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Abstract


Report on development of a computer-based, theory-driven method of assessing patient variables that contribute to differential assignment of psychotherapy models. In a cost-conscious health care environment, omnibus personality tests and current state measures are both expensive and insensitive to most of the empirically defined, treatment-relevant patient characteristics.  These factors limit their usefulness in treatment planning.  Aptitude-Treatment-Interaction (ATI) research has revealed differential effects of manualized cognitive, interpersonal, and insight-oriented treatments as a function on a select number of relatively specific personality  and symptom qualities. An cost- and time-efficient method of measuring these dimensions could increase the power of treatment by identifying those that are likely to be most effective for a given patient, in advance. The STS (Systematic Treatment Selection) Clinician Rating Form is a relatively brief measure of a variety of patient dimensions, including subjective distress, various aspects of coping style, and resistance traits. Current data reveal good inter-rater reliability and adequate levels of discriminant and convergent validity.  


Patient Assessment and Treatment Planning


Demands by health care administrators to reduce costs, public pressures to provide proof of treatment effectiveness, and progress in research have combined to force psychotherapy practitioners to justify their activities by reference to scientific research (Docherty & Streeter, 1993).  This requirement has forced clinicians to reconsider the traditional practice of viewing all patients through the same theoretical lens.  Instead, clinicians must plan treatments differentially---matching each patient to the treatment that has the greatest probability of success.

Differential Treatment Selection

Any effort to develop individualized treatment plans embodies the implicit or explicit assumption that all treatments are not equally effective for all patients or circumstances, a belief that has been hotly debated in psychotherapy literature (e.g., Beutler, 1991; Luborsky, Singer, & Luborsky, 1975; Shoham & Hannah, 1991).  While there are wide differences of opinion, a persuasive body of research is accumulating to indicate that there are a variety of patient characteristics that both mediate the effectiveness of particular treatments and can serve as indicators for the selection of appropriate interventions.  Thus, some patients do better than others in a given treatment and patients who respond poorly to one treatment type may do well when treated with another (e.g., Beutler, & Clarkin, 1990; Foreman & Marmar, 1984).  These observations stand at contrast to the assumption that all treatments are equally effective--the DoDo bird verdict, and propose that while the mean effects may be indistinguishable, different patients are being affected by various interventions.


To implement optimally tailored treatment plans, a clinician must be able to identify those patient states and traits that have been observed to operate as indicators or contraindicators for the use of various treatments.  Traits are patterns of thought, feeling, and action that are both recurrent and consistent within an individual but vary from person-to-person (McCrae & Costa, 1995).   States, in contrast, are transitory emotional qualities that usually change rapidly, but may recur in a pattern that reflect more enduring aspects of the person.   If one can identify and measure these differential predictors and apply them when planning the nature of treatment, therapeutic interventions could become more rational, faster, and effective, than they currently are, for a given patient (Korchin & Schuldberg, 1981).  


Researchers caution, however, that not all knowledge is equally good or relevant and that clinical assessment may not provide the kind of information needed by therapists (Korchin & Schuldberg, 1981). Clinicians require focused tools that are specific to the task of assessing relevant patient qualities that can be used to guide treatment decisions.  These methods must selectively eschew the measurement of dimensions that have little predictive utility and those that are defined more by rational than by empirical means. As suggested by Hayes, Nelson, and Jarrett (1987), “...the role of clinical assessment in treatment utility has been buried by conceptual confusion, poorly articulated methods, and inappropriate linkage to structural psychometric criteria ...” (P.973).   This paper reports initial efforts to test a research-informed method of identifying traits and relatively enduring states of patients that will allow them to select psychotherapeutic strategies that best fit different patients. 


Systematic Treatment Selection (STS; Beutler & Clarkin, 1990) is a research-based decisional framework that attempts to avoid many of the pitfalls delineated by Hayes et al. (1987), and that can potentially extend managed care resources by enhancing the likelihood of obtaining favorable treatment outcomes.  STS shifts the focus of treatment planning from the usual global, diagnostic categories and theoretical models that reduce clinician flexibility, to the assessment of normal as well as pathological patterns of behavior that differentially mediate the effects of various aspects and qualities of treatment. 


While standardized instruments are available for assessing the various patient dimensions identified by the STS model, these instruments frequently are long and provide a good deal of superfluous information.  Hence, a single instrument whose subscales are designed to reveal treatment-relevant characteristics promises to be more time efficient than those conventionally used in patient diagnostic assessment.  In this paper, we will briefly describe a few of the most promising dimensions in the STS model, and will describe the development and psychometric properties of this assessment procedure, the STS Clinician Rating Form.

Predisposing Variables

In developing the STS model, Beutler and Clarkin (1990) defined nearly 40 different patient variables for which some research had indicated their relevance for predicting the distinctive effects of various treatments.  Subsequent research has led us to narrow the focus of our efforts to fewer than a dozen dimensions that are the most promising as the basis for guidelines to tailoring treatments to patient needs (Beutler, & Consoli, 1993; Gaw & Beutler, 1995).   The STS Clinician Rating Form will embody many of these dimensions, in its final form.  In the current report, we will describe the measurement and of three of the more central and clearly established constructs, derived from extant literature, one of which will be presented as having two separately validated components.  These dimensions include: (1) patient subjective distress, (2) coping style (a composite of patient externalization and internalization), and (3) patient resistance potential.  These dimensions are identified as "Patient Predisposing Variables" (Beutler & Clarkin, 1990; Beutler & Hodgson, 1993).  


In the STS model, cross-theoretical therapeutic interventions are prescribed on the basis of relationships defined in psychotherapy outcome research.  Based on this research, each of the three treatment planning variables corresponds to the use of a quality or aspect of treatment that extant research has suggested may mediate the effects of different models and methods of treatment. 


Subjective Distress is a state-like construct that is expected to vary from session-to-session and to be indirectly related to patient motivation.  Both high and low levels of subjective distress have been considered to be impediments to therapy effectiveness (e.g., Frank, & Frank, 1991; Beutler, Consoli, & Williams, 1995).  Insufficiently distressed patients may lack the motivation to engage in therapy processes that are advantageous for improvement, while overly high levels of subjective distress may prevent the patient from concentrating on the therapeutic experience. 


STS advances the proposal that patients with low levels of trait-like emotional arousal will be best matched with the use of techniques that raise their level of emotional arousal by confrontation and abreaction. Patients with excessive levels of trait-distress, on the other hand, are hypothesized to be best matched with supportive, structured, and stress control techniques and strategies (Beutler & Clarkin, 1990).  Research has yielded results that are inconsistent on this point, however (e.g., Burgoon, LePoire, Beutler, Bergan, & Engle, 1992; Elkin, Shea, Watkins, Imber, et al., 1989). These inconsistent findings may reflect a need to differentiate between subjective states and more enduring trait-like qualities.  The advantages of such a distinction has only been recognized and incorporated into research quite recently (Strupp, Horowitz, & Lambert, 1997).  When such a distinction is maintained, there is some evidence that both state and trait aspects of severity are differentially mediate the effects of different models of psychotherapy (Beutler, Davison, Kim, Karno, & Fisher, 1996). 


Subjective distress can be reliably assessed using standardized test instruments.  General measures of distress include such indices as the Global Severity Index (GSI) from the SCL90-R or BSI (Derogatis, 1977) and the Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961).  These measures are quite reactive and sensitive to state-like effects, but may not capture trait-like reactions.  The State-Trait Anxiety Inventory (STAI; Spielberger, Gorsuch, & Luschene, 1987) provides both measures and offers a reliable way of differentiating between them.  At the other extreme, the MMPI/MMPI-2 provides measures that are heavily trait-like (Graham, 1990).   In developing the STS Clinician Rating Form, an important question is whether a clinician rating can adequately reduce the problems of self-reports and modulate the state and trait-like features of distress sufficiently to produce a reliable and meaningful differential predictor of abreactive and supportive treatments. 


Coping Style is an enduring patient trait that relates to the way that one copes with personal and interpersonal threats.  By extension, these styles of coping should logically suggest the nature of therapeutic environments that will circumvent these defenses.  Indeed, research suggests that patients who cope with stress by internalizing responsibility, blaming themselves, and sacrificing personal self-esteem to maintain approval tend to respond better to insight-oriented treatments than to behaviorally-oriented ones.  Alternatively, patients who cope with stress by externalizing blame, acting out impulsively, and by directly avoiding problems are more responsive to behaviorally-oriented treatments than to insight-oriented ones (Beutler, Mohr, et al., 1991; Beutler, Engle, Mohr, et. al, 1991; Kadden, Cooney, Getter, & Litt, 1990; Sloane, Staples, Cristol, Yorkston, Whipple, 1975).


Internalizing and externalizing coping styles can be assessed as either separate aspects of coping or as a combined coping style, using an assortment of omnibus personality tests.  Included in this group are the California Psychological Inventory (CPI; see Kadden, Cooney, Getter, & Litt 1990) and the Millon Clinical Multiaxial Inventory III (MCMI-III) (see Groth-Marnat, 1997).  The most researched measure of this dimension, however, is the MMPI/MMPI-2.  Beutler and colleagues (Beutler, Mohr, et al., 1991; Beutler, Engle, et al., 1991; Beutler & Mitchell, 1981; Calvert, Beutler, & Crago, 1988) have found that depressed and mixed outpatients who vary along MMPI internalizing (Welsh, 1952) and externalizing criteria (Beutler & Mitchell, 1981) produce a differential response to cognitive-behavioral and insight-oriented treatments.  Specifically, patients who are identified as impulsive and externalized tend to respond best to behavioral procedures, while those who are low on this dimension (internalizers and mixed types), tend to respond best to insight-oriented treatments. 


Resistance/Reactant levels of patients have both enduring trait-like qualities and state-like ones.  Resistance is expressed as a failure to comply with external directives or suggestions. Reactance (Brehm, 1976) is an extreme form of resistance in which non-compliance is expressed as active oppositionalism (doing the opposite) rather than simply as a static response to perceived infringements on personal control.  Beutler & Clarkin (1990) suggest that patients with high trait-like resistance may respond paradoxically and in counter-therapeutic ways to many interventions. They may become tense when directed to relax, and act out when instructed to constrain themselves.  Patients with resistance traits have difficulty assuming the role of follower, are threatened by the loss of personal control, fear that others will take advantage of them, become argumentative with little provocation, are critical of others, are frequently described as stubborn, and may resent those who are in a position to rules.   In less severe forms, they may express resistance less actively by terminating treatment prematurely or by failing to comply with therapeutic efforts. 


A number of studies (Beutler, Engle, Shoham-Salmon, et al., 1991;  Beutler Mohr, et al, 1991; Beutler, Engle, & Mohr et al, 1991; Beutler, Sandowicz, Fisher, & Albanese, 1996; Dowd et. al., 1988; Dowd & Wallbrown, 1993; Horvath & Goheen, 1990; Shoham-Salomon & Jancourt, 1985; Shoham-Salomon, Avner & Neeman, 1989) have demonstrated that patients with trait-like tendencies to resist authorities do not benefit as much from directive interventions by experts as their less resistant counterparts .  In contrast, these same studies indicate that these individuals do respond well to both non-directive and paradoxical procedures. 


Patient's resistance/reactance potential  has proven to be difficult to assess using standardized test measures (Beutler, Sandowicz, et al., 1996).  This can be partly attributed to the confounded state and trait nature of the construct.  The Therapeutic Reactance Scale (Dowd, Milne, & Wise, 1991) is one of several that have been developed specifically for assessing resistance patterns in psychotherapy.  Unfortunately, it and others like it have proven to be only moderately stable over time and has not successfully disentangled the confound that exists between state and trait aspects of resistance patterns. 


The MMPI/MMPI-2 has been successfully used by our group to construct and test various measures of resistance traits.  While convergent validity is inconsistent among these measures, various of the measures have proven to enhance prospective prediction of the relative effects of directive interventions like Cognitive Therapy and varieties of non-directive therapy (Beutler, Engle, et al., 1991). 


Clearly, patient resistance traits are potentially powerful factors in psychotherapy but resistance itself is a complex and multi-dimensional concept.  In the current study, we attempted to disentangle the concepts by using, in the construction of the STS resistance subscale, a composite criteria of several different trait measures as criteria for selecting items. 

Study Objectives

The current study had two objectives: (1) to determine if the STS Clinician Rating Form provide a reliable estimate of treatment-planning (Distress, Internalization, Externalization, Resistance) parameters, and (2) to determine construct validity of the STS measure of these dimensions. 


Methods

Participants 


Participants in this study included both patients and clinicians. Two archival and one prospective patient samples were utilized in developing the measure. Sample #1 was the main, prospective sample, with archival samples #2 and #3 being used to increase sample size and generalization during the reliability and construct validity phases of the STS Clinician Rating Form.  Varying intake information available on study participants formed the basis for experienced clinicians to complete the STS Clinician Rating Form (STS), and thereby to translate this disparate information into a set of common treatment-relevant dimensions.  


Sample #1. The sample of patients were drawn from those seeking services at the Ray E. Hosford Clinic (a university-affiliated, outpatient mental health, training clinic).  All included patients were ambulatory outpatients who presented with non-substance abuse primary diagnoses, average intellectual ability, and who had the ability to read at a sixth grade level or more.   Patients were diagnosed as having Major Depression (37%), Dysthymia (37%), Anxiety Disorders (8%), or transient situational disturbances and personality disorders (18%).  These diagnoses were established by an independent clinical interview supplemented by a computer-assisted Structured Clinical Interview for the DSM-III-R (SCID).  


In this sample, all incoming patients who fit the intake criteria and who were seeking individual psychotherapy were contacted and invited to participate in the study.  They were offered no incentives, but over 90% of the qualified individuals who were approached within the period of screening agreed to participate.  An initial sample of 48 individuals were screened.  Two of these individuals produced unusable initial data and were excluded from analyses.  The resulting sample of 46 participants were largely Caucasian (84%) or Latino (11%), young adults (age = 34.55 years, SD = 11.71), and female (31 females, 15 males).  


Sample #2.  One-hundred-five individuals, who entered a federally funded study on the treatment of alcoholism (Beutler, Patterson, et al., 1993), comprised the second sample.   The sample was recruited from a variety of substance abuse treatment programs in the Santa Barbara community.  They underwent initial telephone screening, followed by a structured diagnostic interview and psychological measures of drinking patterns, personality, and personal history to establish the diagnoses and substance use patterns.  


The participants from this sample comprised those who initially underwent intake evaluation and were identified as having substance abuse or substance dependent diagnoses. Seventy-nine (79) ultimately entered the treatment phase of the study.  Of the 105 patients, the 90 males averaged 37.78 (SD = 8.81) and the 15 females averaged 40.00 (SD = 7.06) years of age.  Eighty-two (82%) percent of the sample were Caucasian. 


Sample #3.  This sample consisted of 63 individuals who were reliably diagnosed as having a Major Depressive Disorder (Beutler, Engle, et al., 1991).  These individuals were recruited and treated as part of a federally funded, randomized clinical trial study of cognitive, experiential, and self-directed therapies. Referred individuals were screened by telephone and then assessed by an independent clinician and subjected to a variety of standardized interviews and tests to assure compliance with depressive diagnostic and severity criteria.  Those who were on psychoactive medication were withdrawn (n = 15) prior to completing the intake materials that were used in the current study. 


The sample consisted of 22 males and 41 females, ranging in age from 22 to 76.  They averaged 48.77 (SD = 14.95) and 45.41 (SD =13. 15) years of age respectively.  The sample was dominantly Caucasian (92%).

  
Clinician Raters

Clinicians who were affiliated with the Psychotherapy Research Program at UCSB were recruited and paid to complete the STS Clinician Rating Form on the three samples.  They included four experienced psychologists (three female and one male Ph.D.s) and one post-doctoral fellow (female).  One clinician rater was Asian-American and one was African-American; three were licensed as psychologists; two were self-employed in full-time clinical or consultive practice; one was a consultant to educational institutions; one was engaged in full-time clinical research training; and one directed the outpatient clinic from which sample #1 was obtained.  All but one of the clinician raters had more than five years of clinical experience and their average level of experience exceeded 10 years. 

Clinician Training

Five, 2-hour training sessions were provided to the pool of clinician raters to ensure a common level of familiarity with the various instruments that served as the basis for rating patient variables.  Training was conducted and supervised by one of the authors (LEB) and included lectures that reviewed the nature of all standardized tests that had been used to assess patients at intake in one or another of the three samples, and a description of the materials that raters would have available to them when completing the intake patient ratings using the STS Clinician Rating Form.  


Training in the use of the psychological tests was confined to a description of the most frequently used scales and their interpretations and did not include specific information on how the criteria scales used in the current project were to be constructed.  


Training also provided an opportunity for raters to become familiar with the items and response procedures on the STS Clinician Rating Form. Clinicians were first given a detailed description of the patient variables that were assessed in the STS Clinician Rating Form, and questions about the various constructs measured were discussed and answered.  Readings were provided as necessary to supplement training.  Specific training on the STS Clinician Rating Form (STS) proceeded by having clinicians complete ratings on various (non-study) patients, drawing from intake interviews (videotapes), whatever psychological tests were available, and clinical notes.  They discussed the ratings and then re-rated the tapes until they were able to produce criteria levels of initial agreement (kappa >.70) on one of the samples. At various points, they were given a criterion case, on which two experts (LEB, DF) had achieved consensual ratings. The clinician ratings were compared to expert-derived criteria to ensure the achievement of accuracy. 
Patient Variables

The variables of greatest interest in this study consisted of patterns among the three pairs of patient and treatment variables. The reliability phase of the study was based on sample #1 data and focused on clinician responses to the STS Clinician Rating Form.  To extend generalization, the construct validity phase used the additional samples, to the degree that they included data that was translatable to the current study.  In this phase, we compared standardized psychological test scores with the clinician ratings.  


The patient variables of interest included subjective distress (one dimension), coping style (internal and external dimensions), and trait resistance (one dimension).   These dimensions were assessed in two ways.  Both the psychological tests (criterion measures) and the clinician STS ratings measured the same constructs.  Criterion measures of the constructs from standardized, self-report tests were contrasted with ratings on the STS Clinician Rating Form as an evaluation of the construct validity of the latter instrument.  


Psychological Test Measures

The selection of criteria scores for the patient dimensions was constrained by the need to use instruments that were used in the various samples at the time of intake.  Two of the three samples (samples #1 and #2) included a variety of specific subscales from the MMPI-2 and we drew on these samples for the discriminant validity phase of this study.  Because of this same constraint, potentially important measures of various measures (e.g., the STAI for measuring subjective distress) were not available. The particular tests that were used to operationalize the dimensions of subjective distress, coping style, and resistance were derived from prior research reports.  At the same time, the derivation STS-derived scores were based on factor analytic procedures using a composite sample of 93 individuals from the three samples.


Subjective distress was indexed by two different measures in the three samples, reflecting respectively, state-like and trait-like qualities.  The MMPI-2 is a widely used, omnibus personality tests that derives patient-reports of a variety of trait-like dimensions that have been related to current status and treatment planning (Butcher, 1990; Graham, 1993).  The standardized Pt subscale was used as one index of subjective distress.  The state-like aspects of distress was assessed with the Beck Depression Inventory (Beck, Ward, et al., 1961).  The two scales were separately analyzed as reflecting different aspects of subjective distress.


Coping Style was represented by two separate composite indicators, reflecting the separate dimensions of Externalization and Internalization.   Both dimensions were extracted from the MMPI or MMPI-2 (Graham, 1993) in parallel form.  These two dimensions of coping were used to separately assess the construct validity of comparable STS scales.  In the analysis of patient overall coping style as a mediator of treatment response, we employed a ratio of External to Internal scores to index relative reliance on these coping styles, as originally suggested by Welsh (1952). The mean elevations of four separate MMPI scales were used to index each dimension, based upon prior research with this instrument (Beutler, & Mitchell, 1981; Beutler, Engle, et al., 1991; Calvert, Beutler, & Crago, 1988; Welsh, 1952).  Externalization was indexed by a combination of scales 3 (Hy), 4 (Pd), 6 (Pa), and 9 (Ma).  Internalization was indexed by a combination of scales 1 (Hs), 2 (D), 7 (Pt), and 0 (Si).  A single measure of coping style was constructed, following the rationale of Welsh (1952) by constructing a ratio of externalization to internalization scores.  Scores above 1.0 reflected relative degree of externalization, while scores below this value indicated a balance favoring internalizing tendencies.


Resistance Traits have been the most difficult of the three dimensions to measure (Beutler, Sandowicz, et al., 1996).  To reflect this complex dimension, we constructed a composite scale from the MMPI/MMPI-2.  Through consultation with experts in the field and reviews of prior research, we identified scales that conceptually reflected aspects of patient resistance.  An intercorrelation of many of these scales, using the MMPI-2 normative sample
, allowed us to identify several that conceptually reflected a common dimension.  To confirm our impressions, we cross-validated the separate subscales selected against the Therapeutic Reactance Scale (TRS; Dowd, Milne, & Wise, 1991) obtained from sample #1. In this sample, we found that the TRS was moderately correlated (from .31 to .64; M = .53; all ps < .05) with various of the MMPI subscales


We next subjected the resulting scales to a factor analysis, using the combined samples, and obtained a composite factor that included the following scales: Cn (Control), Do (Dominance, weighted inversely), and Pa (Paranoia).  The mean of these scales was then used as a final measure of resistance traits in the analysis of construct validity.  


Development of the STS Clinician Rating Form.  The STS Clinician Rating Form was developed in a series of steps, beginning with a compilation of items that appeared to relate to the various targeted dimensions.  The initial pool of 260 items was reduced to 226 by visual inspection to a series of subscales, eliminating obvious overlaps and duplications. The subscales included: level of Functional Impairment, Depression, Primary Problem/disorder, area of Social Impairment (e.g., family, partner, work, legal), level of Social Support, Subjective Distress, Clinician-observed Distress, Self-Esteem, Externalization, Internalization, and trait-like level of Resistance. 


The items on these scales require clinician ratings based on all information available to them.  The STS was designed to allow the clinician to subjectively weight all the information available at the time of intake to make summary ratings on a common set of scales. For the current study, clinicians were provided with a videotape of an early interview with the patient, clinical notes from the intake clinician, and whatever intake tests were part of the protocol governing the collection of data for that sample
.  For those portions of the criteria validity assessment that did not include relationships with psychological tests, all three samples were used (N = 216).


The STS items were presented in a checklist format and clinicians were required to provide a dichotomous rating (present-not present) on each of the 226 initial items.  If the rater was quite certain that a symptom or attribute was present they were asked to mark the item box with a check.  If there was no evidence of the symptom or attribute being present, they left the box blank.  We allowed clinicians to express uncertainty by placing a question mark in the blank, and these marks were given a .5 weighting in computing assessing subscale scores.  

Procedures

The procedures for addressing the questions posed in this study, will be described in sequence.


Interrater Reliability of STS

Ratings:  Interrater reliability assessment took place in two stages using sample #1 data.  In the first stage, raters were compared to a sample of cases on which a performance criteria had been established.  In the second stage, clinician raters were paired randomly with one another and interrater reliabilities were computed on all pairs. 


In both cases, clinicians were independently provided with the following information and asked to review it before being presented with the STS Clinician Rating Form to complete: Intake notes by the original intake clinician, a history of the patient's problem, the intake psychological test data, and a videotape of the intake session.  Both the overall reliability of the STS Clinician Rating Form and the reliability of the specific subscales were computed.


Sample #1 cases were assigned to rater pairs to ensure that each clinician rated at least 10 cases and all possible pairs were represented.  In addition to making independent ratings, the clinician pairs also met and made independent ratings on the STS Clinician Rating Form. When they had completed their independent ratings, the clinician raters proceeded to review each of their responses with each other and arrive at a consensus rating for each item. 


While engaged in the reliability assessment, one of the clinicians (the post-doctoral fellow) ended her training year and terminated her association with the project.  By that point, she had completed only 10 of 15 ratings assigned to her.  Thus, two of the five clinician raters evaluated a few additional subjects to compensate for her loss.  Otherwise, the number of ratings completed by each clinician varied only as a function of time availability.


Construct Validity

To assess discriminant and convergent validity, samples #1 and #2 were collapsed. STS Clinician Rating Forms were completed on all patients, after the clinician reviewed the intake materials described in the previous paragraphs. The material supplied to the raters for assessing sample #2, was the same as in sample #1, varying only in the specific psychological tests dictated by the varying research protocols.  The intake material included a history of the patient and problem, a battery of intake tests used in the original research protocol, and a videotape of the patient's intake evaluation. 


The summary scores from the STS Clinician Rating Form, representing subjective distress, internalization, externalization, and resistance traits were compared both against each other (discriminant validity) and against the same constructs derived from standardized self-report tests (convergent validity).  For these analyses, we used the STS Clinician Rating Form scores from a primary rater for sample #2 and the consensual ratings derived from Sample #1.  Neither samples #2 nor #3 were double-rated.  Individual clinicians rated each, with a randomly selected 20% of cases being double rated to check reliabilities.  When test-wise reliabilities dropped below a mean kappa of .70, criteria tapes were inserted and raters retrained to ensure against rater drift.  


Results

Reliability Assessment


To indicate level of reliability, three types of concordance agreements were calculated: (1) overall agreement of each possible rater pair, (2) agreement of each rater with the sum of all other raters, and (3) specific levels of interrater agreement for each of the three dimensions of interest to this study.  

The 48 individuals in sample #1 provided the basis for these ratings.  If both raters left an item blank, checked the item, or put question marks by that item, they received a positive concordance score for that item.  If one rater checked an item and the other rater put a question mark by it they also get a positive concordance score for that item.  If one rater checked an item and the other left it blank, or one rater put a question mark by an item and the other left it blank, they failed to receive a positive concordance score for that item.  


These same data were used to calculate the agreement level rater level concordance estimates.  The mean coefficient of agreement of each rater with every other rater served this purpose.  The reliabilities of the separate STS subscales were also separately computed to derive an index of scale reliabilities. 


Overall interrater agreement was computed on all subscales of the STS Clinician Rating Form, using sample #1 data.  The calculations reflected the mean degree of agreement across all rater pairs. The mean interrater concordance (kappa) coefficients ranged from .77 (Functional Impairment) to .99 (Presence of Eating Disorder), with an average coefficient of concordance of .84.  


Rater-level agreement was computed for each of the five individual raters, averaging across their pairings with each of the other raters.  Based on a sample of 15 pairings for each rater, the mean coefficients of concordance ranged from .80 to .89. 


Specific levels of agreement were assessed by comparing raters against one another, again relying on sample #1 data. In these analyses, the STS Clinician Rating Form measure of patient subjective distress was comprised of 40 items; internalization was measured with 20 items; externalization was assessed with 29 items; and the resistance trait subscale was composed of 33 items.   


The mean levels of interrater agreement were: .82 (subjective distress), .86 (internalization), .86 (externalization), and .80 (resistance). 

Construct Validity

Criteria validity of the entire STS Clinician Rating Form was assessed in sample #1 by comparing ratings of clinicians to an "expert" standard.  In addition, three other comparisons were initiated in order to determine the construct validity of the five STS Clinician Rating Form dimensions (Subjective Distress, Externalization, Internalization, Resistance Traits): (1) agreement with expert criteria ratings, (2) convergent validity, (3) discriminant validity, and (4) concurrent validity.


Expert Criteria Validity

Overall expert criteria agreement was calculated by averaging the concordance estimate of each rater, with two randomly selected "expert-rated" cases from sample #1.  Twelve cases were used as criteria samples for checking rater accuracy.  The criteria of accuracy was consensual ratings from two expert raters (the first two authors) who had the greatest familiarity with the cases.  The mean, individual concordance estimates (kappa) with these criteria ranged from .69 (the postdoctoral fellow, one rating only) to .80 (2 raters).  The overall mean concordance coefficient across the 260 STS items was .77, indicating a satisfactory level of criterion agreement across clinician raters.


When these criteria ratings were applied to the five focal scales, the following mean kappa values were obtained:  .84 (subjective distress), .85 (internalization), .86 (externalization), and .83 (resistance traits).


Convergent Validity

The test of convergent validity proceeded in two steps.  The first step constituted a correlation between each item and a summary score for each dimension, drawing from all three samples.  These data were used to reduce the items used in each scale.  We eliminated items that did not correlate significantly (p < .01) with the summary criteria.  Based on this step, the subjective distress subscale was reduced from 40 to 29 items; the externalization subscale was reduced to 21 items; the internalization subscale was reduced to 12 items; and the resistance traits subscale was reduced to 24 items.  This refined item listing was used in all subsequent validational steps of the current project.


The next step consisted of a comparison of the refined STS scales to the psychological test criteria. Sample #3 had used the MMPI-1 and did not have some of the individual subscale scores necessary for constructing the composite resistance trait criteria scale  (e.g., Do, Cn).  Thus, in this step, only samples #1 and #2 were used because all four dimensions were available. We computed a series of pearson product moment correlations between these refined STS dimensions and the independently derived criteria from standardized psychological tests of the same dimensions.   The correlations are reported in Table 1.  


_______________________________


Insert Table 1 here


_________________________________


The results of these analyses were mixed. The STS clinician rating of subjective distress correlated (p<.001) at the highest levels with the external criteria (rs = .63 and .65 with Pt and BDI, respectively).  The correspondence of the other STS dimensions with these external self-report criteria were all significant, but quite weak.  They varied from .35 for the correspondence between STS and MMPI indices of externalization to .43 for correspondent measures of resistance traits.  As a further check of resistance traits, composite ratios of external to internal coping styles were constructed for both the STS and the MMPI.  These two summary measures of relative coping style correlated at level of .46 (p<.001).  


Discriminant Validity

Another aspect of construct validity is the determination of how the various subscales and measures relate to one another.  Discriminant validity requires that the three constructs are both relatively independent and reveal a prescribed pattern of relationship with one another.  Specifically, it was expected that (1) the two coping style dimensions (internalization and externalization) would be significantly and negatively correlated;  (2) Subjective distress was expected to be moderately correlated with internalization but not externalization; and (3) Resistance traits were expected to be moderately correlated with externalization but not with either internalization or subjective distress.  


______________________________


Insert Table 2 here


_____________________________


The expected relationships were obtained as revealed in Table 2.  Internalization and externalization were negatively correlated at a moderate level  (r = -.44); Subjective distress was correlated with internalization (r= .48) but not with externalization (r= -.03); and Resistance traits were highly correlated with externalization (r = .70) but only modestly with the other dimensions (rs of .21 and -.26).  Thus, the pattern of intercorrelations supported the discriminant validity of the three dimensions (collapsing internalization and externalization).  


A second test of discriminant validity cross-matches the STS dimensions with the external, psychological tests.  The same pattern of relationships should be revealed as found when the STS dimensions are intercorrelated with one another.  Reference back to Table 1 reveals that these patterns are in evidence, though they are not as striking as the patterns based on the internal correlations of the STS dimensions.  Specifically, (1) STS internalization and externalization were correlated in a negative direction (r = -.18) as expected, but this value was not significant; (2) STS subjective distress was moderately correlated with MMPI internalization (r = .64), but it was also correlated in a positive direction with MMPI externalization (r - .42);  and (3) STS resistance traits were correlated with MMPI externality but not with either MMPI indicators of distress or internalization. 


Concurrent Validity

An additional test was undertaken to ensure the STS's construct validity using all three samples.  Since the samples reflected Major Depression (sample #3), mixed psychiatric patients (sample #1), and alcoholics (sample #2), certain differences in levels of the four dimensions across samples can be hypothesized on the basis of what is known about different diagnostic groups.  Specifically, it was expected that: (1) the homogeneous depressed sample (sample #3) would have higher subjective distress scores than the other two groups, with the alcoholic sample (sample #2) having the lowest; (2) the alcoholic sample (sample #2) should have the highest level of externalization and the homogeneous depressed sample (sample #2) should earn the highest internalization scores; and (3) the alcoholic sample (sample #2) should also be distinguished by the relatively high levels of resistance traits, compared to the other groups.  Means and Standard deviations are reported in Table 3.


_______________________________


Insert Table 3 here


_________________________________


A series of four, one way analyses of variance, comparing the three samples on the five dimensions demonstrated the expected relationships. Analyses of variance revealed a significant sample effect for all variables: (1) subjective distress (F[2, 203] = 20.16; p< .001), (2) internalization (F[2, 203] = 12.38; p<.001), (3) externalization (F[2, 203] = 26.36; p<.001), and (4) resistance traits (F[2,203] = 13.33; p<.001). In all cases, a post hoc Tukey test revealed significant (ps <.05) favoring the expected group differences.


Discussion


The STS Clinician Rating Form appears to be a promising method of assessing treatment-relevant patient traits. Overall agreement among raters, as well as criterion and scale-specific agreement was high.  Clinicians agreed with an externally derived "expert criteria" of accuracy at just slightly lower levels than they agree with one another.  With relatively little training, clinician raters appear to be able to recognize and agree on the presence of signs of patient distress, coping style, and resistance. 


Interestingly, clinician ratings were also sensitive to patterns that distinguish different patient groups, as indicated by the characteristics that were attributed to the different samples. The samples manifest distinctly different patterns of distress, coping, and resistant traits, and clinician judgments distinguished among the samples in ways that were consistent with principles of comparative psychopathology.  Similarly, interrelationships among the rated dimensions themselves, also fit expected patterns. Expected relationships between internalization and distress, internal and external coping styles, and coping style and resistance, were all confirmed both against other rated dimensions and against self-report test measures.  These findings all suggest that the STS Clinician Rating Form is a valid as well as a reliable measure of patient characteristics.  


However, in spite of the foregoing, the meaning and validity of the STS ratings are not entirely certain.  For example, the STS dimensions correlated quite poorly with standardized, self-report measures of the same dimensions.  While not unusual in other comparisons (Strupp, Horowitz, & Lambert, 1997), the low correlations suggest that patients and therapists are responding to different cues when judgments of these qualities are made.  The bases of judging these constructs apparently have very different meanings when applied to others and when applied to one's self. 


A variety of factors may contribute to the disparity between self-report scores and clinician ratings, including biases and defenses that may color the perceptions of either patients or therapists.  Patients may have difficulty recognizing their own defensive styles and sometimes, even rating the relative levels of their own subjective distress.  Clinicians, likewise, may find it difficult to empathize with patient experience and their judgments may be clouded by their own theoretical biases.  


The importance of defense and bias is uncertain in the current study, but it is notable that consistency between self-reports and clinician ratings was highest for resistance traits, where these factors may be expected to play the greatest role.  Judging one's own level of resistance may be especially difficulty and defensive patients are likely to exaggerate clinician reactions and biases. Thus, this pattern of findings argues against the role of defensiveness in the low correspondence between rating sources.   Instead, it may be that the disparity may reflect different evaluation of aspects of the constructs themselves by patients and clinicians. Clinicians may be disposed to view patients dimensions as being trait-like qualities and patients may be disposed to viewing them as state-like.  In instances like resistance, however, both the MMPI measures and the STS Clinician Rating Form were specifically intended to tap trait-like qualities. This commonality may account for why this dimensions was more consistent than the others when patients and clinicians were compared. 


The foregoing explanation does not account for other patterns noted between test scores and clinician ratings, however. We included two self-report measures of subjective distress against which to assess the STS-rated dimension, in order to tease out the relative contributions of state and trait qualities of this dimension.  One of these formal test measures was weighted toward trait-like qualities (MMPI, Pt scale) and the other was more reactive and state-like (BDI).  However, the STS clinician ratings were correlated at a similar level with both measures, suggesting that clinicians were sensitive to both aspects of distress. 


The real test of the validity of the STS is not whether it corresponds with self-report measures, however, but in its ability to differentially predict when cognitive, insight, abreactive, supportive, directive, and non-directive interventions are likely to be effective, as suggested in prior research (Beutler & Clarkin, 1990).  Predictive validity studies are critical as a demonstration of whether clinicians or patients provide the best data from which to identify both those who will and will not respond to these various aspects of treatment.  More particularly, to be of substantial value, a procedure like the STS must be able to demonstrate that it is able to identify with whom one treatment will work while another will not (Elkin, et al., 1989; Foreman, & Marmar, 1984; Kadden Cooney, Getter, & Litt, 1990).  Only when we can do this, can we truly begin to tailor our treatments to patient peculiarities and needs.  


The next step in our research program is to determine if these clinician-rated dimensions can serve as differential predictors, indicators, and contraindicators for treatment outcome.  Four specific comparisons of standardized, test measures and the STS, clinician-based measures for predicting differential treatment efficacy, are now underway in our laboratory. In these studies, we are searching both for prescriptive and proscriptive indicators among an array of patient-therapy matching dimensions.  We are developing algorithms that may lead to maximizing the use of these predictors.  


To date, the study of patient-treatment matching dimensions have focused on only one or two dimensions at a time (e.g., Beutler, Engle, et al., 1991).  It is unlikely that treatment planning is so simplistic.  More complicated research designs are indicated to clearly establish the relative value of the various dimensions that have been the focus of prior research.  In anticipation of the potential of this type of research, we (Beutler & Williams, in press) are preparing a software version of the STS Clinician Rating Form that will allow both initial assessment, follow-up, clinician profiling, and comprehensive treatment planning. Brief, comprehensive, treatment-relevant assessments like the STS, may lend themselves to wedding advances in computer technology to social needs for prediction and planning efficient treatments. 
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Table 1. Intercorrelations of STS and Psychological Test Constructs


Test Dimensions



	PRIVATE 

STS Ratings
	Subjective Distress

(MMPI)
	Subjective Distress (BDI)
	Extenality (MMPI)
	Internality (MMPI)
	Resistance Traits

	Subjective Distress (STS)
	.63**

n = 89
	.65**

n = 90
	.42**

n = 89
	.64**

n = 89
	.47**

n= 81

	Extenality (STS)
	-.07

n = 89
	-.06

n = 90
	.35**

n = 89
	.-.18

n = 81
	.21

n = 81

	Internality (STS)
	.34**

n = 89
	.36**

n = 90
	-.11

n = 89
	.42**

n = 89
	.20

n = 81

	Resistance (STS)
	.09

n = 89
	.07

n = 90
	.33*

n = 89
	.08

n = 89
	.43**

n = 81


*p<.01

** p<.001

Table 2.   Intercorrelation of STS Dimensions 

	PRIVATE 
Dimension
	Internalization
	Externalization
	Resistance Traits

	Subjective Distress

	.48**

(n =93)
	-.03

(n= 93)
	.21*

(n =93)

	Internalization
	
	-.44**

(n=204)
	-.26

(n= 204)

	Externalization
	
	
	.70**

(n= 141)


*p<.01

** p<.001

Table 3.  Means and Standard Deviations of Samples by STS Dimension

	PRIVATE 
Variable
	Sample #1
	Sample #2
	Sample #3

	Subjective Distress

	10.68 (4.60)
	9.17 (6.37)
	13.55 (4.34)

	Internalization

	6.85 (5.13)
	5.01 (4.02)
	8.46 (4.73)

	Externalization

	5.89 (5.11)
	12.73 (8.60)
	5.19 (5.30)

	Resistance Traits

	10.76 (7.03)
	14.34 (9.25)
	7.43 (6.07)
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