treatment when the comparison therapist shows no empathy. Additionallys @heuntl
likely prefer a treatment that is both high in common factors and high in effeetisea
scenario that could be present in the actual practice of psychotherapy. However, the
scenarios used in this study required clients to compare one against anothertm order
assign values to the expressed preferences. Further research is ndeddtevent
scenarios allowing clients to express preferences while taking tleésesfento account.
Future Directions

Given the results, implications, and limitations of this study further relsées

needed using the delay-discounting method to assess client preferences.idseatient
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previously, research is needed in order to examine whether the results foundtudthis s
generalize to other client populations and settings. It would also be valualdeds as
preferences for the numerous other variables (common factors as well biesagieh

as variations in the settings of therapy, variations the treatment techrigtiasctused,
variations in therapist demographics, etc.) that have been found to impact treatment
outcomes. For example, clients could be asked if they prefer a cognitive-bahavior
treatment for their depressive symptoms that has been found to have a 50%, 60%, 70%
recovery rate or a pharmacotherapy treatment for their depressive swrtpa has

been found to have a 50%, 60%, 70% recovery rate. Additionally, these procedures could
easily be adapted to simultaneously compare preferences for multipleles at a time.
Clients could be asked if they would prefer a treatment that is high in empatthynain
directiveness and shows a 30%, 50%, 70%, etc. recovery rate, or a treatmenbthat is |

in empathy and high in directiveness and shows a 30%, 50%, 70% etc. recovery rate.
Delay-discounting procedures could be applied to assign values and weights to the
innumerable different areas in which clients could express preferencasriapy.

Other methods may also be useful in providing a better understanding of client
preferences for treatment. For example, person-centered techniques sud-asrthe
could be used to allow clients to express their preferences in more detail. Htbedan
could also be used to identify certain profiles of clients based on expressedrueder
Conclusions

The purpose of this study was to assess client preferences for commonifiactors
therapy in comparison to the specific factors or treatment effectivayessing a delay-

discounting method clients were allowed to not only express preferences, but also
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identify values and weights corresponding to their preferences. The pairigigéents
were on average found to be willing to sacrifice a significant amountatfrtest
effectiveness in order to ensure that therapy was delivered with the variom®oom
factors present. This more in-depth understanding of client preferencesé&mytheay
help therapists in better providing clients with individually-tailoredttnests, thus

leading to improved treatment outcomes.
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APPENDIX A
Delay-discounting model for specific versus common factors preferences.
Imagine that you are currently experiencing a significant amounttoéssand
you have a choice between two treatment options. The two treatment optiengdiff
terms of observed effectiveness (the average percent of clients who rebewver w
provided the treatment) and the level of another variable often seen to play a role in

treatment outcome. You are asked to indicate your preference amonguhese t

Would you prefer a treatment that is on average 70% effective and is delivaaed by
therapist that is described as cold and distant, or a treatment that is on awéragel0
effective and is delivered by a therapist that is described as warm anth#ust
- - NEXT CHOICE - -
Would you prefer a treatment that is on average 70% effective and is delivaaed by
therapist that is described as cold and distant, or a treatment that is on aOésage 2
effective and is delivered by a therapist that is described as warm anthust
- - NEXT CHOICE - -
Would you prefer a treatment that is on average 70% effective and is delivaaed by
therapist that is described as cold and distant, or a treatment that is on avésage 30
effective and is delivered by a therapist that is described as warm anthust
This process is continued until both treatments are of equal effectiveness amdtitigen i

opposite direction until the original choice is again provided.
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APPENDIX B

The survey as provided to participating clients is provided beginning on the following

page.
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liversi A Study of Preferences and
\ 1: Expectations for
L | Psychotherapy

Investigators: Joshua Swift, M.S.; Clinical Psychology Graduate Student; Oklahoma
State University

Purpose: Joshua Swift, Clinical Psychology Graduate Student, is conducting a research
study on the preferences and expectations people have concerning
psychotherapy.

Procedures: In this study you will be asked to fill out a survey with a number of
guestions concerning your preferences and expectations for psychotherapy.
Completion of each survey should take approximately 10 minutes.

Risks and Benefits: There are no known risks associated with this project which are
greater than those ordinarily encountered in daily life. There are also no known
personal benefits that are anticipated as resulting from participation. Your
assigned therapist will not see your answers to the survey and your answers will
not affect your treatment in any way. However, the information resulting from this
study may aid in understanding preferences and expectations that people have in
general.

Confidentiality: The records of this study will be kept private. Any written results will
discuss group findings and will not include information that will identify you.
Research records will be stored securely and only researchers and individuals
responsible for research oversight will have access to the records. It is possible
that the consent process and data collection will be observed by research
oversight staff responsible for safeguarding the rights and wellbeing of people
who participate in research.

Contacts: For information regarding this study, please contact Joshua Swift, at (405)
780-7096 or by email at jkswift42@gmail.com or Dr. Jennifer Callahan (research
advisor) at (405) 744-3788 or by email at jennifer.callahan@okstate.edu

If you have questions about your rights as a research volunteer, you may contact
Dr. Sue C. Jacobs, IRB Chair, 219 Cordell North, Stillwater, OK 74078, 405-744-
1676 or irb@okstate.edu.

Participant Rights: Your participation is completely voluntary, and you have the right to
withdraw from this study at any time without penalty.
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A Study of Preferences and
Expectations for
Psychotherapy

Directions: Please answer each question in

the survey to the best of your ability. Answer

each question with regards to how you really
feel, not how you may think others would like you to respond. If you find a particular
guestion distressing you may skip it and go on to the next question without penalty.
Thank you for your participation.

Demographics: First, please provide some basic demographic information about
yourself. You may answer by providing a response in the blank spaces or by checking
the appropriate box.

Age: Gender: [0 Male [JFemale

Ethnicity: [ Caucasian [J African American  [J Hispanic  [J Native American
"1 Asian American [ Bi/Multi-Racial American
[ International residing in the U.S. [ Other:

Education: [J No High School [ Some High School [ High School Graduate
] College Freshman(l College Sophomorel] College Junior [] College Senior
[1 College Graduate [ Graduate Level Degree (1 Higher (PhD, MD, etc.)

Occupation: Yearly Income:

Marital Status: [J Single [ Married [J Separated[] Divorced [ Widowed [1 Remarried

Are you currently a student at OSU? [1Yes [ No

Have you previously received therapy from a mental health professional? [ Yes [J No

PLEASE CONTINUE TO THE NEXT PAGE
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Preferences: Many people have different preferences or values with regards to
the psychotherapy services that they receive. Please answer the following
guestions according to your personal preferences. Remember to answer each
guestion according to how you really feel, not how you may think others would
like you to respond.

In this section you will be asked to compare two differing treatments. The two
treatment options differ in terms of observed effectiveness (the average percent
of clients who recover when provided the treatment) and the level of another
variable often seen to play a role in treatment outcome. You are asked to indicate
your preference among these two treatment options.

The following is an example of the type of questions you may be asked using
money. Please indicate your preferences by checking the corresponding box.
Arrows (—) mark where to indicate your preferences

Would you prefer to receive $10 today or $11 one week from now?
— 1 $10today [! $11 one week from now

Would you prefer to receive $10 today or $15 one week from now?
— '] $10today [ $15 one week from now

Would you prefer to receive $10 today or $20 one week from now?
— '] $10today [] $20 one week from now

PLEASE CONTINUE TO THE NEXT PAGE
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Again, in this section you will be asked to compare two differing treatments. The two
treatment options differ in terms of observed effectiveness (the average percent of
clients who recover when provided the treatment) and the level of another variable often
seen to play a role in treatment outcome. You are asked to indicate your preference
among these two treatment options. There are a total of 4 comparisons. Make sure to

read and complete all 4 carefully.

COMPARISON 1

Would you prefer a treatment that is on average 70% effective (on average 70% of

clients recover by the end of the treatment) and is delivered by a therapist who you can
not relate to, or a treatment that has differing levels of effectiveness and is delivered by
a therapist who you can develop a good, positive relationship with?

—

[J 70% can not relate to

[1 70% can not relate to

[1 70% can not relate to

[J 70% can not relate to

[1 70% can not relate to

[J 70% can not relate to

[1 70% can not relate to

[1 70% can not relate to

] 70% can not relate to

[1 70% can not relate to

[J 70% can not relate to

(] 70% can not relate to

[1 70% can not relate to

] 70% can not relate to

[110% can develop a good, positive relationship with
[1 20% can develop a good, positive relationship with
1 30% can develop a good, positive relationship with
"1 40% can develop a good, positive relationship with
[1 50% can develop a good, positive relationship with
[160% can develop a good, positive relationship with
[1 70% can develop a good, positive relationship with
[1 70% can develop a good, positive relationship with
[160% can develop a good, positive relationship with
[1 50% can develop a good, positive relationship with
"1 40% can develop a good, positive relationship with
[130% can develop a good, positive relationship with
[1 20% can develop a good, positive relationship with

[110% can develop a good, positive relationship with
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COMPARISON 2

Would you prefer a treatment that is on average 70% effective (on average 70% of
clients recover by the end of the treatment) and is delivered by a therapist that is
described as cold, distant, and judgmental, or a treatment that that has differing
levels of effectiveness and is delivered by a therapist that is described as warm,
empathetic, and accepting?

[170% cold, distant, judgmental
1 70% cold, distant, judgmental
(1 70% cold, distant, judgmental
[170% cold, distant, judgmental
1 70% cold, distant, judgmental
[170% cold, distant, judgmental
[170% cold, distant, judgmental
(1 70% cold, distant, judgmental
[170% cold, distant, judgmental
(1 70% cold, distant, judgmental
[170% cold, distant, judgmental
[170% cold, distant, judgmental
(1 70% cold, distant, judgmental

[1 70% cold, distant, judgmental
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1 10% warm, empathetic, accepting
[J 20% warm, empathetic, accepting
[J 30% warm, empathetic, accepting
[1 40% warm, empathetic, accepting
[J 50% warm, empathetic, accepting
[1 60% warm, empathetic, accepting
(1 70% warm, empathetic, accepting
[J 70% warm, empathetic, accepting
[160% warm, empathetic, accepting
[J 50% warm, empathetic, accepting
[1 40% warm, empathetic, accepting
1 30% warm, empathetic, accepting
[J 20% warm, empathetic, accepting

"1 10% warm, empathetic, accepting



COMPARISON 3

Would you prefer a treatment that is on average 70% effective (on average 70% of
clients recover by the end of the treatment) and is delivered by a therapist that has very
few years of schooling and clinical experience, or a treatment that that has differing
levels of effectiveness and is delivered by a therapist who has completed many years

of schooling and clinical experience?

(1 70% few years of experience
[ 70% few years of experience
[ 70% few years of experience
[1 70% few years of experience
[ 70% few years of experience
[1 70% few years of experience
(1 70% few years of experience
[ 70% few years of experience
(1 70% few years of experience
[ 70% few years of experience
[1 70% few years of experience
[1 70% few years of experience
[ 70% few years of experience

(1 70% few years of experience
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'110% many years of experience
[1 20% many years of experience
[1 30% many years of experience
[140% many years of experience
[1 50% many years of experience
[160% many years of experience
"1 70% many years of experience
[1 70% many years of experience
"1 60% many years of experience
[1 50% many years of experience
[140% many years of experience
[130% many years of experience
[1 20% many years of experience

'110% many years of experience



COMPARISON 4

Would you prefer a treatment that is on average 70% effective (on average 70% of
clients recover by the end of the treatment) and is delivered by a therapist who does all
of the talking, or a treatment that that has differing levels of effectiveness and is
delivered by a therapist who listens and allows you to do more of the talking?

—

[J 70% therapist does all of the talking  [J 10% therapist listens, you do most of the

talking
N
[J 70% therapist does all of the talking ] 20% therapist listens, you do most of the
talking
N
[1 70% therapist does all of the talking [ 30% therapist listens, you do most of the
talking
N
[J 70% therapist does all of the talking  [J 40% therapist listens, you do most of the
talking
N
[J 70% therapist does all of the talking ] 50% therapist listens, you do most of the
talking
N
[1 70% therapist does all of the talking [ 60% therapist listens, you do most of the
talking
N
[J 70% therapist does all of the talking  [J 70% therapist listens, you do most of the
talking
N
[J 70% therapist does all of the talking  [J 70% therapist listens, you do most of the
talking
N
[1 70% therapist does all of the talking [ 60% therapist listens, you do most of the
talking
N
11 70% therapist does all of the talking [ 50% therapist listens, you do most of the
talking
N
[J 70% therapist does all of the talking  [J 40% therapist listens, you do most of the
talking
N
[1 70% therapist does all of the talking [ 30% therapist listens, you do most of the
talking
N
[170% therapist does all of the talking [ 20% therapist listens, you do most of the
talking
N
[J 70% therapist does all of the talking ] 10% therapist listens, you do most of the
talking
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APPENDIX C
List of comparative studies supporting the empirically supported treatmkeatsftam
Chambless et al. (1998).

Treatments with Comparative Studies

Cognitive behavior therapy for panic disorder with and without agoraphobia
1) Barlow et al., 1989
2) Clark et al., 1994
Cognitive behavior therapy for generalized anxiety disorder
1) Butler et al. (1991)
2) Borkovec et al. (1987)
Exposure treatment for agoraphobia
1) Trull et al. (1988)
Exposure/guided mastery for specific phobia
1) Bandura et al. (1969)
2) Ostetal. (1991)
Exposure and response prevention for obsessive-compulsive disorder
1) van Balkom et al. (1994)
Stress inoculation training for coping with stressors
1) Saunders et al. (1996)
Behavior therapy for depression

1) Jacobson et al. (1996)
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2) McLean & Hakstaian (1979)
Cognitive therapy for depression
1) Dobson (1989)
Interpersonal therapy for depression
1) DiMascio et al. (1979)
2) Elkin et al. (1989)
Behavior therapy for headache
1) Blanchard et al. (1980)
2) Holroyd & Penzien (1990)
Cognitive-behavior therapy for bulimia
1) Agras et al. (1989)
2) Thackwray et al. (1993)
Multi-component cognitive-behavior therapy for pain associated with rheudis¢ase
1) Keefe et al. (1990)
2) Parker et al. (1988)
Multi-component cognitive-behavior therapy with relapse prevention for smoking
cessation
1) Hill et al. (1993)
2) Stevens & Hollis (1989)
Behavior modification for enuresis
1) Houts et al. (1994)
Parent training programs for children with oppositional behavior

1) Walter & Gilmore (1973)
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2) Wells & Egan (1988)
Behavioral marital therapy
1) Azrin et al. (1980)
2) Jacobson & Follette (1985)
Applied relaxation for panic disorder
1) Ost (1988)
Applied relaxation for generalized anxiety disorder
1) Barlow et al. (1992)
2) Borkovec & Costello (1993)
Cognitive behavior therapy for social phobia
1) Heimberg et al. (1990)
2) Feske & Chambless (1995)
Cognitive therapy for OCD
1) van Oppen et al. (1995)
Couples communication training adjunctive to exposure for agoraphobia
1) Arnow et al. (1985)
EMDR for civilian PTSD
1) Rothbaum (in press)
2) Wilson et al. (1995)
Exposure treatment for PTSD
1) Foaetal. (1991)
2) Keane et al. (1989)

Exposure treatment for social phobia
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1) Feske & Chambless (1995)
Stress Inoculation training for PTSD
1) Foaetal. (1991)
Relapse prevention program for obsessive-compulsive disorder
1) Hiss et al. (1994)
Systematic desensitization for animal phobia
1) Kirsch et al. (1983)
2) Ost (1978)
Systematic desensitization for public speaking anxiety
1) Paul (1967)
2) Woy & Efran (1972)
Systematic desensitization for social anxiety
1) Paul & Shannon (1966)
Behavior therapy for cocaine abuse
1) Higgins et al. (1993)
Brief dynamic therapy for opiate dependence
1) Woody et al. (1990)
Cognitive-behavioral relapse prevention therapy for cocaine dependence
1) Carroll et al. (1994)
Cognitive therapy for opiate dependence
1) Woody et al. (1990)
Cognitive-behavior therapy for benzodiazepine withdrawal in panic disordentgatie

1) Otto et al. (1993)
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2) Spiegel et al. (1994)
Community Reinforcement Approach for alcohol dependence
1) Azrin (1976)
2) Hunt & Azrin (1973)
Cue exposure adjunctive to inpatient treatment for alcohol dependence
1) Drummond & Glautier (1994)
Project CALM for mixed alcohol abuse and dependence (behavioral maritadythpdna
disulfiram)
1) O’Farrell et al. (1985)
2) O'Farrell et al. (1992)
Social skills training adjunctive to inpatient treatment for alcohol dependence
1) Eriksen et al (1986)
Brief dynamic therapy
1) Gallagher-Thompson & Steffen (1994)
Cognitive therapy for geriatric patients
1) Scogin & McElreath (1994)
Reminiscence therapy for geriatric patients
1) Arean et al. (1993)
2) Scogin & McElreath (1994)
Self-control therapy
1) Fuchs & Rehm (1977)
2) Rehm etal. (1979)

Social problem-solving therapy
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1) Nezu (1986)
2) Nezu & Perri (1989)
Behavior therapy for childhood obesity
1) Epstein et al. (1994)
2) Wheeler & Hess (1976)
Cognitive-behavior therapy for binge eating disorder
1) Telch et al. (1990)
2) Wilfley et al. (1993)
Cognitive-behavior therapy adjunctive to physical therapy for chronic pain
1) Nicholas et al. (1991)
Cognitive-behavior therapy for chronic low back pain
1) Turner & Clancy (1988)
EMG biofeedback for chronic pain
1) Flor & Birbaumer (1993)
2) Newton-John et al. (1995)
Hypnosis as an adjunct to cognitive-behavior therapy for obesity
1) Bolocofsky et al. (1985)
Interpersonal therapy for binge-eating disorder
1) Wilfley et al. (1993)
Interpersonal therapy for bulimia
1) Fairburn et al. (1993)
Multi-component cognitive therapy for irritable bowel syndrome

1) Lunch & Zamble (1989)
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2) Payne & Blanchard (1995)
Multi-component cognitive-behavior therapy for pain of sixkle cell disease
1) Gil et al. (1996)
Multi-component cognitive-behavior therapy for chronic pain
1) Turner & Clancy (1988)
2) Turner et al. (1990)
Scheduled, reduced smoking adjunctive to multi-component behavior therapy for
smoking cessation
1) Cinciripini et al. (1994)
2) Cinciripini et al (1995)
Thermal biofeedback for Raynaud’s syndrome
1) Freedman et al. (1983)
Thermal biofeedback plus autogenic relaxation training for migraine
1) Blanchard et al. (1978)
2) Sargent et al. (1986)
Emotionally focused couples therapy for moderately distressed couples
1) James (1991)
2) Johnson & Greenberg (1985)
Insight-oriented marital therapy
1) Snyder et al. (1989, 1991)
Behavior modification of encopresis
1) O’Brien et al. (1986)

Cognitive-behavior therapy for anxious children (overanxious, separation anrety, a

153



avoidant disorders)
1) Kendall (1994)
2) Kendall et al. (1997)
Exposure for simple phobia
1) Menzies & Clarke
Family anxiety management training for anxiety disorders
1) Barrett et al. (1996)
Hurlbert’'s combined treatment approach for female hypoactive sexual desire
1) Hurlbert et al. (1993)
Masters & Johnson’s sex therapy for female orgasmic dysfunction
1) Everaerd & Dekker (1981)
Zimmer’'s combined sex and marital therapy for female hypoactive lsgssiee
1) Zimmer (1987)
Behavior modification for sex offenders
1) Marshall et al. (1991)
Dialectical behavior therapy for borderline personality disorder
1) Linehan et al. (1991)
Family intervention for schizophrenia
1) Falloon et al. (1985)
2) Randolph et al. (1994)
Habit reversal and control techniques
1) Azrin et al. (1980)

2) Azrin et al (1980
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Social skills training for improving social adjustment of schizophrenic patient
1) Marder et al. (1996)
Supported employment for severely mentally ill clients

1) Drake et al. (1996)
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APPENDIX D

Okiahoma State University institutional Review Board

Date: Wednesday, June 27, 2007

IRB Application No  AS0742

Proposal Title: A study of Client Expectations and Preferences
Reviewed and Expedited

Processed as:

Status Recommended by Reviewer(s): Approved Protocol Expires: 6/26/2008

Principal

Investigator(s

Joshua Swift Jennifer L. Callahan
215 N. Murray 215 N, Murray
Stillwater, OK 74078 Stillwater, OK 74078

The IRB application referenced above has been approved. It is the judgment of the reviewers that the
rights and welfare of individuals who may be asked to participate in this study will be respected, and that
the research will be conducted in a manner consistent with the IRB requirements as outlined in section 45
CFR 46.

\’u/The final versions of any printed recruitment, consent and assent documents bearing the IRB approval
stamp are attached to this letter. These are the versions that must be used during the study.

As Principal investigator, it is your responsibility to do the following:

1. Conduct this study exactly as it has been approved, Any modifications to the research protocot
must be submitted with the appropriate signatures for IRB approval.

2. Submit a request for continuation if the study extends beyond the approval period of one calendar
year. This continuation must receive IRB review and approval before the research can continue.

3. Report any adverse events to the IRB Chair promptly. Adverse events are those which are
unanticipated and impact the subjects during the course of this research; and

4. Notify the IRB office in writing when your research project is complete.

Please note that approved protocols are subject to monitoring by the IRB and that the iRB office has the
authority to inspect research records associated with this protocol at any time. If you have questions

about the IRB procedures or need any assistance from the Board, please contact Beth McTeman in 219
Cordell North (phone: 405-744-5700, beth, moternan@okstate.edu).

Sincerely,

Tow

Sue C. Jacobs, £Mair
institutional Review Board
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Joshua Keith Swift
Candidate for the Degree of
Doctorate of Philosophy
Title of Study: CLIENT PREFERENCES AND THE SPECIFIC VERSUSMMON
FACTORS DEBATE
Major Field: Psychology, with an option in Clinical
Biographical:
Education: Graduated with a Bachelor of Science in Psychology from Brigham
Young University, Provo, Utah in April, 2005. Received the degree of
Master of Science in Psychology from Oklahoma State University,
Stillwater, Oklahoma in May, 2007. Completed the requirements for the
Doctorate of Philosophy degree with a major in Psychology at Oklahoma
State University in December, 2010.
Professional Memberships: American Psychological Association, Safiety

Clinical Psychology, Division of Psychotherapy, Oklahoma Psychological
Association.



Name: Joshua Swift Date of Degree: December, 2010
Institution: Oklahoma State University Location: Stillwater, Oklahoma

Title of Study: CLIENT PREFERENCES AND THE SPECIFIC VERSUSMMON
FACTORS DEBATE

Pages in Study: 156 Candidate for the Degree of Doctor of Philosophy
Major Field: Psychology, with an option in Clinical

Scope and Method of Study: Client preferences for psychological treatnasetdeen
found to play an important role in therapy outcomes. The present study was
designed to examine client preferences for treatment using a delayrtiag
model. In this study adult clients presenting for therapy services weré s
indicate their preferences on four delay-discounting choices concerning
treatments with altering levels of effectiveness and another theztgige
variable.

Findings and Conclusions: Data from 66 adult participants indicated that clients would
desire a treatment that was 48% less effective in order to ensure thacthegde
a therapist who was warm, empathetic, and accepting; a 38% less effective
treatment in order to ensure that they received a therapist with whoroihiey
develop a relationship with; a 34% less effective treatment in order to ensure that
they would do more of the talking in session; and a 25% less effective treatment
in order to ensure that their therapist was high in expertise. Further, clenats w
found to cluster into four groups depending on their expressed preferences: those
who preferred the common factors over treatment effectiveness, those who
preferred treatment effectiveness above any common factor, those who desired
most an empathetic therapist, and those who desire most to develop a therapeutic
relationship with an empathetic therapist. Given that comparative triafsfivite
small differences in effectiveness levels between treatments anddimg$ from
this study indicating that clients desire less effective treatmfesisnie other
therapy-related factor is involved, client preferences should be included in the
treatment decision-making process.

ADVISER’'S APPROVAL: Jennifer Callahan, Ph.D.




