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Therapist effects have been increasingly recograseah important contributor of
psychotherapy process and outcome. Most theraugirs studied so far, however, have
been trait factors. Little is known about statedas. Given the emotional nature of
psychotherapy, therapist affective states seemaaeteln particular, how does therapist
affect change in sessions? What predict theraffesttachange, and how is therapist
affect related to psychotherapy process and outeddaga involved 1,172 sessions of 15
therapists and 51 clients at a psychodynamicallgrted psychotherapy clinic.
Therapists and clients rated pre-session affecpastisession affect, as well as post-
session working alliance, session quality, and mr&ationship. Participants also wrote
down their affect changes, and attributions toegl@snges, at the end of each session.
Quantitative data were analyzed using multilevetlelmg. Qualitative data were
analyzed using Consensual Qualitative Researchraplsts qualitatively reported affect

changes in 67% of sessions, with equal amountscoéases in positive and negative



affect. Therapists most frequently attributed thmtrease in positive affect to being able
to collaborate with clients, and their increaseegative affect to having difficult clients.
Therapist pre- to post-session change in affectrelased to client pre-session affect and
client pre- to post-session change in affect. Adtartrolling for therapist change in affect
from pre- to post-session, higher therapist preisagpositive affect was associated with
better client-rated working alliance and sessioaliy whereas higher therapist pre-
session negative affect was associated with patiesit-rated session quality. Increase in
therapist positive affect from pre- to post-sessuas related to better client-rated session
qguality and therapist-rated working alliance, sessgjuality, and real relationship,
whereas increase in therapist negative affect elased to poorer client-rated real
relationship and therapist-rated working alliarssssion quality, and real relationship.
Thus, therapist affect played a role in therapistcfioning and contributed to

psychotherapy process and outcome.
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Chapter 1: Introduction

Okiishi, Lambert, Eggett, Nielsen, Dayton, et @0@6) observed that much of the
research conducted on the outcome of psychothérapjocused on the effectiveness of
specific interventions but not on therapist effeBandomized control trials using
manualized treatments in particular have attemfaedinimize therapist variability and
its impact on outcome (Okiishi et al. 2006). Y&erapist effects contributed on average
5-10% of variance in client outcome and up to 39%utcome variance on some
measures (Crits-Christoph & Mintz, 1991). Theseeobations speak to the importance
of studying therapist effects in psychotherapy aese

One therapist factor that seems particularly prorgiss the examination of
therapist affect. Given that the therapist musehsattentively to the client, remember
important details of the client's material and @es them quickly, and decide upon
therapeutic interventions, psychotherapy provissaa cognitively demanding task.
These tasks are performed while the therapistddtelosely to the client’s emotions as
well as to his or her emotional reactions. As sachetter understanding of cognitive and
emotional factors that contribute to therapist fiorang may be helpful.

Dumont (1993) summarized findings about cognitiigses that therapists should
look out for when working with clients. One of tledsiases arises when a person
accesses different information in relation to fuatton in affect. Research has shown that
individuals tend to encode and recall informatibattis mood-consistent (Bower, 1981).
Mood can also influence social judgments, whichus@ally ambiguous and complex
and necessitate inference from selected informdkongas, 1990). In addition, relying

on affect in judgment and decision-making is mdfieient than conducting a thorough



analysis (Slovic, Finucane, Peters, & MacGrego920Given that therapists often need
to arrive at clinical judgments and decide on wgations quickly during a session, it is
conceivable that therapists’ activities may beueficed by therapist affect.

Beutler, Malik, Alimohamed, Harwood, Talebi, et @003) reviewed the current
literature of therapist variables and therapy pss@nd outcome. Variables included in
the review were therapist age, gender, race/etlinmiofessional discipline, amount of
training and experience, theoretical orientatioterpersonal style in therapy, dominance,
type of intervention, treatment intensity, theraphationship, and sociocultural values
and attitudes. The only characteristic that rels@muewhat to affect was therapist
“emotional well-being,” which positively correlatedth treatment benefits. However, it
should be noted that none of the reviewed varidide® a state-like quality, suggesting
that not much attention has been paid to therégusdrs that fluctuate in the course of
therapy. The focus on factors across differentapists overlooks potentially important
within-therapist variability, such as affect, whictay also influence therapists’ work
with clients. In statistical terms, the variabily psychotherapy process and outcome
unexplained by differences in therapist trait chaastics may not be immediately
relegated to differences in characteristics ofdient or the therapist-client relationship,
but instead may be explained by within-therapisialality across time.

The first purpose of the present study was to aldalescription of therapist
affect in relation to the conduct of psychotherdpy: instance, how did therapists feel
before and after a session? Did therapists gegdeal more positive or negative
stepping out of a session in contrast to the beginof sessions? How did therapists

explain their changes in affect? Having a systesraatid comprehensive description of



therapist affect and change of affect in relatmproviding psychotherapy is an
important first step toward understanding theragifgct.

Second, | examined the factors that contributééoapist affect change. Because
of the dyadic nature of individual psychotherapwials especially interested in the
relationship between client affect and therapifgcf How was client pre-session affect
related to therapist change in affect from preadst-session, and how was client change
in affect from pre- to post-session related todpest change in affect from pre- to post-
session?

Third, | examined the relationship between thetagfiect and therapy process
and outcome. For instance, how did a therapistexctbefore a session relate to his or
her work with clients? How were changes in thertagifect related to client’s and
therapist’s ratings of therapy process and outcorreminary answers to these
empirical questions will hopefully help us begie throcess of refining our

conceptualization of therapist effects on psychatbye.



Chapter 2: Literature Review

The study of human emotion has a long history énfigld of psychology. For
instance, founders of psychology, such as Williamds, theorized about the nature of
emotion (Keltner & Lerner, 2010). Emotion has dbe@n actively studied in recent years
in many specialties of psychology, such as cogaitisychology, developmental
psychology, neuroscience, and social psychologytii€e& Lerner, 2010). In addition,
efforts have been made to transfer knowledge gdnoed basic science in emotion to
clinical (e.g., Elliott, Watson, Goldman, & Greenye2004; Rottenberg & Johnson,
2007) and industrial-organizational (e.g., Beal,iS§eBarros, & MacDermid, 2005)
applications. Thus, emotion is widely relevant gyghology.

In this chapter, | first review the definition dfect and differentiate it from
related constructs, such as emotion and mood. Nestjew studies from the
psychotherapy literature that touch on therapigicafand attempt to provide a coherent
framework that integrates separate lines of exgstasearch. Then, | survey dyadic
emotional regulation research to provide an ovenaéhow therapist affect may interact
with client affect and influence the psychothergpycess. Finally, | evaluate current
methods of assessing affect, and deliberate om#rags and shortcomings of each of
these methods for the present study on therapesttah psychotherapy.

Definition of Affect and Related Constructs

Despite being a widely studied phenomenon, rebBeesao not always agree on
how to define emotion. According to Russell (2003jere are no formal criteria for
what is and what is not an emotion...... few writersénfailed to compare emotion as

described by psychologists with the elephant asrttexi by blind men in an old fable”



(p. 145). Because the goal of the present studgtiso contribute to emotion theories but
to look at the role of emotions in therapist fuontng, a thorough discussion of different
views of emotion is beyond the scope of this reviéihat is more relevant, however, is
to look at some commonly used terms in the studgnodtion, and discuss how they may
apply to psychotherapy research and this study.

In emotion research, the teaffectrefers to “what one is experiencing or feeling,
either pleasant or unpleasant, with varying leeélisitensity, duration, and triggers or
patterns of activation” (Humrichouse, Chmielew$kcdade-Montez, & Watson, 2007,

p. 14). Hierarchically, affect is considered a lord@main under which specific
constructs, such agnotionandmood reside (Humrichouse et al., 2007; see Figure 1).
Emotionrefers to a brief and intense response to an itksle event or trigger, with
each response involving at least four biobehavieyatems: Subjective experience,
physiological reaction, expression, and behavigsponse (Humrichouse et al., 2007).
Functionally, emotion is adaptive in that it fai@ties our ability to process information
quickly and then execute a response appropriaténéosituation (Elliott et al., 2002). In
contrastmoodis longer lasting, less intense, less contingarthe presence of a specific
trigger, and may arise and dissipate with no atdéange in the environment
(Humrichouse et al., 2007). An example distinguighemotion and mood is anger versus
irritability (Humrichouse et al., 2007; Keltner &kner, 2010). Whereas anger is often
elicited by a specific source (e.g., being cutioffraffic), irritability may be experienced
with no identifiable cause. Both anger and irrii&pcan be considered affect because
affect is the more general term that encompasgedearange of emotional experiences

that vary in trigger, duration, and intensity.



Affect, emotionandmoodare subject to change from one moment to the aext,
are considered state characteristics. On the bted,emotional traitsare “general
styles of emotional responses that persist acrmsext and time” (Keltner & Lerner,
2010, p. 313). Although | stated in the previouapthr that | am primarily interested in
looking at how within-therapist variability in emomal factors may impact
psychotherapy, it is important to recall that thare also between-therapist differences in
emotional traits.

Figure 1. Hierarchical Relationship between Afféd¢god, and Emotion

Affect

Mood Emotion

In the current study, | adopteffectas my construct of interest for two reasons.
First, it is a state variable and aligns with mygmse of investigating how a therapist’s
change in this variable over the course of therapy be related to changes in the
therapy process. Second, because the plannedwasdgn observational study of actual
psychotherapy with no experimental manipulatiors difficult to know the causes
underlying shifts in a therapist’s emotional st#&tehange in emotional state may be
related to specifiemotionbeing elicited by clients or events outside okg®s or due to
nonspecific fluctuation imood or the combination of both. Henadfectis a more

accurate descriptor because it does not distindnesieen specific and nonspecific
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sources of change in emotional state. Althougledtto keep my use of terms consistent
in this studyaffect emotion andmoodhave often been used interchangeably in studies
and on measures. The review below thus is basediterature search of all three terms.
Therapist Affect in Psychotherapy

Research in therapist affect generally has invbiveo lines of inquiry. The first
line of research examines therapist emotional i@asto clients, and the second line of
research looks at therapist emotional well-beingj lzaseline affect. As one can imagine,
the two topics of research are related. A therapasg have strong emotional reactions to
a client in one session and carry the affectiveeaepce into the next session. On the
other hand, the therapist’s pre-session affectiat svill likely influence the type and
intensity of emotions that are elicited by his er blient. At present, however, these two
lines of research appear to occupy different sghieréhe literature, and have distinct sets
of constructs and researchers interested in them.

Therapist emotional reactions.The bulk of studies on therapist emotional
reactions to clients fall under the research afemontertransference. Other investigative
efforts have examined therapist awareness of isi@esffective change, and therapist
reactions to specific client emotions, such as grayel client conditions, such as
personality disorders and trauma. | reviewed edcthase research areas below.

Countertransference. The definition of countertransference has been a
matter of debate for a long time (Gelso & Haye€)7)0At one end, the classical view,
countertransference involves a therapist’'s uncounsciesponse to a client based on the
therapist’s unresolved conflict (Gelso & Hayes, 20@nder this view,

countertransference is seen as a hindrance tgtharal needs to be actively eliminated.



On the other end of the spectrum, the totalisgewicountertransference encompasses all
therapist emotional reactions (Gelso & Hayes, 200fgse reactions are valuable
information about the client and need to be studiayes, Gelso, Hummel (2011) noted
from their meta-analysis on countertransferencertiust researchers have adopted a
definition in which countertransference stems fi@therapist’s unresolved conflict and
triggered by client characteristics. This definiticoincides with the classical view of
countertransference, except that researchers $e sgtadies tended not to consider
countertransference a nuisance but a potentiafifubphenomenon. The combination of
the classical definition and an open attitude talsaountertransference is what Gelso
and Hayes (2007) termed as the integrative conakpation of countertransference.
Thus, research in countertransference constittiielées of therapist emotional reactions
in which the therapist’s unresolved conflicts amplicated.

To examine the specific triggers of countertraresfee, Hayes et al. (1998)
analyzed the transcripts of 127 post-session iigeywith 8 therapists, each of whom
conducted brief therapy (12-20 sessions) with lviddal client. Triggers of
countertransference included the content of cheatterial, comparison between client
and other persons, change in therapy structureasitdte and missed sessions, perceived
progress, perceptions of client, and client emati@nousal. In addition, participants
identified the origins of their countertransferengch as issues pertaining to the family,
personal values, and culture, and the manifesstbrountertransference, such as
having negative feelings towards the client, insheg or decreasing distance from the

client, and changing treatment plans. These quigktaategories provide preliminary



understanding of the proximal and distal factoeg ttontribute to therapist
countransference reactions, as well as the exprefisese reactions in sessions.

How do therapist countertransference reactiongangnerapy? Hayes et al.
(2011) reported in their meta-analysis that favieakient outcome is related to low
therapist countertransference, and better therepisttertransference management. For
instance, Ligiero and Gelso (2002) reported thghtiee countertransference behaviors
were associated with poorer working alliance. Gdlsits, Gomez, and Fassinger (2002)
found that counseling outcomes, defined as theedegfimprovement or regression in
client feelings, behavior, self-understanding, awdrall change, were related to
therapists’ ability to manage their own anxietyidgrthe therapy hour. These findings
underscore the possibility that unmanaged couatgsterence in session may be
counterproductive to the work of therapy. Hences dritical to understand therapist
affective reactions to clients because they magitaetly or indirectly related to the
process and outcome of counseling.

Therapist self-awarenss. Another research area that taps into therapist
emotional reactions is therapist self-awarenessiagdsd by Williams, Hayes, and Fauth
(2008), the term self-awareness has been usediousaesearch areas to denote
different constructs, such as self-knowledge, setfsciousness, and self-focused
attention. | focus my review on research that dmedly looked at therapist awareness of
his or her affective change during a therapy sas$ias important to note at the outset
that therapist self-awareness may or may not pettacountertransference reactions as

defined using the integrative definition. For exden@anxiety experienced by novice



therapists may be deemed universal and less refagukcific unresolved therapist
conflicts (although it could be both).

In an early study, Hill, Siegelman. Gronsky, Stalm, and Fretz (1981) asked
volunteer clients and therapists to watch videatayeheir psychotherapy sessions and
recall their in-session affect. Affect was ratetegarically using 13 authors-derived
categories (e.g., calm-relaxed, happy-joyful, eta.rach 1-minute segment for 30
segments across 5 domains: major affect experieafiedt expressed through verbal
content, affect expressed through voice tone, affegressed through movement/facial
expression/gesture, and partner’s affect. Hilll efoauind that congruence between the
therapist’s major affect and his/her affect asdedavith verbal content or tone was
related to therapist-rated therapist facilitativendn other words, therapists judged
themselves to be more facilitative if their verbammunication of affect matched how
they felt. This early finding suggests that thesggpshould pay attention to how they feel
internally and how they communicate their affectlients.

Williams, Judge, Hill and Hoffman (1997) studidn texperiences of seven
novice therapists conducting therapy in their fismester of graduate training. On post-
session open-ended questionnaires, all participaptsted experiencing both positive
and negative feelings during sessions. In particaldparticipants reported feeling
anxious or uncomfortable in at least two of nind 1osessions. Most participants
reported feeling distracted at some point. More thalf discussed positive feelings, such
as caring for clients and feeling pleased with himherself, but a few talked about
feeling inadequate or frustrated with clients. egrants also identified sources of their

feelings, which included performance concerns atelconfusion as beginning
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therapists. In addition, participants described hiogy tried to manage their affective
experiences in session, such as by redirectingfib&is on clients, using self-awareness
of feelings to guide interventions, and suppresgeetings. Using quantitative measures,
Williams et al. (1997) found that novice theragistsxiety level decreased over the
semester, which was accompanied by an increasgensgsors’ ratings of trainees’
overall therapeutic and countertransference manageskills. This study illustrates a
broad array of affect that novice therapists magobh®e aware of as they conduct
psychotherapy. It also documents how novice thetgpnanage their affective
experiences in session so that they remain effettigrapeutic agents.

Williams, Polster, Grizzard, Rockenbaugh, and JU@§63) extended the above
research by investigating therapist self-awareagssng more experienced therapists. In
this study, Williams et al. compared six novicer#ipsts with six experienced therapists.
They found that novice therapists reported expengnmore anxiety, confusion, and
self-criticism in sessions, supporting findingdAfilliams et al. (1997), whereas
experienced therapists reported experiencing maredom and outside distractions.
Affect management among the two groups differedelf with novice therapists more
frequently disclosing their reactions to clientfiareas experienced therapists used
thought stopping to manage their feelings. Bothugsy however, shared self-coaching
and refocusing on clients as common strategiespe with distracting self-awareness.
Essentially, the expressed need by both noviceeapdrienced therapists to monitor and
manage their own affective states during theragpkp to the importance of studying

therapist affect in depth.
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Reactions to specific client affect and conditions. Finally, some
researchers have examined therapist emotionaloaadb specific client affect and
conditions. These studies appear to be of a narregape, but are worthy of review
given the scarcity of research in therapist affeeairning about more extreme therapist
emotional reactions and their impact on therapyatao shed light on the possible range
of affect and impact that a therapist may expegasta regular basis.

Hill et al. (2003) studied therapist reactionglient anger. Based on qualitative
interviews with 13 therapists, these authors foilnad overt client hostility typically
resulted in therapists feeling anxious or incompigtend annoyed or frustrated with
clients. Unexpressed client anger, on the othed higpically led therapists to become
concerned about the client. Some therapists afswtel surprise or guilt in response to
overt or unexpressed client anger.

Besides reactions to specific client emotions,eschent conditions are thought
to be particularly challenging because of theieptial to elicit intense emotional
reactions from therapists. For example, Bourke@rehyer (2010) found more negative
emotional reactions and less satisfaction in thetawho treated patients with borderline
personality disorder compared to those who trepédignts with major depression.

In Hoffart, Hedley, Thornes, Larsen and Friis’®@8) study of cognitive
behavioral treatment of panic disorder, they fothvat therapists’ ratings of their own
insecure feelings at the end of treatment werectiyreelated to the severity of clients’
existing personality disorder (based on the StrectClinical Interview for the DSM-III-
R conducted by an external assessor prior to texa)min terms of consequences of

therapist reactions, therapists’ insecure feelimgee negatively correlated with clients’
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symptom improvement during treatment. In contrs@iptom trajectory post-treatment
was unrelated to therapist affect. These obse@mnsfprovide indirect evidence for the
potential influence of therapist affect on clieat@pme during therapy.

Vicarious traumatization constitutes another grparea of research related to
therapist affect. Adams and Riggs (2008) noteddrsatster relief workers, police and
medical personnel, and mental health professiomatswork closely with individuals
with trauma history are particularly at risk forgag¢ive psychological effects. Affectively,
therapists may experience anxiety, sadness, saapraess, feelings of increased
vulnerability, and emotional numbness in respondgetring about the clients’ trauma
(Adams & Riggs, 2008). When left unattended, vimasi traumatization may disrupt a
therapist’s ability to respond empathically andragmotional connections with clients
(Adams & Riggs, 2008).

In sum, studies of countertransference, therapi$tawareness, and therapist
reactions to specific client emotions and condgioffer preliminary understanding of
therapists’ affective experience in psychotherdith the exception of
countertransference research, however, few sysiestatlies have examined the
relationship between therapist affective reactimmd psychotherapy process and
outcome. Measurement of therapist affect has rgligdarily on retrospective ratings
that may be temporally remote from the actual sesskperience. Single data points,
rather than repeated measurements, also preclags#mination of session-to-session
fluctuation in affect.

Furthermore, the literature reviewed above hasded primarily on therapist

negative affect (e.g., anxiety). Research hasyagblored positive affective reactions
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and how they influence therapy. Yet, in domainpsfchology outside of psychotherapy
research, interesting studies have been conducteye¢al the power of helping on a
person’s positive affect. For example, Williamsaw &£lark (1989) showed significant
improvements in mood and self-evaluation among tgrdduate participants who helped
compared to those who were not given the oppostiaaihelp. Grant and Sonnentag
(2010) also demonstrated that perceived prosauiphct, defined as the judgment of
others benefitting from one’s actions, may buffgaiast emotional exhaustion at work. It
is thus conceivable that therapists experiencedipesffect in at least some of their
sessions, particularly if they perceive that thayeéhcontributed to client progress. A
more comprehensive examination of therapist pasaivd negative affective change and
their relationships with the psychotherapy proceay bridge the gaps in the literature.

Therapist emotional well-being and pre-session afé¢ Along with research in
therapists’ in-session affective reactions, a sgpdme of research has investigated
therapist emotional well-being (or therapist pressen affect) and its impact on therapy.
What differentiates these research areas is thdbtimer focuses on therapists’ affective
responses to client material during sessions, valsetee latter focuses on the affective
experience that therapists carry into sessions;twimay or may not be related to client
issues.

Why is studying therapist pre-session affect inguaf? Evidence from the
cognitive psychology literature has shown manyuefices of affect on human cognition.
For example, Mitchell and Madigan (1984) showed h®althy college students induced
with depressed mood had impaired interpersonall@noisolving compared to those with

induced elation. Happiness and fear/anxiety hase la¢en associated with higher and
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lower levels of creativity, respectively (Baas, Deeu, & Nijstad, 2008). Given that
therapy is an interpersonal encounter, and thasapisall theoretical persuasions engage
in divergent thinking processes to facilitate digrowth and problem resolution
(Deacon, 2000), studying therapist baseline aBeems very relevant.

Two early studies examined therapist well-beingeims of therapist affect and
its relationship with the therapeutic process. Ganr(ll972) investigated the relationship
between therapist adjustment, which was assessed loa the average of therapist daily
mood reports across 14 days, and therapeuticttsiBness in 12 postinternship doctoral
student therapists. Therapeutic facilitativenesshsas empathy, warmth, and
genuineness, was evaluated by raters using audotdpsychotherapy sessions (each
therapist submitted two tapes, and two 4-minutensggys from each tape was rated).
Correlation coefficients revealed that averageapist positive affect such as elation,
tranquility, and sociability was related to theléypito offer facilitative conditions in
therapy, such that therapists who had more posafifeet were judged to be more
facilitative. Anxiety variability, which refers ta therapist’s fluctuation in reported
anxiety across 14 days, was also found to be cetattherapeutic facilitativeness, such
that facilitative therapists tended to report geedéluctuation in daily anxiety levels.
Gurman interpreted the latter finding as facilitattherapists being “more aware of and
willing to report nuances in their own emotionaperiences and thereby are more able to
identify, accept, and respond nondefensively tangka in both the intensity and meaning
of their patients’ feelings” (p. 170). Although ¢rstudy was among the first to move
beyond descriptive studies of the feelings of trexdpist, limitations of this study include

the small sample size, use of only a few psychafhesessions, and the use of measures
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with inadequate psychometric evidence. The autlsordid not assess affect
immediately before sessions, and so the tempdedlaleship between affect and therapy
process cannot be established. In addition, thelgsion drawn about anxiety variability
and therapist facilitativeness seems to lack thealesupport and is speculative at best.
In a follow-up study, Gurman (1973) compared tlresn{n=3) and the least (n=3)
facilitative therapists among the 12 participarfiswe. Instead of looking at average
mood scores, Gurman (1973) collected data on tietnagpod right before the start of a
session for about 8 sessions. Observers alsotradtierapists’ facilitativeness
(empathy, genuineness and warmth) at 5 pointg &imsinutes in each 10-minute
segment) in session based on audio tapes. Gurmad that the most facilitative
therapists were more facilitative in sessionsdfythad more negative pre-session moods
(depression, anxiety, and withdrawal), whereaddhst facilitative therapists were more
facilitative in sessions if they had more positimeods (elation, tranquility, and
sociability). Gurman explained that highly facititee therapists might have been
particularly attuned to the potentially adverse aeipof their negative affect on therapy
and worked successfully to mitigate that. Alternalty, elevated sensitivity while having
negative moods may have allowed facilitative thestago enter the client’s experiential
world more readily. Nevertheless, Gurman qualifieziconclusions by noting the
inconsistencies he found within each group (mosteast facilitative). Given that there
were so few participants, these findings need capbn before we can interpret with
confidence the impact of therapist pre-sessiorcaffiehe lack of examination of therapist
post-session affect also precludes assessmernhefapist’s change in affect. This study,

however, highlighted that therapist pre-sessioacifihdeed was related to a therapist’s
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therapeutic functioning, and that the examinatibaffect fluctuation in the course of
therapy (not just an aggregate score) is impoftarthe finer patterns of impact to be
detected.

Besides affect, therapist emotional well-being besn studied in terms of
therapist stress. Early studies of therapist stsese descriptive in nature. For example,
Deutsch (1984) identified numerous sources of stifest influence well-being of
therapists. Mahoney (1997) reported that aboutdfdifs sample of 155 therapists
experienced emotional exhaustion, and about a dfitdem were experiencing
depression or anxiety at the time of the studytHarmore, Briggs and Munley (2008)
asked master’s and doctoral level practitionerste their perceived levels of overall and
work-related stress, and to think about their wwitk a particular client and rate the
stress level and the working alliance associatéd working with the specific client. The
authors found that working alliance was negatiwgrelated with overall stress, work
stress, and stress related to the particular cidevertheless, as highlighted by the
authors, results were derived from correlating ssdrased on participants’ retrospective
impressions. It is unclear whether stress wasudtrescause of poor working alliance.
The relationship between session-to-session fltictusin therapist stress level and the
working alliance and/or other process variables alss not examined.

How is therapist emotional well-being importantherapist functioning?
Littauer, Sexton, and Wynn (2005) found in a qa#ile study that clients desire
calmness in their therapists and perceive it asmé&ibuting factor to good working
alliance. The maintenance of calm and a senseuaraqity in therapists is related to

therapeutic presence, a therapist characteristagidefined as “bringing one’s whole
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self to the engagement with the client and beirlg fo the moment with and for the
client, with little self-centered purpose or gaahnind (Geller & Greenberg, 2002, p.
72).” Therapeutic presence, in turn, is positivegociated with working alliance and
session outcome (Geller, Greenberg, & Watson, 201)s, a therapist’s ability to be
calm from the beginning of a session may help hires to set aside distractions and
thoughts about stressful life events, focus angdrbsent with the client, and facilitate the
therapeutic process. In other words, when comparéterapist immediate pre-session
affect, therapist stress levels appear to exerb mistal influence on psychotherapy. A
therapist’s ability to regulate affect and maintainalm posture regardless of what is
happening in his or her life before a session nrayimally influence the therapeutic
process.

In sum, therapist emotional well-being has beentdied as a factor that
contributes to therapeutic effectiveness. Thergpestsession affect may be more
proximally related to therapist functioning thahet more distal variables such as overall
stress level. Studies have also pointed to the iitapoe of examining session-to-session
fluctuation in therapist pre-session affect anaatationship with therapy process
variables.

Relationship between therapist emotional reactionand pre-session affectAs
seen above, research in therapist affect has $ieéar divided by temporal foci: some
investigators focused on therapist emotional reastin sessions whereas others focused
on therapist pre-session affect and emotional baihg. However, there is value in
studying both simultaneously. Let me illustratesthoint using countertransference as an

example.
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Although the understanding of therapist countegfarence is an important
endeavor in psychotherapy research, countertrarsferstudies conducted to date have
mostly involved post-session therapist retrospeatatings, supervisor ratings, and
observer ratings (Hayes et al., 2011). Early ansdagjudies also provided opportunities
to test specific hypotheses about countertranstéerencontrolled laboratory settings,
albeit sacrificing validity for clinical relevangelayes et al., 1998). These field and
laboratory designs do not take therapist affectbe¢es prior to sessions into
consideration. Yet, mood before sessions seemu® d&iainfluence on therapist
emotional reactions to clients. For example, asddm Hayes et al. (2011), Baehr (2004)
reported that therapists’ self-care practices, sigcresting and exercising, reduced the
occurrence and intensity of in-session countertemasce behaviors. Geller, Greenberg,
and Watson (2010) also noted that experiencedpistsause daily meditation to increase
presence and calm in session, suggesting thakegses emotional states influence the
affect that a therapist experiences in session.

Not only does therapists’ pre-session affect yikefluence affective reactions in
session, it also likely influences how therapestplaintheir affective change. For
example, if a therapist begins a session with deyaick affect and feels better after the
session, the therapist may attribute the improeetirfigs to positive session process.
Conversely, if a therapist begins a session withenpositive affect but feels more
negatively afterwards, the therapist may explasndbwnward change as evidence of
poor session process.

| located two studies that examined therapistsg®sion and post-session affect in

the same study. Hill et al. (1994) studied thettagusl client pre- and post-session moods
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(using the Differential Emotions Scale-IV (DES-IBlumberg & Izard, 1985, 1986) in
association with their ratings of therapist helpds and session quality for each of the
therapist-client pairing across three therapy sessiThe authors found that therapists
experienced an increase in positive affect from fwgost-session, whereas clients
experienced both an increase in positive affectaaddcrease in negative affect from pre-
to post-session. Therapist pre-session negatieetaffas related to lower therapist
ratings of therapist helpfulness and session gudfitcontrast, client pre-session positive
affect was related to higher client ratings of #pest helpfulness and of the session.
Therapist positive affect and client negative dffeere not associated with their
respective helpfulness and session ratings. Althaugall sample size may explain the
lack of significant findings, it may also be podsithat positive and negative affects
influence clients and therapists in different wadyst example, therapist with negative
affect may be more self-critical when completingphéness and session quality
measures, whereas clients may attribute positfeettio helpfulness of the therapist and
the therapy session.

Duan and Kivlighan (2002) examined the relatiopsiong therapist pre-
session and post-session mood, empathy, and sessitwation. In a sample of 27
doctoral level counseling psychology trainees aiaersity counseling center and their
58 clients, Duan and Kivlighan administered thé-ssgdorted Multiple Affect Adjective
Check List-Revised (MAACL-R; Zuckerman, Lubin, &Rk, 1983) before and after
one middle therapy session to measure therapistlard moods. Therapists also
completed a second post-session MAACL-R to indittaée perceptions of client moods.

In addition, therapists and clients completed th&tysession Session Evaluation
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Questionnaire (Stiles & Snow, 1984) as a measupeeived session quality. Therapist
pre-session anxiety was positively associated thighaccuracy of therapists’ estimates of
client mood after a therapy session, indicating soane level of anxiety may help
trainees concentrate and understand client emotiauesn & Kivlighan, 2002). On the
other hand, therapist positive pre-session moodnegatively associated with the
accuracy of therapist’s estimate of client posssesmood, suggesting the possibility
that therapists who experienced particularly pesigmotions might have difficulty
feeling negative emotions with clients in accordateemood maintenance theory.
Finally, client-rated session depth was positivelgated to therapists’ accuracy of
estimates of client mood. Perhaps therapists caeddss clients’ inner emotional
experience more readily in deeper sessions.

A common limitation of these two studies is thed-gand post-session affect data
were only collected over a brief period of timeofl3 sessions). Given the changing
nature of affect, it is conceivable that a moreeeged period of data collection would
allow us to observe potentially meaningful fluctaas in affect and their relationship
with therapy process variables. In addition, cosiclos in these two studies were based
on regression and correlation analyses, even thobgérvations were not independent
(e.g., multiple clients were seen by the same fhstran both studies, and multiple
sessions were conducted in the same dyads intHill)eviolation of statistical
assumptions in regression type analyses likelnieél Type | error. Advanced statistical
techniques such as multilevel modeling would tak&a dlependence into account and
correct for the inflated error rate (i.e., the eféeof the therapist and the client would be

taken into account when the relationship betwetstaénd therapy process is
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examined). Third, Hill et al. (1994) used voluntekents and assessed therapist
helpfulness during 10 interruption points in a #pr session. Although these helpfulness
ratings may reflect immediate evaluations and mizénthe effect of recall bias, the
artificial setting is probably not representatiiérae therapy and thus generalizability of
their findings is limited. Finally, although prendpost-session affect data were collected
and their respective relationships with sessiocaut variables were evaluated in both
studies, it is unclear how changes in therapigichffit the session level may be related to
the therapy process.

Affect and multiple perspectives in dyadic interaton. Most of the studies
reviewed so far have considered therapist affeandatrapersonal state, a variable that
resides within the therapist. Studying therapifgcfin isolation is, however, incomplete
because psychotherapy is an interpersonal endeavibthe experience and regulation of
affect is interpersonal in nature. For instancterecongruence, defined as a match
between what the therapist feels and what the pistréhinks the client feels, is
positively correlated with client- and therapistechtherapist facilitativeness (Hill et al.,
1981). Duan and Kivlighan (2002) also considereddbnvergence of therapist and
client affect as evidence of empathy. In additidales and Jerry (2008) reviewed the
neuroscience evidence of affect regulation, andesstgd that person-to-person
attunement may underlie the effectiveness of imldigl psychotherapy. Although the
focus of Dales and Jerry’s review is on how thesepinfluence clients’ affect regulation
for therapeutic gains, the client undoubtedly atdlmences the therapist. In fact, recent
conceptualizations of psychodynamic psychotheragwe lincreasingly attended to

clients’ influence on the therapist (e.qg., intefjeahbvity and the two-person view;
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Wachtel, 2008). Taken together, therapist affeoukhbe examined in conjunction with
client affect in the context of therapy.

Of the three studies (Duan & Kivlighan, 2002; Garm1973; Hill et al., 1994)
that included client affect as a variable of ing¢ia addition to therapist affect, only
Duan and Kivlighan made direct comparisons betwbkerapist and client affect (in
terms of changes in the match of therapist andictiffect from pre- to post-session).
The other two studies did not specify the relatp®etween therapist and client affect.
What the Gurman and Hill et al. studies did, howewas highlight the importance of
evaluating therapy process from multiple perspesti¥or instance, both Gurman and
Hill et al. described how therapist and client pession affect may be uniquely related to
their respective ratings of therapy process vaemhdl seems reasonable, then, that a
comprehensive study of therapist affect should exarthe therapy process from both
client and therapist perspectives.

Interpersonal affect communication and regulatianside of psychotherapin
view of the dearth of studies that look at theragml client affect simultaneously, it may
be beneficial to review the literature on dyadico#ional interaction outside of
psychotherapy to gain insight so that hypothesgslraagenerated in the present study.

In couple research, Hicks and Diamond (2008) rteplathat telling a partner
about the most positive event of the day or lisigrio a partner talk about one increased
positive affect, whereas talking about or listeniog partner’'s most stressful event of
the day did not increase negative affect, unlesstiessful event directly involved the
partner. In another study, Thompson and Bolgerg198served that partners of bar

exam examinees experienced elevated feelings aétgrand depression that positively
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correlated with examinees’ level of depressed mbatthis relationship diminished as
the examination approached, possibly as partneasiénallowances for examinees’
negative affect (p. 38)” to be maximally supportareund the most crucial time. These
studies illustrate the importance of contextuatdesin dyadic emotional regulation. As
reviewed below, the contextual differences betwiberapist-client relationship and
relationships outside seem great enough that geragian of findings from other
literature on dyads may be difficult to make in gtedy on therapist affect.

Rimé (2007) noted that when one sees another perghstress, he or she is
likely to use interventions that are “low-level ieratives focused on action (p. 472)” to
help. The goal is to resolve the immediate crisisaaad and remove the person from the
unpleasant situation as quickly as possible. limitng beginning helpers, who are more
similar to lay persons than to experienced thetapiill (2009) commented on their
tendency to offer suggestions and advice to fixsiheation, rather than to encourage
deep emotional exploration. Both of these instamefsct a general inclination for
people to avoid negative affect, both for themselwed for the persons they are trying to
help. On the other hand, therapists remain “empatien, and emotionally engaged
(Fosha, 2001, p. 230)” so that clients feel safieéband increase in their capacity to
process emotions without relying on strategiesregjaaxperiencing. This alludes to
therapists’ attempt to maintain, if not increabe, €motional intensity in their interaction
with clients, rather than to decrease it, as langli@nts are able to tolerate emotions
without becoming overwhelmed by them.

Another observation in the sharing of emotionsveen persons outside of

psychotherapy is the decrease in verbal behaaasjncrease in nonverbal behaviors,
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as the emotional intensity of the shared episodeases (Christophe & Rimé, 1997).
The nonverbal behaviors included touching, bodyacnhugging, and kissing. These
behaviors may serve to sooth the sharer but maysalsth the listener, who experienced
a linear increase in emotions that positively datesl with the emotional intensity of the
heard episode (Christophe & Rimé, 1997). Clearbgybcontact occurs infrequently in
therapy setting, and behavior like kissing is rnibtaally permissible. How therapists
regulate their emotions internally and sustaingh Ievel of verbal response and a low
level of nonverbal comforting behaviors when wodkimith emotionally aroused clients
makes the therapist role rather unique.

Yet another aspect of interpersonal affect regaian real life situations that
differs from the therapy setting is the inciden€sexondary sharing. The recipient of
emotional information has a tendency to share sufonmation with a third party, and
the likelihood of sharing increased as the emotiontansity of the shared episode
increased (Christophe & Rimé, 1997). Considerirag therapists are obligated to uphold
confidentiality agreements with clients, they da sloare highly emotional information
about their clients with others. If the functionsgficondary sharing is to relieve the
emotional burden of the listener, where do thetapdieve such burdens day after day?
Perhaps therapists develop higher threshold ower tor what is deemed emotionally
charged material so that they feel less of a neathare.

Although therapists’ initial emotional responseclients’ sharing of emotional
materials is likely very similar to that of non-theists’ (e.g., empathy), therapists’ role
demands them to think and act differently on thetnal stimuli presented by clients.

In particular, therapists stay with negative emadicather than to avoid them, continue to
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use verbal responses when confronted with emotioolarged materials, suppress the
natural tendency to comfort another person by maysiontact, and refrain from
secondary sharing to protect client confidentialBych role demands may require unique
affect regulation capacity that is different frommer forms of dyadic emotional
interaction. The one-way caretaking therapeutiati@hship is quite different from the
mutuality that ideally occurs in healthy coupleat@&nships. It is therefore difficult to
generalize findings from the literature on integmeral emotional communication from
other fields to generate hypotheses on theragesttah the present study. Instead,
research questions seem more appropriate for fhleraxory phase of this line of
inquiry.
Assessment of Affect

The assessment of affect can be broadly categhinte observer rating,
physiological measure, and self-report. | firstatéze the characteristics of each category
of assessment, its merits and shortcomings, aradfsp@easures that are important in
the field of affect research today, and the releeaand appropriateness of these
measures to the present study on therapist affgusyichotherapy.

Observer ratings. Observer ratings of affect involve judges codiffga based
on observable behavior such as facial expressidman-verbal behaviors. An advantage
of using observer ratings is that it is relativehobtrusive compared to physiological
assessments that require that the person be hopkiedsophisticated equipment.
Another advantage of observer ratings is thatntase “objective” than self-report.
Multiple observers are usually recruited and aaméd to code reliably within and

among themselves. Thus, they all use the sameiarite evaluation. One disadvantage
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of observer ratings is that only observable affet@ted changes in behavior can be
coded, neglecting the subjective component of tective experience. Another
disadvantage is the requirement of specializedovideording equipment to capture
facial expressions of affect in great detail. Theishnology is costly and not always
available to researchers.

The Facial Action Coding System (FACS; Ekman &is&a, 1978; Ekman,
Freisen, & Hager, 2002) is an elaborate systemcthtaigorizes changes in facial
appearance based on activities of the facial mata. In particular, the FACS breaks
down changes in facial appearance into action @Alts) that reflect the movement of
one or more facial muscles. Observers score althethat are responsible in producing
a single change in facial appearance. For exartigdacial expression of relief
commonly includes AUs 7, 12, 26, 43, and 53, whegresents the lid tightener, lip
corner puller, jaw drop, eye closure, and headegpectively (Krumhuber & Scherer,
2011). Each AU may also be rated on duration, sitgnand the presence of lateral
asymmetry (Ekman et al., 2002). In terms of relighiintercoder agreement on AUs
have ranged from .76 to .82 (Ekman et al., 2002).

Another observer rating system for affect is thpeic Affect Coding System
(SPAFF; Gottman, McCoy, Coan, & Collier, 1995), alnhiwas originally developed to
evaluate emotional communication among family mensib&/hen using the SPAFF,
observers base their judgments of affect on a p&serbal statements, nonverbal cues,
tone of voice, and changes in facial appearanecgyuslus of the FACS. Two versions of

the SPAFF are currently available, with one havifigaffect codes and another having
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16 affect codes. In one study using the 16-codeFsR&ohen’s kappas ranged between
.75 and .95 (Gottman et al., 1995).

In psychotherapy research, the Achievement of dpeirtic Objective Scale
(ATOS; McCullough, Larsen, Schanche, Andrews, & KuP003) has been developed
for observers to assess the effects of therapyiems based on the coding of videotaped
sessions. Client progress is rated on 7 dimenséat$) with a scale from 0 to 100. Of
particular interests to affect researchers areAWOS subscales that provide ratings of
client affect. The Exposure subscale measuresutatidn and intensity of a client’s
arousal due to adaptive affects (e.qg., grief, gmger), as exhibited in a client’s vocal
tone, facial expression, nonverbal behaviors, artal statements. The Inhibitory
Affects subscale measures observable inhibitosctdf such as anxiety, shame, guilt,
and pain that prevent a client from fully expregsadaptive affects. Interrater reliability
estimates are satisfactory for these two subsaaleging from .68 to .70 for the
Exposure subscale, and .65 to .72 for the Inhipifdfects subscale (Valen, Ryum,
Svartberg, Stiles, & McCullough, 2011).

In sum, observer rating of affect provides a reédy objective way of assessing
affect based on multiple judges’ evaluation of ebable changes in behavior. The
sophisticated technology involved, however, magkx@ensive to researchers operating
on a minimal budget, and the establishment ofloldigatings can be a very labor
intensive task. Perhaps the most compelling retsatrobserver rating is not a desirable
method to study therapist affect is that therag@ststrained to self-monitor displays of
emotions. For example, Hill (2009) encouraged bagmtherapists to be aware of their

moment-to-moment feelings in session so that tlsay ‘make informed decisions about
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how to act rather than having the reactions ‘leakat (p. 113). A therapist who
becomes irritated with a client will probably wdiknot display the irritation but use the
reaction to guide her conceptualizations and imtetions, thus preventing coders from
rating therapist affect accurately based on obsiensalone. Similarly, although judges’
evaluations can capture changes in behavior, thegyat necessarily capture the
subjective experience in the moment.

Physiological measures of emotion®hysiological measures of affect are
methods of assessment that track bodily changesdtion to one’s affective experience.
One advantage of physiological assessment of afteatself-report and observer ratings
is the lack of reliance on human judgment and suivjéy. Social desirability that
accompanies self-report measures is also circuradehtough the use of physiological
measures (Santerre & Allen, 2007). A disadvantdg#gsiological measures is the
relative expense and intrusiveness of many of thesssures that make them unviable in
a naturalistic setting. For example, hooking chesutd therapists up to machines (e.g., for
an electrocardiogram or electroencephalogram) eseattraneous tension in participants
and make it less possible to conduct an undisrymgdhotherapy session.

Electrodermal activity. Activation of the sympathetic nervous system can
be directly measured by examining a person’s eldetmal activity (Santerre & Allen,
2007). Specifically, a small current is passeduglotwo electrodes attached to the skin.
The conductance of current is normally low acrdss due to its relative electrical
resistance. As sweat increases during sympathstistg, however, the electrolytes
present in sweat increases the conductance ofnturesulting in what is commonly

known as the skin conductance response (SCR).
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Although the SCR is a widely used measure of esnaind arousal, a
disadvantage of using SCR is the lack of spedfficitthe affect being assessed (Santerre
& Allen, 2007). For example, an increase in symeathactivity may be associated with
many different affective changes, including but noited to excitement, anger, or
anxiety. Sexual arousal and physical activity dse associated with an activated
sympathetic nervous system and cannot be distingdiffom changes in affect.

Although SCR is useful in measuring a person’seasp to a specific stimulus in a
tightly controlled experimental setting (SanterréBen, 2007), its application in a
naturalistic psychotherapy session may be limited.

Cardiovascular activity. Heart rate, contractability, and heart rate
variability are three components of cardiovascatdivity of interest to affect researchers
(Santerre & Allen, 2007). These components cangberchined using an
electrocardiogram (EKG). To obtain an EKG, elect®dre placed on pairs of limbs to
measure changes in voltage associated with théacarygcle. Heart rate, defined as the
number of beats per minute, can be calculated baséde time elapsed between two
consecutive ventricular depolarization. In affeagearch, heart rate can be used to reflect
changes over a short interval in response to & é&metional stimulus, or over a longer
interval in response to a more prolonged stimwdush as an emotional film or a stressful
task (Santerre & Allen, 2007).

Contractility refers to the forcefulness and spekeéjection of blood in the
ventricles (Santerre & Allen, 2007). Increased caxttlity is a reflection of increased
activity in the sympathetic nervous system (Saet&Allen, 2007). Using cardiac

contractility as an index, researchers have fouerdtgr increase in sympathetic activity
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during stressful tasks among individuals who reggbrhore depressive symptoms
compared to controls (Santerre & Allen, 2007).

In addition to the sympathetic nervous systemheweat is controlled by the
parasympathetic nervous system. Specifically, tragympathetic vagus nerve controls
heart rate variability at rest. Vagal tone, or éxéent to which the vagus nerve has
inhibitory control over the heart, is an index oh€tioning between the central
autonomic network and peripheral neural feedbaekSre & Allen, 2007). In terms of
psychological processes, high vagal tone is relatepleater behavioral flexibility to
meet changing demands of the environment, wheosasdgal tone is related to
behavioral rigidity and lower self-regulation (Samé & Allen, 2007). Vagal tone thus
marks an individual difference in information presig that has implications on a
person’s affective experience. For example, Thayeedman, and Borkovec (1996)
found that individuals with generalized anxietyater have lower vagal tone compared
to controls, and that both groups demonstratedctemiuin vagal tone in an
experimentally-induced worry condition.

Neural activity. Besides cardiovascular activities, affective clesngay
be examined in relation to activities in the br&bemmon techniques that researchers in
affective neuroscience apply include the electrephalogram (EEG) and functional
magnetic resonance imaging (fMRI).

In EEG, electrical activity in the brain is measdinoninvasively from the scalp
surface (Santerre & Allen, 2007). An advantagesahg EEG to assess emotional
response is its high temporal resolution (Sani&rédlen, 2007). Changes in neural

activity can be reflected on an EEG immediatel\hiitle delay. EEG has also been
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used to demonstrate individual differences at ln@séh relation to trait affectivity. For
example, higher basal activity in the left and tighterior brain is associated with a
person’s inclination to experience positive andateg affect, respectively (Tomarken,
Davidson, Wheeler, & Doss, 1992). A disadvantagee® is its low spatial resolution
(Santerre & Allen, 2007). Although dense electroaey be placed across the scalp,
electrical activity on the scalp represents a sutiomaf postsynaptic potentials within
the brain, and the source of activity within thaibrcannot be precisely identified.

A newer and more technologically advanced methHakamining neural activity
is the fMRI. Compared to EEG, fMRI has superiorteaesolution but lower temporal
resolution, and may provide corroborative evideiocdEEG findings (Santerre & Allen,
2007). In essence, fMRI records changes in blomd,fivhich occur when oxygen- and
glucose-rich blood flows to brain regions that acévated in response to a specific task.
In studies of affect, specific brain regions tha wesponsible for the processing of
emotional information can be located. Unfortunatéte technology involved in EEG
and fMRI is expensive. The need to hook therapistkclients to sophisticated machines
during therapy also does not seem feasible.

Biomedical measures. Changes in affect are associated with biochemical
changes in the body. Although it is beyond the saaiithis chapter to review the
neurochemical pathways underlying affective expees, an affect-related biomedical
index often used in psychological studies is fraevary cortisol level. In essence,
cortisol is a steroid hormone secreted in timesti@ss. In laboratory studies, cortisol
response may be influenced by stress-inducing &sks as arithmetic and public

speaking, which provides some understanding ofiteehanisms involved in stress-
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related disorder (Kudielka, Hellhammer, & Wiust, @0Because of the time lag between
stress stimulus and peak cortisol response (Kuai@kske-Kirschbaum, Hellhammer, &
Kirschbaum, 2004), however, it may be difficultimderpret readings in a naturalistic
setting based on generalized stressors. Furtheymmantesol levels and responses vary
with numerous factors, such as age, gender, phasenstrual cycle, time of the day,
physical activity, chronic stress, and intake atine, caffeine, and alcohol (Kudielka et
al., 2009). Findings obtained from repeated measemnts of cortisol level in a
naturalistic setting may be hard to interpret withcontrolling for the myriad of
confounding factors.

In sum, physiological measures of affect offef'@jective” method for
assessing emotion and emotional responses. SCRK&®Examine global changes in
nervous system functioning that make identificambspecific affective changes
difficult. EEG and fMRI examine specific affectivesponses in the brain, but are
difficult to conduct in a naturalistic setting digethe sophisticated equipment involved.
Assessing hormonal fluctuations, such as changeasrtisol level, appears promising for
psychotherapy research, but may be limited by @elagsponses and confounding
physiological factors. Thus, although seemingly encaipable of assessing emotions,
these physiological methods are expensive andsinguFurthermore, they generally
assess overall arousal rather than specific enstod are not capable at this time of
measuring the inner subjective experience of ped¢fdace, they are not appropriate for
this study.

Self-report measuresSelf-report measures assess a person’s subjective

experience of affect. Some advantages of the sptirt method include low cost, ease of
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administration, and nonintrusiveness. These chenatits make self-report especially
appealing when repeated measurements are desiaathituralistic psychotherapy
setting. One disadvantage of using self-report omeass the lack of objectivity. For
example, the same ratings on a Likert scale maynrd#terent things for different
people. Social desirability may also impact on lpmeple rate affect, although some
evidence suggests that self-rated affect is naoiifssgntly influenced by social
desirability (Humrichouse et al., 2007). In thigieav, self-report measures of affect are
divided into two broad categories: Measures ofrétgecaffect and measures of
dimensional affect (Humrichouse et al., 2007). Epla® of some important and widely
used self-report measures are reviewed below.

Measures of discrete affect. Measures of discrete affect are derived from
affect models that theorize the presence of specifiique types of affect (Humrichouse
et al., 2007). One of the earliest measures ofelis@ffect is the Mood Adjective Check
List (MACL; Nowlis, 1965). The original MACL condisd of 130 words that participants
rated on a 4-point scale to describe their feelinghe moment. Twelve affects were
derived from factor analysis, and shorter formsen@eated for other studies (Nowlis,
1965). Although the MACL is historically importattt our understanding of the structure
and assessment of affect, the MACL is not wideldusow because of unclear
psychometric properties (Humrichouse et al., 200iller and Campbell (1986) also
noted that the MACL was developed based on anrarpitheorizing of the underlying
structure of affect, and some adjectives were eyatasentative of emotions.

The Differential Emotions Scale-IV (DES-1V; Izaddpero, Putnam, & Haynes,

1993) is a 36-item measure that assesses affecbegpoint scale. Authors of the original
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DES incorporated cross-cultural research findingemotion labeling during scale
development, and the scale was revised multiplegitn maximize usability across
people with different educational levels. Factoalgsis of DES-IV scores resulted in 12
affect factors. Although the DES-1V is conveniemtdminister due to its brevity, the
few items used to measure each affect (three itermesach affect) have contributed to
low to moderate internal consistency in each aetiscale (Humrichouse et al., 2007).

The Profile of Mood States (POMS; McNair, Lorr#oppleman, 1971) is a 65-
item instrument that measures affects on a 5-poiale. Six subscales were derived from
factor analysis: Tension-anxiety, depression-da&actinger-hostility, fatigue-inertia,
vigor-activity, and confusion-bewilderment. The POMas originally developed to
track changes in mood in psychiatric populations,itthas been shown to be applicable
in non-clinical populations as well (Bourgeois, Leds, & Meyers, 2010; Humrichouse et
al., 2007). However, the proposed factor structiitlie POMS has not been consistently
found. For example, Bourgeois et al. (2010) rembtitat the confusion subscale did not
emerge in exploratory factor analysis, and conftanafactor analysis provided only
marginal support for the posited 6-factor struct@@eurgeois et al., 2010).

The Multiple Affect Adjective Check List — Revisé®AACL-R; Zuckerman,
Lubin, & Rinck, 1983) is a 132-item instrument tiatolves 5 subscales of affect:
Anxiety, Depression, Hostility, Positive Affect,d®ensation Seeking. In contrast to
using a 4- or 5-point scale, respondents on the KAMR put check marks next to items
that describe their feelings. The MAACL-R has baead in adults and adolescents in
research and clinical settings (Craig, 2005). éconsistency has been shown to be

high and test-retest reliability has been showetdow, providing support for the
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MAACL-R as a valid instrument to measure stateaftZuckerman et al., 1983).
However, the length is a problem, especially fgre@ed measurements.

Although the MAACL-R appears to be one of the lmeasures of discrete affect
because of its strong psychometric properties nanconality among the DES-IV, POMS,
and MAACL-R is high intercorrelation among subssadé¢ affect. Affect that are posited
to be unique in the discrete model of affect aszdfore not as distinguishable as
theorized (Humrichouse et al., 2007).

Measures of dimensional affect. Strong evidence for nonspecificity of
affect, in addition to the lack of agreement amerperts on the constituents of basic
emotions, led researchers to develop dimensiondeiamf affect and their
accompanying measures (Humrichouse et al., 20@épsures of dimensional affect are
derived from dimensional models that consider affed¢ie on a continuum. In other
words, affect that were previously thought to b&ua are subsumed under a smaller
number of higher order dimensions. To date, twoeshsional models have received the
most attention from affect researchers (Humrichaissd., 2007). In Russell’s (1980)
conception, affect lie in a circumplex, with twgblar dimensions: Pleasure-Misery,
where pleasant and unpleasant affect lie on oppesids of a continuum, and Arousal-
Sleepiness, where activated and deactivated dieah opposite ends of another
continuum. According to this model, one cannot exgnee positively- and negatively-
valenced affect simultaneously because they areatgg to be highly negatively
correlated (Humrichouse et al., 2007). A measerelbped to test Russell’'s model is
the Current Mood Questionnaire (CMQ); Feldman Ba&eRussell, 1998, as cited in

Humrichouse et al., 2007). Bipolarity and good rin& consistency were demonstrated in
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the Pleasant-Unpleasant scale, but the ArousapSlese showed a lack of full
bipolarity and had less acceptable internal coascst (Humrichouse et al., 2007).
Although the use of multiple response formats sn@MQ allows researchers to correct
for random and systematic measurement error (Feldaaret & Russell, 1998;
Humrichouse et al., 2007), the length of the adstiation made the CMQ unattractive
for use in many applied settings (Humrichouse e28I07).

Watson and Tellegen (1985) offered a rotationabw of Russell’s (1980)
model (Humrichouse et al., 2007; Watson, Clark,&ldgen, 1988). Instead of
describing affect along the pleasure and arousaédsions, they used positive affect
(PA) and negative affect (NA). The two continuahis model are thus high versus low
PA, and high versus low NA. In essence, high Pa&neto “high energy, full
concentration, and pleasurable engagement, whiened2A is characterized by sadness
and lethargy” (Watson et al., 1988, p. 1063). Gndther hand, NA denotes “subjective
distress and unpleasurable engagement that subsuvaeiety of aversive mood states,
including anger, contempt, disgust, guilt, fead aervousness, with low NA being a
state of calm and serenity” (Watson et al., 1988,063). Importantly, this model posits
that PA and NA are largely independent, and thaplgemay experience PA and NA
simultaneously, particularly when neither affecexperienced in high intensity
(Humrichouse et al., 2007).

A measure developed based on Watson and Tellegenteptualization of affect
is the Positive and Negative Affect Scale (PANASat8on et al., 1988). The PANAS is
a 20-item measure of affect, with 10 items on ezdhe PA and NA scales. Responses

are rated on a 5-point scale, and the question staynbe changed to enquire about
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affect from different time perspectives (e.g., tignow,” “during the past week,” “in
general, that is, on the average,” etc.). Excellgetrnal consistency (Cronbachis> .84)
has been found for the PA and NA scales among gratdmate students, university
employees, and psychiatric inpatients across @iffietime perspectives (Watson et al.,
1988). Correlation between the PA and NA scaledss low, ranging from -.12 to -.23,
indicating “quasi-independence” (Watson et al.,898 1065) in support of Watson and
Tellegen’s (1985) two-factor model. Nevertheldas;citto, Giacobbi, & Leite (2010)
suggested content revision of the PANAS becausemdistently low factor loadings of a
few items. Thompson (2007) also observed item rédnoy in the PANAS and
demonstrated a psychometrically sound, abbreviaesion that can be used across
different cultures. In spite of these criticism$&YCINFO search on August 16, 2012,
shows that the PANAS has been cited 6,146 times $he original scale was published
in 1988. Outstanding psychometric properties, lbyerind association with a clearly
articulated theoretical framework likely have cdmited to the popularity of the PANAS
in affect research.

In sum, self-report measures offer investigatarsgportunity to learn about a
person’s subjective affective experience in a carerd, economical, and nonintrusive
manner. The PANAS is especially appealing becatigs well-established psychometric
properties, sound theoretical underpinnings, andduse in psychology. Repeated
measurements are feasible using the PANAS becdutseboevity. Although room for
improvement exists for scale content of the PANAS] findings may suffer from
shortcomings related to the self-report methodh sascsocial desirability and varied

score anchoring across participants, data anatyaysbe designed to focus on intra-
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individual fluctuation and its relationship withnables of interest to improve accuracy
of interpretation. Other research approaches, asdualitative methods, may also be
used to supplement self-report quantitative finditmbetter our understanding of the

meaning of different ratings of affect.

39



Chapter 3: Statement of Problem and Research @Questi

In recent years, psychotherapy researchers haxeasingly focused on therapist
effects in psychotherapy. However, most of theapist variables examined thus far
have been trait (e.g., attachment) or trait-likg.(eyears of experience). The lack of
examination of therapist state variables and ttaitribution to psychotherapy process is
problematic because psychotherapy sessions arenityrnBherapists influence the
psychotherapy process not just by who they arealsotby their level of functioning as
they step into each psychotherapy session. Thg sfutierapist effects may be
advanced by looking at therapist variables thahgbhdrom one session to the next, and
analyzing how these variables correlate with thggapcess variables over the course of
therapy.

A particularly interesting therapist state varatilat begs investigation is
therapist affect. Affect has been shown to inflleenognition, such as attention, memory,
decision making, creativity, and judgment (e.g.a8at al., 2008; Bower, 1981; Dumont,
1993; Forgas, 1990). Therapist affect may theraftfteence what a therapist focuses
on, remembers, and how he or she makes clinicghpatits and decisions, which in turn
contributes to the overall effectiveness or qualita session.

As reviewed in the previous chapter, separate lofeesearch have examined
therapist emotional well-being/baseline affect gratapist emotional reactions to clients,
but few researchers have simultaneously lookeldeatipist affect both before and after a
session, and no one has tracked pre- and postsedtct over several sessions of

therapy. The lack of a comprehensive depictiornefapist affect makes it impossible to
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elucidate the relationship between fluctuationthefapist affect and other therapy
process variables.

Although much research has been conducted ont affether areas of
psychology, most studies involved an experimergalgh where participants’ affect
were manipulated and the effects of such manimratstudied. We therefore cannot be
certain how these findings may generalize to olsemal studies such as the present
one. Perhaps a more compelling reason to questeapplicability of affect findings
obtained from the general population to a studyhenapists is that affective functioning
may differ due to role differences. Therapiststipalarly those who orient towards
psychodynamic/interpersonal theoretical framewoaks,often taught to immerse
themselves in the client’s affective experiencedonect with the client through
empathy, yet “pull back” sufficiently to remain @lojive. Therapists need to dampen the
natural human inclination to avoid negative affexthat clients can deepen their
affective experiencing. Therapists also try to ‘@gtle” extraneous distractions, which
may be affective in nature, to focus on clientse3érole functions suggest that therapists
may not be reacting spontaneously to affectivedtilike participants do in
experimental studies on affect. Since little isWwnabout therapist affect, | propose that
we first ask research questions, rather than gtapecific hypotheses, to provide a
description of how therapist affect changes inyxpstherapy session, and understand
the factors underlying these changes.

Therapist Affect in Psychotherapy
Since the first step is to describe therapist gkean affect from pre- to post-

session (a session-level variable), it is importarttontrol for effects unrelated to
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session-level variation. For example, a therapey nonsistently score high on negative
affect regardless of the session because of Hisrarait affect negativity (a therapist-
level effect). Another therapist may have a stridkigg for a particular client and
consistently score high on pre-session positivecakvery time before seeing that client
(a client-level effect). Hence, in the descriptafrtherapist change in affect from pre- to
post-session, therapist and client effects neée toontrolled. Also, as reviewed
previously, the most frequently cited measure tdafis based on Watson and
Tellegen’s (1985) model of Positive and Negativéeaf. | therefore focused my inquiry
on therapist affect along these two affect dimemsidaken together, | asked the
following questions.

Research Question 1: Is there a significant changberapist positive affect from pre-
to post-session, after controlling for therapistasiient effects?

Research Question 2: Is there a significant changlerapist negative affect from pre-
to post-session, after controlling for therapistasiient effects?

The second part in understanding therapist aféetct investigate potential
predictors of pre- to post-session change in theraffect. In the literature review, |
noted that client affect likely interacts with thprst affect based on dyadic regulation of
affect (e.g., Dales & Jerry, 2008). A client wharees to a particular session with intense
negative affect may pull the therapist to feel moegative affect. Client pre-session
affect thus serves as a potential predictor of ghan therapist affect. In addition, as
illustrated by Duan and Kivlighan (2002), clientatiherapist’s affect may become more

similar or dissimilar as a consequence of spentilimg together in a psychotherapy
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session. The second predictor of change in theraffect is thus the client’s change in
affect.

Again examining affect along two dimensions (p@siand negative), and
controlling for therapist-level and client-levefedts unrelated to session-level variation,
| asked the next two research questions. Notd thate restricted each research question
to have one outcome variable and multiple predicéoiables, which is the structure
needed for data analysis.

Research Question 3: Can therapist change in pesdifect from pre- to post-session be
predicted by client pre-session positive affetgntlpre-session negative affect, client
change in positive affect, and client change inatieg affect, after controlling for
therapist and client effects?

Research Question 4: Can therapist change in negatifect from pre- to post-session
be predicted by client pre-session positive affeant pre-session negative affect, client
change in positive affect, and client change inatieg affect, after controlling for
therapist and client effects?

Therapist Affect and Psychotherapy Process/Outcome

After obtaining a description of therapist affdatjoved on to exploring the
relationship between therapist affect and the pstyerapy process/outcome. One of the
most often studied therapy process variables isvtirking alliance. Theoretically, all
three components of the working alliance: Agreenoentherapy task, agreement on
therapy goal, and affective bond between theramdtclient (Bordin, 1979) might be
related to therapist affect. A therapist may foonsand remember different aspects of a

client’'s material depending on his or her affeat] develop therapeutic goals and tasks
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that are collaborative to varying degree with thent’s tasks and goals. The extent to
which a therapist connects affectively with a di@he bond component) also might
depend in part on the therapist’s affective state.instance, affect has been shown to be
related to interpersonal functioning (Mitchell & Bigan, 1984). How much a therapist
likes, cares, appreciates, and respects a clientifems from Hatcher and Gillaspy’s
(2006) Working Alliance Inventory-Short Revised erigl subscale) may not only reflect
how a therapist feels towards a client but alsahleeapist’s levels of positive and
negative affect.

A session outcome variable construct of interesstHis study is session quality.
The evaluation of session quality can be operalime using the Session Evaluation
Scale (Hill & Kellems, 2002), which includes itetst tap into the perceived
helpfulness, satisfaction, and value of a thergsgi®on. Session outcome, instead of
more distal changes in symptoms or interpersomaitioning, has been chosen because it
appears to be more immediately contingent upomsgission-level variation in therapist
affect that is being studied.

Another therapy process variable that has gairtedtain in recent research is the
real relationship, which Gelso (2009) defined & ‘bersonal relationship existing
between two or more people as reflected in theedetyr which each is genuine with the
other and perceives and experiences the otheryn that befit the other” (pp. 254-255).
The real relationship is comprised of the composiehtjenuinenesandrealism How
may affect be related to the real relationship@igh no formal theory has been
proposed to answer this question, one may imadiniea scenarios where the

experience of the real relationship may change diiferent therapist affect. For
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example, a therapist who experiences very positfifext before a session may feel a
need to mask such affect to empathize with a cigretin, thereby generating difficulty
for him or her to be fully genuine. On the othenthaa therapist who experiences
negative affect before a session due to extranaotismstances (e.g., loss of a
significant other) may perceive the client inactelsabecause the therapist’s lens is
tainted by his or her own affect.

While working alliance, session quality, and nedétionship represent three
different theoretical constructs of the therapycess/outcome, no formal theory exists to
suggest that affect is associated with one aspebedherapy process/outcome but not
another. Among these variables, the most frequetilyied variable is the working
alliance. Several studies (e.g., Kivlighan & Shawggsy, 1995, 2000; Nissen-Lie,
Monsen, & Ronnestad, 2010) have also used multiteeeleling methodology to look at
changes in working alliance over the course ofapgiand their predictors, suggesting
that a continuous focus on this process variablggusmilar data analytic strategies
would situate this study well within a particulardy of research. On the other hand,
given the exploratory nature of the present studgnducted exploratory analyses of the
other two process/outcome variables as well.

With respect to predictor variables, | includedhbtinerapist pre-session affect
and therapist pre- to post-session change in afepredictors. The distinction is
important because they get at two empirical questigvhen pre-session affect is entered
as a predictor of therapy process, | am lookingoat therapist’s affective state
immediately before a session might influence aises3his question is asked because

previous studies (e.g., Duan & Kivlighan, 2002; @an, 1973; Hill et al., 1994) reported
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inconsistent findings, where pre-session positive @egative affect were related to
therapist effectiveness to varying degrees andfi@rent directions. A clearer
understanding of the relationship between pre-sesdifect and therapy process can
hopefully help therapists to be more mindful oftagr pre-session affect and better
prepare for sessions. On the other hand, whengiséae- to post-session change in
affect is entered as a predictor, | am asking Hwvapist affective change in the session
may be related to the therapeutic process. AswadeDuan and Kivlighan (2002) and
Hill et al. (1994) collected data on pre- and pges$sion therapist affect, but they did not
look specifically at the relationship between affeltange and the therapy process.
Examining such a relationship may allow us to estarihe degree to which variability in
therapy process may be accounted for by changéegiapist affect, a state variable that
is currently under investigated compared to trartables (e.g., therapist attachment
style).

Another consideration for the therapy processtmatevariable is rater
perspective. Therapist and client likely view therapy process differently for each
session, and studies have shown that their pergpeetre only moderately correlated
(e.g., Tryon, Blackwell, & Hammel, 2007, on the kiog alliance). To fully describe the
relationship between therapist affect and therapggss/outcome, | therefore asked
separate research questions focusing on clienttreandpist-rated therapy
process/outcome. In addition, the rating of thenaqmgcess occurred at the end of the
session where raters’ post-session affect werdylietdated to the process rating. For
example, a client who thought that the session weifitlikely experienced more positive

affect. Alternatively, the experience of positivieeat at post-session may lead the client
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to believe that the session has gone well andatprocess favorably. It is therefore
important to control for rater post-session afigben examining therapy process ratings.
Although adding rater post-session affect as artateaof therapy process makes
theoretical sense, it can only apply to clientngsi of the therapy process because the
predictors of therapist pre-session affect andahist change in affect will likely be
correlated with therapist post-session affecthdfrapist post-session affect was added as
a covariate for therapist-rated therapy procetke liariance may be left to be accounted
for by the predictor variables. Thus, post-sesaitect of the therapist was not added as
a covariate.

With this, | generated the next two questions.

Research Question 5: Can client post-session ratofgherapy process/outcome be
predicted by therapist pre-session positive affiherapist pre-session negative affect,
therapist change in positive affect, and therapisinge in negative affect, after
controlling for client post-session positive affaod client post-session negative affect?
Research Question 6: Can therapist post-sessiongsibf therapy process/outcome be
predicted by therapist pre-session positive affiherapist pre-session negative affect,
therapist change in positive affect, and theraplsinge in negative affect (with no
covariate)?

Finally, because quantitative measure of affectthrdapy process generate
findings that are confined by the responses omsteuments, it may be good to
supplement the results obtained for Research Qunssti to 6 with an open ended
guestion that asks about therapists’ subjectiverepce of affect in relation to a

psychotherapy session. In particular, since ratofgdfect were collected before and
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after a session, it may be beneficial to ask thstawhat happenedlring a session in
relation to their affect change. Hence, | asRedearch Question 7: How do therapists

explain their change in affect, if any, from pre{ost-session?
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Chapter 4. Methods

Participants

Data for the present study were collected betweee 1, 2011 and March 21,
2013 in the Maryland Psychotherapy Clinic and Re$ebhaboratory (MPCRL). The
MPCRL provides low-fee psychotherapy service farlachembers of the community.

Clients. Fifty-one clients (29 female, 22 male; 32 EuropAamerican, 7 African
American, 7 multiethnic, 3 international; 1 HispaAmerican, 1 Native
American/Alaskan Native, 1 other) were includedhiis study. Clients’ age ranged from
21 to 71 yearsM = 33.33;SD=11.01) at the start of therapy. In terms of sionp
severity, mean score on the Outcome Questionnalfe(©Q 45; Lambert et al., 1996)
was 76.98%D= 20.03; range = 42-117), which was comparabbegooup of
psychotherapy clients at another university ougmtclinic M = 78.01;SD= 25.71;
Lambert et al., 1996). With respect to interpers@umactioning, clients scored on average
1.49 D= .57; range = .93-2.60) on the Inventory of Ipegsonal Problems — 32
(Barkham, Hardy, & Startup, 1996). The mean IIPs8@re was also comparable to that
reported in the scale development sample of pshenapy outpatientd = 1.51,SD=
.68).

Therapists. Fifteen therapists (9 female, 6 male; 7 Asian/Adanerican, 5
European American, 2 Latino/a, 1 African Americagye included in the present study.
Age range of therapists at the beginning of dali@cttion was 25 to 52 yearb(=30.73,
SD=6.91). Except for one therapist who had recetheddoctoral degree a year prior to
data collection, all other therapists were curceninseling psychology doctoral students

from the same training program. All therapists réga having between 2 and 7 years of
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experience providing psychotherapy € 4.17,SD= 1.59) at the beginning of data
collection. On the Theoretical Orientation Profleale-Revised (Worthington & Dillon,
2003; 1 = never to 10 = always adhere to a padrauiientation), therapists most
identified with and used methods from the psychbadicgsychodynamic orientationM
= 8.07;SD=.70), followed by multicultural\] = 6.93;SD=1.74),
humanistic/existentiaM = 6.33;SD= 1.69), cognitive/behavioraM = 4.00;SD = 1.44),
feminist M = 3.22;SD = 1.95), and family systembI(= 2.67;SD = 1.26).

Judges.Three judges (2 female, 1 male; 2 Asian/Asian Acaer, 1 European
American) coded the qualitative data on affect. Agege of the judges at the time of
coding was 20 to 31 yearsl (= 24.33,SD = 5.86). Two of the judges completed
undergraduate helping skills training and one efjtldges was a doctoral candidate in
counseling psychology and author of this study.

Measures

Affect.

Quantitative measure. The Positive Affect and Negative Affect Schedule
(PANAS; Watson & Clark, 1999; Watson, Clark, & Tegen, 1988) is a widely
researched measure of positive and negative affRetponses to affect descriptors are
anchored at 5 points (1very slightly or not at aJI2 =a little, 3 =moderately 4 =quite
a bit, and 5 =extremely. The 10 positive affect (PA) descriptors incladtentive,
interested, alert, excited, enthusiastic, inspingaud, determined, strongndactive
The 10 negative affect (NA) descriptors incluistressed, upset, hostile, irritable,
scared, afraid, ashamed, guilty, nervoasdjittery. The PANAS may be used to

measure state affects by using the wording “Inditatwhat extent you feel this way
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right now, that is, at the present moment.” Based development sample of 2,213
undergraduate students (Watson & Clark, 1999)inteenal consistency (coefficient
alpha) for state PA and NA were .88 and .85, raspey and the intercorrelation
between state PA and NA scales was -.06, indicatjngsi independence.”
Administering the measure twice within an 8-wedkival = 101) showed test-retest
reliabilities for state PA and NA of .54 and .4&spectively (Watson et al., 1988).

Qualitative inquiry of affect. Besides the PANAS, therapists were asked to write
down their responses to the following questionsIitl your mood change during the
session? (2) If yes, how has your mood changed?3iwhat happened during the
session that could have resulted in this mood akfang

Therapy process/outcomeThe therapy process/outcome was assessed through
measuring three conceptually distinct but empilycaterrelated constructs: Working
alliance, session evaluation, and real relationship

Working alliance. The Working Alliance Inventory-Short Revised (W8R;
Hatcher & Gillaspy, 2006) is a 12-item measure ssgg client perceptions of the
working alliance using a 5-point rating scale (detdomto 5 =alwayg. This short form
was constructed based on the results of extenaoterfanalysis on the original 36-item
WAI (Horvath & Greenberg, 1989), and has maintaitiedtheoretical components of
bond, task, and goal in working alliance (Bordi872). Hatcher and Gillaspy also
showed that the Goal and Task subscales of the 8R\Wwere better differentiated than
those of the WAI through examining their patterrcofrelations with other alliance
measures, such as the California Psychotherapgnsii Scale (CALPAS; Gaston, 1991,

Marmar, Horowitz, Weiss, & Marziali, 1986) and tRenn Helping Alliance
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Questionnaire (HAQ; Alexander & Luborsky, 1986).eTihternal consistency for the
bond, task, goal subscales, and the total WAI-SiResgere between .85 and .92 for two
development samples. Example items of the WAI-Sfuge “My therapist and | respect
each other (bond),” “I believe the way we are wogkwith my problem is correct

(task),” and “My therapist and | collaborate ortisgt goals for my therapy (goal).” A
comparable 12-item therapist version of the WAIiSRIso used to examine therapist
perceptions of the alliance. Cronbach alpha f@nttiand therapist-rated WAI-SR based
on 46 clients treated by 13 therapists at the MP3R84 and .92, respectively.

Session quality. The Session Evaluation Scale (SES; Hill & Kelle2(¥)2) was
developed to assess client perceptions of sess@lityy The SES includes 4 items rated
on 5-point scales (1 strongly disagree5 =strongly agre® Example item includes, “I
am glad | attended this session.” Internal consestevas .91. The SES correlated at .51
(p < .001) with the widely used measure of sessi@lityy Session Evaluation
Questionnaire — Depth Scale (Stiles & Snow, 1984idencing concurrent validity (Hill
& Kellems, 2002). In this study, a fifth item wadded to the SES as suggested in Lent et
al. (2006) to assess client perception of oveesdbsmon effectiveness and to increase scale
variance. The fifth item also correlated strongiytwthe original 4-item SES (Lent et al.,
2006). A parallel therapist version is used to ss$leerapist perception of session
guality. Cronbach alpha for client- and therapatd SES based on 46 clients treated by
13 therapists at the MPCRL is .77 and .91, respselgti

Real relationship. The Real Relationship Inventory-Client and RedbRenship
Inventory-Therapist (RRI-C and RRI-T; Gelso et 2005; Kelley, Gelso, Fuertes,

Marmarosh, & Lanier, 2010) are 24-item instrumehtg measure client and therapist
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perceptions of the real relationship in individpal/chotherapy. Both measures
demonstrated discriminant validity through non-gigant correlations with a measure of
social desirability. In terms of convergent vaNdiRRI-C was found to be related with
measures of client-rated working alliance, thettspongruence, client’s observing ego,
and an earlier measure of real relationship (Kedlgl., 2010). RRI-T showed convergent
validity through its correlations with measuregtwrapist-rated working alliance,
session outcome, client emotional and intelleangght, and negative transference
(Gelso et al., 2005).

Each item on the RRI-C and RRI-T is rated on af{pscale (1 = strongly
disagree to 5 = strongly agree), and falls underairthe two factors: Realism or
Genuineness. For the MPCRL, a shortened 12-itesiorewas administered to clients
and therapists to reduce the burden of having napdete long questionnaires after each
session. The 12 items chosen were thought to bpsitire the theoretical components of
the real relationship. Based on another data sdtesfts and therapists in long-term
psychotherapy, correlations between the shortenddoag forms were .91 for clients
and .96 for therapists. In addition, internal cetesicy was adequate for the short
versions of the RRI-C (.86) and RRI-T (.89).

Procedures

Recruitment. Clients learned about the MPCRL through webssinlgs, flyers,
word-of-mouth, and Maryland Day exhibits. All thpists and clients at the MPCRL
were approached and asked to participate in themustudy as part of a larger project.

Pre-sessionBefore the beginning of each therapy session #ftethird session,

clients and therapists completed the state verditine PANAS using paper and pencil to
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measure their affeat that momentWe administered the PANAS after the third therapy
session because we were interested in examiningptise affect and the relationship
between therapist affect and the therapy procesginontext of psychotherapy, rather
than in intake assessments. Also, because cligheaapist lateness likely causes
changes in affect, the measure was complefed both have arrived for the
appointment.

Post-sessionAt the end of each therapy session after the gession, clients and
therapists completed the state version of the PAN#Bg paper and pencil to measure
their affectin that momentand completed the additional 3 items about thagtuations
in affect during the session. Clients and theraptto completed their respective
versions of the WAI-SR, SES, and RRI on the compaftier each session. Refer to
Figure 2 for a graphical illustration of the datdlection procedure.

Figure 2. Data Collection Procedure

| | |
Sessions 1-3 Session 4 ‘ Session 5

No measure .
Pre-session 4 Post-session 4 Pre-session5 Post-session 5
PANAS PANAS, PANAS PANAS, WAI,
WAI, SES, SES, RRI
RRI
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Quantitative data. This study employed a repeated measure design where
therapist and client data were collected beforeadtadt each therapy session. Since each
therapist saw several clients and had severalsessiith each client, the collected data
had a hierarchical structure where session-leval Ware nested within client-level data,
which were nested within therapist-level data. Metel modeling (MLM) was
conducted usinyylplus Version 7.1{Muthén & Muthén, 1998-2012) for these analyses.
The steps involved in model building are explicaaézhg with the results in Chapter 5.
Other descriptive statistics and bivariate correfet were computed usinBM SPSS
Statistics for Windows, Version 2ql8M Corp., 2011).

Qualitative data. Because therapist responses to the open-endetibnpsesee
Chapter 4) were brief (one to a few sentences)s@uwsual Qualitative Research —
Modified (Spangler, Liu, & Hill, 2012) was useddoalyze the data. Using this method,
a team of three judges developed categories basad mitial subset of therapist written
responses. These categories aimed at groupingajiaidata in meaningful themes. The
rest of the data were then coded into these cae=gaia consensus. The codings were
audited, and the auditor’s suggestions were digcligg the team. Revisions of the
categories were made and followed by re-codindl afada to the revised categories.
Prevalence of each category was then determineddjlst for the different number of
sessions that each client had, and for the diffexember of clients that each therapist
had, the number of times that a category appeareddh case was first divided by the
number of sessions that each client had. Theseprops were then averaged across the
clients of each therapist, and then averaged aatb®erapists to arrive at the relative

prevalence of each category.
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Chapter 5: Results

Preliminary Analyses

Measures were completed before and after eachedf,245 psychotherapy
sessions conducted by 15 therapists with 55 cli€émtsr transfer cases (73 sessions)
were excluded from analysis because they contrboba-independent client data and
violated statistical assumption of MLM (the preskhtM models take data-dependence
into account when considering one therapist seminigple clients, but not when the
same client sees multiple therapists). In sum, filata 1,172 psychotherapy sessions, 51
clients, and 15 therapists were used for the ptesslysis.

Data checking.Because affect data were collected from therapistisclients
before and after each session using paper forms4ipaper forms were completed for
each session), these data were subsequently emyeth SPSS file by undergraduate
research assistants. The electronic data were etledainst the paper measures for
accuracy. A total of 464 completed forms were clkddapproximately 10% of all affect
data), and errors were found and corrected in 4®012,992 entries (each of the 464
forms has 28 items). The data entry error ratecabzulated to be 0.3%, which is
relatively low. The affect data entered thus appedarustworthy and were used for
further analysis.

Missing data. As recommended by Schlomer, Bauman, and Card [26&6e |
report the amount, type, and pattern of missing gatsent in this data set. Table 1
shows the number and percentage of sessions thi@icanissing data for the various

measures.
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Table 1. Amount of Missing Data by Measure

# (%) of sessions with missing item(s) # (%) of
sessions with
missing
measure

Therapist
Pre-session PA 0 (0.0%) 4 (0.3%)
Pre-session NA 1 item: 1 (0.1%) 4 (0.3%)
Post-session PA1 item: 4 (0.3%); 3 items: 2 (0.2%) 10 (0.9%)
Post-session NA 1 item: 1 (0.1%); 2 items: 2 (0.2%)ems: 1 (0.1%) 10 (0.9%)

WAI 1litem: 11 (0.9%)
SES 0 (0.0%)
RRI 0 (0.0%)
Client

Pre-session PA 1 item: 3 (0.3%)

Pre-session NA 1 item: 2 (0.2%)

Post-session PA1 item: 1 (0.1%); 2 items: 1 (0.1%); 9 items: 110®)

Post-session NA 2 items: 1 (0.1%)

WAI 1 item: 28 (2.4%); 2 items: 4 (0.3%); 3 items: 200);
4 items: 1 (0.1%); 5 items: 1 (0.1%)

SES 0 (0.0%)

RRI 0 (0.0%)

132 (11.3%)
132(11.3%)

132 (11.3%)

3 (0.3%)
3 (0.3%)
11 (0.9%)
12 (1.0%)

38 (3.2%)

36 (3.1%)

36 (3.1%)

Note.PA = Positive Affect Scale (10 items); NA = NegatiAffect Scale (10 items);

WAI = Working Alliance Inventory (12 items); SESSession Evaluation Scale (5

items); RRI = Real Relationship Inventory (12 it¢ms
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In essence, there are two types of missing datssikly items and missing
measures. From Table 1, between 0.1% and 2.4% detbsion data had at least one
missing item across the 14 measures. The mode mwhbessing items is 1, suggesting
that participants with nonresponse to items coregletost of the other items on a
measure most of the time. Given that this studydes on the variation of predictor and
outcome across sessions, it is best to handlengigsims in a way that preserve
variability across sessions (i.e., no averagingsssessions). As such, when missing
items is limited (e.g., over 70% of the scale impteted), nonmissing scores on a
measure for a particular session were averagethamalveraged score was imputed into
the missing score(s) for that measure for that@es$his imputation method maximizes
the use of available session-level informatioms Hlso considered a reasonable method
given that each of the scales used in this studg gaod internal consistencies (Shafer &
Graham, 2002). This imputation took care of theansj of the missing data due to item
nonresponse (except for 1 session with 9 missergston the client post-session PA, 1
session with 4 missing items on the client WAI, angkssion with 5 missing items on the
client WAI, which were handled as missing measasediscussed below). Total scores
(for PA and NA) and average scores (for WAI, SE&®| RRI) were then calculated based
on the imputed numbers.

The other type of missing data, missing measuge®)at be easily imputed
because there is no session-level information abklifor that measure. Because there is
also a substantial amount of missing data, espgtierapist-rated process data, multiple
imputation may not be the optimal strategy. Instdaltlinformation maximum

likelihood (FIML) was applied in the estimationmidel parameters. In essence, FIML
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conducts analyses on the available data while densg the implied values of missing
data based on available data (Schlomer et al.,)2@8tantages of using FIML include
retaining the power and sample size for accuratedstrd error and confidence interval
estimations and simplifying the analyses withorsgtfcreating files of imputed data
(Schlomer et al., 2010).

Internal consistency.Table 2 shows the Cohen’s alpha for the differeaasures
used in the present study. Because participatdd filut measures multiple times, only
data from one session (the earliest session witlptete data) of each case were used in
the calculation. Internal consistency across @lrtfeasures appeared adequate.

Table 2. Reliability Statistics for Measures

Cohen’s alpha

Therapist
Pre-session PA .79
Pre-session NA .89
Post-session PA 91
Post-session NA .90
WAI .94
SES .88
RRI .87

Client

Pre-session PA .87
Pre-session NA .85
Post-session PA .92
Post-session NA .90
WAI 92
SES .89
RRI .90
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Descriptive statistics.Table 3 shows the means, standard deviations hend t
range of scores for affect, working alliance, ses&valuation, and real relationship. The
number of sessions with completed measure wasratkaled.

Table 3. Means and Standard Deviations for Affdébrking Alliance, Session Quality,

and Real Relationship

N M SD Min Max
Therapist

Pre-session PA 1168 29.43 6.01 12.00 46.00
Pre-session NA 1168 13.55 4.47 10.00 35.00
Post-session PA 1162 30.76 6.31 14.00 49.00
Post-session NA 1162 13.30 4.91 10.00 38.00
PA-A 1159 1.29 6.06 -17.00 22.00

NA-A 1159 -.28 4,52 -23.00 20.00

WAI 1040 3.81 .59 1.50 5.00

SES 1040 3.98 .66 1.40 5.00

RRI 1040 3.73 .56 1.50 4,92

Client

Pre-session PA 1169 24.84 8.86 10.00 50.00
Pre-session NA 1169 17.50 6.88 10.00 43.00
Post-session PA 1160 25.71 9.11 10.00 50.00
Post-session NA 1160 17.20 7.46 10.00 50.00
PA-A 1158 .92 6.09 -37.00 35.00

NA-A 1158 -.32 5.51 -24.00 29.00

WAI 1132 3.95 .82 1.42 5.00

SES 1136 4,22 91 1.00 5.00

RRI 1136 4.14 .56 2.50 5.00

Note.PA = Positive Affect, NA = Negative Affech = pre- to post-session change; WAI
= Working Alliance Inventory; SES = Session EvaloiatScale; RRI = Real Relationship
Inventory.

Outliers. As evident from Table 3, some ratings could besatered univariate
outliers. Using the criteria of z > |3.29| (Tabackr& Fidell, 2007), the outliers included
14 ratings of therapist pre-session NA, 15 thetgpmst-session NA, 1 therapist RP%-18

therapist NAA, 3 therapist WAI, 8 therapist SES, 2 therapist ,RRilient pre-session
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NA, 5 client post-session NA, 12 client PA-17 client NAA, 41 client SES. Given that
none of the minimum or maximum scores fell out@tithe range of each scale, these
outliers were unlikely due to data entry error assimg data miscoding. The presence of
more than a few outliers (e.g., > 5) on severdhefscales also signaled that these ratings
were unusual but not necessarily impossible in lpseerapy sessions. Outliers were
thus kept in the multilevel analyses, and additiomaltilevel analyses were conducted
without the outliers to see if the estimates wenagarable (resulting = 1063, after
removing 109 sessions with one or more outliere@gjuln addition, a separate set of
analyses were conducted excluding sessions in whechuthor served as the therapist
(resultingn =1059), in case researcher expectations inadbriefluenced study
findings. Marked discrepancies (e.g., change iedtion of results) found in these
analyses will be presented along with the mainyaeasl in the sections below.

Bivariate correlations. Table 4 shows the intercorrelations between thsrapd
client ratings of affect, working alliance, sessrality, real relationship, and session
number. These correlation coefficients providediprinary look at the relationships
among variables that were subsequently includedammuiltilevel models. Note that
session number was significantly correlated withesal of the affect and
process/outcome variables, suggesting that thessbles might change over the course
of therapy. As such, session number was enteraccagariate when multilevel models

were constructed.
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Table 4. Intercorrelations for Affect, Working Adince, Session Quality, and Real Relationship

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 1718
1. Therapist Pre- .
PA
2. Therapist Pre- -.12%
NA
3. Therapist Post- .52+ .02 e
PA
4. Therapist Post- .02 .53f -.08%
NA
5. Therapist PAA -46% .14% .53F% -.10%
6. Therapist NAA  .14% -42% -10% .55% -25%
7. Therapist WAI .09t -12+ .28t -24f .20f -16% @
8. Therapist SES .09t -10t .33t% -27f .25% -21%f .59
9. Therapist RRI A6F  -.22¢ .22%  -25F% .07 -.07* .65%48%
10. Client Pre-PA -10¢ -05 -05 -.00 .05 .05 .02 .05.06 _
11. Client Pre-NA -.06* .10t .02 2% .08t .03 -01 1-0-12f -.02 .
12. Client Post-PA  -.07* -05 -.01 .01 .07* .04 .06 $11 .08* .77% .01 .
13. Client Post-NA -.04 .07 .08t .10% .11f% .05 .02 0-.0-14% .06* .71t -.06*
14. Client PAA .04 .00 .06* .00 .03 .00 .07* .09t .04 -30F .0538% -.17%
15. Client NA-A .02 -03 .06* .01 .05 .04 .03 .00 -04 11f -30410t .47+ -.30%f
16. Client WAI A3f -16% -01 -07* -13f .08t .36% 23 .45+ .18%F -38tf .27+ -41f .13f -07*
17. Client SES .09t -11f¥ .01 -09f -O7* .01 .35% 4136+ .16% -26% .25% -31f .14+ -10% .73f __
18. Client RRI A1 -17¢ -03  -12f -14%f .03 23%F $£29.34% .09t -33% .16% -32f .10+ -02 .74% .56%
19. Session Number .10+ -.13%t .02 -.16% -08t -.04 .0b16f .10t -28% .02 -26F .02 .02 -01 -.06* -.27101

Note.Pre = pre-session; Post = post-session; PA =ilAogitfect, NA = Negative AffectA = pre- to post-session change; WAI =

Working Alliance Inventory; SES = Session Evaluatiicale; RRI = Real Relationship Inventorg.<.05. tp <.01. p <.001.

62



Multilevel Modeling

Description of therapist affect.

Research Question 1: Is there a significant changberapist positive affect
from pre- to post-session, after controlling foetapist and client effects?

Research Question 2: Is there a significant changblerapist negative affect
from pre- to post-session, after controlling foetapist and client effects?

To examine changes in affect across sessions vitienapist-client dyads,
multilevel modeling was used. In particular, mef#l models take data dependence into
account so that effects related to therapists aedts are controlled for. Specific to the
research questions (RQs), two unconditional modele constructed. Therapist pre- to
post-session change in positive affect was theomogcvariable for the first model (for
RQ1), and therapist pre- to post-session changegative affect was the outcome
variable for the second model (for RQ2). Becaussiesa number was a significant
correlate with therapist pre- to post-session changositive affect (see Table 4), it was
added as a covariate to both models so that chamdfes outcome variables over the
course of the therapy could also be characteripeaddition, based on visual inspection
of individual ordinary least squares plots of sessiumber and each of the outcome
variables (Singer & Willett, 2003), linear modelsn fitted because they appeared to
best characterize the relationships.

Using RQ1 as an example and following the notatenms explanations by
Raudenbush and Bryk (2002), the Level 1 uncondafiomodel is:

PA- Aik = mojk + m1jk(S€SSIoN+ ek
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wherePA-ijk is the therapist pre- to post-session change sitipe affect for sessionof
clientj treated by therapi&t 7ojk is the mean therapist pre- to post-session change i
positive affect for clienf treated by therapigt 71 is the linear rate of change in
therapist change in positive affect for clig@icross sessions (i.e., session number as the
predictor variable), anéix is the random session effect, or the deviatiomefsession
ijk’s score from the client mean. The session effeassumed to be normally distributed
with mean of 0 and variance %
At Level 2, the client-level, the model is:

mojk = fook + Iojk

Tk = [1ok
where mojk is the mean therapist pre- to post-session changesitive affect for client
treated by therapi$t Sook is the mean therapist pre- to post-session posfieet for
therapisk, androj is the random client effect, or the deviation aé¢iotjk’'s mean from
the therapist mean. The client effect is assuméxt toormally distributed with mean of O
and variance: . The rate of change in therapist change in p@sditect (71 ) was fixed
at Level 2 because its random slope was not sagmifi

At Level 3, the therapist-level, the model is:

ook = 000+ Uook

Brok = y100
where SBoo is the mean therapist pre- to post-session changesitive affect for
therapisk; yooo is the grand mean of therapist pre- to post-sesange in positive
affect; anduoox is the random therapist effect, or the deviatiothefapisk's mean from

the grand mean. The therapist effect is assumbd tormally distributed with mean of 0
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and variances . The rate of change in therapist change in p@saifect was also fixed at
Level 3 because its random slope was not significasimilar three-level model was
applied for therapist pre- to post-session changegative affect for RQ2.

With respect to the research questions, the meamgehin therapist positive
affect was .638, with a standard error of .557ngs 95% confidence interval (i.e.,
alpha = .05 because of the exploratory natureisfstudy), the lower and upper bounds
of the mean were -.454 and 1.730, respectivelys terval spans zero, suggesting that
the average change in therapist positive affechfpoe- to post-session was close to zero.
The mean change in therapist negative affect waa With a standard error of .421. The
lower and upper bounds of a 95% confidence inteax@lind the mean were -.743 and
.907, respectively. This interval also spans zeuggesting that the average change in
therapist negative affect from pre- to post-sessian close to zero. Given that therapist
change in positive affect ranged from -17 to +2#] that therapist change in negative
affect ranged from -23 to +20 (see Table 3), theraye change of zero in positive affect
and in negative affect indicated equally wide ilases and decreases in either affect
across all sessions.

Predictors of therapist affect change.

Although therapist change in affect from pre- tetegession was not significant,
two research questions were generated a-priosdmane predictors of therapist affect
change:

Research Question 3: Can therapist change in paséifect from pre- to post-

session be predicted by client pre-session posfifeet, client pre-session negative
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affect, client change in positive affect, and dielmange in negative affect, after
controlling for therapist and client effects?

Research Question 4: Can therapist change in megaffect from pre- to post-
session be predicted by client pre-session posafifeet, client pre-session negative
affect, client change in positive affect, and dielmange in negative affect, after
controlling for therapist and client effects?

Analyses were therefore conducted to examine theshctors, with the caveat that
effects would likely be small given the non-sigogint change in therapist affect found.

The models constructed for RQ1 and RQ2 servedeamiitial unconditional
models for RQ3 and RQ4, respectively. For theraghange in positive affect, the
intraclass correlation coefficient (ICC) was .0%4re client level and .102 at the
therapist level. For therapist change in negatffecyg the ICC was .091 at the client
level and .075 at the therapist level. The ICCsfmh models indicated that generally
under 10% of the variance in therapist pre- to43ession change in positive or negative
affect were attributable to differences in clieatgl in therapists, and majority of the
variance was due to session-level fluctuations. &éle@s, session number was not a
consistent predictor of therapist change of aff8pecifically, therapist change in
positive affect was predicted by session numper{024,p = .021), suggesting that
therapist reported less elevation/greater drop-seission positive affect over the course
of therapy. On the other hand, therapist changegative affect was not predicted by
session numbep € .002,p = .738). See Step 1 in Table 5 for results ofuheonditional

models for therapist change in positive affect emndegative affect.
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In the second models for RQ3 and RQ4, the prediaibclient pre-session
positive and negative affect, and client pre- tetgession change in positive and
negative affect were added to Level 1. Note thatljgtors were centered around client-
level means so that the intercepty , might be interpreted as the therapist pre- td-pos
session change in affect when client pre-sessidrpagt to post-session change in
positive and negative affect were average forentliSlopes for the Level 1 predictors
were fixed at Levels 2 and 3 because no predigters examined at the higher levels.
Refer to Step 2 in Table 5 for the results of aggiredictors to the multilevel models.

Therapist change in positive affect was signifibaptedicted by client pre-

session positive affec € .073,p =. 048) and client pre- to post-session change in
positive affect{ = .071,p = .014), although client pre-session negativecaffe= -.035,
p = .654) and client pre- to post-session changegative affect(=-.023,p =.727)
were not significant predictors. On the other hdhdrapist change in negative affect was
significantly predicted by client pre-session negaaffect { =.132,p = .002) and client
pre- to post-session change in negative affest.(34,p = .010), although client pre-
session positive affecg € .031,p =.123) and client pre- to post-session change in
positive affect{ = .018,p = .430) were not significant predictors. Interantamong
predictors was examined by adding interaction tgefient pre-PA x client pre-NA,
client PAA x client NA-A, client pre-PA x client PAx, client pre-NA x client NAA) to
each of the models predicting therapist changesitipe affect and in negative affect.
However, none of the interaction terms was sigaiftc

Taken together, even though therapist affect wasoomd to change significantly

from pre- to post-session, client pre-session a#ad client pre- to post-session change
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in affect predicted therapist change in affectpanticular, change in therapist positive
affect was predicted by client pre-session andhtlee- to post-session change in
positive affect, such that when clients reportedemsitive pre-session affect or an
increase in positive affect from pre- to post-smssiherapists reported an increase in
positive affect. In contrast, change in therapesiative affect was predicted by client
pre-session and client pre- to post-session chiangegative affect, such that when
clients reported more pre-session negative affeahancrease in negative affect from
pre- to post-session, therapists reported an iserganegative affect.

Table 5. Predictors for Therapist Pre- to PostisagShange in Positive and Negative

Affect
Therapist PAA Therapist NAA
Step 1 Step 2 Step 1 Step 2
Coeff. t Coeff. t Coeff. t Coeff. t
Fixed effect
Intercept  .638 1.145 .638 1.147 .082 .194 .079 .187
Session  -.024 -2.312* -.022 -2.218* .002 .335 .000 .039
Client Pre-PA .073 1.977* .031 1.542
Client Pre-NA -.035 -.448 132 3.093**
Client PAA .071 2.470* .018 .789
Client NA-A -.023 -.348 134 2.572*

Random effect

Level 1 residual 28.766 6.704** 28509 6.780*** 16.688 3.666** 1B19 3.775%*
Level 2 intercept  1.870 1.145 1.883 1.068 1.832 42.6 1.846 1.646

Level 3 intercept 3.474 2.125* 3.469 2.121* 1.507 .233*** 1507  3.234***

Note.PA = positive affect, NA = negative affeat= pre- to post-session change, Coeff.
= Unstandardized coefficiertt= Unstandardized coefficient / standard error

*p < .05, *p < .01, **p < .001.
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Therapist affect and therapy process/outcome.

Research Question 5: Can client post-session ratofgherapy process/outcome
be predicted by therapist pre-session positivecaftberapist pre-session negative affect,
therapist change in positive affect, and therapisinge in negative affect, after
controlling for client post-session positive affaotd client post-session negative affect?

Research Question 6: Can therapist post-sessitngs of therapy
process/outcome be predicted by therapist pre-segmisitive affect, therapist pre-
session negative affect, therapist change in peséffect, and therapist change in
negative affect?

In RQ5 and RQ6, the outcome variable was therapggas/outcome (working
alliance, session quality, and real relationship)aded by the client and the therapist,
respectively. Similar to models built for RQ3 an@4& session number was included as a
covariate in the first models because it was faienole a significant correlate of
process/outcome (i.e., client-rated session quatityworking alliance, and therapist-
rated session quality and real relationship; Sd#eT4). In other words, the
process/outcome rating for sessiaf clientj treated by therapigt( procesik ) was
predicted by the following Level 1 equation:

process = mojk + 71jk(SESSION + ik
where 7ojk was the mean client (RQ5) or therapist (RQ6) ratihthe therapy
process/outcome for clientreated by therapi&t 7ij is the rate of change in
process/outcome ratings for cligracross sessions (i.e., session number as thefedi
variable), andeik was the random session effect.

At Level 2, the client-level, the model was:
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mojk = fook + Iojk
Tk = [1ok
wherefok was the mean client or therapist rating of theapgiprocess for therapist
and rojk was the random client effect on the intercept. fette of change in
process/outcomerijik ) was fixed at Level 2 because the random slopes nat
significant.
At Level 3, the therapist-level, the model was:

ook = 000+ Uook

Brok = y100
where yo00 was the grand mean of client or therapist ratinip® therapy
process/outcome anghok was the random therapist effect on that grand mEaa rate of
change in process/outcome ratings was also fixédal 3 because the random slopes
were not significant.

For RQ5, the second step was to enter client pEssti@en positive and negative
affect as Level 1 predictors to statistically cohfor differences in client post-session
affect. This control is important because cliergtpgession affect is likely related to their
post-session ratings of the therapy process. Addhngriates that correlate significantly
with the dependent variable would help to explamvariance in therapy process that is
unexplained by therapist pre-session affect andigt change in affect, thereby
increasing power to detect an effect (de Jong, bk, & van der Leeden, 2010).
Therapist post-session positive and negative affestever, were not added as

covariates in RQ6, because they were expected torpelated with the predictors of
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therapist pre-session and pre-to-post change éctafAdding them as covariates might
leave little to be explained by the predictors.

Next, therapist pre-session positive affect amdapist pre-session negative affect
were entered as Level 1 predictors of therapy m/oeitcome ratings (this is the third
step for RQ5 and second step for RQ6). Then, tiwrppe- to post-session change in
positive affect and therapist pre- to post-sesslange in negative affect were entered as
additional Level 1 predictors of therapy processfome (this is the fourth step for RQ 5
and third step for RQ 6). Therapist changes incaffeere added in a separate step
because it then allowed us to see how they modktigeeffect of therapist pre-session
affect on therapy process/outcome (in additiorem [sow session-related change in affect
might be related to therapy process/outcome).

Working alliance. In the first model, client post-session ratingshaf WAI were
not predicted by session numbek(.001,p = .960) (see Table 6). The intraclass
correlation for client-rated WAI was .764 at theent-level and .032 at the therapist-
level, suggesting that client differences accoufdednost of the variance in client-rated
WAI. Although therapist differences appeared tstmll on this outcome variable,
three-level modeling was used to be consistent ththrest of the study.

In the second model, client-rated WAI was signtffitta predicted by the
covariates of client post-session positive affeet (013,p < .001) and negative affeqt (
=-.007,p =.047) (although client post-session negativecaffieas not a significant
predictor,y = -.003,p =.408, when outliers were removed). In the thiebel, therapist
pre-session positive affegt£ .003,p = .271) and negative affegt£ -.001,p = .918)

did not predict client-rated WAI after controllimgr client post-session affect. When
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therapist pre- to post-session change in positiereegative affect were added in the
fourth model, therapist pre-session positive affextame a significant predictor of
client-rated WAI ¢ = .005,p = .034), while therapist pre-session negativecaffe
remained not significany & -.006,p = .240). Client-rated WAI was significantly
predicted by pre- to post-session change in thstrapigative affecty(= -.007,p = .003),
but not by therapist change in positive affect (003,p = .248) (therapist change in
positive affect was also a significant predicios, .005,p = .008, when analyses were
conducted without the researcher’s data, but th&rapange in positive affegt,= .002,

p =.452, and change in negative affect,-.006,p =.144, were not significant predictors
in analyses that excluded outliers).

Results from the last two models suggest that &teng into account the
changes in affect that therapists experience isiges, therapists who reported more
positive affect at the beginning of sessions hagisas with better client ratings of the
working alliance. The predictive power of theramisainge in affect on client-rated
working alliance was less conclusive given the mststent findings across analyses that
excluded researcher’s data or outliers.

In terms of therapist post-session ratings of th& \gession number was not a
significant predictory< .001,p = .921; see Table 7). The intraclass correlation of
therapist-rated WAI was .446 at the client-leved a269 at the therapist-level, suggesting
that variances in therapist-rated WAI were due hottiifferences in clients and in
therapists. In the second model, therapist praaegssitive affecty(< .001,p =.991)
and negative affecy & -.005,p = .240) did not predict therapist-rated WAI. I tinird

model, therapist pre- to post-session change iitiposffect ¢ = .020,p = .002) and
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negative affecty(= -.026,p = .026) significantly predicted therapist-rated WK
addition, when these predictors were added, ba@tafhst pre-session positive affect(
.013,p = .019) and negative affegt£ -.024,p = .001) became significant predictors of
therapist-rated WAI. Findings were consistent ialgses that excluded outliers or
researcher’s data.

Table 6. Predictors of Client Post-session Ratofg&/orking Alliance

Step 1 Step 2 Step 3 Step 4

Coeff. t Coeff. t Coeff. t Coeff. t

Fixed effect
Intercept 3.866 38.722*** 3866 38.617** 3.866 B85*** 3.866 38.653***

Session  .000 .050 .000 317 .001 .363 .001 .388
Client Post-PA .013 5.953*** .013 5.437%* 012 .899***
Client Post-NA -.007 -1.989* -.007 -2.004* -.006 -1.770
Therapist Pre-PA .003 1.100 .005 2.114*
Therapist Pre-NA -.001 -.102 -.006 -1.174
Therapist PAA .003 1.156
Therapist NAA -.007 -2.959**

Random effect

Level 1 residual .120 7.642%** A11 7.234% .110 7.313*** .109 7.3
Level 2 intercept  .460  4.153*** 459 4.149%* 459 4.146%** 460 4.152%**

Level 3 intercept  .003 .067 .004 .092 .004 .091 4.00 .926

Note. Coeff. = Unstandardized coefficient Unstandardized coefficient / standard error

*p < .05, *p < .01, **p < .001.
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Table 7. Predictors of Therapist Post-session Batmfi Working Alliance

Step 1 Step 2 Step 3
Coeff. t Coeff. t Coeff. t
Fixed effect
Intercept 3.661  33.725**  3.662 33.726***  3.662  33.745***
Session .000 -.099 .000 -.117 .000 151

Therapist Pre-PA .000 .012 .013 2.355*
Therapist Pre-NA -.005 -1.174 -.024 -3.429***
Therapist PAA .020 3.104**
Therapist NAA -.026 -2.233*

Random effect
Level 1 residual .125 4.095*** 124 4.071%* 104 5.321%**
Level 2 intercept .189 3.910*** .189 3.917*** .193 3.876***
Level 3 intercept .108 2.776** .108 2.766** .108 2.764**

Note. Coeff. = Unstandardized coefficient Unstandardized coefficient / standard error
*p<.05, *p<.01, *p<.001.

Thus, therapists who had an increase in positifeziabr a decrease in negative
affect rated the working alliance higher. After trotling for therapist change in affect
from pre- to post-session, higher therapist preisagpositive affect was also associated
with higher therapist-rated working alliance, wheesdigher therapist pre-session
negative affect was associated with lower therapitgtd working alliance.

Session quality. In the first model, session number was a sigmifigaedictor of
client ratings of session quality € -.006,p = .008; see Table 8) (although it was not
significant ¢ = -.002,p = .216) when outliers were removed). The intrackasrelation
for client-rated SES was .440 at the client level @14 at the therapist level, indicating
that over half of the variances in client-ratedsgas quality were due to differences in

session and error (1 —.440 — .014 = .546). Irsdw®nd model, client post-session
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positive affect{ = .025,p = .038), but not negative affegt£ -.002,p = .594), was a
significant covariate of client-rated session gyaln the third model, neither therapist
pre-session positive affegt£ .005,p = .298) nor negative affect € -.003,p = .593)
predicted client ratings of session quality. Aftentrolling for therapist pre- to post-
session change in affect, therapist pre-sessiatiygoaffect § = .013,p =.012) and
negative affecty(= -.012,p = .018) became significant predictors of cliertecaSES. In
addition, therapist change in positive affect(.013,p < .001) and negative affegt £ -
.012,p = .003) were also significant predictors of clieated SES (however, note that
therapist pre-session negative affect predicteshtiiatings of SES/(= .008,p = .003) in
the third model but not in fourth model<£ -.005,p = .368) when outliers were
removed). Thus, there is evidence that both thstgpe-session affect and therapist pre-
to post-session change in affect predicted cliatger session quality. In particular,
increase in therapist positive affect or decreagberapist negative affect from pre- to
post-session predicted higher client ratings ofisasquality. After controlling for
therapist change in affect in session, higher fhistg@re-session positive affect and lower
therapist pre-session negative affect also predliigher client ratings of session quality.
In terms of therapist-rated post-session ratingb®fSES, the intraclass
correlation was .201 at the client level and .12%he therapist level, suggesting that
session-level variation and error contributed 6%%he variance in therapist-rated SES
(1 -.201 - .129 = .670). Session number was saraficant predictor of therapist-rated
SES ¢ =-.001,p = .587; see Table 9). In the second model, thstrape-session positive
affect ¢ = .000,p = .979) and negative affegt£ -.003,p = .401) were not significant

predictors of therapist-rated SES. However, intkinel model, therapist pre-session
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positive affect{ = .023,p <.001) and negative affegt£ -.033,p = .014) became
significant predictors after therapist pre- to pgsssion change in affect were added to
the model. Therapist change in positive affect (037,p <.001) and negative affegt£
-.041,p = .025) were also significant predictors of thésapatings of session quality.
Specifically, therapist increase in positive affaotl decrease in negative affect were
related to higher therapist ratings of sessionityudfter controlling for therapist change
in affect, therapist pre-session positive affect aagative affect also predicted higher
and lower therapist ratings of sessions, respdgtive

Table 8. Predictors of Client Post-session Ratofdsession Quality

Step 1 Step 2 Step 3 Step 4
Coeff. t Coeff. t Coeff. t Coeff. t

Fixed effect
Intercept 4.287 56.438*** 4.288 56.688*** 4,288 9@4*** 4,288 56.620***
Session -.006 -2.662**  -005 -3.018* -005 -2.949* -005 -2.558**

Client Post-PA .025 2.080* .025 2.107* .024 2058
Client Post-NA -.002 -.532 -.002 -.505 .000 -.010
Therapist Pre-PA .005 1.041 .013 2.498*
Therapist Pre-NA -.003 -.535 -.012 -2.356*
Therapist PAA .013 4,329+
Therapist NAA -.012 -3.009**

Random effect

Level 1 residual .316  4.841** 292  6.302*** 291  6.445*** 285 6.2F**
Level 2 intercept  .260 2.447* .259 2.448** 259 /¥ .260 2.462%*
Level 3 intercept  .008 .465 .009 .501 .009 .498 9.00 .509

Note. Coeff. = Unstandardized coefficient Unstandardized coefficient / standard error

*p < .05, **p < .01, **p < .001.
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Table 9. Predictors of Therapist Post-session Bainfi Session Quality

Step 1 Step 2 Step 3
Coeff. t Coeff. t Coeff. t

Fixed effect

Intercept  3.96 49.608**  3.960 49.498***  3.962 49.571**

Session -.001 -.543 -.001 -.562 .000 -.087
Therapist Pre-PA .000 -.026 .023 3.622%**
Therapist Pre-NA -.003 -.840 -.033 -.2.445*

Therapist PAA .037 8.624***
Therapist NAA -.041 -2.246*

Random effect
Level 1 residual .313 7.254%** 313 7.241%* .250 8.619***
Level 2 intercept .094 2.081* .094 2.085* .099 2.223*
Level 3 intercept .059 1.608 .059 1.613 .059 1.734

Note. Coeff. = Unstandardized coefficient Unstandardized coefficient / standard error
*p < .05, **p < .01, ***p < .001.

Real relationship. In the first model, client-rated real relationskips
significantly predicted by session numbgr(.003,p = .040; see Table 10). Intraclass
correlation was .656 at the client level and .Ottha therapist level, indicating that most
of the variances in client-rated real relationghgy be explained by differences in
clients. In the second model, client post-sessasitpe affect { = .008,p = .001), but
not negative affecty(= -.001,p = .734), was a significant covariate of client-chteal
relationship. In the third model, neither therapist-session positive affegt£ .000,p =
.932) nor negative affect € .002,p = .643) predicted client ratings of the real
relationship. In the fourth model, after contradjifor therapist pre- to post-session

change in affect, therapist pre-session positifecafy =.003,p = .188) and negative
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affect ¢ = -.004,p = .200) remained non-significant predictors oéwcttratings of the real
relationship. However, therapist change in negadifect ¢ = -.008,p = .001) was a
significant predictor of client-rated real relatabmp. Therapist change in positive affect
also appeared to be a marginal predicier (004,p =.053) (and it was a significant
predictor { = .005,p = .001) when the researcher’s data were excluded the
analyses). Thus, client-ratings of the real refegiop appears to be related to therapist
affective changes in the session but not to thetgpe-session affect. Specifically, from
pre- to post-session, increase in therapist peséffect and negative affect predicted
higher and lower client ratings of the real relasbip, respectively. Therapist pre-session
positive and negative affect were not found toddated to client ratings of real
relationship.

Table 10. Predictors of Client Post-session Ratoid®eal Relationship

Step 1 Step 2 Step 3 Step 4
Coeff. t Coeff. t Coeff. t Coeff. t

Fixed effect
Intercept 4.130 76.264** 4.130 75.955*** 4130 ¥B1*** 4.129 76.130***
Session  .003 2.053* .003 2.121* .003 2.113* .003 110*

Client Post-PA .008  3.449** 008 3.271***  .007 .3B3***
Client Post-NA -.001 -.340 -.001 -.338 .000 -.057
Therapist Pre-PA .000 .085 .003 1.315
Therapist Pre-NA .002 464 -.004 -1.282
Therapist PAA .004 1.938
Therapist NAA -.008  -3.327**

Random effect

Level 1 residual .080  6.642** 077  6.593***  .077 6.601***  .076 6.89**
Level 2 intercept .160  3.720*** 160  3.729** 160 3.730**  .160 3.763***
Level 3 intercept  .003 .064 .003 .067 .003 .067 3.00 .068

Note. Coeff. = Unstandardized coefficient Unstandardized coefficient / standard error

*p < .05, *p < .01, **p < .001.
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In terms of therapist post-session ratings of tRe, Ehe first model showed that
session number was not a significant predicter {.001,p = .543; see Table 11).
Intraclass correlation was .635 at the client learel .008 at the therapist level,
suggesting that most of the variance in therapitel real relationship was explained by
differences in clients. In the second model, thistgge-session positive affegt£ .001,

p = .759) and negative affegt£ -.003,p = .547) did not significantly predict therapist
ratings of the real relationship. In the third mipaéter controlling for therapist pre- to
post-session change in affect, therapist pre-seggisitive affecty(=.012,p =.018) and
negative affecty(= -.022,p <.001) emerged as significant predictors of thistajated
RRI. Therapist change in positive affegt=(.015,p < .001) and negative affegt¥£ -
.026,p = .003) were also significant predictors of thesgpated real relationship. Thus,
increase in therapist positive affect and decreafieerapist negative affect from pre- to
post-session predicted higher therapist ratingeaifrelationship. After taking into
account the change in affect that therapist reddrtam pre- to post-session, higher
therapist pre-session positive affect and lowerapist pre-session negative affect also
predicted higher therapist ratings of real relathap.

In sum, across the three process/outcome variétdesworking alliance, session
guality, and real relationship), therapist ratiofshese variables were predicted by
therapist pre- to post-session change in affectelse in positive affect and decrease in
negative affect were related to higher theraptatga of process/outcome. Therapist pre-
session affect was not directly related to thetajaited process/outcome, but became
significant predictors after controlling for thersipchange in affect. In particular, higher

therapist pre-session positive affect and loweraist pre-session negative affect
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predicted better therapist ratings of process/ongafter taking therapist pre- to post-
session change in positive and negative affectantmunt.

Modeling of client ratings of process/outcome pragtlia less consistent picture
across the three process/outcome variables. Tis¢ap to post-session change in affect
predicted client-rated real relationship, but inrgistently predicted client-rated working
alliance and session quality, depending on whethaot researcher’s data and outliers
were excluded from the analyses. Therapist praegeaffectalonegenerally did not
predict any client-rated process/outcome variallaspredicted working alliance and
session quality after controlling for therapist gha in affect.

Table 11. Predictors of Therapist Post-sessiomBsaitf Real Relationship

Step 1 Step 2 Step 3
Coeff. T Coeff. t Coeff. t
Fixed effect

Intercept 3.650  22.838*** 3.650  23.012*** 3.651 21.038***

Session -.001 -.609 -.001 -.619 .000 -.0327

Therapist Pre-PA .001 .307 012 2.364**
Therapist Pre-NA -.003 -.603 -.022 -4.646***
Therapist PAA .015 3.487***
Therapist NAA -.026 -2.952**

Random effect
Level 1 residual .119 5.248%*** 119 5.236*** 103 6.950***
Level 2 intercept .212 1.108 .213 1.123 215 1.022
Level 3 intercept .003 .006 .003 .006 .003 .005

Note. Coeff. = Unstandardized coefficient Unstandardized coefficient / standard error

*p < .05, *p < .01, **p < .001.
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Qualitative Findings

Research Question 7: How do therapists explairr tfgange in affect, if any,
from pre- to post-session?

After rating their post-session affect on the PANAfrapists were asked to
respond to three open-ended questions about tifedt.a-irst, therapists were asked,
“Did your mood change during the session?” Aftguating for the number of sessions
that each client had and the number of clientsé¢hah therapist had, therapists reported
to have experienced a mood change in 67% of sesaimhno mood change in 33% of
sessions.

If therapists responded yes to having a mood chdahgg were then asked, “How
has your mood changed?” and “What happened dunmgédssion that could have
resulted in this mood change?” Therapists’ resppts¢hese questions were coded using
COQR-modified and summarized in Table 12.

Of the sessions in which affect change was reppatieast one positive affect
change was noted in 63% of these sessions andsatdee negative affect change was
noted in 50% of these sessions (therapists codidate both positive and negative
changes). Paired sampteest indicated that the difference between pasiind negative
affect change was not significanl@) = 1.20 p = .25) The most common positive
affect change involved therapists feeling more gedaand energized (32% of sessions in
which affect change was reported). Examples otaffescriptors that fell under this
category included interested, attentive, activéh@siastic, intrigued, and excited. The
next most frequently reported category of positiffect change was an increase in calm

and/or a decrease in distress (19% of sessionkichvaffect change was reported).
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Responses such as relaxed, relieved, centerealsat ®ntent, cathartic, less irritable,
less guilty, and less ashamed were grouped hetallggrevalent (19%) was a non-
specific positive affect category containing dgstonis like glad, happy, feel better, and
more positive. This was followed by the categorgaffident/strong (11% of sessions
with affect change). Words like proud, self-assuedticacious, reassured, empowered,
determined, resolute, fulfilled, productive, andtgred were included in this category.
Finally, therapists sometimes reported feeling fhapmptimistic about or
inspired/encouraged/motivated by their clients (486
empathetic/caring/compassionate towards their tsli€i?o).

The most commonly reported negative affect change feeling anxious or
concerned (18% of sessions with affect change, wagried, nervous, frightened,
vulnerable, tense, jittery). Feeling depleted mdiafter a session (17% of sessions in
which affect change was reported) was the next smsimon negative affect change.
Adjectives such as drowsy, sluggish, sleepy, loergy, and bored were included in this
category. This was followed by depressed or dovitd4le.g., sad, upset, somber,
bummed out), self-critical or inadequate (7%; dags confident, less assured, weakened,
disappointed at self, defeated, rejected, unsarg) frustrated or impatient (7%; e.g.,
angry, irritable, hostile, agitated, underappreiat

When it came to explaining their change in affdotrapists most frequently
attributed positive affect change to the processarking collaboratively with clients on
their tasks and goals (23% of sessions with affeahge). To protect the identity of
therapists and clients, the female pronoun was imsaltithe quotes below. One therapist

wrote that she felt more positive because she andlient “talked about (their)
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relationship and got a better understanding ohtireeds.” Another therapist felt
energized when she and her client “agreed upon satien plans.” Clients’ engagement
in therapy constituted the second most common aafitan for therapist positive affect
(20% of sessions with affect change). For exangtberapist reported feeling excited
because her client “worked hard exploring her issugnother therapist noted that she
got more interested, attentive, and active durvegsession because her “client was very
engaged and active and talked about what she vigalffom a romantic/sexual
relationship at length.”

Being a good therapist constitutes the third mostraon explanation for increase
in positive affect (18% of the sessions in whicteetf change was reported). One
therapist wrote, “Was proud of and happy with stgynore empathic with client, and
felt more centered after expressing to her sommyofeelings about our relationship.”
Another therapist stated that she felt more enedgand happy because “it was a good
session in which (she) made good interpretatiodsoaservations.” The connection that
therapists experienced with clients also explathed positive affect (12%). One
therapist wrote, “l was able to connect with therd during this session and that made
me feel more interested and engaged.” Another wtbfelt happy and encouraged that
our relationship seemed to have taken a turn ®b#iter.”

Client's progress and demonstration of strengthevedten sources of positive
affect for therapists as well (8%). For instancthexapist reported feeling more relaxed
as “client was able to go deeper, talked about mapees in session, gained better
understanding, and feel better as a result.” Arrdtierapist reported feeling proud and

happy when her client “got a job, which has bestraggle for years.” Finally, some
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therapists reported that conducting therapy wateceg and helped them focus less on
their personal problems (5%). A therapist said,&éthent and | got to discuss her issues,
which took me away from my own tension.” Anothegrdpist noted, “I felt calmer as |
attended to his voice and offered non-verbals.”

The most frequently cited reason for therapist hegaffect change was having
clients who were difficult to work with (17% of s@gns in which affect change was
reported). Examples of difficult client situatiom&luded clients who talked too much or
too quickly, went on tangents, or came late toieassClients were also considered
difficult if they were superficial, boring, dismise, hostile, disengaged, or resistant to
change. For instance, one therapist wrote, “| wasesl, annoyed, and surprised” when
“client disclosed that she felt criticized by mynwment.” Another therapist reported,
“The client’'s monotone caused me to feel drowsywe through the session.” Clients
in distress and/or at risk also often led to amaase in negative affect among therapists
(13%). For instance, a therapist wrote, “Clienthlised some very difficult experiences
over last week. Feeling some of her pain and unsiuhew to best help.” Another
therapist reported feeling “nervous and fearfultdngse the client “expressed painful
feelings and passive suicidal ideation.”

Therapists attributed some of their negative affet¢taving an unproductive
session and/or being a poor therapist (13% of @essiith affect change). For example,
one therapist reported feeling frustrated becatlsesession did not go the way | was
hoping. We ended staying at a very surface leveidther therapist wrote, “Unsure of
my interventions. Was harder for me to be engagedsibly because of

countertrasnference to the client.” The ending tifemapeutic relationship sometimes
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triggered negative therapist affect as well (8%)e@herapist said, “Client and | talked
about termination at the end of therapy. She igootg to transfer because it's hard for
her. | feel guilty about leaving.”

Negative affect arose among therapists during peehnapy sessions because of
the nature of the intervention (5%). For examgierapists reported feeling increased
tension followed by fatigue when they needed tdlehge or be immediate with clients.
Discussion of fees and payment for missed sessiassalso reported to increase
therapist anxiety. However, it should be noted pusitive affect often accompanied
negative affect in this category. For instance, thieeapist stated, “Client and | had
immediacy more towards the end that was fascinalinvgas exciting. But | also became
nervous about timing and countertransference.” Aaotherapist reported that “risky
immediate discussion” with her client led her to*adit more scared yet feeling (a)
sense of centeredness.” Finally, external factarsh as a long day or iliness, also
explained a change in therapist negative affect) (Z%e therapist commented, “l don't

think it has to do with the session - | just falked after a long day.”
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Table 12. Domain and Categories of Therapist Resggoan Mood Change.

Domains and Categories Prevalence* (%f sessions with
mood change)

How did mood change?

More positive (at least 1 positive mood 63
category)

Engaged/energized 32

Calm/less distressed 19

Non-specific/generally positive 19

Confident/strong 11

Hopeful/inspired 4

Empathetic/caring 1

More negative (at least 1 negative mood 50
category)

Anxious/concerned 18

Depleted/tired 17

Depressed/down 11

Self-critical/inadequate 7

Frustrated/impatient 7

Why did mood change?
For positive mood change:

Collaborated with client on tasks and goals 23

Client was engaged in therapy 20

Being a good therapist 18

Felt connected to client 12

Client made progress 8

Conducting therapy reduced own distress 5

For negative mood change:

Client was difficult to work 17
with/late/disconnected

Client was in distress/at risk 13

Unproductive session/being a poor therapist 13

Ending of therapeutic relationship 8

Nature of intervention 5

External factors (e.g., long day) 2

* Prevalence adjusted for number of sessions dedtslthat each therapist had.
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Chapter 6: Discussion

In this study, therapist affect before, during, aftér sessions did seem to make a
difference for psychotherapy process and outconmeedjrate the quantitative and
gualitative findings in this discussion.

Description of Therapist Affect

Based on their quantitative ratings, therapistsihakases or decreases in
positive and negative affect from pre- to post-s#sd/VNhen averaged, the changes in
therapist positive and negative affect were appnexely zero, suggesting about equal
increases and decreases in either affect acrosesalions. Corroboratively, therapists
gualitatively reported change in affect in approaiely 67% of sessions, with increases
in positive affect occurring as frequently as irms®es in negative affect. These findings
were interesting given that many studies on thetapaction to clients focused on
therapist negative affect (e.g., Adams & Riggs,@®burke & Grenyer, 2010; Hill et
al., 2003; Hoffart et al., 2006; Williams et alQdB), although Hill et al. (1994) showed
that therapists experienced an increase in posfieet from pre- to post-session, and
Lent et al. (2009) showed that therapists-in-tragmecalled positive information about
their counseling efficacy in post-session surv@ystective self-serving bias might be at
play, such that therapists focused on positiveihglpxperiences in psychotherapy
sessions. Alternatively, therapists’ experiencbahg helpful might have increased
positive moods and self-evaluation, similar to jggrants in social psychological
experiments of altruism (e.g., Williamson & Clatl§89). Indeed, being able to

collaborate with clients on tasks and goals anddgood therapists were among the
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most frequently endorsed reasons for therapistsease in positive affect in the present
study.

As therapy proceeded (i.e., as session numberasedd, therapists reported less
positive affect on the PANAS. One possible explamaivas that therapists and clients
achieved more success in the early phases of thé@p working on more changeable
problems, but as they delved deeper into clies®iés, engrained difficulties were less
amenable to change and the work became more difficus hypothesis is supported by
the observation that symptomatic change occurs ouaickly than characterological
change (Kopta, Howard, Lowry, & Beutler, 1994), dhdt improvement in
psychotherapy follows a negatively acceleratedepatbver the course of therapy (Stulz,
Lutz, Kopta, Minami, & Saunders, 2013).

Predictors of Therapist Affect Change

When clients had high positive affect pre-sessiomcreased in positive affect
from pre- to post-session, therapists also incaeaspositive affect from pre- to post-
session. On the other hand, when clients ratedggssion negative affect high or had an
increase in negative affect from pre- to post-sgssherapists reported increases in
negative affect from pre- to post-session. Thus afifiective experience of therapists in
sessions was concordant with the kind of affedt ¢chents brought to sessions and also
with how client affect changed in session. Qualiedy, therapists attributed their
positive and negative affect changes to clientiacte.g., clients were engaged, clients
made progress, clients were difficult to work withents were in distress or at risk) in

58% of the sessions in which therapist affect clbamgs reported. These observations
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reflect that therapists had emotional reactionseing with their clients (Gelso & Hayes,
2007).

When considering the variables entered to “prediwtiapist pre- to post-session
change in affect, it is important to be careful @hiaferring causality of findings given
that this was a naturalistic study. In particutient pre- to post-session change in affect
may be a correlate, rather than a true predictdhevapist affect change. For example,
one interpretation of the association between as&en therapist and client positive
affect from pre- to post-session is that theragedtanore energized as clients became
engaged in session. Another is that clients gaoge as they interacted with
enthusiastic and active therapists. Yet anotherpnétation is that both therapists and
clients became energized towards the end of acse@=., a third variable). The mutual
influence between therapists and clients, andrfhgence of extraneous variables, are all
possible explanations, even when client affect ghamas entered as a “predictor” and
therapist affect change was entered as an “outcamte& multilevel models.

On the other hand, client pre-session affect waasured prior to therapist affect
change from pre- to post-session apgearedo be a predictor of therapist affect
change. However, sources of client pre-sessiowtaffere not directly investigated in
this study. Client pre-session affect may refleetimpact of events and relationships in
clients’ lives outside of therapy, but may alsdeef anticipation about the impending
session or even carryover effects from previousises. Thus, the affect that clients
brought to sessions may not always be independéhé aherapist and the therapeutic

relationship. Time-series analysis and cross-laggectlation (Borckardt, Nash,
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Murphy, Moore, & O’Neil, 2008) may provide the teateeded to elucidate nuanced
temporal relationships between client and theragifsct.

Regardless of the direction of influence, curr@siutts suggest a dyadic affect
regulation, which may be a key mechanism of chamgsychotherapy (Dales & Jerry,
2008). Recent findings in psychophysiological ségdn psychotherapy support dyadic
affect interaction. For instance, in their singdse study of psychodynamic therapy,
Marci and Reiss (2005) found significant concoraaimcskin conductivity between a
therapist and a client throughout a session, dveugh the client’s amplitude of arousal
was consistently higher than that of the therapstssina et al. (2013) found that
therapists exhibited higher concordance in skirdoetivity with volunteer clients than
non-therapists when both listened to the voluntéents’ personal problems.
Importantly, the therapist in Marci and Reiss wated by the client as highly empathic,
and the level of concordance in Messina et al.etated positively with perceived
empathy, suggesting a close relationship betwegchpphysiological synchrony of
emotions and subjective experience of empathy.d@esskin conductance, synchrony in
vocally encoded emotional arousal has also beamdftmbe positively correlated with
observer-rated therapist empathy (Imel et al., 2014

In contrast to electrodermal and vocal concordaremprocal facial expression
of emotion between therapist and client have haadeffects on therapeutic process
and outcome. For example, mutual smiling may featéi affiliation and foster the
development of alliance early in the course ofdpgr but may also be used to minimize
the damage of conflicts and maintain clients’ dystional relationship schemes (Roten,

Gilliéron, Despland, & Stigler, 2002). Rasting éBelutel (2005) compared successful
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and unsuccessful inpatient psychotherapy case®and that patients with unsuccessful
courses of therapy often had therapists who reggbtalthem with more similar facial
expressions at intake. Such reciprocity correlatesitively with therapist reported affect
intensity, which the authors posited to be signthefapist over-involvement. These
findings illustrate that therapist affective engagat and support may need to be
balanced with self-awareness, objectivity, andntitmality to maximize client gains.

In spite of the emerging knowledge in psychophyggland facial expression of
affect in psychotherapy, the clinical significarafehe correlation between therapist and
client self-reported affect change found in thespra study remains unclear. In
particular, skin conductance, vocally encoded aabwsd facial affect display probably
occur at an unconscious and preconscious levekeabkeself-reported affect reflects
participants’ conscious emotional experience. Rgsand Beutel (2005) also reported no
association between therapist facial display cgcifnd their reported level of affect.
Because it is easier to attend to, and hence detbamg about, the conscious than the
unconscious aspects of one’s affective experiaesearch into the synchrony of
conscious affect variables and its relationshigwhierapy process and outcome may be
particularly fruitful.

Therapist Affect and Psychotherapy Process/Outcome

The multilevel analysis offers an opportunity t@exne the partitioning of total
variability of process and outcome variables actbsgpists, clients, and sessions (plus
error). After controlling for session number (arehbe regardless of the time point in the
course of therapy), variances in client and thetapitings of working alliance and real

relationship were most attributable to differenae®ng clients, whereas variance in
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session quality was most attributable to sessiveatiductuation. Therapist differences
contributed the least variance in each of the thegmbles rated from either perspective.
These findings suggest that session quality magy fperticularly relevant outcome to
examine when studying session-level variables, sagcttate affect, and the lack of
therapist-level variability may reflect the samgliof a small group of therapists in this
study who received training from the same prograchftaad a similar level of experience
providing therapy. It is important, however, to ackledge that these conclusions are
only tentative given that other studies have predidomewhat different estimates of
variability across the three levels. For exampkboaigh Gelso et al. (2012) found that
client differences accounted for the most varianadient-rated real relationship, they
reported that session differences accounted fomibst variance in therapist-rated real
relationship. Kivlighan and Shaughnessy (1995) edported that session differences
accounted for the most variance in therapist-rateking alliance.

Therapist pre-session affect in relation to clientated session outcomeé/Nhen
therapist pre-session affect was initially addethtomultilevel model, it was not related
to client-rated working alliance, session qualdyyeal relationship. However, therapist
pre-session affect became a significant correlateooking alliance and session quality
after therapist pre- to post-session change ircaffas also entered into the multi-level
models. Thus, the relationship between therapestspssion affect and client-rated
process/outcome might have been masked by théoredhtp between therapist change in
affect and client-rated process/outcome, suchthealatter relationship had to be
controlled before the former relationship becamedent. Ceiling effects and regression-

to-the-mean effects may have been responsiblautdr siasking. For example, high pre-
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session positive affect was associated with a trguositive affect from pre- to post-
session. One possible explanation was that preesgsssitive scores were already very
high and there was no room to go higher. The p@s#dssociation between pre-session
positive affect and client-rated process/outconeeefore only became evident when the
drop in affect was considered. While in need oficagion, these findings highlight the
changing nature of therapist affect within sessims emphasize the importance of
analyzing therapist affect at different time poiats session to gain a better
understanding of how it may be related to psychaineprocess and outcome. Ceiling
effects in self-reported affect measures may ndtitel and need to be taken into
account before important relationships are uncakere

Practically, after controlling for ceiling/regressito-the-mean effects, when
therapists reported higher pre-session positivecaftlients rated the session quality and
working alliance higher. On the other hand, wheardhists reported higher pre-session
negative affect, clients rated session quality loatgost-session. Therapist pre-session
positive affect thus appeared to offer therapistadvantage in executing better sessions
and developing stronger working alliance with dgerPerhaps positive affect helped
therapists to be more creative in their work (Beiaal., 2008; Deacon, 2000). In her
broaden-and-build theory, Fredrickson (2001) suiggkthat positive emotions expand
people’s attention and cognition so that they grenao hear and integrate diverse
materials. In contrast, negative emotions narroapfees attention to focus on details and
reduce their cognitive flexibility. Therapists witiigh level of pre-session positive affect
may have therefore gone into sessions with a maerf mind,” facilitating more

creative exploration and recognizing client pattemore quickly, whereas therapists with
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high levels of pre-session negative affect may heacedifficulty attending to clients and
considered only a limited range of therapeuticrwgations. Relationally, if therapists
walked into sessions with high positive affect tinegy have felt positively towards their
clients, who experienced this positivity reciprdgahrough affect regulation processes,
which then fostered their perception of a goocalie. Indeed, de Roten, Drapeau, and
Michel (2008) noted in their review that positive@ions are probably crucial in
building a “basic collaborative relationship” (Al 4.

Interestingly, we did not find support Duan and ligkan’s (2002) findings that
therapist positive affect was related to less elmpamotions towards clients whereas
therapist anxiety was related to more accurate dmpar clients, and that higher
therapist empathy (feel what clients feel) and empaccuracy (know what clients feel)
were related to greater client-rated session d&#thaps empathy specifically facilitated
clients’ experience of session depth in Duan andigfian’s study, whereas session
guality in the present study was a global sessiafuation that was influenced by
empathy as well as other aspects of the therapetgaess. A supporting observation for
this hypothesis is that empathy wast found to be related to client perception of session
smoothness in Duan and Kivlighan’s study. Altewelii, therapists may need a balance
between positive and negative pre-session affechximally effective therapy, which
had not been investigated in either study. The fatween positive and negative
emotions for optimal human functioning is the sebjf heated debate in recent years in
psychology (e.g., Brown, Sokal, & Friedman, 201&dfickson & Losada, 2013) and
may offer some interesting ideas for the studyhefapist affect and therapist functioning

in the future. In good therapy, therapists nedaetaffected by clients’ negative emotions
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without losing themselves, like Erich Fromm’s ampl@f sand being penetrated by
ocean water, and then letting the water go (G@ersonal communication, March 28,
2014).

Therapist pre-session affect in relation to therapst-rated session outcome.
After controlling for therapist affect change frgre- to post-session, therapist pre-
session affect was found to be related to therapistl process/outcome. In particular,
when therapist reported more positive pre-sesdiectathey rated session quality,
working alliance, and real relationship higher astgsession. On the other hand, when
therapist reported more pre-session negative atteey rated these process/outcome
variables lower. It is not clear, however, whether-session positive affect and negative
affect truly facilitated and hindered therapy presfeutcome, respectively, or if pre-
session positive affect and negative affect entcaaod diminished therapists’ evaluation
of therapy process/outcome, respectively. In thgard, client ratings of therapy
process/outcome seem more valuable in the stutheddpist affect.

Therapist pre- to post-session change in affect melation to client-rated
session outcomeAn increase in therapist positive affect from grepost-session was
associated with higher client ratings of sessiaaligu(but not related to working alliance
or real relationship), whereas an increase in fhstraegative affect was associated with
lower client ratings of the real relationship (oot related to working alliance or session
quality). It is unknown why positive and negativieeat changes were related to different
process and outcome variables. In addition, thection of influence in the relationship
is unclear. Therapists might have experienced poséive affect because the session

went well. Another possibility is that clients hgdod sessions because therapists became
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increasingly engaged in the course of a sessiohaiYaher possibility is that clients
experienced positive events outside of therapy,(gegting a job), which positively
influenced how clients rated the session and imgutdlaerapists affect when therapists
heard the good news.

Nevertheless, in spite of reaching statistical ificgnce, the effect was generally
small: Adding therapist affect change as prediftoclient-rated process/outcome did
not result in a substantial increase in the amotimériance explained (2% for session
quality, 1% each for working alliance and real tielaship). The small numbers indicate
that most of the session-to-session fluctuatiocliant-rated process/outcome remained
unexplained by change in therapist affect.

Therapist pre- to post-session change in affect relation to therapist-rated
session outcomeAdding therapist pre- to post-session changefacafesulted in an
increment of 16%, 20%, and 13% of modeled varidacéherapist-rated working
alliance, session quality, and real relationsteppectively. These percentages were
substantially higher than those found for clietedaprocess/outcome, suggesting that
change in therapist affect explained a greaterqtam of the variance in therapist-rated
than client-rated process/outcome. In particutegrdpist increase in positive affect or
decrease in negative affect from pre- to post-eassere related to better session quality
and stronger working alliance and real relationshilge qualitative findings also
corroborated the quantitative results, showing bwavapists often attributed their
increase in positive affect to collaboration witlets on tasks and goals, client
engagement, client progress, and feeling connéotelients, and their increase in

negative affect to difficulty working with clientggeling disconnected from clients, and
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having an unproductive session. Mono-rater bias imagart explain the discrepancy
between change in therapist affect and client-ugetiserapist-rated process/outcome.
How therapists, as opposed to clients, rated aoseand the therapeutic relationship
would inevitably be associated with therapist affecchanges in the session.
Strengths and Limitations

The data collected from a large number of sessaotign therapist-client dyads
in this study offered a unique opportunity to lagkhow fluctuation of therapist affect
across sessions was related to psychotherapy grandsoutcome. Affect data were
collected before and after each session so thaimtaneously characterized what
therapists brought to sessions (i.e., therapistiemal well-being) and what got triggered
in therapists during sessions (i.e., therapist emat reactions), allowing us to examine
the relationship between therapist affect and pstywrapy process and outcome. The
use of qualitative method in addition to quantitatmeasures further supplemented
numerical findings with rich experiential data tla@ned to explicate therapist affective
processes.

In terms of limitations, we had a small samplehafrapists, which did not allow
more nuanced relationships to be detected. For pbeatterapist trait factors (e.qg., trait
affectivity) could not be added as covariates aadiglled out so that the predictive
power of affect could be enhanced. In addition thegapists in this study were all
trainees from the same doctoral program, whichtéirgeneralizability.

The present study was observational in nature ahdat allow causality to be
established between therapist affect and psychagplgegarocess and outcome. Although

the directionality of cause and effect may be s|aed through the use of pre- and post-

97



session measurements, we cannot rule out the intiduef extraneous variables (e.qg.,
time of day). Furthermore, a limited number of @exand outcome variables were used.
In particular, only session-level process (i.e.rkirg alliance and real relationship) and
outcome (i.e., session outcome) were examined.

Research participation may have contributed tad¢kalts in the present study.
The act of filling out measures of affect beforessens may have increased therapist
self-awareness and influenced psychotherapy pr@ebssutcome. Similarly, five-
minute centering exercise prior to sessions invghguided mindfulness practice
resulted in higher therapist-rated presence aedtetated session effectiveness (Dunn,
Callahan, Swift, & lvanovic, 2013).
Implications

Implications for practice. Given that therapist pre-session positive affact h
facilitative effects on clients’ perception of sessquality and working alliance, whereas
therapist pre-session negative affect had hindesffegts, therapists might want to pay
attention when they experience particularly lowippes affect or particularly high
negative affect before therapy sessions. They namt t0 engage in methods, such as
mindfulness practice (Shapiro, Brown, & Biegel, 2))Qo regulate their emotions.

Furthermore, given that therapists’ change in affeas concordant with clients’
change in affect, clients’ pre-session affect, elreht ratings of the therapy process and
outcome, therapists should be aware of the emdtmrikto feel similarly as clients,
particularly when the pull was to experience maggative affect. These findings serve

as a reminder of the need for therapist awareness.
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Implications for research. In the present study, we focused on therapistaiie
psychodynamic/interpersonal psychotherapy. It wangdnteresting to see if similar
results would apply to therapists who practice psyieerapies that focus less on
emotional experiencing (e.g., cognitive-behaviasalution-focused therapy).

It would also be important to look at therapiseatffin therapists with different
training experiences and experience levels. Inqaatr, trainee therapists might
experience higher levels of stress and have mare{s emotional boundaries (p. 98)”
in practice compared to experienced therapists\W&io& Trotter-Mathison, 2011).
Examining the relationship between therapist aféext psychotherapy process and
outcome across therapist experience levels maviitlate key affective regulation
capacities that therapists develop over time.

This study illustrates the presence of dyadic ratih of affect between
therapists and clients. It would be interestingge how such regulation unfolds during a
session and over the course of therapy. Does tistam client affect become more or
less synchronized from the beginning to the enal s#ssion, and over time in a course of
therapy? In addition, how does affect synchrony @mdplementarity relate to
therapeutic process and outcome? It may be thaa#mepconcordance needs to be
modulated with a certain degree of therapist ematidistance, especially when client
negative affect is high so that therapists conttouestill hope in clients and have the
cognitive and emotional resources associated vasiitige affect to execute therapeutic
interventions.

Future research could include other psychotherapgome variables (e.g.,

symptoms, interpersonal distress) so that chamgelgent well-being could be
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investigated in relation to therapist affect. Otti@rapist process variables contiguous to
affect, such as therapeutic presence, could alstuoked as potential mediators to
improve our ability to formulate a coherent theofyherapist affect and therapeutic
effectiveness. In addition, other therapist statieables could be investigated. For
example, long work hours and physical exhaustiore eeen attributed to the decrease of
empathy among medical students and residents iover(Neumann et al., 2011). How
may therapist fatigue and energy levels be relatgbychotherapy process and
outcome?

Analog studies using experimental manipulatiorhefapist affect may help
clarify the impact of affect on therapist functingi Furthermore, examination of
cognitive variables (e.qg., attention, judgment,isiea making, verbal response) and
therapist variables (e.g., empathy) that changle affect manipulation may shed light on
the mechanism underlying the relationship betweerapist affect and psychotherapy
process and outcome.

Finally, perhaps a follow-up study looking at atigie sessions with and without
affect measures will help clarify whether complgtaffect measures has an impact on
therapists and their work. If so, the usefulnesaffefict measures as therapist self-

awareness tools should be further investigated.
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