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ABSTRACT

Comprehensive case conceptualization is central to Cognitive Behavioural Therapy
(CBT; A. T. Beck, Rush, Shaw, & Emery, 1979). Despite the importance attributed to case
conceptualization there is limited empirical support for the utility of case conceptualization in
CBT. In particular, there is limited research on the relationship between therapist competence
in case conceptualization, in-session and between session treatment planning (i.e.,
homework), and outcomes. Furthermore, little is known about the evolution of case
conceptualization over a course of CBT. In order to facilitate the empirical investigation of
case conceptualization in CBT the primary aim of the current thesis was to develop a new
method for evaluating case conceptualization, the Conceptualization Rating Scale (CRS;
Easden & Kazantzis, 2008; 2009).

Study 1 investigated how patients’ (n =10) written case conceptualizations change
over a course of CBT for depression using 53 J. Beck Case Conceptualization Diagrams (J.
Beck, 1995). Therapist’s resultant case conceptualizations became more complete over the
course of therapy with an average of 33% more information being recorded in case
conceptualizations from intake to session 10. Consistent with cognitive-behavioural theory,
therapists tended to conceptualize core beliefs about the ‘self” with relatively minimal
reporting of beliefs about the ‘world / others’ and the ‘future’.

Study 2 provided the training, development and preliminary psychometrics of the
CRS. Independent observers (N = 4) rated 225 DVD recorded therapy sessions. The CRS was
demonstrated to possess adequate internal consistency (o = .61) and excellent total scale
interrater reliability for each of the four domains integration (k = .83), importance (k = .65),

competence (ICC =.93), and fit / match (ICC = .86). Results revealed that independent
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observers were able to agree on different aspects of CBT therapist’s utilization of case
conceptualizations during therapy sessions.

In Study 3, using the total sample of 28 patients, therapist’s (N = 7) levels of
competence were assessed by independent observers (N = 4) using the CRS based on 225
DVD recorded therapy sessions. A multilevel modelling (MLM) analysis revealed that after
controlling for time, taken together, therapist competence in homework use and therapist
competence in case conceptualization explained 40% of within patient variance and 19% of
between patient variance associated with positive change on the BDI-II after controlling for
patient beliefs about homework, symptom severity and personality beliefs.

The results from each study contribute towards an understanding of the relationship
between different domains of therapist competence and outcomes in psychotherapy. More
specifically, empirical support is provided for the utility and systematic integration of case
conceptualization in CBT for depression. Implications are discussed for supervision, training
and clinical practice in CBT to ensure positive patient outcomes and evidenced-based

interventions in CBT.
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1.1

1.2

CHAPTER 1

Introduction

Overview

This introductory chapter provides a brief rationale and background for the
construction of a new measure of therapist competence in case conceptualization
(CC). A practical and theoretical context for understanding the relationship between
case conceptualization and homework as two major interrelating processes within
CBT for depression is outlined. An overview of chapters in the present thesis affords
an understanding of the present thesis as a single cohesive piece of research derived of

a series of chapters and interrelated studies.

Research Rationale and General Aims

CC in psychotherapy is an ever-evolving product of an ongoing process with
the goal of integrating a patient’s presenting problems into a justifiable and consistent
description (Eells, 1997a, 2007; Kuyken, Fothergill, Musa, & Chadwick, 2005). In
cognitive CC, cognitive-behavioural theory exists as a framework for understanding
the patient’s presenting problems and informs intervention (Beck, 1995; Needleman,
1999; Persons, 1989). Intervention, in turn, re-informs the evolving CC process over
the course of therapy (Dozois, Covin, & Brinker, 2003).

Therapist CC has frequently been described as a central component of
Cognitive Behavioural Therapy as espoused by Aaron T. Beck (CBT; A. T. Beck,
Rush, Shaw, & Emery, 1979); researchers and clinicians referring to CC as the “first
principle”, an “essential component” the “cornerstone” or the “heart” of CBT (A. T.

Beck et al., 1979; Bieling & Kuyken, 2003; Chadwick, Williams, & Mackenzie, 2003;



Persons, 2001). Thus, the organisation and integration of the information from a
patient’s presentation and the quality of the resulting written CCs have traditionally
been considered to impact how therapists approach a patient’s case and implement a
treatment plan (Crits-Christoph, Cooper & Luborsky, 1988). Despite widely accepted
theory commonly implemented in the contemporary practice of psychotherapy, there
has been a paucity of research into the utility of a general processes that might
account for mechanisms of change in CBT (Greenburg, 1991; Ilardi & Craighead,
1994; Kazdin, 2006; Whisman, 1993). This present thesis identifies CC as one such
process which might account for hypothesised mechanisms of change within CBT
(Eells, Kendjelic, & Lucas, 1998; Persons, Mooney, & Padesky, 1995). In particular,
specific formats of CC have not been thoroughly evaluated in the context of CBT.
The present research seeks to address this research gap.

Another central component of CBT, ‘homework’, exists as an exception to the
dearth of research into central CBT processes (Kazantzis, 2005). Homework is
broadly defined as collaborative and planned between-session activities tailored to
meet a patient’s therapeutic goals; these tasks are based on an individualized CC
consistent with the empirically supported CBT model (Kazantzis, Deane, Ronan, &
L’ Abate, 2005). In theory, processes involved in homework integration facilitate
underlying mechanisms that enable generalization of content discussed in-session and
promotes cognitive and behavioural skill acquisition. In research, homework has
increasingly been related to treatment benefits (for a review see Kazantzis, Deane &
Ronan, 2000) and therapist competence (Davidson et al., 2004; Shaw, et al., 1999;
Trepka, Rees, Shapiro, Hardy & Barkham, 2004). During therapy sessions the
therapist guides the collaborative selection of in-session and between-session

homework tasks based on patients individualized CCs. Homework is both informed



by, and informs the CC process, in a dynamic interplay between areas of assessment
and therapy (Dozois et al., 2003). Figure 1 provides a model for understanding the
broad processes of CBT in relation to CC, treatment planning and homework.
However, no study has specifically studied the relationship between how CC
changes over the course of therapy and homework in CBT and the subsequent
relationship with therapeutic outcome. Subsequently, the current investigation into
CC and homework provides a means of investigating the relationship between
fundamental in-session and between-session processes in CBT. Furthermore the
overall process by which therapists arrive at formal CCs warrants empirical
investigation in the context of CBT. In order to address this gap in the literature the
primary research aims for the current project are to: 1) design a new measure of
therapist competence in CC suitable for use in CBT for depression, 2) investigate how
therapist CCs change over a standard course of CBT for depression, and 3) to
investigate the relationship between therapist CC, homework and outcomes in CBT
for depression. It is intended that through these aims, and facilitated by a critical
review of the current literature that some guidelines towards a model of therapist

competence in CC in CBT can be presented in the final discussion.
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Three broad goals a therapist has
over the course of psychotherapy

are to:
U

Understand the patient and their

presenting problems and <:> Case conceptualization
strengths

.y

Apply a treatment plan

promoting skill acquisition in <:> Treatment Plan / Standard
session Treatment Protocol

s

Promote generalization of these

skills into areas of deficit in the <:>
patient’s life building upon
patient strengths

Homework

Figure 1. A model for understanding the relationship between case conceptualization

and homework in CBT for depression

Methodology and Findings

In order to enable an empirical investigation of CC, the process by which CCs
are constructed by therapists must be operationalized. To achieve this, the focus of the
present thesis was to develop a new measure of therapist competence in CC. A
combination of descriptive analysis of written CCs and reliability analysis of training
of independent observers in the use of the new measure of therapist competence in CC
provided information for the subsequent revision of the new measure of therapist
competence in CC. Further larger scale reliability analysis and quantitative analysis
using non-parametric methods of testing were used to demonstrate psychometric

properties of the new measure. Finally multilevel modeling methods were employed
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culminating in a statistical model for understanding the relationship between CC and
homework in the context of CBT for depression.

The research provides data on how therapists use CC in clinical practice both
between sessions and during psychotherapy sessions. Also, the psychometric
properties of a new measure of therapist competence in CC are assessed and
discussed. A link between other psychotherapeutic processes (e.g., homework) and
outcomes or treatment benefits (e.g., reduction in depression severity, functioning,
and cognitive change) is also reported and discussed. Broadly speaking, this thesis
provides empirical support for components or therapist skills contained within the
process of CC that determine the final CC product central and specific to the practice
of CBT in the context of depression.

In summary, the aim of this research was to establish the importance of
therapist competence, specifically in cognitive processes related to CBT in
depression. This thesis presents a measure for assessing and monitoring therapist
competence in CC that has been constructed. This thesis describes the development,

construction and robust psychometric properties the measure has demonstrated.

Overview of Chapters
Subsequent chapters explore necessary areas of research and present
interrelated studies in order to achieve the research aims of the present thesis.
Chapters two and three provide a critical review of CC in the context of CBT
for depression. To provide this discussion, in chapter two a definition of CC, the main
construct of interest in this thesis, and a discussion of key features that constitute a
cognitive CC are discussed. Different levels of information contained within cognitive

CCs and the proposed function of cognitive CCs are outlined. Commonly used



formats of CC used in CBT are outlined and discussed. Finally, the proposed
functions of CC that might account for change in CBT are presented. In chapter three
measures and associated methods for arriving at the final written CC products used in
routine CBT practice are discussed. The empirical demonstration of reliability and
validity in prior research as it applies to CC is reviewed and discussed. Chapter three
identifies a lack of means to measure the process by which therapists construct CCs in
CBT. Problems and strengths with current methodology used in research to
investigate case conceptualization are presented and used as a guide and rationale for
designing and interpreting studies one, two and three in the latter portion of the
present thesis.

Chapter four outlines the theory and research of CBT for depression and the
use of homework. Secondly, standard manual-based treatment protocols are discussed
providing a rationale for the importance of a new measure of therapist competence
and giving an overview of Beckian cognitive-behavioural theory of psychopathology
that exists as the framework of the CC process.

Chapter five discusses therapist factors as they relate to the use of homework
and CC in CBT for depression. Consideration is given to the relevance of therapist
competence for practice as a registered psychologist in Aotearoa / New Zealand. At
the conclusion of chapter five, specific research objectives and hypotheses that have
emerged are then presented to outline the primary goals of this thesis. In addition, the
ethical considerations, limitations of this projects and potential contribution of the
proposed area of research will be discussed.

Chapter six provides an overview of the CBT Homework Project or
‘Depression Study’ which exists as the framework or context for the present thesis. A

description of participants, therapists, therapist training, patient inclusion and



exclusion criteria, overall project procedure as well as ethical considerations is
provided.

The remainder of this thesis presents three studies designed to test hypotheses
emergent from the introductory chapters. In chapter seven, Study One presents data
on the development or change of therapists’ written CCs during the early phases of a
course of CBT for depression. This chapter adopts an exploratory and largely
qualitative approach providing a survey of sorts by graphically representing how
therapists use written CCs.

In chapter eight, the development of a new measure of therapist competence in
CC, the Conceptualization Rating Scale (CRS, Easden & Kazantzis, 2008; 2009), is
described. The training process for independent observers and feedback process for
arriving at the final version of the CRS is included in the lead up to Study Two. In
Study Two, data on the reliability of therapist CCs in CBT for depression is provided
for both the training sample and the total sample used in the present thesis.

In chapter nine, Study Three explores the relationship between CC and
homework. Firstly, data from the CRS on therapist competence in CC in CBT for
depression is presented. Secondly, the relationship between CC and homework is
explored towards a multilevel model which accounts for the proposed relationship in
the context of CBT for depression and offers preliminary empirical support for the
importance of therapist competence in CC in CBT for depression.

The final chapter of this thesis, chapter ten, presents a discussion of the overall
findings from all three studies in relationship to the propositions stated here and
primary research aims and hypotheses outlined in the present thesis. Implications of

the current research on clinical practice, training, supervision and future research are



discussed and reconciled with existing research and in the context of potentially

meaningful avenues for future research.



2.1

CHAPTERIII
Theoretical Basis of Case Conceptualization in CBT
Look into the depths of your own soul and learn first to know yourself, then you will
understand why this illness was bound to come upon you and perhaps you will
thenceforth avoid falling ill.

Sigmund Freud (1856 — 1939)

Defining Case Conceptualization

It is generally considered that case conceptualization (CC) in CBT and across
a range of psychotherapies is a working, evolving hypothesis based on guiding theory
about a patient that seeks to identify and link underlying mechanisms accounting for a
patient’s psychological, interpersonal and behavioural deficits (Eells, Lombart,
Kendjelic, Turner, & Lucas, 2005; Curtis & Silberschatz, 1997; Bieling & Kuyken,
2003; Persons, 1989).

Numerous definitions of what exactly should be included in a CC and what
form it should take have been documented. Methods for generating a range of theory-
specific CCs are grounded in a wide range of theoretical propositions (Beck, 1995;
Luborsky & Crits-Christoph, 1998; Curtis, Silberschatz, Sampson, & Weiss, 1994;
Horowitz & Rosenberg, 1994; Needleman, 1999; Perry, 1994; Persons, 1989; Sperry
& Maniacci, 1992). Examples of specific methods or formats of CCs across different
psychotherapies include the Core Conflictual Relationship Theme (CCRT; Luborsky,
1977; 1986; Luborsky & Crits-Christoph, 1998; Luborsky, Crits-Christoph, &
Mellon, 1986), the Plan Formulation Method (PFM; Curtis, Silberschatz, Weiss,
Sampson, & Rosenberg, 1988; Curtis & Silberschatz, 1991), the Cyclic Maladaptive

Pattern (CMP; Henry, Schacht, & Strupp, 1986; Johnson, Popp, Schacht, Mellon, &



10

Strupp, 1989), the Connected Central Relationship Patterns (CCRP; Albani, Pokorny,
& Kichele, 1998), the Consensual Response Psychodynamic Formulation (Horowitz
& Rosenberg, 1994) to name a few. The vast majority of methods for constructing a
CC are grounded in psychodynamic or and interpersonal theoretical orientations and
draw from or build upon the CCRT.

In contrast, CCs from different theoretical perspectives also share a number of
commonalities. In particular, most comprehensive CCs are suggested to comprise of a
description of manifest problems, relevant developmental history, causal factors
(distil and proximal), maintaining factors, as well as coping strengths or protective
factors and weaknesses or perceived obstacles (Persons, 1989; Bieling & Kuyken,
2003). However some approaches, primarily those stemming from a psychodynamic
theoretical orientation, focus on specific aspects. For example, the CCRT method
focuses on a patient’s narrative around central relationship patterns considered the
‘heart’ of a CC (Luborsky, 1997). In this way, psychotherapists and clinical
researchers from different psychotherapeutic orientations place emphasis on the
relative importance of different aspects of the CC (Eells, 1997b; Eells et al., 2005;
Flitcroft, James, Freeston, & Wood-Mitchell, 2007). This lack of agreement suggests
a need for empirically supported guidelines for the training and practice of CC
construction and use in psychotherapy. This need is particularly important for the
advancement of CBT as an empirically supported treatment where research in support
of CC driven by CBT theory has not advanced to the extent as other CC methods

specific to other psychotherapeutic orientations (see Chapter III).
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The Process of Case Conceptualization

A formal written CC is the product of ongoing process throughout the course
of therapy; more specifically in an ever evolving process a therapist is continuously
making mental conceptualizations about their patient’s presenting problems and
symptoms both in session and across sessions (Persons & Tompkins, 1997). Figure 2
provides a representation of the process by which formal written CCs are constructed.
The figure is useful to acknowledge that CC is not a discrete output. Instead, CC is
often an ongoing mental and verbal process. A therapist then takes “snap shots” that
reflect this process, though formal (or informal) written records that are then revised
incrementally throughout the course of therapy.

However, recently emphasis has been placed upon the patient’s role in
developing the CC collaboratively with the therapist (Kuyken, Dobson, & Padesky,
2008). Building upon this notion, therapists commonly experience a “holding in
mind” of their patients between sessions further to collaborative discussions with
patients and active construction of a formal written CC (Schréder, Wiseman, &
Orlinsky, 2009). Consistent with this definition CC has been described as a mode of

experiential learning:

Conceptualizing involves patients in developing objectivity about their
experiences and having a more accurate, deeper or perceptive understanding
of their problem, which might lead to new understanding and to synthesis. The
therapist provides accessible theoretical ideas to help inform the patient’s
thinking, gives feedback and facilitates re-evaluation in order to help the
patient to make fresh sense of the situation. (Milne, Claydon, Blackburn,

James, & Sheikh, 2001, p.25)
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Formal "Written”
conceptualization

(e.g., contained in patient
case file [ written formats)

In Session ‘Mental’

Between Session Verbal’ e
Conceptualization

Conceptualization
(e.g., ongoing therapist
reflection of patient
presenting information)

(e.g., during personal
reflection / supervision)

Between Session Mental’ In Session Verbal’
Conceptualization Conceptualization
(e.g., during personal (e.g., ongoing discussion
reflection / supervision) with patient )
-~

Figure 2. Diagram outlining the general process of case conceptualization

Accordingly, therapists construct CCs through in-session discussion with
patients as well as between therapy sessions (i.e., during supervision and personal
reflection). Furthermore, at various stages in therapy written or formal CCs are
essential for the therapist to organize and monitor patients’ mental conceptualizations
as well as to integrate rather than summarize seemingly contradictory pieces of
information about a patient (Eells, 1997a, 2007). In this way, CC is both a product
and a process within psychotherapy. While the formal written CC product evolves at
discrete points in therapy, the process of CC is continuous. Eells provides a further

definition CC consistent with this notion:
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A psychotherapy case formulation is a hypothesis about the causes,
precipitants, and maintaining influences of a person’s psychological,
interpersonal and behavioural problems. A case formulation helps organize
often complex and contradictory information about a person. It should serve as
a blueprint guiding treatment, as a marker for change, and as a structure
enabling the therapist to understand the patient better. A case formulation
should also help the therapist anticipate therapy-interfering events and

experience greater empathy for the patient. (Eells, 1997a, p.430)

Cognitive Case Conceptualization

The current project focuses on comprehensive cognitive CCs as intended for
use in a Beckian Cognitive Behavioural Therapy (CBT; A. T. Beck, Rush, Shaw, &
Emery, 1979). A cognitive CC diftfers from those associated with other ‘schools’ of
theory or those suggested to be “pantheoretical” or “transtheoretical” (Eells, 1997a;
Jose & Goldfried, 2008; Meier, 1999; Prochaska & DiClemente, 2005) in that they are
grounded in cognitive-behavioural theory as espoused in A. T Beck’s theory of
psychopathology (1976). Similarly, in cognitive CC, the terminology and content is
drawn heavily from the cognitive-behavioural model. Conversely, most CC research
has been produced around a psychodynamic framework. Aaron T. Beck’s cognitive
model (1976) advocates the importance of conceptualizing different situations by
exploring and monitoring corresponding surface level automatic thoughts and
attached meaning, thoughts, emotion, and behaviour. Furthermore, the importance of
underlying assumptions or deeper level cognitions, such as conditional assumptions
and core beliefs are emphasised as a means to explain the etiology and maintenance of

a patient’s presentation across multiple situations. It follows that, in order to put into



2.4

14

practice A. T. Beck’s cognitive behavioural theory it is necessary to integrate all areas
of CC into practice as well as to provide empirical support for comprehensive CC to
better inform the use of CC in CBT.

Kuyken, Padesky, & Dudley (2009) provide a brief definition of CC in CBT

which synthesizes the definition discussed:

Case conceptualization [in CBT] is a process whereby therapist and
client work collaboratively first to describe and then to explain the issue a
client presents in therapy. Its primary function is to guide therapy in order to

relieve client distress and build client resistance. (p.3)

In arriving at a definition of CC in CBT which is assumes such a central role
in the overarching goals of psychotherapy, a rationale emerges for the empirical
investigation and operationalization of CC as an hypothesised process that helps to

identify and facilitate mechanisms of change in psychotherapy.

Levels of Cognitive Case Conceptualization

In order to provide a fair and robust test of cognitive CC it is necessary to
define the different levels of cognitive CCs so they can be investigated in a structured
and uniformed manner. Three unique levels of CC in CBT have been identified
(Persons, 1989). The first is described as the ‘situation’ level CC involving details of
cognitions and behaviours specific to an immediate triggering situation or event.
Examples include the five-part model (Padesky & Mooney, 1990), Jacqueline
Persons’ ‘Problem List’ (Persons, 1989), and the Daily Record of Dysfunctional

Thoughts or ‘“Thought Record’ (A. T. Beck et al., 1979). A further example, while not
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exclusively used in the practice of CBT, includes the Behavioural Functional Analysis
as commonly implemented in the treatment of borderline personality disorder
(Linehan, 1980; 1993; Waltz & Linehan, 1999).

The second level of CC occurs at the ‘diagnosis’, ‘syndrome’ or ‘problem’
level which focuses on disorder-specific theory or research and associated symptoms.
A. T. Beck, Emery, and Greenberg’s (1985) book Anxiety Disorders and Phobias: A
cognitive perspective offers examples of this second level of conceptualization
incorporating conceptual frameworks for understanding patient’s distress
characterized by generalized anxiety disorder (GAD), obsessive compulsive disorder
(OCD), posttraumatic stress disorder (PTSD), social anxiety disorder, panic disorder
among other categories for understanding anxiety. Further examples of this level of
CC include formulations of disorder-specific theory on OCD (Clark, 2004), substance
abuse (Basco & Rush, 2004), bipolar disorder (Newman et al., 2002), depression
(Beck et al., 1987), eating disorders (Garner & Garfinkel, 1997), schizophrenia
(Chadwick, Birchwood, & Trower, 1996), and personality disorders (J. Beck, 2005).
These disorder-specific models provide a context for cognitions at surface,
intermediate and core levels that promote understanding of clusters of cognitions,
behaviours, emotions and physiology that are associated with the etiology and
maintenance of particular clinical disorders and syndromes (Clark & A. T. Beck,
1999; Riso et al., 2007). While this second level of CC describes generalized patterns
of common psychological phenomena, it does not account for idiosyncratic
differences. Specific causes or maintaining factors that may account for psychological
distress such as abuse or neglect, and the individualized attributions developed
through such experiences (e.g., [ am a failure as a mother — [ am a failure in every

way) are generally not included in disorder-specific conceptualizations.



2.5

16

The third level of CC occurs at the ‘case’ level of conceptualization and aims
to integrate all levels of information about a case to arrive at an individualized and
comprehensive CC. This third level is defined as the “comprehensive CC” throughout
the present thesis to recognize this level as the most complete and meaningful
conceptualization as it integrates information from all levels of inference in CBT.
Examples of these comprehensive CCs include Jacqueline Person’s Case Formulation
Approach (1989) which incorporates and extends the situational-level problems list
and the Judith Beck Case Conceptualization Diagram (1995). Comprehensive
cognitive CCs such as these are a parsimonious account of a patients’ presentation
including relevant historical information, hypothesised schemas and conditional rules,
core beliefs, compensatory strategies or maintaining factors, and problems or
situations including the behaviours, thoughts and associated emotions (J. S. Beck,
1995; Bieling & Kuyken, 2003; Eells, 1997; 2007; Needleman, 1999; Persons, 1989;
Persons & Tomkins, 1997). Such comprehensive CCs are not intended to capture a
patient’s entire life, but to target psychopathology through identifying cognitive and
behavioural weaknesses and strengths (Bieling & Kuyken, 2003), also referred to as
overdeveloped and underdeveloped cognitions and behavioural strategies (A. T. Beck

et al., 1979).

Case Conceptualization Terminology

For the purposes of the current project the term ‘case formulation’ will be used
synonymously with ‘case conceptualization’ as defined above. This is necessary in
order to reflect upon literature which has adopted one term over another due to
personal preference, theoretical orientation or a researcher’s need to refer to another

researcher’s approach incorporating the use of a specified term. Furthermore, the J.
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Beck Conceptualization Diagram (CCD; J. Beck, 1995) is the primary CC format of
interest in this thesis. This is evident in that the J. Beck CCD is the format used in the
CBT Homework Project or ‘Depression Study’ which provides the data set on which
the thesis is based. Subsequently, the use of the terminology ‘case conceptualization’
over ‘case formulation’ has been selected to remain consistent with the terminology

adopted by Judith Beck.

Formats of Cognitive Case Conceptualization

Examples such as the above that describe comprehensive case level
conceptualizations have been developed to facilitate the creation of a concise and
parsimonious CC where written or graphically displayed formats are often advocated
(Beck, 1995; Needleman, 1999; Persons, 1989). Jacqueline Persons (1989) has
proposed a single-page written format, the Case Formulation Sheet (see Persons,
1989). The key components of this cognitive CC format are the problem list, schema
or core beliefs, precipitants and activating situations, strengths and assets, the working
hypothesis, predicted obstacles to treatment, as well as the origins of a patient’s
disorder and problems (for a discussion see Persons, 2001). Judith Beck’s (1995) CC
diagram (see Figure 3 for an example of a completed diagram) includes text boxes
pertaining to relevant childhood data, core beliefs, conditional assumptions and rules,
coping strategies, as well as situational information as each situation relates to
automatic thoughts and subsequent meaning to the patient, emotion and associated
behaviour. Additionally, Needleman (1999) has combined Judith Beck’s (1995) CC
diagram format and Persons’ (1989) Problem Case Formulation Sheet into one hybrid
format the Case Conceptualization Summary Plan encapsulating the important

categories contained in both as well as a broad treatment plan.
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Weerasekera (1996) presents the ‘Four Ps’ approach to constructing a CC.
Although the approach is described as a “multiperspective” or “integrative” approach
the author specifically addresses the cognitive perspective. The CC is constructed by
generating cognitive ‘predisposing’, ‘precipitating’, ‘perpetuating’, and ‘protective’
factors. More recently the ‘Five Ps’ has become more commonly used including
‘presenting’ factors or problems consistent with Persons (1989) problem list. For
example, in the case of a depressed woman with a child, the women’s positive
thoughts towards her child and beliefs surrounding her responsibility to be a good
mother may be conceptualized as a protective factor that could potentially buffer
psychological distress should these beliefs be activated. While this approach is not
based on cognitive-behavioural theory, it can facilitate the construction of a cognitive
CC when used in conjunction with a cognitive-behavioural theoretical perspective.
Moreover, it might be speculated that cognitive assessment should be considered an
essential component of any psychological assessment.

As with all CCs, a treatment plan or guide to intervention, though strictly
speaking not a part of the CC, should be informed or driven by the CC, consistent
with hypothesis and other information within the CC (Bieling & Kuyken, 2003;
Turkat, 1987). Similarly, ongoing assessment of a patient during therapeutic
interventions should serve as a further source of information gathering and hypothesis
testing (Persons & Tompkins, 1997; Eells, 1997b). In this sense, although CC formats
are static, the CC i1s a flexible, ever evolving entity. The resulting CC at any stage
should be supported by the evidence gained from a patient’s presentation in therapy as
well as from homework tasks undertaken outside of therapy (Kazantzis et al., 2005;

Rector, 2007).
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In relation to commonly used formats of CC the question is posed “how do
cognitive therapists formulate in the ‘real world’? Although some systematic formats
of CC in CBT exist a dearth of empirical evidence to support their utility in CBT has

been identified (Kuyken, 2006).

Functions of Cognitive Case Conceptualizations

The precise functions of CCs in CBT have been the subject of speculation as
opposed to empirical investigation by researchers. For example, CCs in CBT have
been suggested to promote the individualization and tailoring of treatment protocols,
improve the therapeutic relationship between the therapist and patient, facilitate and
inform treatment planning, be of particular benefit with complex patients or patients
with more severe presentations. However, due to the lack of reliable and valid
measures of CC in CBT these presuppositions are yet to be empirically tested.

Kuyken, Padesky, and Dudley (2008) present ten proposed functions of CC in CBT:

—

Synthesizes client experience, CBT theory and research

Normalizes presenting issues and is validating

Promotes client engagement

Makes numerous, complex problems more manageable

Guides selection, focus and sequence of interventions

Identifies client strengths and suggests ways to build client resilience
Suggests the simplest and most cost-efficient interventions

Anticipates and addresses problems in therapy

A A o

Helps understand non-response in therapy and suggests alternative routes
for change

10. Enables high quality supervision
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The proposed functions exist as a guideline for the range of variables that
should be investigated to provide empirical support for the utility of CC in CBT. To
date, little research exists investigating these proposed functions the stand as

relatively untested hypotheses regarding the importance and utility of CC in CBT.

Case Conceptualization Personality, and Personality Disorders

CC has been suggested to have particular utility in understanding the etiology
and maintenance of individual personality traits and personality disorders (J. Beck,
2005; Stenhouse & van Kessel, 2002; Westen, 1998). The idea of a functional
diagnosis has been proposed as a link between CC and diagnosis of personality
disorders in contrast to the conceptualization of CC and DSM-IV-TR (American
Psychiatric Association, 2000) diagnosis as two separate processes (Westen, 1998;
Scott & Sembi, 2006). The functional diagnosis includes exploration of the patient’s
experience of the self and others which is particularly relevant to the CBT for
depression and the use of the negative cognitive triad as a theoretical framework
(Beck, 1976). It has been postulated that reducing patient levels of dysfunctional
interpersonal beliefs associated with the self and others is a potential mechanism of
change (Clarkin, 2006). Furthermore, understanding particular beliefs and behaviours
that are associated with different personality disorders is important to developing a
useful conceptualization and forming a strong therapeutic relationship (J. Beck,
2005). For example, patients diagnosed with Borderline Personality Disorder (BPD)
have a high rate of comorbidity with substance abuse as well as pervasive
interpersonal relationship problems. In forming a CC of a patient that incorporates
concerns associated with BPD, a therapist is cued to the potential for additional

problems and points of intervention often associated with the particular personality
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disorder (Nezu, Nezu, & Lombardo, 2004). However, it is unclear as to the extent or
the direction of the relationship between therapist interventions (e.g., different
domains of therapist competence in CC) and variables associated with personality and
personality disorders in CBT (Connolly Gibbons, Crits-Christoph, Levinson, &

Barber, 2003).

Summary

CC is central to the theory and practice of CBT both as a verbal process and in
written format. Although the definition, content and focus of CCs are different across
various psychotherapeutic orientations, CC in CBT includes characteristic differences
both in definition and in practice relative to other psychotherapeutic orientations that
have been outlined in this chapter. These distinctive cognitive features are observable
in the CBT-specific written CC formats that are used in the common practice of CBT.
However, the utility and function of these CC formats remains largely untested in the
context of CBT. The following chapter reviews existing literature bearing on the

empirical basis of CC in CBT.
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CHAPTER III

Empirical Basis of Case Conceptualization in CBT

Evaluating Case Conceptualization in CBT

Although CC is considered to be central to CBT within CBT training
programmes extending into routine practice (Sudak, Beck, & Wright, 2003), it is
important to note that to date, due to a paucity of research into specific CBT process,
only few studies have found empirical support for the reliability and validity of CC in
CBT (Chadwick, Williams, & Mackenzie, 2003; Kuyken, 2006). A cognitive CC, like
any other theory-related conceptualization, is considered to be a useful conceptual and
clinical tool (Sim, Gwee, & Bateman, 2005). As such, thorough objective
investigation of the psychometric properties of the clinical tool should be carried out,
inclusive of reliability and validity estimates of measures or tests used to make this
assessment (Anastasi & Urbina, 1997). Moreover, CC as a psychotherapeutic process
affords opportunities for understanding the mechanisms by which cognitive
interventions influence change in CBT and other psychotherapeutic modalities
(Garrat, Ingram, Rand, & Sawalani, 2007; Haubert & Dobson, 2007; Kazdin, 2006).
The current chapter begins by discussing existing measures used to investigate CC in
CBT. Subsequently a critical review of research on the reliability and validity of CC
is presented incorporating the use CC measures and methods developed to investigate

the empirical basis for CC in CBT.
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Measures of Cognitive Case Conceptualizations

Few measures exist designed for the investigation of CC suitable for use
within CBT. The Case Formulation Content Coding Method (CFCCM,; Ekells,
Kendjelic, Lucas, & Lombart, 1998, Eells et al., 1998) is a comprehensive
questionnaire designed to measure the content and quality of written CCs. The
CFCCM requires a rater to code information into “idea units” based on several
categories including a) descriptive information, b) diagnostic information, c)
formulation / inferred information and includes d) treatment planning. In addition a
separate section assesses the ‘elaboration and quality’ of CCs rated on ‘1’ to ‘5’ Likert
scales including categories that rate a) complexity, b) degree of inference, c¢) precision
of language, d) overall coherence, and e) systematic process. Based on written intake
reports from a sample of 56 patients the CFCCM vyielded a kappa of .86 (ranging from
.67 — 1.00) across both content and quality scales Consistent with the Four P’s
(Weerasekera, 1996), the CFCCM is designed as a structured approach to generating
and assessing CCs in terms of patient’s presenting, precipitating, perpetuating and
protective factors suitable for use in a range of psychotherapeutic orientations but
intended to be “theoretically neutral”. Although the CFCCM incorporates a number of
items relevant to a broad range of psychotherapeutic perspectives the CFCCM also
includes CBT-specific items, for example, dysfunctional thoughts, schemas,
automatic thoughts, core beliefs and the assessment of beliefs towards the self, world
and others consistent with A. T. Beck et al.’s (1979) treatment of depression. While
the CFCCM has been tested based on CCs developed using a CBT approach, it does
not advocate a cognitive-behavioural focus. Rather the therapist’s own
psychotherapeutic orientation drives the use of the measure. This is problematic as a

therapist’s self-report of therapeutic orientation does not ensure adherence to a CBT
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model. In turn, there are limitations in generalising findings towards the empirical
support of CBT-specific CC.

The Quality of Cognitive-Behavioural Case Formulation Rating Scale
(Fothergill & Kuyken, 2002) was developed based on the quality scale included in the
CFCCM and using “best practice” guidelines as stated in the measure. An initial pilot
study yielding ratings of agreement based on 10 independently coded J. Beck CCDs
(k= .85) with scores ranging from very poor to good (‘‘very poor’’ n = 22.1%;
“poor’’ n =33.6%; ‘‘good enough’ n = 34.5%; ‘‘good’’ n = 9.7%). The measure is
rated on a 4-point Likert scale with descriptive anchors including “very poor”, “poor”,
“good enough” and “good”. For example, a “good enough” CC requires that “The
elements are more clearly integrated (links and connections are apparent between
sections) and more relevant, than irrelevant information is included. The case
formulation is generally coherent and accurate. However, there may be some element
of doubt as to whether the participant has fully understood the task. One or two of the
elements of the formulation are either too brief of too verbose”. However, the Quality
of Cognitive Case Formulation Rating Scale does not bear on the process involved in
CC beyond an indirect indication of therapist competence by examining the CC as the
final written product.

A second measure developed specifically for the measurement of CC in CBT
the Cognitive Formulation Rating Scale (CFRS; Academy of Cognitive Therapy,
1998) is a 12-item measure used to assess a therapist’s written CC in three main areas:
1) case history, 2) case formulation, and 3) treatment plan and course of therapy. Each
item is rated on a 3-point Likert scale (i.e., 0 = not present, 1 = present but inadequate,
2 = present and adequate). The CFRS has a possible maximum score of 24 where a

score of 20 1s used as a criterion to indicate a “passing” or adequate CC. Again, the
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CFRS is limited in that is only provides an indication of the adequacy or quality of
written CCs but does not account for the therapist’s competence in eliciting
information relevant to the CC in session. The CFRS is suggested, however, to be
clinically useful in the training of cognitive therapists in writing CCs when presented
with clinical case information whilst it does not provide the specificity to determine
processes or skill-sets utilized by the therapist to arrive at their written CC and fully
assess the quality of written information (Sudak et al., 2003).

This section identifies an astonishing lack of measures used to formally assess
the use of CC in CBT. The need for the creation of measures that address aspects of
the therapeutic process as they relate to CC are highlighted. Having introduced the
limited measures of CC and written formats commonly used in CBT, the following
section explores reliability and validity in CC within CBT as the research relates to
proposed functions of CC that have been investigated to date using existent formats
and measures designed to investigate CC in the context of CBT. Where appropriate
the next section discusses further structured methods used to arrive at CCs in CBT as

they relate to research examining the reliability and validity of CC in CBT.

Reliability of Case Conceptualization in CBT

The limited research conducted specifically on the reliability of cognitive CCs
has produced less than optimal results. In particular, few contemporary studies have
addressed the research question ‘can cognitive therapists produce reliable cognitive
CCs?’ and existing research has produced inconclusive results. In an early study 54
patients ranging from mild to severe depression were rated on the Cognitive Triad
Inventory (CTI; Beckham, Leber, Watkins, Boyer, & Cook, 1986). The CTI items

were based on cognitive theory and the cognitive triad of depression stipulating that
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an interplay among negative views of the self, world and future underlie depression,
and subsequent cognitive treatment interventions should be employed to target this
mechanism (A. T. Beck et al., 1979). Internal reliability for three subscales ‘view of
self’, ‘view of world’ and ‘view of future’ ranged from good to excellent respectively
(a=.91, a=.81, a =.93). Overall reliability for the CTI was excellent (o =.95).
Since the study was limited to addressing a single disorder-specific model in CBT for
depression, conclusions are restricted. Most importantly, this study does not
investigate comprehensive CC. However, this study supports the notion that cognitive
therapists are able to reliably formulate CCs at the level of the disorder or the
symptom, although generalization of the findings is limited in that the research was
carried out with a subset of depressed patients.

Persons, Mooney, and Padesky (1995) used a sample of 46 clinicians in an
attempt to test Persons’ (1989) case conceptualization model. Clinicians listened to
“part or all” of an initial interview with two anxious, depressed patients. Percentage
agreement for the eight problems identified on the problem lists for patient one (n =
3) and patient two (n = 5) averaged 77.7% (range from 13.0% - 100%). Intraclass
Correlation Coefficients (ICC; Shrout & Fleiss, 1979) for the dysfunctional beliefs
lists ranged from .07 to .92 when averaged over 5 judges. The design of Persons et
al.’s (1995) study was problematic in that the limited portions of therapy examined,
the use of pre-contrived multiple choice statements, as well as criterion lists to capture
patient dysfunctional beliefs did not reflect a naturalistic therapy session.
Furthermore, the wide range of agreement rates reflects disagreement between
clinicians both at the more superficial level of patient problems and at the deeper level

of patient beliefs.
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Persons & Bertagnolli (1999) attempted to increase the reliability of their
results by implementing structured CC training and revising previously used criterion
on measures related to underlying beliefs. Forty-seven clinicians who participated in a
day long workshop in CC and listened to audio tapes of initial sessions with anxious,
depressed patients (N = 2). On average two thirds of presenting problems were
identified, however, no penalty was given for incorrectly identified problems.
Intraclass Correlation Coefficients (ICC; Shrout & Fleiss, 1979) for the Dysfunctional
Beliefs lists ranged from .44 to .91 (average .71) when averaged over 5 judges and
ranged from .13 to .66 (average .37) when judged in comparison with criterion the
criterion list. In attempting to replicate Persons et al.’s (1995) study, Persons and
Bertagnolli’s (1999) study also produced poor results. Overall, Persons’ (1989) model
has yielded moderate reliability over multiple judges’ average rating but poor
reliability for single judges’ ratings (Persons & Bertagnolli, 1999; Persons, Mooney,
& Padesky, 1995; Persons & Tompkins, 1997).

However, reliability tests of CCs have been identified as problematic in part
due to a disjunction between research and practice. This is clear in the above studies
that focused on specific levels and components of CCs and used data from isolated
portions of therapy sessions. This review argues for a fundamental misapplication of
reliability as it applies to ‘real world” CC. One explanation for low reliability of CCs
can be had by a theoretical understanding of the CC process where many equally
efficacious cognitive CCs could include variations in content, thus rendering different
CCs potentially equally as valid. This is referred to as the quality of a CC where the
coherence and justifiability is considered to at times supersede the reliability of a CC
(Bieling & Kuyken, 2003; Kuyken et al., 2005). Furthermore, reliability should

therefore ideally be considered in terms of the consistency of a therapist’s written CC
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both to a patient’s presentation in session and within the CBT model. In this way;, it
can be ensured that a cognitive CC is being assessed rather than an alternative CC
lacking focus on cognitions or deviating from widely accepted theoretically orientated
language consistent with cognitive behavioural approaches (Goldfried, 1999, 2000).
This notion is consistent with research investigating Person’s (1989) model where
limited information about the patient’s presentation was available to raters and
therapist adherence and competence to the model was not adequately controlled for.
Furthermore raters were by self-definition relatively unskilled (Henry & Williams,
1997). Additionally, the idea of an evolving, ever changing CC process was not
considered in the research (Needleman, 1999).

Limited research has explored the evolution or change of CCs over time when
investigating the reliability of cognitive content. In one such study, 10 clinicians
independently constructed two to three CCs each based video tapes of interviews from
a sample of four women with mood and anxiety disorders (Mumma & Smith, 2001).
Each patient had two cognitive CCs completed on their case relating to 15 dimensions
pertaining to cognition, affect, symptoms and interpersonal functioning. Reliability
was excellent when averaged over 10 raters (ICC >.83 for all dimensions). However,
the reliability of paired ratings was not reported. Although encouraging, the findings
were based on situation-level rather than a case-level or comprehensive CC. This
study adds support to the notion that CBT therapists can reliably formulate CCs at the
level of the situation and warrants further research investigating the reliability of
comprehensive CC at the level of the entire case.

Though little research has been conducted on comprehensive cognitive CC,
some studies have focused on cognitive aspects of components of CCs producing

findings that may bear on the way CCs are intended for use consistent with CBT
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theory and practice (e.g. research that addressed individual patient situational CCs, or
considers automatic thoughts). One study assessed self-scenarios representing patient
self-schemas considered to be an essential aspect of cognitive CC (Muran et al.,
1994). Self-scenarios were essentially situational chain analyses judged to be most
clinically relevant by two observers based on audio tapes of assessment interviews for
the suitability of CBT between patients (N = 8) and therapists (N = 5). Therapists,
independent observers and patients each rated self-scenarios for relevance of self
scenarios selected based on a series of 9-point Likert scales which provided structure
to the assessments in areas such a frequency, preoccupation and chronicity of self
scenarios. Patients rated their own self-scenarios and those of other patients to
determine aspects of convergent and divergent validity. Rates of agreement were
excellent when averaged across all cases and components of rated self-scenarios (ICC
(3, k) =.92). These results reflect both concurrent reliability and validity dependent
upon whether the client, observer or therapist ratings are viewed as the criterion.
Moreover, the results suggest that observers, patients and therapists are able to come
to consensus over cognitive aspects of CC.

In an extension of this study self-scenarios were constructed including an
interpersonal component alongside the self-scenarios previously explored (Muran,
Samstag, Segal, & Winston, 1998). While the research did not specifically target
CBT, the procedure involved patients (N = 6) constructing descriptions of
individualized interpersonal situations where patients considered themselves to be at
their best and worst (i.e. targeting maladaptive or adaptive cognitive and behavioural
style). The average interrater reliability for ratings of ‘clinical relevance’ (ICC (2, k) =
.90) and the entire scenario were excellent (ICC (2, k) =.94). Good test-retest

reliability was found by assessing the consistency of interpersonal self-scenarios as
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rated by the six patients after 29 therapy sessions with ICCs ranging from 0.79 to 0.97
although were averaged over three cases. Averaging ratings over more ratings can
distort the interpretation of the reliability coefficients where the ICC increases as a
function of the sample size. Furthermore, including more than one rater for
comparison is not reflective of what might be expected in clinical practice where a
single clinician is likely to write the formal CC in consultation with supervisors and
perhaps other clinicians. Muran, Samstag, Ventur, Segal, and Winston (2001) applied
their method of constructing self-scenarios to a single case study yielding excellent
interrater reliability when reliability scores pertaining to beliefs about the ‘self” for
various scenarios were averaged (ranging from ICC (2, k) = .83 - 1.00).

Previous CC research reflects a lack of consensus among clinicians for deeper
level inferences, for example, at the level of schema (Eells et al., 1998; Kuyken et al.,
2005). In contrast, Muran et al.’s (1994; 1998; 2001) research reflects a triangulation
of agreement among clinicians, independent observers and patients. The results
suggest that to reach agreement on high-inference conceptualization content, greater
structure of the ‘top down’ process of accurately identifying schemas (e.g., through
increased training in identifying appropriate information linked with theory) must be
addressed in combination with increased structure of ‘bottom up’ methods that start
with prescribed schemas that may tend to account for patient who present with
particular diagnoses. Muran et al.’s (1994; 1998; 2001) research is limited in that
while it investigates a clinician’s ability to identify broad underlying beliefs, schema
or cognitions consistent with those targeted in CBT, the beliefs are better described as
intermediate level beliefs restricted to a patient’s understanding of the ‘self” in
interpersonal situations rather than ‘deeper level’ core beliefs that may become

activated across a range of situations. Moreover, beliefs and their levels are poorly
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defined in CBT literature. This is not surprising given that terms such as “surface”,
“intermediate” and “deeper” level beliefs are somewhat arbitrary considering that
beliefs at different levels are likely to overlap and be conceptually intertwined (Alford
& A. T. Beck, 1997; J. Beck, 1995). Furthermore, protocol checks pertaining to
treatment delivery (e.g., adherence or competence to a CBT protocol) were not carried
out beyond clinician self-report. Contrary to ‘bottom up’ methods that prescribe lists
of schema, Muran et al.’s (1998; 2001) studies reflect a relatively naturalistic setting
where therapists identifying clinically meaningful CC content do not begin with a
prescribed list of possible content and apply this to a patient but use theory to inform
the identification of clinically meaningful situations. The results suggests that when
guided by theory, training and increased structure pertaining to the implementation of
the theory leads to increased agreement on what makes an accurate CC.

Kuyken et al. (2005) tested the reliability and quality of cognitive CCs by
investigating the J. Beck cognitive CC Diagram format (1995). One hundred and
fifteen mental health practitioners participated in a Continuing Education workshop in
CC conducted by the first author. Clinicians listened to audio tapes of intake
assessment with a single patient “Anna” (an actress) diagnosed with MDD and
“personality difficulties”. Using data from additional measures (e.g., intake summary)
clinicians then provided CCs for a single case rated against a ‘benchmark’ CC created
by J. Beck. Participants also completed J. Beck CC Diagrams based on information
subsequently rated using the Quality of Cognitive Case Formulation Rating Scale. J.
Beck provided a “benchmark™ CC assumed to be the correct, gold standard CC. The
procedure involved transferring information onto cards and using two independent
judges to form agreement on categories of information units (range k£ = .63 - .91).

However, these ratings were only related to correct placement of CC information in
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the diagram rather than that content of this information. Subsequent percent
agreement between individual participants and benchmark CC ranged from 7% to
73% for individual information units, on average less than half the benchmark CC
info being identified, or less than 50% agreement between two raters. What can be
concluded from this study is that clinicians are able to reach a reasonable rate of
agreement on the structure of CC, however, the wide range of reliability scores are
consistent with the same issues identified in previous studies in that the content of
case conceptualization identified is not consistent between raters despite having
predefined criterion. Furthermore, it is suggested that a higher rate of agreement on
both the content and structure of cognitive CCs are likely to be found among well-
trained clinicians.

As well as the experience of the single rater, the research reviewed reveals that
there is a tendency for greater expert agreement when there are greater numbers of
clinicians involved in determining what should be included in an accurate CC. The
studies examined often indicate high reliability for multiple raters but poor reliability
for pairs of raters (i.e., an initial single rater and a “target” represented by a second
rater where raters are interchangeable; Shrout & Fleiss, 1979). Although agreement
by multiple experts has been suggested to bear on validity (Persons et al., 1995;
Persons & Bertagnolli, 1999) some research in other therapeutic orientations has
suggested that averaging judge’s ratings increases the reliability but does not dictate
an increase in validity (Horowitz, Inouye, & Siegelman, 1979). In this way increased
reliability on the bases of averaged ratings can result in misleading interpretations
around the validity of scores for a measure. Drawing inferences based on averaged
multiple rater scores and neglecting single or individual rater performance in using

measures of CC has practical implications. Namely, the ability to generalise the
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reliability scores and have confidence that a single rater is sufficient in the use of the
measure in question, is limited clinical practice, research and training.

The studies discussed outline methods for studying individual aspects of CC.
Based on the literature reviewed improved methods should be employed to investigate
the reliability and validity of comprehensive cognitive CCs in large patient samples
using sources of data that is representative of naturalistic therapy sessions. The studies
discussed so far also highlight the specificity of cognitive-behavioural theory (e.g., the
concept of schemas or core beliefs essential to CBT) which shows that increased
structure by training the theory and practice of CBT as well as a method of
measurement which should reflect what is taught in training in CC. It is important to
note that while limited research on moderate to large samples of clinicians has been
carried out, no study has investigated the reliability of comprehensive CCs in a
medium to large sample of patients.

In summary, the literature reviewed in the present thesis concords with a call
for improved methods to reach a consensus on why cognitive therapists have

difficulty reaching agreement on the content of cognitive CCs (see Table 1).

Validity of Case Conceptualization in CBT

CC i1s considered to be an integral part of a standard course of CBT, and while
we can be confident that CBT, presumed to include specific use of CC, is related to
patient benefit in broad range of areas, it is unclear what impact CC has on patient
outcomes. To date there has been little empirical support for the link between CC and
patient outcomes over the course of CBT. Such a link is necessary to ensure the
empirically supported practice of CBT including hypothesised mechanisms theorised

to produce reliable change (Duncan, Sparks, & Miller, 2005; Kazdin, 2006).
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A single existing study investigated what therapists (N =23) determine to be
important in the content of a CC (Flitcroft, Freeston, & Wood-Mitchell, 2007).
Therapists rank ordered 86 items pertaining to the purpose of CCs generated based on
a literature search of case conceptualization. The results suggested that therapists
primarily valued the “explanatory power” and “function/utility” of CCs used in the
context of CBT for depression but also reflected disagreement among clinicians. No
survey data or information specifically addressing how CBT therapists use systematic
CC formats, particularly across sessions has currently been published.

There have been few studies that have investigated how CCs are reconciled
with patients’ experiences. One of these studies involved 11 patients where no
evidence was found to support the direct impact of cognitive CC on the main targets
of CBT for psychoses (Chadwick et al., 2003). The therapists in the study gathered
information pertaining to the CC as a baseline, and in a second condition the therapist
spent two sessions dedicated to the sharing and development of the CC. However, the
results cannot provide compelling evidence that cognitive CC has no impact on the
therapeutic outcome of CBT because information on therapist fidelity was not
assessed. Moreover, a more rigorous empirical test would evaluate cognitive CC on
outcome once a reliable cognitive CC had been obtained.

In an extension of this study the Chadwick et al. (2003) study, 13 patients each
undergoing a course of CBT from two therapists undergoing weekly supervision,
were interviewed regarding their experience of the sharing of a CC two to three weeks
after the sharing had taken place (Pain, Chadwick, & Abba, 2008). Both a CC
diagram encapsulating standard CC components and a letter outlining an
individualized CC for each patient were given to each patient to take home to read

and make changes. Audio recordings of sessions and interviews were analysed using



36

content analysis. A number of themes were produced revealing mixed feelings from
participants. For example, the majority of patients reported experiencing both positive
and negative emotions in response to CCs shared in session. Overall, very few
patients endorsed the idea that they would experience no change or ultimately feel
worse as a result of the shared CC. For therapists their experience of the sharing of the
CC reflected increased understanding of the patient, perceived strengthening of the
therapeutic relationship, and increased sense of direction with the patient. As with
prior research, reliability and fidelity checks were not a strong feature of the research
while informal checks of CC accuracy were carried out and therapists reported the use
of CCs in the study increased their adherence to the CBT model. In sum, patient
reports of their experiences and outcomes related to CC were mixed while therapist
experiences tend to be positive. These preliminary findings support the assertion that
patients and therapists report different benefits and experiences of CCs.

Apart from preliminary results, there is little evidence to suggest that the
quality of decision-making or working hypotheses affect the process and outcome of
CBT (Kuyken et al., 2005). While recent case studies provide anecdotal support for
the impact of CC in particular disorders or by targeting particular beliefs (Gonzalez-
Prendes, 2007; Gorenstein, Tager, Shapiro, Monk, & Sloan, 2007; Mansell, 2008;
Morasco, Weinstock, Ledgerwood, & Petry, 2007) research investigating medium to
large samples under controlled conditions is also needed to reach generalizable
conclusions about the importance of CC in CBT. Of particular relevance to process
research in CC, large scale research has been suggested necessary in order to detect
small effect sizes proposed to account for a “weaker than expected” relationship
between therapist competence and outcomes (Barber, Sharpless, Klostermann, &

McCarthy, 2007).
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Here a gap in the research has been identified in CBT literature. However, this
gap is not present throughout the literature in CC in other psychotherapeutic
approaches or theoretical orientations (Caspar, 1995; Crits-Christoph, Cooper, &
Luborsky, 1988; Rosenberg, Curtis, Sampson, Silberschatz, & Weiss, 1986; Field,
Nash, Handwerk, & Friman, 2004; Levenson, 1995; Levenson & Strupp, 2007;
Silberschatz, Fretter, & Curtis, 1986; Strupp & Binder, 1984). For example, Crits-
Christoph, Cooper, and Luborsky’s (1988) results pertaining to focal dynamic
psychotherapy suggested that therapist’s “formulation-adherent” interpretations, or
treatment interventions consistent with the CC in brief psychodynamic therapy yield
greater therapeutic benefits than non-adherent interpretations. This research suggests
is that although CCs have general support from other therapeutic approaches or
paradigms, that research specific to cognitive CC is needed to provide empirical
support for this core process within CBT.

Only two studies have investigated the treatment utility of the use of CC in
CBT in the range of moderate to large sample sizes to support the assertion that CBT
guided by cognitive CC will lead to improved therapeutic outcome and symptom
reduction (Persons, 2006; Persons, Bostrom, & Bertagnolli, 1999; Persons, Roberts,
Zalecki, & Brechwald, 2006). The first study (Persons et al., 1999), found
comparative results between a sample of 45 depressed outpatients treated with CC-
driven CBT alone (n = 27) or CBT plus pharmacotherapy and other results from
published randomized controlled trials (RCTs) as indicated by a reduction in
depressive symptoms. Similarly, Persons et al. (2006) assessed 58 anxious depressed
outpatients and found statistically and clinically significant results as well as a large
effect size of CC-driven CBT similar to results from other successful CBT treatment

outcome studies. Each of these studies used a ‘naturalistic’ design to investigate the
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effectiveness of an intervention without the inclusion of a control within the trial.
Results were comparable to other efficacious RCTs of empirically supported
treatments, although the study was an uncontrolled trial and a large number of patients
(n = 40) were also receiving adjunct therapies including pharmacotherapy. It has been
suggested that large naturalistic studies are comparable supplements for RCTs which
may be useful for generating new hypotheses (Barber et al., 2007; Blacker &
Mortimore, 1996). However, in Persons et al.’s (1999; 2006) studies the impact of any
additional CC training over and above what is expected in a standard course of CBT
was not directly measured. For example, the assessment of therapist competence in
using techniques related to CC or measurement of the quality of CC would be
required to attribute additional treatment benefits or an effect size statistic to a course
of CBT with an improved CC component. Moreover, CC is an inherent part of
standard CBT (A. T. Beck et al., 1979) where CBT should be “driven”, guided and
informed by CC. In this way, these studies neglect the process of CC within CBT and
focus on the outcome. However, evidence is generated supporting the idea that
therapists asked to pay special attention to CC over the course of therapy are at least
equally effective as those therapists that intend to provide a course of standard CBT
without particular emphasis on CC beyond what is usually expected.

Overall, critique of the limited research bearing on treatment-outcome of CC
within CBT highlights the need for future research on the validity of CC in CBT.
Table 1 provides a summary of the studies critiqued in this literature review
emphasising the dearth of research relating outcomes related to symptom change

beyond single case study and case series research. The table also summarises the
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Table 1
Sample sizes, aims, model integrity, and outcome measures in cognitive case conceptualization reliability and validity studies
Sample Size (n) Study Aims CBT model / CC application CC Outcome measures
Raters Therapists Patients Inter-formulator =~ Comparison to expert Integrity Specific CC Link to Patient feedback
agreement benchmark / criterion checks training symptom change on CC utility
Beckham et al. 16 n/a 54
(1986)
Persons et al. 46 n/a 2 v v
(1995)
Persons & 47 n/a 2 v v v
Bertagnolli (1999)
Mumma & Smith 10 n/a 4 v
(2001)
Mumma 1 1 1 v
(2004)
Mumma & Mooney 2 1 1 v
(2007)
Muran & Segal 2 1 1 v
(1992)
Muran et al. 2 5 8 v v v
(1994)
Muran et al. 4 6 6 v v v
(1998)
Muran et al. 2 1 1 v v v v
(2001)
Kuyken et al. 115 n/a 1 v v v
(2005)
Chadwick et al. 1 2 13 v v
(2003)
Pain et al. (2008) 1 2 13 v v
Persons et al. n/a 1 45 4 4
(1999)
Persons et al. n/a 1 58 4 4
(2006)

Note. Table 1 is based on information reported in selected papers specifically investigating aspects of reliability and validity cognitive content of
case conceptualizations appropriate for use in CBT
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Table 2
Sources of data and levels of conceptualization in selected cognitive case conceptualization reliability and validity studies
Source of conceptualization data (e.g., therapist / patient) Level of conceptualization (e.g., surface, surface / intermediate, all)
Intake Data from Independent observation of  Situational (“surface”  Diagnosis (i.e., level Comprehensive CC (including
assessment/s  multiple therapy therapy sessions or thoughts, emotions, of symptom or “deeper” underlying mechanisms,
vignettes sessions recordings etc) disorder) etc)
Beckham et al. v v
(1986)
Persons et al. v v v v
(1995)
Persons & v v v v
Bertagnolli (1999)
Mumma & Smith v v v
(2001)
Mumma v v v
(2004)
Mumma & v v v v
Mooney (2007)
Muran & Segal v v v v v
(1992)
Muran et al. v v v
(1994)
Muran et al. v v v
(1998)
Muran et al. v v
(2001)
Kuyken et al. v v v v v
(2005)
Chadwick et al. v v
(2003)
Pain et al. (2008) v v
Persons et al. 4 v
(1999)
Persons et al. 4 v
(2006)

Note. Table 2 is based on information reported in selected papers specifically investigating aspects of reliability and validity cognitive content of
case conceptualizations appropriate for use in CBT
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relative absence of integrity checks and structured CC training within CC research to
ensure adherence and competence to both the CBT model and interventions and
techniques involved in CC. Table 2 provides an overview of different sources of CC
data reflecting a trend towards research focusing on generating CCs from intake
assessments rather taking a ‘naturalistic’ sample of therapy sessions across a full
course of therapy. In turn, research based on isolated ‘snap-shots’ of a patient’s total
therapy exposure has limitations when making generalisation about the utility of CC
across a full course of CBT. Compounding this issue, Table 2 also reflects the narrow
focus of CC research relying on investigations based on vignettes, snippets or surface
level CCs. While each piece of research makes a further contribution to the body of
literature, this review has sought to emphasise that it is important to capture or
measure comprehensive CCs and CC-related processes when conducting research to

provide a robust empirical bases for CC in CBT.

Summary

Despite the importance attributed to CC currently no measure adequately
evaluates therapist’s use of CC in CBT. Research bearing on the reliability of
therapists CCs suggests that cognitive therapists a less able to agree on more ‘deeper’
level or more inferential aspects of CC. However, these conclusions are made based
largely on formal written CC formats where results do not necessarily translate or
generalise to the naturalistic ‘real life’ practice of CBT. Furthermore, while in theory
CC 1in attributed to impact the outcomes in CBT, there is a paucity of research
addressing the validity of CCs in CBT.

This gap within the body of CBT research suggests a need for improved

methods of research extending into the exploration of the process by CCs are
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constructed and utilized in CBT. This conclusion is consistent with an ongoing and

growing focus on psychotherapy process issues, particularly around therapist factors

that account for therapeutic benefit within psychotherapy.

In sum, the literature reviewed in chapter two identifies a number of key areas

emergent from the existing body of literature that demand attention in future research

in the context of CBT:

10.

11.

Construction of comprehensive measures of CC processes
Systematic testing of existing systematic CC formats
Inclusion of structured training in cognitive CC

Protocol checks pertaining to treatment delivery in:

a. The model of treatment (i.e., a specific CBT protocol)

b. The therapist integration and use of components and skills specific to
CC (see Chapter IV for a discussion of levels of measurement as they
relate to therapist competence)

Longitudinal investigation into how CCs change across therapy sessions
Robust tests of interrater reliability

Direct comparisons of CCs with outcome measures

Investigation of CC measures across a wide range of possible diagnoses and
patient presentations

Investigation of CC measures across different sites

The use of medium to larger patient samples as well as continued case study
analysis

Optimisation of methods reflecting a naturalistic or “real world” therapy (i.e.

analysis of complete therapy sessions)
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The present thesis aims to synthesize and integrate these findings as much as
possible. This review recognises CC as a unique area of process research that may
help to answer key questions that remain unanswered. Namely, ‘can cognitive
therapists be observed to agree on the structure and content of cognitive CCs?’ and
questions surrounding the importance of CC in CBT relative to patient outcomes over
time. Also, a focus on the process of CC construction is advocated rather than discrete
written outputs alone. Where possible, studies in the present thesis have sought to
follow to the guidelines suggested above in the context of CBT for depression.

The next chapter provides a discussion of CBT for depression and the
relevance of in-session and between session treatment planning (i.e., homework) to

the investigation of CC.
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CHAPTER 1V

Cognitive Behavioural Therapy (CBT) for Depression and the Use of Homework

The stronger person is not the one making the most noise but the one who can quietly

direct the conversation toward defining and solving problems.

Aaron T. Beck (1921 — present)

Overview of CBT for Depression

Cognitive Behavioural Therapy (CBT; A. T. Beck et al., 1979) is a term used
to describe a range of therapeutic approaches that share aspects of theory and practice.
CBT is a commonly used psychotherapy both in New Zealand and internationally
(Kazantzis & Deane, 1998). Three common fundamental propositions have been
outlined in cognitive-behavioural theory found support in research (Dobson, 2001),
namely: 1) that cognitive activity affects behaviour, 2) that cognitive activity can be
monitored and altered, and 3) that desired behaviour change may be affected through
cognitive change. ‘Beckian’ Cognitive Therapy (CT; A. T. Beck et al., 1979) 1s
considered the standard CBT, originally developed for the treatment of depression,
recognized as one of the most widely researched, used and empirically supported

treatments for depression (A. T. Beck et al., 1967; 1976; A. T. Beck et al., 1979).

Theory of CBT for Depression

In brief, Aaron T. Beck’s cognitive-behavioural theory explaining the etiology
and maintenance of depression stipulates that ‘schemata’, or cognitive processes that
organize and process information, maintain dysfunctional or biased beliefs about the
self, world and others, forming what is known as the negative cognitive triad. This

process leads to the distortion of an individual’s experiences resulting in a number of
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cognitive errors (1.e., overgeneralization, catastrophizing, personalization, selective
abstraction; J. Beck, 1995). For individuals experiencing depression, cognitive errors
such as these are likely to be present across a number of different situations in their
life. The most prevailing beliefs associated with this negative cognitive process,
considered to be the deepest level of beliefs held, are known as core beliefs. Although
core beliefs may be positive, negative core beliefs are those that maintain systematic
distortions and emotional disturbance. A core belief is theorized to exist as an
underlying cognitive mechanism. Negative core beliefs about one’s self might
become activated in a particular situation, triggering particular schema associated
with negative outcomes, or negative past experiences. For a depressed individual this
can result in a self fulfilling prophesy where, for instance, harmful compensatory
strategies can lead a downward spiral of depressed thinking, behaviour, and emotion
and dysfunctional beliefs (A. T. Beck, 1967; 1976; A. T. Beck et al., 1979).

For example, an individual experiencing depression may receive a poor review
from their employer (situation). On the surface level the individual describes feeling
angry towards her employer and internally sad (emotion) because she disputes the
reasons behind the poor review (thought). The individual does not let the employer
know that she thinks or feels this way but instead physically leaves the office in the
immediate situation having said nothing (behaviour). Having not made her thoughts
and feelings clear, the individual ruminates about the event with her cognitions
revolving around the notion ‘/ am a failure’ (core belief).

In a second situation the same individual may have had a disagreement with a
friend. Although the situation is different, the emotion, thoughts and behaviour that
occur are similar to the previous example. The individual thinks that her friends will

not speak to her again, feels sad, and leaves her friend’s house during the argument.
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Again the individual ruminates about the event with her cognitions revolving around
the notion ‘/ am a failure’ (core belief).

Across these two situations the core belief that ‘I am a failure’ is present. The
avoidance demonstrated by the individual in each particular situation is likely to be
present in other areas of the individual’s life (compensatory strategy). Furthermore, it
may be the case that this avoidant strategy was adopted from childhood experiences,
where, for example, in a third recurrent situation, the individual was verbally abused
by her parent, told she was useless or a failure, and was able to diminish the distress
of this experience by running away. In this way this individual has developed beliefs
that have become generalized and interlinked within a range of situations that trigger
similar cognitive affective behavioural processes.

The above example provides a brief demonstration of how a therapist begins
to build up a CC together with a patient within the context of CBT for depression. By
recognizing and monitoring the patient’s self-perpetuating negative cycle, often
experienced initially as automatic by the individual experiencing depression,
cognitive restructuring can take place promoting balanced thinking. Specifically, and
of particular relevance to the present thesis, the cognitive content-specificity
hypothesis (A. T. Beck, 1976; Clark & A. T. Beck, 1989) states that each emotional
or psychological disorder or affective state can be characterized by cognitive content
specific to that disorder or state. In the above example, while a poor review from an
employer, or a disagreement with a friend may evoke a number of different thoughts,
emotions or behaviours, it is our appraisal of the meaning of the event that determines
these outcomes rather than the actual event or situation. Similarly, in the example of a
depressed patient experiencing sadness, it is the interpretation that the event will lead

to thoughts of significant loss or failure rather than the event itself.
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Research into CBT for Depression

Over the last 40 years a vast body of research has been conducted in support
of many aspects of CBT (A. T. Beck, 2005). Recently, Butler, Chapman, Forman, and
A. T. Beck (2006) conducted a review of meta-analyses, identifying 16
methodologically rigorous meta-analyses including a collective sample of 9995
participants in 332 studies. They concluded from 562 comparisons that CBT is as
effective or superior to antidepressants in the treatment of adults and at least as
effective when compared to other treatments such as behaviour therapy (DeMaat,
Dekker, Schoevers, & DeJonghe, 2006; DeRubeis et al 2005; Jarrett et al., 1999) and
yields large effect sizes for a range of disorders. Disorders that have found empirical
support for the efficacy of CBT in both theory and research include the treatment of
anxiety and phobia (Beck, Emery, & Greenberg, 1985; Butler, Fennell, Robson, &
Gelder, 1991; Chambless & Gillis, 1993; Clark, 2004; Clark et al., 2003), personality
(Beck, Emery, & Greenberg, 1985; Svartberg, Stiles, & Seltzer, 2004), bipolar (Lam
et al., 2003), addiction (Brown, Evans, Miller, Burgess, & Mueller, 1997), eating
(Pike, Walsh, Vitousek, Wilson, & Bauer, 2003), and psychotic disorders (Gould,
Mueser, Bolton, Mays, & Goff, 2001; Rector, Seeman, & Segal, 2003; Sensky et al.,
2000). Research has also supported the efficacy of CBT in relapse prevention in the
treatment of depression in adults (DeRubeis et al 2005; Hollon, 2003; Hollon et al
2005; Paykel et al., 2005) as well as children and adolescents (James, Soler, &

Weatherall, 2005; Macdonald, Higgins, & Ramchandani, 2006; March et al., 2004).
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The Use of Homework in CBT for Depression
Introduction

Although an increasing amount of literature has supported the treatment
benefits of CBT as a treatment as a whole, there is a paucity of research into the
efficacy of specific therapist techniques, components and processes within CBT that
account for how, when and why change occurs (Barber & DeRubeis, 1989, 2001;
Freeley, DeRubeis, & Gelfand, 1999; Jacobson et al., 2000; Persons, 2005; Tang &
DeRubeis, 1999; Whisman, 1993). However, one central component of CBT, the use
of homework has been recently emphasized in literature (Kazantzis, Deane, Ronan, &
L’ Abate, 2005). Homework as a specific process within CBT has received more
attention than any other therapeutic process (Kazantzis, 2005). Consistent with
cognitive behavioural theory (A. T. Beck et al., 1979), a collaborative and systematic
approach to homework use has been promoted including the discussion and
specification of frequency, duration and location of the homework task to be
undertaken and a written note of what is intended to be completed, all in consideration
of a patient’s capacity to undertake the homework task in question (Shelton &
Ackerman, 1974; Shelton & Levy, 1981). Furthermore, special attention to review of
homework as well as the design and assignment of homework tasks are laid out as
three crucial steps in a guiding model for practice theorized to be essential to
successful completion of homework tasks and therapeutic benefit (Kazantzis,
Macewan, & Dattilio, 2005). However, in practice a certain degree of therapist
competence is required to integrate homework use expertly and efficiently into a

therapy session (Kazantzis et al., 2005).
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Definition of Homework in CBT

Homework is a term that is used within a range of psychotherapeutic
orientations (Shelton, & Ackerman, 1974; Tomkins, 2004). Broadly speaking,
homework encompasses any number of in-session and between-session activities
undertaken by a patient, usually in collaboration with the therapist towards fulfilling
therapeutic goals. To illustrate, therapy can be thought of as a ‘pin-hole’ of a patient’s
life. In order to generalise what is discussed in therapy to a patient’s everyday life,
patients and therapists are able to practice during therapy sessions and plan to for
between-session integration of homework. This effectively extends the patient
exposure to therapy-related engagement from 50 minutes during a session to, for
example, two hours spent on homework outside of therapy. A common example of
homework tasks might include behavioural experiments, the monitoring of cognitions
and behaviours, pleasurable activities or self-care strategies. The precise form of the
homework task can manifest in various ways ranging from, for example, a long term
comprehensive thought record or diary to a long belated walk in the park to get fit,
listening to music, or a simple phone call to a friend. Homework tasks extend to the
disengagement, ‘non-behaviour’, for example thought stopping for sexual offenders
or rumination in the case of depression.

In CBT homework is defined in relation to cognitive-behavioural theory
originally described in Aaron. T. Beck’s standard CBT. This is described in his book
Cognitive Therapy and the Emotional Disorders (1976) which places an emphasis
throughout the book on the importance of the patient documenting and monitoring in-
session and between-session thoughts, emotions and behaviours (i.e. homework) in
the process of patient skill acquisition. Kazantzis et al. (2005) present an operational

definition for homework assignments:
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Homework assignments are planned therapeutic activities undertaken
by clients between therapy sessions. Their content is derived primarily from
the empirically supported cognitive behavioural therapy model for the
particular presenting problem but is tailored for the client based on a n
individualized conceptualization. Designed collaboratively, homework
assignments are focused on the client’s goals for therapy. Homework
assignments represent the main process by which clients experience
behavioral and cognitive therapeutic change, practice and maintain new skills
and techniques, and experiment with new behaviours. Homework assignments
also provide an opportunity for clients to collect information regarding their
thoughts, moods, physiology, and behaviours in different situations and to

read information related to therapy and their presenting problems. (p. 2)

Homework and Therapy Outcome in CBT for Depression

The use of homework in CBT has been supported by a growing body of
research suggesting that the level of compliance in CBT homework tasks is associated
with treatment benefits (Addis & Jacobson, 2000; Bryant, Simons, & Thase, 1999;
Burns & Auerbach, 1992; Burns & Nolen-Hoeksema, 1991; Burns & Spangler, 2000;
Carroll, Nich, & Ball, 2005; McEvoy, & Nathan, 2005; Rees, Kazantzis, Deane &
Ronan, 2000). Kazantzis et al. (2000) carried out a meta-analysis of 27 studies (N =
1327) exploring the effects of homework on treatment outcome with anxious and
depressed patients. A medium effect size (» = .36) of homework assignments in
relation to CBT outcomes was found supporting a correlational relationship between
patient compliance with homework assignments and therapy outcome. Based on these

displays of effect sizes, it is suggested that 68% of depressed patients receiving CBT
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would be likely to improve in therapy involving homework compared to 32% of
patients not given homework. However, Kazantzis et al.’s (2000) analysis did not
include estimates of effect sizes for “no homework” condition in consideration of the
possibility that treatment without homework could potentially be equally or more
beneficial than structured homework-augmented treatment protocols. A further
limitation included the sub-grouping of studies by: a) those considered to be either
correlational or causal, b) into diagnostic sub-populations (i.e., anxious, depressed,
other out-patient), and c) by type of homework task undertaken (i.e., no single type,
relaxation, other skills). More recently, Kazantzis, Whittington, and Dattilio (in
press), replicated and extended the findings of Kazantzis et al.’s (2000) meta-analysis
in 46 studies (N = 1072) yielding a pre and post-treatment effect size of .63 for control
conditions and 1.08 for therapy conditions including structured homework use. When
comparing control and treatment studies for the same therapy with or without
homework (i.e., CBT compared with CBT with structured homework use, instead of
CBT versus relaxation therapy incorporating homework use), a medium effect size of
.48 was obtained. This more general and conservative approach compared to the
Kazantzis et al. (2000) study was able to increase the overall sample size for
comparison of supporting the utility of homework in use in CBT versus CBT without
structured homework use. Mausbach, Moore, Roesh, Cardenas and Patterson (2010)
conducted a third meta-analysis based on 23 studies (N = 2183) only a small to
medium effect size of .26. Mausbach et al.’s (2010) meta-analysis produced very
similar results to Kazantzis et al.’s (2000) original meta-analysis and adopted similar
methods. Of note, Mausbach et al.’s (2010) meta-analysis had almost twice the total
sample of patients included in their meta-analysis with half the total number of

studies. This is in part likely to be due to Mausbach et al.’s (2010) inclusion of some
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very large studies that might produce effect sizes that are likely to be considered
outliers when isolating the effects of homework use. For example, Mausbach grouped
Burns and Spangler’s (2000) study into their analysis which accounted for 521
patients in their meta-analysis. This uncontrolled study included analysis of two
separate groups completing the same treatment at different times. The researchers
compared homework compliance assessed once at week 12 retrospectively with
outcomes in various areas of symptom reduction (i.e., depressive symptoms) for
patients randomly allocated to medication or no-medication groups. In fact, Burns and
Spangler’s (2000) concluded that the size of the causal effect tended to be large
despite producing relatively small effect sizes. After synthesising the results of three
meta-analysis conducted, homework use is demonstrated to positively impact CBT in

relation to positive therapy outcomes.

Homework and Therapy Process in CBT for Depression

In relation to the present thesis sample, homework has been suggested to be
particularly important in the treatment of depression and prevention of patient relapse
into depressive episodes (Thase & Callan, 2006). Consistent with this review, a clear
positive relationship between the use of homework and positive therapeutic outcomes
has been established (Tomkins, 2004). It follows that increasing homework
compliance in CBT for depression is likely to promote treatment benefit.
Subsequently, the process by which homework is integrated into therapy or
administered to a patient has been a focus in psychotherapy process research.
Research into the utility of homework implies that to ensure best practice and to
provide a thorough assessment of a patient, a therapist can formally test hypotheses in

a systematized manner (Bruch, 1998), ‘manipulating’ relevant variables and gathering
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data both from in vivo, or in session, experimentation that can be observed first-hand,
and through the use of homework. For example, a patient may experience a cognitive
shift in response to social reinforcement by undertaking a homework task involving
behaviour paradoxical to how they would usually act in a situation selected for
completion of a behavioural experiment. The therapist works to facilitate the
undertaking and skill acquisition that occurs in the patient as a result of anticipating
and monitoring situations (Kelly, 1955). As introduced previously, homework
assignments are espoused as a means to generalise and put into practice what is
discussed in therapy by experimentation outside of the therapy room. This provides an
opportunity to find evidence to support or to disprove hypotheses about the triggers
and maintenance of automatic thoughts, emotions, behaviours, and related underlying
assumptions in a range of situations in a patient’s everyday life (Kazantzis et al.,
2000). However, in a review of 16 empirical studies investigating the process by
which therapists integrate homework into therapy it was identified that although there
are a number of proposed purposes for homework in psychotherapy, that no research
exists that surveys therapist’s viewpoints in order to answer this question empirically
(Sheel, Hanson, & Razzhavaikina, 2004).

While there is no empirical indication that clinicians and researchers can agree
on the purpose of homework tasks within the therapeutic process research has
identified elements within the process of homework integration that are related to
homework compliance and achieving patient’s goals related to homework in CBT for
depression. The degree of specificity in setting homework tasks has been
propositioned to be an important mechanism of change and key indicator of
homework utility. Homework utility refers to the extent to which homework

adherence and competence is associated with symptom improvement over the course
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of psychotherapy (Yovel & Safren, 2006). Detweiler-Bedell and Whisman (2005)
used data from S. D. Hollon et al.’s (1992) Cognitive Pharmacotherapy Treatment
Project to rate aspects of discussions between therapists and patients (N = 24)
diagnosed with depression during a course of CBT. Independent observers (N = 4)
rated taped therapy sessions on the extent to which patients were involved in
homework discussion, the specificity of the homework task or goal, discussion of
barriers or obstacles to homework completion, and patient compliance. Although
reliability of ratings was modest with a reported intraclass correlation coefficient of
.68 (range from .44 to .78) across categories rated, a key finding was that the
specificity of the homework task apparent in discussion between a therapist and
patient was associated with decreased depressive symptomology. A secondary finding
suggested that patients displaying disengagement in discussion around homework
tasks were likely to experience treatment benefits from discussion of barriers or
obstacles to homework completion. This finding is consistent with recently published
case studies emphasising the importance of conceptualizing patient barriers or
obstacles surrounding non-adherence to homework to gain insight into a patient’s
difficulties and facilitate completion of subsequent homework tasks (Garland & Scott,
2007; Kazantzis & Shinkfield, 2007; Rector, 2007; Thase & Callan, 2006). In this
way, recent research on processes included in homework integration as a mechanism
of change in CBT has began facilitate the potential for the systematic

operationalization of homework use in CBT to afford optimal treatment outcomes.

Standard Manualized Treatment Protocols in CBT for Depression
Processes and relationships involved in homework use are just some of many

possible mechanisms of change within psychotherapy. With a propensity towards
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enormous variation in how a particular form of therapy in delivered, increasingly
manual-based treatment protocols have been proposed as a means to standardize
treatment delivery and methodology. Such manuals might instruct on how treatment
variables, techniques or strategies should be integrated into therapy (e.g., such as CC
processes and the use of homework) or alternatively be used to fix particular variables
that might fluctuate in therapy to manipulate variables otherwise fixed in the
treatment manual or to compare with alternatives to the treatment manual. The use of
manual-based treatment protocols has facilitated the assessment of treatment integrity
and enabled the establishment of empirically supported treatments (EST; Chambless
& Hollon, 1998; Wilson, 1996). Although manual-based treatment protocols are
standardized and provide structure to therapy sessions, a certain degree of therapist
flexibility in implementing treatment is emphasized in contemporary literature
(Beutler et al., 2006; Connolly Gibbons et al., 2003; Mumma, 1998; Persons, 2006;
Sanderson, 2006). Such emphasis may serve as a reminder to therapists about the
importance of flexibility where, for example, in the practice of CBT, flexibility is
crucial in order for the therapist to remain consistent with fundamental theory (A. T.
Beck, 1979). Similarly, the National Institute for Health and Clinical Excellence
(NICE; 2009) present guidelines for the treatment of depression and are widely
considered to be among the leading independent organizations regarding best practice
in the treatment of depression. NICE guidelines recommend “person centered” care

and advocate a flexible approach to the treatment of depression:

Treatment and care should take into account patients’ needs and
preferences. People with depression should have the opportunity to make

informed decisions about their care and treatment, in partnership with their
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practitioners...Good communication between practitioners and patients is
essential. It should be supported by evidence-based written information

tailored to the patient’s needs. (p.7).

While the integrity of protocols as a whole has received empirical support (A.
T. Beck et al., 1979), there has been a shift towards investigation of individual
components of protocols as exemplified by contemporary literature examining the use
of homework in psychotherapy (Addis & Jacobson, 2000). It has been argued that
standard manual-based approaches need to be adapted to the individual and in practice
are somewhat tailored to the individual. For example, in the case of idiosyncratic CCs
formulated to help inform individualized treatment plans utilized to meet the needs
and specific goals of the individual patient (Bond, 1998; Persons, 2006; Rogers,
Reinecke & Curry, 2005). This is seen, for example, in the therapist’s choice of
techniques or homework tasks and treatment interventions for individual patients (A.
T. Beck et al., 1979; Gibbons, Crits-Christoph, Levinson, & Barber, 2003; Nezu,
Nezu, & Lombardo, 2004). Optimizing the process by which a CC is constructed has
been suggested as a means to further systematize or structure the process of making
‘clinical judgments’ more accurate (Persons, 1989). In contrast, a less structured
approach even within a manual-based treatment protocol may result in ‘gaps’ or
shortcomings in the testing of hypotheses about a patient’s presentations. For,
example, a therapist who tests hypotheses by intuition, and does not keep a record of
the data that has and has not been gathered might have a tendency to explore emotion
but neglect behaviours that maintain the specified emotion. Alternatively, a therapist

might have concluded that a hypothesis about a patient has been confirmed without
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systematic reference to situations that challenge the hypothesis having not recorded
previous important situations for future reference.

It follows that while standard manualized protocol for psychotherapy provide
guidelines for practice in keeping with the particular manual, the practical
performance of the therapist is not measured. Thus, standard manualized treatment
protocols provide a means of reducing the variance or controlling therapist variables
that might account for key therapy outcomes (e.g., reduction in depressive symptoms)
but are not independently sufficient to ensure treatment fidelity. Moreover, therapist
competence in different areas related to the treatment protocol (i.e., CC and
homework use) is also likely to influence key therapy outcomes. In sum, the use of a
manual-based standardized CBT protocol adapted to incorporate a standardized
approach to a therapist’s homework adherence and competence, combined with a
structured format for therapist’s use of CC with CBT Homework Project facilitates the
investigation of the relationship of CC and homework processes in CBT for

depression (See Chapter VII).

Summary

This chapter has provided a brief introduction to the empirically supported
theory and practice of CBT for depression. Homework has been identified as a central
feature in facilitating mechanisms of change which has been demonstrated in recent
burgeoning research to influence the process and outcome of CBT. Lastly, a
discussion of the utility of standard treatment protocols such as A. T Beck’s treatment
manual for the CBT of depression (A.T. Beck et al., 1979) serves to further reinforce
the need to research in areas of therapist competence that serve to guide the use of

standard manualized treatment protocols.
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The present thesis aims largely to investigate the process by which therapists
gather, record, and utilize conceptual data pertinent to patient presentations to provide
clarity and support for existing theory. It must also be recognized that the focus of the
present thesis was not to investigate specific homework tasks as they might relate to
CC or therapeutic benefit. Instead, the competence of the therapist in using any
number of individualized homework tasks was investigated, with the recognition also
that some tasks in particular were likely to be used routinely with all patients
consistent with a standard approach to CBT for depression (e.g., thought records and
monitoring of thoughts and moods, or specific behavioural experiments). More
specifically, the present thesis aims to design a new measure of therapist competence
of CC in CBT for depression. It is intended that this new measure will facilitate
reaching additional aims to investigate how therapist CC change over the course of
therapy and investigate the relationship between therapist CC, use of homework, and
outcome.

The next chapter provides a discussion of therapist competence in the context
of CBT for depression and in relation to CC and broader therapy outcomes. The
rationale for a new measure of therapist competence specifically assessing CC is

expanded further.
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CHAPTER V

Therapist Competence in CBT for Depression

Determinants of Psychotherapy Outcome

When considering what factors contribute to psychotherapy outcome
researchers have commonly examined the variables related to the therapy in question
(e.g., the specific therapy is being employed, what techniques are being used) to the
patient (e.g., the age, gender or diagnoses), or to the therapeutic relationship between
patient and therapist. More recently research has specifically examined therapist
factors (Brosan, Reynolds, & Moore, 2006; Eells, 1999). Therapist factors are defined
as therapist characteristics, training or abilities that promote positive change in
psychotherapy. The study of therapist factors is based on the proposition that the
therapist does in fact account for effects in psychotherapy (Nezu & Nezu, 2005). It
must be recognised, however, that within any psychotherapeutic investigation
therapist factors cannot be explored in isolation from patient and factors related to a
specific psychotherapeutic modality.

In a sample of N = 5000 patients and N = 71 therapists Okiishi et al. (2006)
built on previous large studies (Brown et al., 2004; Okiishi et al., 2003) to determine
the role of the therapist factors on treatment effect. The Outcome Questionnaire-45
(0Q-45) 1s a 45-item self report measure measured on a 5-point Likert scale (‘1° =
never, ‘2’ = rarely, ‘3’ = sometimes, ‘4’ = frequently, ‘5’ = almost always). The OQ-
45 was used as the primary outcome measure originally developed to assess patient
outcome on three broad dimensions symptom distress, interpersonal relationships, and
social role or occupational functioning. Therapists were rank-ordered based on their

level and speed of therapeutic outcome as measured on OQ-45. Results suggested
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dramatic differences in the relative effectiveness of individual therapists where the
“top ranked” therapists were demonstrated to be effective in delivering a consistently
high level of symptom relief in a short number of sessions compared with “bottom
ranked therapists” were observed to produce less symptom relief in a longer number
of sessions while having twice as many patients deteriorate than “top ranked”
therapists. However, researchers did not find a relationship between therapist level of
training, type of training, gender or theoretical orientation. In sum, while Okiishi et
al.’s (2006) study provides convincing evidence that therapist factors are important in
producing differential treatment effects, it does not identify any particular therapist
factor that explains this relationship. Although therapist characteristics relevant to
how a therapist might perform in therapy sessions were investigated (i.e., level, type
and modality of training) the manifestation of potential therapeutic ability, skills or
competence was not investigated and has received little attention in literature until
recently. The present thesis hopes to address hopes to extend this research using
similar methods with a focus on therapist competence as a key predictor variable of

different outcomes.

Therapist Adherence and Competence

The variation in the levels of reliability and validity of therapist’s cognitive
CCs discussed in Chapter II have placed emphasis on therapist factors, in particular
the role of therapist competence in delivering treatment (Beutler, Castonguay, &
Follette, 2006; Shaw & Dobson, 1988; Shaw, et al., 1999; Startup, Jackson, & Pearce,
2002; Trepka et al., 2004). While the final products of therapy, for example a

therapist’s written CC or a well designed homework task are likely to impact the
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outcome of therapy, so too is the competence of the therapist in delivering these
therapy components and eliciting information in-session and between sessions.

While literature has provided some inconsistencies surround the definition and
distinguishing features of what constitutes adherence and competence, more recent
literature has rectified these inconsistencies. Consistent with cognitive-behavioural
theory it is suggested that a competent therapist is able to: 1) display adherence to a
theoretical or conceptual framework in order to guide therapeutic interventions, 2)
engage the client in a constructive therapeutic relationship, 3) skilfully implement
interventions intended by the respective treatment manual, as well as 4) applying
knowledge of when and when not to apply treatment interventions (Kazantzis, 2003).
While a competent therapist should be adherent, adherence is described specifically as
the occurrence or non-occurrence, frequency or consistency of therapist behaviour.
Competence refers to therapist level of skills, comprehensiveness, appropriateness
and timing of behaviour (Nezu & Nezu, 2007). Given that a competent therapist
should be adherent, but with recognition of subtle differences in the precise
definitions the term, ‘therapist competence’ will henceforth be used to refer to

adherence and competence if not otherwise specified.

Therapist Competence for the Practice of Psychology in New Zealand

The New Zealand Psychologists Board is responsible for setting standards of
clinical and cultural competence as well as ethical conduct in New Zealand under
Section 118 (1) of the Health Practitioners Competence Assurance Act (2003). The
New Zealand Psychologists Board adopted new guidelines for Core Competencies for
the practice of psychology in New Zealand on 13 April 2006. These Core

Competencies are intended for use alongside the Code of Ethics for Psychologists



64

Working in Aotearoa / New Zealand (New Zealand Psychological Society, 2002).
Continued development and maintenance of clinical and cultural competence is
suggested to include observation, individualised developmental appropriateness,
ongoing monitoring, include the use of valid methodology, be flexible with respect to
practice individual therapist’s psychotherapeutic orientation, include repeated
measures over time and to ensure the assessment modality should be appropriate to
the training modality and content. However, for the purposes of the present thesis it is
necessary to distinguish between therapeutic competence and professional
competence (Geller, Norcross, & Orlinsky, 2005; Milne et al., 2001). The Core
Competencies for the practice of psychology in New Zealand address both
professional and therapeutic competence. Professional competence is the ability of the
therapist to demonstrate a breath of knowledge applicable to a range of settings or
patient presentations in the practice of psychotherapy. Professional competence, for
example, incorporates ongoing professional development, personal style, values,
philosophy, individual reflection or engagement in personal psychotherapy, and the
learning of new psychotherapeutic modalities. However, in this review of literature
the term ‘competence’ referrers to therapeutic competence as the main focus of this
thesis. Broadly speaking, therapeutic competence is the ability of the therapist to
demonstrate skilful application their psychotherapeutic model of choice within
therapy consistent with the definition of therapist competence provided thus far in this
review of literature.

In reference to therapeutic competence, the guidelines for Core Competencies
for the practice of psychology in New Zealand make specific reference to competence
as it relates to CC for practice as a clinical psychologist stating “assessment and

formulation [CC] are fundamental for understanding a client’s presentation, current
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needs and devising appropriate interventions. Assessment is also an ongoing process
which may lead to revised formulation [CC] and / or changes to the intervention”
(2006, p.23). However, the guidelines do not specify how therapist competence
should be measured in New Zealand. Moreover, few measures exist to assess therapist
competence in the context of CBT and few still incorporate the specific measurement
on therapist competence in constructing and reconstructing CCs as specified in the

Core Competency guidelines.

Measuring Therapist Competence in CBT

In order to assess therapist competence in CBT researchers have focused on
creating observational, supervisor-rated measures of therapist competence.
Observational measures have been noted to be superior to therapist self-report in
consideration of findings suggesting that therapists over estimate their own levels of
competence compared to expert raters (Brosan et al., 2006). It follows that external
measures must be used by independent raters in order to accurately measure and
monitor therapist competence to provide feedback to the therapist.

A number of key measures have been developed to measure therapist
adherence and competence in CBT. Most notably the CTS, (Young & Beck, 1980) an
11-item scale designed to assess a therapist’s overall performance in administering
CBT. Although Young and Beck (1980) describe CC as a crucial determinant of a
cognitive therapist’s effectiveness, only one component of a single item specifically
focuses on the measurement of therapist CC of a patient’s presentation to determine
how skill in CC may relate to the administration and use of homework. Other items on
the CTS provide vague descriptions of aspects of therapy may provide

approximations of the degree of therapist competency relevant to formulating a
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comprehensive CC (e.g. item-3: Understanding). Such criticism of the CTS is
reflected in its psychometric properties and the limits of use in supervision and
research (Vallis, Shaw, & Dobson, 1986; Whisman, 1993). In this way the CTS
provides a general indication of overall therapist competence to CBT as a modality,
however, it lacks the specificity to provide detailed feedback on therapist competence
in particular domains and components of CBT. For example, ‘homework’ features as
item-11 but gives no reference to the reciprocal utility of homework, or measurement
there-of, for informing, and being informed by the CC.

A number of revisions have been suggested to the CTS. Most notably the
CTS-R (Blackburn et al., 2001) expands upon the CTS mainly by adding items
intended to capture more aspects of the therapeutic relationship such as therapist
charisma and flair and the facilitation of emotional expression. However, the CTS-R
does not distinguish between adherence and competence. Here a common theoretical
confound is reflected in research that fails to distinguish between or adequately define
therapist competence (Kazantzis et al., 2003).

Another revision of the CTS, The Cognitive Therapy Adherence and
Competence Scale (CTACS; Barber, Liese, & Abrams, 2003) is a 21-item scale that is
suggested to provide a wider scope of therapist activity than the CTS. The CTACS
distinguishes between adherence and competence, where the CTS does not, and
produced relatively strong psychometric properties for both adherence and
competence scales.

Existing research emphasizes the need for conceptual clarity around an
operational definition of therapist competence. Also, research further highlights gaps

in the literature and practitioners understanding and competence in homework, CC,
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and other fundamental process variables, specific domains or components within CBT
are concerned.

More recently, the importance of the use of homework as a core process in
CBT and many other empirically supported therapies (Kazantzis & Ronan, 2006) has
lead to the development of a number of measures specifically designed to gauge
therapist homework adherence and competence. In particular, the Homework
Adherence and Competence Scale (HAACS; Kazantzis, Wedge, & Dobson, 2005), is
a 19-item scale designed assess the therapist’s integration of patient between session
tasks into therapy looking specifically at the therapist’s competence in ‘review’,
‘design’ and ‘assignment’ of homework. The HAACS distinguishes between
adherence and competence and provides detailed descriptive anchors used to gauge
varying levels of therapist competence in the use of homework generated from
contemporary research. The HAACS format also provides a measurement framework,
which has built on that adopted by process measures such as the CTS, suitable for
adaptation and use in the construction of new psychometric process measures.
Preliminary investigation of the HAACS suggests strong psychometric properties (see
Chapter VI).

As discussed, there is a dearth of support for the reliability and validity of
cognitive CC. However, with increased interest in the importance of ensuring that
therapists can reliably and validly formulate patients’ cases some researchers have
developed scales for this purpose. Most relevant to this project is the Quality of
Cognitive Case Conceptualization Rating Scale (Fothergill & Kuyken, 2002). The
researchers drew from an existing measure, Tracey Eells’ Content Coding Method
(Eells, Kendjelic, & Lucas, 1998) with the specific aim to rate the quality of cognitive

CCs. Although Kuyken, Fothergill, Musa and Chadwick (2005) in their subsequent
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study found some success in providing evidence for the importance of quality
therapist CCs, no further evidence was provided to answer the question ‘can therapists
construct reliable cognitive CCs?’ (see Chapter III). It is possible that the Quality of
Cognitive Case Conceptualization Rating Scale (Fothergill & Kuyken, 2002) in its
current form lacks the specificity to demonstrate the importance of cognitive CCs in
relation to outcome and to yield high rates of agreement between independent

observers using the scale.

Levels of Therapist Competence in CBT

Different levels or units of analysis have been suggested in literature on
therapist competence in CBT. The first and broadest level of therapist competence in
CBT refers general therapist competence in the CBT treatment manual being
delivered. The second level of therapist competence in CBT refers to specific areas of
therapist competence (e.g., CC, homework). These two levels of therapist competence
have been described as “macro” and “micro” (Manring, Beitman, & Dewan, 2008) or
“global domain” and “limited domain™ (Barber et al., 2007) therapist competence.
Research examining process and mechanisms of change in CBT has focused on
general therapist competence as opposed to specific areas of therapist competence that
may impact psychotherapy outcomes.

It is conceivable that competence can be broken down further and that
different aspects of therapist competence can be investigated in more or less detail.
For example, Mansell (2008) identifies individual 51 competencies measured on the
CTS derived of between 8 and 13 elements per category. However it is emphasised
that competence on the CTS should be interpreted as a global domain or macro level

total rather than differentiating between competencies. This is suggested to be due to a
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lack of research, underpinned by a lack of specificity in the items on the CTS to detect
variations in competence at the limited domain or micro level.

These limitations in measures designed to measure general competence
provide the basis for the rationale for the creation of new measures designed to

measure specific areas of therapist competence in CBT.

The Shape of Therapist Competence

No consensus has been reached regarding the stability of therapist competence
(Kazantzis, 2003). Disagreement has arisen surrounding whether therapist
competence is best described as a “state” or a “trait” (Shaw & Dobson, 1988). For
example, it is possible that therapist competence can be demonstrated to varying
degrees across different patient presentations, a range of settings or across session
within a single patient (Milne et al., 2001). Conversely, it has been suggested that
therapists generally are able to demonstrate a consistency in their competence across
therapy sessions (Svartberg, 1999). This has implications for the frequency and timing
of measurement of therapist competence in research, training and continued
professional development. For instance, if a therapist is able to demonstrate
competence consistently across therapy sessions, then fewer measurements of
competence are necessary to gage a therapist true level of competence. This thesis
gives special attention to what is dubbed the ‘shape’ of therapist competence in

examining the evolution of therapist competence across a course of therapy.

Outcome and Therapist Competence in CBT
Although it is commonly assumed that a therapist’s competence in delivering

treatment will result in therapeutic benefit for a patient, it has only been recently that
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this notion has been the focus of empirical investigation (Davidson et al., 2004; Shaw,
et al., 1999; Trepka et al, 2004). Trepka et al. (2004) demonstrated in a sample of 30
depressed patients that competence, as measured on the Cognitive Therapy Scale
(CTS: Young & Beck, 1980), was significantly related to therapeutic outcome, albeit
weakened when controlling for the presence of a positive therapeutic alliance. Despite
the “modest power” reported in Trepka et al.’s (2004) study, the results suggest that
therapist competence is a good predictor of therapeutic change particularly in the
context of a strong therapeutic relationship. Furthermore, for those that completed a
full course of therapy (N = 21) the results supported the idea that the impact of
outcome is attributable mainly to therapist factors as opposed to client factors.

Barber et al. (2007) provided a review of the primary findings from therapist
competence measures focusing on in-session psychotherapy competence. The
researchers reported that internal consistency for different measures tended to be high.
This suggests that if therapists are competent in one area of competence they are
likely to be competent in another. Further to this, it would be expected there would be
a positive relationship between therapist competence in homework and CC. The
results of Barber et al.’s (2007) review found, however, that interrater reliability was
low across different measures of therapist competence. The authors also reported that
the results of different studies reflected mixed results for the relationship between
competence and outcomes. Results ranged from positive and weak to negative
relationships between therapist competence and outcomes. The authors suggest that
due to a possible small effect size of therapist competence, that large samples may be
necessary to detect these small effects. Furthermore, the authors suggest that
investigation of cumulative “limited domain” therapist competencies may strengthen

the relationship of “global domain” or overall therapist competence and outcomes. In
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light of these results the current project investigates the multiple limited domain
therapist competencies (i.e. as measured by the CTS, CRS, and HAACS) in relation to
outcomes (i.e. depressive symptoms) in CBT for depression.

In a recent naturalistic study of 69 patients treated by 18 therapists in an
outpatient clinic, a relationship was found between patient and expert ratings of
therapist competence measured in a number of different domains. Therapist
competence was observed to account for 15% of the variation in patient depression
severity reduction (Kuyken & Tsivrikos, 2008). However, it has been suggested that
the improved operationalization and assessment of therapist competence both in
global and domain-specific levels of therapist competence are necessary to provide a
full understanding of the impact of therapist competence on therapeutic outcomes
(Barber et al., 2007). In sum, in the current thesis it is expected that there will be a
relationship between therapist competence in CC and outcomes expressed primarily

by a decrease in depressive symptomology in CBT for depression.

Therapist Competence in CC and Homework Use

No studies have specifically investigated the relationship between adherence
and competence in homework and CC as it pertains to outcome. Kuyken et al., (2001)
in a study of 162 depressed outpatients concluded that complex presentations,
specifically the presence of personality disorder or avoidant and paranoid beliefs were
related to a poorer outcome after a course of CBT as indicated by scores on the BDI-1I
and the GAF. Although homework was not a focus of the study, the researchers
observed that interference with homework tasks was potentially a key barrier to
treatment response. The researchers also implemented a measure of therapist

competence, the results of which suggested that well-trained, highly supervised and
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competent cognitive therapists had better treatment outcomes than less competent
therapists. However, Kuyken et al. (2001) reported that there was not enough variance
in their pilot measure of therapist competence to come to a definitive conclusion.

In a study of 26 patients undergoing a 20-session protocol of CBT for major
depression Bryant, Simons, and Thase (1999) investigated therapist competence and
patient variables specifically in the context of homework. The researchers found that
the number of previous depressive episodes reported by a patient was related to the
degree of homework compliance on the Assignment Compliance Rating Scale
(ACRS; Primakoff, Epstein, & Covi, 1986). These findings support Kuyken et al.’s
(2001) proposition that the complexity of client presentation affects homework
compliance in turn influencing treatment outcome highlighting an interplay between
therapist and client factors. Moreover, the study by Bryant, Simons, and Thase (1999)
emphasises the need for therapists to display high levels of competence in integrating
homework into treatment for complex patients as well providing support for the
necessity of controlling for variations in therapist competence in assigning, designing
and reviewing homework as a core change process in therapy (Kazantzis, Deane,
Ronan & L’Abate, 1993). The results discussed again call attention to the requirement
that psychometrically sound measures are utilized in conducting research on the

process and mechanisms of change in CBT.

Summary

Currently there is no existent empirically validated measure for directly
assessing therapist competence in CC in CBT. Research discussed on therapist
competence and the preliminary results indicate that therapist factors and in particular

therapist competence, is important to identify mechanisms of change to achieve a
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positive therapeutic outcome. In light of this discussion there is a need to develop
standardized methods for measuring aspects of therapist competence to give feedback
and improve the quality of treatment delivery (Barber et al., 2007; Kuyken et al.,
2001; Milne et al., 2001; Shaw & Dobson, 1988; Whisman, 1993). Furthermore, the
importance of monitoring adherence and competence to the manualized protocol used
in research is emphasised as a requirement for methodologically sound research. In
this way a ‘research paradox’ is formed where current research is unable to inform
practice until appropriate research methods are utilized while it is still unclear the
extent of which domain-specific competencies used within the process CBT impact

various treatment outcomes or objectives.

Research Objectives for the Current Project

In summary, the introductory chapters of the current project have sought to
provide a discussion of therapist competence in the use of homework and CC in the
context of CBT for depression, and to provide a rationale for the development of a
new measure of therapist competence in CC. While the use of homework has
increasingly found empirical support in literature, the area of cognitive CC has not
been widely researched. In general, there has been a paucity of research into
therapeutic process and the mechanisms of change in psychotherapy making a new
measure of therapist competence to facilitate research essential (Barber et al., 2007;
Milne et al., 2001). As discussed, theory and research have suggested a definitive
need for a measure to facilitate exploration of the relationship between homework or
between session tasks and the use of cognitive CC (for an overview of methodological
suggestions and guidelines see Perepletchikova & Kazdin, 2005). Thus, the current

project aims to investigate therapist competence in constructing and utilizing
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cognitive CCs and provide preliminary psychometric evidence in support of reliability
and validity in the use of cognitive CC. Specifically the current projects seeks to

further address the following research questions:

1. How do therapist’s case conceptualizations evolve over the course of
therapy?

2. Can cognitive therapists formulate reliable case conceptualizations?

3. How are therapist’s written case conceptualizations related to therapist
competence in formulating case conceptualizations in-session?

4. Is there a relationship between therapist competence in case

conceptualization, homework, and therapeutic outcome?

Specific Hypotheses Investigated
With respect to the above research questions the following hypotheses have

been developed:

Hypothesis One

Hypothesis One states that CCs will become more complete over a course of
CBT. This would be demonstrated by a greater quantity of information in overall
written CCs as well as increased quality of CCs reflected in a greater emphasis on
deeper-level CC components. Similarly, it is expected that more discussion will be
generated about CC of the course of therapy and that greater discussion of deeper

level CC will be had as therapy progresses reflecting a more complete CC.
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Hypothesis Two

Hypothesis Two states that there will be a high degree of coherence within
different domains of therapist CC. This would be demonstrated by high levels of
internal consistency across individual items of CC as measured on the CRS (e.g.,
patient behaviour, thought, and emotion) as well as agreement on demonstrations of
therapist competence observed by independent raters of in-session discussions of CC
between the therapist and the patients and the match between in-session content
discussed and the content of written CCs. Such agreement relative to different
domains (i.e., integration, importance, competence and fit / match) would also be
demonstrated by high levels of reliability being observed for specific discrete sessions
of therapy (e.g., sessions 1, 7 and 9 would be observed to have independently high

reliability scores for all measurements taken at the particular session).

Hypothesis Three

Hypothesis Three states that there will be concordance between therapist
written CC and in session use of CC. This would be demonstrated by high levels of
“fit” of match between what therapists write in their CCs and what information they
have generated during in-session discussions. This would reflect agreement between
therapists and observers regarding the importance of information included in a written
CC. This hypothesis is based on the assumption that therapists have attempted to
record information in their written CCs that they think best represents discussions of
CC undertaken with therapy sessions. In this way independent observers are able to
independently make judgements to gauge the extent to which they agree or disagree

that the written CC i1s a reflection of in-session CC discussion.
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Hypothesis Four

Hypothesis Four states that there will be a high concurrent validity between
therapist case conceptualizations and patient personality beliefs. This is to say that for
patients reporting greater beliefs associated with disordered personality traits CC
would hold particular value for understanding patients with complex presentations
often associated with the presence of personality disorders. However, preliminary
research bearing on the relationship between therapist competence and the presence of
personality beliefs has produced mixed results concerning the direction of the
relationship between the presence or absence of personality beliefs and variations in
levels of therapist competence. For example, although it may be important for a
therapist to display competence in CC it may be that therapists display less
competence as a result of a more challenging presentation associated with patients
exhibiting personality disorders. In contrast, a therapist may display more competence
as a result of ongoing and increasing discussion of CC as the therapeutic relationship
develops and the therapist is better able to explore CC at a deeper level. In each case,
personality beliefs are expected to explain variance related to a reduction in
depressive symptoms necessary to provide a control for any additional variance

explained by therapist competence in CC.

Hypothesis Five

Hypothesis Five states that the inclusion of beliefs about homework
completion (or non-completion) in therapist case conceptualizations will be related to
better patient outcomes. This would be demonstrated by an association between
positive beliefs related to homework completion or non-completion and a reduction in

patient depressive symptoms. Moreover, in order to fully assess the impact of
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therapist competence in homework integration, it is hypothesised that patient beliefs
about homework would be likely to explain variance associated with a reduction in
depressive symptoms in order to provide a control for therapist competence in
homework integration. For example, strong negative patient beliefs regarding
homework would be likely to impact the extent to which therapist competence in

homework i1s demonstrated to be effective.

Hypothesis Six

Hypothesis Six states that therapist competence in CC will demonstrate
particular utility with more complex patient presentations. Prior research in CBT for
depression has shown that therapist competence is associated with improved
outcomes regardless of co-morbidity, but that co-morbidity may moderate the effects
of therapist competence on treatment outcomes (Kuyken & Tsivrikos, 2009).
Accordingly, it is expected that the level of patient symptom severity may account for
a reduction in patient depressive symptoms. This reduction will be above that of
measures of therapist competence in CC and must be controlled for to best determine

the impact of therapist competence in CC on depressive symptomology.

Hypothesis Seven

Hypothesis Seven states that therapist competence in CC will be associated
with therapist competence in using homework. It remains an empirical question to be
answered as to whether different domains of therapist competence are consistent
across different domains of therapist competence or if in fact therapist competence is
variable across different domains of therapist competence (Barber et al, 2007). In

order to investigate this hypothesis, the relative levels of therapist competence across
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these two domains will provide a means to determine how therapist competence in
CC and therapist competence in homework integration change relative to one another

over the course of therapy.

Hypothesis Eight

Hypothesis Eight states that higher levels of therapist competence in CC will
be related to greater patient outcomes. In the context of CBT for depression this
would be demonstrated by an association between increased therapist competence in
CC and a reduction in patient depressive symptoms. It would be expected that
therapist competence in CC would explain a significant portion of variance related to
a reduction in depressive symptoms after controlling for other variables that are likely
to impact the relationship between therapist competence in CC and depressive

symptom change.

Hypothesis Nine

Hypothesis Nine states that taken together, therapist competence in integrating
homework and therapist competence in CC will be related to greater patient
outcomes. This would be demonstrated by therapist competence in CC and therapist
competence in homework integration each making a unique contribution to the
explanation of depressive symptom change as the primary outcome variable of
interest in CBT for depression, and a fundamental indicator of patient improvement

monitored over the course of therapy.
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CHAPTER VI

The CBT Homework Project

Overview
The CBT Homework Project

The present research is set within the context of the CBT Homework Project or
Depression Study. The CBT Homework Project was set up as a study on CBT to
examine the homework as a key process in psychotherapy (Kazantzis et al., 2005).
The study protocol aimed to operationalize what was already implicit in Beckian CBT
(A. T. Beck et al., 1979), considered to be the standard CBT, by ensuring that
therapists adhere to a structured and systematic use of homework assignments over
the course of therapy. In order to enable the investigation of the relationship between
homework and CC, therapist’s use of CC within the study protocol was integrated
systematically into the study protocol (see Study 1).

This chapter gives an overview of the CBT Homework Project sufficient to
understand and replicate the current project. For further information about the CBT

Homework Project refer to Kazantzis et al., (2005).
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Method
Patients

In total 28 patients received treatment in the CBT Homework Project. The
sample consisted of 10 male and 18 female patients of average age 44.75 years (range
from 20 to 62 years old). Twenty-four out of 28 (85.7%) of the participants identified
their ethnicity as European / Caucasian. The remaining four participants identified as
New Zealand Indian, American, Scottish, and Australian. Each patient completed a
full course of CBT up to 20 sessions (average of 17.79 sessions) with an additional
two booster sessions at two months and six months following therapy during the CBT
Homework Project. Four of the 28 patients completed both two and six month booster
sessions. Only 11 of the 28 patients only completed two month booster sessions. In
total, 16 of the patients did not complete booster sessions. Table 3 provides a
summary of demographics for the total sample of patient data used in the present

thesis.

Therapists

Seven female therapists of average age 36.86 years (range from 23 to 50
years) provided the course of CBT; all were intern psychologists in their second to
last or final year of training towards a DClinPsych. All of the therapists identified as
New Zealand European / Caucasian. The therapist demographic questionnaire is

attached in Appendix D.
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Table 3
Total sample: Participant demographics, diagnosis, severity of depression and number of therapy sessions
Variable N % M SD
Gender

Male 10 36%

Female 18 64%
Age (years) 44.75 11.51
Depression Severity*

Mild 5 18%

Moderate 10 36%

Severe 8 28%

No diagnosis 5 18%
Number of therapy sessions 17.79 3.93
Number of follow up sessions

Two month 11 39%

Six month 4 14%

*Note. Diagnoses and depression severity reported as measured on the CIDI. Following intake assessments all patients included in the
CBT Homework Project received a primary diagnosis of MDD following further assessment. Patients (N = 28) were initially assessed on
the CIDI and some met additional diagnostic criteria for generalised anxiety disorder (57%; n = 16), social phobia (36%; n = 10), PTSD
(21%; n = 6), panic disorder (14%; n = 4), specific phobia (14%; n = 4), OCD (10%; n = 3), brief psychotic disorder (10%; n = 3),
alcohol dependence (7%; n = 2), alcohol abuse, (4%; n = 1), agoraphobia (4%; n = 1), bulimia nervosa (4%; n = 1), conversion disorder
(4%; n = 1), hypochondriasis (4%; n = 1), pain disorder (4%; n = 1), nicotine dependence (4%; n = 1), nicotine withdrawal (4%; n = 1)

although were later assessed to meet a primary diagnosis of MDD without meeting any exclusionary criteria after further assessment.
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Therapist Training

Each therapist had undertaken two advanced courses in the theory and practice
of CBT for depression entitled “Theory and Practice of Cognitive Behaviour
Therapy” and “Cognitive Behaviour Therapy of Depression” at Massey University.
Each course was a 5-day intensive postgraduate applied training course involving role
play demonstrations, role-plays and supervision in techniques, and other active
learning activities. Therapists were also required attend a workshop on “Homework
Assignments in Cognitive Behaviour Therapy”. These applied training workshops
involved role-play demonstrations of the study protocol, therapist role-play of therapy
sessions, and individual feedback on a therapist protocol adherence scale. Training
was delivered by Dr. Nikolaos Kazantzis, an experienced registered clinical
psychologist and senior lecturer at Massey University (presently La Trobe University,
Melbourne) and also primary investigator of the CBT Homework Project.

Therapists were required to demonstrate competence in delivering Cognitive
Behaviour Therapy for depression. Therapists recorded a role-play session for
evaluated by an independent clinical supervisor Robyn Vertongen, a registered
clinical psychologist with experience in clinical supervision in the practice of CBT, as
a prerequisite for engaging in CBT with patients. The supervisor assessed whether the
therapist is practicing therapy in a manner that reflected competent and safe practice.
Role-plays were required to achieve a basic standard for competent delivery of CBT
as defined by ratings on the “Cognitive Therapy Scale” (CTS: Young & Beck, 1980),
the international standard assessment scale for assessing competence in cognitive
therapy (Kazantzis, 2003). Further to this, the therapists also attended weekly

supervision sessions with Robyn Vertongen.
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Treatment Fidelity

Regular fidelity checks were carried out over the course of therapy by a senior
registered clinical CBT psychologist. Ratings were made based on DVD-R recorded
therapy sessions for each therapist using the Cognitive Therapy Scale (CTS) to
provide an indication of the level of therapist competence in the carrying out the
treatment protocol as intended. Therapists were required to exceed the cut-off score of
39 (see Brosan et al., 2006; Sudak et al., 2003) in three CTS assessments or were
required to demonstrate increased competence in further CTS assessments until this
level of competence was attained. CTS scoring was carried out and reviewed by the
therapist’s clinical supervisor, Robyn Vertongen. Protocol adherence and competence
checks using the Homework Adherence and Competence Scale (HAACS) were
carried out by five independent raters who were employed research staff with
postgraduate level qualifications in psychology who also received substantial training
in administering the HAACS provided by the primary investigator. Also, competence
pertaining to core skills relating to the integration and use of case conceptualization

were carried out using the CRS rated by two postgraduate level independent raters.

Length of Treatment, Booster Sessions, and Follow-up Data

Treatment length modelled a standard 20 session course of CBT (A. T. Beck
et al., 1979) plus additional 6 and 12 month follow up sessions. Patients attended
therapy twice weekly for the first four weeks of therapy (i.e. the first eight active
therapy sessions). The remainder of the therapy sessions were attended on a once
weekly basis. For the total sample participants (N = 28) the total number of sessions
of CBT received ranged from 6 to 20 sessions. The average number of therapy

sessions was 17.82 sessions.
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Relevant Measures
Intake Assessment Measures

Relevant pre-treatment assessment measures included structured clinical
interviews to determine the presence or absence of DSM-IV Axis I disorders (Composite
International Diagnostic Interview; CIDI), and the Beck Depression Inventory-II (BDI-II)

to assess depression severity.

Demographic Questionnaires

Demographic questionnaires were used to gather data on participant’s (patient,
therapist, independent rater) characteristics such as age, gender, ethnicity, education
or training, employment history, occupation, families and marital / relationship status

(see Appendices C and D).

Cognitive Therapy Scale

The Cognitive Therapy Scale (CTS; Young & Beck, 1980) is a 13-item
supervisor-rated scale commonly used in clinical practice and training to assess
therapist competence in dimensions pertinent to CBT. The CTS is rated on a scale
from ‘0’ to ‘6’ with descriptive anchors for each item. The highest possible score is 66
although a generally established cut-off score or “red-line” of 40 is commonly used to
indicate competence in CBT (Beck, Sudak, & Wright, 2003; Young, Beck, & Budenz,
1983). The CTS has demonstrated intraclass correlation coefficients (ICC) ranging
from .59 to .91 for the total measure (Dobson, Shaw, & Vallis, 1985; Vallis, Shaw, &
Dobson, 1986). Research provides limited support for the correlation between the
CTS and reduction of depressive symptomology (Shaw et al., 1999; Trepka et al.,

2004).
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Beck Depression Inventory-II

The Beck Depression Inventory-11 (BDI-II) is 21-item patient self-report measure
widely used to assess depression severity (A. T. Beck, Rush, Shaw, & Emery, 1979; A.
T. Beck, R. A. Steer, & G. K. Brown, 1996). Each item is rated on a ‘0’ to ‘3’ point
scale with possible scores ranging from 0 to 63. The BDI-II has been subjected to
extensive research and is a commonly used measure in the treatment of depression
(Dozois, Dobson, & Ahnberg, 1998; Schotte, Maes, Cluydts, De Doncker, & Cosyns,
1997, Steer, Ball, Ranieri, & Beck, 1999). The BDI-II has demonstrated excellent
internal consistency (o = .92) among depressed outpatients (A. T. Beck et al., 1996).
The BDI-II has demonstrated good validity (i.e., content, concurrent, factorial
composition), for example, moderate correlations between other well validated scales
used to measure depressive symptomology such as the Hamilton Psychiatric Rating
Scale for Depression (.71) and the Beck Hopelessness Scale (.68) have been found

(Beck et al., 1996).

Composite International Diagnostic Interview

The Composite Diagnostic Interview (CIDI) Version 2.1 (WHO; 1997) is a
structured computerised assessment tool designed to assist clinicians in providing
diagnoses for a range of mental disorders consistent with the American Psychiatric
Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM-1V). The
CIDI was originally developed by the World Health Organisation (WHO) and the United
States Alcohol, Drug Abuse, and Mental Health Administration (ADAMHA) now
renamed the Substance Abuse and Mental Health Services Administration. Of particular
relevance to the current study the CIDI is able to be used to generate a preliminary

diagnosis and severity of first episode Major Depressive Disorder (MDD). Although this
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does not constitute a formal diagnosis, the CIDI diagnostic output provides a tentative
diagnosis and the information that resulted in this diagnosis for further discussion by a
therapist in the intake session and has been designed to be administered by lay people
with limited clinical training (Rosenman, Levings, & Korten, 1997).

The CIDI Version 2.1 was selected for the current study having demonstrated
good psychometric properties in a range of studies since the release of Version 2.1.
Wittchen et al. (1994) provided a review of psychometric research for Version 1.1 and
across three studies the authors reported a test-retest kappa (k) of .66 for first episode
MDD and a test-retest percent agreement of 86%. Interrater agreement of diagnoses were
100% based on an aggregated sample (n =575) for diagnoses concordant with the DSM-
III-R. In a subsequent review Andrews and Peters (1998) suggest that the CIDI Version
2.1 has been demonstrated to have adequate validity. Kessler et al., (2003) in a large
sample (N = 9090) door to door survey found a concordance (Cohen’s k = .40) between
the CIDI and the structured clinical interview for DSM-1V (SCID) for those diagnosed

with experiencing a major depressive episode over the last 12 months.

Homework Adherence and Competence Scale

The Homework Adherence and Competence Scale (HAACS; Kazantzis, Wedge,
& Dobson, 2004) is an observer-rated 19 item measure rated on a 7-point Likert scale
with descriptive anchors related to skills and techniques used by therapists in the use of
homework in session. The HAACS is designed to be rated by clinical supervisors and
researchers trained in the use of the measure, based on video recordings of live therapy
sessions. The HAACS is designed to measure adherence and competence in the review,
design and assigning of homework tasks consistent with the treatment manual being used.

For the present project the HAACS provides a means of measuring therapist adherence
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and competence in homework use. The HAACS is intended for use alongside the
treatment manual and guiding model for practice (Kazantzis, MacEwan, & Dattilio,
2005) representing an augmented protocol for homework use as intended in for use of
CBT in the treatment of depression (A. T. Beck et al., 1979). Preliminary psychometric
testing has refined the HAACS items and suggested good psychometric properties. In two
pilot studies, total adherence percent agreement has been demonstrated to range from
74% to 85% and competence scales have produced ICCs ranging from .79 to .83 (Wedge,
2005). In a further study, total adherence percent agreement was 81% and produced an
ICC of .81 for competence. The HAACS was also demonstrated concurrent validity 20%
of shared variance with a therapist-completed measure of homework adherence and
competence (Munro, 2006). Based on a sample of 76 ratings of DVD recorded therapy
sessions of CBT for depression, the overall ICC for adherence and competence for .77
and .81 respectively. Internal consistency demonstrated to be excellent (o = .80) for the

competence domain (Kazantzis, Dobson, Munro, & Wedge, 2006).

Homework Rating Scale-11

The Homework Rating Scale (HRS-II; Kazantzis, Deane, & Ronan, 2005) is a 12-
item questionnaire rated on a 5-point Likert scale (ranging from ‘0’ = not at all to ‘4’ =
extremely) used to rate patient’s beliefs about between-session activities (i.e., homework)
over the course of therapy. Three versions were used in the CBT Homework Project, the
therapist version, client version, and observer version. Initial research on the early
versions of the client version of the HRS demonstrated a Cronbach’s Alpha of.77 (Jones,
2002). In a sample 56 patients, the total HRS-II has a demonstrated ICC of .82 while the
majority of individual-item ICCs were greater than .60. The HRS-II has also

demonstrated concurrent validity with 37% of shared variance with a client-completed
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measure of homework compliance (Munro, 2006). Most recently, in a sample of 74
patients DVD recorded therapy sessions of CBT for depression, excellent rates of
reliability were demonstrated with an overall ICC of .82. Factorial validity or model fit
for a four factor model was adequate (45, N=104) = 101.6, p <.001 for the client version
of the HRS-II while a poor fit was demonstrated for the therapist and independent

observer versions (Kazantzis et al., 2006).

Personality Beliefs Questionnaire

The Personality Beliefs Questionnaire (PBQ) is a 126-item self-report measure
developed to assist in the development of cognitive CC, the assessment of dysfunctional
beliefs and intervention for the treatment of personality disorders (Butler, Brown, Beck,
& Grisham, 2002; Beck & Beck, 1991; Beck et al., 2001). The PBQ is rated on a 5-point
Likert scale from ‘0’ to ‘4’ (0 = “I don’t believe it at all”’; 4 = “I believe it totally”) as they
relate to patient’s individual endorsements of belief statements. Patient beliefs generate
nine categories related to their personality beliefs including Avoidant, Dependent,
Obsessive Compulsive, Histrionic, Passive-Aggressive, Narcissistic, Paranoid, Schizoid,
and Antisocial. The PBQ categories provide an indication of the presence of personality
disorders where a link between these categories and associated personality disorder
diagnoses has been demonstrated (Beck et al., 2001; Butler et al., 2002). Cronbach’s
alpha (a) coefficients for individual scales on the PBQ range from .79 to .94 across two
studies (Beck et al., 2001; Butler et al., 2002). Beck et al., (2001) reported the median
inter-correlations between scales are moderate (0.51) and Pearson test-retest correlations
for the individual PBQ categories were adequate ranging from .57 to .93.

The PBQ was administered (session 8) as a means of informing therapist’s CC

and the sharing of the CC with the patient (session 10) where changes in personality
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beliefs have been suggested to be more measurable from session eight onwards (Beck

& Freeman, 1990).

Follow Up Questionnaire

At 2 months and 6 months post-treatment participants are asked to complete a
battery of questionnaires. Relevant measures to the current thesis include the BDI-II as
well as a feedback questionnaire (see Appendix I). The follow up questionnaire comprises
of six sections. ‘Section IV — Understanding Your Problems’ was specifically designed
for the current thesis to assess patient beliefs about different aspects of the CC as it was
used in their therapy. Section IV includes eight items each rated on a 4-point Likert scale
(‘I’= strongly disagree, ‘2’ = disagree, ‘3’ = agree, ‘4’ = strongly agree). Patients were
given the instruction “We would like you to rate the process of understanding my
problems in therapy. Please indicate the extent to which you agree or disagree with the
following phrases”. Items in Section IV were selected to complement the areas of focus

on the CRS. For example, ‘My therapist focused on my strengths in therapy’.
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Procedure
Recruitment of Participants

Participants were recruited between mid 2007 and early 2010 from the wider
Auckland community primarily by means of advertising (see Appendix J).
Advertisements were placed mostly in suburban newspapers local to the Centre for
Psychology in Albany (e.g., the North Shore Times, Rodney Times) as well as in the
Massey University Albany campus magazine. A pamphlet was designed for
distribution to University health centres and local General Practitioners offices (see
Appendix K). Contact was made with Team Leaders from the Auckland and
Waitamata District Health Board (DHB) community mental health teams.

Advertisements asked that participants left an answer phone message and that
they would be contacted by a Depression Study coordinator to arrange an initial
telephone interview. There were three doctoral-level study coordinators, including the
author, each were psychology graduates with postgraduate research, statistical, and
administrative experience necessary for the multiple tasks required. Study
Coordinators acted as an initial point of contact between patients and therapists and

carried out safety monitoring for the overall CBT Homework Project.



91

Participants that made
initial telephone

n =231 contact with the CBT
Depression Study

Excluded, did not meet
criteria (e.g. using anti

) n=186

-depressants, previous

diagnoses of MDD)
Participants that met
preliminary MDD

n =65 criteria and asked to

attend intake assessment

Excluded, did not meet

criteria (n = 36

(n=36) =37

Withdrew from active
therapy (n = 1)

Participants that made
completed a full course
of therapy in the CBT
Depression Study

Figure 4. Participant recruitment, screening and final treatment sample
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Telephone Interview

Telephone interviews were conducted by the author and another doctoral-level
psychology graduate student with experience in conducting telephone interviews and
specific training in assessing the studies inclusion criteria. A telephone screening tool
including standard assessment questions based on DSM-IV-TR (APA, 2003) criteria
was used to ascertain whether those interested in the study met criteria for
involvement the CBT Homework Project. Telephone interviewers were trained by the
primary investigator in the use of this measure and procedure for selection of
participants which included a weekly coordination and review meetings with the
primary investigator to discuss the acceptance or referral of participants as well as the
general day-to-day running of the study and managing issues of potential risk.
Participants were informed that the telephone interview could take up to 45 minutes to
complete. Telephone interviews involved an overview of the research, an explanation
of the bounds of confidentiality, and a preliminary screening for symptoms of Major
Depressive Disorder (MDD), Alcohol Dependence, Borderline Personality Disorder
(BPD), and other major mental illnesses likely to influence the participants continued
participation and suitability for involvement in the CBT Homework Project consistent
with DSM-IV-TR (APA, 2003) criteria.

A risk assessment was carried out at any point in the interview where
participants expressed some degree of risk of harm to themselves or others and the
conclusion of the telephone interview. At any point in the interview where it was
assessed the participants did not meet the criteria for inclusion in the CBT Homework
Project the telephone interview was discontinued. Participants that met preliminary
criteria for involvement in the CBT Homework Project were invited to attend a

computerised and pencil and paper intake assessment at the Centre for Psychology. At
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this point a participant information sheet and confidentiality agreement was mailed to
the participant. Participants deemed unsuitable were referred to the appropriate

community mental health service or resource.

Pencil and Paper / Computerised Intake Assessment

In the second phase of screening participants were orientated around the
Centre for Psychology and were asked to complete a number of pencil and paper
measures (e.g., Demographic Questionnaire, BDI-II). Participants were then asked to
complete the Composite International Diagnostic Interview (CIDI). At the conclusion
of the interview participants were invited to attend a face-to-face intake assessment
with a therapist in the study. Participants were informed that this was the final stage of

screening before beginning therapy.

Intake Assessment

Therapists were then given the original completed telephone screening
information, all pencil and paper measures completed by the participant and print outs
of the CIDI interview prior to the final intake assessment to aid their decision in the
final screening of the participant for continued involvement in the CBT Homework
Project.

If participants were deemed unsuitable or choose not to begin therapy at this
point therapists provided appropriate referrals and resources. Upon beginning therapy
participants were considered to be patients in the CBT Homework Project.

Inclusion / Exclusion Criteria
For inclusion in the CBT Homework Project participants were required to be

experiencing a major depressive episode (DSM-IV-TR) for the first time. As a
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minimum requirement participants were required to be between 18 and 65 years old,
proficient in reading, writing, and conversing in English. Participants were not
eligible if they were taking central nervous system (CNS) acting drugs (except an
occasional hypnotic or the oral contraceptive) or if they met criteria for substance abuse,
psychosis, or borderline personality disorder (BPD). Patients did not meet inclusion
criteria if they were currently engaged in other psychological treatment. It was necessary
that patients were able to be safety managed with outpatient psychotherapy (i.e., absence
of risk to self or others). It was also explained to participants that there was no
provision for a culturally-specific service. In the event that individuals required or
made a clear preference for a culturally specific service an appropriate referral was

made.

Setting

Therapy sessions were conducted at the Massey University Centre for
Psychology in Albany Village located on the third floor of the Albany library
building. Therapy took place in one of three identical rooms designed specifically for
individual psychotherapy.

Therapy sessions were conducted on Mondays, Tuesdays, Thursdays, and
Fridays between 9am and 4pm to ensure Centre for Psychology clinical staff were
available in case of a clinical emergency.

Observational independent ratings of CBT Homework Study data discussed in
study three were conducted at two sites at Massey University in Auckland, New

Zealand and La Trobe University in Melbourne, Australia.
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Cultural Factors Specific to New Zealand

During the initial telephone screening procedure participants were informed
that a culturally-specific approach in the CBT Homework Project was not a primary
focus during active therapy being offered. However, participants were informed that
should they prefer a culturally specific approach to therapy, or should cultural issues
arise for them that a suitable referral would be made with special provision for
participants identifying as Maori. For example, the CBT Homework Project protocol
names MOKO services, Maori Mental Health services at Waitamata district health
board as a specific referral source.

It is noteworthy that the vast majority on participants identified as European /
Caucasian. None of the participants expressed an interest in being referred to a more

culturally specific service.

Ethics
The CBT Homework Project and subsequent analyses of data collected have

been reviewed and approved by the Northern X Regional Ethics Committee

(NTX/06/08/085).

Safety Monitoring

In fulfilment of obligations outlined with the Northern X Regional Ethics
Committee approval, ongoing monitoring of CBT Homework Project patient safety
took place during active therapy from the 28.04.07 to 03.02.09. In order to ensure
patient safety, it was required that patients were generally improving as a result of the
therapy. This was defined by BDI-II scores remaining lower than intake BDI-II scores

(i.e., BDI-II change scores were positive). It was agreed that if more than 50% of
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patients currently engaged in active therapy were observed not to be improving the
therapy would be discontinued for the CBT Homework Project. Safety monitoring
was carried out by the author by means of weekly safety updates to the primary

investigator and the research group directly involved in the CBT Homework Project.

Informed Consent
All participants were required to give informed consent. Participant

information sheets and consent forms are attached in Appendices A and B.
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CHAPTER VII

Study One - The Development and Change of Case Conceptualizations throughout a

7.1

Course of Cognitive Behavioural Therapy (CBT) for Depression

Outline and Aims

The primary goals of Study 1 were to demonstrate how CCs develop and
change over a course of CBT for depression and to inform the development and
interpretation of the CRS in Studies 2 and 3. This study addresses a research gap in
existing case conceptualization literature in CBT. Current research fails to address
how CCs change throughout a naturalistic course of CBT. Subsequently, although
hypotheses were made about the way in which therapists use CCs in CBT, the present
study was largely exploratory. Patient information from J. Beck Case
Conceptualization Diagrams (CCD; J. Beck, 1995) completed by therapists was able
to be analysed for trends in the frequency (quantity) and type (quality) of individual
patient emotion, thoughts, and behaviours at different levels of CC. A small sample
design was adopted to report detailed qualitative data to illustrate the development
and change of CCs over therapy sessions. A small N design was intended to capture
any potential “unique” phenomena or occurrences should they arise (Gedo, 1999),
that might obscure or inform quantitative analyses using the CRS in Studies 2 and 3.
This approach was consistent with the explorative nature of the current thesis given
the absence of repeated measures empirically based research examining the change of
case conceptualizations over time in CBT.

Furthermore, cognitive-behavioural theory suggests that in early sessions of
CBT primarily “surface” level components of CC are explored and discussed while

“deeper” level components are not readily explored and discussed until later sessions
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(A. T. Beck, 1967). However, no research in CBT addresses this assumption. Existing
research from other psychotherapeutic approaches suggests that CCs may become
more complete over the course of therapy. In sum, Study 1 sought to answer the
above research questions both to address a gap in the literature and to further inform

the construction and development of the CRS.
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Table 4

Study 1: Participant demographics, diagnosis, severity of depression and number of therapy sessions

Variable N % M SD
Gender

Male 2 20%

Female 8 80%
Age (years) 44.10 11.45
Depression Severity*

Mild 3 30%

Moderate 1 10%

Severe 5 50%

No diagnosis 1 10%
Number of therapy sessions 17.10 4.84
Number of follow up sessions

Two month 5 50%

Six month 3 30%

*Note. Diagnoses and depression severity reported as measured on the CIDI. Following intake assessments all patients included in the
CBT Homework Project received a primary diagnosis of MDD following further assessment. Patients (n = 10) were initially assessed on
the CIDI and some met additional diagnostic criteria for generalised anxiety disorder (80%, n = 8), social phobia (50%, n = 5), PTSD
(50%, n =5), panic disorder (40%, n = 4), alcohol dependence (20%, n = 2), brief psychotic disorder (10%, n = 1), OCD (10%, n = 1),
alcohol abuse, (10%, n = 1), bulimia nervosa (10%, n = 1), conversion disorder (10%, n = 1) although were later assessed to meet a

primary diagnosis of MDD without meeting any exclusionary criteria after further assessment.
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Method
Participants

Data from the first 10 patients who received treatments in the CBT Homework
Project were included in the present study (see Table 4). The sample consisted of two
male and eight female patients of average age 41.1 years (range from 25 to 62 years
old). Eight of the participants identified their ethnicity as European / Caucasian, one
identified as American and one as Australian. Of the participants in the present study,
each had completed a full course of CBT up to 20 sessions (average of 17.1 sessions)
with an additional two booster sessions being offered at two months and six months
following therapy during the training phases of the CBT Homework Project. Four of
the 10 patients completed both two and six month booster sessions. Five of the 10
patients completed two month follow up sessions but only three of these remaining
patients attended six month follow up sessions. Five of the patients did not complete
any follow up sessions. It must be reiterated that while all patients were initially
assessed using the Composite International Diagnostic Interview (CIDI; see section
6.3), patients also took part in an initial telephone screening interview and a clinical
intake interview to assess whether or not patients met the criteria for a primary
diagnosis of first episode Major Depressive Disorder (MDD). Table 4 illustrates
different diagnoses and depression severity categories as indicated on the CIDI. For
example, although patient one patient did not meet the CIDI criteria for first episode
MDD, they were later assessed to meet prerequisite criteria during their clinical intake
assessment interview consistent with requirements of their participation in the CBT

Homework Project (see Chapter VI).
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Therapists

Three female therapists of average age 43 years (range from 29 to 50 years)
provided the course of CBT; all were intern psychologists in their second to last or
final year of training towards a DClinPsych. All of the therapists identified as New
Zealand European / Caucasian. Relevant therapist training and experience is

previously outlined in Chapter VI.

Procedure

The data were gathered during training phase of the CBT Homework Project
or Depression Study. Therapists completed J. Beck CCDs (J. Beck, 1995)
systematically at five sampling points (intake, sessions 3, 5, 8, & 10). Information
included in the J. Beck CCDs was generated collaboratively with the patient during
each session and the J. Beck CCDs were formally written up by therapists between
sessions. All therapists had prior training in completing J. Beck CCDs, for example,
were taught to complete the bottom half or surface-level portion of the J. Beck CCD
before moving on to complete the top half or deeper-level underlying mechanisms
portion of the J. Beck CCD consistent with best practice recommendations (J. Beck,
1995, Stenhouse & Van Kessel, 2002). Ideally, through a continual process of
therapist exploration, reflection and feedback from the patient during collaborative
discussions it is expected that the CCD become more refined over the course of
therapy and that this would be reflected in the quantity and quality of J. Beck CCD
completion. Therapists were instructed to share their overall hypotheses as related to
the J. Beck CCD at session 10 to systematise and model appropriate timing for
sharing of the overall case conceptualization with the patient in a naturalistic course

of therapy (Pain et al., 2008; Persons, 1989). The only exception to this was if
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discussion in supervision suggested that it would be more helpful to share the case
conceptualization with individual patients at a later stage in therapy. The present
study was based on a sample of 53 J. Beck CCDs from the first 10 patients in the CBT

Homework Project.

Analysis

A qualitative approach was taken using a descriptive analysis to observe
trends through the graphical presentation of data using bar graphs for the total
frequency of data units. Prior research investigating the content of written CCs has
advocated that use of coding information into meaningful data units (Eells et al.,
1998; Kuyken et al., 2005). Further research has utilized graphical display as a means
of interpreting change CC data units over time (Mumma, 2004; Muran & Segal,
1992). However, prior research has not investigated the change of CBT specific CC
individual CC components over time. Due to the modest patient sample (n = 10)
inferential statistics were not able to be used and would not have the appropriate
power to yield meaningful results. Results for individual patients were displayed
graphically in order to provide a visually simple demonstration of trends in CC
information. In particular hypothesis one states that CCs will become more complete
over the course of CBT for depression. Bar graphs were used to show fluctuations and

potential trends in the amount of information contained in J. Beck CCDs.

Coding of Qualitative Data
Each piece of information recorded by the therapists was coded as an
individual ‘data unit’. Data units were coded from raw data recorded in J. Beck CCDs

using content coding methodology (Strauss & Corbin, 1998; Miles & Huberman,
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1984). For example, in the ‘core beliefs’ component of the J. Beck CCD “I am a
failure” or “people are critical” would be coded as two individual data units.

A frequency count for each data unit in each CC component was carried out.
This descriptive information was then presented graphically to demonstrate trends in
the amount of information therapists recorded for each major CC component. In
addition a frequency count for information pertaining to ‘patient strengths’ was
undertaken consistent with research suggesting that patient strengths are not often
conceptualized with a tendency to focus on negative patient features, dysfunction or
weakness (Sacco & A. T. Beck, 1995). Furthermore, frequency counts of data units in
the ‘core beliefs’” was further divided into beliefs about the self, world or others, and
the future consistent with dimensions of Aaron T. Beck’s Negative Cognitive Triad
(A. T. Beck, 1976) a disorder specific model used by the therapists to explain

underlying mechanisms of depression.

Case Conceptualization Diagram

The J. Beck CCD (J. Beck, 1995) was the primary coding tool used in this
study. Although this format for written CCs is generally accepted to have strong
clinical utility and is used as a standard clinical tool by cognitive therapists, there is
little psychometric research to support the efficacy of this format (Kuyken, Fothergill,
Musa, & Chadwick, 2005). For the purposes of the current project the J. Beck CCD
was used both as a clinical tool and as a research tool for surveying the current use
and change of written cognitive case conceptualizations in the early phase of CBT for
depression. In total 1526 data units were coded based on the information in the J.

Beck CCDs.
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Results

In general, more information tended to be recorded in overall written CCs in
later sessions than in early sessions (see Figure 5). No outliers were apparent from the
data. This observation was facilitated by the practical space constraint in the J. Beck
CCD where by therapists were only able to include a limited amount of information,
making the presence of outliers (i.e. unusually high frequency counts unlikely). Table
5 presents raw sums, means and standard deviations of data units coded based on J.
Beck CCDs. Results show that while the amount of information contained within J.
Beck CCDs tended to increase from early sessions to later sessions, greater standard
deviations in later sessions reflected more variability in the number of data units of
information coded in later sessions compared with earlier sessions (see Table 5). In
particular session 10 showed the largest standard deviation (SD = 2.10) suggesting a
greater variability in the amount of data units contained within CCDs compared with
earlier sessions. Table 6 also shows the raw number of data units for ranged from 270
(intake) to 323 (session 10) which represents a qualitatively observable difference in
the level of completion of CCD from the first CCD completed by therapists in the
study to the final CCD completed at session 10. Furthermore, by taking an average to
account for missing CCDs at sessions 8 and 10 for patient 164, it can be observed that
therapists included on average 33% more information units in CCDs at session 10

than recorded at CCDs completed following intake.
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Figure 5. Changes in mean amount of information in different components of J. Beck

Case Conceptualization Diagrams across sessions

Table S
Study 1: Descriptive Statistics of Data Units Coded from J. Beck Case

Conceptualization Diagrams

Session Minimum Maximum Sum Mean Standard
Deviation
Intake 0 9 270 3.00 1.63
3 0 7 272 3.02 1.24
5 0 9 298 3.31 1.47
8 0 9 307 3.79 1.77
10 0 12 323 3.99 2.10

Note. Sessions represent the five assessment points where therapists completed J.
Beck CCDs based on the data units of the nine information boxes contained in the J.
Beck CCD. Sums represent the raw number of overall data units at each time point

and the mean represents the average number of data units per category on the CCD.
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In contrast to a consistent overall trend in the amount of information in J.
Beck CCDs, differences existed in how much information was recorded in different
individual components of the J. Beck CCDs. Steady increases in the number of
automatic thoughts (see Figure 6), the meaning of automatic thoughts (see Figure 7),
emotion (see Figure 8), behaviour (see Figure 9), conditional assumptions (see Figure
10), and compensatory strategies (see Figure 11) as well patient strengths (see Figure
12) in J. Beck CC Diagrams (1995) were observed. Generally at least two or more
units of information were recorded for each of these categories from therapy sessions
five to ten. The increase in number of units of information for emotion in particular
were marked and also suggested greater attention to a broader range of emotions over
time (see Figure 8). It is likely that this was due to therapists assisting patients to
identify a fuller range of emotion or simply that more information was collected over

time.
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Figure 6. Changes in mean number of automatic thoughts in J. Beck Case

Conceptualization Diagrams (average frequency of data units for all ten participants)
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Figure 7. Changes in mean number of meanings of automatic thoughts in J. Beck

Case Conceptualization Diagrams (average frequency of data units for all ten

participants)
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Therapists consistently described situations in their CCDs (see Figure 7.9).
Over the first ten sessions the majority (81.25%) of CCDs included all three situations
completed on the CCDs. Generally between two and three situations were consistently
filled out after the initial session CCD. This result demonstrates that therapists
consistently using CCDs but more so after initial session.

Relevant childhood data and important background information remained
reasonably constant. This suggests good initial assessment by therapists and use of
this information over the course of therapy.

The number of units of information recorded for core beliefs was variable (see
Figure 15) and dependent on the individual patient. In some cases more core beliefs
were identified over the course of therapy and alternatively for other patients towards

session ten few core beliefs were identified.
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Figure 13. Changes in mean amount of information for situations in J. Beck Case

Conceptualization Diagrams (average frequency of data units for all ten participants)
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Figure 15. Changes in number of core beliefs recorded in J. Beck Case

Conceptualization Diagrams (total frequency of data units for all ten participants)
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It 1s likely that the sharing of the CCD at session 10 was likely to have
impacted the number of information units recorded by therapists. For example, from
visual observation much of the CCDs were often incomplete at session ten. This
impacted on the total number of units of information recorded on the overall CCD due
to the CCD being filled out with the patient in-session when the CCD is shared, but
not added to by the therapist at the completion of the session (see Figure 5).

Additionally, conditional assumptions contained in the CCDs increased
considerably after session ten when the CCD was shared with the patient (see Figure
10). Also, it was observed that avoidance and withdrawal were most commonly
conceptualized as a compensatory strategy.

Only twenty-four units of information coded as patient strengths were
recorded (see Figure 12). This suggests a focus on dysfunction by the therapists and a
limited conceptualization of patient strengths. Patient strengths that were
conceptualized tended to be integrated in later sessions.

Lastly, the results suggested that therapists had a greater focus on self-schemas
than the world / others or future with a considerably larger number of self-schema
units of information recorded in CCDs. The circled potions of Figures 16 and 17 give
some anecdotal examples, where the number of circles depicts the amount of core
beliefs pertaining to ‘world / others’ and the ‘future’ identified by therapist in J. Beck
CCDs completed by therapists in the CBT Homework Project. In comparison, Figure
18 demonstrates an increase in identified core beliefs pertaining to the ‘self” denotable
from the increase in circles shown around individual beliefs identified. Figure 19
shows a graphical display of overall information units divided into relative core

beliefs about the ‘self’, ‘world / others’ and the ‘future’.
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Discussion
Conclusions from Study One

CC 1s espoused as the foundation of CBT that ties together assessment and
intervention sufficient to understand the patient. However, little is known about how
therapists use CCs longitudinally over the course of CBT. The present study aimed to
integrate CCs, specifically the J. Beck CCD written format systematically into the
CBT treatment protocol to provide exploratory information on how therapists in the
CBT Homework Project used CCs.

In support of hypothesis one, Study 1 revealed that therapists tend to produce
more complete written CCs over the course of therapy with an average of 33% more
information being recorded in case conceptualizations from intake to session 10, but
with differences in the amount of specific J. Beck CCD components that were
observed. This finding refutes the notion that therapists are able to produce high
quality CCs based on information from their initial intake session. Instead therapists
tended to add information cumulatively to their CCDs. The results suggest that
therapists gain a more complete knowledge of their patients during the early phase of
a course of CBT.

Further to the investigation of how written case conceptualizations change
over the course of therapy, as suggested by Sacco and Beck (1995) the results also
suggest that therapists may not conceptualize patient strengths very often together
with the patient. Furthermore, patient strengths are conceptualized to a greater extent
towards later therapy sessions but still remain infrequent compared to other areas or
components of CC. Thus, study one provides research support for the often lamented
belief that CBT therapists do not place enough emphasis on patient strengths, but

instead focus on dysfunction and weaknesses.
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Of particular note, when conceptualizing core beliefs the therapists in Study 1
tended to focus on negative beliefs of the ‘self” more so than beliefs relating to the
‘world or others’ and the ‘future’. A. T. Beck argued that depression was triggered,
perpetuated and maintained by an individual’s view of one’s self rather than the
‘depression’ accounting for negative beliefs of the self. Negative views of the world,
others or environment and the future were suggested to support these negative self
views (A. T. Beck, 1976). Although the results might indicate a neglect for core
beliefs pertaining to the ‘world or others’ and the ‘future’, this focus on core beliefs
relating to the ‘self” found in Study One is consistent with A. T. Beck’s (1976)
cognitive theory of depression which puts greater emphasis on negative beliefs related
to the ‘self” as the most important, where beliefs about the ‘world / others’ and
‘future’, stem from our own self beliefs or self perceptions.

However, while the majority of J. Beck CCDs components became more
complete over time, core beliefs showed variations between patients as to whether
more or less core beliefs were generated. In this way for some patients therapists
began with as few as one core belief and generated more core beliefs from their initial
CCD to their final CCD, while for other patients therapists generated a range of core
beliefs in the early sessions of therapy but presented a few, perhaps more
encompassing core beliefs in their final CCD. This is consistent with Persons (1989)
suggestion that core beliefs are combined into more specific beliefs or a particular
belief is focused on that is considered to be of greatest importance. Here therapists
maximise the use of the J. Beck CCD (1995) by arriving at fewer numbers of core
beliefs later in sessions as they hone in on the most underlying “core” beliefs that

explain the most about the patient. Thus, it is possible that therapists who arrived at a
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large number of core beliefs were yet to refine their understanding of patient core

beliefs and focus their discussions of related CCD components in session.

Limitations

A number of limitations were apparent from the present study. In practice it is
unlikely that therapists would complete five separate J. Beck CCDs (J. Beck, 1995).
However, in consideration of the benefit of an initial CCD to guide treatment, and the
highest amount of information being contained in later sessions, the results of study
one might indicate that CCDs should ideally be completed at intake as well as session
8 with a revision after the sharing CCD in session around session 10. Although not
intended in the conception of the research, all of the therapists at times shared their
CCs later than session 10 on advice from their clinical supervisor. Also, from
observation, therapists in this study completed parts of the final (session 10) CCDs
with patients during the sharing of the CCD and completed the remainder between
sessions as was done for all previous CCDs. Subsequently the final CCD sometimes
remained incomplete for some patients existing as a source of information that might
best be used alongside previous CCDs where therapist perhaps did not see the utility
in re-writing information from previous CCDs if it were consistent with the in session
information the patient had provided. The impact of this may have been to in fact
underestimate the overall amount of information contained within therapist’s final
CCDs. This is consistent with the larger standard deviations in data units at later
sessions reflecting the more variable levels of completion of CCDs.

A further limitation is that the therapists were still in training during the time
that therapy was conducted. This bears on the ability to generalise results to the

construction of written CCs in expert therapists, who for example, may through
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experience be better able construct high quality, complete CCDs from the outset of
therapy. Future research should investigate the use of expert therapist’s use of
different written formats of CC in CBT.

Finally, Study 1 centres solely on the role of the therapist in constructing CCs.
However, by examining the raw output of written CCs, Study 1 provides a platform
for understanding the collaborative exchange that takes place between therapist and
patient to produce written CCs and better understand the link between written and in-

session eliciting and discussion of CC information using the CRS in Studies 2 and 3.

Summary

Taking these limitations into consideration Study 1 has provided the first
research providing information of the ‘shape’ of therapist’s use of a commonly used
written CC format, the J. Beck CCD, as it evolves over the course of CBT. Also
information on different components of CC consistent with cognitive-behavioural
theory, have been observed. In particular, Study 1 has provided more information
about how therapists generate core beliefs and the type of core beliefs generated
beyond the assumptions of cognitive-behavioural theory.

In sum, Study 1 provides a platform for the creation of a new measure of
therapist competence in CC suitable for use in CBT. The inclusion of “patient
strengths’ and special attention to the therapist’s competence in formulating core
beliefs is warranted consistent with recent recommendations (Kuyken et al, 2008) and

discussed in the next chapter.
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CHAPTER VIII

Study Two - The Development of the Conceptualization Rating Scale (CRS)

Outline and Aims

It has been said that the history of psychotherapy can be characterized as the
search for the specific processes that reliably produce change (Duncan, Sparks, &
Miller, 2005). The primary aim of the present study was to develop a reliable and
useful measure of therapist competence in CBT to capture the process by which CC
develops between therapists and patients over the course of active therapy. Although
therapist competence in CC is a requirement under New Zealand and international
professional psychological bodies, currently no appropriate methods or measures for
assessing therapist competence in CC exist.

Prior research has focused on written aspects or vignettes of CCs in CBT. The
results of this research have yielded poor reliability scores on more inferential or
“deeper” level components of CBT case conceptualization (i.e. core beliefs,
conditional assumptions). A recent focus on therapist competence in different skill-
sets essential to the practice of empirically supported CBT has lead to the need to
develop a measure of therapist competence in case conceptualization suitable for use
in CBT.

Study 2 provides a preliminary evaluation of the Conceptualization Rating
Scale' (CRS; Easden & Kazantzis, 2008; 2009) measure as part of the development

process.

! Preliminary psychometric data for the Conceptualization Rating Scale (CRS) was presented at the 36™ and 37"
Annual Conferences for the British Association of Behavioural and Cognitive Therapies (BABCP) in
Edinburgh, Scotland (2008) and Exeter, United Kingdom (2009).
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In achieving this purpose Study 2:

- Provides a discussion of the rationale for item selection in the initial stages
of construction of the CRS (section 8.2)

- Describes the process that was undertaken for integrating expert feedback
on the CRS (section 8.3)

- Describes the training sample (section 8.4)

- Outlines the procedure for the training of independent raters (section 8.5)

- Provides a description of the CRS measure (section 8.6)

- Outlines statistical analyses used (section 8.7)

- Provides a discussion of final expert feedback on the CRS final version
(section 8.8)

- Presents preliminary psychometric estimates of reliability scores for the
four categories or questions of the CRS and an indication of overall
reliability scores produced from the initial training sample (section 8.9)

- Provides the individual item and total item estimates of reliability scores as
well session specific reliability estimates based on the total sample used in
the present thesis (section 8.10)

- Provides preliminary conclusions and discussion on the psychometric

properties of the CRS measure (section 8.11)

Study 2 resulted in a number of changes to the format and contents of the CRS
measure. In turn, Study 2 facilitated a further psychometric evaluation bearing on the
validity of the CRS measure in chapter eight. Expert feedback and recommendations

for changes to the CRS are detailed in section 8.3.
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Item Selection and Measure Construction

The CRS was designed to be an operationalization of in-session CC
competencies in CBT (A. T. Beck et al., 1979). It was intended that the different items
and domains on the CRS would reflect cognitive behavioural theory (A. T. Beck,
1967) and be acceptable within the framework of competent day-to-day practice of
CBT. The purpose of the CRS was both as, 1) a supervision tool to provide feedback
to therapists regarding their competence in case conceptualization in CBT and as, 2) a
research tool hoped to provide empirical support for processes and outcomes related
to case conceptualization in CBT. In turn, the J. Beck Case Conceptualization
Diagram (CCD; J. Beck, 1995) was used as a framework for many of the items on the
CRS. This decision was primarily made due to the cognitive behavioural theoretical
foundations on which the CCD was created. Although other written formats for case
conceptualizations in CBT exist (see Section 2.4) the continued popularity and
common usage of the CCD in clinical practice after nearly 15 years of existence
(Sudak et al., 2003) provides a sound rationale for investigating assumptions
regarding the empirical utility of the CCD.

In addition to the majority of items included in the CRS, some additional items
labelled ‘alternative’ items were included sufficient for the CRS to investigate
comprehensive CC in CBT. Recommendations from the literature and recent
developments in CBT research since the creation of the CCD were considered for this
purpose as outlined below. Furthermore, the selection of scale descriptors for which
the /evel of competence was rated was decided upon based on current scales used in
research on therapist competence and generally accepted aspects on case

conceptualization discussion necessary in CBT.
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The selection of descriptors for the different levels of therapist competence on
the ‘CRS Therapist Competence Scale’ (see Appendix F) was required for the
production of a rating of ‘competence’ in cognitive case conceptualization on the
CRS. Core areas of therapist competence in CBT were targeted to generate a
comprehensive scale for case conceptualization in CBT as discussed below.

In particular Kuyken et al. (2008) identify three “metacompetencies” (p. 250)
of case conceptualization in CBT emphasised in their book Collaborative Case
Conceptualization that are consistent with and have been incorporated into the CRS
competence scale. These include 1) collaborative empiricism, 2) working at an
appropriate level of conceptualization for a given patient, and 3) incorporating patient

strengths to achieve a balance of problem-focused and resilience focused work.

1. Collaborative Empiricism (i.e., eliciting patient feedback)

Eliciting patient feedback to determine clinical relevance as well as patient
acceptance and understanding of different components of case conceptualization has
been identified as a key competency in the practice of CBT. Kuyken et al. (2008)
highlight the need for collaborative empiricism and described the advanced
competency of collaborative empiricism as “the ability to elicit collaboration and
client engagement under challenging circumstances and to also collaboratively
reconcile differences between empirically supported models and client observations”.
For example, recent qualitative research has explored the importance of patient
feedback specifically in the context of case conceptualization in CBT and the
potential for inconsistency with patient symptom decrease. Their research identifies

the potential for greater overall therapeutic benefit with regularly elicited patient

feedback (Chadwick et al., 2003; Pain, 2008).
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2. Depth of Discussion (i.e., level of cognitive / behavioural exploration / linking)

In CBT, therapists initially gather more “surface” level information and over
time gather more complex and “deeper level” information to gain a more holistic
understanding of the patient. Moreover, at times it is often not desirable to activate
deeper level cognitions such as core beliefs that might distress the patient in the early
phases of therapy (J. Beck, 2005). For example, it is suggested that gathering enough
information of form and write a reasonable formulation is likely to take at least three
sessions (Ingram, 2006). As the therapist’s understanding of the patient and the
patient’s understanding of themselves becomes deeper, the therapist and patient are
able to discuss links between different aspects that make up the overall CC, to
monitor cognitive patterns and refine hypotheses about a patient’s experience. The
downward arrow technique (A. T. Beck et al., 1979; Burns, 1980) is an example of a
commonly used technique for eliciting deeper level information which illustrates
aspects of the process by which therapists might collaboratively elicit deeper-level
information about a patient (J. Beck, 1995). In using the downward arrow technique,
the therapist asks Socratic questions exploring the importance of beliefs or statements
to arrive at an underlying or deeper level belief. For instance, the therapist will

(13

repeatedly ask “what does this mean to you?”, “what’s the worst thing about this?” or

“and what if this were true?”.

3. Patient Strengths and Resilience

A focus on patient strengths and resilience has also been identified as a core
principal of CBT CC (Kuyken et al., 2008). A useful case conceptualization is
contingent on how it reflects understanding of both patient deficits and strengths

(Greenberger & Padesky, 1996). However, it has been suggested that cognitive



124

therapists often neglect the exploration and assessment of patient strengths or
resilience in favour of a disorder or problem focus (Sacco & Beck, 1995). This lack of
focus on patient strengths is observable both in-session and in gaps in formal written
CCs (Groth-Marnat & Horvath, 2006). Also, “ignoring” patient strengths has been
cited as a commons means of arriving at an incorrect assessment when using CCs
(Ingram, 2006, p.471). For example, using a simplified medical example to illustrate
the practical benefit of identifying strengths, for patient wanting to rehabilitate after a
car crash, having been bedridden for a month it would be useful to note that the
patient is a) physically fit, previously participated in marathons just prior to the
accident, or: b) overweight, physically unable to engage in strenuous physical activity.
By gauging both a patient’s weaknesses and strengths a case conceptualization can be
translated into an appropriate treatment plan. In this case “patient a)” may be
recommended to begin by taking short walks and begin a light, restricted exercise
programme at the gym. “Patient b)” may be better suited to minimum impact exercise
such as regular walks around the house or swimming. Mental health is just one other
dimension of overall health and well being. In turn, psychotherapy as the treatment of
choice must make use of both debilitating and facilitating aspects of a patient in order
to translate a case conceptualization into an optimal treatment plan. Furthermore,
what is illustrated here is the clear relevance of homework use within the CC process
which is investigated in detail in Study 3 of the present thesis.

It has been suggested that conceptualization of patient strengths might operate
automatically over the course of therapy. However, preliminary research supports the
notion that therapist behaviour primed towards activation of patient strengths actively
and positively influences therapy as a mechanism of change (Fliickiger & Holtforth,

2008; Fliickiger, Caspar, Holtforth & Willutzki, 2009).
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Sacco and Beck (1995) identify three common failures when engaging in CBT
with patients which further demonstrate the relevance of homework to the current
project within the context of the conceptualization of patient strengths: a) failing to
engage in potentially reinforcing activities, b) socially alienation behaviours, and c)
covert disorder maintaining behaviours. In addition recognition of “mirror positives”
is identified that provide a strengths-based perspective on case conceptualization: a)
engagement in various social activities, b) socially functional behaviours, c) potential
or current disorder combatant behaviours, and, d) promotion of new behaviours.

These “mirror positives” represent areas for potential engagement and for data
gathering related to patient strengths. By incorporating a patient strength focus into
the CRS, it was hoped to achieve a greater understanding of how patients’ deficits and
strengths are conceptualized in the process of therapy as well as the written format of
CC. Furthermore, in relation to homework it was intended that the relationships
between CC and treatment planning could be explored where patient strengths are
often built upon during the process of discussing and undergoing homework tasks as
barriers to homework completion are overcome (Kazantzis & Shinkfield, 2007).

Figure 20 provides a conceptual model summarising the core features of the
CRS. The final version of the CRS is included in Appendix E as well as the necessary
resources required to produce ratings using the CRS (see Appendix, F, G; see Chapter

VI).
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Figure 20. Diagram of Conceptualization Components and Core Therapist Competencies in Case Conceptualization
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Expert Feedback

Prior to the initial CRS training and after each training session feedback on the
CRS measure was sought by clinicians and researchers considered to be experts in the
field of CC in CBT. Key consultants included Dr. Judith Beck, due to the present
thesis utilizing her CCD (1995), Dr. Willem Kuyken who has produced some of the
most recent of the scarce research on CC in CBT, as well as collaborators in the CBT
Homework Project with expertise and clinical experience in CC for depression
including Dr. Keith Dobson, Dr. Beverly Haarhoff, and Dr. Paul Salkovskis. The
following includes some feedback of note which was used to modify the early drafts
of the CRS measure.

Initially the general feedback on the measure reflected some possible gaps in
assessing a comprehensive case conceptualization. This resulted in the addition and
revision of the “Alternative” components on the CRS measure necessary to fully
assess a therapist’s comprehensive CC.

Specific feedback was provided on the use of the term “match” and suggested
“fit” be used to in recognising that a different array of diverse information
conceptually should fit with the patient’s presentation while it may not always be a
direct match.

Feedback was also provided on the descriptive Likert scale used to assess
competence; specifically it was suggested that the scale be sensitive to instances
where it is inappropriate to assess core beliefs to allow therapists that appropriately
choose not to explore aspects of core beliefs, thus demonstrating competence, to
achieve a high competence score.

Consistent feedback was received from experts in the field of CC and CBT

reflecting a concern that the initial draft of the CRS did not allow for appropriate non-
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intervention. For example, the following comments provide an illustration of possible
concerns addressed in the first revision of the CRS:

This model only works if every item should be demonstrated in every
session. There are sometimes very good clinical reasons for not assigning
homework, for example. In the case of the CRS, this problem is
compounded...A therapist could have a very good case conceptualization of a
given client, but for strategic reasons not demonstrate them in the session (it
might be too early in therapy; the therapist might be gathering more
information; a particular problem that requires problem-solving has emerged,

for example) (K. Dobson, personal communication, December 2, 2008).

How about times when it would be inappropriate for the therapist to
link an appropriately elicited current...deeper level cognitions - e.g., the
therapist appropriately judges that it is inadvisable to activate a core belief
(e.g. fragile patient, weak therapeutic alliance, early in treatment, activation of
core belief might significantly increase patient’s depression or anger) (J. Beck,

personal communication, April 3, 2008).

These comments were consistent with recommendations for the creation of
new measures of therapist competences suggesting that: “competence, on the other
hand, is always context dependent and requires a knowledge of “when” and “when
not” to intervene” (Barber et al., 2007).

A revision was redistributed asking for feedback following the addition of a
standard statement in the CRS competence scale recognising therapist’s appropriate

non-intervention in particular components. Namely the CRS was modified to include
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the statement: “the therapist has appropriately recognised it is inadvisable to activate
deeper level components (e.g., therapist displays good judgement in not activating
core beliefs following a rupture in the alliance, etc)”. Further feedback reflected that
the addition of this statement was considered sufficient to prevent penalisation of
therapist’s engaging in appropriate case conceptualization strategies.

Following the training of raters and once changes to the CRS were
incorporated after the analysis of initial reliability scores, a second round of expert
feedback was sought. Feedback was again sought from the same experts who initially
gave feedback in section 8.3. Subsequent feedback reflected a general agreement that

the CRS was a comprehensive case conceptualization measure appropriate for use in

CBT.
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Method
Raters

Raters were trained at two sites at Massey University (site one) in Auckland,
New Zealand and La Trobe University (site two) in Melbourne, Australia. Ratings
were conducted at the Massey University Centre for Psychology between February
2008 and September 2009. Ratings were conducted at the LaTrobe Psychology Clinic
between March 2009 and September 2009. In total six raters were used over the
course of the present thesis. The rater demographic questionnaire is attached in

Appendix D.

Site One

Four raters (three female, one male) attended the initial training session in
early February 2008 at Massey University including the rating of a single CBT
session recorded on DVD. The average age of the raters was 38 years (range 23 to 50
years). The raters were all postgraduate psychology students with a minimum of one
to two years postgraduate experience.

For the second rater training session and the rating of a second CBT session
one rater dropped out leaving three raters (two female, one male) with an average age
of 43 years (range 31 to 50 years). In the third and final rating training session a
second rater dropped out leaving two female raters with an average age of 40.5 years

(raters were aged 31 and 50 years).

Site Two
Two female raters attended the second training session in April 2009 at La

Trobe University including the rating of three CBT sessions recorded on DVD across
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three days. The average age of the raters was 23 years (raters were aged 22 and 24
years). The raters were both postgraduate psychology students with a minimum of one

to two years postgraduate experience.

Procedure
Initial Rater Training and Measure Development

In the first round of training raters from Massey University (site one) attended
three blocks of training sessions each followed by the rating of an entire DVD
recorded therapy session. After the initial introductory training for raters from site
one, changes were made to the measure after the consideration of rater feedback,
expert feedback (see Section 8.7), and results of overall measure and item observation
and analysis for each question on the CRS. Figure 21 provides a summary of the
initial training and measure development process.

In the initial training session raters attended a full day 8 hour training day
conducted by the author and the primary investigator. The first objective of the
training was to give the raters from site one sufficient theoretical and practical
knowledge to rate therapy sessions using the CRS. A second objective was to pilot the
CRS so that changes could be made to the content and structure if needed to improve
the utility of the measure. The training was divided into three main stages. Firstly the
raters were given a one hour introduction to CC in CBT. This included a brief
overview of the “CBT Homework Project” or Depression Study as the context for the
present study. This was done using a PowerPoint slideshow presentation (see
Appendix H). Although during this time raters were encouraged to ask questions and
discussion was facilitated. Raters also engaged in a brainstorming activity to assess

their current knowledge on CC from prior study and experience. Raters were then
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Figure 21. Diagram summarising the CRS rater training and measure development

process
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given a 15 minute break before commencing the next stage of training.

In the second stage of training raters viewed three short 5 to 10 minute
snippets of DVD recorded therapy from the training phase of the CBT Homework
Project. Snippets were chosen with an agenda to provide a full range of observable
therapist and patient interactions sufficient to make ratings for the full range of
behaviours measured on the CRS (see Figure 22). The first snippet focused on
“Surface” level questions (see Figure 23) on the CRS and the raters were asked to
only rate questions 1 to 5 which pertained to this snippet. This was followed by a 10
to 15 minute discussion to ensure the raters understood how ratings were made for
that section. The second snippet focused on “Deeper” level questions (see Figure 24)
on the CRS and the raters were asked only to rate questions 6 to 9 which pertained to
this snippet. This was followed by another 10 to 15 minute discussion about ratings.
The final snippet focused on the “Alternative” questions (see Figure 25) required to
assess a comprehensive CC and the raters were asked only to rate questions 10 to 12
which pertained to this snippet. This was followed by a final 10 to 15 minute
discussion. For each snippet raters were asked to complete all items except for the
fourth items for each question as it required the use of the J. Beck CCD completed for
each session. At the completion of all snippets raters were given the appropriate
conceptualizations and asked to complete the final item for the entire CRS. The raters
then took a 45 minute break for lunch before returning for the final stage of the initial

training.
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Level of Conceptualization Inference

Conceptualization Component

“Surface” level components

Situation

Automatic Thought

Meaning of automatic thought
Emotion

Behaviour

“Deeper” level components

Relevant Background Information
Core Beliefs
Conditional Beliefs

Compensatory Strategies

“Alternative” components

Disorder Specific Model
Patient Strengths

Sharing of the Conceptualization

Figure 22. Diagram of conceptualization component categorisation at

conceptualization levels




Automatic
Thoughts

“Surface”
Level CC
Components

Meaning of
Automatic
Thoughts

Behaviour

Figure 23. “Surface” level conceptualization components

Core Beliefs

Relevant
Childhood /
Background
Information

“Deeper”
Level CC
Components

Conditional
Assumptions

Compensatory
Strategies

Figure 24. “Deeper” level conceptualization components

135



136

Patient
Strengths

“Alternative”
cc
Components

Disorder
Specific
Model

Sharing of
the CC

Figure 25. “Alternative” conceptualization components

In the last stage of training raters used the CRS to rate an entire therapy
session from the CBT Homework Project. They were asked to rate the first three items
for each question and leave item four until last. Item four requires that the raters turn
over the therapist’s completed J. Beck CCD for comparison to what was observed
from in session content. J. Beck CCDs were left face down until the viewing of the
therapy session had ended so as not to influence ratings during the session. A final 10
to 15 minute discussion took place at the conclusion of the rating.

The next day a further hour long discussion took place between the four raters
and the author to clarify any misunderstandings about the measure and to discuss
difficulties with the administration of the measure that could be improved.

Following this discussion a number of changes were made to the CRS

including the use of a separate colour-coded competence scale template (see
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Appendix F) and a component identification guide (see Appendix G) or note page
with specific spaces for information required from therapy sessions to complete the
CRS. Also changes were made to the instructions of the CRS which included
additional information to the introduction and definitions and examples of each
conceptualization component above the associated item to assist ratings.

The raters then had an additional two hour training session. One female rater
from the previous training did not continue at this point and dropped out. Changes
from the last training were explained and discussed during the first 15 minutes of
training. The raters then rated a second DVD recorded therapy session. The final 15
minutes to an hour was spent discussing ratings made from the session and the utility
of changes made to the CRS.

A final training session was held to incorporate a final change including the
additional guidelines for the rating of question four in the CRS. Raters were again
given an opportunity to discuss these changes for the first 15 minutes, rated a DVD
recorded therapy session, and discussed the ratings and changes for the remainder of
the two hour training. A summary of the training process is outlined below in Figure
25.

In total, over the course of the initial training, site one raters used the CRS to
rate three DVD recorded therapy sessions from the CBT Depression Study. In total 13
hours of group training was administered. The initial four participants received nine
hours of training. The three participants that continued the rater training received a
further four hours of training.

In the second round of CRS training, two raters from La Trobe University (site
two) were trained by replicating the initial training procedure in Melbourne. Raters

also attended three blocks of training sessions. The training was provided solely by
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the Dr. Nikolaos Kazantzis however in this second round of training the author was
not present. Although raters were not required to provide feedback on the CRS
measure for the purposes of changing the measure, they were able to provide feedback
for discussion to improve their understanding of the CRS.

In total six raters were trained in the use of the CRS for the rating of
psychotherapy sessions as these ratings apply to CBT protocols. Four of these raters
(two from site one, two from site two) continued beyond training to provide ratings to
be included in the final data set of the current project in studies used in the later part

of Study 2 and Study 3.
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Measure

The CRS is a 12-item measure with four domains for each item (see Appendix
E). The first domain, the “integration” of CC into the therapy session adopts a
dichotomous ‘yes or no’ format. The second domain, the “importance” also uses a
dichotomous ‘yes or no’ format. The third domain “competence” uses a 7-point Likert
scale. The fourth domain the “fit” uses a 6-point Likert scale. In order to make a
complete rating the CRS must be used in conjunction with additional resources

included in the CRS rating package. These include:

- CRS - Competence Scale Template (see Appendix F)
- CRS - Component Identification Guide (see Appendix G)
- Photocopies of therapist’s completed conceptualizations, in the context of this

data set, the J. Beck CCDs based on the according rated therapy sessions

Statistical Analyses
Treatment of Data

Due to the small sample of sessions used in the initial training of independent
raters and the development of the CRS less inferential analyses were able to be
conducted than those conducted for the total sample of ratings. In light of this relative
limitation inherent in using percentage agreement type statistics (Laschinger, 1992),
reliability analyses of the training sample data were used as a guide for the
development of the CRS rather than to draw any broad inferences about the ability of
raters to produce consistent ratings using the CRS. Also, the complete sample also
facilitated the analysis of reliability at each session in order to draw inferences about

the relative reliability of ratings using the CRS over time across therapy sessions.
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Furthermore, for the total sample Cronbach’s Alpha was used as a measure on internal
consistency (Cronbach, 1951). It should be noted that ICC (3, k) reported for
continuous data is equivalent to Cronbach’s Alpha coefficient (o) as a measure of
internal consistency (Shrout & Fleiss, 1979) when applied to the consistency of items

as opposed to that of pairs of raters.

Treatment of Categorical Data

In order to approximate clinical utility and to assess reliability for the purposes
of the current study ratings of sensitivity and specificity were calculated based on a
small sample of three DVD recorded therapy sessions carried out in the initial training
at site one. This was carried out for the “importance” and “integration” categorical
questions for all items on the CRS measure (Gerardi, Keane, & Penk, 1989). This
preliminary analysis was important for identifying problematic items on the CRS and
providing a rationale for the thought process behind changes made to the final version
of the CRS measure.

For the total sample of ratings made using the CRS, reliability was able to be
assessed using Cohen’s Kappa (k; Cohen, 1960). Cohen’s Kappa is considered to
provide a conservative estimate of reliability suitable for use with categorical data
which provides a calculation incorporating “observed” and “chance” values to provide

a more accurate estimate of reliability (Sim & Wright, 2005).

Treatment of Continuous Data
In order to assess the overall reliability of “competence” and fit or “match”
questions (continuous variables) for the CRS measure was calculated using SPSS

version 17.0 for each DVD recorded therapy sessions rated. Shrout and Fleiss (1979)
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identify a number of different forms of ICCs that can be used for analyses depending
on the form the data takes and inferences the researcher intends to make based on the
analysis. The ICC (3, k) was selected to reflect a limitation in making gross
generalisations from pairs of raters, in contrast, to the possible use of numerous expert
raters where results could be generalised further (Laschinger, 1992). In practice,
however, comparisons of alternate forms of ICCs suggested minimal variations from
what was reported in the total sample.

For the training sample, in order to assess reliability at the individual item
level, visual analysis of data was undertaken to determine any systematic bias due to
the small amount of data used. For the total sample, individual item ICCs were
calculated to determine rates of agreement among ratings of individual items on the
CRS (McGraw & Wong, 1996, 1999). For example, where small numbers of
observations were gathered (i.e., approximately 35 per training session) differences in
individual items were apparent from direct observation. When the total sample of
observations available was used (i.e., 225 in total) more inferential statistics were able
to be used and interpreted more readily.

Furthermore, a descriptive comparison between ‘surface’ level and ‘deeper’
level components of CC (e.g., competence in therapists discussion and eliciting of
‘surface’ level situations, beliefs and thoughts, versus, ‘deeper’ level core beliefs,
conditional assumptions and compensatory strategies) was undertaken where previous
research has found discrepancies or differences between more or less inferential

components of CC (Kuyken et al., 2005).
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Results — Training Sample

The following section provides the interrater reliability for scores from the
initial training of raters based on the first three therapy sessions rated. Discussions
with raters and observations of estimates of reliability scores were used to guide the
development of the final version of the CRS and justify the continued use of the final

version of the CRS in the current project.

Interrater Reliability
Integration

The “integration” question data were categorised to assess type I (false
positive) and type 11 (false negative) error rates for each rater and as a means to make
predictions about the reliability of the integration question and CRS measure in
general. Where consensus was reached among the majority of raters (i.e., three out of
four) it was assumed that this was the “true” score.

The results of the initial pilot training ratings produced 47 “hits” or true values
and one “miss” or false value (see Table 6), reflecting a specificity of 98%. The
results of the second pilot training ratings produced 36 “hits” or true values and zero
“misses” or false values (see Table 7), reflecting a specificity of 100%. DVD recorded
therapy sessions were chosen where therapist integration of components was present
and observable to optimise training by providing examples of what integration of
particular techniques looked like in live therapy sessions. However, without the
presence of true negatives in training session one and two the sensitivity of the CRS
measure could not be assessed (i.e., correctly identified instances where case
conceptualization components were not integrated into therapy). To amend this, the

third and final pilot training DVD recorded therapy session included some example of
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the absence or “non-integration” of conceptualization components. The results of the
third and final pilot training ratings produced 36 “hits” or true values and included 30
true positives and 6 true negatives (see Table 8), reflecting a specificity of 100% and a
sensitivity of 100%.

The data did not reflect any systematic “misses” for particular items across the
three sessions rated in the training ratings. These scores reflect excellent rates of
agreement for categorical answers pertaining to the appropriate integration of

conceptualization components by therapists.

Table 6

Integration of conceptualization component for training session one

Rater — 1 Rater - II Rater — III Rater — IV
False positive 0 0 0 0
False negative 1 0 0 0
True positive 11 12 12 12
True negative 0 0 0 0

Table 7

Integration of conceptualization component for training session two

Rater — 1 Rater —II Rater — III
False positive 0 0 0
False negative 0 0 0
True positive 12 12 12

True negative 0 0 0
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Table 8

Integration of conceptualization component for training session three

Rater — 1 Rater — 11 Rater — III
False positive 0 0 0
False negative 0 0 0
True positive 10 10 10
True negative 2 2 2

Importance

As conducted with “integration”, the “importance” question data were
categorised to assess type I (false positive) and type II (false negative) error rates for
each rater and as a means to make predictions about the reliability of the importance
question and the CRS measure. Again, where consensus was reached among the
majority of raters (i.e., three out of four) it was assumed that this was the “true” score.

The results of the initial pilot training ratings produced 45 “hits” or true values
and three “misses” or false values (see Table 9), reflecting a specificity of 94%. The
results of the second pilot training ratings produced 35 “hits” or true values and one
“miss” or false value (see Table 10), reflecting a specificity of 97%. DVD recorded
therapy sessions were chosen where the integration of components was present and
observable to optimise training by providing examples of is considered important and
how importance might be observed in live therapy sessions. As with the third training
session used to assess ‘integration’ of CC components, the third and final pilot
training DVD recorded therapy session used to asses ‘importance’ included some
examples of the absence or “non-integration” of conceptualization components. The

results of the third and final pilot training ratings produced 35 “hits” or true values
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and one “miss” and included 32 true positives, one false negative and 3 true negatives
(see Table 11), reflecting a specificity of 100% and a sensitivity of 97%.
These scores reflect excellent rates of agreement for categorical answers

pertaining to the assessment of importance of CC components by therapists.

Table 9

Importance of the integration of conceptualization component for training session one

Rater — 1 Rater — 11 Rater — III Rater — IV
False positive 0 0 0 0
False negative 1 1 0 1
True positive 11 11 12 11
True negative 0 0 0 0

Table 10

Importance of the integration of conceptualization component for training session two

Rater — 1 Rater —II Rater — III
False positive 0 0 0
False negative 0 1 0
True positive 12 11 12

True negative 0 0 0
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Table 11

Importance of the integration of conceptualization component for training session

three
Rater — 1 Rater —II Rater - III
False positive 0 0 0
False negative 0 1 0
True positive 11 10 11
True negative 1 1 1

Therapist competence

Ratings of competence for the overall CRS reflected a general increase in
reliability scores (see Table 12). Ratings of therapy session one yielded the lowest
overall reliability score for “competence” (ICC (3, 4) =.67). For the second session
rated the reliability score increased (ICC (3, 3) =.79). The third session rated
reflected the highest reliability score and a steady increase in of scores as more
training was administered to therapists (ICC (3, 3) = .92).

Confidence intervals for the ICCs became smaller from the initial training
session to the final training session (See Table 12). Although initial confidence
intervals were large (ICCs range from .19 to .89) the final ICC estimate produced a
smaller confidence interval demonstrating that for the final rating it can be said with
95% confidence that estimates of scores for competence would produce ICCs between

.78 and .97.
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Table 12
Intraclass Correlation Coefficients of competence for rated therapy sessions at each

training session

Therapy Session (Training) ICC (3,k) Lower Upper
1 (Initial) .67 19 .89
2 (Second) .79 44 93
3 (Final) 92 78 .97

Note. “Lower” and “Upper” refer to the boundaries of the 95% confidence interval

Visual analysis of training session one at the item level suggested that raters
had particular difficulty assessing competence for item 11 (patient strengths). Also
items nine (compensatory strategies) and 12 (sharing of the conceptualization)
suggested problems at the individual item level reflected in outlying ratings by
individual raters. Further visual analysis of individual items in training rating sessions
one, two and three suggested that there were no systemic problems at the item level
with ratings tending to be within one point of other raters scores.

Competence scores were on average in the moderate range (Scores out of ‘7’
on ‘0’ - ‘6’ Likert scale). Competence scores tended to be higher in ‘surface’ level CC
components and lower in ‘deeper’ level CC components (see Table 13). Scores show
that whilst therapists are discussing important conceptualization components
consistently, they do not consistently elicit patient feedback on CC information
gathered (i.e., about clinical relevance AND / OR acceptance AND / OR
understanding). Also whilst they consistently link ‘surface’ level CC components,

‘deeper’ level CC components are not consistently linked.
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Table 13

Comparison of “surface” level and “deeper” level average competence scores

Therapy Session  Competence Average Score -  Competence Average Score -
(Training) “Surface” Level Components  “Deeper” Level Components
1 (Initial) 4.35 3.85
2 (Second) 4.40 4.75
3 (Final) 3.66 2.99
Total 4.14 3.86

Note. Higher amounts represent a higher quantity and quality discussion on links
between aspects of CC as well as increased amounts of feedback sought by the

therapist as rated on a 6-point Likert scale with descriptive anchors

Fit / match between written and spoken case conceptualizations

Ratings of fit or “match” for the overall CRS reflected fluctuations in
reliability scores and identified a need for increased training and structure in this
question (see Table 14). Ratings of therapy session one yielded an excellent reliability
score (ICC (3, 4) =.81). However the large confidence interval associated with this
ICC (range .50 to .82) suggests that although the ICC estimate is very high it is
possible that the true estimate for session one was considerably lower. For session two
the reliability score was very poor (ICC (3, 3) =.20). Large confidence intervals
associated with the session two ICC was also observed (range .44 to .93).

For session two J. Beck CCDs used included blank spaces, where as in
training session one the J. Beck CCDs used was fully completed. Confusion among
raters on how to rate the fit of incomplete or blank boxes in the conceptualization
diagram was identified. After clarification and additional rater training the third

session rated reflected the highest reliability score (ICC (3, 3) =.90).



149

While confidence intervals for the ICCs fluctuated from the initial training
session to the final training session (See Table 14), ICC estimates for the final rating
training session produced the smallest confidence interval suggesting that it can be
said with 95% confidence that estimates of scores for competence would produce
ICCs between .74 and .97. Of note, the ICC estimates produced in the second training
session shows a large confidence interval (range -1.12 to .75) which reflects poor
reliability. Thus, prior to the final training session the reliability was poor between
raters. Worthy of explanation, the negative lower bound of the confidence interval
produced is difficult to interpret since negative ICCs are produced as a result of small
sample size or due to “random disturbance” or “sampling error” as reliability
estimates approach zero and where sampling variability is high (Magnusson, 1966;

Nichols, 1999).

Table 14
Intraclass Correlation Coefficients of fit or “match” for rated therapy sessions at

each training session

Therapy Session (Training) ICC (3,k) Lower Upper
1 (Initial) .81 .50 .82
2 (Second) .20 -1.12 75
3 (Final) .90 74 .97

Note. ”Lower” and “Upper” refer to the boundaries of the 95% confidence interval

Visual analysis of training session one at the item level suggested that raters
also had particular difficulty assessing for item 11 (patient strengths) where similar

difficulty was had in assessing “competence”. Further visual analysis of individual
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items in training rating sessions one, two and three suggested that there were no
systemic problems at the item level with ratings tending to be within one point of
other raters scores.

Fit or “match” scores were in the moderate range (Scores out of ‘6’ on ‘1’ —
‘6’ Likert scale). Fit or “match” scores tended to be consistent across ‘surface’ level
and ‘deeper’ level CC components (see Table 15). Scores reflect the level of
completeness as well as quality of information contained in written J. Beck CCDs
completed by therapists in relation to information generated and gathered in session.
For illustration, the majority of the scores lie close to a ‘4’ rating. According to the
guidelines “If half or over just over half of the information is present then a ‘4’ rating
would be selected”. These results suggest that whilst therapists are discussing
important conceptualization components consistently they are not necessarily taken
written record of information considered to be important and worthy of discussion in

session.

Table 15

Comparison of “surface’ level and “deeper” level average fit or “match” scores

Therapy Session  Fit / Match Average Score - Fit / Match Average Score -
(Training) “Surface” Level Components  “Deeper” Level Components
1 (Initial) 4.70 4.11
2 (Second) 3.67 3.67
3 (Final) 3.66 3.52
Total 4.01 3.77

Note. Higher amounts suggest a better “fit” between the content of therapist’s written

and spoken CCs rated on a standard 6-point Likert scale



8.9

151

Results — Total Sample

The following results present estimates of interrater reliability for scores
produced by the use of the CRS based on the total sample of patients (N = 28; see
Chapter VI) and the total sample of ratings carried out of the course of the current
project (N =225). Thus, two rater pairs scored a total of 225 sessions (159 from site
one, 66 from site two; see Study 3 for a comparison of sites). The larger sample used
facilitated the examination of individual item reliability scores which were not
deemed to be meaningful in the previous section due to the small training sample
used.

As introduced previously, kappa and ICC coefficients are used as the primary
estimates of reliability in the present study (Shrout & Fliess, 1979). In order to
interpret the magnitude of both kappa and ICC statistics Cicchetti (1994) has
proposed generally accepted “rules of thumb” or guidelines whereby coefficients of
.75 or above are considered excellent, .60 and above good, and .40 and above fair.

It should be noted that while kappa is applied to response-level variables the
ICC is applied to dimensional variables at the level of the entire measure. In this way
‘average measure’ estimates are computed (Viglione & Meyer, 2007). In contrast,
kappa coefficients target pairings of individual ratings where as average measure
ICCs assess the overall number of ratings produced for each specific code. This can
be compared to the means by which the reliability of parallel forms of a single test is
assessed (Bakeman & Gottman, 1997). For this reason, although kappa and ICC
magnitudes are reasonably comparable, it would be expected that total measure kappa
statistics would be generally lower than ICCs given that a measure was consistent

across domains for which kappa and ICCs are computed.
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However, SPSS also calculates an ‘individual-measure’ I[CC (McGraw &
Wong, 1996, 1999). Bearing this in mind, both average-measure and single-measure
total scale ICCs are reported for continuous data (i.e. competence and fit / match)
since the interpretation can have potential implications for the generalisability of each
coefficient. To gain more information on response-level or the agreement for
individual items, average-measure ICCs are reported for individual-items on the CRS.
Single measure individual-item estimates reflect the degree to which an individual
rater would be able to reliably produce a score for a particular item and bears on the
ability to generalise scores of a single item. Average-measure individual-item
estimates reflect the degree to which raters ‘on average’ would be able to produce
reliable scores for an individual item. It is intended that the CRS be used by single
supervisors or observers in practice. For these purposes the single measure ICCs
should guide the interpretation of the overall total-scale scores. However, average-
measure [CCs are sufficient to draw inferences about the reliability of individual
items. Lastly, reliability estimates a reported for individual therapy sessions to
providing an indication of possible changes in the reliability of the CRS at different

therapy sessions.

Internal consistency

Cronbach’s Alpha coefficients were computed to determine the internal
consistency of each domain on the CRS to provide an indication of the full scale
reliability of the overall measure. Cronbach’s Alpha coefficients for integration,
importance, competence and fit / match were .72, .66, .79 and .87 respectively. High
Cronbach’s Alpha scores suggested that total scale scores for each domain were a

good indicator of individual items in each domain.
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Interrater Reliability

In general each domain (i.e., integration, importance, competence, and fit /
match) produced good to excellent reliability and was observed to be consistently
reliable across items and across therapy sessions. However, the ‘importance’ domain
generally had lower reliability than other domains. Ratings from site one (Massey
University) and site two (La Trobe University) were screened and observed to be
comparable (see Study 3 for statistical comparison of sites). Table 16 displays inter-
rater reliability across items on the CRS. Table 17 displays inter-rater reliability over

time and across sessions which is discussed for each domain.

Integration

Cohen’s Kappa coefficients for total and individual-item estimates of scores
were excellent (see Table 16). Individual item ICCs ranged from .66 (item 11) to .87
(item 12). The total estimate ICC for the integration domain was .83. ICCs for
‘integration’ scores were demonstrated to be consistent across therapy sessions (see

Table 17) ranging from .78 (session 5) to .85 (sessions 3 and 4).

Importance

Cohen’s Kappa coefficients for the total estimate of scores were adequate (see
Table 16). However, individual-item Cohen’s Kappa coefticients were variable (range
from .12 for item 11 to .66 for item 8). In particular, Cohen’s Kappa for items 4
(emotion; £ =.17), 10 (disorder-specific model; £ = .15) and 11 (patient strengths /
resilience; k£ = .12) were poor. The total estimate ICC for the importance domain was

.65. ICCs for ‘importance’ scores were demonstrated to be consistent across therapy
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sessions (see Table 17) ranging from .63 (session 8) to .75 (session 6). However, the

one exception to this was an ICC of .36 at session 10.

Therapist Competence

ICC:s for total and individual-item estimates of scores were excellent (see
Table 16). Individual item ICCs ranged from .76 (item 9) to .99 (item 12). The total
estimate ICC for the therapist competence domain was .93. ICCs for ‘competence’
scores were the highest of all the domains and demonstrated to be consistent across
therapy sessions (see Table 17) ranging from .91 (sessions 5 and 7) to .96 (session 1).

However, the one exception to this was an ICC of .64 for session 8.

Fit / match

ICC:s for total and individual-item estimates of scores were excellent (see
Table 16). Individual item ICCs ranged from .68 (item 10) to .96 (item 12). The total
estimate ICC for the fit / match domain was .86. ICCs for ‘fit / match’ scores were
demonstrated to be consistent across therapy sessions (see Table 17) ranging from .77

(session 9) to .90 (session 3).



Table 16

Individual item and total scale reliability estimates for the CRS

Integration Importance Competence Fit / Match
1. Situation 0.79 0.32 0.91 0.87
2. Automatic thoughts 0.82 0.45 0.89 0.91
3. Meaning of ATs 0.66 0.46 0.81 0.77
4. Emotion 0.80 0.17 0.88 0.69
5. Behaviour 0.73 0.29 0.82 0.76
6. Relevant Childhood data 0.80 0.59 0.90 0.85
7. Core beliefs 0.71 0.60 0.91 0.85
8. Conditional Assumptions 0.77 0.66 0.90 0.77
9. Compensatory Strategies 0.73 0.42 0.76 0.69
10. Disorder-specific model 0.79 0.15 0.94 0.68
11. Resilience / Strengths 0.66 0.12 0.88 0.89
12. Sharing of overall CC 0.87 0.40 0.99 0.96

Total Estimate 0.83 0.65 0.93 (0.87) 0.86 (0.75)

Note. Integration and Importance are reported as Cohen’s Kappa, Competence and Fit / match reported as ICCs. Individual item

estimates are reported as average measure ICCs, total [CCs are reported as average measure (and single measure) estimates.
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Table 17

Session specific reliability estimates for the CRS

Session Number Integration Importance Competence Fit / Match
1 0.83 0.64 0.96 0.84
2 0.79 0.64 0.92 0.81
3 0.85 0.70 0.94 0.90
4 0.85 0.65 0.94 0.84
5 0.78 0.71 0.91 0.87
6 0.81 0.75 0.94 0.85
7 0.83 0.60 0.91 0.80
8 0.80 0.63 0.64 0.85
9 0.83 0.64 0.92 0.77
10 0.83 0.36 0.93 0.85

Note. Integration and Importance are reported as Cohen’s Kappa, Competence and Fit / match reported as ICCs.
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Discussion
Conclusions from Study Two

The present study provides a description of the development of the first
measure of therapist competence targeting CC suitable for use in CBT. There were
two overarching goals of the rater training to a) provide training for the raters for
future use of the CRS in and b) to study pilot test the CRS to provide preliminary data
on the development of the measure. In particular it was hypothesised (hypothesis two)
that the preliminary data would reflect “coherence” of CC demonstrated by acceptable
internal reliability and inter-rater reliability. It has been suggested that CC in CBT is
“theoretically coherent” where, for example, the J. Beck CCD provides a potential
framework for experimental investigation given the structure it provides for links
between different aspects of CC (Kuyken et al., 2005). It might be further
hypothesised that this coherence would be demonstrated over time. In the present
study the CRS provides a systematic method for assessing structured CC information
consistent with the categories defined within the J. Beck CCD. The results from the
present sample suggest that the CRS is internally consistent. While reliability scores
were variable and improved over the course of training, at the completion of training
inter-rater reliability scores were excellent. The reliability scores obtained in the
present study reflect the ability of independent raters to agree on aspects of therapist
use of CC during therapy sessions and how in-session content is related to formal
written CCs. Moreover, the present study provides empirical support for the
theoretical coherence of CC based on live therapy sessions.

However, agreement rates surrounding the “importance” of different aspects
of CC were considerably lower than other domains. In particular, raters were observed

to have the lowest rates of agreement on the importance of conceptualizing patient
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strengths and resilience. It is possible the lack of clarity between raters reflects a
general lack of understanding and emphasis on patient strengths in CBT for
depression. Alternatively, raters may have benefited from additional training on the
importance of conceptualizing patient strengths in CBT for depression.

Furthermore, prior research has suggested that practitioners or raters reach
higher rates of agreement on less inferential, descriptive or “surface” level CC
components but are less able to agree on more inferential or “deeper” level
components of CC (Bieling & Kuyken, 2003). However, no clearly discernable
pattern emerged suggesting that raters were more or less able to reach agreement on
particular levels of the CC across the four domains on the CRS. This suggests that the
structure provided by the CRS is likely to facilitate agreement on overtly observable
behaviour related to CC.

A second facet of hypothesis two concerned the levels of reliability estimates
for different domains over the course of therapy. Prior research examining the
psychometric properties of measures of therapist competence and related domains has
not generally investigated the variation in reliability estimates over time. Using the
CRS, it was demonstrated that raters were able to maintain high rates of agreement
throughout the early and mid phase of CBT. This pattern of highly reliable estimates

of therapist competence was observable across each of the four domains of the CRS.

Generalization of Findings

Prior research has identified that there is currently a paucity of across sites
reliability data for measures of therapist competence (Barber et al., 2007). The current
study provides data from independent raters at two sites: 1) Massey University in

New Zealand and 2) La Trobe University in Australia. The results of Study 2 provide
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an example of multi-site research that has produced consistently high interrater
reliability scores. This finding has implications for the use of the CRS suggesting that
it is suitable for use both in New Zealand and Australia, and provides positive support
for the use of the CRS internationally. Further research might address the suitability

of the use of the CRS internationally and in different sites.

Limitations

The present study is limited by the modest number of patients included in the
sample, only intended to provide preliminary indications of psychometric properties
of the CRS measure for further development. In contrast, the number of individual
session ratings (N = 225) was comparable or greater than the number of ratings
conducted in previous studies of independently rated measures of therapist
competence (Bennet & Parry, 2004; Blackburn et al., 2001; Connolly Gibbons, et al.,
2003; Vallis, Shaw, & Dobson, 1986; Young & Beck, 1980).

The present study is further limited due to the use of postgraduate-level
independent observers. Research has demonstrated that expert therapists are generally
more skilled in constructing CCs and perhaps better able to make judgement
regarding what makes a quality CC than experienced or novice therapists (Eells et al.,
2005). In contrast, the use of well-trained raters and a structured and systematic
approach to CC has been advocated as a potential means to evaluate CC in CBT
(Bieling & Kuyken, 2003; Kuyken et al., 2005) as has been used implemented in the
present study. Accordingly, the high rates of agreement in the present study suggest
that through sufficient training independent observers considered to possess “novice”
level experience are able to reach agreement regarding different aspects of CC when

using the CRS as a systematic and structured approach to CC in CBT.



160

Summary

The present study describes the development of a reliable method for
assessing the utility of both written and in-session CCs. In part, the purpose of
developing a reliable measure of CC was to facilitate validity testing in Study 3.
Further to this, the results of Study 2 suggest that independent observers are able to
agree on the extent that CBT therapists utilize CCs during live therapy sessions and
how in-session CC content relates to formal written CC. The CRS was found to
demonstrate excellent reliability both across different items, as well as over time (i.e.,
across therapy sessions). This might suggest that the CRS is able to be used at any
point in the early to mid phase of therapy (i.e., first ten sessions) which were
investigated in this sample.

Generally high rates of agreement provide support for the further use of the
CRS to gather data on the psychometric properties of the CRS based on further ratings
using the CRS as well as use in clinical practice and supervision. Though the use of
larger patient samples taken from more diverse patient populations, more robust
conclusions about the psychometric properties of the CRS can be made. Preliminary
results indicate that the CRS is a reliable indicator of CBT therapists use of CC. Study
3 builds provides psychometric evidence bearing on the validity of the CRS in light of
reliable estimates obtained in the present study. In particular, Study 3 provides a
detailed analysis of therapist competence in CC as defined in the CRS to better
understand the relationship between therapist competence in CC, homework use and

outcomes related to CBT for depression.
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CHAPTER IX

Study Three - The Relationship between Therapist Competence in Case

Conceptualization and Therapist Competence in Homework in CBT for Depression

9.1

Outline and Aims

Therapist competence is considered to possess a strong association with
psychotherapy outcome. The fundamental premise of administering CBT for
depression relies upon the reduction of depressive symptoms as a direct result of
psychotherapeutic intervention. However, little is known about the relationship
between different domains of therapist competence and their relative contribution to
reduction in depressive symptoms in CBT for depression. Therapist competence in
CC and in-session and between session treatment planning (i.e., homework), are two
central domains of therapist competence considered to impact psychotherapy
outcome. In chapter two, it has been identified that research to date has focused on
written CC and failed to find a relationship between CC and psychotherapeutic
outcome. Such research has focused on the “quality” of CCs as a means to
approximate “real life” in-session therapist competence in utilizing CC. Just like the
“quality” of a therapist’s or patient’s written outline of proposed homework tasks is
not likely to be synonymous with a therapist’s competence in integrating homework
collaboratively into a therapy session, nor are formal written CCs likely to fully
capture that ability, skill or competence of a therapist in developing and utilizing CC
over the course of therapy. Furthermore, research investigating therapist competence
in homework has advanced considerably but produced mixed results regarding the
relationship between aspects of homework use and various psychotherapeutic

outcomes as an important mechanism of change in CBT for depression (Kazantzis et



162

al., 2005). The present study extends prior research based on written CCs through the
use of the Conceptualization Rating Scale’ (CRS; Easden & Kazantzis, 2008; 2009)
as a structured measure of in-session therapist competence used to model the utility of
CC as a naturally occurring phenomenon. The present study has particular importance
for psychologists practicing in Aotearoa / New Zealand where competence in the area
of CC is required but methods suitable for the measurement of therapist competence
for supervision and ongoing professional development do not exist. No study to date
has assessed the magnitude of therapist competence in CC in CBT in relation to
therapeutic outcome.

In order to achieve this broad aim Study 3 begins by providing a brief
overview of multilevel modelling as the primary means of statistical analysis used in
the present study and provides a rationale for its use for data in the CBT Homework
Project. Second, a model for prediction of therapist competence in CC and homework
is specified for empirical testing. Third, the treatment and screening of data is
described as well as the checking of model assumptions. Fourth, descriptive data
bearing on the level of therapist competence across time and correlations are
presented. Finally, the results of a multilevel model for change in depressive
symptoms in relation to therapist competence in CC and homework use is provided

and discussed.

? Preliminary psychometric data for the Conceptualization Rating Scale (CRS) was presented at the 36™ and 37"
Annual Conferences for the British Association of Behavioural and Cognitive Therapies (BABCP) in
Edinburgh, Scotland (2008) and Exeter, United Kingdom (2009).
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Statistical Analyses
Structure of Data

The CBT Homework Project data set involves a number of different units of
analysis. For example, data can be examined at the level of the therapist, patient, or
therapy sessions over time. Both within subject and between subject variation are of
interest. For example, in examining therapist competence in case conceptualization
both the level of competence displayed by an individual therapist and how this relates
to an individual patient outcomes (e.g., change in depressive symptomology) and
aggregate competence levels for all therapists in relation to overall patient outcomes.

In this way, the CBT Homework Project data is “nested” or multilevel data
(Raudenbush & Bryk, 2002). More specifically, repeated observations (i.e., therapy
sessions) are nested within persons (i.e. therapist and patient dyads). In order to
determine which variables (i.e. the therapist, patient or sessions) account for
hypothesised change this so called “causal entanglement” must be addressed (Elkin,
1999; Krause & Lutz, 2009). Thus, the data lends to a multilevel analytical strategy
that simultaneously analyses relationships that occur within subjects and between
subjects at different level of analysis. In contrast, traditional OLS approaches have
been demonstrated to be inadequate compared to multilevel analyses (Lambert,
Doucette, & Bickman, 2001; Nich & Carroll, 1997; Hedeker, 2004).

Traditionally psychotherapy data has been analysed using statistical methods
that aggregate scores without consideration of within subject effects when individual
therapist or patient trajectories of measurement scores are often the major point of
interest beyond mean scores totalled across all subjects. In contrast, multilevel
analysis requires the construction of “person period” dataset which analyses

individual subject change trajectories (Singer & Willett, 2003). For example, Hedeker
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(2004) provides a reanalysis of previous research examining individual patients’
response to antidepressant medications. Using a traditional MANOV A analysis not
only reduced the sample size by a third did not reveal the difference between patient
response to medication where an average patients responded well while some

individual patients had poor responses to medications.

Defining Multilevel Analysis

Analysis of multilevel data takes on a range of different names in published
literature. These include, for example, random-effects regression models, mixed
regression, mixed effects, multilevel modelling, hierarchical linear modelling, and
Bayesian estimation for linear models. For the purposes of the current project analysis

will be referred to under the general term of ‘multilevel modelling’.

Sample Size

One advantage of multilevel modeling approaches is that the analysis is
flexible enough to allow for unbalanced designs and missing data. The practical
advantage in a psychotherapy data set is that ‘intent-to-treat’ samples can be analysed
allowing the utilization of all cases and existing data rather than having to exclude
cases. For example, in the current study follow-up data was able to be used despite
only some of the patients completing follow-up sessions at 2-months post-treatment
and even less of the patient’s completion follow-up sessions at 6-months post-
treatment.

However, caution has been advised when using small sample sizes for
multilevel modeling approaches (Hox, 2002; Kreft et al., 1996; Maas & Hox, 2005).

These recommendations suggest that for a two-level model such as that used in the
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present thesis, a minimum of 30 groups are necessary with 30 observations per group.
In samples with 30 groups for higher level groups such as in the present thesis it is
important to give consideration to the size of standard errors of the estimates. In a
simulation study, Maas and Hox (2002) found that with 30 groups, the standard errors
are estimated about 15% too small, resulting in a non-coverage rate of almost 8.9%,
compared to a rate of 5% for groups with closer to 100 participants. What is suggested
is that the patient sample size for the current study (N = 28) which represents the
‘group’ with 10 observations for each group (i.e., repeated measures of therapy
session at 10 time points) is considered a small, sample for multilevel modeling.
However, recommendations do not preclude multilevel modeling from being carried
out in the present study. Similar concerns regarding quantitative analysis of a small
sample size remain for utilization of traditional General Linear Model (GLM)
approaches. Thus, it can be concluded that the benefits of a multilevel approach

outweigh the possible risks.

Statistical Software

A range of statistical software has been produced for the analysis of multilevel
data change over time (Bryk & Raudenbush, 1987; Jennrich & Schluchter, 1986;
Johnson et al., 1992; Jones & Boadi-Boateng, 1991; Rutter & Elashoff, 1994). For the
purposes of the current project the program SPSS MIXED Version 17 was chosen.
SPSS MIXED Version 7 was chosen because: 1) it is the most recent version of SPSS
and likely to have the most accurate computations, 2) SPSS is a commonly used
program in the social sciences likely to be more familiar to psychological researchers
than other popular MLM capable software programs and, 3) in order to run an

analysis using SPSS MIXED a single “person period” data set must be created. Unlike
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some software programs, for example HLM (Raudenbush, Bryk, Cheong, &
Congdon, 2002) it is not necessary to create individual ‘Level 1’ and ‘Level 2” data
files using an alternative statistical software package. In general, although the
intricacies of sorting the data files and running the analysis are different and perhaps
more complex than traditional non-parametric approaches, a brief explanation is
sufficient for social science researchers to understand the major results of the analyses

(e.g., significance of within subject effects).

Evaluating a Multilevel Modelling Approach

It 1s postulated that traditional fixed effect approaches such as ANOVA
Multiple Regression, and methods based on general linear model (GLM) methods
often utilized in psychotherapy research is done so out of convention, rather than
methodological rigor (Singer & Willett, 2003). In contrast, multilevel analyses
estimate random effects in additional to fixed effects to enable the analysis of both
average and person-specific trends (Hedeker, 2005).

Multilevel analysis has a number of benefits relevant to psychotherapy
research or clinical trials. A number of advantages of multilevel modeling have been
advocated in research including use with longitudinal and missing data (Hedeker &
Gibbons, 1997; Nich & Carroll, 1997), inclusion of random effects and alternative
variance and co-variance structures to better understand individual and group change
across time (Hedeker, 2004; Kwok, et al, 2008).

Moreover, it is possible to conduct post hoc “reanalysis” of previously
analysed nested data sets, such as the data set generated in the CBT Homework
Project, using appropriate multilevel analyses over and above previously conducted

standard General Linear Model (GLM) analyses such as Multiple Regression and
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ANOV A methods. Multilevel methods have demonstrated the superiority over
aggregated conventional analyses to detect previously undetected relationships among
variables (Nich & Carroll, 1997; Hedeker, 2004). For example, Nick and Carroll
(1997) reanalysed a clinical trial on psychotherapy and medication for Cocaine
abusers comparing tradition ANOV A analysis with multilevel analytical methods.
The authors were able to use the full intent-to-treat sample for their multilevel
analysis while only 20% of the sample was able to be analysed using traditional

ANOVA analysis due to missing data.

Specifying the Model
Fixed and Random Effects

The first consideration is to determine which variables will be modelled as
“fixed” effects at Level 1 or as “random” effects at Level 2. Essentially for the present
data set, “fixed” effects were obtained when coefficients for variables were constant
(i.e., time-invariant, categorical data) for individual patients. “Random” effects were
obtained when the coefficients for variables were allowed to vary over the course of
therapy (i.e., time-variant, continuous data) sessions within patients (Bryk &
Raudenbush, 1998; Snijders & Bosker, 1999). For example, gender is modelled as a
fixed effect given that the coefficient is held constant over therapy sessions where
individual patients are either male or female over the course of therapy and is
therefore considered a random, Level 2, variable. Conversely, therapist competence in
case conceptualization in its raw form is continuous data that is variable over the
course of therapy for individual patients and is therefore modelled as a random effect
at Level 1. However, it could potentially be modelled as a fixed effect at Level 2 by

recoding the data into high and low competence (i.e., ‘0’ and ‘1’) or any number of
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different categorical divisions that might make the analysis more meaningful.
However, to maximise the amount of variability in the model, therapist competence in
both case conceptualization, and homework were modelled at as a random effect at

Level 1.

Does Therapist Competence Predict Outcome?

In order to examine the relationship between therapist competence in case
conceptualization, therapist competence in homework use and outcome a multilevel
analysis using SPSS MIXED version 17 was conducted. A number of different
measures were used as controls in investigating the bulk of the hypothesis in the
present thesis towards testing of hypothesis nine culminating in the final model. To
this ends, the BDI-II was used as the dependent variable to estimate reduction in
patient depressive symptomology. Specifically, an index of BDI-II change was used
generated by subtracting patients’ raw BDI-II scores at each session from their initial
BDI-II score assessed at intake. It was important to use an index of change in contrast
to a raw index of cumulating change to control for differences in initial patient
symptom change. Each of the variables specified were integrated at different stages

into the tentative MLM.

The Unconditional Model

The purpose of the unconditional model (Model 1) is to assess whether or not
the baseline for the proposed MLM (i.e. BDI-II scores) contain enough variance to
justify an MLM analysis and to provide an indication of where this variance is best
explained, either within patients or between patients. For the current project this

involved modelling BDI-II scores without the inclusion of any predictors.
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The Unconditional Growth Model

The unconditional growth model (Model 2) introduces time, as a Level 1
covariate (Session), to model the trajectory for proposed MLM without any
substantive predictors. In this way the growth trajectory for repeated measures
(Session) are modelled upon individual patient depression score (BDI Change)
trajectories. The primary purpose of the unconditional growth model is to determine
whether or not the proposed model has enough variance to justify an MLM analysis
across time.

The MLM growth model for the current project is given below:

Level 1: y;,= myp;+ my; (Session;) + e
Level 2: mwoi = Boo+ 70
oi= Bro + 71

Combined: yi; = Boo+ B1ro (Session;) + rp; + ry; (Session;) + e

The Conditional Growth Model

The conditional growth model (Model 3 onwards) introduces substantive
predictors hypothesised to model change of BDI-II scores across therapy sessions. As
stated Study 3 focuses on therapist competence in CC and hypothesises that at Level 1
therapist competence in CC (CRS Comp) will independently predict reduction in
depressive symptomology (BDI Change) across therapy sessions (hypothesis eight).
Model 4 introduces therapist competence in the integration of homework tasks
(HAACS Comp) as a further predictor hypothesised to be related to relief of
depressive symptomology. Any additional variance explained by therapist

competence in the integration of homework bears on the relationship between
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therapist competence in CC and homework being investigated in the current project
(hypothesis nine). Furthermore, the fit / match between written and in-session
discussion of CC as measured on the CRS was used as a predictor variable to
determine whether the extent to which a link between what therapists report they will
do as indicated by their written conceptualizations in addition to the relationship that
is captured by independent observation of therapist competence in CC (hypothesis
three). At Level 2, it is hypothesised a further reduction in depressive symptoms will
be explained after controlling for depressive symptom severity (Symp Sev) and the
complexity of patient presentations as indicated by individual patient beliefs
associated with personality disorders (PBQ Complexity).

The Level 1 and Level 2 equations for the current project are given below:

Level 1: y;;= mp;+ my; (Session;) + mwa; (CRS Comp;) + n3; (HAACS Compy) + 1y
(HRS Beliefs;) + ms; (CRS Fit;) + e
Level 2: mwoi = Boo+ Bos (Symp_Sev:) + Bo> (PBQO_Complexity;) + ry;

i = Bro+ Bir (Symp_Sev) + B2 (PBQ_Complexity;) + ry;

Combined: y;; = Boo+ Bos (CRS_Comp;) + Bo2 (CRS _HAACS)) + Bo3 (HRS Beliefs;) +
Bos (CRS Fits) + Bos (Symp_Sev;) + Bos (PBQO_Complexity;) + B9 (Session;) +
Bi; (CRS Comp;*Session;) + B2 (HAACS Comp;*Session;) + B3
(HRS Beliefs;*Session;) + B14 (CRS Fit;*Session;) + B;5s (Symp_Sev;*Session;)

+ B1s (PBQ_Complexity;*Session;) + rp; + r;; (Session;) + e;;

Where y;; represents BDI-II scores as the dependent variable as change in

single units as rated on the BDI-II compared with individual patient BDI-II scores



9.4

171

recorded at initial intake assessments. Session represents therapy sessions where each
measurement was taken. CRS Comp, HAACS Comp, HRS Beliefs, and CRS Fit,
represent variables measured at each therapy session modelled as a continuous, time
variant, function. Symp _Sev and PBQ Complexity represent time-invariant variables

that are constant across therapy sessions for each individual patient.

Treatment of Data
Before multilevel analysis can take place it is necessary to screen or prepare
the data and code or transform both the general data arrangement and the individual

variables into an appropriate format for running the multilevel analysis.

Data Coding

Consideration was given to the coding of each variable included in the
analysis for Study 3. For observational interrater data (i.e., the CRS and HAACS)
where two scores were generated for each observation, the average score for each pair
of ratings was selected to represent the true score. This was done in consideration of
high interrater reliability score obtained in Study 2. All remaining data was treated as
continuous time series data to maximise variation within the data set and to allow for
the possibility of differences in the level of variables over time (i.e., Level 1). The
exception to this was the treatment of symptom severity (i.e., CIDI) and personality
beliefs (i.e., PBQ) which were intended as controls were made to remain constant
over time (i.e., Level 2). Specifically, the CIDI generates four possibilities for
indications of symptom severity associated with depression: “no diagnosis” and
“mild” (coded as ‘0’), “moderate” (coded as ‘1’) and “severe” (coded as ‘2”). The

PBQ generates values associated with lesser or greater degrees of disordered
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personality beliefs and patient complexity. Total scale personality beliefs scores were
divided evenly between the lower and higher 50" percentile (coded as ‘0’ and ‘1’
respectively) splitting patients into one of two categories (i.e., high or low personality
beliefs. This splitting of the total scale PBQ score also coincided with
recommendations for measuring observable differences in personality beliefs in
patients with features of personality disordered beliefs (Beck et al., 2001). However,

there is no formal cut-off score for diagnosing personality disorders using the PBQ.

Centering

In order to make multilevel output more easily interpretable it is common
practice to adopt “centering” or rescaling of variables (Peugh & Enders, 2005).
However, a number of considerations must be made when choosing when and how to
centre variables (Singer & Willett, 1998). For the present thesis, session data was
coded starting from ‘0’ from the initial intake session by default. As a result ‘time’
was centred on ‘0’ and results are interpreted relative to the intake session
representing the initial status in the MLM analysis conducted in Study 3. Data for the
dependent variable and predictor variables were measured on reasonably comparable
scales from the outset reducing the utility of centering data. For example, both
HAACS and CRS scores representing therapist competence were measured on 7-point
scales with average scores 0f 49.08 and 24.75 a standard deviation of 14.37 and 9.87
respectively. The restriction and similarity in the range of the scales supports the
plausibility of analysing the data as a natural metric due to them already being centred
to each other in relative terms (Kreft, de Leeuw, & Aiken, 1995). Moreover, the use
of non-linear time (Session, see below) in the unconditional growth model changes

the parameters for which to base interpretations. This restricts the utility of centering
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confounding the interpretation of the magnitude of fixed effects based on raw data

(Singer & Willet, 2003).

Missing Data

As introduced in section 9.2, MLM is able to accommodate missing data. In
particular, in the analysis for the present study, this was done using Maximum
Likelihood (ML) estimation. Simply put, ML estimation is a more computationally
intensive alternative to OLS and related methods that utilises all available data to
estimate relationships between variables based on probabilities (Aldrich, 1997; Singer

& Willet, 2003). Kwok et al., (2008) explain further:

An advantage of MLLM is that it can make use of all available data in
the estimation of model parameters due to its flexible treatment of the time
predictor. A research participant with only baseline data can be included in an
analysis and contribute to the estimation of model parameters. The validity of
using all available data does depend on whether missing data are missing
completely at random (MCAR) (or missing at random (MAR) which is a less
restrictive missing data assumption), and methods of assessing this

requirement are available. (p.4).

None-the-less, for observational interrater data where a single rating was
missing, the score generated by the remaining rater was used to make maximum use
of all available data. This was done in consideration of high interrater reliability
obtained in Study 2. In order to further ensure that the remaining missing data was not

due to any systematic problems in the data collection process, the data was analysed
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using a Missing Completely at Random (MCAR; Rubin, 1976; Little, 1988; Little &
Rubin, 1987) analysis in SPSS missing values analysis based on a “trimmed” version
of the data set that did not include BDI-II, and session data after session 11 in order to
run the analysis in the traditional manner. All variables used in the analysis were
included in the analysis. However, the variable CRS Fit was excluded from the total
missing variables analysis due to known systematic difference in the collection of the
data, namely that J. Beck CCDs (J. Beck, 1995) needed for ratings to be collected
were systematically completed at specific sessions (see Chapter VIII). This limitation
in the inclusion of CRS Fit in MLM analyses was considered and discussed in section
9.7. The MCAR analysis produced non-significant results. The non-significant result
of the MCAR analysis (x* = 27.095, df = 28, p = .513) revealed that there was no
systematic pattern of missing data in the dataset. In this way, missing data for the
purposes of MLM analysis can be considered ignorable and meets the assumptions

associated with missing data (Schafer, 1997).

Expected Cum Prob

00 02 04 06 0.8 1.0
Observed Cum Prob

Figure 26. Residual plot of depressive symptom change scores (BDI change)
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Treatment of Time

Time was represented by therapy session in the current study. However, there
were a number of different ways that therapy sessions could possibly be coded to
most accurately model change in depressive symptomology. Table 28 (see Appendix
L) provides an analysis of the random effects produced for different methods of
coding time as well as an indication of which model of time provides the best fit to
the dependent variable (i.e., change in depressive symptomology). The most simple
form for modelling time is to use the raw “wave” of data increasing in equal
increments ranging from ‘0’ representing the initial intake session to ‘10’ representing
the last session included in the analysis (i.e., session ten). In this case the wave was
equivalent to coding time as a linear metric (T1) in subsequent analyses including
predictor variables. However, during the first four weeks of beginning active therapy,
sessions or dose were administered twice per week then continued at once a week
from week five. In order account for this, it was considered that time could be
modelled at shorter intervals during the first 8 waves of data (i.e., the first four weeks
of therapy; T2). In this ‘0’ represented intake, ‘0.5’ session one, ‘1’ session two, ‘1.5’
session three, ‘2’ session four, etc, and from session five began to increase increments
of one. A third possibility for modelling time would be to use a non-linear function.
From visual analysis the dependent variable data (i.e., BDI-II change scores) it was
posited that the change in depressive symptom change could be curvilinear (see
Figure 26). Subsequently, a curvilinear function was also considered as a potentially
accurate means for coding time in subsequent analyses (T3). As in T2, an adjusted
model for curvilinear time taking into account the increased frequency of sessions in

the first four weeks of therapy was also considered (T4).
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A fifth possibility (TS5) arose for modelling time by coding the precise time
(days) since intake. Although, treatment was intended to be delivered at systematic
increments (i.e. twice per week for the first four weeks, then once per week until
completion, then follow up sessions at two and six months) treatment often did not
occur as intended. For example, patients would at times miss a week of therapy or
come in for therapy more or less frequently than intended. To account for these
individual patient differences in the timing of therapy, the precise days between one
therapy session to the next were coded. For example intake session was coded as ‘0.
If a patient came in seven days later the second session would be coded as ‘7°.

Having coded time in several distinct ways, the results of a random effects
analysis revealed that Model T1 explained 47% and TS5 explained 46% of the variance
in depressive change scores accounting for the most within patient variance on in
BDI-II change scores (see Table 28; Appendix L). Model T4 explained the least
within in patient variance (38%). Between patient variance explained ranged from
50% (T4) to 72% (T2 and T3). However, while Model T4 explained modest amounts
of variance in comparison to the other models, Model T4 obtained superior rates of
significance relative to the amount of variance explained. Moreover, the lack of
significance obtained for models in non-curvilinear conditions at Level 2 might
restrict the ability to introduce and interpret variables at Level 2 using linear metrics
of time. Similarly, Model T4 had smaller standard errors relative to the amount of
variance explained which would support the use Model T4 for modelling time.
Furthermore, Model T35, although explaining a substantial amount of variance was
considered from a theoretical point of view to introduce too many unknown sources
of error regarding why patients did and did not attend sessions at particular times and

thus was excluded for consideration as a coding of time. While the results are
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comparable the magnitude of the result provides some evidence to suggest that T1 and
T2 provide a better overall fit to the model than T4 (Raferty, 1995). Never-the-less,
having been satisfied that the data can be observed to fit a fairly curvilinear structure
(see Figure 31; Appendix L), and in consideration of relatively smaller standard errors
and higher levels of significance associated with the introduction of non-linear
functions, a conservative choice was made in the modelling of time (Singer & Willet,
2003). Thus, a curvilinear function (T4) was selected for use in subsequent analyses
to represent Session as the most accurate coding of time to model the dependent

variable (BDI change) in subsequent analyses.

Evaluating the Tenability of Model Assumptions
The assumptions underlying the proposed “final model” were checked

consistent with recommendations outlined by Singer and Willet (2003).

Checking Functional Form

Visually inspecting the shape of OLS-estimated individual change trajectories
informed a) the suitability of different models or coding of time (Session), and b) the
feasibility of hypothesised relationships between Level 1 and Level 2 predictors and
the dependent variable.

For the 28 patients who participated in Study 3, the hypothesised curvilinear
structure of time (Session) in relation to the BDI Change was plausible and thus
introduced into the model (see Figure 32; Appendix M).

Furthermore, following screening of BDI Change variable it was noted that
outliers were present in patient 69 resulting in an irregular data spread compared to

other patients. The viewing of DVD recordings of patient 69 revealed an elevated
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level of risk which impacted the usual course of therapy and it was decided to exclude

session 10 for patient 69 from the analyses in Study 3.

Checking Normality

In order to check the assumptions of normality, the raw residual distributions
were examined for each predictor (or control) and dependent variable used in Study 3.
For example, Figure 26 depicts the residual spread of data to indicate normality where
a greater fit to the linear function greater normality. The normal probability plots for
both Level 1 and Level 2 residuals demonstrated a reasonable fit to the line and thus
meet the assumption of normality.
Checking Homoscedasticity

In order to check the assumptions associated with homoscedasticity, the raw
residuals were plotted against predictors. The results of examining the plots reveals
that each predictor variable has a relatively even residual spread around ‘0’ in relation
to the dependent variable (BDI Change) representing an absence of
heteroscedasticity. For example, residual plots for therapist competence in CC
(CRS Comp) demonstrate a desirable residual spread (see Figure 27). In contrast,
BDI Change in relation to time reflected the potential presence of heteroscedasticity
in the lower end of the graph representing a potential lack of variance in this range.
However, due to the small sample size and expectation that data reflecting depressive
symptom change will change initially then remain high, it is logical that plots would
take this form. Thus, it can be considered that the assumptions surrounding

homoscedasticity are met.
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Figure 27. Residual plot of scores for therapist competence in case conceptualization

(CRS comp) in relation to scores for change in depressive symptoms (BDI change)

Treatment Fidelity

An important consideration related to the fundamental assumption of the
present thesis, was to ensure that therapists involved in the CBT Homework Project
were carrying out a course of therapy consistent with the general CBT model (i.e.
treatment fidelity, adherence to the CBT treatment manual; see sections 4.5 and 5.4).
For this purpose the CTS was used to screen or ensure therapist’s general competence
to the CBT model (see Chapter VI), while the focus of the present study was therapist
competence in CC and homework as particular areas of interest. Furthermore, the
limited variation in CTS scores within and between therapists and limited number of
observations made for each therapist prevented the CTS from being included as a

meaningful variable in statistical analyses.
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Treatment of Sites

An independent t-test was conducted to compare site one and two for any
systematic differences in therapist competence scores as the primary variable of
interest measured on the CRS. The results did not reveal a significant difference
between site one (M = 24.23, SD = 10.65) and site two (M = 25.32, SD = 9.48) mean
competence scores on the CRS; t(227) =-7.31, p = .46. Similarly, the results did not
reveal a significant difference between site one (M =45.21, SD = 13.86) and site two
(M =50.53, SD = 14.27) competence scores on the HAACS; t(224) = -2.50, p = .13.
Accordingly, competence scores from site one and two were combined for subsequent

analyses in Study 3.

Results — Descriptive Statistics of Observed Data

It 1s important to examine the raw data over time. Of particular importance is
the ‘level” and ‘shape’ of therapist competence in CC as a focal point in the present
thesis consistent with an approach taken by Svartberg (1999) in the investigation of
raw therapist competence data. It has been suggested that little data is available on the
level and shape of therapist competence across therapy sessions (Butler et al., 2007).
By examining the level of therapist competence in CC particular areas of therapist
strength or deficit are able to be identified. By examining the shape of the data we are
able to form preliminary hypotheses about the function of the data over time. For
example, from visual observation of the graphs we are able to suggest that scores for
therapist competence in CC have a linear or curvilinear function. Similarly, by
observing the shape of the scores for change in depressive symptomology, the

dependent variable of interest and therapist competence in homework use as a second
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focal point of the present thesis it is possible to arrive at similar hypotheses regarding

the function the variable takes.

Levels of Therapist Competence in Case Conceptualization

Table 18 shows raw and average levels of therapist competence in CC
demonstrated for each session for individual patients. Competence scores observed
for each patient ranged from 0 to 55 (M = 25.14, SD = 9.78). On average, all
therapists were observed to be highly competent in integrating components of CC into
therapy sessions. On average therapist competence in CC increased over the course of

therapy with each individual patient (see Figure 28).
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Figure 28. Linear regression of therapist competence scores in case conceptualization

as measured on the CRS for individual patient by therapy session



Table 18

Mean scores and descriptive statistics for therapist competence scores in case

conceptualization for each patient on the CRS by session
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Session
Patient 1 2 3 4 5 6 7 8 9 10
57 17.00 23.50 26.00 30.00 24.50 18.00 26.50 27.00 22.00 23.50
63 19.00 27.00 30.50 33.50 29.50 13.50 5.00 29.00 40.50 21.50
66 250 1550 1.00 28.00 32.50 40.00 33.00 19.00 31.00 32.50
69 450 18.00 6.50 26.50 13.00 35.50 25.50 19.50
84 7.00 22.00 33.00 24.00 25.00 31.00 26.00 28.50 23.00 31.00
106 3.00
111 24.50 19.50 21.00 27.50 26.50 26.50 31.00 29.00 33.00 38.50
113 19.50 25.50 19.50 21.50 18.00 15.50 28.50 28.50 35.00 15.50
116 26.00 14.50 18.00 18.00 24.00 21.50 30.50 19.50 34.00 22.00
133 22.00 24.50 0.00 29.50 32.00 34.00 35.50 31.00 27.00 43.50
143 24.50 3.50 18.50 20.00 30.50 35.50 26.50 36.00 46.00 29.00
160 37.00
164 3.00 2.00 21.00 0.00 20.00 25.50
165 20.00 23.00 13.50 39.50 29.00 33.00 35.00 30.50 18.00 39.00
169 16.00 17.50 24.00 29.50 26.00 22.00 43.00 33.00 37.00 16.00
188 40.00 34.00 37.00 37.00 34.50 23.50 31.50 50.00 50.50
195 14.50 32.00
206 25.00 5.50 17.50 31.50 27.50 19.00 27.00 29.50 24.50 13.00
218 22.50 22.50 24.00 21.50 31.50 28.00 30.00 28.00 43.50
220 18.50 0.50 28.00 10.50 21.50 31.50 30.50 41.50 30.00 44.00
223 25.50 14.50 36.00
236 29.00 9.00 13.00 18.00 25.50 24.00 11.00 28.00 26.00
244 18.50 24.50 20.50 8.50 26.00 35.00 23.50 24.00 29.50 26.50
247 0.50 19.50
262 31.50 23.00 26.00 29.50 25.50 16.50 20.00 38.00 22.00
271 26.50 33.50 35.50 35.00 30.50 35.00 32.00 34.00 33.50 55.00
273 26.50 16.50 21.00 12.50 25.00 25.50 17.50 33.50 25.50 20.50
295 13.00 13.00 11.00 32.00 34.00 33.50 21.00 24.50 28.50 28.00
Mean 1890 18.20 19.50 24.00 26.70 27.30 27.50 28.10 31.80 30.50
SD 9.80 9.10 9.60 1040 5.10 7.70 7.80 6.70 7.70 11.90

Note. Missing data represents sessions where competence scores were not gathered
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Levels of Therapist Competence in Homework Integration

Table 19 shows average levels of competence in homework integration across
the first ten therapy sessions for individual and total item scores on the HAACS. Total
competence scores ranged from 18 to 80.5 (M =49.13, SD = 14.38). Therapist
competence in Homework Integration was variable over the course of therapy for

across different patients (see Figure 29).

57 63 66 69 84 106 111
| 80.07 ° o o
93 2 60.07 Q® 2 LR
Ce" " |og 2| [ 0P LD 3
<5 0015575] (P, o 7| =R | :@c;c;%“
T 200 e o
0
113 116 133 143 160 164 165
| 80.07 °
geor] o || oy ® | o [T
- o
% S ;88_‘”‘" o0 o o o6 O© Doo%_oeée— O go—
0
169 188 195 206 218 220 223
| 80.07 N S
N a 60,0435 RO O o, o @ 9093%00—
o L‘&pv 5
< § 40.0 o \ %\o& O/.&aé)o— °
T 200 )
0
236 244 247 262 271 273 295
| 80.07 [, © o
g 2 6001 9{63‘%)9— &O\% o | B ooéem\g o
& 40.0 S\ o o U“Qtf’oso&
<3S o
T 200
0

=
o
N =
FNg—
o -
00 —]
=
o
N =
N =

[6]10]
4 8

6 [0l
12 4 8

216wl 216
12 4 8

Session Session Session Session Session Session Session

Figure 29. Linear regression of therapist competence scores in homework use as

measured on the HAACS for individual patient by therapy session



Table 19

184

Mean scores and descriptive statistics for therapist competence scores in homework

use for each patient on the HAACS by session

Session
Patient 1 2 3 4 5 6 7 8 9 10
57 17.50 45.50 48.00 34.50 43.00 32.00 36.50 40.50 52.50 36.00
63 55.00 45.00 43.50 72.00 28.00 54.50 68.00 59.00 58.50 30.50
66 22.50 49.00 62.50 55.00 54.00 57.50 38.00 48.00 46.00 53.50
69 42.00 37.50 53.00 48.00 36.50 34.50 41.00 18.00
84 50.50 61.50 65.00 65.00 67.50 60.50 66.50 57.00 64.50 67.50
106 45.50
111 35.50 51.00 46.50 36.50 39.50 39.50 28.50 46.50 33.50 66.00
113 31.00 31.00 33.00 35.50 49.00 35.00 23.50 28.50 28.00 35.50
116 43.00 37.00 45.00 40.50 54.50 38.50 51.00 54.00 65.00 36.50
133 44.00 57.00 63.00 23.00 73.00 61.50 61.50 62.50 26.50
143 25.00 34.50 27.50 35.00 32.00 46.00 39.00 38.50 31.00 38.00
160 46.50
164 42.00 40.50 51.00 55.00 36.00 39.50
165 71.50 72.50 63.50 72.00 72.00 66.00 60.00 67.00 69.00
169 50.00 49.50 67.00 62.50 65.00 65.00 61.50 61.00 67.50 56.00
188 63.00 63.00 38.00 56.50 52.00 50.00 54.00 64.00 45.50
195 41.50 60.50
206 72.00 45.50 39.00 61.00 52.00 43.50 41.00 60.00 30.50 40.00
218 28.50 59.00 59.50 40.50 54.00 36.00 51.50 58.00 51.50
220 62.50 55.50 68.50 66.50 54.00 72.00 61.00 80.50 69.00 70.00
223 27.50 44.00 22.00
236 45.00 37.50 32.50 60.00 63.00 46.50 62.00 48.00 60.50
244 42.50 55.50 41.00 42.00 55.50 38.50 37.50 20.00 23.50
247 41.50 35.50
262 33.00 50.00 50.50 33.50 50.50 46.50 46.00 39.50 34.50
271 68.00 54.50 66.50 53.00 78.50 76.00 70.50 52.50 48.00 78.50
273 74.50 68.00 58.00 67.00 77.50 59.50 57.50 67.00 39.50 57.00
295 43.00 52.50 44.50 24.00 42.00 46.50 36.00 29.00 21.00 22.00
Mean 4520 49.40 50.70 49.00 52.20 51.80 47.00 50.60 46.50 48.60
SD 16.60 10.50 11.90 15.50 15.10 12.50 14.30 1440 16.20 16.60

Note. Missing data represents sessions where competence scores were not gathered
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Levels of Depressive Symptom Severity

Depressive symptom severity improved over the course of therapy for each
individual patient. Figure 30 provides a graphical summary of individual linear
regressions for each individual patient. Figure 31, displayed previously, provides a
graphical summary of overall mean trajectories of depressive symptom change as
measured on the BDI-II in relation to therapist competence in CC (CRS) and therapist

competence in homework use (HAACS).
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Levels of Fit / Match between Written and In-session Case Conceptualization

In addition the levels of fit between therapist written case conceptualizations
using the J. Beck CCD format with in session content of CC was considered as
measured on the CRS. Total fit / match scores ranged from 8.5 to 61.5 (M =29.58, SD
= 11.36). There was greater variation in the CRS fit / match than in the CRS

competence scores for individual patients (see Figure 35 and 36; Appendix M).
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Table 20

Intercorrelations among predictor, control and dependent variables

1 2 3 4 5 6 7 8 9 10 11 12

1 CRS integration -

2 CRS importance JT69*%* -

3 CRS competence 807*%* .699** -

4 CRS fit / match 271%% 272%% 455%% -

5 HAACS adherence 041 -.032 .106 .131 -

6 HAACS competence 084  -.002 .186%*.193** .803** -

7 PBQ -061 -.064 -025 .078 -.049 -062 -

8 HRS-II (client beliefs) -043 .030 -.058 .000 -.057 -.031 -.255%*% -

9 CIDI (symptom severity) -049 -015 -059 -.043 -.008 .041 .176**.162* -

10 CTS 784 -382 349 182 408 315 -260 -201 .060 -

11 BDI raw -149* -142* -165*% -.166* -.044 -.166 .335% .036** .240%* .383 -
12 BDI change JA38%  173%*% .142*% 067 .062 .075 -.061 -.080 .440%* -533 -440%*

Note. * p <.05, ** p <.01. Symptom Severity was measured on the CIDI. PBQ total scale ‘global’ scores were used as an indication of

patient complexity and level of disordered personality beliefs. HRS-II therapist version was used to measure patient beliefs.
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Correlations among Predictor, Control and Dependent Variables

Intercorrelations were calculated for different variables included in the present
study. Table 20 shows intercorrelations calculated for predictor and control variables
as well as the dependent variable of interest (BDI-II) in order to provide an indication
of the direction (i.e., positive or negative association) of relationships hypothesised
between variables in the present study.

As expected the results showed a positive relationship between all the scales
on the CRS (range r = .271 to r = .807, p <.01) and HAACS adherence and
competence scales (» = .803, p <.01). Also as expected, a negative albeit weak
correlation (i.e., an increase in competence was associated with a decrease in BDI raw
scores) was found between CRS competence scores and BDI raw scores (r =.222, p <
.01). Similarly, a positive weak correlation between CRS competence and BDI raw
scores (r =-.149, p < .01) and positive weak correlation between CRS competence
scores and BDI change scores (» =.138, p <.01). However, while HAACS
competence scales were observed to follow a similar trend to CRS scales, the HAACS
competence was not observed to have a significant correlation with BDI raw or
change scores. Also, positive correlations were observed between CTS and both CRS
competence (» =.784, NS) and HAACS competence (» =.315, NS). Unfortunately the
low numbers of observations used to generate correlations for CTS scores resulted in
non-significant findings. Higher scores (i.e., more complex or severe patients) on both
the PBQ and CIDI Symptom Severity scales respectively were associated with lower
therapist competence on both the CRS and HAACS competence scales. PBQ scores
had a positive correlation with BDI raw scores (r =.345, p < 0.01). While CIDI
Symptom Severity scores had a positive correlation with BDI raw scores (r =.240, p

< 0.01) and also had a positive correlation with BDI change scores (r = .440, p < 0.01)
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where BDI change has also controlled for the initial symptom severity. HRS-II scores
were negatively associated with PBQ scores (» =-.255, p < 0.01) and CIDI Symptom
Severity scores (r =.162, p <0.05). However, PBQ and CIDI Symptom Severity
scores were also positively correlated (» =.176, p < 0.01). Finally, BDI Change scores
(i.e., an index of positive symptom change or patient improvement after controlling
for initial symptom severity; see Chapter VI for an explanation) had a negative
correlation with BDI Raw scores (i.e., an index of negative symptom change or
decreasing depression levels) consistent with what might be expected (r = -.440, p <

0.01).

Table 21
Descriptive statistics for the individual growth parameters obtained by fitting
separate within-person OLS regression models for BDI Change as a function of

curvilinear time

Initial Status Rate of Change
(intercept) (slope)

Mean 8.47 0.16

Standard Error 1.06 0.04

Bivariate Correlation 0.34*

Note. * p < .05, ** p <.01.
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Exploring the Heterogeneous Growth Model to Formulate Questions about Change

Having explored raw cross correlations between all the variables in the sample
it is important to consider the influence of time and the rate of change (i.e.,
acceleration or deceleration of scores over time) on primary variables of interest. By
examining the a) intercept and b) slope of individual patients’ growth trajectories we
are able to better formulate questions about change to be tested in the MLM.

Initially, OLS estimates of intercepts and slopes were calculated at Level 1 for
BDI Change, the dependent variable and key indicator of outcome in the sample (see
Table 21). This provides an unbiased estimate of rates of change in depressive
symptom change for individual patients in the sample as well as providing a sample
mean showing the average change trajectory of all patients (Singer & Willett, 2003).
The results of OLS estimates for the present sample produces an “initial status” which
showed that patients had an initial change in depressive symptoms of 8.47 points
which increased by .16 points each session. For example, the average patient had a
depressive symptom change of 8.47. On average, by session 10 BDI-II scores
improved by 10.07 (10 x .16). While this is a modest increase in BDI-II scores, these
results show that improvement in depressive symptom change is maintained as
increases over the course of therapy for the average patient. Also, the correlation
coefficient of p = .34 revealed a positive relationship between time (session) and
depressive symptom change.

Second, the impact of therapist competence in case conceptualization (CRS
Comp) and therapist competence in homework use (H4ACS Comp) were examined as
the two primary variables of interest in Study 3. By exploring patterns of change in
both therapist competence in CC and homework use a model for therapist competence

in CBT for depression can be tested based on two central areas encompassing a
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therapist’s demonstration of competence in formulation in-session and promoting
between session activities across time. Table 22 provides bivariate correlation
coefficients between intercepts and slopes produced by running OLS regressions
between parings of BDI Change scores, time, and substantive predictor variables. The
results produced a negative association between fitted initial status and fitted slope
(rate of change) of CRS Comp (r =-.82, p <.01) and Session. This suggests that
therapists with higher initial competence tend to become more competent less rapidly
over time (i.e., therapists with high competence remained competent over time with
little increase in competence while therapists with a lower initial status in competence
had a greater rate of change in competence over time). HAACS Comp (r =-.17,p =
NS) did not produce a significant association with time (Session). A strong negative
relationship was produced between the fitted initial status and fitted slope between
both CRS Comp (r =-.96, p <.01), HAACS Comp (r =-.70, p <.01) and BDI Change.
The negative correlations show that therapists with less change in competence (e.g.,
therapists that maintained high levels of competence across therapy sessions) had less
change (or more consistent) amounts of change in depression scores. Again, for
example, Figure 28 demonstrates that none of the therapists in the sample had trends
showing a reduction in raw CRS Comp scores over time. This indicates that for this
sample therapists maintaining high levels of competence maintained consistent
depression change scores demonstrating maintenance of depressive symptom
reduction over time while competence for therapists with initially low competence
scores with greater change (i.e., acceleration over time) were related to greater rate of
change in BDI Change scores. A strong positive relationship was found between the
intercept and slope of CRS Comp and HAACS Comp (r = .96, p < .01). This suggests

that therapists with high rates of change in CRS Comp are likely to have greater rates
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of change in HAACS Comp scores over time. The results suggest that a combined
model including CRS Comp and HAACS Comp would provide and interesting avenue
for investigating how two variables that potentially interact to increase the rate of
change impact change in depressive symptoms over time. However, the results also
suggest that individually CRS Comp and HAACS Comp are unlikely to be strongly
associated with the rate of change of depressive symptom change due to the
maintenance of depressive symptom change that takes place when competence

remains stable as was often the case in this particular sample.

Table 22
Correlations between intercepts and slopes for substantive predictors, BDI-1I changes

scores and time

Constant Session CRS Comp HAACS Comp
Constant -
Session 34* -
CRS Comp -.96** -82%* -
HAACS Comp -.70** -17 96** -

Note. p < .05, ** p <.01.
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Order of Entry of Substantive Variables

Having chosen to develop a combined model of therapist competence in CBT
for depression, CRS Comp and HAACS Comp were selected as the first variables to be
entered into the MLM (see Chapter V for a discussion on therapist competence).
Second, beliefs about homework (HRS Beliefs) are considered to greatly impact on
the use of homework use even when therapists demonstrate high levels of competence
in design, assign and review of homework (Kazantzis & Shinkfield, 2007) and were
thus entered third into the MLM. The ability of the therapist to plan therapy
interventions within and across session based on collaborative CCs developed within
and between sessions (i.e., written CCs) is considered to bear greatly on extent to
which the therapist is able to demonstrate competence in CC and afford positive
change in CBT for depression (Sudak, Beck, & Wright, 2003). Thus, the fit or match
between the written and spoken CC between patient and therapist in-session (CRS Fit
/ Match) was introduced fourth to ensure discussion related to CC was integrated into
therapy as intended by what was documented in written CCs. The use of the CRS Fit /
Match also provides data to monitor how therapists gradually develop CCs over the
course of therapy and control for the consistency of CC use over time. Finally the
patient symptom severity (CIDI Severity) and personality beliefs (PBQ Beliefs) were
entered into the model fifth and sixth as two crucial variables necessary to control for
patient complexity which can also impact the extent to which a therapist competence

can promote positive change across therapy.
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Results — Development of a Multilevel Model for Change
Change in Depression

Tables 23 through 27 display the results of model building. Model 1 presents
the unconditional means model. It is considered the ‘null” model and acts as a
baseline for depressive symptom changes since it does not include any predictors.
Model 2 presents the unconditional growth model incorporating time (i.e., therapy
session) into the baseline model for which to compare with predictors in subsequent
models. A positive improvement in depressive symptoms (BDI Change) was observed
over the course of therapy for all patients. Improvement was defined as a reduction in
depressive symptoms from the baseline total BDI-II score assessed at intake for each
patient. From the analysis of fixed effects in Model 1 it is estimated that patients had a
non-zero positive BDI-II score at intake (10.78, p > 0.01) and the introduction of
fixed effects of time in Model 2 shows that BDI-II scores continued to have a non-
zero positive change over time (8.47, p > 0.01) the significant but negligible rate of
change (0.16, p > 0.01) suggests that treatment gains were slightly more pronounced
or accelerated over time. Although negligible, the significant finding might suggest
that further investigation into rates of change is warranted. After the inclusion of time,
the analysis of random effects shows that a quarter of within patient variance in
depressive symptoms is explained by time (R’e = 25%, p > 0.001) while the inclusion
of time explains almost half of between patient variance (R’) = 45%, p > 0.001). The
significant results suggest that further variance is able to be explained by the addition

of further predictor variables to the model.
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Estimates of fixed effects from a series of individual growth models in which therapist competence in case conceptualization and homework data

predicts change in depressive symptoms

Fixed Effects Parameter Model 1 Model 2 Model 3 Model 4 Model 5
Initial Status
i Intercept Yoo 10.78%** 8.47*** 5.773%%* 9.65%** 7.40%**
1.33 1.06 1.42 3.05 2.48
CRS Competence Vo1 0.11%* 0.12%*
0.05 0.06
HAACS Competence Y02 -0.03 -0.40
0.04 0.42
Rate of Change
Ty Intercept Y10 0.16%** 0.28%** 0.07 0.18~
0.04 0.07 0.09 0.09
CRS Competence Vi1 -0.00* -0.00*
0.00 0.00
HAACS Competence V12 0.00 0.00~
0.00 0.00

Note. Model 1 is an unconditional means model. Model 2 is an unconditional growth model. Model 3 adds CRS Competence to the total model.

Model 4 removes CRS Competence and adds HAACS Competence to the total model. Model 5 includes CRS and HAACS Competence.
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Estimates of random effects from a series of individual growth models in which therapist competence in case conceptualization and homework

data predicts change in depressive symptoms

Variance Components Parameter Model 1 Model 2 Model 3 Model 4 Model 5
Level 1 Within person o’ 37.91%** 28.60*** 16.77*** 28.41%** 16.66***
3.78 3.02 1.81 3.03 1.81
Level 2 In initial status o’y 42.65%** 23.39%** 23.52%** 23.84%*** 24.20%**
12.89 8.35 7.71 8.51 7.93
In rate of change o’ 0.61%** 0.51%%* 0.58*** 0.48%**
0.20 0.20 0.21 0.20
Covariance Ce 0.00* 0.02%* 0.02~ 0.02~
0.01 0.01 0.01 0.01
Psuedo R’ Statistics and Goodness of Fit
R, 0.25 0.41 0.00 0.42
R’y 0.45 0.00 -0.02 -0.03
R 0.16 0.11 0.11
Deviance 1537.64 1483.91 1349.76 1465.32 1330.55
AIC 1543.64 1495.98 1365.76 1481.32 1350.55
BIC 1553.93 1516.56 1392.99 1508.65 1384.44
A AIC 47.02 123.57 7.91 132.12
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Therapist Competence in Case Conceptualization and Depressive Symptoms

Model 3 presents the conditional growth model and introduces therapist
competence in CC (CRS Comp) into the model. An analysis of fixed effects after the
introduction of therapist competence in CC revealed that for every one unit change on
the BDI-II, therapist in CC is estimated to change by 0.11 units (p > 0.01). An
analysis of random effects revealed that inclusion of therapist competence in CC
accounted for a 41% reduction in within patient variance. Therapist competence in
CC produced a negligible negative association (-0.00, p > 0.05) with the rate of
change of depressive symptom improvement. While a negative value might suggest
that impact of therapist competence in CC becomes less pronounced over time, the
small value obtained from the present sample would not provide strong support for

this notion.

Therapist Competence in Homework and Depressive Symptoms

Model 4 adds to the conditional growth model by further introducing therapist
competence in homework integration (HAACS Comp) into the model. Analysis of
fixed effects revealed no direct significant association between therapist competence
in homework use and positive change in depressive symptoms. For example, it is
noted that although a small negative value was obtained (-0.03, NS) the standard
errors were larger than the obtained value (i.e., 0.04). However, analysis of random
effects reveals that after controlling for time no reduction in within patient or between
patient variance was observed. Therapist competence in homework use produced a
negligible association with the rate of change of depressive symptom improvement.
Although therapist competence in homework did not appear to be a strong predictor

of positive change in depressive symptoms, the reduction in the Akaike Information
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Criterion (A AIC =7.91) from Model 3 to Model 4 suggested that therapist
competence in homework use provided a better overall fit for in the prediction of
positive change in depressive symptoms and should be retained in the subsequent

models.

A Model for Therapist Competence and Depressive Symptom Change

Model 5 represents the combination of therapist competence in CC and in
homework use investigated individually in Models 3 and 4. Subsequent variables (i.e.,
HRS Beliefs, CRS Fit / Match, CIDI Symptom Severity, and PBQ Complexity; see
Section 9.3) introduced in to the model provide additional controls and are entered in
simultaneously with the effects of the “combined” model of therapist competence in
CC and homework use (see Appendix M for a more detailed post hoc analysis of
individual predictor impact on symptom change). Analysis of fixed effects showed
that in Model 5 it is estimated that patients had a non-zero positive BDI-II score at
intake which remained significant (7.40, p > 0.01) suggesting that the inclusion of
additional predictors may be useful in further explaining variance in the final model.
Analysis of fixed effects reveals that the inclusion of therapist competence in
homework in the model increases the magnitude of therapist competence in CC (0.12,
p > 0.01). Analysis of random effects explained more variance at Level 1 than
previous models (R’e = 41%, p > 0.01). Overall, the reduction in the Akaike
Information Criterion (A AIC =132.12) in Model 5 produced the largest reduction in
comparison to previous models suggesting that a combined model of therapist

competence in CC and homework use should be retained for further models.
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Estimates of fixed effects from a series of individual growth models in which therapist competence in case conceptualization and homework data

predicts change in depressive symptoms after the introduction of salient variables

Fixed Effects Parameter Model 6 Model 7 Model 8 Model 9 Model 10
Initial Status
o Intercept Voo 3.42 2.39 1.58 2.27 6.16
3.43 3.91 3.92 5.56 4.60
CRS Competence Vo1 0.15%* 0.20%* 0.16** 0.18%* 0.13%*
0.06 0.07 0.06 0.07 0.05
HAACS Competence Y02 -0.05 -0.03 -0.03 -0.03 -0.04
0.04 0.04 0.04 0.04 0.03
HRS Beliefs Y03 0.14 0.15 0.03 0.06 -0.01
0.08 0.09 0.08 0.10 0.07
CRS Match / Fit Voq -0.03 -0.02 -0.02
0.06 0.05 0.06
CIDI Symptom Severity Y05 2.27~ 3.00 2.49~
1.22 1.25 1.22
PBQ Complexity Vo6 -2.28 -2.32
2.07 1.94
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Estimates of fixed effects for rate of change towards a final model from a series of individual growth models in which therapist competence in

case conceptualization and homework data predicts change in depressive symptoms after the introduction of salient variables

Fixed Effects Parameter Model 5 Model 7 Model 8 Model 9 Model 10
Rate of Change
i Intercept Y10 0.05 0.05 -0.08 -0.368 -0.25
0.15 0.16 0.14 0.24 0.17
CRS Competence Vi1 -0.01%** -0.00* -0.01 0.01 -0.01**
0.00 0.00 0.00 0.00 0.00
HAACS Competence V12 0.00* 0.00 0.00~ 0.00~ 0.00*
0.00 0.00 0.00 0.00 0.00
HRS Beliefs V13 0.00 0.00 0.00 0.00 0.00
0.0 0.00 0.00 0.00 0.00
CRS Match / Fit Vig -0.00 0.00 -0.00
0.00 0.00 0.00
CIDI Symptom Severity V15 0.12%%* 0.09~ 0.09*
0.04 0.05 0.04
PBQ Complexity V16 0.09

0.06
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Estimates of random effects from a series of individual growth models in which therapist competence in case conceptualization and homework

data predicts change in depressive symptoms after the introduction of salient variables

Variance Components Parameter Model 6 Model 7 Model 8 Model 9 Model 10
Level 1 Within person 6% 16.61%** 17.31%** 17.40%** 29.54%%* 17.09%**
1.82 2.08 2.09 3.48 1.90
Level 2 In initial status 6% 24 26%** 24 82H** 20.69%* 15.88%* 18.99**
7.94 8.44 7.52 7.16 6.93
In rate of change o’ 0.49* 0.49* 0.26~ 0.59* 0.36*
0.19 0.21 0.16 0.29 0.14
Covariance Ce 0.02%* 0.02%* 0.01%** 0.02 0.01
0.01 0.02 0.00 0.00 0.01
Psuedo R’ Statistics and Goodness of Fit
R’. 0.42 0.39 0.38 -0.03 0.40
R -0.04 -0.06 -0.03 0.32 0.19
R’ 0.20 0.20 0.13 0.03 0.20
Deviance 1322.78 1158.33 1123.87 1165.80 1132.13
AIC 1346.78 1186.33 1155.87 1189.80 1157.13
BIC 1387.39 1231.71 1207.31 1288.76 1208.66
A AIC 149.17 309.65 340.11 306.18 181.81
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Homework Beliefs

Model 6 adds patient beliefs about homework (HRS Beliefs) at Level 1 into the
overall model in relationship to change in depressive symptomology (BDI Change)
and as a control in relationship to therapist competence in CC and therapist
competence in homework use. Analysis of fixed effects revealed no significant
relationship between patient beliefs about homework and initial status of depressive
symptom severity. Patient beliefs about homework did not reveal a significant
association with the rate of change of depressive symptom severity. Analysis of
random effects showed that at Level 1 revealed that patient beliefs about homework
explained 3% of within patient variance (p > 0.01). Analysis of fixed effects showed
that the introduction of patient beliefs about homework as a control for therapist
competence increased the predictive ability of therapist competence in CC (0.15, p >
0.01) in relationship to initial status of depressive symptom severity. No significant
fixed effects of patient beliefs about homework were revealed. Analysis of random
effects shows at Level 1 therapist competence in CC and homework after controlling
for patient beliefs about homework explains 42% (p > 0.001) of with patient variance

associated with change in patient depressive symptom severity.

Conceptualization Fit / Match between Therapist Spoken and Written CC

Similarly, Model 7 continues to build upon the model by introducing the fit or
match of the written and in session CC (CRS Fit / Match) at Level 1. Analysis of fixed
effects showed that the introduction of CC fit / match as a control for therapist
competence increased the predictive ability of therapist competence in CC (0.20, p >
0.01) in relationship to initial status of depressive symptom severity. However, when

CC fit / match was introduced as an additional predictor as well as therapist
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competence in CC and homework, only 39% of the variance associated with change
in symptom severity suggesting that CC fit / match may not add substantively to the
model as a predictor. This could perhaps be explained by the moderate significant

correlation between CRS fit / match and CRS Comp (0.48, p > 0.01).

Symptom Severity

Model 8 introduces CIDI symptom severity (CIDI Symp Sev) at Level 2 into
the model to control for patient complexity. An analysis of fixed effects after the
introduction of patient symptom severity revealed that for every one unit change on
the BDI-II, patient symptom severity as measured on the CIDI is estimated to change
by 2.27 units (p > 0.10). Analysis of random effects revealed that inclusion of patient
symptom severity accounted for a 29% reduction in between patient variance (p >
0.05). The amount of variance explained at Level 2 suggests that CIDI Symp Sev

should be retained in the final model.

Personality Beliefs

In order to control further for patient complexity, Model 9 introduces patient
personality beliefs (PBQ Beliefs) at Level 2 into the model. An analysis of fixed
effects revealed no significant effect. Analysis of random effects revealed that
inclusion of patient personality beliefs accounted for a 6% reduction in between
patient variance (p > 0.01). The amount of variance explained at Level 2 suggests that
PBQ Beliefs should be retained in the final model. Model 9 shows the results of
including both therapist competence in CC and homework as well as controlling for
patient personality beliefs and patient symptom severity. In total, Model 9 explains

the most variance of previous models at Level 1 (R’e = 40%, p > 0.01) and Level 2
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(R%) = 18%, p > 0.001) suggesting that patient personality beliefs and symptom

severity should be retained in the model as a control for patient complexity.

The Final Model

Having entered each variable systematically towards a ‘final model’ it was
decided to retain the two major variables of interest in the present study, therapist
competence in both CC (CRS Comp) and homework use (HAACS Comp). Although
CRS Fit / Match explained a considerable amount of variance at Level 1, it did not
appear to explain any variance beyond CRS Comp. Also, CRS Fit / Match presented
potential confounds for inclusion in the model due to less observations of data
compared to other variables which might have lead to an artificial inflation of
variance explained and thus was not retained in the final model. Homework beliefs
(HRS Beliefs) were retained as were Personality beliefs (PBQ Complexity) and
symptom severity (CIDI Symp Severity) all of which provided significant reductions
in variance associated with a relationship with change in depressive symptoms (BDI
Change). Thus, analysis of fixed effects of the final model (Model 10) demonstrates
that taken together, after controlling for salient variables that impact the ability of a
therapist to display competence in CC and homework use during therapy, that for
every one unit change on the BDI-II, therapist in CC is estimated to change by 0.13
units (p > 0.01; see Appendix L for further post hoc analysis of individual variable
affects). Therapist competence in CC (CRS Comp) revealed a negative and significant
rate of change, albeit producing a negligible magnitude (-0.01, p > 0.01). While
symptom severity as measured on the CIDI (CIDI Symp Sev) revealed a positive and
significant rate of change (0.09, p > 0.05) demonstrating an acceleration of symptom

improvement from initial status in relation to change in depressive symptoms. Model



205

10 explained the greatest amount of variance at Level 1 (R’e = 40%, p > 0.01) and
Level 2 (R?) = 19%, p > 0.001). The reduction in the Akaike Information Criterion (A

AIC =181.81) from the ‘baseline’ or unconditional growth model (Model 3) to Model

10 represents a “very strong” overall fit of the final model.
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Discussion
Conclusions from Study Three

It has been espoused that “the core principle of case formulation [CC] is that
the treatment plans are a match for the specific client. That means that there is a
connection between data, hypotheses, and plans” (Ingram, 2006, p. 469). Ultimately,
the primary goal of Study 3 was to assess the impact of this process in two central
domains of therapist competence (i.e., CC and homework) on positive improvements
depressive symptoms. However, prior research has suggested that a number of
variables are likely to influence the relationship between therapist competence and
outcomes in CBT for depression (Kuyken & Tsivrikos, 2008). More specifically, a
number of variables are also likely to impact therapist competence in CC (e.g.,
personality beliefs that contribute to patient complexity; Beck, 2005) and therapist
competence in homework (e.g., patient beliefs about homework; Kazantzis et al.,
2005). Taking this into consideration, Study 3 considered the influence of a range of
variables ensuring that variables that explained a substantial amount of variance in
depressive symptom change were retained as controls in the final model.

A second goal of Study 3 was to provide an indication of the level of therapist
competence across multiple therapy sessions (i.e., time series data). The longitudinal
MLM analysis conducted in Study 3 facilitated this goal where prior research has
failed to investigate the relationship between therapist competence and time (Barber
et al., 2007).

Psychotherapy is generally undertaken within therapist-patient or therapeutic
dyads (Holmes, 1998; Swift & Callahan, 2009). In CBT the broad process of patient
skill acquisition is facilitated by the CBT therapist. However, the CBT therapist does

not presume to be the expert of the patient’s life. Consistent with this notion, the CRS
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therapist competence scale incorporates ongoing feedback as a process associated
with high therapist competence in CC (i.e., specifically eliciting information about
“clinical relevance” to the patient, the patient’s “understanding”, and “acceptance”).
Subsequently, Study 3 supports the notion that a therapist’s competence is not defined
by their ability to didactically administer CBT, but rather by their ability to
demonstrate competence by collaboratively engaging with a range of patients with
different presentations.

Further to this, Study 3 provided a robust analysis based on therapy from 10
time points of up to 20 sessions per patient. This enabled the use of a longitudinal
MLM providing more meaningful results than traditional analysis. The variation in
therapist and patient change trajectories suggest that a therapist who demonstrates
high levels of competence with one patient, for example, a compliant patient with a
single diagnosis of first episode MDD, does not necessarily demonstrate high levels
of competence with, for example, a complex patient that has held negative beliefs
related to homework and subsequently not completed between session tasks.

Another primary feature of the CRS therapist competence scale was the
therapist’s ability to discuss /inks between different areas of CC at depth with a
patient (e.g., linking core beliefs with triggering situations and automatic thoughts).
Once again, as a key feature of the CRS therapist competence scale, Study 3 provides
empirical support for the process of fostering links between different aspects of the
CC as a mechanism associated with positive symptom change in CBT for depression.

Overall, the present study found that therapist competence investigated in
relation to each therapist-patient dyad, was related to improvements in individual

patient’s depressive symptoms.
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Depressive Symptom Change

In order to carry out the primary analysis in Study 3, baseline scores for
change in depressive symptoms for individual patient trajectories were mapped for
comparison with predictor and control variables. Study 3 revealed patterns of
depressive symptom change consistent with prior research using MLM statistical
analyses using concurrent measures of depressive symptomology (Connolly Gibbons,
et al., 2003; Hayes et al., 2005; Hedeker, 2005). Of note, the inclusions of the passage
of time (therapy sessions) in the analysis was shown to be an important predictor of
depressive symptom change necessary for inclusion to best form a baseline for further
comparisons using subsequent substantive predictors (e.g., therapist competence). The
results revealed that patients in the study generally improved over the course of

therapy and also that there was significant variation between individual patients.

The Fit / Match of between Written and In-session Case Conceptualization
Consistent with hypothesis three, the MLLM analysis found a positive
relationship between high levels of fit or match (i.e., the link between written CCs and
in session use of CC) and positive change in depressive symptomology. Also, based
on the analysis of basic correlations a relationship was found between the fit / match
of the written CC and therapist competence in CC. These are consistent with and
extend prior research that has suggested that the quality of written CCs are related to
therapist experience and are likely to be important in promoting positive change in
psychotherapy (Eells et al., 2005; Kuyken et al., 2003). In turn, in assuming that
quality written CCs are directly related to therapist competence in using the CC in-
session it can be hypothesised that high levels of therapist competence in CC should

fit or match with the content to written CCs (i.e., high in-session competence should
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reflect high quality, or competent written CCs). However, only a weak relationship
was found between the content of therapist’s written CC and therapist competence in
CC demonstrated in-session. It has also been suggested that “competence” in
producing a written CC does not always reflect therapist competence in the
integration of the content of written CCs into therapy sessions.

Rather than reject the importance or validity of the quality of written CC, the
results might suggest that the quality of CC, although not directly related to change in
depressive symptomology, moderates the relationship between therapist competence
in CC and change in depressive symptomology. Alternatively, it is also possible that
although therapist competence influences the quality of CCs that the quality of CCs
does not have the same influence of therapist competence in CC. This is a question for
further investigation possible through the use of the CRS in conjunction measures of
CC quality (e.g., the Quality of Cognitive-Behavioural Case Formulation Rating

Scale; Fothergill & Kuyken, 2002).

Beliefs about Homework, Personality and Symptom Severity

In order to best explain the role of aspects of CC and therapist competence
during psychotherapy, Study 3 examined the role of patient beliefs about homework
as well as patient personality beliefs and symptom severity as a means to consider the
influence of patient complexity. It has been suggested that CC and patient complexity
(e.g., comorbidity, symptom severity, personality beliefs) are related, as CC is useful
in optimising treatment for complex patients, and that increased patient complexity
demands greater individualisation of CC (J. Beck, 2005; Persons, 2008). However,
little research has considered the role of patient complexity in relation to CC in CBT.

Contrary to hypothesis four, no direct relationship was found between the complexity
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of patient personality beliefs and different areas of CC. Although, the results did
reveal that the inclusion of patient personality beliefs increased the explanatory power
of the final model. Consistent with hypothesis five, the inclusion of beliefs about
homework completion in therapist case conceptualizations were shown to be related
to greater patient outcomes. Furthermore, inclusion of patient beliefs about homework
increased the explanatory power of the final model. Based on this finding the decision
to focus on patient ratings of beliefs about homework was demonstrated to be useful. This
is consistent with a recent meta-analysis by Mausbach et al., (2010) demonstrating that
patient rating of different aspects of homework compliance (» =.32) had a larger effect
size in comparison to therapist (» = .24) or objective (» = .16) ratings. However, client and
therapist ratings (» = .35) were demonstrated to have a greater still effect size emphasising
the benefit of collaborative ratings of homework use and beliefs in-session.

Patient beliefs about homework were also negatively and significantly
correlated with personality beliefs while there was a positive correlation between
patient symptom severity and beliefs about homework. None-the-less, personality
beliefs and symptom severity remained positively correlated. Taken together, these
findings suggest that patients with greater levels of disordered personality beliefs also
reported less positive beliefs about homework. However, patients with high levels of
depression may still maintain positive beliefs pertaining to homework tasks when
administered systematically as carried out in the CBT Homework Project protocol.
This is able to be reconciled with the idea that patients with higher levels of symptom
severity also have higher levels of disordered personality beliefs as suggested in Study
3.

Consistent with hypothesis seven, the inclusion of patient symptom severity in

the final model was shown to be related to greater patient outcomes. Prior research in
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CBT for depression has suggested that therapist competence is associated with
improved outcomes regardless of co-morbidity, but that co-morbidity may moderate
the effects of therapist competence on treatment outcomes (Kuyken & Tsivrikos,
2009). Accordingly, the level of patient symptom severity accounted for a reduction
in patient depressive symptoms above that of measures of therapist competence in

CC.

Therapist Competence in Case Conceptualization and Homework use

The primary research question of interest in Study 3 was ‘is there a
relationship between case conceptualization, homework, and therapeutic outcome?’.
In order to begin to answer this question Study 3 first hypothesised that therapist
competence in CC will be positively associated with therapist competence in using
homework (hypotheses seven). Although there was no direct positive relationship
observed between therapist competence as observed on the CRS and HAACS in raw
correlations, the correlations between slopes and intercepts in rates of change suggest
that as therapists in the present study demonstrate more or less competence focusing
on either discussing homework or forming a conceptualization with a patient that this
results in greater changes in the one area of competence. Put another way, as
competence in CC increases or decreases at a more or less rapid rate, so too does
therapist competence in homework. This suggests that as therapists in the present
study, for example, demonstrate an acceleration in the rate at which they are
improving their competence in one area that they are likely to increase their
competence in another area. This finding, however, relates to the speed at which
therapists in the present study change in their levels of competence rather than the

magnitude of competence displayed. Furthermore, therapist competence in homework
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use was observed to increase in the early phase of therapy and peak at session five
before dropping steadily towards session ten. It has been suggested that CBT
therapists are likely to demonstrate a certain level of “flexibility” in delivering
treatment interventions (e.g., homework tasks, discussing aspects of
conceptualization) depending on, for example, the level of depression severity a
patient is experiencing. In this way, more depressed patients may require deeper
exploration and discussion of their experiences than less depressed patients. In
relationships to homework use, where initially in therapy more depressed patients
may require a higher level of therapist competence, in particular therapist-driven
clinical discussion exploring on the specifics of unfamiliar or challenging homework
tasks, later in therapy as depression levels begin to drop and patients become more
familiar with structured homework use, less discussion may be required. Moreover,
the patient begins to take a greater lead in the process as the process of skill
acquisition takes place (Anderson, 1982; Carroll et al., 2005; Hollon, 2003).
Consistent with hypothesis eight, therapist competence on the CRS was
demonstrated to be related to a reduction in depressive symptom severity. Connolly
Gibbons, et al. (2003) hypothesised that CBT therapists would use more statements to
facilitate patient learning about their “patterns” with less depressed patients than with
patients presenting with higher levels of depression severity. However, depression
was not found to predict the frequency of these learning statements but did influence
the use of other therapeutic interventions. These findings bear on the level of therapist
competence expected for more or less depressed patients. It is important to distinguish
between initial depressive symptom severity and depression levels at discrete points

over the course of therapy.
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Finally, the combined impact of therapist competence in both CC and
homework use was investigated (hypothesis nine), and after controlling for variables
likely to influence the capacity of therapist’s to demonstrate competence, support was
found for a relationship between therapist competence in homework, CC, and
outcomes as measured on the BDI-II. Prior research has suggested that a complex
relationship is likely to exist among different variables associated with domains of
therapist competence (Barber et al., 2007). Consistent with these findings, while
Study 3 failed to find direct relationships between therapist competence in CC and
therapist competence in homework use, taken together as a combined model, therapist

competence was related to a positive change in depressive symptom severity.

Limitations

Study 3 must be considered in the context of a number of limitations presented
by the choice and use of the variables used in the analysis. In working towards a
model of therapist competence for predicting therapy outcomes in CBT, the use of a
self-report measure of depressive symptom severity (i.e., the BDI-II), while
commonly used in outcome research surrounding depression presented a limitation to
the generalisability of the results. Also, some of the measures used as predictors were
also self-report (i.e., HRS-II, CIDI, PBQ) which may have inflated variance explained
due to a shared method of observation. However, the importance of investigating and
controlling for these variables, consistent with research recommendations, outweighed
the disadvantages for this research. Similarly, the inclusion of two variables taken
from the CRS (i.e., therapist competence and fit / match) would be likely to inflate
variance explained; this also contributed to the decision to remove the ‘fit / match’

from the final model.
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A second limitation lies in the decision to measure the first ten sessions of the
twenty session CBT protocol. While this decision was made based on financial
constraints and practical time constraints, research highlights the importance of the
early phase or first half of a course of CBT (Busch, Kanter, Landes, & Kohlenberg,
2006; Kelly, Robert, Cielsa, 2005; Tang & DeRubeis, 1999). Further research could
investigate the level of therapist competence in homework use which might be
expected to continue to drop, as well as therapist competence in CC where results of
the current study might suggest that therapist competence in CC could either continue
to increase, or could drop off as patients continue to discuss aspects of their deeper
level individualised CCs with less need for therapists to demonstrate competence by
eliciting new information.

A third limitation is found in that while Study 3 has considered the
relationship between CC and homework as two specific limited-domain areas of
therapist competence limited conclusions can be made regarding how these areas of
limited-domain competence relates to the global competence of CBT therapists. This
study used the CTS as a measure of global therapist competence to the CBT.
However, the CTS was administered primarily as part of therapist training to ensure
treatment fidelity, and thus was not used administered systematically but used
discretely until therapist met a minimum level of competence required adequately
provide a course of CBT consistent with how the protocol was intended to be
delivered as measured on the CTS. It is likely the more meaningful results would have
been obtained, and levels required to obtain significance would have been reached
with greater numbers of observations using the CTS.

Summary
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The present study provides evidence which empirically supports the
relationship between CC and symptom change in CBT for depression. More
specifically, therapist competence in CC and homework use, were found to be related
to a positive change in depressive symptoms for patients treated as part of the CBT
Homework Project. Study 3 demonstrates two very different patterns of therapist
competence when comparing CC and homework use. This finding highlights the
importance of therapist competence, not just in CC and homework use, but also in
relation to broader implications as they might apply to other specific domains of
therapist competence, as well as bearing on the continued use of global measures of
therapist competence that group the effects of different domains of therapist
competence and possess limited specificity. None-the-less, Study 3 provided evidence
towards an empirically supported model of therapist competence in CBT, as well as
providing empirical support for the importance of therapist competence in CC in
CBT. The next chapter extends the discussion provided for Study 3, to consider the
combined findings from Studies 1, 2 and 3, as well as to discuss the results in the

context of cognitive-behavioural theory.
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CHAPTER X

General Discussion

Summary

This thesis has identified a paucity of research supporting the reliability and
validity of processes and products related to CC in CBT. Existing research has
focused on the “accuracy” or “correctness” of therapists’ written CC rather than the
process by which CCs are constructed and the clinical utility of resultant CCs. Prior
research has often focused on the ability of different therapists to construct consistent
CCs based on the same patient producing modest reliability scores in “deeper-level”
aspects of CC, as well as a failure to find a relationship between CC and improved
outcomes in CBT. The focus of this thesis has been on investigating the empirical
basis for the relationship between CC in relation to in-session and between session
tasks (i.e., homework use) in CBT for depression using data from the CBT Homework
Project (Kazantzis, et al., 2005). At the outset, the review of literature guided the
present thesis towards an investigation of therapist competence to best explore this
relationship based on in-session observations of therapist behaviour. Specifically, the

present thesis investigated four primary research questions:

1) How do therapist’s case conceptualizations evolve over the course of
therapy?

2) Can cognitive therapists formulate reliable case conceptualizations?

3) How are therapist’s written case conceptualizations related to therapist

competence in formulating case conceptualizations in-session?
4) Is there a relationship between therapist competence in case

conceptualization, homework, and therapeutic outcome?
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In order to achieve the primary objectives of the present thesis a new measure
of therapist competence in CC, the Conceptualization Rating Scale (CRS; Easden &
Kazantzis, 2008), was created and psychometric data gathered and presented on the
reliability and validity for this purpose. However, many areas of therapist competence
exist in CBT. In turn the current project has sought to investigate the relationship
between two fundamental areas of therapist competence, CC and homework, in order
to provide a fuller picture of how different but related areas of therapist competence,
both in-session and between session, relate to psychotherapy outcomes (i.e., positive
change or relief of depressive symptomology).

This chapter considers the results of three interrelated studies presented in the
present thesis addressing the use of CCs in the context of CBT for depression. Study 1
investigated how therapists use a commonly used format for written CCs in CBT (i.e.,
the J. Beck CC Diagram). Study 1 found that therapist’s use of CC evolves over the
course of therapy, in particular that therapists obtain more information pertinent to CC
over the course of therapy. Furthermore, therapists were found to conceptualize core
beliefs pertaining to the “self” more frequently that beliefs about the “world / others”
or “future” consistent with A.T. Beck’s (1976) theory of depression. Study 1
suggested that further time-series investigation surrounding the evolution of CC over
a course of CBT, and the construction of a measure suitable for use across multiple
therapy sessions would be useful. Study 2, presented the development of the CRS
based on theory and expert feedback, then focusing on the reliability between
domains, between raters, and across time. The results of Study 2 provided scores
suggesting good reliability which was demonstrated to be stable across time. Study 3
extended the investigation of the psychometric properties of the CRS. The validity of

the CRS was examined focusing on therapist competence as the main point of interest
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in Study 3. Study 3 produced the first empirical support for a positive relationship
between therapist competence in CC and primary therapeutic outcomes in CBT (i.e.,
change in depressive symptoms) supporting the validity of both the CRS scores and
processes involved in competent CC as a specific mechanisms for change in CBT.
The following chapter provides a general discussion on the combined findings from
studies 1, 2 and 3 further to the review of literature and conclusions presented for each
study and also synthesises relevant findings from new and existing research in the

topic area.

The Evolution of Case Conceptualization

Therapists are encouraged to conceptualize and re-conceptualize with the
patients to arrive at a tentative CC that will facilitate therapy. The CC is changed and
developed over the course of therapy to inform treatment planning, and is in turn re-
informed by between-session patient activities (i.e., homework tasks) and in-session
discussion. However, little data exists on therapist’s written or in-session use of CC
across therapy session in CBT. Existing research can at times rely on “part or all” of a
therapy session recording or vignette and makes conclusions based on discrete
observations or single points in therapy (Chadwick et al., 2003; Persons, 1989;
Persons et al., 1995; Kuyken et al., 2005). The use of written CCs in naturalistic
research can be further problematic due to the fluidity of the CC where, for example,
it is expected that therapists might modify or add information to CCs written in pencil
during therapy sessions. Studies 1, 2 and 3 provided information about the
‘consistency’, ‘shape’ and ‘level’ of therapist’s use of CC in CBT in the sample
considered in the present thesis. The present thesis also incorporated a structured

approach to the timing of writing therapist CCs using the J. Beck CCD as well as
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measuring the aspects of in-session CC considered to demonstrate therapist
competence in the context of CBT.

Historically, there has been contention surrounding whether therapist
competence is likely to be a “state” or “trait” (Kazantzis, 2005; Shaw & Dobson,
1989). In relation to a course of therapy this contention has to do with the consistency
or inconsistency of therapist competence across the course of therapy (i.e., the degree
to which therapist competence scores remain stable over time or vary). Svartberg
(1999) concluded in a sample of 13 patients, that therapist competence in Short Term
Anxiety-Provoking Psychotherapy (STAPP) was time-invariant with “small
variation” in competence ratings over the course of therapy sessions. In fact, the
highest average competence was observed in the initial therapy session. However, in
Study 3, therapist competence tended to increase across therapy sessions and was
observed to be time-varying across therapy sessions with large variations observed
within and between therapists. Also, the results of Study 3 show that therapists with
initially high levels of competence are likely to continue to demonstrate competence
over the course of therapy resulting in maintenance of depressive symptom change. In
contrast, therapists with lower initial levels of competence are likely to increase in
competence over the course of therapy at a more rapid rate than those with initially
high competence resulting also in a greater rate of change in depressive symptoms.
This suggests that therapists are able to still bring about positive change in depressive
symptoms even after initially demonstrating less than optimal levels of competence in
case conceptualization while therapists that demonstrated greater consistency tended
to maintain treatment gains across therapy better than therapists that did not
demonstrate the same consistency. The results of Study 3 were consistent with

patterns found in Study 1 showing a greater amount of information being included in
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CCs. In sum, the results of the present thesis provides support for the notion that
therapist competence can be considered a “state” as therapists in the present sample
produced different levels of competence across sessions. Differences in competence
levels were also observable within therapists between patients. Therefore, one
potential implication, contrary to Svartberg (1999) is that a single estimation of
therapist competence at any given therapy session, or for any single patient, may not
be representative of therapist competence across an entire course of psychotherapy
depending on the particular therapist being assessed and the particular presentation of
the patient, unless we can be confident that a therapist demonstrated and will continue
to demonstrate consistency in their level of competence across therapy sessions (e.g.,
perhaps based on a range of prior competence measurements for a particular
therapist). In practice it may be the case that some therapists, perhaps expert
therapists, are able to demonstrate consistency in their levels of competence while
other therapists, such as trainee or novice therapist are less able to maintain a
consistent level of competence. This is an empirical question for further research.
Moreover, therapist’s use of CC was shown to evolve over the course of
therapy both in the amount and type of information used and integrated. For example,
this was especially the case for core beliefs and other deeper-level patient information
which was discussed at greater length and depth in later therapy sessions. This finding
is consistent with guidelines for the practice of standard CBT (A. T. Beck et al., 1979)
where it is expected that deeper level information, such as core beliefs, are discussed
in greater depth towards later therapy sessions, and when increasingly greater
amounts of information is synthesised during therapy sessions, together with the

patient.
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The Reliability of Case Conceptualization

Research has produced poor rates of agreement in between CBT therapists in
identifying the hypothesised underlying cognitive mechanisms for change (Kuyken et
al, 2005; Persons & Bertagnolli, 1999; Persons et al., 1995). It has been suggested that
a more systematic or structured approach to constructing and measuring CC could be
required to increase rates of agreement between CBT therapists or independent judges
particularly in “deeper” level, more inferential aspects of CC (Bieling & Kuyken,
2003; Persons & Bertagnolli, 1999). Further to this, failure to focus on the process by
which CCs are constructed, collaboratively with the patient, may reflect a
misapplication of clinically relevant measurement of reliability and validity as it
relates to CC. The current thesis focused on the construction and testing of the CRS, a
structured measure primarily aimed at measuring the competence of CBT therapists in
using CC. The results of Study 2 suggest that independent observers, given limited
training in how to administer the CRS are able to reach high rates of agreement,
particularly regarding how CBT therapist integrate and use CC in vivo. In order to
reach agreement independent observers would be required to first identify the aspect
or particular component of the CC being discussed during the therapy session.
Furthermore, rates of agreement were consistently high across more “surface” level
CC components and “deeper” level hypothesised underlying cognitive mechanisms
(i.e., core beliefs, conditional assumptions). In light of the findings of Study 2
suggesting that the CRS was a reliable measure of cognitive CC, Study 3 enabled the
investigation of the validity of CC in CBT. Also, the relationship between homework

use and CC as two central processes in CBT, were able to be examined.
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The Validity of Case Conceptualization

CBT therapists depend on individualised CCs to make sense of their patients
and to exist as a written record of their understanding of a patient’s problems as well
as to explain what maintains their problems. To suggest that the process of CC is not a
valid one bears on the competence of the therapist to make accurate and meaningful
clinical judgements. However, the process of CC often remains implicit and
considered to be as much an art as a science. This project has sought to make the
process of CC as it is used during therapy sessions explicit. This was done by
identifying core therapist competencies that are a part of gathering CC information
considered to help the patient better understand themselves and to work towards skill
acquisition through structured homework (e.g., through the use of thought records,
discussion of the specifics of when, where, and how long will be spent on homework,
the importance and difficultly of the task, etc). This thesis developed the CRS a means
of operationalising CBT therapist’s use of CC in session to investigate whether the
mechanisms identified and framed in the CRS based on the review of literature and

expert clinical feedback related to positive psychotherapeutic outcomes.

Written Case Conceptualization and Clinical Practice

The written CC provides the primary means of formalizing and making
explicit the therapists understanding of the patient. Study 1 showed that in general
therapists tend to incorporate more information in written CCs from session one to
session 10 where the amount of information in the formal written format used (i.e.,
the J. Beck CCD; 1995) began to plateau. However, Study 1 did not consider whether
or not the additional information being recorded provided any treatment utility. For

example, as well as adding additional information to better understand the patient, it is
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also important to integrate and simplify complex information about patient to provide
a succinct written account of the patient’s hypothesised underlying mechanisms and
maintaining factors (Sim et al., 2005; Eells, 1997a; 2007). Study 2 and 3 utilized the
CRS to investigate the fit / match between written CC and what a therapist actually
discussed in session. In this way, information was able to be gathered regarding
whether or not therapists formal written CCs are consistent with what is undertaken
during CBT. Study 2 revealed that independent observers were able to agree on the fit
/ match between CC content of written CCs and what was discussed in session. In this
way, Study 3 provided a reliable indication of the level of consistency between
written and in-session CCs. Although there was a relationship between fit / match,
therapist competence in CC and positive change in depressive symptoms, the
observed levels of fit / match between written and in-session content of CC were low
to moderate. This might suggest that therapists written CCs are not as linked to their
clinical practice as might be expected. It has been suggested that the primary measure
of the validity of a CC would be indicated by the “fit” of the CC to the patient, as
judged by patient acceptance and agreement (Bieling & Kuyken, 2003). However,
there is little empirical support for this assertion. For example, an anecdotal account

reflects the issue at hand:

A student wrote a very competent case formulation, discussing the
client’s difficulties maintaining intimate relationship in terms of her mother’s
example as a role model. However when I reviewed a tape of the session, |
discovered that the client had talked at length about her father’s infidelity.

This information was never mentioned in the database. (Ingram, 2006, p. 454).



225

Further to this, the positive relationship demonstrated in Study 3 between the
fit / match of the written CC and in-session content with change in depression
symptoms might be strengthened if therapists were to record more accurately what
was done in session, or to put a greater emphasis on the written CC as a guide to
subsequent session discussion. The combined findings of Studies 1, 2 and 3 suggest
that the link between therapist formal written CC and in-session use of the CC calls

for further investigation.

Case Conceptualization and Therapeutic Outcomes

Bieling and Kuyken (2003) identified that no research had produced empirical
support for a relationship between the content of CC and psychotherapeutic benefits
for individual patients. Since then a small amount of research has begun to address the
validity of cognitive CCs. Only a small body of research provides research towards
the operationalization of an empirically validated CC method, measure or format
outside of the current project (see Mumma, 2004; Mumma & Mooney, 2007a, b). For
example, it has been suggested that cognitive CC does not necessarily have to be
reliable to be valid. It has been suggested that less specific and less reliable CCs may
lead to more idiosyncratic (and valid) CCs (Persons, Mooney, & Padesky, 1995). That
is, two separate CCs for a single patient may focus on different clinical data and lead
to equally efficacious treatment outcomes (Kuyken et al., 2005). In turn, the quality of
CCs has been the focus of CC research in CT that addresses issues of validity (Bieling
& Kuyken, 2003; Eells, Lombart, Kendjelic, Turner, & Lucas, 2005; Kuyken et al.,

2005). However, a number of other domains of validity remain unexplored.
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Limitations

While, this thesis builds upon current research and makes a valuable
contribution to CC literature a number of limitations exist. The following section
considers additional, more general limitation not already discussed in relation to
Studies 1, 2 and 3. Firstly, only a small number of therapists and patients were able to
take part in the CBT Homework Project. This limits the generalisability of the results
restricting findings largely only to the patients and therapists in this particular sample.
However, the large amount of observations based on DVD recordings live-therapy
sessions provided a rich data source on which to draw conclusions and guide future
research.

Second, no comparison group was used in the present thesis. In the context of
CC research providing a comparison group that is useful as a control is difficult
considering that generating information and demonstrating some level of competence
in CC is fundamental to the practice of CBT (i.e., not attempting to conceptualize and
provide records of a patient’s treatment would be considered unethical). Recent
research by Jacqueline Person’s and colleagues CC compares the effect sizes of “case-
driven” conceptualization with the effect sizes for existing research demonstrating
positive change in psychopathological symptoms (Persons, 2006; Persons et al., 2006;
Persons, Bostrom, & Bertagnolli, 1999). This methodology provides a possible means
to demonstrate the relative treatment utility of CBT incorporating highly systematised
CC and guided by structured CC training for therapists versus CBT carried out where
therapists were not involved in some type of targeted intervention towards improving
therapist competence and quality of CC. For the present thesis, in lieu of a comparison
group, Study 3 investigated the fixed and random effects (e.g., relationships between

the dependent variable and initial status, and changes in variance explained) for
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regressions of individual patient trajectories followed for the different variables
analysed (i.e., depressive symptom change for individual patients). In contrast the
longitudinal MLM provided a relative strength as analyses were carried out based on
observations of multiple therapy sessions to provide a better indication of how
varying levels of, for example, therapist competence, was likely to predict changes in

depressive symptomology.

Recommendations for Future Research

Future research should continue to investigate CC in CBT. In particular, the
measurement of therapist competence in CC has gained validation as a potential
avenue for further investigating the empirical basis for CC in CBT. Further to this, the
present thesis has demonstrated and provided: 1) a measure suitable for investigating
CC that has demonstrated good psychometric properties (i.e., the CRS), and 2) a
statistical method suitable for investigating CC and other limited domain
competencies using MLM to better understand the relationship among complex
variables inherent in CBT.

Existing research has not focused on therapist competence in CC but rather on
written CC themselves in discrete observations. In light of acceptable psychometric
results research should seek to answer ‘what competencies, skill sets, or specific tasks
are necessary to produce reliable and valid cognitive CC?’ Future research should aim
to investigate the triangulation of agreement - or disagreement - among therapist,
supervisor (observer) and patient CCs over time, and in relation to therapeutic
outcomes such as reduction in target symptom severity or comorbidity (e.g.,

depressive symptom severity).
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Implications

CBT is generally considered to be an empirically based treatment. Recently
the question has been asked in relation to CC, ‘is the emperor clothed?’ to which the
conclusion has been “very sparsely” (Kuyken, 2006). Positive implications of a well
constructed and integrated CC are that they facilitate the linking of theory, research
and practice, normalise problems and increase empathy, organise large amounts of
complex information, and enable high quality supervision among other benefits. CC is
also suggested to guide treatment intervention by selecting, focusing and sequencing
the order of treatment intervention, facilitating a collaborative approach, pre-empting
possible therapy interfering behaviours, and enabling the simplest most cost effective
interventions.

While other psychotherapeutic orientations have made headway into empirical
demonstration that CCs enhance therapeutic outcomes within their respective
paradigm, the importance of CC in CBT remains unclear. The vast majority of CC
research in CBT has focused on written CCs based on discrete portions of therapy.
The broad implication is that there is no empirical basis for the clinical utility of CCs
as they apply to a naturalistic course of CBT; particularly components pertinent to
cognitive specificity which sets CBT apart from other therapeutic orientations.

The present thesis presents several implications relevant to the practice of
CBT. Firstly, this thesis highlights therapist competence in CC as playing an
important role in affording positive outcomes. This includes the potential for stark
contrasts between different areas of therapist competence, and the potential benefit for
monitoring therapist competence with greater specificity. Further to this, the potential
for individual therapist competence to vary over time has implications for when (i.e.,

what therapy session/s) and how often therapist competence should be measured. It



229

could be suggested that taking one measurement of therapist competence is not
enough to provide an accurate bearing on overall therapist competence based on the
findings of the present thesis.

A second implication applies to the use and implementation of standardised
treatment manuals. The varying levels of therapist competence observed between
therapists in two central components of CBT, CC and homework use, support the
notion that regardless of the validity of the treatment manual that the ability of the
therapist to demonstrate competence in using that manual will directly impact the
resultant treatment utility of the manual for an individual patient. Regarding the role
of therapist competence in psychotherapy it has been asserted that “the interventionist
does not always equal the intervention” (Nezu & Nezu, 2005). Thus, the present thesis
supports the need to monitor and promote treatment integrity. In practice, feedback
can be provided to therapists regarding their levels of adherence and competence to
different components of treatment based on live observation or ratings of therapy
sessions (e.g., using observational measures such as the CTS, CRS, and HAACS in
the context of CBT). Further research should be conducted to best determine when
and how often the checks should be carried out. It has been suggested that systematic
“spot checks” and regular supervisory feedback be provided to therapists in
consideration of the cost of detailed and time consuming adherence and competence
ratings. Alternatively, clinicians have suggested methods of systematic and ongoing
self-monitoring of an individual therapist’s own performance (Duncan & Miller,
1994; Duncan et al., 2006; Miller, Duncan, Brown, Sparks, & Claud, 2003; Miller,
Duncan, Johnson, 2000; Miller, Duncan, Sorrell, & Brown, 2005) or suggested the
examination of individual therapist’s levels of performance at the level of the clinical

practice (Okiishi, 2003; Persons, 2006; Persons et al., 2006; Persons, Bostrom, &
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Bertagnolli, 1999). Again, the broad implication is measures suitable for use in CBT
must be developed before they can be integrated in practice.

Perhaps most importantly, the present research has identified particular areas
of therapist competence in CC hypothesised to account for change in CBT for
depression towards a greater understanding of mechanisms of change. Table 28
outlines common features of therapist competence in CC that the present research
demonstrated to have clinical utility. These areas have been demonstrated to relate to
depressive symptom reduction and key indicators of depressive symptom reduction.
The features are intended to strengthen empirically, and provide guidelines for the
process of CC as intended in standard CBT for depression (A. T. Beck, 1976; A. T.
Beck et al., 1979). For example, attention has been drawn to the importance of
developing an individualized CC in CBT (J. Beck, 1995; Needleman, 1999; Persons,
2001). The guidelines in Table 28 begin to provide some structure towards achieving
an individualised and clinical valid CC. For instance, the findings of the present
research support the systematic integration of each different aspects of CC as outlined
on the J. Beck Case Conceptualization Diagram (CCD; 1995) written format. Put
another way, the research emphasises the need to discuss each part of the CC with the
patient systematically, but also to do this as the patient is able to cope with
increasingly challenging or upsetting cognitions. Furthermore, discussing the most
important or clinically relevant content at depth, as agreed upon by both the therapist
and patient, and helping to patient to see how different parts or their CC are linked to
both individual weaknesses and strengths routinely is potentially related to improved
treatment outcomes. These common features are areas that warrant further research
both as combined indicators of general competence in CC and individually to isolate

the more or less important areas of therapist competence in CBT.
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Table 28

Common features of in-session therapist competence in CBT case conceptualization

1.

The therapist should consistently discuss in-depth all aspects of a CBT case

conceptualization (e.g., automatic thoughts, core beliefs)

The therapist should also make judgements about the timing of discussions of
“deeper-level” more inferential (e.g., or potentially traumatic or difficult) aspects

of the conceptualization and gradually increase the depth of discussion

The therapist should foster discussions to link different areas of case

conceptualization

The therapist should seek regular patient feedback on the tentative overall
conceptualization as well as mini-conceptualizations or aspects of the

conceptualization during the session in regards to the patient’s:
a) Acceptance of the conceptualization
b) Understanding of the conceptualization

c) Assessment of clinical relevance (i.e., importance) of the conceptualization to

the resolution of presenting problems and building of patient strengths

The therapist should conceptualize patient strengths as well as weakness as

routine practice

Note. Summarised from key features of the therapist competence scale of the

Conceptualization Rating Scale (CRS; Easden & Kazantzis, 2008; 2009).

Thus, the CRS developed in the current thesis provides a potential means to

measure therapist competence in CBT with preliminary psychometric support

produced in the context of CBT for depression. In provided empirical support for the

CRS, empirical support has been provided for the continued use of the J. Beck CCD

and Beckian cognitive behavioural theory on which the J. Beck CCD was based.
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Final Conclusions

It has been posed that “the value of therapist competency evaluations will be
demonstrated by their ability to predict treatment outcome” (Shaw & Dobson, 1989,
p. 670). The present thesis was the first both in New Zealand and internationally to
provide empirical support for the relationship between therapist competence in case
conceptualization and change in depressive symptoms in CBT. Further to this, the
Conceptualization Rating Scale (CRS; Easden & Kazantzis, 2008) provides an
empirically supported operationalization of core domains necessary for therapists to
demonstrate competence in case conceptualization in CBT.

In general, therapists utilized CCs increasingly over the course of therapy both
in the amount of content and in their competence in integrating aspects of case
conceptualization into therapy. However, greater focus is needed on protective factors
or patient strengths that might promote greater well-being over a course of CBT for
depression. The present thesis has highlighted the importance of the individual
therapist as important to treatment over and above the level of existent empirical for
any particular treatment manual. The differences in between therapist competence in
CC and homework use suggest that greater specificity is required for measuring
therapist competence in CBT than existing measures are able to provide. The
relationship between CC and homework itself is complex suggesting that while
patient beliefs about homework continue to predict positive change in depressive
symptoms over time, that a therapist’s need to demonstrate competence in integrating
homework seems to reduce across sessions, perhaps as patients learn what is required
to successfully carry out homework tasks and require less input from therapists as
therapy progresses. Ironically, at times when therapists demonstrate high competence

in homework, less competence seems to be demonstrated in CC while therapist
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competence in CC increased across sessions. Thus, it may be the case also that as
therapists develop a greater understanding about their patients that homework is better
tailored to the patient and less “competence” is needed to be demonstrated by a
therapist. In turn, the present thesis has drawn attention to the way in which
competence in defined and understood.

In conclusion, the present thesis describes the rationale and development for
the CRS as valid and reliable measure of assessing different aspects of CC in CBT.
The use of the CRS has facilitated research into the relationship between CC and
homework use and provides a means for future research in CC in CBT. This research
is the first to investigate how therapist competence in CC relates to depressive
symptom change using longitudinal data, and isolates and operationalizes CC as a
measurable and valid area of central therapist competencies in CBT. Using previously
developed measures of homework use the importance of homework use alongside CC
has been shown to contribute to a reduction in patient depressive symptomology while
demonstrating that differences exist between therapists in different areas of therapist
competence. As well as examining the relationship between CC and homework use,
this thesis considered the influence of pertinent variables that influence the course of
CBT demonstrating that the influence of patient beliefs and patient complexity
influence the ability of the therapist to demonstrate competence. In sum, the CRS
developed in this thesis is an empirically tested measure that: 1) provides a valid and
reliable structure for CC in CBT during therapist sessions, 2) is suitable for use as a
training instrument n the practice of CC in CBT, and 3) is based on cognitive-
behavioural theory and through the development and validation process the CRS has
provided empirical support for both cognitive behavioural-theory establishing CC as a

central therapeutic process in CBT.
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APPENDIX A

Participant Information Sheet

Massey University

COLLEGE OF HUMANITIES AND SOCIAL SCIENCES
Te Kura Pikenga Tangata

Participant Information Sheet

Depression Study

You are invited to take part in a research study involving a brief psychological treatment
for depression called Cognitive Behaviour Therapy (CBT). The purpose of the study 1s to
examine certain processes of therapy which may increase its positive benefits. The study
will involve 70 individuals between the age of 18 and 65 years, recruited within the greater
Auckland area. Like yourself, these individuals will currently be experiencing a major
depressive episode for the first time. Before you consent to be part of this study, please
read the following. Ask as many questions as you need to be sure that you understand what
taking part will involve. The decision to take part is entirely your choice.

If you provide written consent to be involved, you will receive a comprehensive
psychological assessment, then a 20 session protocol of CBT for depression over a 16
week period. Treatment will be individualised based on your specific needs and goals, and
provided by advanced clinical psychology trainees under close supervision. Consistent
with prior research on CBT for depression, sessions will be scheduled twice a week for the
first 4 weeks and then weekly for the next 12 weeks. Follow-up sessions will occur at 2
months and 6 months after treatment has ended. Participants will be asked to complete
some assessment questionnaires to determine treatment gains, and also asked to provide
informal feedback on the CBT they received. Your total time commitment (assessment,
therapy sessions, questionnaires, and follow-up) 1s estimated to be about 30 hours, plus
travel to and from the Centre for Psychology. Therapy will be provided by clinical
psychology doctoral/masters students trained in delivering this protocol.

How will the study benefit yvou? It 1s expected that new information, which may benefit
you or others, will be obtained by this study. Furthermore, it 1s very likely that the
comprehensive psychological assessment and therapy offered as part of this study will
improve your condition, although this cannot be guaranteed. These services will be
provided free of charge. Due to funding limitations, you will be responsible for your own
travel costs to and from the Centre for Psychology in Albany. Parking will be provided free
of charge.

Who is unable to take part? Participants will need to be proficient in reading. writing,
and conversing in English. They must be free from taking drugs which act on the central
nervous system. They must not meet diagnostic criteria for substance abuse, psvchosis, or
borderline personality disorder. Lastly, they must be able to be managed safely with
outpatient psychotherapy.

If you do agree to take part, you are free to withdraw from the study at any time without
having to give a reason. This will in no way affect your continuing health care, as you will
be referred to an appropriate provider to further assist your specific needs. Participation in
this study will be stopped should any harmful effects appear or if an appropriate medical
professional feels it is not in your best interest to continue. You may be taken out of the
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study if you need treatment that is not allowed during this study, or if the study 1s
cancelled. You will be asked to check with your study therapist before taking any other
treatment; this includes anything from the supermarket, pharmacy or health shop.

Will my information remain confidential? Participating in this study will involve having
your therapy sessions videotaped (and transferred to DVD discs) in order for the researchers to
monitor the therapy protocol. All information collected about you during the study, including
the recorded sessions, will be kept strictly confidential and only accessed by those researchers
and clinical supervisors directly mmvolved in the study. The only time in which confidentiality 1s
breached is in the event that you express an intention to harm either yourself or somebody else,
in which case a crisis team would become mvolved. No material which could personally
1dentify you will be used in any reports on this study. All assessment information and clinical
notes will be kept in individual files stored in a locked clinical records room, with files coded
with anonymous 1dentification numbers. Files will be stored in a separate location from both
the identifying information and the DVD archive.

The information collected will be used for the research project and for publication in academic
journals. All participants will be offered a summary of the findings at the conclusion of the
study. This will include details of any publication arrangements that have been made. Please
note that there 1s likely to be a delay between data collection and publication.

In the unlikely event of a physical injury as a result of your participation in this study, you may
be covered by ACC under the Injury Prevention, Rehabilitation and Compensation Act. ACC
cover 1s not automatic and your case will need to be assessed by ACC according to the
provisions of the 2002 Injury Prevention Rehabilitation and Compensation Act. If your claim
1s accepted by ACC, you still might not get any compensation. This depends on a number of
factors such as whether you are an earner or non-earner. ACC usually provides only partial
reimbursement of costs and expenses and there may be no lump sum compensation payable.
There 1s no cover for mental mjury unless it 1s a result of physical mjury. If you have ACC
cover, generally this will affect your right to sue the investigators. If you have any questions
about ACC, contact your nearest ACC office or the investigator.

If at any time you have questions or concerns about this study, you are welcome to contact: Dr.
Nikolaos Kazantzis (who now has an academic office at La Trobe University), phone:
Auckland (09) 8898292, or email: N.Kazantzis@latrobe.edu.au

If you have any questions about any issues pertaining to Maori in this study, regardless of your
own ethnicity, you are welcome to contact Kaumatua koro Turoa, via the School of
Psychology, phone Auckland (09) 414 0800 extension 2040.

If you have any queries or concerns regarding your rights as a participant in this research study,
you can contact an independent Health and Disability Advocate. This 1s a free service provided
under the Health & Disability Commissioner Act:

Telephone (NZ wide): 0800 555 050
Free Fax (NZ wide): 0800 2787 7678 (0800 2 SUPPORT)
Email: advocacy@hdc.org.nz

This study has received ethical approval from the Northern X Regional Ethics Committee.
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APPENDIX B

Participant Consent Form

¥ . .
&7 MasseyUniversity
"Sas®” COLLEGE OF HUMANITIES AND SOCIAL SCIENCES
Te Kura Pikenga Tangata

Consent Form
Depression Study
This consent form will be held for a period of five (5) years

¢ TIhave read and I understand the Information Sheet dated 20 February, 2009, for
volunteers taking part in the Depression Study

¢ T have had the details of the study explained to me.

e Ihave had the opportunity to use whanau support or a friend to help me ask
questions and understand the study.

e My questions have been answered to my satisfaction, and I understand that I may
ask further questions at any time.

o T have been given contact details to use in case I have future questions about the
study.

e Tunderstand that taking part in this study is voluntary (my choice) and that I may
withdraw from the study at any time.

e Tunderstand that my participation in this study is confidential and that no material
that could 1dentify me will be used in any reports on this study.

e TIagree to my sessions in this study being videotaped.

e Tunderstand that I will not receive any compensation for travel costs or for the time
I spend as a participant in this study.

e I have had adequate time to consider whether or not to take part in this study. I

agree to participate in this study under the conditions set out in the Information
Sheet.

Signature: Date:

Full Name - printed

Participant Consent Form — version 4 (dated 20/02/09)
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NAME:

ID NUMBER:

DEPRESSION STUDY
Personal Data Form

1. Age

2.  Gender (rick one)

3.  Marital Status (tick one)

4.  Ethnicity (zick one)

o

Occupation

years

Female I:I

Never Married

Male

Divorced

[]
[]

Married I:I Widow/ Widower |:|
Aslan I:I European/ Caucasian I:I

Maori I:I

Pacific Islander I:l

Other |

6. Education (7ick one) Some primary school I:l Completed primary school I:l

Technical training beyond high school I:I

Graduated from university I:I

7. Have you received any mental health treatment in the past?

(psvchotherapy, counselling, or medication, such as prozac)

Yes No

If yes, what kind of treatment and for approximately how long?

Type of treatment:

Type of treatment:

Type of treatment:

Type of treatment:

How long (approx.)?

How long (approx.)?

How long (approx.)?

How long (approx.)?

Some high school I:I Completed high school I:l

Some university |:|

Months |

Months |

Months |

vViontns |
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Therapist / Rater Demographic Questionnaire

Directions: Please answer the following general questions about yourself. This information will be kept strictly confidential and
will only be used to describe the therapist / raters group involved in this research. No individual therapist or rater will be
identifiable from any of the reports of this research. Thank you.

1. Name |

2. Age

3. Gender (tick one) Female ‘j Male D

4. Marital Status (tick one) Never Married ‘:] Divorced [:]
Married \j Widow/ Widower D

5. Ethnicity (tick one) Asian ‘:] European/ Caucasian []

Maori ‘j Pacific Islander D
6. Education Bachelors Degree ‘:] Masters Degree D
(tick applicable)

DClinPsych [ | PhD. [ ]

1. Please specify how much formal didactic training have you received in therapeutic theory and technique?

(e.g., courses, lectures, or seminars)
years

8. Please specify the number of years you have been practicing therapy
(include training but exclude periods when you did not practice)
Qears

9. Primary Therapy Setting | |
(e.g., private practice, public outpatient )

10. Please specify the average number of clients that you see in therapy per week
11. Please specify your total contact time with clients in therapy per week on average

12. How much is your current therapeutic practice guided by each of the following theoretical frameworks?
(e.g., please circle the number)

[0=Notatall ... 5= Very greatly]
3 4

Analytic/Psychodynamic ] 0 1 2
Behavioral | 0 1 2 3 4 5]
Cognitive | 0 1 2 3 4 5]
Humanistc | 0 1 2 3 4 5]
Systems Theory o 1 2 3 1 5 |

13. Please describe your theoretical orientation briefly in your own words:
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i
iy Cconceptualization Rating Scale

Instructions:

The Conceptualization Rating Scale (CRS) is intended as a clinical and research tool to be used by clinical supervisors and independent raters of
audio and video recorded therapy sessions. The purpose of this measure is to rate the construction and use of conceptualizations in Cognitive
Therapy. There are also a number of embedded skills within the items (e.g., collaborative empiricism, the linking of components of the
conceptualization). Please use the ‘Component |dentification Guide’ to record instances of each component, the occurrence of links with other
conceptualization components and feedback during the rating of therapy sessions. It is intended that sections (a), (b), and (c) be rated during
the session viewing and section (d) for each item to be rated at the completion of the session. Each of the 12 items on the CRS are based on

four key domains:

(a)

()

(c)

Therapist integration of conceptualization component

This initial rating refers to the presence of therapist integration of components of the case conceptualization during the therapy session (i.e.,
did the therapist discuss the conceptualization component in the session or not). A “yes’ rating would indicate that the therapist has integrated
the particular conceptualization component into the therapy session. For each component this can include the therapist making a specific and
explicit enquiry (e.g., what emotion / automatic thought did you have?), indirect enquiry (e.g., what going through your mind at that
time?) or some degree of follow up on a patient’s mention of a component (e.g., Tell me more about that emotion / thought / behaviour
I belief). A "no” rating would indicate that the therapist has not integrated the particular conceptualization component into the therapy session.
If a patient mentions a component but the therapist does not follow this up (i.e., no reflection, summanzing, further questioning, etc) then a ‘no”
rating should be recorded. These ratings are made irrespective of how competently the conceptualization component is delivered. Above
each item in the CRS is a “quick guide” to identifying each individual conceptualization component.

Importance of the integration of conceptualization component

This rating refers to the importance of the integration of the conceptualization component into the session (i.e. was it appropriate for the
therapist to leave out this part of the conceptualization or was the component neglected in this session). A “yes” rating would indicate that it
was important for the therapist to have integrated the particular conceptualization component into the therapy session. A “no” rating would
indicate that it was not important or appropriate for the therapist to have integrated the particular conceptualization component into the therapy

session.

Recognizing Importance

In order for a ‘yes’ to be checked for “Importance” in each item the conceptualization component must be judged to be either 1)
important for the patient that the technique be used in the session (i.e., leaving this component out would display poor judgment by the
therapist) or 2) was important in that what was done was appropriately guided by patient emotion (e.g. a situation was discussed
where a patient rated a feeling of anger in the situation as 70 out of 100).

Additional criteria for which importance may be recognized include:
- The patient reports that it is important or asks for more information about a component
- The patient expresses doubt / uncertainty about problems
- The patient is encouraged with tasks / intervention (i.e., in session or between session)
- The component is related to a distressing event
- An ongoing stressor negatively impacting relationships
- Risk increased (e.g., in terms of distress (SUDS), presenting problems, illness, alcohol and drug use)
- Alliance rupture / tension
- Patient raises negative automatic thoughts (i.e., underlying assumptions, core beliefs)

Generally it is important to discuss “surface” level components at each session. It may not be important to discuss “deeper” level
components until later sessions although if it is done well at an early session according to any of the above criteria then a “yes”
importance rating is still given.

Competence in the integration of conceptualization component

The competence refers to the skill of the therapist in sharing information gathered or contained within the conceptualization, and
incorporating information from the case conceptualization into therapy. This includes use of conceptualization as part of integrating
homework tasks and hypothesis testing of important information from the therapy session. Rafings are made on a seven-point Likert scale
ranging from O where the therapist has displayed low competence in the integration of the conceptualization component to 6 where high
competence and a high level of skill is displayed by the therapist

Conceptualization Rating Scale © Copyright 2007-2010 by Michael Easden and Nikolaos Kazantzis. From the Team Research
Project “Cognitive Behavior Therapy Homework Project” at Massey University. p.ii
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Each competence item has seven descriptive response options. Please use the descriptive response options to determine the rating
for each item. Please be aware that these response options build in complexity from 0 to 6, with each increment adding more complex
or additional requirements. If several items seem to apply equally well, record the lowest number (e.g., if considering recording “3-4",
record it as a “3’).

Levels of Inference
Throughout the CRS competence items, conceptualization components are referred to as “surface” level and “deeper” level. Below is a
table that distinguishes between these two levels of inference.

Surface Level Deeper level

Situation Relevant Childhood Data / Background information
Automatic Thought Core Beliefs

Meaning of Automatic Thought Conditional Assumptions / Beliefs / Rules

Emotion Compensatory Strategies

Behaviour

Discussion of disorder-specific models, patient strengths / resilience and the sharing of the overall conceptualization do not appear in
the table and are considered additional skills pertinent to skillful integration of comprehensive case conceptualization in therapy.

Recognizing Links
Throughout the CRS competence items, it is asked that you identify links with other conceptualization components:

1. Linking needs to be explicit by therapist (i.e., different from just discussing separate conceptualization components in
succession)

2. The sequence not important (e.g., a behaviour discussed early in the session can be linked with a core belief discussed
late in the session)

3. Linking can happen indirectly with different conceptualization components (e.g., if a thought is linked to a situation then
the same thought is linked to a feeling, they are all considered to be linked)

4. However, indirect links such as these must be made in the context of a single situation unless the therapist has made
specific that other components are linked across situations

Recognizing Clinical Relevance, Acceptance and Understanding
Throughout the CRS competence items, it is asked that you identify that discussion of components is dlinical relevant to the patient
and has a degree of patient acceptance and understanding. For this to be present the therapist must do one of the following:

1. Explicitly asks the patient (e.g., does this make sense to you?)
2. Follow up with the patient (e.g., can you tell me more about why this does seem right?)
3. Engage in a discussion (e.g., you have told me that this is not important, although...)

(d) Fit of the conceptualization component

This section is rated for all items at the completion of the session. The fit of the conceptualization component refers to the consistency
or match between the therapist’s in-session skillfulness in using the conceptualization and the written conceptualization. Rating the fit
of the case conceptualization takes into account the quality and relevance of clinical information from the therapy session viewed. The
fit of the case conceptualization should be based on the clinical material obtained this session pertaining to the therapists
understanding of the patient as well as other sources of information available that may inform the conceptualization (e.g., standardized
measures, referral information), and whether the written material presents a coherent formulation of the efiology and maintenance of
the patient's difficulties.

Each item has six descriptive response options. Please refer to the written case conceptualization and choose the option that best
represents the degree to which a therapist's conceptualization *fits” with the understanding of the patient by referring to the completed
‘CRS Component |dentification Guide'. If several items seem to apply equally well, record the lowest number (e.g., if considering
recording “3-4", record it as a “3). Generally if all information within a component category in the written conceptualization is present or
equivalent to what was discussed in session then a ‘6’ rating is selected. If one piece of information is missing (i.e., 2 out of 3 core
beliefs identified) then a 5’ rating is given. If half or over just over half of the information is present then a ‘4" rating would be selected.
If just under half of the information is present (i.e., 1 out of 3 core beliefs) then a ‘3’ rating would be selected. If a very small amount of
information is included, or most information only demonstrates a mediocre or poor fit with what was discussed in session then a “1’
rating would be selected. If either the information was not identified in session (i.e., conceptualization component not integrated) or
there is no information recorded (i.e., blank) then a *1 rating will be selected. Consideration must be given to the inclusion of
extraneous, incorrectly categorized, or inaccurate information, and non-inclusion of important information.

In order to rate (d) it is intended that a completed written conceptualization constructed based on the session or previous sessions be tumed
over and referred to once other ratings are completed.

Conceptualization Rating Scale @ Copyright 2007-2010 by Michael Easden and Nikolaos Kazantzis. From the Team Research
Project “Cognitive Behavior Therapy Homework Project’ at Massey University. p.ii
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Item 1 - Situation

1a

1b

1c

1d

DID the therapist discuss a situation during the session?

Would this have been important for the patient this session?

HOW WELL did the therapist discuss the situation during the session?

Please indicate the extent to which you agree or disagree that the component of the WRITTEN
conceptualization was a good fit with in session content:

Item 2 - Automatic Thoughts

2b

2c

2d

DID the therapist discuss an automatic thought during the session?

Would this have been important for the patient this session?

HOW WELL did the therapist discuss the automatic thought during the session?

Please indicate the extent to which you agree or disagree that the component of the WRITTEN
conceptualization was a good fit with in session content:

Conceptualization Rating Scale @ Copyright 2007-2010 by Michael Easden and Nikolaos Kazantzis. From the Team Research
Project “Cognitive Behavior Therapy Homework Project’ at Massey University. p.iv
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Item 3 - Meaning of Automatic Thoughts

3b

3c

3d

DID the therapist discuss the meaning of automatic thoughts during the
session?

Would this have been important for the patient this session?

HOW WELL did the therapist discuss the meaning of automatic thoughts
during the session?

Please indicate the extent to which you agree or disagree that the component of the WRITTEN
conceptualization was a good fit with in session content:

Item 4 - Emotion

4b

DID the therapist discuss emotion during the session?

Would this have been important for the patient this session?

HOW WELL did the therapist discuss emotion during the session?

Please indicate the extent to which you agree or disagree that the component of the WRITTEN
conceptualization was a good fit with in session content:

Conceptualization Rating Scale © Copyright 2007-2010 by Michael Easden and Nikolaos Kazantzis. From the Team Research
Project “Cognitive Behavior Therapy Homework Project’ at Massey University. pv
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Item 5 - Behaviour

5a DID the therapist discuss behaviour during the session? _
5b Would this have been important for the patient this session? _

5d Please indicate the extent to which you agree or disagree that the component of the WRITTEN
conceptualization was a good fit with in session content:

5¢ HOW WELL did the therapist discuss behaviour during the session?

Conceptualization Rating Scale © Copyright 2007-2010 by Michael Easden and Nikolaos Kazantzis. From the Team Research
Project “Cognitive Behavior Therapy Homework Project’ at Massey University. pvi
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Item 6 — Relevant Childhood Data / Background Information

6a DID the therapist discuss relevant childhood data / background information
during the session?

6b Would this have been important for the patient this session?

6c HOW WELL did the therapist discuss the relevant childhood data/ background
information during the session?

6d Please indicate the extent to which you agree or disagree that the component of the WRITTEN
conceptualization was a good fit with in session content:

Item 7 - Core Beliefs

7a DID the therapist discuss core beliefs during the session (e.g., | am useless)?

7b Would this have been important for the patient this session?

7c HOW WELL did the therapist discuss core beliefs during the session?

7d Please indicate the extent to which you agree or disagree that the component of the WRITTEN
conceptualization was a good fit with in session content:

Conceptualization Rating Scale @ Copyright 2007-2010 by Michael Easden and Nikolaos Kazantzis. From the Team Research
Project “Cognitive Behavior Therapy Homework Project’ at Massey University. p.vii
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Item 8 - Conditional Assumptions / Beliefs / Rules

8b

8c

8d

DID the therapist discuss conditional assumptions / beliefs / rules during the
session?

Would this have been important for the patient this session?

HOW WELL did the therapist discuss conditional assumptions / beliefs / rules
during the session?

Please indicate the extent to which you agree or disagree that the component of the WRITTEN
conceptualization was a good fit with in session content:

Item 9 - Compensatory Strategies

9a

9b

9c

9d

DID the therapist discuss compensatory strategies during the session?

Would this have been important for the patient this session?

HOW WELL did the therapist discuss compensatory strategies during the
session?

Please indicate the extent to which you agree or disagree that the component of the WRITTEN
conceptualization was a good fit with in session content:

Conceptualization Rating Scale © Copyright 2007-2010 by Michael Easden and Nikolaos Kazantzis. From the Team Research
Project “Cognitive Behavior Therapy Homework Project’ at Massey University. p.viii
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Item 10 - Disorder-specific Cognitive Model

10a

10b

10c

10d

DID the therapist discuss a disorder-specific model during the session?

Would this have been important for the patient this session?

HOW WELL did the therapist discuss a disorder specific model during the
session?

Please indicate the extent to which you agree or disagree that the component of the WRITTEN
conceptualization was a good fit with in session content:

Item 11 - Resilience / Strengths

11a

11b

11c

11d

DID the therapist discuss patient resilience / strengths during the session?

Would this have been important for the patient this session?

HOW WELL did the therapist discuss patient resilience / strengths during the
session?

Please indicate the extent to which you agree or disagree that the component of the WRITTEN
conceptualization was a good fit with in session content:

Conceptualization Rating Scale © Copyright 2007-2010 by Michael Easden and Nikolaos Kazantzis. From the Team Research
Project “Cognitive Behavior Therapy Homework Project” at Massey University. p.ix
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Item 12 — Sharing of the Overall Conceptualization

12a

12b

12¢

12d

DID the therapist share the overall conceptualization with the patient during
the session?

Would this have been important for the patient this session?

HOW WELL did the therapist discuss the situation during the session?

The therapist DID NOT share the overall conceptualization with the patient

The therapist introduced the sharing of the overall conceptualization (i.e., set it as an agenda item) but DID
NOT discuss situations, automatic thoughts, meanings of automatic thoughts, emotions or behaviours
pertinent to the sharing of the conceptualization

During the sharing of the conceptualization the therapist discussed FEW conceptualization components.
The therapist had a BRIEF or cursory discussion about links with other conceptualization components.
However the therapist DID NOT ask for feedback from the patient (i.e., no enquiry about acceptance or
understanding)

During the sharing of the conceptualization the therapist discussed SOME conceptualization components.
The therapist had SOME discussion about links with other conceptualization components (i.e., 'surface’
level links between situations, automatic thoughts, meanings of automatic thoughts, emotions and
behaviours). However the therapist DID NOT ask for feedback from the patient (i.e., no enquiry about
acceptance or understanding)

During the sharing of the conceptualization the therapist discussed SOME conceptualization components.
The therapist had SOME discussion about links with other conceptualization components (i.e., "'surface’
level links between situations, automatic thoughts, meanings of automatic thoughts, emotions and
behaviours). The therapist ALSO asked for SOME feedback from the patient (i.e., about clinical relevance
AND / OR acceptance AND / OR understanding)

During the sharing of the conceptualization the therapist discussed MOST conceptualization components.
The therapist had MORE discussion about links with other conceptualization components (i.e., ‘deeper’
level links between relevant childhood data, core beliefs, conditional assumptions and compensatory
strategies). The therapist ALSO asked for SOME feedback from the patient (i.e., about clinical relevance
AND / OR acceptance AND / OR understanding)

During the sharing of the conceptualization the therapist discussed ALL of the conceptualization
components. The therapist had MORE discussion about links with other conceptualization components
(i.e., ‘deeper’ level links between relevant childhood data, core beliefs, conditional assumptions and
compensatory strategies). The therapist ALSO asked for MORE feedback from the patient (i.e., about
clinical relevance AND acceptance AND understanding)

Please indicate the extent to which you agree or disagree that the OVERALL WRITTEN conceptualization
was a good fit with in session content (Do not complete unless sharing is considered to be important, e.g.,
around session 10):

Conceptualization Rating Scale © Copyright 2007-2010 by Michael Easden and Nikolaos Kazantzis. From the Team Research
Project “Cognitive Behavior Therapy Homework Project’ at Massey University. p.x
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APPENDIX F

CRS - Therapist Competence Scale

Therapist Competence Scale

Please use this scale to rate (c) the ‘competence in the integration Key

of the conceptualization component’ for items 1 - 11 on the CRS. Red = No discussion

The colours tend to be lighter where the therapist is less competent Black = Quantity of discussion on links
and become darker as the therapist becomes more competent Blue = Quality of discussion on links
according to the scale below. If it is unclear whether or not a Green = Level of feedback

therapist fulfils what is asked of a particular rating then select the

lower rating. Refer to the CRS for further guidelines.

0 The therapist DID NOT discuss a ‘COMPONENT’ with the patient

1 The therapist made a cursory enquiry about a ‘COMPONENT’ but DID NOT discuss with the patient
in relation to situations, automatic thoughts, meanings of automatic thoughts, emotions or behaviours.

2 The therapist discussed a ‘COMPONENT in relation to ONE OR MORE conceptualization components.

3 The therapist discussed a ‘COMPONENT in relation to ONE OR MORE conceptualization components.
The therapist had SOME discussion about links with other conceptualization components (i.e., "surface’
level links between automatic thoughts, meanings of automatic thoughts, emotions and behaviours).

4 The therapist discussed a ‘COMPONENT in relation to ONE OR MORE conceptualization components.
The therapist had SOME discussion about links with other conceptualization components (i.e., 'surface’
level links between automatic thoughts, meanings of automatic thoughts, emotions and behaviours)

5 The therapist discussed a ‘COMPONENT in relation to ONE OR MORE conceptualization components.
The therapist had MORE discussion about links with other conceptualization components (i.e., ‘deeper’
level links between relevant childhood data, core beliefs, conditional assumptions and compensatory
strategies) AND / OR the therapist has appropriately recognised it is inadvisable to activate deeper level
components (e.g., therapist displays good judgement in not activating core beliefs following a rupture in the
alliance, efc).

6 The therapist discussed a ‘COMPONENT in relation to ONE OR MORE conceptualization components.
The therapist had MORE discussion about links with other conceptualization components (i.e., ‘deeper’
level links between relevant childhood data, core beliefs, conditional assumptions and compensatory
strategies) AND / OR the therapist has appropriately recognised it is inadvisable to activate deeper level
components (e.g., therapist displays good judgement in not activating core beliefs following a rupture in the
alliance, etc). The therapist ALSO asked for MORE feedback from the patient (i.e., about clinical relevance
AND acceptance AND understanding)

Conceptualization Rating Scale © Copyright 2007-2010 by Michael Easden and Nikolaos Kazantzis. From the Team Research
Project “Cognitive Behavior Therapy Homework Project’ at Massey University. p.i
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CRS - Component Identification Guide
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1. Situations

a.
b.
C.

2. Automatic Thoughts
a.
b.
c

3. Meanings of Automatic Thought
a.
b.
C

4. Emotions

a.
b.
C.

5. Behaviours
a.
b.
&
6. Relevant Childhood Data
a.
b.
o
7. Core Beliefs

a.
b.
C.

8. Conditional Assumptions
a.
b.
c.

9. Compensatory Strategies
a.
b.

c.
10. Disorder Specific Model
a.
b.
C:
11. Client Resilience / Strengths
a.
b.
C.

12. Sharing of the Conceptualization
a.
b.
c.

Linked with:
a.

b.

c

Linked with:
a.

b.

C.

Linked with:
a.

b.

o8

Linked with:
a.

b.

C.

Linked with:
a.

b.

C.

Linked with:
a.

b.

c

Linked with:
a.

b.

C.

Linked with:
a.

b.

E:

Linked with:
a.

b.

C

Linked with:
a.

b.

e

Linked with:
a.

b.

C

Linked with:
a.

b.

C.

Feedback on clinical relevance (CR),

acceptance (A), and understanding (U):

CR []

CR [ ]

crR []

CR [ ]

CR []

CcR []

CR []

CR []

cr [ ]

CR []

CR []

cr []

AL

ALl

ull]

u[]
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APPENDIX H

Training Material
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Conceptualization Rating Scale
(CRS)

Training Pack

Michael Easden
Nikolaos Kazantzis, PhD
February 2008

y A
% 1 i
:@ MasseyUniversity

Overview of Today

TRAINING ACTIVITY TIME

Introduction tousing the Conceptualization Rating Scale (CRS) 9.00am -10.00am

Rating of 15's nippet +dis cussion 10.00am - 10.30am
MORNING TEA 10.30am - 10.45pm
Rating of 2nd and 3d snippets + discussion 10.45pm - 12.30pm
LUNCH BREAK 12.30pm - 1.30pm
Rating of 1sttherapy session 1.30pm - 2.15pm
Discussion of 1st rating 2.15pm - 2.45pm
AFTERNOON TEA 2.45pm - 3.00pm
Rating of 2nd therapy ses sion 3.00pm - 4.15pm
Discussion of 2" therapy session 4.15pm - 4 .45pm

Final discussion and wrap up 4.45pm - 5.00pm
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Presentation Overview

& Context:
— The CBT Homework Project aka “Depression Study”
— Conceptualization and homework
— Thesis objectives and method
& Practice exercise: What we know about case conceptualization
# Whatis case conceptualization?
# Whatis cognitive case conceptualization?
B Therapist use of case conceptualization
& Conceptualization Diagram

& Conceptualization Rating Scale (CRS): Overview, terminology and
general rating considerations

# Practice exercise: Using the CRS
# Discussion, wrap up, and next steps
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Context: The CBT Homework Project

E To remind you...the CBT Homework project or
“‘Depression Study” has a broad aim to increase
understanding of the effect of homework as a
mechanism of change in psychotherapy

. Separately conceptualization and homework have
received much attention

e However, cognitive case conceptualization has had little
attention

e Few studies have investigated the relationship between
case conceptualizationand homework or whether one or
the other makes a greater contribution to outcome
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Context: Conceptualization and
Homework

" Three broad goals atherapist )
has over the course of
L psychotherapy are to:

Understand the client and their Case
presenting problems Conceptualization
Apply a treatment plan
promoting skill acquisition in Treatment Plan / Standard

s Treatment Protocol

Promote generalization of these
skills into areas of deficitin a Homework
dient’s life
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Context: Thesis Objectives

& Empirical support for CBT case conceptualization based
on existing theory

e Develop a new measure
E Testthe psychometric properties

® Investigate how therapist conceptualizations change
over time

® Investigate the relationship between homework,
conceptualization and outcome

# Discuss findings and implications for future research
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Context: Thesis Method

¥ Develop measure — 15t draft
® Expert feedback
# Training
e Study #1 (training ratings)
& Analysis
— Intra-class correlation coefficient (ICC), rater feedback, expert feedback
& Revise measure — 2"? draft
& Study #2 (systematic sessionratings)
® Analysis
— Intra-class correlation coefficient (ICC), rater feedback, expert feedback

& Revise measure — final draft
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Today: Training Purpose and
Procedure

Raters gain a knowledge of cognitive case
conceptualization adequate to score therapist
competence on the CRS

The training phase will continue until reliability between
raters is acceptable. Ratings will be made independently
afterand during the viewing of a recorded therapy
session

Recalibration will take place following at the completion
of the training phase where upon a further session will be
rated onthe CRS and discussed
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Practice Exercise: Case
Conceptualization in CBT

"\\%

<
& An exercise to activate your o o
existingknowledge! Emotion
& Collaboratively draw a mind- . I
map (A Behaviour

# EVERYTHING you know about @Iﬁ“‘
case conceptualization

# Use others’ ideas to stimulate
new ideas

Use colour

D

Be creative S
HAVE FUN w

Use pictu res — understanding
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What is Case Conceptualization?

® A case conceptualization should be a working, evolving
hypothesis about a client with the goal of integrating a
client’s presenting problems into a justifiable,
individualized and consistent description accounting for a
client’s psychological, interpersonal and behavioural
deficits

® Used by the therapist to guide the treatment plan and
subsequent interventions

® Intervention re-informs the evolving conceptualization
process over the course of therapy
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What is Cognitive Case
Conceptualization?

Cognitive Case Conceptualization
In cognitive case conceptualizations (CCC), cognitive-
behavioural theory guides explanatory inferences and
exists as a framework for understanding the client’s
presenting problems and informs intervention
In standard CBT a CCC is used as standard and best
practice
Specificformats used have not been
evaluated thoroughly

Refe e rces: Eells, 1997, 2007; Eels, Lombart, Kendelc, Turrer, & Lucas,2005; Curs & Silkeishatz 1997; Bieling & Kuyken,
2003;Kuyken, Fothergill, Musa, & Chadwick 2005; Needeman, 1999; Persons, 1989, 2001
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Therapist Use of Case
Conceptualization

# Case Conceptualization is a fundamental feature of CBT

Early phase of therapy

— Therapist begins data gathering and hypothesis testing, focus on
“surface”level information (i.e., thoughts, emotions, behaviours)

& Middle Phase of therapy
— Therapist begins to focus moreon “deeper” level information (i.e., core
beliefs, conditional assumptions, childhooddata, compensatory
strategies)
— Therapist usually shares the entire conceptualizationwith the patient
around session 10

Late Phase of Therapy

— Consolidation of conceptualization, generalization of und erstanding of
underlyingmechanisms (e.g., commoncore beliefs/s, AT’s, emotionsin
depressionisticcycle)
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Relevant Childho od Data/ Ba ckground Information

Crifical Father/ high expectations
Highadiewer of family

Mbther depressed and drinkirg throughout teenage years

Core Beliefs(s)

Otherpeople are critical
lam not good enouch

Conditional Assumptions/Beliefs/ Rules

If | don't respect others then | am selfish
If I don't work hard / conply then others will not respect me

If | don't succeedinthings thenl am afailure

Conpens atory Strategies

Does things askedof her / suggested o rer
Avoids cecisions / too much responsibility. Talking to self.

Ruts others first
s 7 \
Situation 1 Situaion2 Situation3

Difficultly ford ng self out of Difficuty making decision Wake sup at night, cant
tedtotry deeproutine about shifing. sleep, won't read

Aufomatic Thought Automatic Thought Automatic Thought
If I don't do this, I'm not I might make the wong Needto seep, but don't

. i o :

Meaningofthe AT Mea ning of the AT Meaningofthe AT
Ishould be compliant 'mrot good enough | should respe @ others

Others are crifical

) Emotion Emotion Enotion
Disappointed, anxo s Sad, anxious, stressed Sad, anxous
Behav iour Behaviour Behaviour
Got out of bed andtiied Talking to self Put others needs first
dratedes Avoid making decisions

Figure 1. J. BeckCognitiveCase Conceptualization Diagram (1995)
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CRS: Overview

B The measure is conceptually driven

E Items are modelled on the J. Beck Case
Conceptualization Diagram

# Measures therapist behaviours / interventionsin regards

to case conceptualization

# Eachitem is rated based on four key domains:
a) Integration of the conceptualization component

b) Importanceof the integration of the conceptualization component
c) Competence in the integration of the conceptualization component

d) Fit of the conceptualization component
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a) Integration of the conceptualization
component

® Integration is rated dichotomously (i.e., “yes” or “no”)

e Refersto the presence of therapist integration of
components of the case conceptualization during the
therapy session (i.e., did the therapist discuss the
conceptualization component in the session or not).

B Theseratings are made irrespective of how competently
the conceptualization component is delivered.

a Ay
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a) Integration of the conceptualization

component
& Key Features:

— Therapist asks about the conceptualization component

— Therapist follows up a patient ‘s comment regarding the
conceptualization component

— Thetherapist may not specifically mention / follow up a
conceptualization component that a patient mentions as long as
itis clear fromthe session that the therapist has prompted / been
involvedin the discussion in some way (i.e., discussion is not
relevant due to previous discussions the patient / therapist allude
to)
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b) Importance of the integration of the
conceptualization component

& Importance is rated dichotomously (i.e., “yes” or “no”)

& This rating refers to the importance of the integration of
the conceptualization component into the session (i.e.
was it appropriate for the therapist to leave out this part
of the conceptualization or was the component neglected
in this session).
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b) Importance of the integration of the

conceptualization component
& Key Features:

— “Surface” level conceptualization components should ordinarily
be discussed at EVERY session

— “Deeper” level conceptualization component MAY NOT be
discussed during the early phase of therapy (e.g., sessions 1 or
3) but SHOULD be discussed with increasing importance during
middle to late phases of therapy (e.g., session s 5, 8, 10)

— Sharing of the conceptualization usually only discussed at
session 10

— Disorder —specific cognitive model should be discussed at
EVERY session

— Clientresilience / strengths should be discussed at EVERY
session

— There are exceptions! (i.e., crisis / safety situations, very
complex / difficult patients)

290



291

Ay
FEL r
%5 MasseyUniversity

c) Competence in the integration of the
conceptualization component

& Competence is rated on a 7-pointLikert scale (from O = ‘low
competence’to 6 = ‘high competence’), with descriptive
anchors which build in complexity.

& The competence refers to the skill of the therapist in sharing
information gathered or contained within the
conceptualization, and incorporating information from the
case conceptualizationinto therapy. This includes use of
conceptualization as part of integrating homework tasks and
hypothesistesting of important information from the therapy
session.

i If several items seem to apply equally well, record the lowest
number (e.g., if considering recording “3-4”, record it as a “3”).
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d) Fit of the conceptualization
component

& Fitis ratedon a 6-point Likert scale (from 1 = ‘strongly
disagree’to 6 = ‘strongly agree’), on a more global rating.

& Match or coherence between in session integration of
conceptualization and written conce ptualization

& The fitof case conceptualization shouldbe based on the
clinical material obtained this session and any other
information available (i.e., standardized measures), and
whether the written material presents a coherent formulation
of the etiology and maintenance of the patient’s difficulties.

i If several items seem to apply equally well, record the lowest
number (e.g., if considering recording “3-4”, record it as a “3”).
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CRS: General Rating Considerations

& Some ideas which may help:

Please try and rate each item on its own merit

for competence items, please try and use the full range of the
Likert scale (i.e., use the descriptive anchors as your guide)
Remember that sometimes it will not be necessary, or may be
better fora therapist NOT to integrate some conceptualization
components into a session (e.g., core beliefs may not be
discussed until later sessions in therapy, the entire
conceptualization is usually not shared until around session 10)

Similarly, although some therapists may discuss one some
components well they may not discuss others with the same
level of competence (e.g., a therapist might assume that a client
feels a certain way but have sought feedback regarding
automatic thoughts and how they link with other aspects of the
conceptualization)
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Practice: Rating a CBT clip

& During the following clip practice using the CRS to rate
“surface” level components (items 1 - 5)

& Lets discuss!
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Practice: Rating another CBT clip

& During the following clip practice using the CRS to rate
“‘deeper” level components (items 6 - 9)

& Lets discuss!
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Practice: Rating another CBT clip

& During the following clip practice using the CRS to rate
“different”, “alternative” or “broader” level items (items 10
-12)

& Lets discuss!
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Practice: Rating a CBT session

& Duringthe following CBT session practice rating the
entire session using the entire CRS (items 1 - 12)

& Lets discuss!
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Depression Study Feedback Questionnaire
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1

| Section I — Your Experience of Improvement

Instructions: As you completed therapy 2 months ago, we would like to ask you for your opinions and feedback on the therapy
you received. This information will help us make conclusions about what helps people achieve their therapy goals, and maintain
these positive changes after the end of therapy. The questions on this page ask you about your views of the improvement in
your depression symptoms (e.g.. sadness. guilt, tiredness, sleep problems. loss/gain appetite, lack of interest/ enjoyment
from things, etc). Please read each question carefully, and select the one response that best applies fo you.

life leading up to this/these significant and sudden improvement(s)? (please circle one)

Event #1 How did this event affect you?

Please indicate the extent that you agree Event #1 led to a
significant and sudden improvement in your depressive
symptoms

Event #2 How did this event affect you?

Please indicate the extent that you agree Event #2 led to a
significant and sudden improvement in your depressive
symptoms

Event #3 How did this event affect you?

Please indicate the extent that you agree Event #3 led to a
significant and sudden improvement in your depressive
symptoms

Stressful
Enjoyable
Stressful & Enjoyvable

Strongly Disagree Agree

Disagree

Stressful

Enjoyable

Stressful & Enjoyable

Strongly Disagree Agree

Disagree

Stressful

Enjoyable

Stressful & Enjoyable
Strongly Disagree Agree

Disagree

1. During therapy did you notice a sudden and significant improvement in your depressive symptoms?
(please circle one)
Yes (please continue with Question 2 this page)
No (please go to page 2)
2. When did the improvement occur? Early Therapy (sessions 1-8)
(please circle one) Middle Therapy (sessions 9-12)
Late Therapy (session 13-16)
3.  Was this improvement maintained to your last therapy session? Yes
(please circle one) No
4. Please tell us about anything you think was particularly useful in your therapy leading up to this/these significant and
sudden improvements? (e.g., new understanding, new therapeutic technique/skill)
5. DPlease tell us about any major event(s) outside therapy (e.g.. getting married, moving house, ending a relationship) in your

Strongly
Agree

Strongly
Agree

Strongly
Agree
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Section II - Activities Between-Sessions

Instructions: Many people find ways to engage in activities between therapy sessions in a way that suits them. This may differ
from the way in which the activity was discussed with their therapist. This questionnaire asks about your activities over the
course of therapy. Below are some ways in which people have said that they have engaged and learned from their activities.
Please read each question carefully, and for each of the statements. circle the one response that best applies to you.

1. Quantity

T'was able to do the activities

0 notatall

1 alittle

2 some

3 alet

4 completely
2. Quality

T'was able to do the activities well

0 notatall

1 somewhat
2 moderately
3 wvery

4 extremely

3. Difficulty

The activities were difficult for me
0 notatall

somewhat

moderately

very

4 extremely

[FER S

4, Obstacles

T experienced obstacles in doing the activities

0 notatall
1 alitle

2 some

3 alet

4 extensive

5. Comprehension
Tunderstood what fo do for the activities
0 notatall

1 alitle

2 somewhat
3 alot

4 completely

6. Rationale
The reason for doing the activities was clear to me
0 notatall

1 somewhat
2 moderately
3 wvery

4 completely

7. Collaboration
I had an active role in planning the activities

0 mnotatall

1 alittle
2 some
3 alet

4 extensive

8. Specificity
The guidelines for how to carry out the activities were specific
0 notatall

1 somewhat
2 moderately
3 very

4 extremely

9. Match with Therapy Goals

The activities matched with my goals for therapy
0 notatall

a little

somewhat

[

alot

7%}

4 completely

10. Pleasure

1 enjoyed the activities
0 notatall

a little

somewhat

[

a lot
4 extremely

(7%}

11. Mastery

I gained a sense of control over my problems

0 mnotatall

1 alittle

2 somewhat
3 alot

4 extensively

12. Progress
The activities helped with my progress in therapy

0 mnotatall

1 alittle

2 somewhat
3 alot

4 extremely

Homewaork Rating Scale Il — Client Follow-up Version @ Copyright 2008 by Nikolaos Kazantzis, Frank Deane, and Kevin Ronan. From

the Team Research Project “Cognitive Behavior Therapy Homework Project” at Massey University.

2
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Section III — Your Relationship with Your Therapist

Instructions: We welcome your relationship with your therapist. (please circle one)

Goals
1. Did you and your therapist work toward mutually agreed upon therapy goals? Yes No
2. Did you and your therapist collaboratively set goals for the therapy session (i.e., collaboratively set agenda)? Yes No
Tasks
3. Do you think that the things you did in therapy helped you to accomplish the changes that you wanted? Yes No
4. As aresult of these sessions are you clearer as to how you might be able to continue to change/prevent relapse? Yes No
Bond
5. Do you believe there was mutual liking (e.g.. rapport, warmth, empathy) between you and your therapist? Yes No
6. Did you feel that your therapist appreciated you as a person and was sensitive toward your therapy needs? Yes No

Section IV — Understanding Your Problems

Instructions: We would like you to rate the process of understanding my problems in therapy. Please indicate the

extent to which you agree with the following phrases. (please circle your response)

1. My therapist focused on my strengths in therapy Strongly
Disagree

2. My therapist incorporated my culture (for some
people culture includes ethnicity, for others it includes

sexuality or some other aspect of world view). ]s)til;oagfg
3. Tt was useful to have my therapist share their
understanding of my problems (e.g., my specific
depression cvcle, depressive triad) . Strougly
£ CA : Disagree
4. My therapist asked for my acceptance / agreement
about their understanding. S
Disagree
5. My therapist did not make assumptions or jump to
conclusions regarding their understanding. SURITE Y
Disagree
6. It was useful to understand my problems in relation to
a general understanding of depression (e.g., Strongl
negative beliefs about myself, fiture, and others). Dils:;fei-

7. My therapist discussed links between different
aspects of my problems (i.e., emotions, behaviours, g‘}'““gly
automatic thoughts, core beliefs, eic). RS

8. My therapist used tools and techniques that were

individualized to my problems and goals. Sy
Disagree

Disagree

Disagree

Disagree

Disagree

Disagree

Disagree

Disagree

Disagree

Agree

Agree

Agree

Agree

Agree

Agree

Agree

Agree

Strongly
Agree

Strongly
Agree

Strongly

Agree

Strongly
Agree

Strongly
Agree

Strongly
Agree

Strongly
Agree

Strongly
Agree
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Section V — Maintaining Therapy Skills

Instructions: We would like you to rate your current use of skills. techniques. and therapeutic skills your therapist
introduced in therapy.

1. Monitoring
your thoughts,
behaviours, body
sensations, and/or
emotions/moods.

May include
increased
awareness of your
experience (e.g., 5-
part model,
activity schedule).

I do not engage in this activity.

I do this in the same situations, with the same people, without any modifications (i.e., in the
same way as when my therapist first introduced it to me).

I do this in some different situations. with some different people, with a few modifications
(Le., compared to when my therapist first introduced it to me).

I change this activity to fit with the current problem I might be having or to fit my current
goals (i.e., compared to when my therapist first introduced it to me).

2. Gathering
information
about your
environment.

May involve
Jfocusing your
attention,
increasing your
awareness, or
seeking out
information from a
variety of sources,
including other
people fo
increasing your
imowledge in a
particular area.

I do not engage in this activity.

I do this in the same situations, with the same people. without any modifications (i.e., in the
same way as when my therapist first introduced it to me).

I do this in some different situations. with some different people. with a few modifications
(Le., compared to when my therapist first introduced it to me).

I change this activity to fit with the current problem I might be having or to fit my current
goals (i.e., compared to when my therapist first intreduced it to me).

3. Making
changes to your
social/ family/
work/ physical
environment.

May involve
attempts to make
changes to the
world around vou,
either in your
physical
environment or
how other people
respond to you
(e.g., assertiveness

skills).

I do not engage in this activity.

I do this in the same situations, with the same people. without any modifications (i.e., in the
same way as when my therapist first introduced it fo me).

I do this in some different situations. with some different people. with a few modifications
(Le., compared to when my therapist first introduced it to me).

I change this activity to fit with the current problem I might be having or to fit my current
goals (i.e., compared to when my therapist first introduced it fo me).
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L

4. Planning

Includes selecting
and scheduling
activities to help
vou reach your
goals or to
decrease your
distress (e.g.,
considering the
advantages and
disadvantages of
doing something,
problem solving).

I do not engage in this activity.

I do this in the same sitvations. with the same people, without any modifications (i.e., in the
same way as when my therapist first introduced it to me).

I do this in some different situations, with some different people, with a few modifications
(Le., compared to when my therapist first introduced it to me).

I change this activity to fit with the current problem I might be having or to fit my current
goals (i.e., compared to when my therapist first introduced it to me).

5. Controlling
your behavior

Includes using
techniques to
control your own
behavior in such a
way as to rediice
distress or
increase
effectiveness (e.g.,
rewarding yourself
for doing the
things that are
important to vou).

I do not engage in this activity.

I do this in the same situations, with the same people, without any modifications (i.e., in the
same way as when my therapist first introduced it to me).

I do this in some different situations, with some different people, with a few modifications
(Le., compared to when my therapist first introduced it fo me).

I change this activity to fit with the current problem I might be having or to fit my current
goals (i.e., compared to when my therapist first introduced it to me).

6. Controlling
your emotions.
Includes using
techniques to
decrease the
intensity of vour
emotions or the
way you respond
emotionally (e.g.,
breathing,
relaxation, feeling
comfortable in
previously
distressing
situations).

I do not engage in this activity.

I do this in the same situations. with the same people. without any modifications (i.e., in the
same way as when my therapist first introduced it to me).

I do this in some different situations, with some different people. with a few modifications
(Le., compared to when my therapist first introduced it to me).

I change this activity to fit with the current problem I might be having or to fit my current
goals (i.e., compared to when my therapist first introduced it to me).
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7. Controlling
your thoughts.

Includes
techniques to
reduce unhelpful
thoughts (e.g.,
thought record to
arrive at a more
balanced thought
about a particular
situation, a worry
log or scheduled
worry).

I do not engage in this activity.

I do this in the same situations. with the same people. without any modifications (i.e., in the
same way as when my therapist first introduced it to me).

I do this in some different situations, with some different people. with a few modifications
(Le., compared to when my therapist first introduced it to me).

I change this activity to fit with the current problem I might be having or to fit my current
goals (i.e., compared to when my therapist first introduced it to me).

8. Self-reflection/
understanding.

Includes asking
your self questions
to make meaning

of an experience or

to modify your
rules or beliefs
(e.g., asking
yourself about a
conclusion, and its
accuracy).

I do not engage in this activity.

I do this in the same situations, with the same people, without any modifications (i.e., in the
same way as when my therapist first introduced it to me).

I do this in some different situations, with some different people. with a few modifications
(i.e., compared to when my therapist first introduced it to me).

I change this activity to fit with the current problem I might be having or to fit my current
goals (i.e., compared to when my therapist first introduced it fo me).

Section VI — Anything Further?

Please feel free to provide feedback on any other aspect of the therapy below:

Thank you for taking the time to complete this questionnaire. Your comments will very helpful for us!
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APPENDIX J

Depression Study Advertisement Example

208w

%8> Massey University g, Litle

-
)

g 09 414 0800 ext 9331

027 453 4562

News release

http://news.massey.ac.nz

Auckland « Pal n Morth « Wellington » Extramural

Te Kunanga
ki Pirehuroa

Tuesday, May 20, 2008

Free therapy for first time depression sufferers

Are you somecne who struggles with low
mood, poor appetite, lack of energy, disturbed
sleep, feelings of helplessness and guilt? Has
decision-making become increasingly fraught,
do you beat yourself up over your mistakes
and feel life has become overwhelming?

Massey's Centre for Psychology is offering a
tried and tested traditional therapy free to first-
time depression sufferers. Developing positive
ways of dealing with life’s ups and downs are
at the crux of 20 individual sessions of
Cognitive Behaviour Therapy (CBT) offered by
a team of specially trained therapists from the University’s Auckland-based Centre for Psychology. Each
session lasts an hour and focuses on teaching strategies to change problem thoughts and behaviours.

Dr Nik Kazantzis, senior lecturer and practitioner who heads the team, says CBT teaches people how to
become their own therapists by teaching them skills so they can deal better with difficult situations and
the painful emotions they trigger. It is imperative volunteers are not taking medication for depression, he
says.

He says CBT is a widely used, mainstream therapy developed by American-born psychiatrist Dr Aaron
Beck in the 1960s. It has been endorsed by more than 400 studies internationally as an effective, low-
cost treatment for a range of disorders, including depression. Dr Kazantzis, who trained under Dr Beck
two years ago, believes the therapy is particularly suited to New Zealanders as it offers immediate,
practical help in coping with the present and does not necessarily require clients to embark on in-depth
analysis of their pasts to be effective.

The therapy sessions on offer at Massey are part of a collaborative international research project
involving researchers from Harvard Medical School in the US, the Institute of Psychiatry in London as well
as psychology experts from Canada and Australia. Researchers are evaluating how CBT helps people
with depression and how it reduces the risk of depression recurring, says Dr Kazantzis.

Therapy sessions take place at Massey’s Centre for Psychology, located in Albany village in modern,
calm and comfortable rooms.

Picture caption:

(from left) Team leader Dr Nik Kazantzis, primary researcher and therapist Mieke Sachsenweger,
study coordinator Michael Easden, Nicole Foster, therapists Sue Page, Jeanne Daniel, Kimberley
Good, study coordinator Margo Munro and therapist Jan Prosser.

For more information about participating in the study phone Nicole: 09-414-0800 ext 41252.

Page 1 of 1
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Depression Study Advertisement Pamphlet

Request for Information

If the criteria appear to fit your
circumstance, and you are interested in
participating in this study please fill out
the form below. Once complete fold this
entire 3-sided pamphlet and return to the
address provided

Altematively contact the researchers
directly to learn more about participating
in this study. Please phone Nicole at 09-
4140800 extn. 41252

First name:

Surname:

Phone number:

Best time to contact (between 9pm and
4pm):

Morning: am AND

Aftemoon pm

Days of the week:

Send completed forms to:

Depression Study

Centre for Psychology

School of Psychology, Massey University
Level 3, North Shore Library Building
Albany, Auckland

What is Depression?

Almost everyone feels sad or “depressed”
at times. Clinical Depression (also called
Major Depressive Disorder) may include
symptoms such as:
«  Loss of interest in usual activities
» Changes in appetite
= Changes in sleep
- Changes in sexual desire
- Difficulties in concentration
- Adecrease in activities and social
withdrawal
» Increased self-criticism or reproach
+  Thoughts of or actual plans related
to suicide

Clinical depression is distinguished from
manic-depression or Bipolar Disorder in
that the individual only experiences periods
of depression, potentially retuming to nomal
functioning in between times. In Bipolar
Disorder, however, the individual will cycle
between depression and periods of full manic
problems (euphoria, high energy, lots of
activity)

Stamp Here

Attach

Quick Facts:
» Depression is widespread debilitating
and costly
- 1in 5 people experience clinical

depression at some point in their life
«  Women are at twice the risk of men
»  People who experience depression

are at high risk of repeated

experiences with relapse as high

as 60% 1 year after recovery

. «

y, Massey University

ay
/chology
Level 3, North Shore Library Buildin,

School of Psy

Depression Study
Centre for Psycholoy
Albany, Auckland

Can Psychological
Treatments Help with

Depression?

Cognitive Behavioural Therapy (CBT) involves
the recognition of negative pattems in depression,
and correcting these patterns through various
practical skills. CBT also uses behavioural
strategies. CBT is shown to be successful in 67%
of individuals with clinical depression and can
reduce risk of further episodes of depression

Although complex, a variety of factors increase
the risk of clinical depression. These include
having a parent who has been clinically
depressed, physical ilness, the death or
separation of parents, negative life events,
pervasive negative thinking, physical or emofional
deprivation, seasonal onset, childbirth, or having
previously experienced depression.

Benefits of CBT:
- Safe alternative to drug therapy for
depression
- Roughly as successful as medication
- Lowerdrop outrates (10% versus 25-
30% on medication)
- Increased likelihood of longer term results

The Depression Study

Researchers at the Cenfre for Psychology, at
Massey University, Albany are investigating a
theory as to how we can help individuals
maximize their gains in psychological therapy and
reduce the risk for the future. Dr. Nikolaos
Kazantizis, a Senior Lecturer in Psychology, has
conducted CBT research for over a decade. Key
co-investigators at Massey University are
Associate Professor Paul Merrick and Professor
Janet Leathem, who are both senior researchers
and experienced practitioners. This team is
currently recruiting volunteers to participate in a
research project on depression.

Massey University

AUCKLAND- PALMERSTON NORTH-WELLINGTON - EXTRAMURAL

Are You Suffering from

Depression?

Volunteers Needed for
Depression Study

Te Kunenga
ki Pirehuroa

You might be eligible to receive free
assessment and ftreatment as part of
volunteering for this research study. The
researchers are looking for men and women
between the ages of 18 and 65 who are
currently experiencing a major depressive
episode for the first time

For inclusion in the study you must
also be:

(a) Able to read, write, and speak
in English

(b) NOT taking medications that
Affect the brain (an occasional
sleeping tablet and/or the oral
contraceptive is ok)

(c) NOT involved in concurrent
supportive counselling or
psychotherapeutic treatment

(d) NOT meet diagnostic criteria for
substance abuse, psychosis,
borderline personality disorder

(e) NOT currently at risk to yourself
or someone else

The time commitment is about two and half
hours for an initial comprehensive assessment.
The first half of the assessment includes
completing questionnaires and the second half
involves a diagnostic interview. Participants will
receive feedback regarding the assessment
and will then receive 20 sessions of cognitive
behaviour therapy for depression (free of
charge) over an 18 week period.

To leam more about participating in this study,
please phone Nicole at 09-4140800 extn
41252 or follow the instructions and post the
‘Request for Information’ form on the back of
this pamphlet
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APPENDIX L

Treatment of time model

Estimates of random effects from a series of individual growth models of time for predicting change in depressive symptoms
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Variance Components Parameter Model TO Model T1 Model T2 Model T3 Model T4 Model T5
Level 1 Within person o’ 39,91 *** 21.15%** 22.69%** 23.94%** 27.02%** 21.55%**
3.58 2.02 2.16 2.28 2.57 2.08
Level 2 In initial status o’y 37.76%** 10.76~ 10.61* 15.85%** 19.06%** 12.66*
11.18 5.63 5.38 5.82 6.60 7.54
In rate of change o’ 0.16 1.59 0.21%* 0.74%%* 0.00
0.99 1.59 0.09 0.26 0.01
Covariance Ce 0.97%** 2.61%*** 0.00%** 0.04** 4.55E-5
0.33 0.93 0.00 0.02 1.94E-5
Psuedo R Statistics and Goodness of Fit
R, 0.47 0.43 0.40 0.38 0.46
R 0.72 0.72 0.58 0.50 0.66
Deviance 1729.72 1743.87 1755.29 1779.49 1742.63
AIC 1741.72 1755.87 1767.29 1791.49 1754.63
BIC 1763.44 1777.59 1789.01 1813.21 1776.35




APPENDIX M
Graphs of linear regressions
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Figure 32. Linear regressions for change in depression severity as measured by BDI-

II change scores for individual patients by therapy session
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Figure 33. Linear regressions of HAACS competence scores for individual patient by
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Figure 34. Linear regressions of CRS competence scores for individual patient by

therapy session
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Figure 35. Linear regressions of CRS fit / match scores for individual patient by

therapy session
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CCs as measured by CRS fit / match scores for individual patients by therapy session
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Estimates of fixed effects from a series of individual growth models in which therapist competence in case conceptualization and homework data

predicts change in depressive symptoms

Fixed Effects Parameter Model 1 Model 2 Model 3 Model 4 Model 5
Initial Status
i Intercept Yoo 10.78%** 8.47*** 5.773%%* 9.65%** 7.40%**
1.33 1.06 1.42 3.05 2.48
CRS Competence Vo1 0.11%* 0.12%*
0.05 0.06
HAACS Competence Y02 -0.03 -0.40
0.04 0.42
Rate of Change
Ty Intercept Y10 0.16%** 0.28%** 0.07 0.18~
0.04 0.07 0.09 0.09
CRS Competence Vi1 -0.00* -0.00*
0.00 0.00
HAACS Competence V12 0.00 0.00~
0.00 0.00

Note. Model 1 is an unconditional means model. Model 2 is an unconditional growth model. Model 3 adds CRS Competence to the total model.

Model 4 removes CRS Competence and adds HAACS Competence to the total model. Model 5 includes CRS and HAACS Competence.
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Estimates of random effects from a series of individual growth models in which therapist competence in case conceptualization and homework

data predicts change in depressive symptoms

Variance Components Parameter Model 1 Model 2 Model 3 Model 4 Model 5
Level 1 Within person o’ 37.91%** 28.60*** 16.77*** 28.41%** 16.66***
3.78 3.02 1.81 3.03 1.81
Level 2 In initial status o’y 42.65%** 23.39%** 23.52%** 23.84%*** 24.20%**
12.89 8.35 7.71 8.51 7.93
In rate of change o’ 0.61%** 0.51%%* 0.58*** 0.48%**
0.20 0.20 0.21 0.20
Covariance Ce 0.00* 0.02%* 0.02~ 0.02~
0.01 0.01 0.01 0.01
Psuedo R’ Statistics and Goodness of Fit
R, 0.25 0.41 0.00 0.42
R’y 0.45 0.00 -0.02 -0.03
R 0.16 0.11 0.11
Deviance 1537.64 1483.91 1349.76 1465.32 1330.55
AIC 1543.64 1495.98 1365.76 1481.32 1350.55
BIC 1553.93 1516.56 1392.99 1508.65 1384.44
A AIC 47.02 123.57 7.91 132.12
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Table 32
Estimates of fixed effects from a series of individual growth models in which therapist competence in case conceptualization and homework data

predicts change in depressive symptoms after introducing beliefs about homework and the match / fit of therapist case conceptualizations

Fixed Effects Parameter Model 6 Model 7 Model 8 Model 9 Model 10
Initial Status
i Intercept Yoo 4.76~ 7. 3HHE 3.42 6.78%* 2.39
2.72 0.03 3.43 2.80 3.91
CRS Competence Vo1 0.15%* 0.20%* 0.20%*
0.06 0.07 0.07
HAACS Competence Y02 -0.05 -0.03 -0.03
0.04 0.05 0.04
HRS Beliefs Y03 0.13 0.14 0.15
0.08 0.08 0.09
CRS Match / Fit Voq 0.03 -0.03 -0.03
0.05 0.06 0.06
Rate of Change
Ty Intercept Y10 0.04 0.227%%* 0.05 0.18 0.05
0.12 0.08 0.15 0.10 0.16
CRS Competence Vi1 -0.01%** -0.00~ -0.00*
0.00 0.00 0.00
HAACS Competence V12 0.00* 0.00 0.00
0.00 0.00 0.00
HRS Beliefs V13 0.00 0.00 0.00
0.00 0.00 0.00
CRS Match / Fit Vig -0.00 0.00 -0.00

0.00 0.00 0.00
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Estimates of random effects from a series of individual growth models in which therapist competence in case conceptualization and homework

data predicts change in depressive symptoms after introducing beliefs about homework and the match / fit of therapist case conceptualizations

Variance Components Parameter Model 6 Model 7 Model 8 Model 9 Model 10
Level 1 Within person o, 27.67** 18.56%** 16.61%** 17.32%%* 17.3]%**
2.94 2.18 1.82 2.07 2.08
Level 2 In initial status 6% 23.36%* 23.22% 24 26%** 24 91 %** 24 82H**
22.2 7.89 7.94 8.46 8.44
In rate of change o’ 0.63%* 0.46%* 0.49* 0.46* 0.49*
0.21 0.19 0.19 0.21 0.21
Covariance Ce 0.02~ 0.02* 0.02* 0.02* 0.02*
0.01 0.02 0.01 0.01 0.02
Psuedo R’ Statistics and Goodness of Fit
R’. 0.03 0.35 0.42 0.39 0.39
R 0.00 0.00 -0.04 -0.06 -0.06
R’ -0.03 0.25 0.20 0.25 0.20
Deviance 1470.52 1192.94 1322.78 1165.80 1158.33
AIC 1486.52 1208.94 1346.78 1189.80 1186.33
BIC 1513.92 1235.04 1387.39 1288.76 1231.71
A AIC 9.46 287.04 149.17 306.18 309.65
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Estimates of fixed effects from a series of individual growth models in which therapist competence in case conceptualization and homework data

predicts change in depressive symptoms after controlling for depressive symptom severity and personality beliefs

Fixed Effects Parameter Model 11 Model 12 Model 13 Model 14 Model 15
Initial Status
i Intercept Yoo 3.02 12.00%** 3.08 9.69* 591
2.34 3.27 3.01 3.73 3.94
CRS Competence Vo1 0.12* 0.13** 0.13**
0.05 0.05 0.05
HAACS Competence Y02 -0.04 -0.04 -0.04
0.04 0.00 0.04
CIDI Symptom Severity Y03 2.95% 2.33~ 242~
1.16 1.18 1.22
PBQ Complexity Y04 -0.26 -1.89 -2.26
2.12 2.08 1.93
Rate of Change
i Intercept Y10 -0.07 0.07 -0.05 0.00 -0.13
0.07 0.12 0.10 0.13 0.13
CRS Competence Vi1 -0.01* -0.01** -0.00%**
0.00 0.00 0.00
HAACS Competence V2 0.00~ 0.00%* 0.00%*
0.00 0.00 0.00
CIDI Symptom Severity V13 0.13%#** 0.12%** 0.10%**
0.04 0.04 0.04
PBQ Complexity V14 0.06 0.10 0.07
0.08 0.06 0.06
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Estimates of random effects from a series of individual growth models in which therapist competence in case conceptualization and homework

data predicts change in depressive symptoms after controlling for depressive symptom severity and personality beliefs

Variance Components Parameter Model 11 Model 12 Model 13 Model 14 Model 15
Level 1 Within person 6% 28.65%** 29.03%** 16.72%** 17.09%** 17.13%**
3.03 3.10 1.82 1.89 1.90
Level 2 In initial status 6% 16.72%* 21.99%* 20.18%* 23.65%* 19.28**
6.63 8.15 6.99 7.99 6.96
In rate of change o) 0.35 0.73%* 0.25~ 0.52%* 0.32%
0.15 0.38 0.14 0.19 0.15
Covariance e 0.13%* 0.02 0.00~ 0.01* 0.01
0.04 0.02 0.00 0.01 0.01
Psuedo R’ Statistics and Goodness of Fit
Re -0.00 -0.02 0.42 0.40 0.40
R’0 0.29 0.06 0.14 -0.01 0.18
R’I 0.43 -0.20 0.59 0.15 0.48
Deviance 1471.58 1451.90 1319.75 1297.75 1289.85
AIC 1487.58 1467.90 1343.75 1321.75 1317.85
BIC 1515.02 1495.13 1384.42 1362.14 1364.98
AAIC 8.4 28.08 152.23 174.23 177.43
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Estimates of fixed effects of initial status towards a final model from a series of individual growth models in which therapist competence in case

conceptualization and homework data predicts change in depressive symptoms after the introduction of salient patient variables

Fixed Effects Parameter Model 16 Model 17 Model 18 Model 19
Initial Status
i Intercept Yoo 1.58 8.36~ 6.16 4.24%*
3.92 4.86 4.60 4.23
CRS Competence Vo1 0.16%* 0.16%* 0.13%* 0.16%*
0.06 0.06 0.05 0.05
HAACS Competence Y02 -0.03 -0.03 -0.04 -0.03
0.04 0.04 0.03 0.04
HRS Beliefs Y03 0.03 -0.02 -0.01
0.08 0.08 0.07
CRS Fit / Match Voq -0.02 -0.01 -0.01
0.05 0.05 0.05
CIDI Symptom Severity Y08 2.27~ 2.49~ 2.28~
1.22 1.22 1.28
PBQ Complexity Y09 -1.14 -2.32 -1.62
2.19 1.94 2.06
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Estimates of fixed effects for rate of change towards a final model from a series of individual growth models in which therapist competence in

case conceptualization and homework data predicts change in depressive symptoms after the introduction of salient patient variables

Fixed Effects Parameter Model 16 Model 17 Model 18 Model 19
Rate of Change
Ty Intercept Y10 -0.08 -0.23 -0.25 -0.17*
0.14 0.18 0.17 4.23
CRS Competence Vi1 -0.01* -0.01* -0.01%** -0.01*
0.00 0.00 0.00 0.05
HAACS Competence V12 0.00~ 0.00%* 0.00* 0.00*
0.00 0.00 0.00 0.00
HRS Beliefs Vi3 0.00 0.00 0.00
0.00 0.00 0.00
CRS Fit / Match V14 0.00 -0.00 -0.00
0.00 0.00 0.00
CIDI Symptom Severity V18 0.12%%* 0.09* 0.10%*
0.04 0.04 0.04
PBQ Complexity V19 0.16* 0.09 0.09
0.08 0.06 0.06




Table 38
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Estimates of random effects towards a final model from a series of individual growth models in which therapist competence in case

conceptualization and homework data predicts change in depressive symptoms after the introduction of salient patient variables

Variance Components Parameter Model 16 Model 17 Model 18 Model 19
Level 1 Within person o, 17.40%** 17.80%** 17.09%** 17.89%**
2.09 2.16 1.90 2.17
Level 2 In initial status o’y 20.69** 24.14** 18.99%** 20.39**
7.52 8.44 6.93 7.64
In rate of change o’ 0.26~ 0.53%%* 0.36* 0.30%
0.16 0.19 0.14 0.15
Covariance Ce 0.01** 0.01~ 0.01 0.01
0.00 0.01 0.01 0.01
Psuedo R’ Statistics and Goodness of Fit
R’e 0.39 0.38 0.40 0.37
R0 0.12 -0.03 0.19 0.13
R’I 0.57 0.13 0.41 0.51
Deviance 1148.73 1123.87 1282.17 1125.13
AIC 1180.73 1155.87 1314.17 1157.13
BIC 1232.60 1207.31 1367.95 1208.66
A AIC 315.25 340.11 181.81 338.85




