1. INTRODUCTION
1.1 THE DODO BIRD VERDICT
In the story of ‘Alice in Wonderland’ by Lewis Carroll, the Dodo bird declares that, “all have won, and everyone must have prizes”. This has become a well recognised, if not over-used, maxim in psychotherapy outcome research. It harks back to a most influential paper written by Saul Rosenzweig in 1936 in which he purported that the impact of common factors across different psychotherapies were so influential that there would be only small differences in the outcomes of different forms of psychotherapy when compared with one another. Three quarters of a century later, this is still an area of major debate and one in which the research findings remain unsatisfactory. While some reviews (Luborsky, Singer, & Luborsky, 1975; Luborsky, et. al, 2002) find appealing evidence for the Dodo bird verdict, it seems that the psychotherapy community at large are unwilling to accept these findings at face value. Rather, the Dodo bird has been over-ruled by the Orwellian pigs who claim that “all [psychotherapies] are equal, but some are more equal than others” (Orwell, 1945).    

1.1.1 The Paradox of Equivalent Outcomes: A Legacy of Meta-Analyses
Luborsky et al’s. (1975) review of over a hundred comparative treatment studies offered the first truly comprehensive review to support the claim made by Rosenzweig (1936) forty years earlier. These findings indicated that a high proportion of clients who receive psychotherapy do benefit from it, but that one type of psychotherapy could not offer a more effective treatment than the next. This was found to be the case when comparing group versus individual therapy, time-limited versus unlimited therapy sessions, client-centred therapy versus other modalities, and cognitive-behavioural therapy versus other modalities. However, they did not find that this verdict extended into comparisons of psychotherapy with other forms of treatment. Pharmocotherapy was found to be superior to psychotherapy, although this has later been refuted in other studies (Smith, 1982; Elkin, 1994). In studies where psychotherapy was compared with control groups, results show psychotherapy to have superior outcomes in about 60% of studies, but in a third of all studies there were no significant differences.

Having put forward these findings, the authors themselves do not consider this a fait accompli without need for further investigation. To the contrary, they implore the reader to avoid complacency in accepting this verdict, and not to assume that patients can simply be randomly assigned to any treatment since they are all equivalent. Instead, they point out that similarities in numbers of patients improving across studies should not be taken to imply that the quality or nature of the improvement is similar. There has generally been no step taken to show how well the designation to a particular therapy fits the particular individual, and there is insufficient knowledge of the effects of common factors (Kazdin, 2005). Other areas such as effectiveness of longer-term therapies, other therapeutic approaches, and particular client and therapist factors need exploration.

After more than twenty five years of debate in this area, Luborsky and colleagues (2002) returned to the question of the Dodo bird verdict to find it ‘alive and well – mostly’. In this review they considered 17 meta-analyses which returned low and non-significant effect sizes (Cohen’s d = 0.2). They went on to conclude that the effect sizes of previous analyses would be further reduced when one corrected for researcher allegiance effects; that is, the effect produced by the researcher’s affiliation to the preferred modality in refuting the null hypothesis. The authors offered four reasons for the small effect sizes. First, the types of treatment do not differ much in their main effective ingredients, and therefore small differences with non-significant effects are the rule. Essentially, this is the argument for common factors which will be discussed further below. Second, the researcher’s allegiance to each type of treatment compared differs, sometimes favouring one treatment and sometimes favouring the other. In other words, a single treatment may be favoured by a researcher’s positive allegiance in one study, but may be discredited by a negative allegiance of a researcher in another study. Third, clinical and procedural difficulties in comparative treatment studies may contribute to the non-significant differences trends. This explanation is a methodological issue whereby non-significant differences may be due to design limitations of comparative studies. The effects of different treatments may appear in ways that have not yet been studied. Fourth, interactions between certain patient qualities and treatment types, if not taken into account, may contribute to the non-significant difference effects. In addition, it is increasingly being recognised that therapist effects contribute to a greater proportion of outcome variance than was previously acknowledged, and this proportion is notably more than the contribution of specific treatment effects (Wampold, 2001).

From these explanations, the authors draw a number of conclusions. The overall finding of this meta-meta-analyses was that the difference in success rates between psychotherapies was small and non-significant (10% difference, or Cohen’s d of 0.2). This figure is conservative because it was derived from the absolute values of effect sizes in the different studies. Had the actual values been averaged, a number of them may have cancelled each other out which would serve to reduce the overall effect size even further. Therefore, Luborsky and colleagues believe they have confirmed Rosenzweig’s verdict that the outcomes of quantitative comparisons of different active treatments with each other show small and non-significant differences. However, there are a number of caveats to this conclusion. A few comparisons of active treatments with each other have larger and more significant differences which should be taken seriously (Lambert & Bergin, 1994; Crits-Christoph, 1997). In other words, the Dodo bird verdict may not apply as well in all cases. We may ultimately find that research on the match of the type of patient to the type of treatment will offer more information than the usual comparative treatment research design with its focus on the comparison of different treatment types across patient types. It may be, in fact, that sub-groups of patients might do better or worse with a specific treatment such that specific hypotheses about these subgroups are needed (Barber & Muenz, 1996). In addition, meta-analyses for long-term treatments are needed to establish whether significant differences in outcome exist between short-term and long-term treatments. Finally, as recommended by Luborsky, Singer & Luborsky (1975), different ways of conceptualising and measuring outcomes need to be considered. More often than not, outcome measures account for symptom changes but do not reflect other areas of client change such as general adjustment and global functioning. Different therapies may produce different proportions of these, and this should be reflected in the research on differential outcomes. This point has been acknowledged as an important consideration for research by the APA Task force (2006) for Evidence-based Practice in Psychology.
Following this review by Luborsky et al. (2002), a number of key individuals in the field have offered reflections and rebuttals to their findings. Diane Chambless (2002), chair of APA Division 12’s Task force on Promotion and Dissemination of Psychological Procedures which introduced the focus on evidence-based psychotherapy in the U.S., criticises the review for its use of studies that did not compare different types of psychotherapy to one another, but looked at psychotherapy compared to control groups or pharmacotherapy. These studies tell us nothing of the equivalence of psychotherapies. Further to this, Chambless is critical of the overlap of studies reviewed in the different meta-analyses, which confounds the statistics and exaggerates the apparent stability of the findings. She cautions the reader that it is misleading to interpret main effects when these are modified by interactions, and it is unwise to generalise too far from the data. The meta-meta-analyses show the average difference to be small when all possible differences for all possible problems are averaged, but this does not account for specificity of treatment effects, and the increasing discovery that more subtle differences in clients interact with treatment interventions. Moreover, the rebuttal highlights the shortcomings of the methodology since efficacy findings are limited to those studies that have investigated particular treatments for their already anticipated clinical benefits. This is not by chance, but rather because certain treatments are already indicated as efficacious before research is conducted on them. Researchers do not set out to study their favoured treatment with clients who they do not think will benefit as a result.
Hunsley & Di Giulio (2002) strongly oppose the equivalent outcomes position by evaluating in some depth a number of meta-analyses (Smith, Glass & Miller, 1980; Wampold, Mondin, Moody, Stich, Benson & Ahn, 1997; Shadish, Matt, Navarro, & Phillips, 2000). They report a number of errors in the analyses including categorisation, measurement quality, researcher allegiance, and statistical simplification, and the authors conclude that there is evidence in both the outcome research and the comparative treatment research that cognitive and behavioural treatments are superior to other treatments for a wide range of conditions. They did also reflect that finding ‘winners’ amongst treatments is a misguided venture. Rather, they maintain that research ought to focus on expanding the list of empirically supported treatments, and improving upon the therapeutic impact of already efficacious treatments. It may be wise to qualify this goal with the statement that we should not simply be adding to the quantity of validated treatments, but in the endeavour to find the best treatment fit, we should be honing in on the key principles that bring therapeutic success.

Rounsaville and Carroll (2002) reiterated Luborsky et al.’s (2002) acknowledgement of the differential effects that may occur for different patients, and the need for further investigation into client-treatment matching. They point out the limitations of randomised control trials in this area of research, mostly because they are designed in such a way that many potential differences across treatments are never assessed, and the likelihood of detecting cross-treatment differences are minimised. 

From the above arguments, it is evident that the field of psychotherapy is far from reaching a consensus on this issue. Many now argue that the ‘Dodo bird verdict’ should be as extinct as the Dodo bird itself, but those with strong views in either the common factors or the specific effects domain are reluctant to surrender. Moreover, what is considered a specific technique may be more common than some would like to admit, as with the example below on ‘exposure’. Therefore, there is a need to address the question of what is considered to be a common factor.

1.1.2 What are ‘The Common Factors’?
The common factors approach states that all therapies work because of what they have in common, rather than because of what differentiates them from one another. When Rozenzweig (1936) first initiated the debate with his ‘Dodo Bird Verdict’, he identified four common factors, namely the therapeutic relationship, a systematic rationale that helps explain the patient’s issues and a means of addressing them, integration of personality systems, and the personality of the therapist. Following this, Frank (1973, 1978, 1982) also proposed four common factors which he identified as the therapeutic relationship, a healing setting, a rationale that provides an explanation for the patient’s difficulties as well as a means for relieving them, and actual provision of prescribed treatments for alleviating suffering. In a recent chapter, titled “Empirically Supported Common Factors”, Weinberger & Rasco (2007) have reviewed the literature on five common factors which are the therapeutic relationship, expectations of treatment effectiveness, confronting or facing the problem (exposure), mastery or control experiences, and attribution of therapeutic outcome.

The therapeutic relationship is the most widely studied common factor with over 2,000 studies providing evidence for its contribution to outcome variance (Hovarth & Bedi, 2002). Indeed, the argument that its contribution to outcome variance is greater than that of technical factors (Beutler, 1989; Lambert, 1992) led Division 29 (Psychotherapy) of the APA to commission a Task force on the matter. The Task force concluded that the relationship was a critical factor in psychotherapy (c.f. Norcross, 2002), and reported that the therapeutic alliance, empathy, goal consensus, and collaboration between therapist and patient, as well as a sense of cohesion between therapist and patient clearly contributed to therapeutic change. However, Kazdin (2005) argues that the therapeutic alliance literature cannot support or refute the common factors view. The main reason for this lies in the fact that the timeline between therapeutic relationship and outcome has not been established. It is unclear whether early change in symptoms results in a positive relationship, or whether a strong relationship causally initiates symptom change. A favoured argument for the case of the therapeutic alliance is how much variance the alliance accounts for in treatment outcome. Kazdin argues that this not a measure of the importance of therapeutic alliance. If alliance is proxy for other variables (e.g. client characteristics) or follows rather than precedes symptom change, then the amount of variance eludes interpretation. Effect sizes between two variables have very little meaning if we have no idea what explains one (or both) constructs and the timeline is not known. There is a lack of sound assessment measures for the common factors, and therefore it remains impossible to determine which ones might make a difference in therapeutic change. Kazdin purports that the mechanisms by which treatments lead to change is the area of outcome research requiring the greatest attention at this time. Until we can understand how one construct causally impacts upon another, we cannot make a case for the importance of such constructs. 

The ambiguity of the term ‘therapeutic relationship’ and the need to directly research the active components of the construct has, to some extent, been recognised by the Division 29 task force who did give consideration to client characteristics as customising variables. Clarkin & Levy (2004) reviewed the patient characteristics which have been researched thus far and these included degree of help seeking, diagnosis, symptom severity, demographics, personality variables, and interpersonal factors. These may serve a prognostic purpose in predicting how people will do in therapy, and assisting in the decision about which treatments may be most effective. Non-diagnostic factors are not considered in research on effective treatments, and when client characteristics are included, they are often viewed as static and uniform across clients. This is a simplistic view which cannot account fully for the contribution of the client to the overall outcome.

In addition, it has also begun to be recognised that the contribution of therapist factors to the relationship, and to the outcomes of therapy as a whole are also very important (Wampold, 2001). This is supported by the fact that RCTs produce considerable within-cell variability that is not accounted for by therapist adherence to a treatment protocol. Therapist skill and competence makes a significant contribution to the outcome variance. Safran & Muran (2000) found that alliance could be enhanced through a number of therapist factors such as attuning to the patient’s experience of therapeutic interventions, the therapist’s acceptance of their own contribution to therapeutic interactions, and the therapist’s identification of problematic interpersonal issues between themselves and the patient. Norcross and Lambert (2006) reported that outcome was improved when patient and therapist were matched so as to maximise the therapeutic relationship.

The second factor reviewed by Weinberger & Rasco (2007) was ‘the expectations of therapeutic effectiveness’. This factor is also referred to as ‘the placebo effect’ and has been found to hold across modalities, although none have formally incorporated this into their systematic thinking (Howard, 1986). Generally, the placebo effect is viewed as trivial and disingenuous, even somewhat of an embarrassment to the kudos of the psychotherapy endeavour. This may be due, in part, to the adoption of the medical model which values physical effects that constitute treatment, but not psychological effects. However, Weinberger & Rasco (Ibid: 111) highlight the irony of this in psychotherapy research since it is precisely the psychological effects that we are interested in. Frank (1973) has written extensively about the notion of expectancy within the framework of hope. He shows evidence for improvement in client outcomes before the therapy sessions have even begun, and uses the idea of client expectation and hope as an explanation of this. Glass, Arnkoff & Shapiro (2001) remark on the role expectations that clients have for themselves and therapists. There is a suggestion that the effectiveness of interventions may depend on a client’s receptiveness to these roles. Improvement may be related to an agreement on methods between therapist and client. Thus, therapists can use what clients want as a starting point for raising expectations about positive outcome in the client. (See later sections on responsiveness (Stiles, 2009) and utilisation of the client’s frame of reference (Duncan & Moynihan, 1994)).

The third factor, ‘confronting and facing the problem’ has also been termed ‘exposure’ by some modalities. While different techniques may be employed by different modalities in evoking this factor, it is nevertheless a principle that is common across orientations. Constructions or labels may differ, but the underlying process is common. In a review by Orlinsky & Howard (1986a), they concluded that confrontation was an effective therapeutic technique. Every psychotherapy modality advocates helping clients face their fears, through various direct and indirect methods. The behavioural school most obviously implement this factor through graded exposure and systematic desensitisation. Experiential methods may employ such methods as the ‘empty chair’ technique, while more exploratory and narrative therapies may evoke this factor more implicitly through conversation and suggestion. Other than behavioural modalities, little empirical work has been conducted in this area and no-one is clear about how and why it works. Nevertheless, it is recognised and accepted as a common feature in psychotherapy practice.

‘Mastery’ or a ‘sense of cognitive control’ as a common factor has significant evidence to vouch for its effectiveness, although it is more explicit in cognitive and behavioural modalities, and much less so in experiential, humanistic and psychodynamic approaches.

Finally, the ‘attribution of therapeutic outcome’ is a factor of great import. Relapse in therapy is common, and research suggests that how patients understand the outcome of their treatment affects the probability of relapse. Treatment success is more likely to last when internal attributions are made because the patient believes that positive change lies within him or herself, and so they feel more able to cope when new challenges arise. This has been noted in the area of social psychology in what is referred to as ‘self-efficacy’ (Bandura, 1977). A strong internal attribution for change, or sense of efficacy, predicts that the therapy effects will last. This factor is closely linked to the previously noted factor of expectancy. For the most part, clients who expect positive outcomes and hold the belief that they are active agents of the change in therapy, are more likely to remain well after therapy concludes, and are therefore less likely to re-enter treatment.

The above summary of the review of empirically supported common factors by Weinberger & Rasco (2007) is not exhaustive. For instance, Castonguay & Beutler (2006) write extensively on Principles of Change following a task force commission. They identify the need for provision of a structured treatment and clear therapy focus, of addressing interpersonal issues, of helping to change maladaptive cognitions, and of helping clients to better tolerate difficult emotions. The variations in lists of common factors are not generally cause for disagreement, although it is clear that the orientation and biases of individual researchers have a role to play in the common factors identified. The area of contention lies much more in the argument between the common factors approach generally and that of treatment specificity.  

1.1.3 Specific Effects versus Common Factors: An Unhelpful Dichotomy
DeRubeis, Brotman & Gibbons (2005) make the argument for the specific effects of psychotherapy. They argue against a common assumption in the literature that the finding of equivalent outcomes in therapies is evidence for change through (the same) common factors. They argue that it is equally possible that change may be the result of specific factors working individually in different therapies to bring about equivalent shifts in outcome. Wampold (2005) rebuts this claim by arguing that we should not give up the null hypothesis – that the specific ingredients of a treatment are not remedial to a disorder – until there is convincing evidence that it is false. Just because it is plausible that specific factors may be at work in different therapies is not evidence enough for the falsity of the null hypothesis. DeRubeis et al. (2005) cite research of cognitive behavioural therapies shown to be superior to other therapies for particular disorders, and they state that such non-equivalence findings must be taken as evidence that some differential factors between the two treatments are at work. Wampold (2005) protests that it is not appropriate to identify a few studies that show difference since this may simply be due to sampling error (Type I errors). There is no specific disorder for adults for which one treatment is shown to be consistently superior to another, so proponents of specificity cannot argue for rejection of the null hypothesis. Wampold (Ibid. 195-196) goes on to specify four reasons why evidence for specific effects is absent. First, removing critical specific ingredients using dismantling designs do not attenuate the benefits of the treatments (Ahn & Wampold, 2001). Second, treatments without specific ingredients, when well designed, produce benefits approaching that of treatments designated as empirically supported (Baskin, Tierney, Minami & Wampold, 2003). Third, psychological mechanisms do not mediate treatment effects, and benefits are attained before specific ingredients are delivered (Wampold, 2001). Fourth, treatments designed for a particular deficit are not more effective than treatments not designed for that deficit (Wampold, 2001).

1.1.4 Towards an Integration
As opposed to one or other of these viewpoints in their absolute form, others have begun to adopt a position that views the dichotomy as an unhelpful divide in the quest to understand what works in therapy. Craighead, Sheets, Bjornsson, & Arnarson (2005) argue that clinical and research outcomes result from a combination of non-specific effects with specific treatment effects and their interactions. They go on to reason that establishing superiority is not the same as establishing specificity. When treatments are compared, specific effects and common factors are hopelessly confounded, and it is impossible to ascertain whether any benefits of one over another were due to either of these domains. Such studies cannot establish specificity. Instead, there is an overdue need to evaluate the mechanisms of therapeutic change, both specific and nonspecific. There is an emerging recognition that specific effects and common factors cannot be considered in isolation, and it is unlikely that either one is solely responsible for the effectiveness of psychotherapy. Rather, it seems much more valuable to establish which facets of both specific effects and common factors are active in therapy outcomes, and how they may be interacting to produce their effect. In support of this view, Clinton, Gierlach, Zack, Beutler, & Castonguay (2007) reflect that the separation of technical, relationship, and participant factors may lead to a distorted picture of the process of change in psychotherapy. They propose that integration of these factors may prove the better strategy. Beutler and Johannesen (2006) argue that it is the interaction between patient and therapist characteristics and therapeutic interventions that is most strongly predictive of outcome.

The argument for specificity in outcome research is a long-standing one. In the 1960’s, Kiesler (1966) countered Rosenzweig’s verdict with the view that psychotherapy research was hindered by “uniformity myths” – that is, the idea that therapies, clients, and methods are all interchangeable due to their equivalency, and the assumption that all clients need similar things. To step away from these assumptions, requires a re-evaluation of the task at hand. Instead of searching for therapies that are effective in general, there is a need to consider how all the variables interact with one another and the effects that this has on outcomes and client change. The specificity of effectiveness was formulated as the Matrix Paradigm by Paul (1967) who asserted, 

“The question towards which all outcome research should ultimately be directed is the following: What treatment, by whom, is most effective for this individual with that specific problem and under which set of circumstances” (1967:111)

The matrix is conceptualised as “treatment x therapist x client x problem x setting” and requires researchers to address a set of cells within the multi-dimensional model. It has been noted (Stiles, Shapiro, & Elliott, 1986) that there are serious strategic difficulties with the matrix paradigm due to the high number of variables within each category, but its feasibility could be greatly enhanced by theories to guide the choice of cells to investigate. While the practicalities may make such research more challenging, it is worthy of investment since it may offer an escape from the impasse of the Dodo bird verdict. With the goal of precision and specificity at its heart, such approaches can allow a more pluralistic platform from which to investigate effectiveness of psychotherapies. Emerging from this position is the demand by some for the differentiation of outcome measures. If change is viewed as multi-dimensional, then it is logical to assess outcome from multiple vantage points. Stiles, Shapiro, & Elliott (1986) write, 

“Projecting multiple dimensions onto a single dimension of “improvement” or “change” by using averaged scales or effect sizes makes therapies comparable, but at the cost of masking their diversity and potency of effect.” (1986: 171) 

Stiles (1983) reflects on psychotherapy’s inappropriate analogy to medicine as a reason for the idea of consensually recognised “improvement”. Medical treatment is generally oriented towards correcting deviations which are generally similar for everyone and universally desired. Psychological health, on the other hand, is heterogeneous, especially when considered across roles and cultures. For this reason, a more pluralistic approach to psychotherapy treatment and outcome assessment is needed. This returns the argument to Paul’s (1967) formulation, as noted above, but qualifies the statement with a need to consider specificity of effect, variability of values, and wide ranging individual differences.

Before addressing this argument for specificity in psychotherapy research more fully, and how it impacts on the present study, it is necessary to understand the current zeitgeist of evidence-based research – its origins in the medical model, the unprecedented value given to positivist methods, the limitations of such methods in the psychotherapy field, and the subsequent disenchantment that is growing amongst researchers and practitioners alike.
1.2 EFFICACY VERSUS EFFECTIVENESS: Widening the horizons of evidence-based research

1.2.1 Adopting the Medical Model

The divide between efficacy and effectiveness research which has largely determined the course of psychotherapy research for the last 60 years arose from the initiation of the “Science-Practitioner Model” at the 1949 Boulder Conference which had the aim of bridging the gap between practice and research (Barkham & Mellor-Clark, 2003). The difficulties in bridging this gap have been noted by proponents on either side of this divide. Nathan et al. (2000) use the analogy to the Greek myth of Scylla & Charybdis to enunciate the conundrum of navigating a path which is able to envelope both evidence-based practice and practice-based evidence. This challenge has been exacerbated by psychology’s efforts to be acknowledged as a natural science employing sound experimental methods, and more specifically, psychotherapy’s embrace of the medical model for the diagnosis and treatment of psychological problems (Albee, 2000). This model, inherited from pathologist Virchow, presents a functional model of disease which focuses on disordered processes rather than entities, and suggests that each disease has a specific, identifiable cause. From this, the task for psychiatry became clear - find an accurate, reliable classification system and then proceed to look for the specific cause of each of these accurately classified mental conditions (Albee, 1996). While proximal or exact causes have now been found for many organic illnesses, as well as some neurological diseases such as Parkinson’s and Huntington’s, no such physiological causes have been found for ever-increasing numbers of mental illnesses that appear in our diagnostic manuals. The medicalisation of mental illness relies on the idea that the source of the problem is located at a specific place within the patient and can be diagnosed using objective, quantifiable evidence and treated with replicable, manualised interventions. But as recently as 100 years ago there was no such consensus, and mental problems were viewed more as religious or spiritual problems (Hunsberger, 2007) than diseases. At the meeting of the Society for Psychotherapy Research in 1986, Dr. Gerald Klerman indelibly stamped the medical model into the field of psychotherapy by insisting that we must come to view therapy as we do aspirin. By this he meant that, “each form of psychotherapy must have known ingredients, we must know what these ingredients are , they must be trainable and replicable across therapists, and they must be administered in a uniform and consistent way within a given study” (Beutler, 2009).  Since then, the medical model has gained huge favour in economic and political circles, with many of the governmental bodies (UK Department of Health) and organisational task forces (American Psychological Association) advocating such views and accompanying research methods as preferential to all others in what Barkham and Parry (2008) have referred to as a ‘hierarchy of evidence’. 
1.2.2 Randomised Controlled Trials: Assumptions & Limitations

Efficacy research and the randomised controlled trial elegantly accommodate the values of a natural science approach. The methodology is rigorous and systematic, and has been widely accepted over the past fifty years as the definitive methodology in efficacious psychotherapy research. Only recently are the shortcomings and limitations becoming apparent when such a method is applied to this complex field. Most significantly, efficacy trials are known for their high internal validity which allows data to be aggregated, and subsequent generalisations to be made. This method demands the random assignment of participants to either an active or control group to ensure that participant characteristics are as similar as possible in all groups. However, this involves the assumption that individual and contextual differences are more or less evenly distributed across groups. Furthermore, the randomised control trial strives for homogeneity of the participants included in the study, but this ignores the complexity of human nature. It also relies on a singular diagnosis being given to those included in such studies with the further assumption that all other variables can be held constant. These very requirements for a sound efficacy trial preclude their applicability in practice-based setting since they cannot account for individual differences and external validity is poor. Additionally, efficacy studies require a control condition. This has raised ethical questions about the subjection of clients to an inert treatment, and the biases that may be introduced by such a process (Nathan, et al. 2000). Seligman (1995) has criticised the control group criterion for the bias introduced by the fact that those patients passively involved in efficacy trials are very different from those who actively seek treatment in naturalistic settings. Even more problematic is the issue of “inert” treatments which have been shown to include active ingredients which moderate change (Frank, 1971; Greenberg, 1994; Orlinsky & Howard, 1975). Since replication is such an important aspect of this methodology, the efficacy study must define the type of treatment being offered. This has led to the popularity of treatment manuals which ensure that therapists adhere to a prescribed protocol. Of course this ideal is impossible to achieve when working in the social sciences. Not only is it impossible to achieve uniformity across therapists even with the use of manuals, it is also detrimental to the creative enterprise of therapy. It negates the subjective skills and knowledge which are at the core of the profession and forgets that psychology has a ‘dual heritage’ (Messer, 2004: 586) of both scientific and humanistic principles. 
In response to the American Psychological Association’s (APA) Presidential Task force on Evidence Based Practice (2006), Wendt & Slife (2007) question the grand epistemological assumption being made that ‘evidence equals empirical’. Empirical is understood to mean objective or impartial “in the sense of exposing what is actual or real”. It is not viewed as one particular epistemology but rather as a transparent window to the way things are. There appears to be no acknowledgement of the fact that clinicians and researchers are interested in non-observable meanings and relationships (Slife, Wiggins, & Graham. 2005: 89). They recognise the existence and importance of such factors, but in order to comply with the method requirements of empiricism, they must be made observable and operational. Wendt and Slife (2007: 613) state: “APA’s policy runs the risk of making psychotherapy research a compendium of operationalisations without any knowledge of how they relate to the original object of study”.  In rebuttal to this, they argue for an alternative philosophy of science. They conclude, however, that the remaining problem lies with the Task force who assume that all alternative methods are variations of the same empiricist epistemology, and relegate qualitative research to second class citizenship by referring to it as “subjective” in an epistemology that champions objectivity.
In the United Kingdom, a similar picture presents. Barkham & Parry (2008:399) explain: 
“Current guidelines emphasise treatment efficacy, and issues in service delivery are relatively neglected. Hence, there is a hierarchy of evidence in which randomised efficacy trials are given primacy over naturalistic (i.e. practice-based) data… [This] exacerbates divisions between research and practice communities”. 

Beutler (2009) reflects that this divide is maintained, not by practitioners unwilling to engage in research, but rather by scientists who fail to offer a workable model of how to integrate science with practice, and refuse to recognise the weak evidence for certain beliefs about empirically supported treatments (ESTs). To substantiate these points, Beutler outlines three ‘myths’ about psychotherapy research which have little or no evidence to support them. These are relevant to the present argument, and therefore are listed below with a brief explanation of their mythical nature:

(1) Psychotherapy would be more effective if everyone practiced an “empirically supported treatment”. However, studies/meta-analyses (Lipsey & Wilson, 1993; Shadish, Matt, Navaro, & Phillips, 2000; Wampold, 2001) have found effect sizes to be negligible when ESTs were compared with treatment as usual (TAU). The structured and “proven” treatments did not differ from the usual or less structured treatments.
(2) Cognitive and cognitive-behavioural therapies are more effective than relational and insight-orientated forms of psychotherapy. No differences were found when studies were reviewed in meta-analyses (Smith & Glass, 1977; Smith et al., 1980; Wampold et al., 1997) and corrected for certain artefacts, such as equally structured treatments, equally trained therapists, and outcome measures that were adjusted for reactivity. Following such corrections, there is little advantage for cognitive therapies when compared with relationship and insight models of treatment, even among patients with serious anxiety disorders and depression.
(3) The relationship between the patient and the therapist determines most of the meaningful outcomes that can be attributed to psychotherapy (Norcross, 2002). This is a widely supported view, but seems to result from a statistical misinterpretation. When correlation scores are converted to ‘d’ statistics, the outcome variance accounted for by relationship is quite small. A review of such studies (Horvarth & Symonds, 1991; Martin, Garske, & Davis, 2000) suggests that the relationship accounts for less than 7% of the variations among outcomes (In contrast, Asay & Lambert (2004) say that it accounts for 30% of the variance but this may be based on effect sizes calculated as correlations rather than a function of ‘d’).

Following exposure of these myths in the research literature, Beutler puts forward a number of working postulates to clarify the implications of his findings, and makes recommendations for future research. Of these, three are particularly important to the current study. 

Firstly, RCTs are a viable scientific option for addressing some treatment options. The strength of the RCT methodology was that it could hone in on the specific ingredients of treatment. It is asserted that these specific ingredients are the things embodied in the model of change used by the therapist (Elkin, 1994), and that other things are incidental to the treatment, and should therefore be controlled, held constant, or eliminated. The logic herein demands that therapists be trained to a criterion of performance such that the highest level of reliability can be achieved. Higher reliability would be indicative of equivalence, and in an ideal RCT for therapy, all therapists within a given therapy would be identical. Therapist variance is considered error variance since therapist factors are not considered specific ingredients of the treatment being tested, and any variation would only interfere with results. 

Stiles (2009) notes that the logic of an RCT implies that individual and contextual differences are more or less evenly distributed across groups and that the treatment can be considered an independent variable. But clients in a psychotherapy treatment condition do not receive the same treatment – and treatment is not fully determined by the investigator. This is due to what Elkin (1999) referred to as ‘causal entanglements’ – that is, the fact that treatment, therapist and patient variables all interact to causally influence each other. In order to properly partition outcome variance into independent variables associated with specific treatment, therapist and patient inputs, each of these kinds of inputs must be unaffected by, and in this sense, independent of the other kinds of inputs. Stiles’ argument clarifies Krause & Lutz’s (2009: 74) elaboration of this issue. Therapists implement treatments and respond according to the client before them. In the same way, clients will behave differently according to the type of treatment they receive and the particular therapist with whom they engage. Types of treatment cannot be evaluated for effectiveness as if they were independent of therapists and patients; therapists cannot be evaluated for effectiveness independently of the types of treatment they employ and the types of patient they treat; and patients cannot be evaluated for their contribution to outcome independently of the treatment they receive and the influence of the particular therapist on the process. Although this may be obvious to the practising clinician, it is a grand violation of the assumption of independence that underpins the logic of RCTs.  

1.2.3 Appropriate Responsiveness
The discrepancy here, between independence assumptions of RCTs and the idiosyncratic nature of clinical practice, has served to maintain the ‘scientist-practitioner’ gap. While efficacy studies aim to control variance in therapist and client factors, the clinician appreciates the specific effects of the relationship, and understands the need for appropriate responsiveness to individual clients (Stiles, Honos-Webb, & Surko, 1998). The concept of responsiveness, as championed by Stiles, refers to behaviour that is affected by emerging context, including others’ behaviour. Clients and therapists are constantly adjusting their response to one another based on the other’s behaviour. Addis and Cardemil (2006) maintain that such flexibility and creativity in therapist responsiveness are allowed in RCTs, but this would diminish the strength of the methodology and infringe on its fundamental principles. Since responsiveness relies on reciprocal and ever-changing feedback systems, the independence assumptions of RCTs would be violated if these systems were to be incorporated in such trials. Therapists respond to emerging information about their clients’ progress with the aim of promoting outcomes. When they get information about outcome they use it to improve future outcomes (Lambert et al. 2001, 2002 show this in formal reports of scores on outcome measures). Clients also use information about their progress or lack of progress to improve their own outcomes (Bohart & Tallman, 1999). Therapists and clients continually monitor emerging outcomes and adjust their behaviour accordingly in order to achieve treatment goals. Thus, information about outcome feeds back to improve delivery of the treatment on many dimensions and timescales. The dependent variable alters the independent variable in ways meant to make the treatment more effective. This feedback loop violates independence assumptions (Krause & Lutz, 2009) and defeats differential treatment effects. Since all bona fide therapies are trying to help and all offer a range of potentially effective tools, it is not surprising that they are found to be broadly effective with negligible differences. Appropriate responsiveness offers an interpretation of the paradoxical equivalent effectiveness of diverse therapies (Stiles, 2009). 

Furthermore, the regulation of responses according to individual client needs can also offer an explanation for the lack of correlation between outcome and process (Stiles & Shapiro, 1994), and the lack of association between outcome and treatment duration. Following the rationale of the drug metaphor, the assumption for psychotherapy is that if a component is an active ingredient of treatment, then administering a high level of it will yield a positive outcome (Stiles & Shapiro, 1994). A number of studies into dose-response correlations (Orlinsky & Howard, 1986a; Shapiro et al. 1994; Stiles & Shapiro, 1994) show negligible statistical relationships between process and outcome. This is probably not due to inert process components, but rather that the drug metaphor is misleading (Stiles & Shapiro, 1989). The process-outcome correlation logic overlooks therapist responsiveness to varying client requirements. The idea that the strength of active ingredients should determine which clients improve makes the assumption that process components are delivered randomly with respect to client requirements. However, practice-based studies find this logic to be erroneous, and appropriate responsiveness may well provide a suitable explanation. In practical settings, the strength of the dose or process component would vary in response to individual client requirements and therapists adapt to these varying requirements, albeit imperfectly. Some clients will require less of the active ingredient (process component) but will have better outcomes. On a linear model, this would show a negative correlation but in fact is not an accurate representation of what is happening in the therapy process. This linear model suggesting that process components are delivered randomly or irrespective of client requirements is violated in any sound psychotherapy practice. Responsiveness indicates that outcome feeds back to influence process. As a result of such feedback, process-outcome systems are nonlinear and so it is unlikely that correlations which are based on linear models will adequately assess the relationship between process and outcome. 

1.2.4 Complementary Methodologies
From the above examples it becomes evident that insisting on RCTs as the ‘gold standard’ negates the personal characteristics, the interpersonal compatibility, and the idiosyncratic feedback responses of the therapist and patient involved. Hence, Beutler (2009) proposed the second postulate that some research questions are not effectively addressed with RCT designs and are best answered by naturalistic and quasi-experimental studies. This point is of particular significance to the methodology proposed in this study, since it directly advocates the use of methods other than RCTs. This stands to reason because there is a growing recognition that some of the real effects in psychotherapy are associated with variables that cannot be randomly assigned, such as therapist and patient personalities, interpersonal values, gender, social skills and attachment levels (Castonguay & Beutler, 2006; Duncan & Miller, 2006). On this premise, Beutler (2009) argues that randomisation should not be the criterion determining the merit of a research study. Rather, the nature of the variable under investigation should provide a clue as to which method should be used to study it; that is, the methodology should be ‘fit for purpose’. In substantiating the methodology proposed for this thesis, Elliott (2001; 2002b) argued that RCTs translate poorly into practice-based settings because:
“[they] rely on a stripped-down operational definition of causality (from J.S. Mill; see Cook & Campbell, 1979), in which inferring a causal relationship requires establishing (a) temporal precedence (priorness); and (b) necessity and sufficiency (that cause and effect covary). Thus, RCTs are “causally empty”, offering conditions under which inferences can be reasonably made but providing no method for truly understanding the specific nature of the causal relationship. Haynes and O’Brien (2000) have argued that inferring a causal relation requires another condition: the provision of a plausible account (“logical mechanism”) for the possible causal relation. Unfortunately, RCTs provide no built-in method for establishing or identifying such plausible causal processes.”

- Elliott, 2002: 2 –

Another problem with RCTs, also noted by Elliott (2002), is that they are designed to capture broad, generalisable information about a group undergoing a treatment, but can say nothing of individual differences. However, the psychotherapeutic process is pregnant with idiosyncrasies which cannot be separated out and controlled for by such a design. This limitation provides the impetus for moving the study of causal inference from the group to the single case, where each client’s change processes can be individually investigated and understood.

This brings us to Beutler’s (2009) third working postulate which states that changing the definitions of “psychotherapy” and of “research-informed practice” that are used in research is required to advance our understanding of their importance. Variables such as the therapist’s personality, the patient’s response style, and those that index a degree of fit between the selected therapy and the patient must be considered to be potentially active ingredients of psychotherapy itself. Separating the person of the therapist and the client from the acts of psychotherapy, as suggested by Klerman’s aspirin metaphor, is unsupportable in psychotherapy research. Instead a new definition of psychotherapy for clinical and research purposes is proposed, and reads as follows: 
“The therapeutic management, control, and adaptation of patient factors, therapist factors, relationship factors, and technique factors that are associated with benefit and helpful change”

- Beutler, 2009: 311 –

If we are to embrace such an all-encompassing definition and re-evaluate what is intended by research-informed practice, then we need to horizontalise the ‘hierarchy of evidence’. Sir Michael Rawlins, Chairman of NICE, stated his dislike for such hierarchies at the national conference on Psychological Therapies in the NHS (2007), but has seemingly only paid lip service to alternative approaches without demonstrably showing any support for them. Barkham and Parry (2008) point out the similar empty statements offered here as Wendt and Slife (2007) highlighted in their criticism of the APA task force’s (2006) epistemological assumptions. The major fault in the hierarchy of evidence which still persists is the criticism of one approach using criteria which are explicitly part of another. For instance, the criticism of naturalistic studies for not using randomisation is founded in the epistemology of RCTs. By the same process, RCTs could be discarded for not drawing on heterogenous samples seen in routine settings. The fact is that each design addresses a different question in which certain design components are essential, but these come at a cost. No single design methodology currently available to us is able to provide perfect rigour and relevance, but there is a need to re-establish the balance to the supremacy that has been granted to the RCT up to this point. As Barkham & Parry (2008) argue, we need to move on from a unidimensional hierarchy of evidence in which some methodologies are valued more than others irrespective of the clinical question being addressed, and adopt a balanced valuing of alternate approaches. They state:

Evidence from trials is a necessary but not a sufficient condition to build a sustainable knowledge base for service delivery… this knowledge base also needs to include qualitative methods… in order to be inclusive of the range and complexity of clinical presentations and patient choices, we need an equally inclusive model of science which reflects the richness of available scientific methods.

- Barkham & Parry, 2008: 404 –

Stiles (2009) suggests that researchers should be “systematically investigating the details of how the psychotherapeutic process works”. Strategies for this should include qualitative, narrative and case study methods. These methods have some distinct advantages in research where variables are not easily isolated, causal chains are not linear, and investigators have limited control over the phenomena they investigate. Systematic observations can provide quality control to theories that clinicians use, and show where they should be corrected, modified, elaborated or extended. The argument for using single-case methodology is made in the chapter to follow.

1.3 TURNING TOWARDS THE SINGLE CASE 
The ‘single-case’ methodology has been in existence for millennia. Indeed, science was a process of observation and discovery long before it was a study of verification and hypothesis-testing. Most notably, Charles Darwin advanced the understanding of evolution and natural selection through a process of repeated observations. In the field of psychotherapy, the case study was the original means of developing and advancing theories. Freud’s famous cases (e.g. ‘Dora’, ‘Schreiber’, and ‘the Wolfman’) remain significant today. Undoubtedly, these cases contain severe limitations in method, but nevertheless, they have timeless advantages that arguably outweigh the downfalls.

However, these qualities and the contributions of case studies to research have fallen sharply out of favour since Freud’s time. Psychology’s desperate aspirations to be acknowledged in the field of natural science have led to a renunciation of research epistemologies that do not quantify variables and outcomes, or generalise results. Wittgenstein enunciates this point in Psychological Investigations (1953) where he writes, 

“In psychology there are experimental methods and conceptual confusion. The existence of the experimental method makes us think we have the means of solving the problems which trouble us; though problem and method pass one another by”. 
· Wittgenstein, 1953: 232 –

1.3.1 What is ‘good enough’ Evidence

The experimental method has surpassed all other methods in what is considered by most to be valuable and worthy in the field of psychotherapeutic research. Eells (2007) makes this point well in his explanation of Kurt Lewin’s (1931) distinction between Aristotlean versus Galilean thinking. Broadly speaking, science and psychology have adopted an Aristotlean manner of thinking in which class is equated to essence, and frequency is the main criteria for establishing lawfulness. While this appears to work in homogeneous samples such as the classification of elements, it falls short in more complex, heterogeneous samples such as human beings.  On the other hand, Galilean thinking requires analysis of the “concrete situation”. This involves a shift from the average to the “pure” case where the processes being studied should not be decontextualised from their environment. It is increasingly evident that there are limitations to the Aristotlean manner of thinking in psychotherapy research and the question that emerges is: “Why have experimental methodologies dominated the field of psychology for so long?” Edwards (2007) offers some valuable insights to this question in his consideration of the distortions in the discourse in which research is presented. He writes: 

Increasing technological capability has led to an overestimation of what can be achieved by large group quantitative analyses, and a systematic marginalisation of qualitative observations and the single case. This agenda has been advanced by politically loaded terms and a prejudiced discourse which has distorted the meaning of certain key words. This discourse has served to communicate tacit assumptions about the value of different research methodologies.

- Edwards, 2007: 8 -

The three terms deconstructed by Edwards (Ibid: 8 - 15) as part of this distorted discourse are ‘the gold standard’, ‘anecdotal’, and ‘empirical’. The implications of this deconstruction are considered most valuable to the present argument, and so will be elaborated here. The ‘gold standard’ implies an absolute value, but this is problematic since any therapeutic endeavour precludes certainty. The metaphor is deceptive since it actually refers to ‘the best currently available’, but is assumed to mean ‘the best possible’. This has elevated RCTs, and the interventions supported by such methods, to a position at the top of a hierarchy of evidence where it has come to be considered as the only meaningful evidence for establishing the value of interventions. Ironically, the system from which the metaphor originates – the economic system for valuing the world’s commodities – was abandoned following World War II after it was realised that even the world economy could not be based upon an ideology of absolutism. The field of psychotherapy research is slow to follow, however, and instead of recognising RCTs as a valuable aspect of a comprehensive system, many have stuck their heels in to maintain its supremacy. The second distortion that is of particular relevance to the disrepute of case studies is the term ‘anecdotal’. Commonly, an anecdote is taken to mean a humorous, entertaining story, in which the entertainment value carries greater import than the truth or relevance of the story. In fact, the correct meaning of the term comes from the Greek language and implies something ‘not yet published’. It is not difficult to see how such a misconception has earned case studies a bad reputation in terms of scientific rigour. Finally, the term ‘empirical’ is a particularly loaded word in the current research zeitgeist. As noted earlier (Wendt & Slife, 2007), the manner in which this term has been applied has led to the common assumption that only experimental, multivariate group designs can be considered empirical. This has been exacerbated by words that have been linked to this term, such as ‘empirically-validated’. This association has given further credence to the notion that only interventions subjected to multivariate-group analysis could be considered ‘empirical’ or ‘valid’, rendering all other interventions invalid by implication. Task forces and guideline developers have relinquished this misguided terminology somewhat, and have rephrased the term to ‘empirically-supported’. ‘Empirical’ actually means ‘based on experience’, and from this standpoint there seems no reason why a well-constructed, single-case design would not be considered empirical. The American Psychological Association’s task force (2006) have progressed to recognise the complementary benefits of different research methods, and have acknowledged the significance of case-based research. They now define evidence-based practice in psychology as: “the integration of the best available research with clinical expertise in the context of patient characteristics, culture and preferences” (2006: 273).
Historic criticisms of case methodologies are not without foundation. Indeed, like all methods, single-case designs do have their limitations, but as the above commentary has indicated, these limitations have been exaggerated so as to render the methodology unworthy. This imbalance needs to be redressed. The major limitation lobbied at this method is the inability to generalise, and subsequently, the poor internal validity of the findings. However, this argument is a double-edged sword. While multivariate designs can generalise from a sample to a population, they cannot say anything of individual differences. By comparison, analysis of individual cases cannot say anything of the wider population, but they provide information that is immediately applicable to the concrete, practice-based setting. Edwards, Dattilio & Bromley (2004) observe: 

“A limitation of multivariate studies is that the statistical procedure they employ deduce the properties of a population from those of a sample; they cannot deduce from a sample the properties of individual cases… Yet this is what practitioners need to know. The RCT that shows that a treatment helps 40 percent of clients does not tell me if the client who enters my office today is one of them.”
· Edwards, Dattilio & Bromley, 2004: 595 – 

Herein lies substantial support for multiple methodologies which can balance each other in their strengths and weaknesses. As Caspar (2007: 61) notes, “Global discrediting of a particular methodology is not constructive.” Instead, as Eells (2007: 51) purports, “It would be profitable to practice methodological pluralism when attempting to understand factors involved in psychotherapy process and outcome”. Another criticism of the single-case is the level of accuracy and overall quality that can be expected from a method which relies on the recollection of events by a single person who, at best may be somewhat forgetful, but at worst, may be biased in what information is recollected and reported. Spence (1989; cited in McLeod, 2002) is particularly critical of this in psychoanalytic case studies in which he believes ‘narrative smoothing’ or selective recollection is an inevitable feature.
1.3.2 Resurrecting the Single Case Study: A Systematic Approach

Despite these criticisms, and the long-standing relegation to second-rate research, single-case methodologies are slowly regaining a place at the reputable top-table of research. Hilliard (1993) notes the substantial turnaround of a number of methodologists (such as Campbell & Stanley, 1963; Kiesler, 1971) who previously gave single-case methods no credit. For example, Kiesler originally argued that the single case study “has little or no place in the confirmatory aspect of scientific activity” (1971: 66). However, such individuals have dramatically altered their views since that time, with Cook & Campbell (1979) stating, “Certainly the case study as normally practiced should not be demeaned by identification with the one-group post-test only design” (1979: 96). Kazdin (1981) has gone further to claim that, “studies seriously pursuing these [psychotherapy] change-process goals cannot attain them by use of traditional, rigorous experimental or nomothetic designs. Instead, what seems to be most appropriate and necessary are small N or single-case studies” (1981:13). McLeod (2002) has highlighted three major factors in the resurgence of interest in single-case methodology. First, there has been a growing acknowledgement of the research-practice gap. It is clear that case-studies can produce research-based knowledge that is highly relevant to practice. Second, as pointed out in the present argument, there is a growing disenchantment in outcome research paradigms for RCTs and the idea that they can provide all the answers. Third, there has been huge development of new techniques and rules for conducting systematic case research which has revived the reputation of the method, and caught the attention of many researchers and practitioners alike.

Clear guidelines for conducting ‘scientific’ case studies have in fact been in development for decades. Murray (1938) set out guidelines for what he called the ‘multiform’ method, that is, case studies combining both quantitative and qualitative data. This guidance is as follows:

(1) Use as many sources of information as possible, for example, outcome questionnaires, observations, interviews, therapist and client ratings on process factors, etc. This allows for triangulation of the data which in turn helps to increase the reliability of the information gathered. 

(2) Use a team of researchers for the reduction of bias or counter-transference that may arise from a single investigator. Multiple readers or analysts of the data permits the generation of alternative perspectives on the case and allows for a more balanced consensus to be reached. Bromley (1981, 1986) recommended a ‘quasi-judicial’ approach for this purpose, while Murray (1938) used a diagnostic council (McLeod, 1992).

(3) Conduct a series of case studies in which tentative generalisations and conclusions from earlier cases can be checked against later cases.

(4) Integrate quantitative and qualitative measures at the level of theory. Both types of data should be taken into consideration when deciding whether the findings confirm or refute some aspect of the theoretical model.

Following Murray, a number of research methodologists have emphasised one or other aspects of his key points for the advance of the single-case method in current psychotherapy research. Mcleod (2002: 267) states: 

“There is an emerging view within the counselling and psychotherapy community that case studies that follow these rules have the potential to provide knowledge that is not only believable and robust, but also interesting for readers and capable of making a positive contribution to enhancing the effectiveness of practice.”

Kazdin (1981) advanced Murray’s guidelines by putting forward recommendations for increasing internal validity in single-case research. These are discussed in later sections for their direct influence on the development of the method proposed for this study. Notably, the use of the term “systematic” has come to be associated with case studies that are rigorous in their approach. The logic of replication is central to this concept, and is offered as a means for reaching generalisations from single cases. This allows for the conceptual model to be developed in the first case, and then for it to be tested in subsequent studies. Later cases are chosen for their theoretical interest, that is, whether they enable some feature of the emerging theory to be confirmed or refuted. 

In considering Generalisability, Thorngate (1986) states: 
“To find out what people do in general, we must first discover what each person does in particular, then determine what, if anything, these particulars have in common… nomothetic laws lie at the intersection of idiographic laws; the former can be discovered only after we find the latter [cited references omitted]”. 
· Thorngate, 1986:75-76 -  
Eells (2007) follows the views of Thorngate (1986) in his argument for generalisation in case studies, and notes the difference between aggregation and generalisation. He refers to Thorngate’s (1986: 75) statement that “what occurs on average is not necessarily what occurs in general”. Eells (2007) goes on to elaborate this with the explanation that aggregate-type propositions are probabilistic in nature, while general-type propositions are expressed in causal terms. Statistical propositions are almost always aggregate in type, and statistical inference is not a way of making inferences from one type of proposition to another. Rather it permits one to make inferences to a population aggregate based on a sample aggregate. He advocates Thorngate’s (1986) maxim of “analyse then aggregate” rather than “aggregate then analyse”. This requires obtaining multiple observations from single individuals, analysing the data at the level of the individual, then aggregating to support the nomothetic goals of psychology. Aggregating across subjects prematurely can be misleading when the basic form of the relation is different across subjects (This is similar to what Stiles said about the lack of correlation between process and outcome).

One of the major concerns that have emerged from group designs is the recognition that the focus has traditionally been on global outcome (i.e. pre- to post-treatment outcome), but this ignores the process of reaching such outcome changes. This issue has assisted the afore-mentioned revival of single-case methodology, since it is through this approach that we can break down global outcome into a series of smaller interrelated changes and attempt to discover how therapist interventions and patient responses contribute to or explain these smaller changes (Kiesler, 1981; Greenberg, 1986a). Greenberg explains that, 
“the emphasis is not on studying what is going on in therapy (process research) nor only on the comparison of two measurement points before and after therapy (efficacy research), but rather on identifying, describing, explaining, and predicting the effects of the processes that bring about therapeutic change over the course of therapy.”

- Greenberg, 1986a: 4 –
With these aims in mind, Fishman (1999) has argued for the establishment of a pragmatic knowledge base that has the aim of helping us to ‘do things better’. Subsequently, Fishman (2000) and colleagues have established a journal for ‘Pragmatic Case Studies in Psychotherapy’ with the intention of:

· Describing a particular intervention

· Explaining or interpreting outcomes in terms of the operation of therapeutic factors

· Establishing a beneficial association between approach and outcome

· Testing theory

· Developing a deeper awareness of what happens in therapy

· Discovering more about different types of outcomes

Moreover, Bohart & Boyd (2000) have provided explicit guidance on the establishment of quality in single-case methodology with particular attention given to plausibility criteria (See later sections). The use of a research team or adjudicational panel has also been advocated by Bohart & Boyd (2000) for purposes of quality control. Elliott (2001, 2002b; Elliott, et al. 2009) has directly followed these recommendations in the development of his Hermeneutic Single-Case Efficacy Design (HSCED) which will be used in the present study.

As will be elaborated in the later sections, the methodology used in this thesis follows the guidelines set out by Murray (1938) and reiterated by Kazdin (1981) in collecting as much information as possible, from different sources so that a rich case summary can be constructed; using a team of analysts and readers to counteract biases; offering scope for replication through a systematic approach; and using both quantitative and qualitative measures to obtain a broad range of data. In addition, the HSCED aims to meet the objectives outlined by Fishman (1999) and listed above. It may strike the reader as strange that the methodology is designated as an ‘efficacy design’ given that it is non-experimental, uncontrolled and intended to be carried out in practice settings. Edwards (2007) points out that it is unusual for single-case methodology to provide evidence for efficacy, but that it may do so by meeting the following conditions:

· A trustworthy baseline showing no improvement over weeks or months

· The individual has been the target of previous interventions that have been ineffective

· No other external life-event can account for the change

· There is qualitative data from the process of the therapy to link the change to the processes set in motion by the intervention.

Later sections will describe how the HSCED methodology endeavours to meet these conditions. Prior to this, we turn our attention to the literature that has focused on studying the idiosyncratic processes of change as pointed to by the statements of Greenberg (1986a) above, in order that we may fully shape the rationale for the use of the hermeneutic single-case efficacy design.
1.4 STUDYING THE PROCESS OF CHANGE
As noted in earlier sections, researchers have recognised that pre-post outcome designs and controlled trials are not suited to studying the process of change in psychotherapy. Prochaska, DiClemente & Norcross (1992) note that outcome studies have clearly demonstrated that psychotherapy is effective, but have provided little insight into how people change. It has been acknowledged (Greenberg, 1991; Laurenceau, Hayes, & Feldman, 2007) that psychotherapy research initially adopted a defensive position to prove that therapy works, rather than attempting to discover how it works and what leads to change. Garfield (1990) argues that it has been necessary and wise to establish the efficacy of treatment before expending effort in studying process variables. He remarks, 
“With some credibility of efficacy established, we must next look for the variables that may be the most important in producing change and in trying to improve the efficacy and efficiency of the psychotherapeutic process” 

Garfield, 1990: 273 –

Kazdin & Nock (2003) support this further with their conviction that process questions will be the most rapid way that significant progress will be made in the study of psychotherapy. Kazdin (2009) identifies four key reasons as to why it is important to study how and why therapy leads to change. These can be summarised as follows:

(1) Understanding mechanisms could bring parsimony across different therapies if a few key mechanisms were identified to explain many treatments

(2) By understanding the processes that explain therapeutic change, one ought to be able to optimise change

(3) To optimise the generality of treatment effects from research to practice, we want to know what is needed to make treatment work and what must not be diluted to achieve change.

(4) Understanding how therapy works can help identify moderators of treatment. Understanding the processes through which treatment operates can help sort through those facets that might be particularly influential in treatment outcome and permit better selection and triage of suitable patients.

In the 1980’s, process research became a focal point in psychotherapy research. At a workshop held by the National Institute of Mental Health (NIMH) in 1986, it was suggested that “research is needed on the actual change processes that take place in psychotherapy” (Wolfe & Goldfried, 1988: 449). Stiles, Shapiro & Elliott (1986) advocated for new approaches to be developed to identify and measure change mechanisms that may be common across modalities. Goldfried (1980) coined the term ‘Principles of Change’ referring to the specific ingredients necessary for client change which may be considered heuristics that guide our efforts in bringing about change. Different studies have identified such principles, and these include encouraging clients to engage in corrective experiences and giving direct feedback (Goldfried, 1980), patient involvement and motivation (O’Malley, Suh, & Strupp, 1983), resolute perception (Hanna & Puhakka, 1991), confronting the problem, effort or will, a sense of necessity, and the willingness to experience anxiety/difficulty (Hanna & Ritchie, 1995). What is striking is that that these principles cut across different therapeutic orientations, and are not specific to any single modality. Nevertheless, proponents of different schools continue to seek specific technique factors that can account for client change. Frank’s (1976) incisive rationale for this was that,

 “Features which are shared by all therapists have been relatively neglected, since little glory derives from showing that the particular method one has mastered with so much effort may be indistinguishable from other methods in its effects” 
· Frank, 1976: 74 –

However, Goldfried (1980) maintains that there are certain “timeless truths” consisting of common observations of how people change.  (For example, the idea of self-efficacy was written about by Spinoza as far back as the 17th century). These common strategies emerge as robust phenomena that have managed to survive the distortions imposed by therapists’ varying theoretical biases. He argues that meaningful consensus should be sought at a level of abstraction between theory and technique, at the level of clinical strategies or the afore-mentioned principles of change.

1.4.1 Seeking the Mediators and Mechanisms of Change
While principles of change continue to be studied, and the APA task force has produced a seminal publication in this area (Castoguay & Beutler, 2006), there remains a deficit in the research. The dynamics or mechanisms operative in the change process are still largely unknown. Goldfried (1980) referred to these principles as ‘specific ingredients’, and while these ingredients are increasingly identified and labelled, what is not known is how the ingredients interact with one another to produce change. Considerable efforts have been made to rectify these methodological shortfalls and develop this facet of psychotherapy research. This has included studying significant change events (Elliott, 1983), change process research (Greenberg, 1983, 1986; Stiles, Shapiro & Elliott, 1986), and ratings of therapist response patterns (Stiles, 1979; Elliott, et al., 1987). While this is an advance in the research, Garfield (1990) has noted that process research has been limited due to methodological shortcomings and a lack of standardised measurement. Studies have been over-reliant on subjective reports without sufficient support from statistical analysis, and investigators have relied on their own individually developed measures. Some efforts have been made to unify methods (Elliott, et al., 1987) but this has not been widely adopted. Process researchers have developed a focus on the process of change rather than the therapy process (Greenberg & Pinsof, 1986).  Instead of simply describing the specific occurrences of therapy, research in this area has begun to study the impact of these occurrences on eventual client outcome. The emphasis of this work is on trying “to understand process in the context of clinically meaningful units” (Greenberg, 1986a, p.4). This is achieved by studying therapy process or significant therapy events that produce significant change throughout the course of therapy and impact on outcome, rather than investigating process or outcome in isolation.

Recently there appears to be a resurgence of interest in this area of research. An article entitled, “On the next generation of process research” (Parchankis & Goldfried, 2007) reviews the development of research methods and statistical measures that are currently being implemented. One of the key factors noted as being important for this research is that of context. An understanding of contextual variables helps to frame how change is working, and under what conditions it can be expected to occur. A major deficit of previous research has been the limited number of assessment points at which data on outcome and potential mediators has been collected (Laurenceau, et al., 2007). These authors argue for the importance of understanding the shape of change which can only be achieved through repeated assessment over the course of treatment and follow up. Pre-post measurement designs cannot give us an accurate picture of how change occurred at different points in therapy. Change is not categorical, but rather continuous. Studies need to show evidence for the underlying trajectory which can describe the way change takes place between two time points. Knowing the course of change gives a good indication of when the most change is likely to take place. Different patterns of change may imply different mechanisms, and can be helpful in studying the difference between responders and non-responders (Ibid. 684). This point is reiterated by Kazdin (1981; 2009) who advocates for assessment on multiple occasions during treatment in order to provide information on the timeline of mediators and outcomes and the possibility of bidirectional changes (i.e. the two-way interaction of process and outcome variables). This requires an assessment of the proposed mediator before the proposed outcome, as well as an early assessment of the outcome to ensure that the mediator has in fact changed before the outcome. The timing of assessments can have implications for uncovering treatment mediation effects. If the assessments are frequent enough and occur before a mediator of change exerts its effects, then the shorter but more frequent assessments of both outcome and mediator provide the maximal chance of capturing a mediation effect (Laurenceau, et al., 2007). Some ways to increase assessment are through the use of forms and worksheets given routinely in weekly psychotherapy sessions, and the use of diary methods which have the advantage of examining the links between events, emotion, cognition, and behaviour in their natural spontaneous context, thereby providing a more accurate account of experience through frequent and closely spaced measurement (Ibid. 689).

Increased frequency of assessment and a study of timelines between mediators and outcomes, allows attention to be focussed upon how the active ingredients interact, rather than merely confirming their existence. A first step is understanding potential mediators which, in turn, may help to reveal specific mechanisms of change. A mediator has the potential to be a mechanism (i.e. a causal agent) but it may be only a covariate variable which points towards the mechanism but does not fully constitute it. There are several reasons put forward by Laurenceau and colleagues (2007) as to why understanding mediators is important. First, it may help in ensuring that future trials contain the mediating agent and do not contain unnecessary components. Second, it can improve understanding of disorders and the variables associated with their course. In other words, understanding treatment variables can aid further understanding of the nature of distress, and how these two interact. Third, it can facilitate consolidation across a variety of treatments by helping to distil the important mechanisms of change that cut across the therapies (Kazdin & Nock, 2003). Such variables can be used as tailoring variables for adaptive treatment strategies (Collins, Murphy & Bierman, 2004), involving repeated adjustments to treatment level and type in response to individual patient needs rather than the application of fixed treatment components.  This view is in line with Stiles’ (2009) concept of responsiveness (See earlier chapter).

A review by Orlinksy & Howard (1986) highlighted the problem of causal inference. While we now know that certain processes may be indicative of, or even predictive of, certain types of outcomes, we are not able to conclude that certain processes are productive of good or poor outcome. Kazdin (2009) believes that what is needed is a testable theory about the intervening steps between the mediating variable and the outcome (i.e. mechanisms) and how they unfold. Some interesting work by Greenberg (2007; 2009) using task analysis, and Elliott (1983) using significant events in therapy, have begun to address this issue in particular contexts, but a great deal more is necessary. Kazdin (2009) remarks, 
“What is needed further is greater specificity in conceptualising not only the critical construct but also how that operates to produce symptom change… It would be helpful for intervention research to identify candidate mediators and mechanisms or plausible constructs that would explain or account for (statistically) therapeutic change” 
· Kazdin, 2009: 423 – 

1.5 HOW THE HSCED METHOD HAS DEVELOPED
The emergence of the current methodology can be appropriately cast against the backdrop of the foregoing commentary on the literature of process research. What follows highlights some of the key elements that have eventuated in the Hermeneutic Single Case Efficacy Design (hereafter, HSCED), but does not provide a chronological timeline of its development from the originator’s perspective. Robert Elliott formally published this method in 2001; however, a huge amount of preliminary research in the area of process and change in therapy had formed the foundations on which it was built. 
1.5.1 The Events Paradigm

As noted above, the 1980’s was fruitful for the area of process research. Elliott (1983; 1984) began studying significant therapy events that were context-specific rather than global outcome investigations that considered treatment as a whole. This became known as the “The Events Paradigm” (Stiles, Shapiro, and Elliott, 1986) and arose in response to continued questions about the equivalent outcomes paradox or Dodo bird verdict described above. Within the argument for common factors versus technique specific effects, the question has been raised as to whether therapists may draw on a common pool of change mechanisms despite implementing these mechanisms via an array of different techniques. The Events Paradigm regards previous research on entire treatments as too vague to tell us anything meaningful about the active ingredients or how they are exerting their effects. Instead, this approach explores “events” – brief exchanges between client and therapist within therapy sessions - as units of analysis (Stiles, et al., 1986). From such analysis, differential effectiveness of specific techniques may be found for specific contexts within therapy sessions (Elliott, James, Reimschuessel, Cislo, & Sack, 1985; Goldfried, 1980). The aim of the events paradigm is to measure both immediate in-session changes, and later, post-session or post-treatment outcomes. Initially, clinically significant events are identified, and a particular event becomes the focus of the research. The event is analysed by in-depth process measures that take account of context and sequence, which subsequently allow for the development of micro-theories which show how the change process works and can be facilitated in particular situations (Elliott, 1983, 1984; Greenberg, 1984). In articulating this paradigm, Stiles and colleagues (1986) advocated for more fine-grained research in the area of process and outcome. This paradigm proposes the afore-mentioned move towards “more specificity, smaller units, greater precision of measurement, and multiple levels of analysis” (Ibid. 176). Having established this paradigm, it was recognised that research of these events should not take place in isolation. Advocates have emphasised the contextual and sequential aspects to studying the process of change, and have identified the need to understand the impact of in-session significant events on overall outcomes. The methodology proposed for this study uses session by session monitoring of a personalised rating scale together with a weekly form on the helpful and unhelpful aspects of each session in order to map the idiosyncratic changes taking place in individual sessions against the overall change observed post-treatment.

1.5.2 Helpful Factors Research

The weekly assessment of helpful and unhelpful factors is a major facet of this method, and one that has been incorporated from a substantial body of research in this area. While significant events research traditionally adopted a discovery-oriented, qualitative approach to investigation, some quantitative measures have also been introduced. Llewelyn (1988) devised the Helpful Aspects of Therapy (HAT) form that is employed in the present study, and has been used in the past to investigate the frequency of different types of events, as well as the differences in therapists’ and clients’ perceptions of helpful or hindering events (Llewelyn, Elliott, Shapiro, Hardy, & Frith-Cozens, 1988). This measure is an open-ended questionnaire used to identify significant events in therapy by asking clients to identify the most helpful event in the session and then to rate its level of helpfulness and briefly describe it. The same process is repeated for hindering aspects of the session. In the HSCED method, these reports are then substantiated and elaborated by the client in a semi-structured interview process (Elliott, Slatick, & Urman, 2001).

This area of client experiences of therapy, and perceived helpful and unhelpful aspects has stimulated a wealth of research over the years. Elliott & James (1989) conducted a meta-synthesis of forty years of literature on client experiences of therapy. This analysis considered client experience under three headings, namely experience of self, experience of therapist, and experience of therapy. Within these three domains, a variety of different themes emerged.  Clients’ perceived helpful aspects were divided into two categories -task/problem solving aspects and relationship/affective aspects. This bipolar dimension of “interpersonal versus task” has been formulated more generally as an updated version of the specific versus common factors distinction (Ibid. 459). Nearly twenty years later, a further meta-synthesis has been conducted on clients’ experiences of the impacts of helpful significant therapy events (Timulak, 2007). Nine meta-categories emerged from this analysis and were found to be repeated across studies. In some instances a core category was represented across all seven investigated studies, but other categories were found in fewer, but at least three, studies. This level of “saturation” is considered a meaningful finding in the literature (cf. Hill, Thompson, & Nutt-Williams, 1997; cited in Timulak, 2007). It was also acknowledged that these meta-categories were not mutually exclusive and considerable overlap can be found. Further research is suggested to establish whether the meta-categories are sufficiently saturated across studies or whether new subordinate categories may offer a more accurate depiction. It is hoped that the use of the HSCED method in this study will help to verify these findings or offer new insights into client-perceived impacts of helpful therapy events.

1.5.3 The Client’s Frame of Reference
The consideration of helpful and hindering aspects from the client’s perspective is a significant trend in developing research. This is a shift in emphasis from a therapist-centric view to one that prioritises the client’s experience. Duncan & Moynihan (1994) reflect on this in considering the employment of the client’s frame of reference in the application of outcome research. They note that therapists tend to fall on the content-oriented pole of the content-process continuum, and that, 
“In content-oriented approaches to psychotherapy, the formal theoretical reality of the therapist exists in a hierarchically superior position to the frame of reference of the client. Conversely, intentionally utilising the client’s frame of reference requires that the content focus of the therapeutic conversation emerges from the informal theory of the client”    

· Duncan & Moynihan, 1994: 297 –

They advocate the use of these informal theories which consider the client’s view about the nature and causes of their particular difficulties (Held, 1991). This is highly idiosyncratic, being revealed through the client’s articulations and elaborations of their concerns. The HSCED method employs just such informal theory in eliciting the change process. Clients are asked to identify their own problems or difficulties to be rated each week, rather than being constrained to a standardised outcome measure which is based on the formal theories of the therapist and their approach. The client is also asked to give rich detail on the changes they have experienced, their attributions for these changes, and their beliefs about the effects of therapy. It is the client’s frame of reference that provides the rich detail about the process of change triangulated with the evaluations of the therapist and more standardised measures of assessment. Elliott (2008) explicitly agrees with this viewpoint in his introduction to a special section on researching client’s experiences of therapy. He states that it “is central to advancing theoretical understandings of mediational processes in therapy” (Ibid. 239) and observes that the last two decades of research have begun to show recognition for the client as the active agent of change (Bohart & Tallman, 1999). The findings of the studies in this special section are consistent with wider reviews (Elliott & James, 1989; Timulak, 2007; Cooper, 2008) on the area of helpful and hindering aspects of therapy. Since the emergent factors are common across a large spectrum of research, Elliott (2008) suggests that they are sufficiently robust to be generalised into mediational models of the change process in therapy. This statement is in line with the previously reported observation of Goldfried (1980) that such common factors are ‘timeless truths’ that cut across different therapy modalities. The potential for research then lies in explicitly developing the link between these in-therapy mediational models with outcome assessments using the client’s perspective as a counterbalance to the continued espousal of standardised quantitative measures. In a similar vein, Timulak (2007) notes that the meta-synthesis he conducted has helped in identifying the re-occurring themes in the literature on the impacts of helpful significant events, but it remains to be known how these helpful impacts are linked to expected change. Since the hermeneutic single-case efficacy design (Elliott, 2001; 2002) taps into the helpful and hindering aspects of therapy from the client’s perspective, the findings in individual cases can be used to formulate such mediational models of change whilst also making outcome assessment a client-centred endeavour that points to areas of change not measured by standardised tools.

1.5.4 Multiple Assessments & Timeline Development

While Elliott’s method takes into account the specific context of the change by measuring within session significant events, it also takes heed of sequence and frequency as important aspects in the assessment of change. As noted above, the timeline between mediator and outcome is often not known. This can be addressed by frequent assessments over the course of treatment. The HSCED measures client outcome on a weekly basis using the personalised questionnaire (Elliott, Shapiro, & Mack, 1999), as well as at the start, mid- and end-point using multiple standardised assessment tools. Concurrently, significant events are measured weekly using the Helpful Aspects of Therapy form (Llewelyn, 1988). From these weekly assessments, mediational processes can be mapped against outcomes with aim of establishing reasonable causal links. These features of the method follow characteristics proposed by Kazdin (1981) for increasing the internal validity of single-case research:

· Systematic, quantitative data (vs. anecdotal)

· Multiple assessments of change over time

· Multiple cases (a form of multiple baseline design)

· Change in previously chronic or stable problems

· Immediate or marked effects after the intervention

Elliott (2002b) notes that the first three points are design strategies, while the other two are emergent from the individual cases themselves. Schneider (2002) remarks on the ‘impoverished methodological base’ on which the meta-analyses conducted by Luborsky et al. (2002) are founded. In response, he offers an alternative methodology in the form of ‘amalgamated’ qualitative studies. Such research would involve rich qualitative analyses of clients’ therapeutic experiences, in conjunction with standardised quantitative measures with the hope of elucidating the contexts necessary for successful outcomes. Validation would be achieved through convergent data from multiple sources including in-depth interviews (with clients, therapists, and significant others in client’s life), detailed archival records in the form of diaries and achievement records, standardised questionnaires, psycho-physiological measures such as the Galvanic Skin response instrument, the use of independent judges for analysis, follow-up procedures, and concerted efforts to rule out all possible rival explanations. In the broadest sense, this is what the methodology of the current study aims to incorporate for the purpose of answering questions about change and therapeutic process in individual cases. 
1.5.5 ‘Soft’ Causality

Reportedly, the most important source for the HSCED methodology comes from Bohart & Boyd’s (1997; 2000) interpretative approach to investigating client qualitative accounts of change over therapy. This approach is offered in response to both the limitations inherent in controlled trials and the shortcomings of a large-scale customer satisfaction survey conducted in the US (Silverman, 1995). This consumer report survey is not limited because it is not an RCT, but rather because it only gathered data on three questions using five and six point rating scales. Such simplification cannot hope to tap the rich detail of clients’ experiences of therapy. Bohart & Boyd (2000) emphasise the point that therapy is context – a set of parameters that define boundary conditions in which complex interactive processes emerge, and from which a range of outcomes may occur. Rather than attempting to establish strict linear relationships of cause and effect, the aim is for ‘soft causality’ where individual trajectories are examined for a plausible, logical relationship between an experience in therapy and outcome, even if a linear causal path cannot be traced. Essentially, the question is whether the investigated therapy can be said to provide the defining conditions with which to increase the probability of certain outcomes. In a ‘soft’ sense, the boundary conditions influence the process so we can say that they ‘caused’ the outcome, but this does not mean that they mechanistically determine the course of events. Instead, a plausible causal sequence is established based on logical reasoning processes. In keeping with the trend of assessing outcome from the client’s frame of reference (Duncan & Moynihan, 1994), this approach uses qualitative procedures to obtain detailed accounts of clients’ experiences of therapy so as to provide a reasonable account of how change took place, how therapy can contribute to the change process, and that change can occur as a result of therapy. To this end, Bohart & Boyd (2000) set out eight plausibility criteria with which to conduct a textural analysis of clients’ reports. They are as follows:
· Clients note themselves that therapy helped

· Outcomes are relatively specific and idiosyncratic to each client and vary from client to client

· In their reports, clients are discriminating about how much therapy helped, i.e. they do not in general give unabashedly positive testimonials

· Clients are relatively specific about how therapy helped

· They provide supporting detail

· They describe plausible links to the therapy experience

· They mention things that make it clear that clients either did something or experienced something different than what they normally do or experience in the course of their everyday lives

· They mention things that didn’t help

These criteria and the general concept of ‘soft causality’ are utilised in Elliott’s method (2001; 2002b) to establish a plausible account of how change occurred, and whether therapy can reasonably be considered to have contributed to the change as it is experienced by the client. Elliott (2002b) also highlights the fact that this process requires thorough critical reflection through awareness of one’s expectations and biases as well as a plausible ruling out of alternative explanations for the change in what has been called a good-faith effort to find non-therapy processes that may be active. The HSCED methodology builds on Bohart and Boyd’s approach but gives more attention to possible non-therapy explanations, and uses quantitative outcome and weekly change data to build a rich case for determining whether change occurred. The next section will describe the HSCED method in detail, and specify the parameters of this particular study.

2. METHOD SECTION

This section is divided into two major parts. The first part will describe in detail the 

Hermeneutic Single Case Efficacy Design (HSCED) which will be employed to collect a rich case record of the therapy process. The second part will describe an abductive reasoning strategy which will be used to draw inference to the best explanation from the competing theories presented. Both parts are encompassed in four-phase procedure described towards the end of the section.

2.1 DESIGN
The Hermeneutic Single Case Efficacy Design is a method developed by Robert Elliott (2001, 2002b) following the work of other researchers such as Cook & Campbell (1979), Kazdin (1981), and Bohart & Boyd (1997; 2000), 

The method employs an interpretative approach to evaluating the causal influences of therapy on a client’s reported and observed change. A rich case record of quantitative and qualitative data is collected for each case such that causal links between therapy process and outcome may be assessed. The method addresses three key questions that form the basis of much psychotherapy research. These questions are as follows:

(1) Has the client actually changed? (psychotherapy outcome research)

(2) Is psychotherapy generally responsible for change (efficacy and effectiveness research)

(3) What specific factors (both intra- and extra-therapeutic) are responsible for change? (psychotherapy change process research)

The primary aim of this method is to address question (2), but this requires consideration of both questions (1) and (3) in order to usefully answer (2). A secondary aim, particular to this study, will consider question (3) in some detail with consideration of the similarities and differences across the three therapeutic orientations under examination. This third question also aims to address “how” therapy is exerting its effects, provided the first and second questions have been affirmed. The abductive method of analysis will attend to this question by drawing inferences to explain the mediators and underlying causal mechanisms purported to be operating in the process of client change. 

The HSCED is a practical reasoning system, much like those used in legal rulings and medical decisions (Elliott, 2002b). A rich case record of information on process and outcome is collected from multiple sources and perspectives utilising different types of data. The researcher will employ critical reflection and phenomenological thinking to collate evidence for client change. While Elliott’s (2001; 2002b) method seeks to produce an affirmative case (i.e. a case for the changes being a result of therapy), and a sceptic case (i.e. a case for the changes being a result of other non-therapy factors), the present research will evaluate evidence for client change within a tripartite structure of therapeutic-process (or “technique”) factors, relational factors, and external factors. 

In keeping with Elliott’s method, a “good faith” effort will be made to disclose non-therapy processes that may be accountable for client change. Such reflexivity and critical reflection has a positive impact of the internal validity of such a method (cf. Cook & Campbell, 1979; Shadish et al. 2001). The method is consistent with post-positivist philosophies of science, including critical realism (Bhaskar, 1978) and dialectical constructionism (Greenberg & Pascual-Leone, 2001), which encourage a critique of opposing points of view as a key method for developing more accurate, valid, or useful accounts of states of affairs in the world (Elliott et al., 2009).

A further consideration of this method is the issue of a tolerable degree of uncertainty. While traditional social science experimental designs aim for near-zero probability levels (p<.05 or .01), interpretative-qualitative methods opt for a more flexible approach which considers whether conclusions are “reasonable” rather than “certain” (Polkinghorne, 1983). The nature of psychotherapy precludes near certainty, and instead seeks “reasonable assurance” (p<.2) as a more realistic standard of proof (Elliott, 2001; Elliott et al., 2009).

The present study sets out to examine three cases from three therapy modalities delivered in a single secondary care service within the NHS. Data is collected into rich case records in accordance with the HSCED methodology. Exploratory data analysis is conducted on each case using Elliott’s (2001; 2002b) “evidence for change” criteria. Data reduction strategies (Vertue & Haig, 2008), methods for determining plausibility (Bohart & Boyd, 2000), and criteria for establishing putative mediators (Kazdin, 2009) are incorporated to detect the phenomena in the data. From the detected phenomena, a method of abductive reasoning is employed to generate, develop, and evaluate competing theories for if, how, and why the client in each case has changed. The full details of this procedure are described below.
2.2 PARTICIPANTS
All clients were seen by Clinical Psychology trainees in their first year of training, and who were on a year-long placement in the NHS Psychological Therapies Service in a borough of North London. This service is a secondary care service for acute, moderate mental health difficulties such as anxiety and depression, although some complex (non-psychotic) cases are also seen. Clients are assessed by a multi-disciplinary and multi-modality team, and if appropriate, assigned to one of a number of waiting lists for either individual or group, time-limited therapy. Three of the modalities in the service, namely Personal Construct Psychotherapy, Existential-Psychotherapy, and Cognitive Behavioural Therapy are considered in this research design. Clients nearing the top of the respective waiting lists for therapy were invited by letter to participate in the study (see Appendix xx for template). The researcher followed this invitation with a phone call to explain the research, and invited clients to attend an intake interview prior to commencing therapy. The therapists that were to see the clients had previously agreed to participate in the research should their client agree to participation, but were not themselves present for the intake interview.
2.2.1 Personal Construct Psychotherapy (PCP Case)

Client

The client, referred to here as Carey, was a 45-year-old White British woman from North London. She has four daughters aged between 16 and 22, is divorced, and works as a teaching assistant in a school for young offenders. 

Carey was referred to the service by her G.P due to work related stress that was having an impact on her emotions. She described feeling out of control in her anger and aggression, and was also experiencing high levels of anxiety
Therapist

The therapist was a 26 year-old, male Clinical Psychology trainee on a year-long placement at the psychological therapies service. During the time of participation, he was in his first year at University College London. All trainees in the service were given a taught module in Personal Construct Psychotherapy (PCP) by an experienced therapist and lecturer in the field. This was followed by clinical supervision in conjunction with seeing a client for sixteen sessions of PCP. This was particular to the clinical placement in this service, since clinical trainees are primarily trained in CBT approaches at their academic institution.
2.2.2 Existential- Phenomenological Therapy (EPT Case)

Client

The client, here given the pseudonym, Jade, was a 24-year-old Asian British woman from North London. She was a qualified beauty therapist, although out of work at the time of initial interview. She began a new job at the same time as beginning therapy. She lived at home with her parents, and has an older sister and a younger brother. Jade had been in a relationship with her boyfriend for eight years, but this relationship had been difficult for some time, and was coming to an end when she commenced therapy.  Just before therapy began, Jade’s grandfather had died and this had been very painful for her as she described him as her best friend. 

Therapist

The therapist was a … year-old, male Clinical Psychology trainee on a year-long placement at the psychological therapies service in the NHS. During the time of participation, he was in his first year at the University of East London where theoretical training is primarily in cognitive-behavioural and constructivist approaches. He expressed a particular interest in the existential-phenomenological therapy that is provided in the service. He received supervision from an experienced therapist and lecturer in this modality wherein he learnt the fundamental tenets of practice, and then began supervised work with a client for sixteen weeks of existential-phenomenological psychotherapy.

2.2.3 Cognitive-Behavioural Therapy (CBT Case)

Client

The client in this case, here named “Susan”, was a 53-year-old White British woman living in the North London area. She is married with five children. She was referred by the Primary Mental Health team for high anxiety where she had been seen by a psychiatrist for difficulties regarding her memory, although his assessment found no neurological problem. The psychiatrist considered her difficulties to be a symptom of her anxiety, rather than a cognitive problem. On commencing therapy, the client requested further memory testing, but this was not fulfilled as part of her treatment in the Psychological Therapies Service. The client was seen for twelve sessions of CBT.

Therapist

The therapist was a 29 year-old, male Clinical Psychology trainee on a year-long placement at the Psychological Therapies Service in the NHS. During the time of participation, he was in his first year of clinical training at Royal Holloway University in London. CBT is the primary modality of practice within the service. All clinical psychology trainees receive supervision in this modality, which is substantiated by lectures ad supervision with the university setting.

Researcher

The researcher was a final year trainee on the doctoral programme in Counselling Psychology at Regent’s College, London. This research forms the thesis component of this qualification. Primarily trained and working within an existential-phenomenological approach, she has also received teaching and supervision for clinical work within the PCP modality since doing her clinical placement and research in the Psychological Therapies Service.

2.3 MEASURES: BUILDING A RICH CASE RECORD
The first step in the HSCED is to build a rich case record for every case under investigation, by collecting a wide range of information (both quantitative and qualitative) about the client’s therapy. 
2.3.1 Background Information
Basic facts about the client and the therapist are collected. These include demographics, diagnoses, history and duration of problem, presenting problems, medication, and therapeutic orientation of the therapist.

2.3.2 Quantitative Outcome Measures
Quantitative information is collected to assess how much a client changed. This is elicited from standardised, reliable self-report measures, namely the General Health Questionnaire (Goldberg, 1978), the Beck Depression Inventory (Beck, 1996) and the CORE-OM 34 (Barkham et al, 2001; retrieved from http://www.coreims.co.uk on 21/07/2009). These measures are given to participants at the start, mid-point, and end of therapy. This data is analysed by scoring the outcome measures, and assessing clinical caseness levels (i.e. clinical cut offs) and Reliable Change Indices (RCI) (i.e. how much change was required for it to exceed measurement error; Jacobson & Truax, 1991). Clinical significance refers to the ability of a treatment to meet standards of efficacy set by consumers, clinicians and researchers. Jacobson and colleagues (Jacobson, Follette & Revenstorf, 1984, 1986) proposed methods for defining clinically significant change in psychotherapy research – the most logical definition being that the level of functioning subsequent to therapy places the client closer to the mean of the functional population than it does to the mean of the dysfunctional population. An equation for Reliable Clinical Change Indices (RCI) was also proposed to guard against instances where functional and dysfunctional distributions overlap such that post-test scores may cross the cut-off point, but are not statistically reliable (c.f. Jacobson & Traux, 1991). These methods proposed for determining clinical cut-offs depend on normal distributions and normative data for comparative populations which may deter its applicability across outcome measures. Indeed, in this study, such data is available for only two of the four measures used which places a limitation on analyses.
2.3.3 Weekly Outcome Measure
The client’s main therapy-related problems and goals are measured using the Simplified Personal Questionnaire [PQ] (Elliott, Shapiro & Mack, 1999). This is an individualised target complaint measure made up of 10 seven-point distress rating scales.

It is constructed with the client at intake, and administered before the start of therapy as a measure of the stability of problems (Kazdin, 1981), and then weekly before the start of each therapy session. This provides a way of mapping important therapy and life events to specific client changes (Elliott, 2002b; Elliott, et al., 2009). 

Comment: Due to organisational constraints, it was not possible to administer the PQ twice before therapy commenced. In some cases, the intake interview could only be conducted at the time that the client commenced therapy. Furthermore, burdens created by large volumes of forms and questionnaires meant that research questionnaires were given to clients at each session in an envelope which they returned the following week.

2.3.4 Qualitative Outcome Measure
Therapy outcome is also reported from qualitative-interpretative measures. The HSCED employs the semi-structured Change Interview (Elliott, Slatick, and Urman, 2001) which is conducted at the mid-point and end of therapy. The interviewer asks the client about changes since therapy began, their attributions for the changes, and the helpful and hindering aspects of therapy. Careful interviewing is essential as rich descriptions by clients help to ascertain whether attributions for change are credible. The client is also asked to rate (on a five-point, anchored scale) how much they expected the change, how likely change would have been without therapy, and how important they felt the changes to be. The Change Interviews are transcribed and analysed using a hermeneutic phenomenological reduction processes (Van Manen, 1990) and Bohart & Boyd’s (2000) plausibility criteria. The researcher adopted a phenomenological research style which aimed to bracket assumptions such that biases could be minimised, and the co-researchers could feel at ease to describe their own experiences of therapy. To facilitate this, clients were asked open questions, and were encouraged to elaborate on their statements of change, and helpful or hindering factors. Clients were told that their feedback would help to improve the therapies offered, but were not directly informed of the study’s aim to establish if, and how, the process was effective (see Participant Information Sheet in Appendix xx).
2.3.5 Qualitative Change Process Data
The Helpful Aspects of Therapy (HAT) form (Llewelyn, 1988) is used to assess change process data about significant events. This open-ended seven-item questionnaire is delivered weekly after each therapy session. This data is used to cross reference significant therapeutic processes identified by the client with change on the weekly outcome measure, and to corroborate changes that the client refers to in the Change Interview. 

Comment: As noted above, for reasons of logistical brevity clients took the HAT and PQ forms home each week and returned them at the following week’s session.

2.3.6 Direct Information about Therapy Sessions
Therapist process notes of sessions are collected to corroborate or clarify contradictions in the above-mentioned data. A therapist post-session quantitative rating measure is also used to record key elements of therapy, client engagement in therapy, adherence to key therapeutic components, and the use of therapeutic tasks. These are correlated with weekly outcome on the PQ to establish whether particular theoretical processes were linked to changes in client problems. 

Comment:  Elliott et al. (2009) used the Therapist Experiential Session Form [TESF]. As this was specific to process-experiential/emotion-focused therapy, the researcher studies this for background information, and then developed her own post-session evaluation form for therapists. This form is applicable to all modalities in this study, and asks therapist’s to provide brief process notes, to rate their helpful and hindering aspects of each session, and to record their adherence to a number of specified therapeutic principles on a five-point rating scale. A template of this form can be found in Appendix bb. Without psychometric data, this form is used only for exploratory purposes.

2.4 PROCEDURE
All available information described above is collected to assimilate the rich case record. This provides the data from which the exploratory analysis is conducted. Elliott’s (2001; 2002b) method uses the case record to build an affirmative and sceptic argument for how the client changed. The affirmative argument draws from the data to reason that therapy factors caused the change, while the sceptic argument finds evidence for why other non-therapy factors caused the change. With a brief from each position, a rebuttal to the opposing evidence is also constructed drawing further on evidence in the data to support the arguments. In later studies (Elliott, et al. 2009), these arguments are presented to a panel of judges to adjudicate whether the client changed, and if so, whether they believe therapy reasonably contributed to this change. This helps to reduce researcher allegiance effects, and serves to increase the validity of the outcome.

The current analysis is built on a framework that differs from Elliott’s (2001; 2002b) reasoning strategy, although the criteria for establishing evidence for change are incorporated within this broader model. The framework used here is termed the “Abductive Theory of Method” (Haig, 2005, 2009; Vertue & Haig, 2008). Abductive Theory of Method (hereafter referred to as ATOM) is conceptualised in four stages, namely, phenomena detection, theory generation, theory development, and theory appraisal. These shall be elaborated in depth below, following a description of the history and development of ATOM.

Abduction was introduced by C.S. Pierce (1957) as a method of logical inference which comes prior to induction and deduction for which the colloquial name is to have a "hunch" (Wikipedia, retrieved from http://en.wikipedia.org/wiki/Abductive_reasoning  (para. 1) on 24.12.09). Abductive reasoning starts when an inquirer considers a set of seemingly unrelated facts, armed with an intuition that they are somehow connected. The term abduction is commonly presumed to mean the same thing as hypothesis; however, abduction is actually the process of inference that produces a hypothesis as its end result. Vertue & Haig (2008) state: “Essentially, Abductive reasoning is a form of inference that takes us from description of data patterns, or phenomena, to one or more plausible explanations of those phenomena”.

Scientific methodology, inclusive of modern psychology, makes reference to two procedures of knowledge acquisition: induction and deduction. Induction is the process that moves from observation of a variety of specific phenomena to a general characterisation of those phenomena, but it cannot assure us that any inference from the induction is true. Its scope is limited to particular characteristics that are observed, but offers no explanation for those characteristics. Deduction is the process by which specific predictions are derived from general premises. However, it is limited in that it cannot provide us with information that is not contained within the premises themselves. That is, it can tell us that our deduction is consistent with our premises, but it cannot supply the premises themselves. Abduction, on the other hand, is a process for generating and then testing new hypotheses. It is a twofold process in which the first step is the generation of novel hypotheses, while the second step is one of inference to the best explanation. What abduction does, that neither induction nor deduction can do, is provide us with an explanation of why a particular set of phenomena have the characteristics that they do (Capaldi & Proctor, 2008).

The two most well-known and utilised scientific methods are the hypothetico-deductive model and the Bayesian approach. However, these methods provide no explanation for what is observed or deduced. Much of what we know about the world is based on considerations of explanatory worth (i.e. abduction). Inference to the best explanation (IBE), a term coined by Harman (1965), contrasts with the hypothetico-deductive method in taking the relationship between theory and evidence to be one of explanation rather than logical entailment, and contrasts with the Bayesian approach in taking theory evaluation to be a qualitative exercise that focuses explicitly on explanatory criteria, not a statistical undertaking in which one assigns probabilities to theories (Haig, 2009). Abduction can be used in the generation of new theories or in the appraisal of existing theories. These have been referred to by Capaldi and Proctor (2008) as novel hypothesis abduction and competing theories abduction respectively. The latter shall be used in this study to consider the competing theories of whether therapy was responsible for client change, or whether other extra-therapeutic factors were responsible for the reported and observed changes. In conjunction with reasoning towards the best explanation, efforts will be made to draw inferences of the causal mechanisms at work within the therapeutic process. This is essential if we are to move closer towards understanding how and why therapies achieve change, and what facets of such processes may be critical to include (Kazdin, 2009).

Critics of IBE (e.g. van Fraasen, 1989 cited in Haig, 2009) have argued that the approach cannot provide evidence for the truth of a theory, since judgements can only be made based on available hypotheses, all of which may be false. Thagard (2007) maintains that a theory will be closer to the truth than its rivals, provided that there is a continued increase in explanatory breadth demonstrated by explanation of more empirical phenomena, as well as an increase in explanatory depth by the successful investigation of underlying causal mechanisms that explain why a theory works. It is these two conditions that are aimed for in this research. 
Another criticism that has been levelled at abductive reasoning is the view that it is consistent with a general strategy, but lacks the structure of a well-defined method. While a step-by-step manual may be lacking, a number of scholars have aimed at developing the approach as a scientific method of worth. Lipton (2004) and Haig (2005; 2009) advocate a stepped approach of data reduction in which potential explanations are first generated and then reduced into fewer plausible considerations until the best explanation can be arrived at. This view is not dissimilar to phenomenology in general and Elliott’s HSCED method in particular; hence, this research study aims to combine Elliott’s (2001; 2002b) criteria for evidence with abductive strategies in order to construct a method of analysis that is applicable in the context of process-outcome research in psychotherapy. Lipton (2004) employed three virtues to arrive at the most plausible option, namely unificatory power, precision and elaboration of explanatory mechanisms. Others have employed similar but different criteria for adjudicating theory choice. For example, Kuhn (1977 in Haig, 2009) proposed accuracy, consistency, scope, simplicity & fruitfulness, while Quine & Ullian (1978 in Haig, 2009) suggested conservativism, modesty, simplicity, generality, & refutability, and McMullin (1982 in Haig, 2009) recommended predictive accuracy, internal coherence, external coherence, unifying power & fertility. The most developed and informative account of IBE is that developed by Thagard (1978; 1992) and known as Theory of Explanatory Coherence (TEC). This will be discussed further below in the elaboration of this study’s method of analysis.

Capaldi and Proctor (2008) stress the importance of evaluating theories in relation to other theories, rather than doing so in isolation which is common practice in the hypothetico-deductive and Bayesian methods. As Thomas Kuhn (1962: 145) pointed out: “If any and every failure to fit were ground for theory rejection, all theories ought to be rejected at all times”. Therefore, if we know in advance that all theories are deficient in some manner, it is more sensible and productive to evaluate theories in comparison to others. Capaldi and Proctor employ a strategy of evaluating theories empirically, logically, and practically in relation to other competing theories. A theory will be judged empirically superior if it better explains a variety of phenomena, has fewer disconfirmations, solves difficult problems of long standing that other theories have not been able to solve, has wider scope than other theories, and leads to many deductions (i.e. is fruitful). It will be logically superior if it is free of contradiction overall or in several parts, and is more logically coherent and economical. Finally, the theory will be considered practically superior based on how many powerful technologies or applications it can give rise to.

The present study will employ competing theories abduction and inference to the best explanation in an effort to move towards the theory that offers the better explanation of the evidence than its rival. An important point to note is the compatibility of this endeavour with hermeneutic phenomenology. Kazdin (2009) notes that in-depth description can blend description into suitable explanation. Vertue and Haig (2008) insist that phenomena detection is undertaken before any causal explanations are developed. This slow, meticulous process resounds with the epistemology of phenomenology and the hermeneutic turn. For this reason hermeneutic phenomenology will be interwoven into the tapestry of explanatory reasoning here described. The basic flow of investigation will be from phenomenology through hermeneutic interpretation to an arrival at an inference of the best explanation. In essence, this methodology acknowledges the inextricable connection between the process, or method, of investigation, and what emerges and becomes known as a result of this process. The four-phase model of abductive reasoning (Haig, 2005) lends itself very well to this aim, and the steps by which this will be achieved in this study will be explained in detail below.
2.5 PHENOMENA DETECTION: Exploratory Data Analysis

The first stage of this model involves an exploration of the data with the aim of eliciting the latent phenomena embedded in the manifest data. It is important to make a distinction between data, phenomena and theory. Bogen and Woodward (1988) have argued that theories seek to predict and explain claims about phenomena rather than data. Data are idiosyncratic to particular investigative contexts, while phenomena are relatively stable, robust features that are not generally observable (Haig, 2005). Data serve as evidence for the phenomena under investigation, and the phenomena are abstracted from the data by the reductive process of data analysis.

In this study, the data are gathered into a rich case record following the HSCED design. Behrens & Yu (2003) recommend that exploratory data analysis involve descriptive, and repeated quantitative work to reveal the patterns in the data under investigation. Elliott’s method (2001; 2002b) aligns well with this aim and the first stage employs his criteria for seeking evidence for change from the data. This forms the foundation of two competing theories – one, that therapy has caused the change in client outcomes, or two, that other factors are responsible for the changes noted. This is explored using the following criteria adapted from Elliott (2002b):

2.5.1 Evidence for Therapy-process Factors

Retrospective Attribution
The contribution of therapy to client change is assessed from ratings of “likelihood of change without therapy” in the Change record administered during the Change Interviews, and client descriptions of the role therapy played in their change.

Process-Outcome Mapping
For the assumptions of process outcome mapping to be satisfied, the areas covered in therapy and whose importance are evidenced in the Helpful Aspects of Therapy Form (HAT), should be the areas where change is evident on the PQ. 

Within-therapy Process-Outcome Mapping
Theoretical in-therapy process variables (e.g. adherence to therapeutic principles) are assessed for covariance with week-to-week shifts in client problems. For this purpose, the therapist post-session ratings are correlated with the difference scores on the client’s Personal Questionnaire (PQ).

Comment: As noted above, the Therapist Post-session Evaluation Form used in this study has no psychometric data for statistical analysis, and so is only used for exploratory purposes.

Early Change in Stable Problems
The influence of therapy can be deduced when therapy coincides with a client’s long-standing, stable problems. For this reason, pre-treatment PQ mean scores are taken to demonstrate stability of the problem, and are then contrasted with scores at the conclusion of therapy. Before therapy commences, clients are also asked about the history and duration of their problems. If significant changes in stable problems occur in the course of therapy, a reasonable claim for the causal contribution of therapy to the change can be made. 

Event-shift sequences
Consideration is given to whether a significant therapeutic event immediately precedes a stable shift in a client’s problems, particularly where process and the change are logically related. This may produce a time-line by which causal mechanisms can be inferred, although this relies on assumptions about how therapeutic change is tied to events on a linear time trajectory.
2.5.2 Evidence of Insufficient Change

No-improvement
(a)  Trivial changes: these may be ambivalent descriptions of change, or changes in other people and life circumstances. Insignificant changes may also be reported on quantitative measures such as a one-point change on the Beck Depression Inventory.

(b) Negative changes: changes in a negative direction may cast doubt on the overall effectiveness of therapy. This may be shown by a client’s negative report or by changes on outcome measures in a negative direction. In addition to asking client’s about negative changes, it is important to ask them to rate the importance of such changes. If the change is considered important by the client, then this offers strong evidence to the sceptic argument.

(c) Stability of Change: a third measure of insufficient change has been incorporated by the researcher to evaluate whether changes appear sufficiently consolidated to be maintained beyond engagement in therapy. As there is no follow-up period built into this study, this can only be assessed by the narratives of the client and therapist.

Statistical Artifacts
(a) Measurement error: this involves random inconsistency on quantitative measures which may arise from erroneously completed forms, items that are ambiguously worded, misunderstanding of item meaning, and difficulty in accurately rating experience. The standardised error of the difference (Sdiff) provides an estimate of error in measuring client change (Jacobson & Truax, 1991; See Elliott, 2002 for more detail). 
(b) Regression to the mean: This occurs when measures with less than perfect reliability are selected on the basis of their extreme values. This introduces bias such that when the measure is later repeated, the score is a less extreme value, thus producing illusory change. To overcome this, two pre-test scores can be obtained. If there is a sharp drop between these, then it suggests regression to the mean, and the second measurement should be taken as the pre-test score. Qualitatively, regression to the mean can be assessed by obtaining a detailed account of the duration of the client’s problems.

(c) Experiment-wise error: When examining many measures for evidence of change, some apparently reliable differences may occur as a result of chance alone. Such Type 1 error can be compounded across measures, so it is important to obtain reliable change on more than a single measure to demonstrate “global reliable change”. 

2.5.3 Evidence for Client Factors

Relational Artefacts 
Apparent client improvement may be related to a client’s desire to please the therapist or researcher. This is known as the “hello-goodbye” effect (reference), whereby a client enters therapy emphasizing distress so that they are accepted into treatment, and at termination, exaggerates their positive functioning to express gratitude, or to justify ending therapy. To assess the plausibility of attributed change, the client’s narrative has to be carefully investigated for an elaboration of specific details about what has changed, and whether these reported changes are distinguished and idiosyncratic, rather than vague, generalised descriptions. In addition, the client’s report should be discriminating about what was useful, hindering or otherwise in the process (Bohart & Boyd, 2000). 

Expectancy Artefacts 
Wishful thinking or personal and cultural expectations may lead clients to convince themselves and others that because they have been in therapy, they must have changed. Examining the language used by clients to describe their experiences can help to bring to light such artefacts. Scripted descriptions and clichéd phrases will indicate cultural schemas that are evidently less credible than personalised descriptions which are more idiosyncratic in their content. Those descriptions grounded in the client’s immediate experience are apparent by their detailed, reflective nature (Bohart & Boyd, 1997).

In addition, if the client reports being surprised by a change in the Change Interviews, then it is unlikely that this is a response to expectation, and is more likely attributable to genuine change.  

Self-Correction
This requires an assessment of how likely the client feels the change would have occurred without therapy. Therapist process notes will also contain important information about how client has helped themselves, and can be used in conjunction with shifts in PQ scores. Self-correction can also be evaluated against a temporal baseline, which involves an assessment of the duration and stability of the client’s problems. This can be done by asking the client directly, assessing therapist process notes and in-session narratives, and by comparing the two pre-test scores on the Personal Questionnaire.
2.5.4 Evidence for External Factors

Extra-therapeutic life events
These may include new relationships, changes in relationships such as death, divorces, marriages, births, as well as repair or renewal of existing relationships. These can contribute both positively and negatively to therapy outcome, and have the potential to obscure the benefits by making an unsuccessful therapy appear effective (or vice versa). The bidirectional influence of therapy and life events needs to be considered. Such explanations can be assessed by asking the client for their attributions of the reported changes, their rating of the likelihood for change occur without therapy, and by evaluating therapists’ process notes for descriptions of clients’ extra-therapeutic events.

Psychobiological Factors 
Credible improvements may be a result of changes in psychotropic medications or herbal remedies. The case record keeps track of medications, any changes and dose adjustments. In-session narratives and therapist’s process notes also provide useful information about such changes.

Reactive effects of Research
Client outcome may be affected as a function of being in research. This may be due to research activities (assessments, questionnaires), relationships with research staff, and an enhanced sense of altruism. Equally the reactive effects may have a negative impact if they are felt to be interfering, emotionally evocative or time consuming. Qualitative interviewing can help to assess the effects of research by directly asking client to reflect on this. Therapist process notes of client’s spontaneous comments can also help with this evaluation.

2.5.5 Data Reduction Strategies

In the process of phenomena detection, Vertue and Haig (2008) recommend a number of data reduction strategies which are briefly summarised below. In addition, the current method employs a hermeneutic phenomenological reduction strategy for analysis of the qualitative interview transcripts and this is outlined here.

Pattern confirmation and Generalisation
Within the Abductive method, reliability is understood to be a mode of justification, or validation, rather than as a contrast to validity (Vertue & Haig, 2008). Reliabilism states that ‘a belief is justified to the extent that it is acquired by reliable methods’ (Haig, 2005). Reliability claims are used to confirm patterns emerging from the data and establish their generalisabilty.

Constructive Replication
This involves collecting data across different settings and times to demonstrate the extent to which the data are consistent across methods of data collection. The convergence of different sources of data is important for validation purposes. In this case, data is triangulated by using multiple methods and of collection – from questionnaires which are individualised or standardised, from interviews, and from both client and therapist reports. Assessments are also repeated across time to improve reliability and offer insight into the timeline of change.

In this effort, the generalisabilty of relationships is sought, rather than their statistical significance. Haig (2005: 376) maintains that constructive replications are “designed to detect statistical sameness in the data instead of statistical difference”. This is a process of “enumerative induction” where the applicability of generalisations that represent the phenomena are established on a case-by-case basis.
Phenomenological Reduction 
Qualitative data is examined from a hermeneutic phenomenological perspective. The researcher draws knowledge from the writings of Husserl (1931a), Heidegger (1962), and Merleau-Ponty (1962). Specifically, the writings of Van Manen inform the current method as the researcher is particularly drawn to his approach. Van Manen (1990:30 – 31) has developed a framework for hermeneutic phenomenological research which involves six research activities: 

· Turning to a phenomenon which seriously interests us and commits us to the world

· Investigating experience as we live it rather than as we conceptualize it

· Reflecting on the essential themes which characterize the phenomenon

· Describing the phenomenon through the art of writing and rewriting

· Maintaining a strong and oriented pedagogical relation to the phenomenon

· Balancing the research context by considering parts and whole 
In working with the transcripts from the Change interviews, the researcher elicited the essential helpful (and hindering) aspects described, aimed to capture the lived-throughness of the client’s experience of change, and investigated the plausibility of the narrative so as to eventually arrive at the meaning structures of the phenomenon. The transcripts were gradually reduced to thematic elements through a spiralling process of reflecting, reasoning and rewriting many times (see Appendix xx for an explication of the phenomenological reduction).

2.5.6 Establishing Mediators & Mechanisms of Change

From the phenomena that emerge in the reduction and the hermeneutic turn, causal mechanisms will be drawn out in an effort to provide explanatory depth (Thagard, 2007). 

Kazdin (2009) notes that “drawing inferences about mediators requires a convergence of multiple criteria that act in concert” (p. 419) Several criteria are proposed as necessary for the establishment of mediators and subsequent causal mechanisms:

i. Strong associations: demonstration of a strong association between the intervention and the hypothesised mediator of change, and an association between the proposed mediator and therapeutic change. 

ii. Specificity: demonstration of the specificity of the association among the intervention, proposed mediator, and outcome. Ideally, many plausible constructs do not account for therapeutic change, with the exception of one, which strengthens the argument that the proposed construct mediates change
iii. Consistency: Replication of an observed result across studies, samples, and conditions contributes to inferences about mediators. Consistency across studies greatly facilitates drawing inferences about whether a particular mediator may be involved.
iv. Experimental manipulation: Direct manipulation of the proposed mediator to show the impact on outcome
v. Time line: demonstrating a timeline or ordering of the proposed mediator and outcome (i.e. the mediator changes before the outcome)
vi. Gradient: showing a gradient in which a stronger dose or greater activation of the proposed mediator is associated with greater change in the outcome can help make the case for a particular mediator. No dose-response relation or a relation that is non-linear does not refute the role of the construct but may make inferences more difficult to draw.
vii. Plausibility or coherence: a plausible, coherent and reasonable process that explains precisely what the construct does and how it works to lead to the outcome. The steps along the way can be tested directly.
With the exception of experimental manipulation and replication of the study, the above requirements will all be aimed for in the current research through a discovery-orientated approach (Mahrer & Boulet, 1999) rather than a hypothetico-deductive method. Since this endeavour is inevitably constrained by one’s theoretical model (Elstein et al., 1990 in Haig, 2009), a great deal of investigator reflexivity will be required. This is encouraged by the hermeneutic phenomenological method proposed, which will aim to use the most plausible phenomena to generate explanations.

2.6 THEORY GENERATION: Existential Abduction

There are a number of ways in which explanatory theories can be reached by abduction. Thagard (1988) distinguished between existential and analogical abduction. Existential abduction posits the existence of previously unknown phenomena, while analogical abduction uses past cases to generate hypotheses similar to existing ones. Haig (2005) characterises existential abduction by the following schema which is later adapted for this study:

The surprising phenomenon, P, is detected

But if hypothesis H were approximately true, and the relevant auxiliary knowledge, A, was invoked, then P would follow as a matter of course.

Hence, there are grounds for judging H to be initially plausible and worthy of further pursuit.

The aim of this theory generation phase is to posit the existence of theoretical entities (in this case, mediators and causal mechanisms of change) which may explain the empirical phenomena detected. This is achieved by the exploratory data analysis and phenomena detection described above. In the current study, theories will be generated about what caused clients to change. The existence of mediators and mechanisms of change will be postulated. It is important to note, however, that this phase can make no claims about the nature of these explanatory theories. Methods of existential abduction such as the afore-mentioned cannot provide highly developed scientific theories, but rather offer rudimentary theories that are considered to have initial plausibility. Subsequent elaboration is required to move theories beyond a rudimentary status. This is addressed in the next section on theory development

2.7 THEORY DEVELOPMENT: Analogical Abduction 

Once the existence of a theory has been abductively inferred, the next phase demands explicit elaboration of the theory before it can be evaluated against competing theories. Abductive theory of method recommends that this be done by ‘building analogical models of the causal mechanisms in question’ (Haig, 2005: 379) in order to establish the relationships between the phenomena and their underlying causes. The primary aim of analogical abduction is to increase the content of the proposed explanatory theory by conceiving unknown mechanisms in terms of what is already understood and accepted. Inference is drawn from a source whose nature and behaviour is known in order to provide a reasonable explanation for the unknown causal mechanism. The appropriateness of analogical models offer suitable judgement for the initial plausibility put forward by the above two phases. Effective analogical models provide insight into the nature of these latent entities, and assist in the evaluation of their initial plausibility. 

Vertue & Haig (2008) point out that the choice of causal mechanisms inferred are constrained by the particular theoretical model that guides the clinician or the therapist’s work (Elstein, Schulman, & Sprafka, 1990 cited in Verue & Haig, 2008). For example, mechanisms may be considered cognitively, behaviourally, experientially or experientially. In this research study, the phenomenological method of epochè is practised in an effort to suspend biases and assumptions in the analysis. Researcher reflexivity is vital in maintaining awareness of personal views and allegiances that may constrain the process. Analogical models beyond the psychotherapy literature are specifically sought to draw inferences that are minimally limited by the researcher’s familiar knowledge base. 

Having generated and developed alternative theories that may account for the phenomena detected, the competing theories are brought together for comparative evaluation.

2.8 THEORY APPRAISAL: Inference to the Best Explanation

The importance of considering theories in relation to their rivals (Capaldi and Proctor, 2008), becomes evident in this phase where the aim is to compare theories with one another with a view to selecting the best available theory from those established. Capaldi and Proctor refer to this as competing theories abduction. They make the point that scientific methods traditionally test theories in isolation, and make the case for evaluating theories relative to other theories in order to establish their logical and empirical accuracy. This is the point in ATOM where inference to the best explanation (IBE) is drawn. To be accepted, the theory must be shown to provide a better explanation than competing theories. Moreover, a disconfirmed theory may be retained if it provides a better explanation than its rivals (Ibid. 638).

As stated above, the most developed and informative account of IBE is the Theory of Explanatory Coherence (TEC), developed by Thagard (1978; 1992). This method follows the view that ‘to infer that a theory is the best explanation is to judge it more explanatorily coherent than its rivals’ (Haig, 2009). The explanatory coherence of a theory is made in terms of three criteria: explanatory breadth, simplicity and analogy. The first of these is considered the most important in establishing explanatory coherence. It implies that a theory is more explanatorily powerful if it explains a greater range of facts. Simplicity suggests that preference should be given to theories that make fewer special or ad hoc assumptions, and analogy indicates that a theory will be found more credible if it is analogous to theories that are already considered credible. These criteria are described below, along with two further criteria elaborated by Thagard (2007) in his recent writings, namely explanatory depth and approximate truth.
Explanatory Breadth

Explanatory breadth is a measure of how much the theory explains, and is used to establish whether one theory explains more of the evidence than another theory. Thagard (1978) claims that a theory is said to be consilient if it explains at least two classes of facts, and will be more consilient if it explains more classes of facts that the opposing theory. Furthermore, a theory may be broader than its rival if the class of facts explained by the second theory form a complete subset of the first theory. In this study, classes of facts are taken to include therapy technique factors, client factors, therapist factors, relational factors, and external factors. Thagard (1978) writes:
“A consilient theory unifies and systematizes. To say that a theory is consilient is to say more than it “fits the facts”: it is to say first that the theory explains the facts, and second that the facts it explains are taken from more than one domain.” (p. 82)

It is important to note that good explanatory breadth is not founded on the sheer number of facts, but on the variety of instances which can be explained. Glymour (1975) argues that variety is needed in order to compensate for cases where errors in hypotheses may cancel each other out, and is important in eliminating alternative hypothesis in the search for the most consilient theory. Finally, Thagard (Ibid. 83) identifies the importance of dynamic consilience, which is the notion that a theory may be strengthened as it explains a greater range of facts over time, and in a variety of instances. Systematic replication of single case studies over time will serve to affirm or refute the consilience of theories proposed by this study (cf. Fishman, 1999). This suggests an important place for well-formed single-case studies for both theory generation and testing.

Simplicity

Simplicity puts a constraint on consilience, which is to say that a theory “must explain a range of facts, and it must explain those facts without making a host of assumptions with narrow application” (Thagard, 1978: 87). In certain instances, auxiliary hypotheses may be needed in order to explain a particular class of facts not explained by the original theory. Simplicity is dependent on the number of additional hypotheses needed for a theory to explain a set of facts. A simple theory will have few ad hoc hypotheses. We can adjudicate between two theories by evaluating the number of auxiliary hypotheses that each theory needs to explain the facts, but this requires careful qualitative investigation rather than a mechanistic quantitative assessment. The competing theories generated in each case study will be qualitatively examined for simplicity in relation to one another.
Theories can also be compared for ontological economy. A theory will be more ontologically economical than another if it does not need to assume the existence of entities which the other theory does require. However, ontological complexity does not detract from the acceptability of a theory provided that such complexity contributes towards explanatory breadth and simplicity.
Analogy

Thagard (1978) argues that analogies support theories by improving the explanations that the theories are used to give. The explanations afforded by a theory are better explanations if the theory is familiar, that is, introduces mechanisms, entities or concepts that are used in established explanations (p. 91). Analogical inference for explanatory purposes considers how theories which are similar in respect to a number of properties may be analogous in their explanatory property too. Disparities are too threatening to state that the theories definitely share the explanatory property, but the use of analogy does serve to increase the value of the explanation of those properties known to be shared. Analogy between phenomena suggests analogy between explanatory hypotheses which strengthens the theory since the analogous explanation provides a model for the theory under scrutiny.
Explanatory Depth

In establishing explanatory coherence, a hypothesis can be deepened if it can be explained by another hypothesis. Explanatory depth considers explanations for why a theory works.
For this purpose, Thagard (2007) refers to the deepening maxim:
“Explanatory coherence leads to truth when a theory not only is the best explanation of the evidence, but also broadens its evidence base over time, and is deepened by explanations of why the theory works” (p. 37)

Because of the categorical nature in which the world is organised, all theories tend to be nested within a hierarchy or layers of mechanisms. In this way, theories about how and why a client changes through therapy are expected to be deepened by layers of mechanisms that exist in other domains of human behaviour and interaction. Mechanisms understood in social psychology, education, and neuroscience, among others, may be expected to deepen the explanation of how therapy works 

Deepening is not a necessary condition for the acceptability of a claim because knowledge about the underlying mechanisms may simply not be available at a given time. It is expected that this study will only begin to point to underlying mechanisms which explain why therapy works, and it is only over time that the theory can be sufficiently broadened and deepened to be considered “approximately true”.

Approximately True

A theory is considered approximately true if it is partly true, that is, if most of its claims are nearly true in achieving quantitative closeness to accepted values. Assessment of approximate truth needs to “qualitatively consider the mechanistic claims that the theory makes about parts, properties, relations, and resulting changes” (Thagard, 2007: 41). Thagard furthers his original deepening maxim, with the statement that,
“If a theory not only maximises explanatory coherence, but also broadens its evidence base over time and is deepened by explanations of why the theory’s proposed mechanism works, then we can reasonably conclude that the theory is at least approximately true” (p. 41)
This maxim concurs with the view of Durrant and Haig (2001) who refer to “how possibly” versus “how actually” explanations originally proposed by Brandon (1990, cited in Durrant & Haig, 2001) in the field of evolutionary adaptation. The argument for ‘approximate’ over ‘absolute’ truth, and ‘how possibly’ over ‘how actually’ explanations is essential in the field of psychotherapy where the ontology of any theory must include unobservable entities and processes (Churchland,1989 cited in Durrant & Haig, 2001). The hypothetico-deductive method with its reliance on predictive success for theory appraisal leads to the under-determination of a theory by the available evidence. By contrast, the process of abductive reasoning to the best explanation here described is most suited to the endeavour of truth-seeking where a modest degree of explanatory pluralism is considered fruitful in the development of increasingly coherent theories (Durrant & Haig, 2001).

The culmination of this reasoning process results in the inference to the best explanation with recommendation for further investigation by inductive and deductive methods. Having highlighted plausible links and connections between phenomena in an explanatorily coherent manner, it will be the task of future studies to confirm or refute the claims made in the present work. This is an idiographic strategy which will point to further areas of investigation.

3. RESULTS 

A detailed case record for each case can be found in Appendix xx, Section i, ii, & iii. This section presents the main results for each participant across the different measures employed.
3.1 QUANTITATIVE OUTCOME ASSESSMENT
3.1.1 PQ data results

Table 2 (a, b, and c) illustrate the three participants’ problems as they listed them on the Personal Questionnaire (PQ) at intake, the duration for which they have been troubling them, and the severity scores assigned at the intake interview, the mid-point of therapy, and at the end of therapy. Each week clients were asked to rate how much each problem on their PQ had bothered them in the previous 7 days (7: maximum possible; 1: not at all). 

PCP Case

Carey’s scores show reliable change on all items (with a shift of at least two points between baseline and end of therapy). These problems had bothered her for at least three or more years, with some being problematic for more than ten years.

Table 2 (a) PCP Case – Changes on the Personal Questionnaire
	Item
	Duration of problem
	baseline
	mid-point
	end-point

	I have low self-esteem


	more than 10 years
	7
	6
	4

	I have difficulty motivating myself to do anything


	more than 10 years
	7
	5
	5

	I feel very angry


	3 - 5 years


	6
	4
	4

	I feel emotionless and cold


	3 - 5 years


	6
	5
	3

	I feel sick, shaky and have hot flushes from my stress


	3 - 5 years


	6
	4
	6

	I am in a repeating pattern of difficult relationships
	more than 10 years
	6
	6
	5


EPT Case

Jade’s scores between the intake interview and the end of therapy show a significant change on all items. At baseline, Jade had rated her difficulties as bothering her for more than six years, and in some cases, for more than ten. By the end-point Jade’s scores on all items had dropped well below clinical cut-off for this measure indicating reliable improvement in her problems.

Table 2 (b) EPT Case – Changes on the Personal Questionnaire
	Item
	Duration of problem
	baseline
	mid-point
	end-point

	I feel a lot of anger and get irritable very quickly
	more than 10 years
	7
	3
	1

	I feel I panic over small things, and experience panic attacks
	more than 10 years
	6


	3
	1

	I have very extreme mood swings
	more than 10 years
	6
	3
	1

	I am too much of a perfectionist, and my strict routines   prevent me from being spontaneous
	more than 10 years
	7
	3
	2

	I come across to others as confident,  but I don’t  feel that I am (it feels like an act)
	6 - 10 years


	6
	4
	2

	I feel stuck in a role that people expect me to always be (not able to break this mould)
	6 - 10 years


	6
	3
	1

	I am scared to be  something/somebody else
	6 - 10 years


	6
	3
	1

	I am very stubborn, which comes across as controlling behaviour. I feel I am selfish.
	6 - 10 years


	7
	3
	1

	I have insomnia – I just can’t “switch off” my brain
	6 - 10 years


	7
	3
	3

	I don’t know how to respond to others’ affections/care for me
	6 - 10 years


	7
	3
	2

	I feel like I don’t know myself
	6 - 10 years
	6
	3
	2


CBT Case
Due to some difficulties in conducting the intake interview, it was not known how long Susan had experienced these problems, although she did report in her Change interview that she had been waiting a long time for therapy so it is expected that these problems were present for a number of years. Susan did not complete the PQ every week, so data on this measure is intermittent and not considered reliable. By the end-point her scores for four items do show a positive shift, however scores from previous sessions show fluctuations with no trend in the mean, suggesting that Susan’s PQ scores cannot be interpreted as showing reliable change in her problems.

Table 2 (c) CBT Case – Changes on the Personal Questionnaire

	Item
	Duration of problem
	baseline
	mid-point
	end-point

	Holding a conversation for more than a few sentences
	unknown
	7
	7
	2

	Memory Problems
	unknown
	4
	7
	2

	Dealing with changes in plans
	unknown
	5
	7
	2

	Trusting my teenage son and giving him independence
	unknown
	4
	4
	1

	Processing information; Carrying out instructions
	unknown
	5
	7
	2


3.1.2 Outcome measures

PCP Case
The client completed the Personal Questionnaire (PQ) at each therapy session (See Table x). At baseline, her mean PQ rating was 6.33, which exceeds clinical caseness (3.0). At the mid-point, her mean PQ rating had dropped to 5, indicating reliable change on this measure at a significance level of 0.2 (Reliable Change Indices (RCI) min. = 1.0; p<0.2). At the end of therapy, the mean rating dropped further to 4.5, although this score still exceeds the clinical cut-off. Nevertheless, on this measure the client shows reliable clinical change (RC min. = 1.5; p<0.05).  Reliable Change Indices tell us that the change reflects more than the fluctuations of an imprecise measuring instrument (Jacobson & Traux, 1991).
The CORE-OM 34 was completed at baseline, mid-point and end of therapy. At baseline, her mean score was 2.59, which exceeds the clinical caseness of 1.29. At the mid-point, her mean rating was 2.5 which did not indicate reliable clinical change. However, by the endpoint her mean CORE score had dropped to 1.88. While this still exceeds caseness, a reliable clinical change is indicated (RC min. = 0.5; p<0.05).

On Beck’s Depression Inventory the client’s baseline score was 40, within the severe range. At midpoint her score was still in the severe range at 34. By the completion of therapy, her score dropped substantially to 19 which placed at the cut-off for mild depression

On the General Health Questionnaire, the mean score at baseline was 5.75. By the midpoint, this score reduced to 4, and by the end of therapy her mean score had dropped substantially to 1.75.
	Table Notes:

· Caseness represents the cut-off for establishing whether a client is clinically distressed. For the PQ for instance, a score higher than 3.5 is indicative of the client being in the clinical population range.

· RC min (p < .2) represents the minimum value required for reliable clinical change at the p < .2 level; RC min (p < .05) represents the minimum value required for reliable clinical change at the p < .05 level.

· The arrows in the RC min columns represent whether an increase (upward arrow) or decrease (downward arrow) indicate a positive change/improvement in the client according to each measure. In the PQ for example, a lower score indicates an improvement in problems and hence a downward arrow is present.

· Values which fall within the clinical range are highlighted in bold.

· Pre-Mid Difference represents the difference between outcome measure scores at assessment and after 8 sessions of therapy (Mid). 

· An asterisk next to a score indicates that there was clinically reliable improvement in the measure. (*p<.2; **p<.05)


Table 1 (a): PCP Case – Quantitative Analysis of Change

	Scale
	Caseness
	RC min (p<.2)
	RC min (p<.05)
	Baseline
	Mid-point
	Base-Mid Difference
	End-point
	Base-End Difference

	PQ
	<3.0
	1.0 (()

	1.5 (()
	6.33
	5
	1.33*
	4.5
	1.83**

	CORE-OM
	<1.29
	0.35 (()

	0.5 (()
	2.59
	2.5
	0.09
	1.88
	0.71**

	BDI
	0–13: min.

14–19: mild 

20–28: mod. 

29–63: severe 

	
	
	40 (severe)
	34 (severe)
	6 
	19 
(mild)
	21

	GHQ
	<5/6
	
	
	5.75 (23/4)
	4 (16/4)
	1.75
	1.75 (7/4)
	4


EPT Case
PQ questionnaires were completed at the intake interview prior to starting therapy, and then following each therapy session. Prior to commencing therapy, her mean PQ score was 6.45, which exceeds the clinical cut-off of 3.0 for this measure. At the mid-point, the mean PQ score had dropped to 3.09 which is just above clinical cut-off (3.0), but shows reliable clinical change at a significance level of 0.05 (RC min. = 1.5; p<0.05). By the end-point, mean scores on this measure had reduced further to 1.55, which is well below clinical cut-off, and indicative of significant change (RC min. = 1.5; p<0.05).

The CORE-OM 34 questionnaire was competed twice in this case – at baseline and end of therapy. At baseline, the mean score was 2.68 which exceeds clinical caseness for this measure (1.29). By the end of therapy, the mean CORE score was 0.62, indicating reliable clinical change at a significance level of 0.05 (RC min. = 0.5; p<0.05).

The client completed the Beck Depression Inventory at the start and end of therapy, however, at baseline the client only completed the first page of the BDI. For this reason only the sub-total scores of the first page were compared. A change from moderate to minimal depression is observed by these scores between the start and end of therapy (from 22 to 0). The General Health Questionnaire produced a baseline mean score of 6 (within clinical range) which reduced to 0.5 by the end of therapy, indicating reliable change with a mean difference of 5.5.

Table 1 (b) EPT Case – Quantitative Analysis of Change
	Scale
	Caseness
	RC min (p<.2)
	RC min (p<.05)
	Baseline
	Mid-point
	Base-Mid Difference
	End-point
	Base-End Difference

	PQ
	<3.0
	1.0 (()

	1.5 (()
	6.45
	3.09
	3.36**
	1.55
	4.9**

	CORE-OM
	<1.29
	0.35 (()

	0.5 (()
	2.68
	-
	-
	0.62
	2.06**

	BDI
	0–13: min.
14–19: mild 20–28: mod. 29–63: severe

	
	
	22 (first page only)
	
	
	0 (1st page) tot=8

	22

	GHQ
	<5/6 
	
	
	6 (mean score)
	
	
	0.5 
	5.5


CBT Case
In this case, PQ questionnaires were completed intermittently and scores fluctuated such that no trend in the mean could be observed. At baseline the mean PQ score was 5, which exceeds clinical caseness of 3.0 for this measure. At mid-point, the mean PQ score had increased to 6.4, indicating a deterioration at a significance level of 0.2 (RC. min. = 1.0; p<1.0). However, by the end of therapy, the mean score reduced to 1.8, which is below clinical cut-off and suggests reliable change (RC min. = 1.5; p<0.05). These scores may be unreliable due to missing data.

The CORE-OM 34 was completed at baseline, mid-point and end of therapy. At baseline, her mean score was 1.06, which is below clinical cut-off of 1.29. At the mid-point, her mean rating was 1.06 which shows a small, but non-reliable deterioration in mean score. At the end of therapy, her mean CORE score had dropped to 0.21, indicative of reliable clinical change (RC min. = 0.5; p<0.05), although scores were never in the clinical range.

The Beck Depression Inventory scores show deterioration between baseline (10) and mid-point of therapy (15), but are reduced to 0 by the end of therapy. Depression ratings do not go above the cut-off for mild depression, although the deterioration at mid-point is notable for its consistency with negative change on both the CORE-34 and GHQ at the mid-point. 
GHQ mean rating at baseline was 0.25, which deteriorated to 1 at mid-point, but recovered to a mean-score of 0 by the end of therapy. All scores were low and were not in a clinical range.

Table 1 (c) CBT Case – Quantitative Analysis of Change
	Scale
	Caseness
	RC min (p<.2)
	RC min (p<.05)
	Baseline
	Mid-point
	Base-Mid Difference
	End-point
	Base-End Difference

	PQ
	<3.0
	1.0 (()

	1.5 (()
	5
	6.4
	-1.4
	1.8
	3.2**

	CORE-OM
	<1.29
	0.35 (()

	0.5 (()
	1.03
	1.06
	-0.03
	0.21
	0.82**

	BDI
	0–13: min.
14–19: mild 20–28: mod. 29–63: severe
 
	
	
	10 (min.)
	15 (mild)
	-5
	0 (min.)
	10

	GHQ
	<5/6
	
	
	0.25
	1
	-0.75
	0


	0.25


3.1.3 Time Series

Single-case time series data was produced for the mean PQ scores calculated at each therapy session. Summary statistics for the time series computes auto-correlations of the series for different lags.  This detects recurring trends in data.  The summary statistics and lag calculations for each case are presented below.

PCP Case

The time series was calculated for 16 points (equal to the number of PQ scores obtained). The minimum score was 3.5, and the maximum was 6.5 with a median of 5, and a range of 3. The mean rating was 5.25 (s.d. = 0.92). The table below show the auto-correlation generated by 3 lags (a graph of the plot can be found in appendix xx, section yy). This indicates a significant trend in the mean.
Table 3 (a) PCP Case – lag calculations for PQ mean scores across 16 time-points 

	Lag
	r
	r^2
	n’
	F
	df
	p

	0
	0.834
	0.695
	16
	31.962
	14
	0.000

	1
	0.673
	0.453
	15
	10.768
	13
	0.006

	2
	0.744
	0.553
	14
	14.857
	12
	0.002

	3
	0.464
	0.215
	13
	3.013
	11
	0.110


	--------+--------|--------+---

	                 |-----------

	                 |-----------

	                 |------------

	                 |---------

	                 |------

	                 |----

	                 |-

	              ---|

	                 |----

	              ---|

	             ----|

	 ----------------|

	        ---------|

	-----------------|

	                 |-

	         --------|

	--------+--------|--------+---

	3.500                    6.500


Fig. 1: PCP Case - Time Series Plot of PQ scores across sixteen sessions

EPT Case
The time series plot was calculated for 17 points (corresponding to one PQ rating prior to therapy, followed by a rating at each of the 16 therapy sessions. The minimum score was 1.55, and the maximum was 7 with a median score of 4.28 and a range of 5.45. The mean across all points was 4.54 (s.d. = 1.91). The lag calculations represented in Table 3 (b) below indicate a significant trend in the mean. (Time series plot in appendix xx, section yy).

Insert graphs

Table 3 (b) EPT Case – lag calculations for PQ mean scores across 16 time-points 
	Lag
	r
	r^2
	n’
	F
	df
	p

	0
	-0.907
	0.822
	17
	69.323
	15
	0.000

	1
	0.836
	0.699
	16
	32.560
	14
	0.000

	2
	0.724
	0.524
	15
	14.286
	13
	0.002

	3
	0.710
	0.504
	14
	12.193
	12
	0.004


	-------+-------------|-------------+----

	                     |--------------

	                     |------------------

	                     |------------------

	                     |-----------------

	                     |----------

	                     |-------

	                     |------------------

	                     |-----

	           ----------|

	           ----------|

	            ---------|

	           ----------|

	                     +
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	-------+-------------|-------------+----

	1.550                              7.000


Fig.  2: EPT Case - Time Series Plot of PQ scores across sixteen sessions (incl. 1 pre-therapy rating)
CBT Case
No time series data was produced for this case since PQ mean scores were intermittently recorded and insufficient for such analysis.
3.2 QUALITATIVE OUTCOME ASSESSMENT
3.2.1 Hermeneutic Summaries of Change Interviews

Both the mid-point and end-point interviews were analysed using a hermeneutic phenomenological method drawn from the writings of Van Manen (1990).  The phenomenological reduction of the data produced a hermeneutic summary for each case as stated below. A more detailed record of the phenomenological exploration can be found in Appendix xx, section a, b, and c.
PCP Case
Therapy provides a reflective time and space in which to evaluate one’s views and responses to life situations through the alternative perspectives offered by another. Such reflective awareness allows for an intense connection to one’s emotions. Reflection and the views of another bring clarification of one’s own way of being which helps to manage life stressors as different ways of approaching and responding to situations are explored. Role play, the repertory grid, and therapist questioning are clarification tools that assist a move to change.
Seeking help and receiving support from another is comforting, and initiates a movement towards change. This movement is not completed by the end of therapy, but the process of change has been set in motion. The relationship is shared but not equal; it is focused on the client and their needs without the reciprocal expectations and judgements inherent in other relationships. Honesty, openness and the impartiality of the therapist assists clarification and the movement towards alternative responses. This honesty provides a space in which one can move closer to one’s emotions and experience one’s feelings as real and present. The insight gained through this process provides a new understanding of oneself, alternatives are explored and the potential for change is realised.

EPT Case

Therapy has offered support in a time of aloneness. Explaining one’s story to another brings greater self awareness and understanding. The therapist’s non-judgemental, non-demanding stance makes it different to other personal relationships, which creates the possibility for openness, honesty and an expression of the person one feels one really is. The therapist’s questions and requests for clarification bring insight into the client’s way of being. The observations and reflections of the therapist illuminate aspects outside the client’s awareness. This recognition and expression of one’s needs and wants to another makes change possible, and reporting back to another about the changes that are made provides positive reinforcement and validates the experience, giving it purpose and greater meaning. The client is the main agent of change and takes ownership in deciding to be how she feels she should be. It can be difficult not to receive guidance and direction from the therapist. Therapy has been the catalyst which has aided the change process, providing the client with the courage needed to make changes long wished for, but never implemented, for fear of losing friends. Courage gained from the support of therapy makes it easier to tolerate being on one’s own. The cost of losing friends has been outweighed by the benefits of becoming who one feels one should be. One’s own happiness is prioritised in the change process, while sadness over what is lost is acknowledged. Being less in control in therapy sessions opens the possibility of being less in control in the lived world, allowing for greater spontaneity. Aspects that have not changed have been recognised as valuable parts of the self and have been incorporated with greater acceptance. Non-therapy events (such as finding a new job and ending a long-term relationship) are significant in allowing this space for change.
CBT Case

The beginning of therapy was confusing and frustrating as the client and therapist worked to establish the focus of the therapy. The therapist contained and managed this process, and a clear agenda, or plan, was devised. Accepting the lead and guidance of the therapist allowed the therapeutic work to begin, although there was resistance at first. Structure and clarity were important components in the success of the entire process. Written exercises in therapy sessions and at home have been helpful in recognising things and raising one’s awareness about her behaviours. Homework and role play provided pieces of evidence to work on in therapy. Examining triggers, automatic thoughts, and thinking styles in collaboration with the therapist allowed for a magnified evaluation of oneself in a positive, rather than a self-critical, frame. The positive feedback from the therapist was important. Realising that one’s thinking styles are shared by others was comforting as one didn’t feel alone, but it also felt frightening to acknowledge oneself in those negative thinking patterns. The therapy was pro-active and forward-focused in managing current difficulties, rather than examining any historical causes. It has helped in finding new strategies for responding to daily challenges – this new approach feels calm and methodical, rather than reactive or explosive.  Acceptance is a major part of the process. One realises one cannot control everything, and this allows for greater self acceptance in unpredictable situations. Being able to let go in therapy, has released the need for control in other situations, and unexpected changes in the day no longer feel catastrophic.
3.2.2 Change Records

In the mid-point and end-point interviews, participants were asked to describe any changes they had noted in themselves over the course of therapy, and then were asked to rate how expected or surprising these changes were, how likely they were to have occurred without therapy, and how important they were. Table 3 (a, b, and c below) show a record of each client’s reported changes at the end-point of therapy. The full records for both mid-point and end-point reported changes can be found in Appendix xx, section a, b, and c. Full Interview transcripts are included in Appendix yy, section a, b, c.
PCP Case
Table 4 (a) PCP Case – Changes at End of Therapy Interview

	Change
	Expectancy
	Likelihood without therapy
	Importance of change

	1. Value myself more than I did, and I expect other to as well
	somewhat surprising
	very unlikely
	extremely important

	2. Saying how I feel to others, and not being afraid of consequences so much
	very surprising
	very unlikely
	very important

	3. Not being aggressive
	somewhat expected
	somewhat unlikely
	very important

	4. Allowing others to support me
	very surprising
	very unlikely
	extremely important

	5. Coping better with difficulties at work
	somewhat expected
	very unlikely
	very important

	6. Feeling calmer and more mellow
	somewhat surprising
	very unlikely
	very important

	7. Judging others less
	somewhat surprising
	somewhat unlikely
	very important


EPT Case
Table 4 (b) EPT Case – Changes at End of Therapy Interview
	Change
	Expectancy
	Likelihood without therapy
	Importance of change

	No longer afraid of being me  - going out and doing things


	very surprising
	very unlikely
	very important

	Being Spontaneous
	very surprising
	very unlikely
	moderately important

	Not worrying so much about losing people by being myself


	very surprising
	very unlikely
	very important

	Gaining a sense on Independence


	very surprising
	very unlikely
	very important

	Having a different view of myself as a perfectionist & routine


	very surprising
	very unlikely
	moderately important

	Having a better sleep pattern
	somewhat surprising


	very unlikely
	very important

	Feeling more free & lighter; not so weighed down


	very surprising
	very unlikely
	moderately important

	Feeling happier day to day


	very surprising
	very unlikely
	very important

	Feeling more in control of my anger


	very surprising
	very unlikely
	very important

	Having a new job
	very much expected


	very likely
	very important

	Ending relationship with my boyfriend (of 8 years)
	very surprising
	very unlikely
	very important


CBT Case
Table 4 (c) CBT Case – Changes at End of Therapy Interview

	Change
	Expectancy
	Likelihood without therapy
	Importance of change

	Feeling more confident and have greater self-belief


	somewhat surprising
	somewhat unlikely
	extremely important

	New strategies and ways of responding
	very surprising
	very unlikely
	moderately important



	Increased confidence in communication skills


	somewhat surprising
	very unlikely
	extremely important

	Feeling heard and having a sense of belonging in conversations


	somewhat surprising
	somewhat unlikely
	extremely important

	Feeling empowered by not reacting in certain situations
	very surprising
	neither [working on it myself already]
	extremely important


3.2.3 Event-shift Sequences

Significant helpful events (as documented by the client on the HAT Form) may precede shifts in the problem ratings on the PQ, which would provide further evidence for a connection between therapy process and outcome.

PCP Case
In this case there is a steady downward shift in PQ scores, but this is not directly linked to statements on the HAT form since almost each week, ratings of 8 or 9 (very/extremely helpful) were given by the client and these ratings do not specifically correlate with variations in the PQ.

In session four, the client reports a significant helpful event of “Talking about a recent situation at work; it made me less angry”. Her PQ score on Item three, “I feel very angry” went from a rating of seven to four between session four and five suggesting evidence for an event-shift sequence on this item. In Session ten, “Discussing my reaction to sessions; how the sessions bring my emotions up to the surface, realising the anger I feel” is reported as the significant event. This is linked with significant shifts on two related PQ items, namely “I feel very angry” and “I feel emotionless and cold” which both showed a two-point downward shift in scores after session ten (PQ completed after the session).

EPT Case

A reliable shift in PQ scores took place between session 7 and 8 (mean PQ shift from 5.18 to 3.09). The process notes of the therapist are helpful in eliciting the connection between therapy processes in session 7 and the subsequent change in problem ratings:

“Session largely focused on discussion of meeting with boyfriend, with whom client is currently on a break. Continued to focus on feeling of being “fake”; client feels that even in trying to establish changes in how she acts, she still feels differently than she presents herself. Client disclosed surprise that she enjoys being abusive and angry to those close to her because it gives her a sense of control – client appeared surprised at this point., shift to what felt like a very candid discussion. Discussion in second half of session was much more reciprocal than previously; focused on struggle to establish a sense of “true self”.”
It is argued that Jade’s surprise at her disclosure about why she feels it necessary to be angry with others was a moment of discovery and heightened awareness – an ‘aha experience’. This prompted a significant shift in her feelings as evidenced by the substantial shift in PQ scores.

There is a similar shift in PQ scores between session 12 and 13. It is not clear what specific therapeutic event may have contributed to this shift. However, a plausible hypothesis may be that therapy provided a soothing function when the client was feeling most alone (losing friends), as well as a validating function by reinforcing the changes Jade has made. The client and therapist’s reports of helpful events in these sessions point towards a recognition and an ownership for the changes. By the following session, the therapist reports the client as being in an ‘optimistic and positive mood’ and feeling ‘happy with the changes she has made in her life’. 
CBT Case

Since Susan’s PQ data was intermittent and cannot be used to indicate reliable clinical change, it is not possible to examine this data for specific significant shifts following a particular in-session event. On this basis changes cannot be associated with particular therapy events, but there is evidence in the qualitative interviews which points to particular therapeutic processes (noted below) that the client found helpful and contributory to her major changes of having new strategies for responding in situations and improving her communication skills in casual conversations.

3.2.4 Qualitative information about Significant Events
Helpful Aspects of Therapy (HAT) forms were examined to identify any helpful therapy events in the clinically significant range for this measure (i.e. client ratings in the “greatly helpful” or “extremely helpful” range). A full record of each client’s ratings on this measure can be found in Appendix xx, section a, b, and c.

In addition, clients were asked in the change interviews what they felt was helpful or hindering about the therapy. Individual client reports of these aspects are summarised in tables in Appendix xx, section a, b, and c, and are more fully elaborated by the interview transcripts in Appendix xx, section a, b, and c.

3.2.5 Qualitative information from Therapists’ reports

Process-outcome correlations

Statistical correlations to predict whether particular theoretically important in-session processes were linked to change in client problems were not conducted, since the literature indicates poor covariance between therapist responsiveness and outcome (Stiles, 1988; 2009), the therapist evaluation form used was not a standardised measure, and difficulties in predicting fluctuations in the PQ have been noted (Elliott & Wexler, 1994; Elliott, et al. 2009). 

Nevertheless, the Therapist Evaluation Forms for each case were qualitatively examined to explore the main principles that each therapist reported to be using in the sessions. Tables of this exploratory analysis can be found for each case in Appendix xx, section a, b, and c. A summary for each case is reported below:

PCP Case

The common factors reported to be most frequently used by the therapist included reflecting back to the client, empathy, and building a working alliance, together with techniques such as Socratic questioning and eliciting the client’s constructs. To a lesser extent the therapist used principles such as repertory grids, behavioural experiments, homework, laddering and emotional processing. A number of statements in the HAT form make particular reference to particular therapeutic principles, namely the repertory grid, role play, and fixed role scripts. (See table bb in Appendix xx, Section a for a list of the relevant statements). Furthermore, the client elaborated on some of these therapeutic principles in the Change Interview (See Appendix xx, section yy for transcripts, Mid. pp. 11, 12, End. p.16).
EPT Case

The therapist’s reports of most frequently used principles are as follows:  exploration of worldview (14 sessions), being in the unknown (13), phenomenological exploration (16), reflecting back to the client (16), and empathy (16). Since these principles were reportedly used in nearly all sessions, it is not apparent how they may have co-varied with specific changes in problem ratings.

The qualitative data from the interviews does point to particular response modes of the therapist as being helpful. For instance, the therapist’s request for clarification or questions about the client’s sedimented behaviours was seen by the client to be helpful as it led to self-reflection and questioning herself, which subsequently led Jade to try out alternative ways of being. It may be that the impact of such in-session therapeutic process may have been more gradual and global than evident in a single session shift. After all, there was a sustained trend as demonstrated by time series.
CBT Case

The therapist’s reports of most frequently used therapeutic principles include Socratic questioning, being in the unknown, building a working alliance, empathy and reflecting back. Homework was also given in 7 of the 12 sessions, and this is something that Susan reported as helpful and important on numerous occasions. The questioning style of the therapist was also clearly effective as Susan recalled a significant point in therapy where her therapist had asked about the worst case scenario in a situation:

“…he planted something, he hasn’t brought it into action in the sessions yet, but he said it once, which is what is the worst scenario that could happen, and then what, and then what?” (Mid. p.2)
Furthermore, Susan’s description of helpful aspects in the weekly forms and in the qualitative interviews make direct reference to particular CBT principles such as homework, thought records, the “hot cross bun” diagram, and a list of unhelpful thinking styles. These processes all appear to have assisted the client in identifying her difficulties, understanding what triggers her negative responses, and developing new ways of responding. 

Dyadic concurrence

Both the client and the therapist rated the helpful and hindering aspects after each session. These were qualitatively examined for concurrence. Comparison tables for each case can be found in Appendix xx, section a, b, and c.

PCP Case

Both the client and the therapist rated the helpful aspects after each session. Ten out of the sixteen statements directly correspond with one another; that is, the client and the therapist described the same in-therapy event as the most helpful. On all occasions, the client gave a higher rating of helpfulness than the therapist. 
EPT Case

In eight out of sixteen sessions, the therapist and client both reported the same in-session event as being most helpful. This suggests reasonable congruence in how each viewed the helpful aspects of the process. 

CBT Case

Of the six sessions where both the therapist and the client recorded helpful therapy events, five events were consensual, that is, the client and therapist referred to exactly the same event as being most helpful. 

Therapist process notes
In addition to the client’s reports in the Change Interviews, the therapist’s process notes for each case were examined to cross-reference client’s statements. Triangulating the data in this way informed the reasoning process and increased the validity of the clients’ accounts.
4.  PCP - EXPLORATORY DATA ANALYSES

4.1 PCP – EVIDENCE FOR CHANGE

4.1.1 Evidence for Therapy-process Factors

Retrospective Attribution

During the change interviews, Carey was asked to rate how likely she believed each of her changes would have been without therapy (see Case Record, Table xx and xxx).In the change record produced at the mid-point of therapy, six out of seven changes were rated as unlikely to have occurred without therapy. Of these, two received the lowest rating (1 = very unlikely). In the change record at the end of therapy, all seven changes were rated as unlikely to have occurred without therapy, with five of these given the lowest rating (1 = very unlikely). The client also made qualifying statements in which she stated herself that therapy was helpful, and gave specific, idiosyncratic detail of the aspects she found most helpful (Bohart & Boyd, 2000). Some qualitative evidence from the change interviews supports this further, and can be found in summary tables xx in Section yy.
 Process Outcome Mapping

Carey rated almost all helpful events as greatly helpful (8) or extremely helpful (9). At the end of therapy, four of the six identified difficulties indicate reliable clinical change by a shift of two or more points on the PQ ratings. Three of these four changes were related to statements made by the client in the HAT Form, as detailed below. (See Appendix xx, section yy of the case record for the complete list of statements made in the HAT, along with their helpfulness ratings).

PQ item 1: ‘I have low self-esteem’ (from a rating of 7 to 4)

The client’s major post-therapy change is around self-esteem, reported in the end-point Change Interview as “valuing myself more and expecting others to do so as well” and “allowing others to support her”. This maps directly to the client’s identified difficulty in the PQ which initially received the highest rating (seven) but showed improvement by the end with a rating of four. In the HAT form, the client makes reference to in-session events that were helpful in addressing her difficulties with self-esteem. This can be seen by Carey’s HAT statements in Session three, five, nine, eleven, twelve, fourteen, and sixteen, as well as item one (Valuing myself more and expecting others to do so as well)on the end of therapy Change record.

PQ Item 2:  “I have difficulty motivating myself to do anything” (from a rating of 7 to 5)

This item is not linked to any significant in-session event noted in the HAT form. Nevertheless, the change is reported by the client in her mid-point interview. It may be argued that the self-reflective time offered by therapy has encouraged the client to make more time for herself outside the therapy space. This is linked to the client’s sense of self-worth as she refers to not putting her friends ahead of herself which has given her more time to spend on herself (p.18 mid-point interview).

PQ Item 3:  “I feel very angry” (from a rating of 6 to 4)

In her helpful event ratings for session four and ten, the client refers directly to discussions about the anger she feels which she reports as being moderately to greatly helpful. This is corroborated by two changes (Item 3 and Item 6) reported by the client at the end of therapy change interview (Appendix xx, section yy).

PQ Item 4: “I feel emotionless and cold” (from rating of 6 to 3)

This difficulty shifted by 3 points between the start and end point of therapy which shows a clinically reliable change to below clinical cut-off (3.0). Evidence that this difficulty was dealt with in therapy sessions is found in client reports of helpful aspects in Session seven.

Throughout the mid-point interview, the client talks about the intensity of emotions coming to the surface and being more fully recognised and felt. The client notes this recognition of emotions as a significant change on her mid-point change record. She also gives a rating of one (very unlikely) that this change would have occurred without therapy. It may also be argued that this change is brought about by the process of engagement in exploratory therapy. The very act of reflecting upon one’s difficulties, and engaging with the feelings brought up by this, is likely to help the client in connecting with these emotions that she had previously felt detached from. 

Based on the mapping between outcome and process, it is argued that the client’s changes are significantly related to the work done in therapy, as shown by the Change Interview Items and the HAT Form Statements.

Early change in stable problems

Therapeutic influence can be inferred when therapy coincides with change in long-standing or chronic client problems (Kazdin, 1981). Early change is indicated by reliable clinical change in mean PQ scores by mid-point (p<0.2) with scores dropping incrementally on a session-by session basis. Three sessions (9, 13 and 15) indicate turning points in the time series.

At the intake interview, Carey rated her difficulties of low self-esteem, difficulty with motivation, and repeating patterns of difficult relationships as being problematic for ten or more years. Anger, feeling emotionless and cold, and her physical symptoms of feeling hot, sick and shaky had been a problem for three to five years. Four of the six identified problems indicate reliable clinical change by a shift in rating of at least two or more points. These reported changes are unlikely to be the result of spontaneous recovery or measurement error due to their long-standing existence prior to therapy (See Appendix aa, table xxx).

It was not possible to obtain a baseline PQ score before the client commenced therapy. However, the client’s first four PQ scores were fairly similar with no sharp changes, indicating no evidence of regression to the mean. Moreover, the other measures showed little change between baseline and the mid-point so change is not likely due to statistical error.

4.1.2 Evidence of Insufficient Change

An Insufficient “Dose”

The client is ambivalent in her feelings about how much she has changed. At the end-point interview, she remarks that she may need to see a doctor for something else to help her manage her stress. In other words, there is an indication that therapy has not helped to alleviate her distress sufficiently.

I think so, yeah. I don’t know. I think I still need something because it is so stressful in my life, you know, but I think I need to go and see the doctor about that (laughs) really, you know. (p. 4 - end)

The client also remarks that she feels she has ‘begun a process’ but there is suggestion that she has not reached a level of change that she may have hoped for when she began therapy. (See Appendix xx for Change Interview Transcripts, Mid. p.4, & 13; End. p.5). The client shows notable ambivalence in these statements, and is somewhat contradictory. Her difficulty in expressing any negative feelings about the process may be due to relational and expectancy artefacts (see below).

Stability of Changes

Carey remarks that attending therapy has helped her in coping with stressful events in her life. At the mid-point, there is some anxiety about insufficient number of sessions. At the end-point, she comments on a difficult few weeks at work and notes that coming to therapy has “put her back on track”. This leaves open the question of how sustainable the observed changes will be after therapy ends. Weekly sessions appear to provide a lifeline for Carey in which she can “download the dramas of the week” and “gain a new perspective”. Without attending the sessions, it is unclear whether such benefits will be maintained. Therefore, changes may be more illusory or transient than initially reported.

4.1.3 Evidence for Client Factors

Relational Artefacts

The therapist remarked to the researcher that the client had a tendency to please others, and may have agreed to participate in the research because of selection bias and a social desirability response. The client may have had a desire to establish a good relationship with the therapist and the service as a whole, and this may have motivated her to agree to the research. The client does not list any hindering aspects of therapy or the research, and does not report on any clearly negative or unhelpful factors in the change interview which may be the result of her response tendency. Any negative statements are framed as difficult processes, but the client is unwilling to say that they were distinctly negative. For example, she mentions losing a friend as a result of some things realised in therapy, but she states that this is for the best and therefore not a negative factor. These qualified statements may be the result of a social desirability response, rather than the client’s true feelings about how helpful she found the process to be.

Expectancy Artefacts

Two of Carey’s reported changes in the end-point Change Record were expected, however she rates these as very unlikely to have occurred without therapy. Expectancy effects may be operating in that Carey may have convinced herself that she had changed by the very fact that she has engaged in therapy (Appendix xx, Transcripts: Mid. p.4; End. p.5). This is supported by her statements that she feels she has embarked on a ‘process’ - the very act of coming to therapy induces an expectation of change. Frank & Frank (1993) comment extensively on the effects of hope and the client’s expectations for help. While specific changes may be unlikely to occur without therapy interventions, the expectation of change is likely to be high as a result of beginning the therapy process. These expectations held by the client may be a pre-requisite to the psychological changes brought about in therapy.
Self-correction

The client observes that a large part of the change process is directly down to her own actions rather than anything the therapist does. The client was in a stage of ‘readiness for change’ which meant that she was able to instigate changes in her life. There is evidence that she views herself as the active agent of change rather than the therapy:

And I guess that’s a big thing, a lot of this process has to come from you doesn’t it (p.8 –end)
There is a chance that some of the reported changes are the result of spontaneous remission. However, Carey reports her difficulties as being present for many years (see above on ‘early change in stable problems’). For this reason, it is unlikely that Carey’s changes are the result of such an artefact. Carey also does not report any extra-therapeutic life events that may have contributed for the changes, and so on this basis, self-correction is unlikely to be operating to bring about the reported changes.

4.1.4 Evidence for External Factors

Psychobiological Factors

Carey reports that she has not taken any psychotropic medication for the duration of therapy. Before therapy commenced, she was prescribed anti-depressants by her G.P, but she did not take them for more than a few days because she did not like the way they made her feel. Therefore, any psychological changes cannot be attributed to the effects of medication.

Extra-therapeutic Factors

In the change interviews, Carey was asked about events outside of therapy that may have contributed to the changes she has experienced. Carey did not think any significant life events had occurred which could have led her to feel differently about her difficulties. 
Reactive effects of research
The client reported that filling in the research forms (Personal Questionnaire and Helpful Aspects of Therapy Form) had been helpful in reinforcing the sessions and aiding her in really “feeling it”. She often remarked that writing things down made her feelings seem “real”. She felt that the research forms had given her the chance to think about therapy sessions more and reflect on what had taken place. It may be that the reflective work involved in completing the measures was helpful in bringing about actual change.

It is believed that demand characteristics may be operative here. Carey took on the “good participant role” in wanting to positively affirm the research and the therapeutic process. Her interpretation of the purpose of this study is likely to have influenced her behaviour and reports of change, even if she was not aware of it. This corresponds with the “Hawthorne effect” (mayo, 1949) whereby individuals show greater improvement by the very fact that they are being studied.

4.2 PCP - VALIDATION AND PLAUSIBILITY

The evidence provided above is validated by a number of data reduction strategies (Vertue & Haig, 2008) and plausibility criteria (Bohart & Boyd, 2000) to arrive at the phenomena embedded in the manifest data. Kazdin’s (2009) criteria for establishing mediators and underlying mechanisms of change are integrated into the analysis.

Strong Associations

There are strong associations made between in-therapy constructs (mediators) and outcome (client changes). In the interviews, the client is specific about these associations and they are particular to her experience, thus adding plausibility and coherence to the hypothesis that therapy caused the changes (Kazdin, 2009). The mapping of statements of helpful therapy events and changes on PQ item scores also indicates a strong association between the reported psychological change and the therapeutic process. Furthermore, the coherence between the therapist’s reports of adherence to therapeutic principles and the client’s reference to these principles as helpful provides additional validity to the associations made between putative mediators and outcome.

No associations are made between extra-therapeutic life events and reported changes. On this basis, no external events can be claimed to mediate the changes reported by the client. Likewise, psychobiological factors cannot be said to mediate change since the client took no psychotropic medication over the course of therapy.

However, there is also a strong association between the client’s expectation of help and the client’s reported changes. Hope is known to mediate therapeutic change (Frank & Frank, 1993), and in Carey’s case this expectancy for change features significantly. This is likely accompanied by a need to adjust for cognitive dissonance. The time and effort put into the commitment to the therapeutic process, suggests to the client that change must have occurred. A higher level of change may be reported in order to compensate for such dissonance, and this is likely to be attributed to therapy after the effort invested in the process.

Pattern Confirmation & Constructive Replication

Psychological change was confirmed on four different outcome measures which each showed reliable change in mean scores. This suggests global reliable change validated by replication across multiple measures and repeated time points over the course of therapy. Replication across measures indicates consistency, an important criteria for the establishment of change mechanisms (Kazdin, 2009).

There was notable correspondence between items on the PQ and the HAT form. In addition, statements made by the client on the weekly HAT forms were corroborated by reports of change in the mid- and end-point interviews. Triangulation of the data in this way provides constructive replication of patterns from different data sources and is indicative of the generalisability of emerging phenomena (Vertue & Haig, 2008). This shows necessary consistency for demonstrating mediators and possible mechanisms of change (Kazdin, 2009). 

Conversely, evidence was not apparent for all the changes reported. For example, weak evidence was found for the reliable changes on PQ Item, “I feel emotionless and cold”. In this instance, particular therapeutic events could not account for the shift. It is believed that this was a gradual change brought on by engagement in the therapeutic process as a whole which is likely to have induced a level of emotional arousal and contributed to the client’s ability to make changes. 

Reliability

The quantitative measures are considered reliable methods from which to determine outcome, based on psychometric qualities previously established. Reliability serves to justify claims about the phenomenon of client change.

Weekly administration of the questionnaire and two interviews at different times shows temporal stability and internal consistency in the client’s reports of change (Vertue & Haig, 2008). The emergent themes from the phenomenological exploration of the two change interview transcripts show similarity and coherence which implies reliability in the client’s account of change.

However, reliability of the client’s account may be questionable given the relational artefacts. While not confirmed by quantitative measures, the qualitative data points to a social desirability response. The client’s indiscriminate attribution of therapy as responsible for change without an elaborate account of how this occurred, suggests that a desire to show appreciation for the therapist’s efforts may have led to reports of significant improvement that cannot be considered altogether reliable.

Timeline

Sequencing shows the timeline between potential therapy mediators and subsequent outcomes. Two instances of therapy processes immediately preceding shifts in client problem ratings indicate a strong association between those mediators and client change. These are specifically related to client’s emotions and anger such that a plausible argument for the link between therapy process and outcome may be made.

Furthermore, the longstanding nature and stability of the problems prior to commencing therapy provide evidence for a timeline between the putative mediators of therapy and the changes reported by the client at the end of therapy (Kazdin, 2009).

Making a direct link between in-therapy events and immediate changes on outcomes is constrained by limitations of the data. The complexity of the therapeutic process and the contributions of implicit external factors make it very difficult to draw direct linear links between process and outcome. Often, the therapeutic process requires us to revisit a particular stuck point for a client many times before any shift can be expected. It is not possible to say from this data that a single therapy event caused the observed shift in outcome ratings. It may be that many aspects of the process contribute to the shift over time, or if a change is the result of a single event, then a more detailed investigation of this would be required before causality could be asserted. It is noteworthy that this issue is not dissimilar in pharmacotherapy where anti-depressant medication may take a number of weeks to show its effects. The immediate timeline between input of the active ingredient and observed changes in mood is at best, elusive, and at worst, illusory.
Plausibility

The client attributes her changes to therapy. According to Bohart & Boyd’s (2000) plausibility criteria, the client should note themselves that therapy helped. Based on these retrospective attributions, it is argued that positive change did occur and that therapy was a significant contributor to this change. The client makes strong associations (Kazdin, 2009) between particular aspects of the therapy process and the changes she has noticed. These associations are specific and idiosyncratic (Bohart & Boyd, 2000) offering a plausible account of the mediators and causal mechanisms that have initiated client change.

The stability of the client’s difficulties prior to therapy and the significant shifts during the course of therapy, assist in confirming the plausibility of phenomena of client change. These findings suggest that therapy was significantly related to change in stable problems

Conversely, the client was not discriminating in her reports of how much therapy helped. She reports almost all helpful factors as greatly or extremely helpful, and made no statements about hindering factors. In the interviews, any negative outcomes from the therapy process were reframed as difficult but still positive. This is likely indicative of social desirability responding and adjustments for cognitive dissonance as described above.

4.3 PCP – PHENOMENA DETECTION

Having examined the case record in depth and explored the data for evidence of change, the phenomena can be abstracted from the data. The super-ordinate phenomenon elicited here is that the client did indeed change in a number of ways. The changes are specific to the problems identified at the beginning of therapy (as recorded on the Personal Questionnaire). The changes are formally recorded in the change interviews, and evaluated for expectancy, attribution and significance. The sub-ordinate phenomena supporting this overarching claim are detected in the data. They include:

· Improved Self-Esteem

· Increased Motivation

· Connection with (and release of) Emotion

· Management of Anger

· Asking others for support

· Expressing feelings to others

· Insight and Self-discovery

4.4 PCP – PUTATIVE MEDIATORS & MODERATORS

The phenomena of change here reported are mediated by a number of factors. These mediators are also elicited from the data exploration and are found to conform to categories already determined in the extant literature (Cooper, 2008). The first category is “therapeutic technique” which includes role play, repertory grid, fixed-role scripts, and homework/ writing exercises. Secondly, “therapist factors” incorporate persuasion, offering alternative perspectives, impartiality. Thirdly, “client factors” comprise an expectation of help, social desirability response, honesty and openness. Finally, the fourth category is “relational factors” of working alliance and client-therapist match

The reported changes are not only mediated by these factors inferred from the data, but are also likely moderated by a number of factors. The likely moderators include the “dose” or amount of therapy (Stiles, 1988), personality factors (Beutler, et al., 2004), therapist responsiveness (Stiles, 2009), the client’s readiness for change (Prochaska & DiClemente, 1983), and the client’s resistance to change (Clarkin &Levy, 2004).

Following this exploration which has led to the detection of phenomena, the demonstration of putative mediators, and speculation of possible moderators, the next phase in the abductive reasoning process is to generate a theory that can be said to be initially plausible. This phase is ontological since no claim about the nature of the theory and its underlying causal mechanisms is yet made.

4.5 PCP - THEORY GENERATION: Existential Abduction
4.5.1 Explanation 1 – Therapy-process Factors

From the exploration of the data, the following theory is proposed: 

Therapy as a process of reflection, adjustment and experimentation causally contributed to the changes in the client. 

This is characterised by the following schema (adapted from Haig, 2005):

1. The surprising empirical phenomena of client change are detected.

2. But if the theory that a process of reflection, adjustment and experimentation caused the change was approximately true, and the relevant auxiliary knowledge of contextual mediators and moderators are invoked, then client change would follow as a matter of course.

3. Hence, there are grounds for judging the theory that a process of reflection, adjustment and experimentation caused the change to be initially plausible and worthy of further pursuit.
Personal Construct Theory (Kelly, 1955) holds that we are all scientists who make sense of the world by developing hypotheses of how the world works, and testing them by experimentation. If our hypothesis is confirmed, we tend to hold onto it, and we anticipate future events based on our previous experiences and assumptions that future experiences will be the same. This is a process of learning that is essential to our functioning in the world. However, it can lead to a rigid view of the world if we are unable to adjust our hypotheses when experiences disconfirm them. Holding tightly to our constructions of the world may prevent us from accepting more useful alternatives. When this occurs, people experience distress and will employ a number of methods to diffuse such dissonance. If not managed well, this can disrupt emotional and psychological wellbeing.

Therapy works to loosen a person’s rigid constructions of the world by an exploration of their current ways of construing, and a reflection on how these tightly held constructs may be impacting on the person and causing distress. Therapy then guides the person in considering alternatives that may be more useful in their current experience, and encourages them to experiment with these alternatives both in the therapeutic space and in their daily lives. This is a process of learning conducted with the support of another that can lead to psychological and behavioural change if appropriate conditions are met. 

4.5.2 Explanation 2 – Client Factors

From the exploration of the data, the following Competing theory is proposed: 

Hope & expectations of help caused the changes in the client. 

This is characterised by the following schema (adapted from Haig, 2005):

1. The surprising empirical phenomena of client change are detected.

2. But if the theory that hope & expectations of help caused the changes was approximately true, and the relevant auxiliary knowledge of contextual mediators and moderators are invoked, then client change would follow as a matter of course.

3. Hence, there are grounds for judging the theory that Hope & expectations of help caused the changes to be initially plausible and worthy of further pursuit.
Since the client had expectations of help, and remarked that making the decision to get some help had in itself been a very significant process. Accordingly, Frank & Frank (1993) write extensively about the positive effects of this expectancy or hope in effecting change. The client comes to therapy with an expectation that she will be helped by a professional (the therapist). 

“Such favourable expectations generate optimism, energy and wellbeing, and may actually promote healing, especially of those illnesses that have a large psychological or emotional component” 
- Frank & Frank, 1993: 132 - 
Carey has hope by the very fact that she has sought help, 
That’s really what it feels like, just sort of taking a step in the right direction. Allowing myself to get some help really [Yeah] And realising that I need it, so… (End – p.5)
4.6 PCP –THEORY DEVELOPMENT: Analogical Abduction

4.6.1 Explanation 1 – Therapy Process Factors

The therapeutic process here described is found to be analogous to experiential learning theory which is a process of making meaning from direct experience. Kolb (1984) developed an experiential learning cycle to explain this theory. It has four parts, namely concrete experience, reflective observation, abstract conceptualisation, active experimentation. The analogy between the experiential learning cycle and the learning process purported to have occurred in this case is as follows: 

The client enters therapy with a concrete experience that constitutes their distress/difficulty. From a cognitive standpoint, the client has a belief about a situation that informs their behaviour and view of themselves. They have assigned meaning to a situation that leads them to anticipate all similar situations from this perspective. In the therapy, a space is created for reflective observation through discussions with the therapist, and particular therapeutic tasks. This leads to an abstract conceptualisation or reconstruction of the experience which is afforded through cognitive restructuring. Meanings attributed to the situation are reconsidered, and alternative possibilities are explored. Problem solving mechanisms are invoked which allows the client to adopt new functional knowledge (insight) such that solutions may be generated. The different perspective held by the therapist facilitates this. The client then actively experiments with the alternatives. These may first be tested in the safety of the therapeutic space, using therapeutic procedures that facilitate experimentation. When a level of confidence is reached in this environment, the client is able to actively experiment with alternatives in their lived world thereby encountering a new concrete experience. Extended sessions allow for repetition of the cycle since reflective observation and abstract conceptualisation can follow the new experience. If the new concrete experience was a success, it will be reinforced by perceived reward or positive outcome. This validates the experience and increases the likelihood that the client will choose to repeat this alternative over their previous construct.

An example from the case

The client has the concrete experiences of anger and aggressive outbursts.  She does not feel valued as a real person, and describes herself as a ‘complete doormat’ or as ‘a complete angry person’.  Hypothetically, the client may hold the belief that aggression is necessary in order to be heard and taken seriously by others. 

PQ Item 3:  “I feel very angry”
In the therapy, the client has the opportunity to reflect on situations where she has observed herself as angry and aggressive. Certain therapeutic tools such as discussions with the therapist, responses to Socratic questioning, and construction of a repertory grid assist this reflective process. This enables the client to re-assess the meanings she has attributed to her experiences of anger.

“… in the sessions we looked at how I am either a complete doormat, or a complete angry person, you know, there was nothing in between”

Abstract conceptualisation allows the client to explore alternative response modes with the guidance of the therapist. The client cognitively restructures her beliefs such that she is able to consider alternative interpretations of her experience. The different perspective of the therapist provides the client with new functional knowledge to help alter her experience:

“Um, and, just sort of, shown other ways of dealing with anger, because there was another incident at work, but I did walk away from it, which I probably wouldn’t have done before. I probably would have kicked the dustbin, and ranted and raved, and you know, so that kind of helped.”
The client then actively experimented with alternatives in the therapeutic space through role play and empty chair exercises. This is a safe environment in which the client is supported by another (the therapist), and is protected by the element of ‘make-believe’. 

M: And you mentioned something about the role play that helped, and that quite a specific part of therapy, can you tell me a little about that

C: that was to do with my friend, and a situation she was in, and kind of what kind of advice I would give her if she were me, and that kind of thing. So that was quite interesting [laughs] … and emotional. Yeah, so.. yeah… like being treated the same as everybody else, being treated, being valued as a person which I don’t feel like I am.

Once new interpretations take hold and are mastered in therapy, they are then experimented with in the outside world. Positive outcomes from these new concrete experiences serve to reinforce the client’s new behaviour, and increase the likelihood that these changed response modes will be maintained. 

M: And was there something in the process of therapy that got you to think about telling your mum?

C: yeah, just sort of experiment with like sort of saying how I feel, and so, and just allowing her to do that. And whatever her reaction would be, not being scared of what would happen if I told her, just sort of went with it. I was pleasantly surprised.  (laughs)

How well does the theory of therapy as experiential learning account for the phenomena?

Therapy allowed the client to reflect on her interpretations of experiences that were causing her distress. The concrete experiences and latent meanings are identified by the items listed on the PQ. The client’s low self-esteem (PQ item) led to beliefs that she was not worthy of ‘being valued as a real person’. This led to concrete experiences which reinforced this belief by the meaning she assigned to such experiences. This belief was connected to her other difficulties of anger, low motivation, detachment from her feelings, and difficult interpersonal relationships characterised by an aggressive relating style (PQ items). Therapy permitted reflective observation of these views. This was mediated by therapeutic principles [M – mediator] such as reflecting back (therapist reported use of this principle in every session), Socratic questioning and guided discovery [M] (reported use in every session), and the use of repertory grids [M] (reported use in nine of sixteen sessions). The client was able to recognise how she made meaning by the interpretations she attributed to her experiences. The awareness gained by these processes gave the client new insights about herself [P – phenomenon], and allowed for abstract conceptualisations of alternatives. This was facilitated by the client’s state of readiness for change [Mo.]. The different perspectives [M] offered by the therapist provided the client with new functional knowledge that could be adopted in their problem-solving efforts. The client explored alternative ways of managing her anger [P], experimented with expressing her feelings to others [P] and asking others for support [P] through role play [M] with the therapist. As these new experiences were mastered in therapy, collaboratively writing a fixed role script [M] gave the client the confidence and self belief to experiment with these alternatives in her lived world. The positive outcomes of these experiments reinforced what was learnt in therapy, and served to build the client’s self-esteem [P] and increase her motivation [P].

4.6.2 Explanation 2 – Client Factors

The competing theory is that change was caused by expectancy effects. This is analogous to the well-known and much researched placebo effect. Placebos lack a major ingredient of psychotherapy: opportunities for new learning (Frank & Frank, 1993: 140) which places this theory in direct contrast to the theory proposed above. 
Although distressing symptoms are in fact aggravated by evaluation apprehension induced by circumstances of beginning therapy (Frank & Frank, 1993: 142), the attitude of the therapist helps to alleviate some of these initial fears which provides some relief to the client. The therapist’s interest and belief that the client can be helped, serves to improve the client’s attitude and her desire to please the therapist by showing improvement. In turn, this continues to inspire the therapist’s positive attitude for the client’s capacity to change. In medical research, communication that the physician cares about the patient’s welfare and is competent to help arouses hope and expectant faith in the treatment. This also enhances the patient’s feeling of mastery (Ibid. 140). 

The placebo effect is seen in the symbolic power (or meaning) that the client attributes to coming to therapy. It is not the particular therapeutic techniques, but rather the client’s beliefs about how the process will help that initiate change. Placebo responders tend to be more anxious, emotionally reactive, and conventional, i.e. trustful of others in socially defined roles (Lasagna et al., 1954). Carey shows these characteristics in her narrative, although to avoid affirming the consequent, further measures would be required to attest the claim that she is a placebo responder. Studies also show placebo responders to have an “external locus of control” (Frank & Frank, 1993:138). Carey’s anxiety around insufficient sessions being available, and her belief that the therapy sessions had helped her cope better, suggest that she may well fall into this category . The idea of attending therapy may have provided Carey with the external locus of control necessary for her to feel able to change, but it appears from the data that the external locus provided by therapy had not shifted to an internal one by the conclusion of her sessions. Evidence is not available to indicate that sixteen sessions of therapy is typically sufficient to restore an internal locus of control, although Jenkins, Fuqua, & Blum (1986) show client expectancies as having a strong relationship to duration of treatment. It may be that placebo responders display a bias towards maintaining an external locus of control despite therapeutic input, and moreover, Carey may belong in this sample; however, without further measures in this specific case and more research in the area as a whole, this argument remains speculative.
How well does the model of therapy as experiential learning account for the phenomena?

The client came to therapy with an expectation of help which was met by the therapist’s conviction that therapy could indeed help. The therapist factors of being non-judgemental and empathic [M], allowed the client to trust and feel supported. The helpful attitude of the therapist [M] increased the client’s desire to show improvement [P]. The effect of another’s presence in a supporting, caring role is sufficient to engender change.

Such relational artefacts [M] bring about initial symptom relief, which then enhances the patient’s self-confidence [P], and leads to a general increase in motivation [P] and self-correcting practices [P]. The hope generated by being in therapy [T] led to external changes like expressing her feelings to others [P], asking others for support [P], and managing her anger [P]. It also points to the main mediators of change being the therapeutic relationship and the expectation of help, which were moderated by client and therapist personality factors, and the client’s readiness for change

4.7 PCP –THEORY APPRAISAL: Explanatory coherence

4.7.1 Explanation 1 – Therapy-Process Factors

Explanatory Breadth

The proposed theory that therapy caused change “fits the facts” as it is able to account for the change phenomena identified.  The theory is also able to explain different domains of facts. In the case of client change, the domains of facts are relational, therapist, client, and technique factors. The theory does not account for all the facts in the data, but does cover more than two domains – the quota required for sufficient explanatory breadth. Furthermore, the changes are symmetrical, non-contradictory and non-competitive, thereby fulfilling principles of coherence. There are a variety of instances across the different data sources that cohere with this theory which serves to validate the argument for explanatory breadth by compensating for errors in the evidence which may otherwise cancel each other out (Glymour, 1975 cited in Thagard, 1978).

This model explicitly accounts for all phenomena or changes detected, except for ‘connecting with and releasing emotions’ [P]. The impact of relationship factors [M] is implied but not made explicit by the model. This leads to a consideration of the ‘simplicity’ of the model.

Simplicity

Simplicity puts a constraint on explanatory breadth in so much as the theory must explain a range of facts, and it must explain those facts without making a host of assumptions with narrow application. The theory that therapy caused the change through experiential learning is a simple one since it does not make many ad hoc assumptions about the phenomena. In order to accommodate the ‘connecting with and releasing emotions’ phenomenon we may need to rely on an ad hoc assumption that the process of reflection and experimentation is experiential, and therefore likely to bring the client’s emotional field into closer awareness. 
While this theory cannot fully explain all phenomena, it is nevertheless a found to be a simple one that may be expanded upon in future studies. In particular, further investigation in emotional learning  would strengthen this developing theory.
Analogy

This theory is shown to be analogous to experiential learning theory through analogical abduction and the construction of an analogical model for inferring causal mechanisms. Experiential learning theory and the therapeutic process here described share the properties of reflective observation, abstract conceptualisation, and active experimentation which explains the outcome property of learning. Since the analogous theory (experiential learning) and its underlying mechanisms are already familiar, it serves to strengthen the theory that a process of learning in therapy caused the observed and reported changes in the client.

Explanatory Depth 

The hypothesis that therapy caused the change is explained by the model of experiential learning. The model can be inserted within a broader framework of situated learning theory. From this vantage point, it may be said that the experiential learning cycle is moderated by contextual factors such as the therapeutic relationship, a safe environment, and a non-judgemental other. However, the model does not directly explain how these contextual factors may cause change. 
The analogy to experiential learning explains therapy-induced change as a process of learning. This model is deepened by the more fundamental mechanisms that operate at a lower level. The parts of the experiential learning cycle can be explained by the mechanisms of cognitive restructuring and problem solving (the insight knowledge model). For example cognitive restructuring explains the process of abstract conceptualisation of alternative responses. Problem solving explains the transition from conceptualisation to experimentation, which in turn explains the reported behavioural and emotional changes in the client. The reward of successful experimentation which serves to reinforce the new constructs is deepened by the mechanisms already understood in instrumental learning theory. These examples cautiously point to the mechanisms by which the theory works, but are not exhaustively investigated such as to warrant claims about sufficient depth of the theory. 

Approximately True

The theory is found to be approximately true following the above examination of explanatory breadth, simplicity, analogy and depth. Evaluating these arguments against the competing theory below will provide the inference to the best explanation from the currently available information.

4.7.2 Explanation 2 – Client Factors

Explanatory Breadth

This theory is considered to have explanatory breadth since it accounts for different domains of facts, particularly the client, therapist and subsequent relational factors.
Simplicity

This theory can explain the ‘breadth’ of the phenomena, and can be said to be a simple one since it does not make ad hoc assumptions to support it. It may be argued that it does not take account of the technique factors employed by the therapist, and which the client directly reports as being helpful. However, these factors would seem to fit within the model by the claim that the interest and care of a supportive other (by whatever means) is sufficient to bring about change. The specific technique may not be of as much import as the underlying fact that techniques intended to be helpful are experienced as such.

Analogy
This explanation of change is further strengthened by the extant literature which has shown the placebo effect to be a powerful influence on symptoms and behaviour. Both in medical research, and increasingly in psychotherapy research literature, the placebo effect is found to be an active ingredient in bringing about real change. This analogy to an already well-documented theory strengthens the claim that change was caused by the client’s hope and expectation for help.

Explanatory Depth
Reported client change is explained by expectancy artefacts of client hope and expectation of help. This is corroborated by its analogy to the placebo effect. Other mechanisms underpin this theory and serve to deepen the explanation. Most notably, the “Hawthorne effect” is likely operating to strengthen the placebo effect. This is the claim that the individual will perform better (show greater change) by the fact that they are receiving interest and attention from another. Demand characteristics and the effects of being monitored deepen the explanation of expectancy effects within the client, which in turn explains the evidence of the reported client changes. 
Approximately True

The theory shows good explanatory breadth and is found to be analogous to the well known theory of the placebo effect. Together with its simplicity, these arguments support this theory as being approximately true.

4.8 PCP - INFERENCE TO THE BEST EXPLANATION

Both theories are found to be approximately true, but the former is argued to be the better explanation of the phenomena. The reasoning for this is found in the criteria of explanatory breadth. Thagard (1978: 79) states that a theory is more consilient than its competitor if the facts explained by the second theory are a proper subset of the facts explained by the first.

In other words, these theories are not mutually exclusive. Rather, the conditions established by the client’s expectation of help and the therapist’s responsiveness to this expectation are necessary in establishing a positive learning environment in which the therapeutic processes may take effect. In this manner, the second theory serves to expand the explanatory coherence of the first.

5. EPT – EXPLORATORY DATA ANALYSIS

5.1 EPT – EVIDENCE FOR CHANGE
5.1.1 Evidence for Therapy-process Factors
Retrospective Attribution
In the Change Interviews, Jade states directly that therapy has helped. Often, she commented on how the act of coming to therapy had been very motivational for her, and she had been encouraged to go out and make changes in her life because she had someone with which to share these changes. At the mid-point interview, she reports nine of fourteen changes to have been unlikely without therapy, and at the end-point interview, she reports ten of eleven changes as very unlikely to have occurred without therapy. (see Appendix xx, section bb for a summary of helpful factors noted by the client in the Change Interviews).

Jade made a specific association (Kazdin, 2009) between the therapist’s questions and observations, and her motivation to implement certain changes. This suggests an important mediator of change is present in the therapist’s response style (see Appendix xx, Section y for relevant excerpts: Mid. p.17; End. p.3).

Process Outcome Mapping
The content of the client’s post-therapy changes correspond to specific events, aspects, or processes within therapy (i.e. association between mediator and outcome). All of Jade’s PQ ratings changed by at least four or more points between baseline and end of therapy, but certain significant events reported on the weekly Helpful Aspects of Therapy Form mapped to specific outcomes evidenced by changes in PQ scores or reported in the Change record. (Summary of HAT items can be cross-referenced in Appendix xx, Section yy).

PQ Item 1: ‘I feel a lot of anger and get irritable very quickly’ (from a rating of 7 to 1)

Jade reported this having changed significantly on the Change record (Item 9 – “feeling more in control of my anger”). She was very surprised by this change and reported it as very unlikely to have occurred without therapy. This item corresponds to two reported significant events in Session 7 and 14.

PQ Item 4: ‘I am too much of a perfectionist, and my strict routines prevent me from being spontaneous’ (from a rating of 7 to 2)

In the Change Interview, Jade remarks on how her view to her perfectionism and routines has shifted. Item 5 of the end-point change record reports Jade as: “having a different view of myself as a perfectionist and routined”. She elaborates on this in her first session HAT rating, and in the interview, remarking that she has come to realise these as part of who she is – “the real me”, and notes that some aspects of these traits she actually values and does not wish to modify. 

PQ Item 6: ‘I feel stuck in a role that people expect me to always be (not able to break this mould)’ (from a rating of 6 to 1)

Jade describes how she is able to be herself in the sessions, and allows her therapist to see who she really is. She has struggled to do this in her life, but being genuine in therapy sessions has given her the courage to be herself in her lived world outside of therapy. This links with the significant event of session 6, and Item 4 on the Change Record which states that Jade has “gained a sense of independence”. 

PQ Item 7: ‘I am scared to be something / somebody else’ (from a rating of 6 to 1)

The Change Interview reveals that much of Jade’s fear of being someone else was connected to the risk of losing friends and acquaintances in her life. This is a dominant theme in the interviews. In the Change record, Jade reports “not worrying so much about losing people by being myself”. This is a major change for Jade since many of her concerns about change relate to this risk. This point corresponds to the most significant event reported in Session 10, although it would appear from the interviews that it featured a great deal more throughout the therapy process.

PQ Item 11: ‘I feel like I don’t know myself’ (from a rating of 6 to 2)

It is proposed that this item forms the major significant change in Jade, and features as the first item on the Change record: “No longer afraid of being ‘me’ – going out and doing things”. The Change Interviews with Jade inform us that she was on a journey of self-discovery. She had felt held back from being who she felt was her “real” self, and therapy had given her the courage to change and be who she wished to be. The other PQ items point towards this as the super-ordinate issue and the major resulting change. This outcome is evidenced by significant events reported in the HAT for sessions four, five, seven, eleven, twelve, and thirteen. 

Early change in stable problems
Jade reported that she had experienced her problems for 6 or more years, with some being present for more than 10 years. Her mean PQ score had reduced by half (from 6.45 to 3.09) showing reliable clinical change (p<0.05) by the mid-point of therapy. At the end of therapy her mean score was down to 1.55, well below clinical cut-off and a significant change. In the qualitative interviews Jade refers to making changes that she had wanted to make her entire life, but had been too afraid to do so (End., p.5). Since Jade felt she had struggled with these problems her entire life, it is plausible that the substantial changes in her PQ scores between baseline and end-point are due to the impact of therapy. This is further supported by the fact that scores remained high for the first 3 sessions before they began to drop. This rules out regression to the mean, and further implicates the effects of therapy as contributing to the changes. Time series analysis suggests a trend in the scores which eliminates randomness or error as an explanation for the changes. Turning points at session 6 and 12 point to substantial shifts at these times, but the data does not reveal particular in-therapy events that have caused these shifts. Instead it is argued that the client’s change was ongoing across the time span of therapy and maintained by the motivation of being engaged in weekly sessions.

5.1.2 Evidence of Insufficient Change
Stability of Changes

There is some question over the maintenance of changes beyond therapy sessions. The client herself expresses her doubts about maintaining this new way of being beyond therapy (Appendix xx, Mid, p.4). Jade also describes feeling more motivated to make changes because there is someone (the therapist) with whom she can discuss these changes.

“I feel like in some weeks I can’t wait to actually come here, to say I did this and that, and it’s really weird, because it’s like I am sure he wouldn’t really care, but it’s one of those things which makes me motivated, so at the end of the day, just getting out there and doing it, is keeping me going” (Mid, p.8)

By the end of therapy Jade does not express as much concern about maintaining her changes alone, but she continues to make a number of statements about how attending therapy has motivated her to make changes. Without the routine of weekly sessions in which she is able to report back to the therapist, the substantial changes may be difficult for Jade to sustain since the locus of control remains an external factor. Unfortunately without follow up data, it is not possible to know for certain whether these changes are consolidated beyond therapy. It is argued here that changes may be only temporary and the substantial change in outcome measure scores is likely to be an aspect of Jade’s “all or nothing” or “extreme” nature. It is plausible that scores and reports of change may be conflated (see relational effects below).

5.1.3 Evidence for Client Factors

Relational Artefacts
Jade indicates a great deal of concern for what others think of her. This had been one of the main preventative aspects to her change, since she had been afraid to risk being different in case she lost friends and acquaintances. Within therapy, she also expressed a strong wish to know what her therapist thought of her (Appendix xx, End, p.20).

Jade also spoke of how therapy had motivated her, because she had someone to report back to about the changes she was making. She spoke of how she was “proving” it to her therapist and herself that she could make these changes. It is apparent that the approval of others is of great importance to Jade, and it is likely that this affected her response to therapy and her willingness to participate in the research. The substantial changes in outcome scores may be associated with Jade’s desire to prove to herself and others that she has indeed changed. Evaluation of Jade’s Change interview transcripts indicates her relational response tendencies that have exaggerated the apparent changes. Jade is able to elaborate on the changes she feels have taken place, but finds it more difficult to say how therapy has helped these changes to occur (Bohart & Boyd, 2000). She does not report any unhelpful aspects in the process, and appears somewhat ambivalent over whether therapy is directly responsible for the painful loss of friends. Jade frames this positively to reduce her own cognitive dissonance and avoid negative statements about the therapy. However, she remarks on feelings of sadness and loneliness that are not explored further in therapy.

Therapy seems to have had its greatest impact through validation and positive reinforcement of the client’s attempts to change. Social desirability responses and approval seeking behaviours are likely to have contributed significantly to the client’s change process.

Expectancy Artefacts

The client described a negative expectation for therapy after she was told by the researcher that the nature of therapy would be exploratory rather than didactic, and that the therapist would not be telling her what to do. She reported her thought that therapy would not be able to help her if it was going to be like talking to friends. Jade also reported that she had been waiting so long to begin the therapy, that at some point she had even begun to lose hope. However, she states that she came with an open mind because she had wanted to change for so long, and felt like this was her opportunity to do so.

Jade’s outcome scores did not shift in the first weeks of therapy which suggest that over-optimistic expectations or wishful thinking on the part of the client were not in operation (Frank, 1993). Furthermore, Jade was discriminating and did not give overly positive accounts of the helpfulness of the therapy process (Bohart & Boyd, 2000).

Self-correction
Jade observes that she is the active agent of change:

I feel like, well, it’s not me being big-headed, but I feel like I have put a lot of work into it as well (Mid, p.3)

Her goals for change are aspects that she has long desired, but has not been able to implement. She describes herself as goal-driven and wishes to do everything properly. Her narrative clearly suggests a readiness for change (Appendix xx, Mid., p.21). From this evidence, it seems that Jade was making many of the changes herself and her goal-oriented nature and cognitive style assisted this process. It is likely that the extremity of her scores and reported distress at the start of therapy was a temporary state of crisis that reverted to a more normal level of functioning through her own attempts to shift the crisis. There is, however, no report of additional self-help actions on the part of the client.

5.1.4 Evidence for External Factors

Psychobiological Factors
Jade was not taking any psychotropic medication before or during the therapy process. Therefore, psychobiological factors did not influence the observed changes.
Extra-Therapeutic Life Events

Jade had two major life events which coincided with starting therapy. First, within a week of starting therapy Jade began a new job. She reports how important this was in giving her structure to her day, providing focus which countered her ruminations. This had nothing to do with the therapy (Appendix xx Mid., p.9).

The second major event for Jade was the ending of her relationship with her boyfriend of 8 years. Somewhat contradictory statements are made by Jade in this regard. At the mid-point she states that this ending had nothing to do with her being in therapy as it had been heading towards this point already (p.10). She rates this event as somewhat expected and very likely to have occurred without therapy. In contrast, at the end of therapy she rates this change as very surprising or unexpected, and very unlikely to have occurred without therapy. The qualitative data provides some understanding for this contradiction. Jade had reported that the relationship had not been going well for some time, and was coming towards an end. However, she also explained how their relationship had ended on a number of occasions in the past, but that they had always got back together because they had a mutual group of friends and it was easier to “slip back into that routine”. Jade feels that therapy “replaced him” (End. p.12) and gave her the support she needed at a time when she felt very alone. It seems likely that the relationship would have indeed come to an end regardless of therapy, but that the therapeutic engagement encouraged her to stick with the decision once it was made.

Jade spoke of how everything occurred at just the right time. She felt like she was being given opportunities (“doors were being opened”), and she had to take them. The crisis Jade felt at the time of commencing therapy was the result of a number of difficulties in her life occurring simultaneously (loss of grandfather, no job, relationship problems). A number of shifts in these areas coincided with Jade’s readiness for change. 

It is proposed that these two life events were of great significance in Jade’s life and are likely to have caused substantial changes in her world-view and way of being. These changes are not related to being in therapy. Specific associations are made between these mediators and the changes reported by the client (End, p.12). From the client’s statements, it seems that the external changes were necessary conditions to allow for the subsequent changes that took place in therapy. Without these extra-therapeutic life events, it is unlikely that the client would have felt able to change in the ways that she did. In a bi-directional feedback pattern, it would appear that therapy also had an impact on the development and outcome of these external changes. For instance, while Jade’s relationship may have been coming to an end anyway, her courage to stay with this decision and not rekindle the relationship as had happened in the past, seems to have been a direct effect of therapy (End, p.12).

Reactive effects of research

Since Jade’s changes appear to be mediated by social desirability and social affiliation biases (see relational artefacts), it is likely that the effect of being in research played a part in her reported changes. Demand characteristics and the effect of being monitored are expected to have affected her responses on the questionnaires and her qualitative reports of change.

5.2 EPT - VALIDATION AND PLAUSIBILITY
Strong Associations

The links made between therapeutic processes (mediators) and client outcomes fulfil the criteria of ‘strong associations’ and ‘specificity’ in the establishment of mediators of change (Kazdin, 2009). Mapping of helpful therapy events to shifts on the PQ items indicate the strong association between therapeutic intervention and outcome. In the change interviews, the client made associations between her reported changes and therapy. At the end of therapy interview, she rated all but one change as surprising and extremely unlikely to have occurred without therapy. She remarked on more than one occasion that the therapist’s observations, reflections and questions were helpful in motivating her to make changes. While the client reports that her changes are very unlikely to have occurred without therapy, her scores may well be exaggerated due to demand characteristics and attempts to increase her social desirability. She struggles to specifically elaborate on how the therapy was helpful in bringing about the changes which weakens the strength of the espoused association.

In the event-shift sequences, there is evidence of the specific association between events and outcomes. The first sequence provides a stronger association than the second, but it is argued that the shifts in problem ratings in both instances are related to preceding in-session events.

Pattern Confirmation & Constructive Replication

Change on all four measures was significant, positive and non-trivial. They indicate global reliable change with consistency and replication in the data across different measures and different assessment points. These are important criteria for the establishment of plausibility and coherence. 
Data is triangulated in a number of ways because information is collected from both the therapist and the client. Concurrence in the reports of helpful events in therapy sessions adds validity to the account. Data was also replicated across different measures and time points (Haig, 2005; Vertue & Haig, 2008). This suggests coherence and consistency in the data which assists in establishing the putative mediators and mechanisms of change (Kazdin, 2009). The emerging patterns are evident and consistent in both the weekly report measures and the interviews. The correspondence between reported helpful aspects in sessions and the changes recorded, provide further evidence that therapy has contributed to the changes. This mapping is substantiated by the qualitative interviews suggesting pattern confirmation across data sources (Vertue & Haig, 2008). This supports the plausibility of the argument that therapy has causally influenced client change.
In some instances, the client’s report of helpful events in sessions did not correspond to the therapist’s report of the same sessions. Furthermore, reported helpful events did not always indicate changes on the PQ items. Six PQ items did not map onto specific helpful events; hence, the pattern of therapy causing change is not confirmed on these occasions.
Reliability

The measures are reliable and valid as psychometric data for caseness and reliable clinical change have been previously established for both the PQ and CORE-OM measures. This increases the ‘reliabilism’ of the data as a mode of justification for the validity and plausibility of the argument (Vertue & Haig, 2008).

Jade was interviewed at the mid-point and at the end of her therapy sessions. Her qualitative reports of change are consistent across these two time points. Phenomenological exploration and reduction of the data produced emergent themes about change and helpful aspects of the therapeutic process that were similar across the two interviews suggesting internal consistency and stability across time. This increases the reliability and plausibility for the argument that therapy caused change in the client.
The proposition that Jade was responding in a socially desirable manner, and the possible bias introduced by the Hawthorne effect (Mayo, 1949), call into question the reliability of the client’s account. Since her self-reported scores of change are likely inflated, and her narrative of change potentially exaggerated by approval seeking tendencies, it is argued that the evidence for reliability is questionable, and would require evaluation from additional measures that are beyond the scope of this investigation.
Timeline

The event-shift sequences show the timeline between potential therapy mediators and subsequent outcomes (Kazdin, 2009).  It appears that the therapist’s exploration of the client’s world-view and questions about her sedimented beliefs brought about a shift in her perspective which led to subsequent changes in problem ratings. Jade reported struggling with these difficulties for most of her life, which supports the view that therapeutic mediators preceded any change in outcome (Kazdin, 1981). Moreover, the scores on her personal questionnaire were slow to shift in the first three sessions which eliminates regression to the mean as a possible explanation for the changes.

The link between particular in-therapy events and shifts on PQ scores is tenuous. From the available evidence it is difficult to confirm beyond reasonable doubt that one particular event in therapy led to a subsequent change in a particular area of the client’s functioning. Many complex variables are likely interacting to bring about change, and so the establishment of a timeline between a singular therapy event and a specific outcome is unlikely.
Plausibility

Jade’s statements add to the plausibility of the account since she states herself that therapy has been helpful, and she provides idiosyncratic outcomes and specific details of how she experienced the therapeutic process. She also provides supporting examples of how she has experienced these personal changes in her life. Moreover, she is discriminating about the helpfulness of therapy rather than giving an over-optimistic view of the process (Bohart & Boyd, 2000). Based on her retrospective attributions, it is argued that therapy contributed to the client’s changes.
Jade’s reports about the helpfulness of therapy were not elaborated sufficiently to provide specific information about how therapeutic events led to her assertions of change. Details here were vague and detract from the plausibility of her account. It has to be appreciated that the client may not have been able to comment on how therapy worked to bring about change since the processes were embedded in a rich interchange with many operative factors that are not always apparent.
5.3 EPT – PHENOMENA DETECTION
From the rich case record and the exploratory data analysis conducted above, the phenomena can be abstracted. The super-ordinate phenomenon elicited here is that the client changed. The changes correspond with the difficulties initially identified on the personal questionnaire, and are evaluated for degree of change, attribution, and importance. Within the overall claim that the client changed, a number of sub-ordinate phenomena explicate the nature of change. These phenomena are as follows:

· Client having the courage to be who they feel they are (Authenticity)

· Increased motivation

· Increased spontaneity

· Increased independence

· Decreased concern for what others think of her new way of being

· Shift in attitude around certain aspects of the self (perfectionism, need for routine)

· Improved sleeping pattern

· Sense of freedom from burdens

· Sense of happiness

· Sense of emotional control (especially regarding anger)

· Client has a new job

· Client’s ending of long-term relationship

5.4 EPT – PUTATIVE MEDIATORS & MODERATORS

In order to substantiate the claim that this theory offers a plausible explanation for the phenomena, it is necessary to establish the mediators and subsequent causal mechanisms underlying this claim. The mediators are elicited from the exploratory data analysis above, and include therapeutic “techniques” such as the therapist’s observations, clarification of assumptions, and questioning style. Relational elements also seem to mediate change with the therapist’s non-judgemental, caring stance and the client’s willingness to trust and be open in disclosing her difficulties to the therapist. Particular client characteristics evident in the data are also believed to mediate change, including social desirability responses and approval seeking behaviour. External factors that are also likely to have influenced the reported changes are the client’s new job and the ending of her long-term relationship.

In addition, certain factors are expected to moderate the phenomena of client change. These are kept in mind in the construction of the theory. They may include the client’s expectations and preferences (Glass, et al. 2001), her readiness to change (Prochaska & DiClemente, 1983), level of resistance to change (Clarkin & Levy, 2004), and the demand characteristics of being involved in research (The Hawthorne effect; c.f. Mayo, 1949).

From this exploration of the data, and the subsequent detection of change phenomena and putative mediators and moderators of the reported change, the next stage seeks to generate an explanation of the phenomena. 

5.5 EPT - THEORY GENERATION: Existential Abduction
5.5.1 Explanation 1 – Therapy-process Factors

From the exploration of the data, the following theory is proposed: 

The discovery of choice and new ways of being in the presence of another causally contributed to the changes in the client. 

This is characterised by the following schema (adapted from Haig, 2005):

1. The surprising empirical phenomena of client change are detected.

2. But if the theory that choice and new ways of being in the presence of another caused the change was approximately true, and the relevant auxiliary knowledge of contextual mediators and moderators are invoked, then client change would follow as a matter of course.

3. Hence, there are grounds for judging the theory that choice and new ways of being in the presence of another caused the change to be initially plausible and worthy of further pursuit.

From the evidence provided by the exploratory data analysis above, it is argued that the client changed because of particular aspects of the therapeutic engagement. The client found the process highly motivating, which gave her the impetus to change long-standing sedimented beliefs and behaviours. Overall, the phenomena indicate that the client was able to move towards a more authentic way of being. 

In trying to elicit how this has taken place, we look to the putative mediators that may have contributed to the initiation of such change. The therapist adopted a position of naïve unknowing which encouraged the client to elaborate her narrative. She described the importance of getting the therapist to understand her position. The therapist explored the world-view and sedimentations of the client’s being-in-the-world through questions, reflections, and challenges to her assumptions. The questions of the therapist prompted the client to question and reflect upon her stance. As Spinelli (1994) writes, 

“A descriptive interpretation retains the focus on the manifest material and seeks to extract the meaning of that material to the client by engaging the client in a descriptively focused process of clarification wherein the manifest material may be ‘opened up’ to mutual investigation.” (p.124)

“[descriptively focused therapists are] governed by their aim of ‘entering into’ the meaning-world of their clients so that their assumptions and theories concerning their current self/other relational constructs can be more adequately exposed to clarificatory examination.” (p.125)

Despite the client’s hope and request that the therapist would advise her about how to go about changing, the therapist remained in a mode of questioning and elaborating the world-view such that the client herself could arrive at a position of choice about what and how to change. Frank & Frank (1993:195) write, 

“The refusal of the therapist to come to the client’s rescue produces a state of mind that facilitates attitudinal change – not only by arousing clients emotionally, but helping them realise that their expectations of the therapist are unrealistic. This helps towards a generally less dependent attitude towards others.”

Such reflective questioning increased the client’s awareness of how they are in the world and the meaning they have attributed to their experiences and relations with others. The client has ownership over the changes they decide to make, and how these will be implemented into their being in the world with others. This creates autonomy through personal choices, and stimulates self-belief and a continued motivation to develop which is validated and supported by the therapist.

Aspects of the therapeutic relationship were further mediators in this change process. The client sees the therapist as a non-judgemental and ‘objective’ observer of her life. She feels she can “make him understand” her position as he has no history or outside perspectives to colour his view of her. She realises he is only able to work with what she tells him. This encourages her to be open and honest with her therapist. She feels able to experience the “self she feels she is” in the therapeutic space. She steps out of “The One” to experience “herself unto herself” (Heidegger, 1962). The relationship is not reciprocal, and because the therapist is not looking for his personal needs to be met, the client has the space to fully explore herself in the presence and support of another. The therapist is “being with” and “being for” the client (Spinelli, 1994). This is a validating experience for the client. She feels encouraged and supported. The relational aspect is vital as the client feels connected to another as she takes a leap of faith towards a more authentic way of being. The attuned presence of the other gives the client the courage to take a risk and make changes.

5.5.2 Explanation 2 – Client Factors

From the exploration of the data, the following competing theory is proposed: 

Social desirability caused the changes in the client. 

This is characterised by the following schema (adapted from Haig, 2005):

1. The surprising empirical phenomena of client change are detected.

2. But if the theory that social desirability caused the changes was approximately true, and the relevant auxiliary knowledge of contextual mediators and moderators are invoked, then client change would follow as a matter of course.
3. Hence, there are grounds for judging the theory that social desirability caused the changes to be initially plausible and worthy of further pursuit

Social desirability is the tendency to reply in a manner that will be viewed favourably by others. In the case of Jade, this involves over-reporting positive change and under-reporting negative or trivial change. Moreover, the changes reported in this case are likely mediated by ‘social facilitation’ effects, that is, the increased likelihood that someone will perform better because of the mere presence of others. 
Jade’s way of being is influenced by the views of others, and external validation seems an important factor in the mediation of change. Previously she had relied on the views and opinions of friends and family members to guide her behaviours. However, this had led to cognitive dissonance as Jade did not feel congruent in her actions and her self-concept. She was aware that change was needed. Jade sought therapy as an alternative source of guidance. She reported how she had hoped that “someone was going to fix her”, “that the therapist would give advice and guidance on what she should do”. 

Jade was determined to show change, and it was important to her that she “prove” these changes to her therapist. She was motivated by how her “performance” would be evaluated by the therapist, and she sought his approval in her action towards change. This is evident by her desire to know what the therapist thinks of her. Social desirability likely relates Jade’s need for positive evaluations and approval seeking (Tan & Hall, 2005). Her motivation for change was not oriented by learning goals, but rather by performance goals (Dweck, 2006). Specifically, these goals were oriented by a performance-avoid approach, that is, a motivation to show competence to avoid negative evaluation by others. 
5.6 EPT – THEORY DEVELOPMENT: Analogical Abduction

5.6.1 Explanation 1 – Therapy-process Factors

This process of change through the specific therapeutic engagement described can be considered analogous to discovery learning developed by theorists such as Piaget and Bruner. 
Discovery learning is an inquiry-based, constructivist learning theory that takes place in problem solving situations where the learner draws on his or her own past experience and existing knowledge to discover facts and relationships and new truths to be learned. Students interact with the world by exploring and manipulating objects, wrestling with questions and controversies, or performing experiments. As a result, students may be more likely to remember concepts and knowledge discovered on their own. Proponents of this theory believe that discovery learning has many advantages, including active engagement, motivation, autonomy, responsibility, independence, the development of creativity and problem solving skills, and a tailored learning experience. (www.learning-theories.com accessed on 25.09.2010)
Bruner developed this theory of learning in response to predominance of the computational model of the mind as a purely information-processing device. He argued that the cognitive revolution had led psychology away from understanding the mind as a creator of meanings. In “Acts of Meaning” he writes that, 

Its aim was to discover and to describe formally the meanings that human beings created out of their encounters with the world, and then to propose hypotheses about what meaning-making processes were implicated. It focused on the symbolic activities that human beings employed in constructing and making sense not only of the world, but of themselves. (1990: 2) 

How well does the theory of therapy as discovery learning account for the phenomena?
In the therapeutic setting, the client enters with existing knowledge of their past experiences. Supported by the therapist’s encouragement and empathy [M], the client discovers facts and relationships about her stance in the world such that new truths can be learned. This is facilitated by an exploration of the world-view (existing knowledge) [M], wrestling with previous assumptions highlighted by the therapist’s questions [M], and experimenting with alternatives in the lived world. The process is dialogical rather than didactic, and allows the client (learner) to discover new knowledge for herself. In this way, she is able to discover who she feels she really is [P], and is able to be less concerned with the roles she feels have been imposed on her by others [P].

This self-discovery and awareness increases the potency of what is discovered as the client is actively involved in the process. This stimulates motivation [P] and promotes increased autonomy and independence [P] within the client. 

5.6.2 Explanation 2 – Client Factors

The reported changes can be explained in the context of social desirability and performance goal orientation. Paulhus (1984; 1994) distinguished two types of social desirability – self-deception and impression management. Impression management is a goal-directed process in which people attempt to 

influence" 
influence
 the other’s perceptions by regulating information in social interactions (Piwinger & Ebert, 2001: 1–2). It is usually synonymous with self-presentation, in which a person tries to influence the perception of their image. 
Goal theory proposes three types of goal orientation – mastery goals (which focus on the development of competence and task mastery through learning), performance-approach goals (which focus on attaining competence relative to others), and performance-avoidance goals (which focus on avoiding incompetence relative to others) (Elliot & Thrash, 2002). The latter goal orientation is considered the explanation for change in the case examined above. Tan & Hall (2005) find that,
“persons who tend to adopt performance-avoid goals appear reluctant to place themselves in situations where they may be negatively evaluated by others and they may be more likely to engage in impression management. They may even hide failures at learning tasks from themselves and others, which could impede learning” (p.1900)

The type of goal being pursued has important motivational implications for learner self-efficacy, task initiation and persistence (especially when there is initial failure), feedback-seeking, and level of performance (Beaubien & Payne, 1999; VandeWalle & Cummings, 1997). The effect of social desirability (impression management) on performance-avoid goal orientation is thought to be operative in this case where self-efficacy is mediated by approval seeking and the need for external validation.
How well does the theory of social desirability account for the phenomena?

Social desirability and goal orientation can be said to account for the facts in a number of ways. The over-riding theme in the data is that of motivation, and social bias and performance goals are found to be closely intertwined with this phenomenon (Elliot, 2006). The need for others’ approval and impression management strategies are evident in the data since Jade indicates the need for approval by her friends, and later, by her therapist, and is engaged in self-presentation in which she feels that she is playing a confident role that is not really her, and reports problems with perfectionisms and routines in which she spends six hours getting ready to go out. In therapy, it is expected that a different yet equally significant role is being played which is moderated by the client’s assumptions of what it means to be a client in therapy. Performance of this role would mediate reported changes. Jade made substantial changes in the sixteen sessions of therapy. These are likely inflated by her goal orientation, social desirability response and impression management. Jade’s fear of negative evaluation (perhaps intensified by research effects of completing weekly outcome measures) is likely to have provided powerful motivation both to inflate her self-perception and to manage the impressions of others (Tan & Hall, 2005). This is expected to have impacted on Jade’s report of change and improvement which is likely exaggerated, and may have closed off the possibility for exploration of more difficult emotions associated with failure, such as sadness and aloneness which she mentions in her narrative but does not wish to elaborate further.

5.7 EPT – THEORY APPRAISAL: Explanatory coherence

5.7.1 Explanation 1 – Therapy-Process Factors

Explanatory Breadth
Within this single case, there are a variety of instances where evidence for this theory can be seen. For example, the client’s remarks about the helpfulness of the therapist’s questions, and the therapist’s reports of adhering to therapeutic principles such as ‘exploration of world-view’ and ‘challenging assumptions’ (more detail on the variety of instances can be seen in the exploratory data analysis above).This variety of instances expands the explanatory breadth of the theory (Glymour, 1975) and increases its explanatory coherence.

The theory also accounts for different domains of facts, particularly relational factors, therapeutic technique, and therapist factors. Having at least two domains of facts accounted for by the theory establishes sufficient explanatory breadth. Furthermore, the breadth of this theory will be strengthened over time if it can be shown that this theory accounts for change in other cases. Such dynamic consilience can be established through replication of the method and/or experimental manipulation of the proposed mediators operating within this theory.
Simplicity

This theory offers a simple explanation of how specific therapeutic processes mediated the reported changes in the client. This theory also accommodates other domains such as patient and therapist factors, and the impact of the relationship, although the theory would need further development to fully explain the mediational effects of these domains. Nevertheless, the theory does not require auxiliary hypotheses to explain the phenomena, and hence, may be considered a simple one.

Analogy
Therapy processes operating in this case are found to be analogous to discovery learning. Discovery learning has the properties of reflected self-discovery and problem solving which explains why it leads to active participation, increased motivation, and better retention of what is learnt. Since this case describes a therapeutic process which includes similar properties as discovery learning, it is a promising explanation that the changes occurring in therapy were a result of a learning process. However, the model of therapeutic change is unlike discovery learning as the learning theory does not make explicit the importance of the presence of another who is attuned to the person’s needs. The significance of this is evident in the data and considered an important component of the proposed model. Nevertheless, this discrepancy does not rule out the usefulness of the proposed analogy in increasing the explanatory coherence of the theory.
Explanatory Depth
The theory that therapy as discovery learning causes changes is deepened by the hypothesis that questioning is a potent mode of learning. Rather than didactic instruction, the client learns more by having their views and assumptions questioned by the therapist. The specific questioning style underpins the discovery learning approach which explains the evidence that the client changed on a number of identified problem areas.
While this begins to answer the question of why the theory works, the therapist’s questioning as the main mediator of the reported change in this discovery learning model is not sufficiently elaborated and cannot explain the underlying mechanism by which such processes causally affect change. In order to understand the causal mechanism more fully, it would be necessary to investigate the style of questioning and its immediate impact on client change in sessions, as well as its long-term effects after therapy is concluded.
Lack of explanatory depth does not rule out the acceptability of the theory, but it does point to important areas of future development for increasing the coherence of this proposed theory.
Approximately True
The theory is coherent in that it explains the phenomena without requiring ad hoc assumptions, and is analogous to an already accepted model of learning theory. For these reasons, it is considered to be approximately true, and it is expected that further work would enhance the coherence, dynamic consilience, and depth of what is here indicated.

5.7.2 Explanation 2 – Client Factors

Explanatory Breadth
As seen by the exploration above, there are a variety of instances in the data which serve to support this theory. This helps to strengthen the evidence and validates this theory as accounting for the detected phenomena.

This theory focuses on the client factors and their impact on the changes reported. However, it does not account for the direct influence the therapist may have had on the process. The impact of the therapist’s questions and observations are not explained by this theory. Since the therapist is unlikely to be a passive element in the process, it must be said that this theory does not fully account for different domains of facts. In addition, there is no confirmation of the magnitude of social desirability bias in the data. This theory is hypothesised from the qualitative data, but would benefit from a quantitative measure to substantiate the claim. In quantifying the size of the bias, one could more readily infer its impact on reported changes.
Simplicity

As noted above, this theory does not account for the direct impact that the therapist may have on the process. An auxiliary hypothesis is required in order to account for those facts directly associated with the therapist such as his style of questioning, reflecting the client’s worldview, and challenging the client’s assumptions. While the client may be responding in a socially desirable manner with a goal orientation of performance-avoidance, it is also expected that the responsiveness (Stiles, 2009) of the particular therapist is having a direct impact on the client’s process and outcome in the therapeutic engagement. For this reason, a substantial ad hoc assumption would be required to reconcile this theory as the best explanation.

Analogy

The reported changes in the client are explained by theories of social desirability bias and goal orientation. Since these are accepted theories within the field of social psychology, their analogy to this case serves to increase the coherence of this explanation.
Explanatory Depth

The theory of social desirability bias is deepened by the theory of goal orientation, and specifically the concept of performance-avoid goals. In this case, the client is oriented by the goal of avoiding incompetence relative to others. Specific evidence is shown to support this hypothesis which deepens the hypothesis of social desirability response. “Performance-avoid” goals explain the social desirability bias of impression management, which explains the evidence of the client’s reported changes.

Approximately True

This theory is not sufficiently broad to account for the domains of facts detected in the data, and would require additional ad hoc assumptions to explain all the phenomena.  Particularly, this case showed strong evidence for external factors (the client starting a new job and ending her relationship) which are not explained by this theory. At this stage of theory development, an auxiliary hypothesis would be required to explain all the facts. While this discounts it as the best explanation, it is nevertheless maintained to be approximately true for certain facts, most particularly, the impact of client factors.

5.8 EPT - THE BEST EXPLANATION

From the above appraisal, the argument is made for the first theory as the best explanation. It has greater explanatory breadth in accounting for more domains of facts than the latter theory, and does not require ad hoc hypotheses to explain the range of phenomena. Having made this inference to the best explanation, it must still be highlighted that both theories are considered to hold approximate truth and offer “how possibly” explanations for the facts observed. For this reason it is considered that these two theories are not in direct competition, but may in fact be interactive. The client factors explained by the second theory are presumed to be interacting with the therapist facts and technique variables explained by the first theory. In this way, the process of change is mediated by all the domains of facts which cannot necessarily be separated into distinct theories. It may be that future research and development should look to developing a model that can more clearly combine all these domains into a fully coherent theory.

6. CBT – EXPLORATORY DATA ANALYSIS

Comment: This case had extensive missing data in the quantitative measures. Difficulties were experienced in setting up the PQ, which eventually was done by correspondence. Given the way this measure was completed, the researcher believes the client did not understand what was required, and it has been largely discounted from the analysis. Nevertheless, the qualitative measures still provide sufficient depth to make this case worthy of exploration.
6.1 CBT – EVIDENCE FOR CHANGE
6.1.1 Evidence for Therapy-process Factors

Retrospective Attribution
The client attributes her changes to therapy. At the midpoint, Susan stated that five of her eight reported changes were unlikely to have occurred without therapy. Two extra-therapeutic life events were not attributed to therapy. At the endpoint, she attributed four of her five changes to therapy. (see Case Record, Table xx and xxx). Some qualitative data from the interviews corroborates these claims, and can be found in summary tables xx in Section yy
Process Outcome Mapping
Specific events rated as significant or helpful were examined to assess their correspondence with Susan’s overall changes. Of the Helpful Aspects of Therapy Forms that Susan completed, she gave ratings of greatly helpful (8) or extremely helpful (9) to all but two events. (see Table xx in Section yy for Susan’s list of helpful aspects and their ratings.) Session three makes particular reference to finding ways to reduce the need for control, thereby being more able to adjust to unexpected changes. Events described in sessions three, four and six refer directly to Susan’s major change of finding new ways of responding in situations. Sessions nine and ten relate specifically to Susan’s difficulties with conversations and finding ways to improve her communication skills. These two areas are reported by Susan as her most significant changes in therapy. 

Early change in stable problems
We do not have information on the duration of Susan’s problems and so cannot make any claims about therapy causing early changes in long-standing problems. From Susan’s mid-point narrative and the increase in mean scores across all outcome measures at the mid-point, it would seem more likely that therapy first raised Susan’s anxiety before it effectively reduced any symptoms. On this basis, there is no evidence for early change in stable problems.
Qualitative Outcome Assessment

Despite the lack of evidence in the quantitative data, the qualitative interviews at mid-point and end of therapy indicate that the client changed. There is coherence between the two narratives which implies internal consistency and temporal stability. The most significant changes for Susan were finding new ways and strategies for responding in situations, gaining confidence in communication skills, and not responding negatively to certain uncontrollable events. This, in turn, gave her a greater sense of empowerment and self-belief as she was able to release some of the pressure she had put on herself to control and manage all situations. In so doing, Susan became more relaxed and was able to allow conversations and events to occur without having to try and pre-empt the outcome. Working specifically on skills for conversations was the focus of the work, and it is evident from the interviews that particular therapeutic strategies assisted this process. These included an examination of her thoughts, feelings and behaviours with consideration for the triggers to her responses. Susan also found the list of “unhelpful thinking styles” most helpful in recognising and acknowledging her difficulties. This gave a tangible base from which to work in finding more positive response modes. In addition, the clear structure and agenda to sessions was comforting and helpful to Susan’s process of change. Table x in section y provides a comprehensive breakdown of Susan’s reports of helpful therapy processes. Section bb provides a phenomenological summary of the two interviews.
6.1.2 Evidence of Insufficient Change
Trivial or Negative Change

PQ scores do not provide a reliable indicator of the client’s change. However, the client reports her changes as being very important to her (See Table xx and xxx in Section yyy for Change Records). On the basis of this report, the changes for Susan are not considered trivial or negative.

Stability of Changes

As there is no follow up point in this study, there is no certainty as to the stability of the client’s reported changes. In the endpoint interview, the client stated that she did not feel she needed further therapy at this point, and that she felt it was now up to her to implement the strategies she had been given. This suggests that Susan felt she had received sufficient therapy to make the necessary changes in her life. However, in the penultimate session, the therapist process notes record Susan’s anxiety around finishing and her feeling of requiring further therapy to explore some deeper emotional issues. These two conflicting pieces of information call into question the accuracy of the client’s reports, and may be the result of certain relational or expectancy artefacts (as detailed below).

Statistical Artefacts

As indicated by Susan’s outcome measures, reliable change was not seen in the treatment (as measured by the RCI). It is probable that changes rated by Susan on these measures were due to the effects of measurement error, which result from unsystematic factors that lead to inconsistency of responses on quantitative measures. As noted by Elliott et al. (2009), possible factors could include inattention in completing all forms, poor or ambiguous wording of items, misreading or misunderstanding items, and rating tasks exceeding the ability of raters to accurately characterize their experiences.

6.1.3 Evidence for Client Factors

Relational Artefacts
Susan openly expressed her dislike for the research process, and so it is unlikely that she was responding in a socially desirable manner for the researcher. Susan did however express strong positive regard for her therapist. She respected his view, trusted him, and was willing to listen to what he had to say. In her criticism of one questionnaire used, she made it clear that she did not need her therapist to like her, and was not concerned with whether he did or not. She stated that she was only interested in whether she felt they could work together in the therapeutic work, and not whether he liked her as a person. These statements appeared defensive in their criticism of the questionnaire, and it is the view of the researcher that the positive regard and feedback given by the therapist was important to the success of Susan’s changes. Both the therapist and the client remarked on how such positive feedback had encouraged Susan to continue with her attempts at change. 

With respect to homework, Susan spoke of wanting to be a “good girl” and report back to the therapist with a “good piece of work”. It is plausible that some of her reports of change were affected by her desire to do well for the therapist. In not doing homework or completing research forms, she valued the therapist’s non-judgemental respect for her in not making her feel “naughty”. These statements are indicative of the power imbalance in the therapeutic dyad, and suggest the likelihood of relational artefacts through approval seeking on the part of the client.

Expectancy Artefacts
Susan made some comments in the interviews that indicate her expectation for help. For example, at the mid-point interview, she remarks, 

“And I haven’t been able to dismiss those yet [right], but I’ve got peace of mind knowing that I am making the effort to get here, and I am making enormous effort to change, and to listen to what he is giving over” (Mid. p.3)

It is evident that Susan had some expectation and hope for change by the very act of coming to therapy. It may be that the act of seeking help, and showing a willingness to take on board the alternative perspective that the therapist had to offer was instrumental in bringing about significant change (Frank & Frank, 1993).

Susan’s conflicting statements about receiving more therapy (as detailed above) suggest a possible attempt to resolve cognitive dissonance about change. Since the client has invested time and energy in the sessions with the expectancy of change, she may have to reconcile her feelings about insufficient change having occurred by her statement that she had received enough input to continue on her own. Susan recognises the potential to become “dependent” on therapy, and refers to this as “negative energy”. In her statement of having received enough therapy, she may be compensating for a dissonance between her expectation and her experience, and her fear that she may become dependent on the therapy if she were to seek further help. 

Self-correction

At the end of therapy, the client describes some further steps she has taken to implement self-help strategies. For example, she states that she has set up peer support groups for mothers of teenage children. Susan also reports that her new ways of coping have had a positive impact on others in her life such as her own children and the children she fosters. In this, she has seen her capacity for change and continues to find ways in which she may apply her new strategies in the different areas of her life. These self-correcting processes appear to be the result of therapy processes, rather than external processes unrelated to therapy. In fact, it is the very strategies she has learnt in therapy that she has subsequently implemented in other areas of her life to positive effect.

6.1.4 Evidence for External Factors

Psychobiological Factors

Susan was not taking any psychotropic medication before or during her therapy sessions, so any changes are unlikely to be due to the effects of such medication.
Extra-Therapeutic Life Events

At the mid-point, Susan described two changes that were unrelated to therapy, namely the betrayal of her trust by her son, and her suspicions about individuals at work checking up on her references. These were rated as likely to have occurred without therapy, and therapy did not have any causal effect on their occurrence. There is some evidence that the new strategies that Susan learnt in therapy for responding to situations differently had a positive impact on how she has managed challenging situations with her son. 

At the endpoint, when asked about the causes of changes, Susan did remark that all her careers were going very well. This was a precursor to her elaboration of many therapy processes that she had found helpful, but is nevertheless an important extra-therapeutic factor.

Reactive effects of research
Susan did not like the research process. At the mid-point interview, she struggled to stay awake and was reluctant to be in the interview. She reported that she found the research questions exhausting and taxing on her already heavy schedule. This was identified as the only hindering aspect to the process. Despite clear information to the contrary, Susan was under the impression that participating in the research was a prerequisite to receiving therapy. This was clarified in the mid-point interview, to which she responded that she did want to help although she found it to be an additional pressure. By the end of the therapy process, Susan appeared more amenable to giving feedback. This is likely due to a grievance she had with the concluding letter written by her therapist, and she recognised the research interview as a platform for raising this issue. There was also an indication in Susan’s responses that she considered it important to give particular feedback so as to improve the service for others. She often spoke in the third person or referred to the client in general with suggestions or advice about how to make the most of the process. 

6.2 CBT - VALIDATION AND PLAUSIBILITY
Strong Associations

Susan makes strong associations between in-therapy processes and her reported changes. Therapy targeted the client’s anxiety in social situations by examining her automatic thoughts in those situations, and then developing strategies for helping her to respond differently. She makes an association between the techniques employed in therapy, and the changes she was able to initiate in her day-to-day life. She is specific about how these tools were helpful to her which adds to the plausibility of her account (Kazdin, 2009). Further, her narrative was coherent between the mid-point and end-point interview adding to the validity of her account that therapy contributed to her changes.

Pattern Confirmation & Constructive Replication

As the quantitative data was unreliable in this case, it cannot be used to triangulate the qualitative reports from the interviews. However, the therapist and the client reported the same events as helpful in five of six evaluated sessions which indicates pattern confirmation in different sources of data. The mid-point and end-point interviews provide a coherent account of the client’s experience which is idiosyncratic rather than generalised (Bohart & Boyd, 2000), Corroboration in these two interviews provides constructive replication across different time points (Vertue & Haig, 2008) and provides the required consistency to point towards putative mediators and mechanisms of change (Kazdin, 2009).

Reliability

The quantitative outcome measures cannot be used as evidence for the reliability of the changes. Susan’s reported difficulties with memory, concentration, and understanding what has been requested are likely to have impacted on her responses to questions which may jeopardise the reliability of all outcome scores. Nevertheless, the two interviews at different times show consistency and stability across time in the client’s reports of change (Vertue & Haig, 2008). The emergent themes from the phenomenological exploration of the two change interview transcripts show similarity and coherence which implies reliability in the client’s account of change.

Timeline

The timeline between specific in-therapy events and particular outcomes is not clear from the data. It is clear that the client had not made changes in these areas prior to therapy, and she reported them as unlikely to have occurred without therapy, but we cannot be clear from the data in what order the changes occurred relative to particular therapeutic mediators. For example, the establishment of a good working alliance may have led to the client’s reported changes, but equally the occurrence of such changes may have led to the improved working alliance. The direction of causality cannot be determined from the available information, making it more difficult to ascertain exactly which processes mediate the specific outcomes reported.

Plausibility

The client attributed her changes to therapy. According to Bohart & Boyd’s (2000) plausibility criteria, the client should note themselves that therapy helped. Based on these retrospective attributions, it is argued that positive change did occur and that therapy was a significant contributor to this change.

The client makes strong associations (Kazdin, 2009) between particular aspects of the therapy process and the changes she has noticed. These associations are specific and idiosyncratic (Bohart & Boyd, 2000) offering a plausible account of the mediators and causal mechanisms that have initiated client change.
6.3 CBT – PHENOMENA DETECTION
In this case, detection of phenomena has been sourced primarily from the qualitative data since the quantitative data was insufficient to clearly point towards change. From the client’s reports and the therapist’s process notes, it is argued that some changes did occur. The phenomena revolve around two of the items initially recorded on the Personal Questionnaire (Item 1 – holding a conversation for more than a few sentences, and Item 3 – dealing with changes to plans). The subordinate phenomena under the overarching notion that the client changed are as follows:

· Having new ways/strategies to respond differently (or not respond at all) in situations

· Increased confidence in communication skills

· Greater self-belief and self-acceptance

· Less need to be always in control; tolerating situations that cannot be controlled

· Better management of unexpected changes that occur

· Prioritising and imposing less pressure/ self-criticism for not achieving everything

· Positive shifts in automatic negative thinking

These changes were considered very important for the client, were unexpected, and thought to be unlikely to have occurred without therapy.
6.4 CBT – PUTATIVE MEDIATORS & MODERATORS

Having elicited these phenomena from the data, it is also possible to point to certain mediators that are likely to have been operative in bringing about the reported changes. These putative mediators are also abstracted from the data and are divided into technique factors – structured sessions, homework, thought records, hot-cross bun model, unhelpful thinking styles, role play, challenging safety behaviours; relational factors – trusting in the therapist, working alliance, and agreement on goals for therapy; therapist factors – responsiveness to client’s needs, providing feedback, normalising the client’s experience.

The process and extent of change is also expected to be moderated by certain factors. Notably, particular client factors such as resistance to change, readiness of change, personality factors, IQ, and possible memory difficulties are anticipated to be moderating the effects of therapy (Clarkin & Levy, 2004). Additionally, the therapist’s personality interacting with that of the client’s is likely to have had an effect.

6.5 CBT - THEORY GENERATION: Existential Abduction
6.5.1 Explanation 1 – Therapy-process Factors

From the exploration of the data, the theory proposed is that the therapeutic techniques employed taught the client new strategies for managing situations which cause her anxiety. The therapist formulated the client’s problem within a theoretical understanding of anxiety, and worked collaboratively with the client to examine her thoughts, feelings, behaviours and physical symptoms that occurred in anxiety-provoking situations. The use of thought records, homework exercises, and role play helped to identify the triggers that led to the client’s anxiety, as well as the safety behaviours that she was employing to counteract such anxiety. The client was able to recognise herself in standard patterns of unhelpful thinking styles, and this aided the consideration of alternative approaches. The therapist guided her in a process that aimed to reduce the safety behaviours which were maintaining the anxiety. In this, the client was shown/taught new strategies (how to drop safety behaviours) to manage social situations and conversations. The client tried out these new strategies and was surprised to find them beneficial and effective.
From the exploration of the data, the following theory is proposed: 

The acquisition of compensatory skills taught in therapy causally contributed to the changes in the client. 

This is characterised by the following schema (adapted from Haig, 2005):

1. The surprising empirical phenomena of client change are detected.

2. But if the theory that the acquisition of compensatory skills caused client change was approximately true, and the relevant auxiliary knowledge of contextual mediators and moderators are invoked, then client change would follow as a matter of course.

3. Hence, there are grounds for judging the theory that the acquisition of compensatory skills cause client change to be initially plausible and worthy of further pursuit.
6.5.2 Explanation 2 – Client Factors

The competing theory emerging from the data is that the client’s reported changes are the result of expectancy artefacts, and may in fact be only temporary or illusory. Since quantitative data is limited and insufficient to indicate reliable change, the argument for change is dependent on the client’s reports. Whisman (1993: 252) points out that reliance in self-report measures on consciously accessible thoughts and beliefs may be problematic since they are particularly subject to response biases of social desirability and demand characteristics. Because clients are informed of the therapist’s working hypothesis that modification of cognition is the mechanism of change, there is a demand to indicate that cognitions have changed, and to attribute a change in outcome (in this case, anxiety levels) to a change in cognition.

From the exploration of the data, the following theory is proposed: 

Expectancy artefacts causally contributed to the changes in the client. 

This is characterised by the following schema (adapted from Haig, 2005):

1. The surprising empirical phenomena of client change are detected.

2. But if the theory that expectancy artefacts caused the apparent change was approximately true, and the relevant auxiliary knowledge of contextual mediators and moderators are invoked, then apparent client change would follow as a matter of course.
3. Hence, there are grounds for judging the theory that expectancy artefacts caused the apparent change to be initially plausible and worthy of further pursuit

6.6 CBT – THEORY DEVELOPMENT: Analogical Abduction

6.6.1 Explanation 1 – Therapy-process Factors

This theory can be explained by the compensatory skills model proposed by Hollon, Evans, & DeRubeis (1988, 1990). According to this model, the therapeutic techniques employed do not reduce the occurrence of negative automatic thoughts in distressing situations; instead, the therapeutic process teaches the client a set of skills that helps them deal with these negative thoughts when they do occur (Barber & DeRubeis, 1989). Among these skills learnt, Hollon et al. (1988) refer to meta-cognitive skills which would include the ability to formulate explanations and generate competing evidence for events that are contrary to the automatic explanations usually generated. Additionally, problem solving skills are acquired which aid the individual in devising specific plans to reach their goals by methodically considering the advantages and disadvantages of various alternatives. 

The model proposes that schema change (accommodation) is unlikely to occur in short-term therapy. Instead, with the practice of compensatory skills learnt in therapy and mastered over time, schemas may eventually shift towards more positive beliefs about situations. Further, the model is consistent with other models for change in psychotherapy, such as the restoration of morale (Frank, 1985) and the development of self-efficacy (Bandura, 1977) which serves to increase its explanatory coherence (see explanatory depth below).

This model is analogous to cognitivist instructional design theory which has as its main components problem-solving and guided discovery. The pedagogical aims of guided-discovery learning are to ‘promote "deep" learning, develop meta-cognitive skills (develop problem-solving skills, creativity, etc.), and encourage active engagement from the learner’ (URL: http://edutechwiki.unige.ch/en/Discovery_learning retrieved on 09.10.2010). This method of learning is characterised by convergent thinking instigated by the statements or questions of the instructor which lead the learner to make a series of discoveries which end at a single predetermined goal. As the learner engages in a process of active inquiry they are guided towards the appropriate response, which they are more likely to remember as a result of their engagement in the process. (URL: http://edutechwiki.unige.ch/en/Guided_discovery_learning retrieved on 09.10.20010). 

How well does the theory that therapy teaches compensatory skills account for the phenomena?

In the case of Susan, the therapist guided the client towards an identification of her thoughts, feelings, behaviours, and physical symptoms which occur in anxiety-provoking situations. The client’s safety behaviours were elicited through questions such as “What is the worst thing that could happen in this situation? And then what?, etc.”. Negative automatic thoughts were identified through discovery exercises [M] in sessions and homework assignments [M] such as keeping thought records. This guided the client towards an understanding of her “unhelpful thinking style” and “negative automatic thoughts” [M]. Discovering the safety behaviours that were automatically deployed in these instances, the client was then taught how to adopt strategies that did not include these behaviours. In this way she was able to implement alternative behaviours [P] with some success. While it is unlikely that her negative thoughts were replaced by an alternative schema in this time frame, it is apparent that she acquired new skills during the therapy process [P]. Through the guided-discovery process she learnt to formulate alternative explanations for situations and generate evidence to compensate for her automatic thoughts and behaviours [P] which had maintained her anxiety up to this point. This was enhanced by the development of more satisfactory problem-solving strategies, which in turn led to the client’s sense of increased confidence [P] (improved morale) and greater self-belief [P] (self-efficacy).

With the confidence in her new skills and the belief in her ability to manage situations, the client was able to give up her need to be in control of all situations [P], and in so doing she became less anxious and more accepting [P] of uncertainties and instances beyond her control.

6.6.2 Explanation 2 – Client Factors

The theory of expectancy artefacts is analogous to well-documented cognitive biases and heuristics. In this case, the expectancy artefacts proposed are primarily explained by cognitive dissonance and confirmation bias, which are additionally influenced by social desirability responses and demand characteristics.
How well does the theory of expectancy artefacts account for the phenomena?
When the client first entered therapy, she was resistant to the therapist’s view that her difficulties were maintained by high levels of anxiety. Around the third session, she relinquished her resistance as she began to trust what the therapist had to say, and decided to let him “take the lead”. She was still sceptical at this point, but she had decided to invest in the process as defined by the therapist. From this point on, it became important that the therapist’s guidance was considered correct and that the outcome of therapy be successful, since she had committed to the process. This is explained by an effort-justification paradigm in which dissonance is reduced by increasing the desirability of the goal. By the end of therapy, Susan felt it necessary to justify her changes in order that her expectations may be consonant with the outcome. The ambivalence in conflicting statements about whether the therapy “dose” was sufficient provides further evidence for such cognitive dissonance. By denying the need for more therapy, and attributing this to a “negative energy” or weakness in those who become dependent on therapy, Susan is able to justify her dissonant view that her experience has brought about sufficient change. In essence, she may well be exaggerating the extent to which she has changed in order to reconcile her feelings with the externally imposed ending. This invokes a confirmation bias in which evidence of change is recalled selectively and interpreted to confirm the expectancy that sufficient changes must have occurred.

The extent of real change may be further blurred by a social desirability and approval seeking response. The client remarks on wanting to be a “good girl” in doing a good piece of homework for the therapist, and reports on the value of the therapist’s positive feedback. The desire to gain the therapist’s approval, and align with his view of the problem, may have led to exaggerated reports of the amount of change experienced. This relational artefact itself appears to be a cause of cognitive dissonance, since the client finds objection in questions about the therapeutic relationship which made reference to “liking” one’s therapist, or feeling that the therapist “likes” the client. Susan justifies her relationship with the therapist as a professional one in which she is not concerned with whether he likes her or not. The incongruence between this justification and her need for the therapist’s positive reinforcement furthers the argument that her reports of change were likely impeded by significant cognitive dissonance and confirmation bias.

6.7 CBT – THEORY APPRAISAL: Explanatory coherence

6.7.1 Explanation 1 – Therapy-Process Factors

Explanatory Breadth
A theory can be said to have good explanatory breadth if it accounts for a broad range of facts, and even further, if it can account for different classes of facts. The theory that therapy taught the client skills to compensate for her negative automatic thoughts is evident in the client’s account of how she believed change occurred, and the theory has sufficient breadth to account for different classes of facts including the influence of the therapist’s interventions, the impact of relational factors, and the responsiveness of both client and therapist to the contextual dynamics that unfold in the therapeutic process.

A variety of instances helps to expand the explanatory breadth of a theory and eliminate alternative hypotheses (Glymour, 1975). This will reduce the likelihood of change being reported due to chance or measurement error. While quantitative data was inconclusive in this case, reports across two qualitative interviews and therapist and client statements of helpful factors helps to enhance the explanatory coherence and breadth of the theory.
Simplicity

The theory is a simple one if it does not require ad hoc assumptions to explain it. The theory that therapy taught the client compensatory skills to counteract her negative automatic thoughts explains the detected phenomena of client change, however the model does not adequately explain how this transpires. The model does not make clear that the learning process is led by the therapist from a point of formulation, although it does suggest that there is a pre-determined goal which is defined by the therapist. While the client is actively involved in the learning, the area of learning is stipulated by the therapist. This is evident in the data as the client indicates an early stage of resistance to the therapist’s chosen ‘lesson’, but subsequently, accepts the lead of the therapist. The therapist implements a clear agenda and directs the client towards a reduction of safety behaviours and the implementation of compensatory skills. 
Analogy
The theory proposes that therapy taught the client compensatory skills, and this is found to be analogous to other theories of learning, particularly through processes of guided discovery and problem-based learning. The learner is an active participant in the process as is the client in therapy.

Since this learning process has the property ‘guided questioning’ which explains the active involvement of the learner, the depth of learning, and the acquisition of meta-cognitive skills, it increases the value of the explanation since the therapy process also employs guided questioning, and therefore, is likely to hold the same properties as  the learning theory. However, the process by which change is purported to have occurred in therapy is dissimilar to this learning theory in the manner of “directedness”. Guided discovery learning and problem-based learning suggest a student-led process for which there is no pre-determined goal. On the contrary, the therapy process involved a goal set by the therapist and informed by his formulation of the problem. The client was led to specific behavioural changes, rather than selecting them for herself. Notwithstanding this disparity, the explanatory analogy is useful in expanding the coherence of the proposed theory.

Explanatory Depth

The compensatory skills model is deepened by its compatibility with other “final-common-pathway” models of change in psychotherapy (Whisman, 1993). For example, the acquisition of compensatory skills is likely to restore morale (Frank, 1985) and increase self-efficacy (Bandura, 1977) by the successful implementation of compensatory skills to combat automatic negative thoughts. This is evident in the case since Susan describes feeling encouraged by seeing the benefits of her newly acquired strategies which in turn boosts her self-confidence and gives her greater self-belief - two of her reported changes. This theory is also deepened by its analogy to learning theory. The mechanisms working in the therapy process can begin to be understood by the mechanisms at work in learning. 

Approximately True
Given the breadth of this theory in explaining the phenomena of client change, the simplicity by which the theory is constrained, and an initial explanation of why the theory works to explain the phenomena, it is argued that the theory is approximately true.

6.7.2 Explanation 2 – Client Factors

Explanatory Breadth
Because of some notable evidence in the data of expectancy artefacts, it is proposed that cognitive biases have caused the client to report apparent changes that may in fact be minimal, temporary, or even illusory. While it seems plausible to claim that cognitive dissonance and social desirability may be having some effect, there is insufficient evidence to suggest that this theory can fully account for the phenomena of client change. Moreover, this theory only accounts for one class of facts, namely client characteristics, and does not explain the impact of the therapist, the dyadic relationship, or the influence of the specific techniques employed. For this reason, explanatory breadth of the theory is deficient.

To increase the explanatory coherence of this theory, further evidence would be needed. For example, the inclusion of scales to measure social desirability response and cognitive dissonance would either affirm or discount this theory. Further, had there been a follow up assessment sometime after the therapy had concluded and it was found that the changes had not been maintained, it would then have been possible to argue that the changes were likely due to cognitive biases rather than therapeutic intervention. Without a greater variety of instances, it is not possible to confirm the explanatory breadth of this theory.   

Simplicity

With a greater breadth of evidence, this theory would be a simple one. If it were approximately true, it could be argued that the client’s report of what has changed were subject to her own cognitive biases, and may therefore be inaccurately attributed to the effects of the therapy process. However, this theory cannot explain the tangible strategies that the client has acquired to compensate for her anxiety and negative automatic thoughts. In order to explain these phenomena, ad hoc assumptions which narrowly apply to this evidence would have to be included. Hence, this theory is not as simple as the competing one.

Analogy

The theory of expectancy artefacts is supported by well-established accounts of cognitive biases in other areas of the humanities. This adds plausibility and coherence to the view that this theory explains the phenomena, but as noted above there is insufficient evidence to substantiate the argument.

Explanatory Depth

The theory that the apparent changes in the client were caused by explanatory artefacts is deepened by the recognition of cognitive biases and heuristics that are operative in human interactions. Since these biases are known to be an important component of human reasoning, and have been evidenced by brain imaging and many other experimental methods, it is reasonable to infer that such mechanisms are operative in the therapeutic process. In light of the extra attention paid to this case due to the research process, it is further expected that biases may be even more salient. However, as already stated, more evidence is required if this theory is to be supported.

Approximately True

From the above, it is argued that this theory is approximately true, but that there is a deficit in the available evidence which prevents the theory from providing the breadth and depth required to explain the phenomena. The well-known effect of cognitive bias in all areas of human functioning adds plausibility to the argument that it is likely to be operative in the therapeutic process too; however it cannot satisfactorily explain the detected phenomena of client change.
6.8 CBT - THE BEST EXPLANATION

Following the above comparison between competing theories, the theory that the acquisition of compensatory skills caused the client to change is found to be the best explanation. This theory has the breadth to account for the facts, and is evident in the data. It shows promise as a theory that can be deepened by further exploration. However, it is also maintained that the competing theory is approximately true, and likely contributed to some of the reported change. As noted throughout this analysis, a lack of supporting evidence makes conclusive claims impossible. Nonetheless, both theories point to some interesting mechanisms that are likely operative and interacting in the therapy process. Future studies which aim to build on these initially plausible theories would be expected to develop  dynamic consilience (explanatory breadth broadened over time with additional cases), increased depth as a better understanding of underlying mechanisms  helps to explain why the theory works, and ultimately, a more coherent theory of how client change occurs in therapy.

Summary: The foregoing three chapters have provided detailed analyses for each case which have resulted in a proposed theory of client change determined to some degree by specific therapeutic technique. In all three instances, the alternative theory is one of common factors that are not specific to any one therapeutic modality. While initially evaluated as opposing theories, the methodology has highlighted the interaction between specific and common factors, and exposed the limitations of a dualistic approach. This will be elaborated further in the final chapter; suffice to say that the method triumphs in developing specific theories in which the strengths and weaknesses of each are clearly delineated through comparative appraisal. A caveat to this is the relative ease with which specific theories emerge in successful cases, while we have no such theories to account for therapeutic failures.
7. DISCUSSION

7.1 Three cases: Compared & Contrasted

When we look at the three cases in unison, we notice both similarities and differences. Perhaps the most striking similarity is the explanation that therapy is a form of learning. The analogical abduction produced models that were analogous to learning theory and aspects of developmental psychology. This is a broad sweeping similarity which, when examined further, is distinctive and unique in each case. While we may make a plausible argument for change in therapy being the result of learning, the nature of the learning process in each case, and by association each modality, is variable. The causal models point to putative mediators and some possible causal mechanisms that may be operating to bring about change through learning, but they are insufficiently developed. These findings in the three cases correspond well with the categorisation of common factors summarised by Lambert & Ogles (2004). They organised the literature on common factors into three categories – namely, Support, Learning and Action Factors – which they believe represent a developmental sequences operative in many psychotherapies. The developmental nature presumes that “supportive factors precede changes in beliefs and attitudes, which precede the therapist’s attempts to encourage patient action” (Ibid. p.172 – 173). Many of the factors listed within each category directly correspond to phenomena in the cases studied. While this does not eliminate the potential contributions of techniques specific to a particular school, it does suggest that they are “active only insofar as they are a component of a larger healing context of therapy” (Messer & Wampold, 2002), and that factors common across different modalities are impacting substantially on outcome, particularly in short-term therapies. To add to Lambert & Ogles’ (2004) summation, this research indicates that what may be specific to each modality is the execution of the common factor, rather than the factor itself being distinct or unique to a modality. So, in the cases above, learning was found to be a common factor across cases and therapeutic orientations, but the implementation of the learning process differed accordingly.

This is a hugely important conclusion; well, biggish anyway; what will you make of it?

Helpful factors across the three cases also point to similarities that cut across modalities. The most noteworthy here are the clients’ experiences of their therapists. While each therapist had their own style, and was believed to be engaged in a different therapeutic endeavour, each client reported the helpfulness in how the therapist related to them. Particularly, there was consensus in the therapists being non-judgemental and supportive, but the most important factor seems to be the non-reciprocal nature of the relationship. All three clients had a sense that their therapist was committed to their personal needs and did not have the intention of having their own needs met by the client. The contrast to other social relationships was felt by the clients and seemed to unburden them from having to respond to another, thereby giving the space for their own needs – cognitive, emotional, relational – to be uncovered and nurtured by the therapist. This common factor was not explicitly built into the models of learning proposed, but is undoubtedly an important condition for the success of the process.

In all three cases, the clients also reported on the helpfulness of feedback from the therapist. While the exact nature of this feedback was different in each case, the experience of receiving feedback and feeling reassured was an important aspect of all three. In the case of Jade in EPT, she expressed a wish for direct advice and guidance from her therapist, but this was not forthcoming. Given her presentation, it seems an important element of the work that this kind of feedback was not given by the therapist. Nevertheless, the therapist is expected to have been offering a different form of feedback – on process and relational aspects of the work, rather than the content of the client’s narrative. This is obviously different to the feedback given and received in the CBT case, which was more directed and focused on behavioural changes. All the same, feedback as a generic factor was considered helpful to the process. Here is an example of a putative mediator identified across all three cases, which would benefit from much deeper exploration in order to clearly define the underlying causal mechanisms that initiate change in the client. The precise nature of such feedback, and how it may differ across modalities, would be a worthy area of further investigation. For instance, future studies may do well to carefully categorise feedback (or “interpretations”) used within different modalities, and then study these in the context of the “events paradigm” so as to understand the process by which different forms of feedback exert their effects on client outcomes.
Not only do many of the reported helpful factors cut across the three cases, but they also resonate with those identified in previous meta-synthesis (Timulak, 2007). This analysis of previous studies identified nine meta-categories of client-identified impacts of helpful events in psychotherapy. These were insight/awareness, behavioural changes, empowerment, relief, emotional experiencing, feeling understood, client involvement, reassurance/support, and personal contact. To a greater or lesser extent, these nine categories are identified in the three cases analysed in this study. The more difficult task lies in establishing how these helpful factors work to causally impact on outcome. The analogical models developed through the abductive reasoning process begin to formulate such causal inferences. For example, the experiential and discovery-based learning theories give an explanation for how the active involvement of the client serves to bring about greater change. These theories are further deepened by the explanation of self-efficacy, and marry well with previous findings that better outcomes are obtained when the client attributes changes to their own efforts (Weinberger & Rasco, 2007). This links back to the meta-category of empowerment, and points to the interaction between relational variables and learning variables in bringing about desired outcomes. Further development and refinement of such theories would be expected to further our understanding of the underlying causal mechanisms at work in these instances.
7.2 Departures from the original method

This study began with the HSCED as its foundation, but through the incorporation of abductive reasoning and IBE, the original methodology has been adapted somewhat. First, it was decided to substitute the adjudication process used by Elliott et al. (2009) with the abductive reasoning method conducted solely by the primary researcher. The reasons were threefold. Firstly, there was a wish to distinguish this research as something unique for the criteria of completing a doctoral level thesis. Abductive Theory of Method as proposed by Haig (2005) was recommended in personal communication with the author’s academic supervisor (Goldstein, 2009). Secondly, for pragmatic reasons it was decided that an adjudication panel would not be sought. Thirdly, a review of studies that had employed the HSCED method gave some insight into areas the current researcher thought were in need of development. Specifically, it was noted that the question of “how” therapy works to bring about change had not been well addressed. While the method does well to consider the active ingredients that may be operative, it was considered that developments could be made in moving the reasoning strategy towards explanation and the uncovering of possible causal mechanisms. The abductive method and the development of inferences to the best explanation (Thagard, 1978) were thought to be a useful means by which these questions could be addressed. The researcher worked to develop a methodology in which HSCED and ATOM could be amalgamated. 

As this combined methodology was developed and refined in the course of the study, other departures from the original method began to emerge as necessary adjustments. In the development of competing theories (Haig, 2005), the dichotomy between positive and negative evidence employed in the HSCED (Elliott, 2001; 2002b) appeared too simplistic. In the developing literature (e.g. Craighead, Sheets, Bjornsson, & Arnarson, 2005) where multiple factors interacting with one another is considered more probable than a dualistic claim for the triumph of either specific or common factors, it seems implausible to make an argument solely for therapy factors (positive evidence) or non-therapy factors (negative evidence). Moreover, it is the view of the author that some of the criteria within the negative domain are not non-therapy factors per se, but rather fall more within the area of common factors. For example, expectancy and relational artefacts are argued to be important factors in the theory of why the client changed. While appraising these in competition with more specific “technique” factors, it is concluded that these diverse factors may not be in opposition. From the analyses above, it is reasoned that “therapy technique” factors and these competing, so-called “non-therapy” factors are not mutually exclusive. In fact, it is proposed that these competing theories illuminate factors that may be necessary pre-conditions or co-conditions which subsequently allow for other therapy factors to exert their effects. For instance, the expectancy effects which are argued as a theory for change in the first case may well be an essential ingredient in the early remoralisation phase that then helps to prime the client for the work to be conducted in the remediation and rehabilitation phases of therapy (Howard, et al., 1996). With the restoration of hope, the path is paved for learning and change to occur (Frank & Frank, 1993), since hope acts as a positive reinforcement which allows learning, and subsequent change, to occur. Put another way, expectancy effects fall within the category of Support factors which are then succeeded by Learning and Action factors in the developmental sequence mentioned above (Lambert & Ogles, 2004). Such interaction between different factors renders the divide into positive and negative evidence an unhelpful dualism in the efforts to understand the complex interaction of multiple variables in the psychotherapy endeavour. 

Drawing inferences to the best explanation through the abductive reasoning method resolves this dichotomy by evaluating theories for explanatory coherence in a manner that permits “approximate truth” or the “soft causality” claims espoused by Bohart & Boyd (2000). While this study has limited each case to an analysis of two competing theories, there is no methodological constraint that would prevent further theories from being developed and evaluated against the same criteria. As it happens, the appraisal of explanatory breadth and depth showed the competing theories to be more closely connected than originally predicted. In the PCP case, the competing theory can be considered a subset of the first theory (Thagard, 1978) in a manner that allows the second theory of expectancy effects to broaden the first theory of experiential learning. Furthermore, it is anticipated that the theories of relational artefacts and client factors will deepen the theories of therapy as a kind of learning process. While the theories and their causal models developed in this study are an initial step in the spirit of discovery-oriented research, it is this researcher's view that these theories can be significantly broadened and deepened over time, such that these apparently opposing theories may be incorporated into a more defined and suitably inclusive theory of how client’s change in therapy. 

7.3 Limitations of the Study

Even if these theories are improved upon over time, the limitations of their applicability should not be forgotten. The best explanations of how clients change have their remit, and cannot be expected to apply to all therapies in all their various forms. Such an attempt to achieve a singular, unifying theory would only see us return full circle to the impasse of the Dodo bird. In the growing spirit of pluralism, it becomes a greater virtue to state clearly where one’s theory does not apply, rather than claim to hold the answer for all. The conclusions drawn in this study are particular to the cases concerned. Some aspects can be extrapolated more generally, but the limitations must be noted. First and foremost, the explanations drawn here can only be applied to short-term therapy. The theories proposed with regards to learning and certain client factors cannot be expected to apply in longer-term work where the process, by definition, is a very different one.
The most obvious shortcoming of this study was the lack of follow up assessments at a suitable time point after therapy was completed (e.g. six months). The primary reason for this was the additional time that would have been required following an already time consuming recruitment and data collection process. In the interests of completing this study according to the specified academic requirements, it was decided that a follow-up period would not be included. However, as the analysis shows, this has significant drawbacks. In each of the three cases, the strength and permanence of the reported changes was questioned. The impact of cognitive biases such as demand characteristics, social desirability, and the Hawthorne effect may have exaggerated the changes reported at the end of therapy, but there is a chance that these changes would not have been maintained at that level, or may have even been only temporary or illusory. Without a follow-up assessment it is impossible to say, but certain facts in the data (such as the PCP client feeling that she needed more therapy or medication) point to this concern. As it transpires, this client has since been referred to a different section of the service for further therapeutic input. With a suitable follow-up procedure, these issues could have been observed. Equally, further improvements or changes as a consequence of the therapy process could also have been examined had this been built into the study design.

Another consideration emerging from this research is the impact of the dyad on the process. For some time now, it has been noted that client factors have a major role to play in determining the outcome of the therapy process. In a research design such as this one where participants are sought through opportunity sampling, there is a known bias in the kind of individuals that agree to participate. This is evident in the analysis where social desirability responses and approval seeking are discussed, and these factors undoubtedly influence the process and outcome in a manner that differs from individuals who do not display these responses, but who are also less likely to agree to participate in research. This bias can only be resolved through systematic replication with additional cases, or through routine measurement that forms part of treatment, rather than a separate research endeavour. Perhaps of even more import is the impact of therapist factors. This is increasingly recognised in the literature as a significant influence on outcome, but has not received enough attention in research designs. In this study, all therapists were first-year clinical psychology trainees. While this leant an element of homogeneity and comparability to the study, it may not have been the most appropriate choice. Since all three trainees were primarily trained in cognitive behavioural theory and skills, there is likely to have been a substantial influence of this theoretical knowledge on all three cases. Most notably, in the EPT case there is little evidence of in-session emotional experiencing or dialogue of the relational elements in the process – components that were expected, but not found, by the researcher. The more cognitive stance of the therapist seems to have dominated, despite good faith efforts to work in an existential-phenomenological manner. If, as noted earlier, feedback from the therapist is an important component of the process, and a possible mediator in the process of change, then the therapist must be capable of offering the feedback or reflection in a manner consistent with their espoused modality and rationale for the intervention (Goldstein, 2010 – personal communication). In designing future studies of this nature, where the idiosyncratic differences and interactional nuances of the variables are imperative to the successful investigation of change process and meaningful outcomes, it is advised that the skills and training of the therapists are optimal for the modality under investigation. This is particularly important given the point above regarding the specificity in which the common factors are delivered in different modalities. For instance, if learning is a process that is common to all therapies, then the specific nature of that learning and how that is delivered by the therapist must be clarified such that future research is able to clearly delineate the specificity of what, superficially, appears as common.
This brings us to a third consideration which is of wider concern than the limits of this study. It is the question of how we define client change and what we intend by the phrase “meaningful outcome”. In the review of efficacy and effectiveness research, Lambert & Ogles (2004) note that researchers are concentrating less on statistical significance and more on clinically meaningful change in the quest for efficacious outcomes. While this has had the advantage of bringing attention to individual differences in psychological change, it strikes the current author as ill-defined and ambiguous. By “clinically meaningful change”, do we mean changes in behaviour, symptoms, insight and awareness, or something else entirely? Lipsey & Wilson (1993) state that “the practical significance of an effect, of course, is very much dependent on the nature of the outcome at issue and its importance to patients or clients” (p. 1198). However, this is often ignored or poorly acknowledged in the extant research literature.

Through the use of Haig’s (2005) abductive reasoning method, it is apparent that no clear consensus can be reached on what is meant by “phenomena” (in the exploratory analysis and detection phase). Since we rely on a vaguely defined notion of change, and a dominant discourse that presumes a universal understanding of the term “outcome”, it is impossible to make claims about change or positive outcome that could be considered consensual and properly understood.  This point becomes more palpable when a cognitive-behavioural modality is contrasted with exploratory or experientially oriented therapies. The assumptions about what constitutes meaningful change in a behavioural sense is surely very different from what is understood by approaches that conceptualise the client, the therapeutic process, and the resultant outcome in a very different manner. This has significant repercussions for the manner in which process and outcome are evaluated, and demands a greater consideration for how these concepts are measured. If future studies are to begin with an agreed phenomenon for investigation, it is first necessary to define what we intend by “outcome” such that we can then define “meaningful change”. This is likely to require differentiation of outcome qualified by domains of change. For instance, these may be separated into symptom change, behavioural change, attitude change, self-understanding and awareness change, and so forth. It is expected that these domains may or may not be operative in a particular therapy depending on a number of factors such as the type of treatment, length of treatment, type of client, and type of therapist. In this era of psychotherapy research where differential outcomes are increasingly acknowledged, it appears simplistic and naïve to attempt to capture all psychotherapies within a single brush stroke of “outcome” and “meaningful change”. It was noted in the introductory chapters and shall be reiterated here, that as far back as Luborsky, Singer & Luborsky’s (1975) original meta-analysis, it has been proposed that different ways of conceptualising and measuring outcomes needs to be considered. Different therapies are likely producing different kinds of outcomes, and this should be reflected in the research.

7.4 Recommendations 

Despite limitations, the method developed in this study holds tremendous merit in offering psychotherapy research a worthy complement to the highly regarded efficacy study and the methods of randomised clinical trials. RCTs focus on outcome show pre-post change in measures across a large sample that is compared to a control group. The importance of such studies cannot be denied and should not be contested; however, these methods cannot offer insight into the process of therapy and how the putative “active ingredients” exert their effects to bring about the observed change in outcome. Furthermore, large sample trials simply cannot take account of individual differences and the views of the therapists and clients involved in the process. In contrast, this method of abductive reasoning to the best explanation of how change occurred for individual clients offers an intense focus on the reasoning process that leads beyond the statement that therapy works. Indeed, it scrutinises the reliability of reported changes and goes to some length to establish what mediated such change. This detailed analysis and in-depth investigation of the process of change relative to specific client outcomes provides a powerful addition to the already established, but insufficient, methodologies within the field.
The greatest asset of this amalgamated methodology lies in its adaptability and usefulness in a range of practice-based settings where the problems inherent in conducting research are already well known. The triangulation of data sources and the multiple methods by which data is collected across time points provides a rich texture to the information gathered which is resilient to the setbacks of “live” data collection in the field. For example, in the CBT case a significant amount of data was missing from the quantitative measures. Had this been an efficacy trial, this case would have been excluded. Instead, in this method the missing data could be meaningfully understood in the context of the client’s presentation, and the more qualitative information gleaned from interviews and the therapist’s reports could be used to inform the analysis and theory development. While the data is undoubtedly less rich than the other two cases and the inferential claims more tenuous, it is nevertheless a case worthy of exploration and by no means wasted in the study.

In conducting this study, a further asset of this method has been noted which lends even greater adaptability to the design. Because the method seeks to build theories about how the client changed, it is proposed that emerging theories or hypotheses that are observed in the data during the collection phase, be validated or refuted by the introduction of additional relevant measures. For example, in the CBT case where it is hypothesised that the client was learning compensatory skills to counteract her negative automatic thoughts, this could have been tested by issuing the Ways of Responding Scale (WOR) which was developed to assess change in compensatory or meta-cognitive skills taught by cognitive therapists (Barber & DeRubeis, 1989). It is expected that change in WOR scores during therapy would be associated with change in symptom levels, and the introduction of this measure – even at a mid-point in therapy – could assist in verifying or refuting the emerging hypothesis that has been abstracted from the data. This would help to strengthen the validity of the theories being proposed. Similarly, measures for expectations, self-efficacy, locus-of-control, social desirability bias, and goal orientations could all have be introduced in the cases where these factors were emerging. Future studies would benefit by including appropriate measures to assess these factors generally, but also, more specifically, by conducting a preliminary analysis while therapy is in progress such that relevant additional measures could be introduced should they be considered meaningful to the case. 

Greater depth of knowledge has been afforded to the researcher through the use of the abductive theory of method. Particularly, in the area of theory development and analogical abduction where the use of analogy in building causal models of how client’s change led to a broader reading of relevant literature and a re-engagement with other fields of psychology, such as social and developmental domains. Long before analysis began, supervisory discussions had pointed to the notion of therapy as a form of learning (Goldstein, 2009 – personal communication). As the phenomena emerged from the exploratory data analysis, there seemed a natural and obvious path into other areas of psychology where rich and meaningful analogies could be found. Where our understanding of psychotherapy processes and underlying mechanisms is lacking, it seems that other theories (such as cognitive bias and learning theories) are well placed to supplement our shortfall. After all, they are all encompassed within a rubric of social interaction, and the processes by which we relate in the therapy room are not alien to our relations in other social contexts. However, this available knowledge has not been harnessed in the psychotherapy field. Perhaps, as Messer (2004) proposed, we have forgotten our dual heritage. While exerting our efforts in the direction of scientific rigour, we have got lost down the rabbit hole with the dodo bird and the imposition of the medical model. Consequently, our psychological and humanistic roots have been submerged, and in some cases, denied altogether. The abductive reasoning process introduced into this area of research has highlighted the wealth of knowledge and insight to be gleaned from our neighbouring fields of psychology. This follows Thagard’s (2007:42) claim that theories are better explanations and more approximately true when they are nested vertically within each other. Theories of change in psychotherapy can be well nested in other domains of psychology (social, educational, neurological) and the field would do well to draw on these domains in order to explain the mechanisms by which it is working. This study only grazes the surface of this opportunity, but its potential is surely far-reaching.
7.5 Relevance to Counselling Psychology

This study has important implications for the practice of Counselling Psychology as a whole, and more specifically for our growing position in public sector delivery of mental health services. In general, Counselling Psychology is interested in assisting those in emotional and psychological distress towards a position of perceived wellbeing and mental health. To this end, this research begins to address the question of how, and by what mechanisms, clients change through therapeutic engagement. More specifically, in the context of the National Health Service and the delivery of psychological therapies, this study considers the shape of client change in different therapeutic modalities and raises questions about the measurement of outcome and meaningful change.

It has been noted in the field, and summarised in the opening chapters, that the methodological restraints of randomised clinical trials and large group efficacy studies are limited in their ability to account for individual differences in psychological change, and they cannot claim to make causal inferences about how clients change through the therapeutic process. The research-practice gap is being targeted by many researchers, and this study has intended to contribute to bridging that gap. The alternative methodology employed has aimed to conduct a systematic investigation into the change process for three cases in three different modalities offered within an NHS psychological therapies service, such that some causal inferences and explanations of how clients change can begin to emerge. While the two exploratory modalities (PCP and EPT) currently do not have the required evidence-base to support them, they nevertheless show promising results in practice. What has yet to be fully uncovered is exactly how these therapies are effective, in what ways they are similar or different to the already accepted empirically-supported modalities, and for whom these different approaches may be most appropriate. This research by no means claims to provide substantive answers to these long-standing questions, but it has attempted to offer a contribution to these efforts, to highlight the shortcomings of our methods and our language, and to point to areas where future research may build and develop. It is worthy of note that not even the empirically supported therapies (specifically, the cognitive-behavioural approaches) have successfully answered the questions of how clients change, and what causal mechanisms are operative in mediating such change.  Therapies have unequivocally shown themselves to be efficacious, and on these terms, one bona fide therapy is found to be as effective as the next. What is important now is the effort to show how these processes are working, such that they may be refined and improved upon as more knowledge is acquired. The field of Counselling Psychology has embraced the notion of pluralism (BPS DCoP Conference, 2010; 2011), and in a similar manner of openness and curiosity, this research process has sought to investigate different modalities operating in the same setting so that the contrasts and similarities can be highlighted and shared, rather than defended against or denied. 

Not only can our practice be informed by the lessons we learn from other theoretical orientations within the field of Counselling Psychology and psychotherapy, but if we are willing to cast the net even wider, there are hugely valuable insights to be gained from other areas of psychology, as has been shown in this study. The use of analogy in the phase of theory development encourages the researcher to step back from their magnified focus on psychotherapy, to gain perspective, and to invoke creativity in the effort to understand the process of psychotherapeutic change. It is the view of the author that these rich areas of knowledge should be capitalised to further inform and unify Counselling Psychology with its academic neighbours. The use of such knowledge in this study has been limited by the remit of the endeavour, but it is anticipated that as fields such as neuroscience continue to develop, the opportunities for application in our work has great potential. In the advancement of our practice, we have to move beyond the insular comfort zones of our personal theoretical orientations, and even beyond the horizons of our own field, in order that the coherence of our explanations may continue to be broadened and deepened as advocated by the very method employed in this research study.
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