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ABSTRACT 

KYLE M. ERWIN 

EXPERT PSYCHOTHERAPISTS’ USE OF FOUR COMMON FACTORS IN 
PSYCHOTHERAPY 

 
DECEMBER 2015 

 
A four-person research team used observation and structured qualitative analysis 

to examine and describe how five expert psychotherapists manifest four common factors 

central to psychotherapy outcomes. These factors fell into four domains (1) Therapy 

Alliance, (2) Enhancing Motivation, (3) Positive Expectation, and (4) Feedback. Five 

video streams of expert psychotherapists engaged in real psychotherapy sessions were 

directly examined by the four-person research team, made up of a doctoral candidate, two 

practicing psychotherapists, and a practicing professor of counseling psychology. Using a 

modified version of consensual qualitative research, the research team captured and 

classified the essence of verbal interventions by expert psychotherapists as they enacted 

the four common factors examined in this study. The research team coded almost 850 

interventions into the four proposed common factor domains. Of the coded interventions, 

the research team coded almost 60% of the interventions in the domain of Therapy 

Alliance. The research team coded the remaining interventions into the domains of 

Positive Expectation (19.67), Enhancing Motivation (19.55%), and Feedback (2.26%). 
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To provide greater descriptive information of experts’ enactments of interventions in the 

four common factor domains, the research team identified 7 major categories and 37 

simple categories and subcategories, each of which is discussed in detail in the results 

and discussion section of the work. Finally, I discuss the potential implications of the 

research findings on training, research, and clinical practice. 
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CHAPTER I 

INTRODUCTION 

Current psychotherapy researchers find that psychotherapy is helpful or 

considered efficacious for about 80% of clients engaged in psychotherapy (Duncan, 

Miller, Wampold, & Hubble, 2010; Lambert & Ogles, 2004; Smith, Glass, & Miller, 

1980; Wampold, 2001). This means that little has changed and that psychotherapists are 

performing at the same levels they were 40 years ago (Kagan, 2012). Correspondingly, 

psychotherapy dropout rates still hover around 47% (Wierzbicki & Pekarik, 1993), 1 in 

10 clients still decompensates as a result of psychotherapy (Hansen, Lambert, & Forman, 
 

2002), and traditional experience and training of psychotherapists continues to have 

minimal impact on outcomes (Seligman, 1995; Stein & Lambert, 1995; Wheeler, 2002). 

Yet, in other fields, like athletics, performance has improved by more than 50% since the 

1970s (Thompson, 2014). Researchers and educators in other fields support ever- 

increasing levels of performance by examining experts to define the basic elements of 

expert performance. Then they incorporate basic elements into training endeavors and use 

them in applied practice (Ericsson, 2005). 

While the development of expertise does appear to require significant deliberative 

practice (Ericsson, 2003, 2004, 2007a), it may be possible to speed up this process by 

engaging in specific expert behaviors-in this case, verbal interventions performed in 
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psychotherapy. In other fields, improved training based on expert behavior modeling has 

been attributed to the decrease in time required for skill acquisition and expert 

achievement (Boschker & Bakker, 2002; SooHoo, Takemoto, & McCullagh, 2004). For 

example, Zetou, Tzetzis, Vernadakis, and Kioumourtzoglou (2002) showed how expert 

modeling could support behavior changes to promote more expert levels of performance 

in athletes. Similarly, Baum and Gray (1992) demonstrated that counselor trainees 

learning basic therapy skills had the greatest performance outcomes when learning was 

based on expert modeling. Escudero, Friedlander, and Heatherington (2011) have used 

similar modeling techniques to support increased use of specific behaviors that have a 

positive impact on Therapy Alliance. More importantly, such simple behavior change 

based on learning via modeling can support alterations in brain structure in a way that 

supports complex cognitive changes (Cummings & Cummings, 2000; Hillman, Erickson, 

& Kramer, 2008). 
 

Similar complex changes in cognition are a defining feature of expertise 

(Skovholt & Jennings, 2004). Expert performers actually approach performance 

differently than their more novice counterparts. Subsequently, changes in approach are 

reflected in expert performance, in this case, in-session behavior. Thus, it is important to 

actually examine expert performance behaviors so they can be described and taught to 

novice psychotherapists to support changes in thinking that facilitate expert performance 

and outcomes. 
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Expert Performance Literature 
 

Self-Report 
 

While psychotherapy researchers and educators examine what expert 

psychotherapists do and report outside of the performance of psychotherapy (e.g., 

Jennings & Skovholt, 1999; Jennings, Sovereign, Bottorff, Mussell, & Vye, 2005), few 

empirical researchers examine experts in the actual performance of psychotherapy. The 

majority use expert psychotherapists’ self-report to analyze in-session intervention 

(Williams & Levitt, 2007). One of the major problems with this line of research is that 

expert behavior occurs so spontaneously that it appears and feels intuitive (Benner, 1984; 

Dreyfus & Dreyfus, 1986). Thus, it is extremely unlikely that expert psychotherapists 

consciously use intention for the moment-to-moment decisions they make in 

psychotherapy, much less report on these non-existent intentions following session. 

This phenomenon likely occurs in spite of experts’ eloquent responses to inquiries 

made in post-performance interviews. Such a tendency to recollect and attach motivations 

and explanations to intuitive or habitual behaviors is common among all people (Duhigg, 

2012). However, it is extremely unlikely and potentially impossible for experts to use 

conscious intention during moment-to-moment decision-making while engaged in the 

performance of psychotherapy (Aarts & Dijksterhuis, 2000; Duhigg, 2012). In fact, 

automaticity, or the ability to respond to expert performance without occupying the mind 

or using conscious effort is one of the distinguishing features of expertise (Posner & 

Snyder, 1975; Proctor & Vu, 2006). As an example, after providing several theory-based 
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explanations in response to questions about his expert performance during a post- 

performance interview, in response to an additional question regarding his motivation for 

yet another psychotherapy intervention, Dr. Jeffery Kottler stated, 

…it’s hard because beginners to the field want concrete answers and specifics 

about how to do it. And if forced, I can make up things to explain what I’m doing 

and why I’m doing it, because that’s what’s expected. I think on some level there 

is something much, much deeper…what we’re doing is so complex and so 

magical that maybe it transcends all of these theories that we really think are so 

important. And maybe it’s about that human contact that we make with somebody 

during that moment in time, and I guess I believe that (Allyn & Bacon, 2000, np). 

In his assertion, Kottler appears to use “magic” to describe the experience of 

automaticity that would characterize the intuitiveness of his expert performance (Allyn & 

Bacon, 2000, np). Moreover, his belief in the importance of human contact speaks to the 

importance of the therapeutic relationship and common factors related to support its 

development. In short, I believe his statement supports the importance of this research. In 

this study, I examine the magic (i.e., automaticity) that happens in human contact (i.e. 

Therapy Alliance) via four common factors. 

On the other hand, researchers like Escudero, et al. (2011) have developed and 

used the System for Observing Family Therapy Alliances (SOFTA) (Friedlander, 

Escudero, & Heatherington, 2006) to identify specific psychotherapists’ behaviors that 

contribute to psychotherapy alliance and progress in couple and family psychotherapy 
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(CFT). After identifying specific behaviors that contribute to Therapy Alliance in CFT, 

they have been able to use modeling to increase the number of alliance-related behaviors 

that psychotherapists perform in psychotherapy, thus improving CFT outcomes. This 

research is similar in many respects and we share many of the same goals (e.g., using 

observation and modeling of factors related to the common factors to improve 

psychotherapy outcomes). However, the proposed research differs in that it is focused on 

individual therapy, originally utilizes expert psychotherapists as subjects to identify 

behaviors, conceptualizes the common factors more specific to individual psychotherapy, 

and examines the exact words of expert psychotherapists to develop a classification 

system. 

Focus 
 

Relatively few research publications on expert performance of psychotherapy 

based on audio, audio-visual, and/or transcriptions of in-session behaviors are found in 

the empirical literature (Wachtel, 2011). Of the few, researchers like Goldfried, Raue, 

and Castonguay (1998) analyzed and described therapeutic focus in sessions or session 

segments deemed significant by expert psychotherapists. In this research, Goldfried et al. 

asked expert psychotherapists to pick out segments of sessions that each psychotherapist 

deemed important. Then the researchers examined the focus of the segments of sessions 

deemed important by the expert psychotherapists and reported descriptions of the focus 

of these segments in their results. Sessions and segments deemed important by 

psychotherapists appear to be unrelated to sessions and segments deemed important for 
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psychotherapy outcomes (Duncan, 2010). This means, they are of limited utility to 

practicing psychotherapists and students seeking to improve therapeutic outcomes. 

On the other hand, researchers like Escudero, et al. (2011) have used SOFTA to code 

psychotherapists’ observable behaviors that contribute to the psychotherapy alliance in 

couple and family therapy (CFT). In doing so, they have developed a method to actively 

identify and classify psychotherapists’ behaviors that contribute to a large portion of 

psychotherapy outcomes (Duncan, 2012). While these researchers have classified 

behaviors in some of the most important dimensions of psychotherapists’ behaviors, it 

does not appear that the researchers have examined the common factor of feedback and 

based the majority of their research on CFT. In their research, they examine behaviors 

related to engagement in the process of psychotherapy, emotional connection with the 

psychotherapist, safety within the psychotherapy system, and shared sense of purpose 

within the family. While their classification system will be used to support the start list of 

behaviors related to psychotherapy alliance, positive expectation, and enhancing 

engagement, several of the behaviors identified related to safety within the psychotherapy 

system and shared sense of purpose, both of which are less readily transferable to 

individual psychotherapy. 

Samples 
 

Even when researchers have focused on more potent process variables, many have 

based their results on questionable samples of experts. For example, Brunink and 

Schroeder (1979) used inclusion criteria for experts that allowed for the inclusion of 
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psychotherapists with only three years of post-graduate experience. With such meager 

experience, it is unlikely that these “experts” would have the 10,000 hours of deliberate 

practice that has been found to be important to develop exceptional expert skill on 

complex tasks (Chase & Simon, 1973; Ericsson, Krampe, & Tesch-Römer, 1993; 

Gladwell, 2008). Some experts may achieve expert levels of performance in relatively 

simple tasks without such extensive deliberative practice. However, Ericsson (2005) 

suggested that experts, with the exception of prodigies, performing complex tasks like 

playing musical instruments need 20 to 30 years of training before achieving expert 

levels of performance. This 20 to 30 year estimate is much greater than the 10,000 hour 

or 10 year general rule (Bryan & Harter, 1899; Ericsson et al., 1993; Ericsson, 2007a; 

Ericsson & Smith, 1991). Given the complexity of psychotherapy, I would argue that it 

would require at least 10,000 or more hours of deliberative practice for psychotherapists 

to achieve expert performance levels. Even when examining expert samples with the 

potential to have accumulated 10,000 hours of deliberate practice, it appears that 

researchers did little to ensure that the 10,000 hours reflected deliberate practice, rather 

than simple accumulated experience (e.g., Goldfried, et al., 1998). While 10,000 hours is 

used as a general rule of thumb, there have been no studies to date which indicate that 

9,999 hours would be qualitatively different than 10,000 hours. In other words, the 

researchers studying expertise do not propose that something magical happens when the 

10,000th hour is reached; rather, the hour rule can be used like a guidepost or compass 
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that aspiring experts can attempt to reach or that researchers can use when estimating if a 

given person has enough experience to potentially be considered an expert. 

The Common Factor Domains 
 

Rosenzweig (1936) provided the groundwork for future studies on the common 

factors. He hypothesized that pantheoretical factors accounted for the changes observed 

in psychotherapy since psychotherapists’ using varied approaches achieved similar 

results. Jerome Frank (Frank, 1961, 1973; Frank & Frank, 1991) provided increased 

clarification of Rosenzweig’s  hypothesis when he advanced the idea that psychotherapy 

approaches are equally effective due to the following common factors: (a) a healing 

environment or context; (b) a rationale, justification, or myth that posits an etiology and 

clear explanation for the client’s presenting problem and a congruent, clear way to 

resolve the problem; (c) an emotionally engaged, trusting relationship with a socially or 

personally sanctioned healer; and (d) a ritual that requires the healer and client to engage 

in specific activities to bring about a cure or resolution for the problem. Other researchers 

have identified similar common factors among all therapies; however, Michael Lambert’s 

research warrants mention due to his comprehensive, extensive analysis of decades of 

outcome research. Based on his analysis, Lambert (1986) identified four common factors: 

client variables; relationship factors; hope, expectancy, and placebo; and model/ 

technique. The common factors examined in this study are based on and developed from 

Lambert’s work and other eminent contributors to the common factors research (e.g., 

Duncan, 2010; Wampold, 2001). 
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Elkins (2012) stated, “We must acknowledge that for more than 100 years we 

have focused on the wrong factors in psychotherapy” (p. 453). In a world of specific 

treatments for specific disorders, many psychotherapy researchers appear to be 

obsessively focused on comparing specific models and/or therapy techniques with 

specific disorders despite a century of research demonstrating that model and/or 

technique (related to specific models) account for a relatively small percentage of 

treatment outcomes (e.g., Kirsch, 2005). Wampold (2001) even stated, “…the particular 

treatment that the psychotherapist delivers does not affect outcomes. Moreover, 

adherence to the treatment protocol does not account for the variability in outcomes…” 

(p. 202). Thus, a major focus on treatment comparisons, adherence to specific treatments 

or specific treatments in general is a critical weakness I seek to address by studying the 

most relevant variables to treatment outcomes (Frank & Frank, 1991; Lambert, 1986; 

Rosenzweig, 1936). These behaviors include those that increase client engagement in 

psychotherapy, the most important determinant of outcome (Orlinsky, Rønnestad, & 

Willutzki, 2004). Thus, I will focus on four common factors related to (1) Therapy 

Alliance, (2) enhancing motivation, (3) positive expectation, and (4) feedback. 

The first domain of Therapy Alliance will include verbal behaviors that 

demonstrate personal engagement (Orlinsky & Rønnestad, 2005). Such behaviors include 

attending to client perceptions and reactions and dealing with conflicts or difficulties 

constructively (Duncan, 2010). Therapy Alliance will also extend to acts of collaboration 

and validation on the part of the psychotherapists. Validation behaviors will consist of the 
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psychotherapists’ attempts to understand client thoughts, feelings, and actions (Duncan, 

Solovey, & Rusk, 1992). Such validation behaviors are not limited to, but may include, 

verbal acts of warm affirmation, reflection, and unconditional positive regard (Orlinsky 

& Rønnestad, 2005; Rogers, 1957). Additional aspects of this domain will include the 

psychotherapists’ fostering or elicitation of client agreement on the goals and tasks of 

therapy (Bordin, 1979). 

The second domain of Enhancing Motivation will include psychotherapists’ verbal 

behaviors that focus on client strengths as demonstrated by questions about strengths and 

highlighting or identifying hidden and more obvious strengths (DeJong & Berg, 2008; 

Duncan & Sparks, 2007; Saleeby, 2006). Additional elements of this domain may include 

highlighting heroic stories or those in which the client surmounted obstacles, initiated 

actions, and/or bounced back (Duncan, Miller, & Sparks, 2004). Other elements may 

include psychotherapists’ attention to context and supportive elements (e.g., resources like 

friends), and tailoring treatment to fit with client needs or preferences (Arnkoff, Glass, & 

Shapiroi, 2002; Duncan & Miller, 2000; Frank & Frank, 1991). Finally, this domain will 

include psychotherapists’ utilization of client motivations to promote client change and 

ability to cast the client as her or his own agent of change (Erickson & Rossi, 1979). 

The third domain of Positive Expectation will include psychotherapists’ credible, 

effective explanation of client difficulties and curative strategies that can be used to 

resolve client problems (Baskin, Tierney, Minami, & Wampold, 2003). Further 
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verbalization that fosters the client’s belief in the treatment administered and the 

credibility of the healing ritual will be included in this domain (Frank, 1961, 1973; Frank 

& Frank, 1991; Kirsch, 2005). 
 

The fourth domain of Feedback will include psychotherapists’ verbalizations that 

demonstrate interest in getting feedback and responding to it with flexibility. Other 

verbalizations in which psychotherapists demonstrate verbal monitoring of outcomes 

such as symptom reduction, goal achievement, and value enactment may be included in 

this domain (Duncan, 2010). 

Researchers currently estimate that behaviors related to the Therapy Alliance 

account for 30 to 54% of the variance accounted for by treatment effects (Duncan, 2010; 

Lambert, 1986). Scholars estimate that positive expectation accounts for as little as 15% 

(Lambert, 1986) to between 30% (Duncan, 2010) and 93% (Elkin et al., 1989) of 

treatment effects. Similarly, some believe that factors related to enhancing motivation 

account for 46 to 69% of treatment effects (Beutler et al., 2004; Crits-Christoph et al., 

1991; Duncan, 2010; Project MATCH, 1998). Other researchers have estimated the 

impact of feedback to account for 15 to 31% of treatment effects (Duncan, 2010). It is 

clear that these percentages add up to more than 100 percent. Duncan et al. (1992) 

suggested it is due to the overlapping nature of the common factors and possible 

synergistic effects. 
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Purpose 
 

The purpose of this study was to use observational and analytic methods to 

examine an exceptional sample of expert psychotherapists with the following diverse and 

commonly ascribed theoretical orientations: cognitive-behavioral, existential-humanistic, 

integrative, psychodynamic, and solution-focused (see Norcross & Rogan, 2013) as they 

manifest the four common factors noted. After completing analysis, I identified how five 

experts use four foundational common factors to promote successful outcomes. I also 

described what experts actually say in session as they enact four common factors. 

Additionally, I developed categories and subcategories to understand how they enact 

these common factors. By reporting on the frequencies of categorical and subcategorical 

enactment of the common factors, I determined which common factors the experts 

enacted most frequently. 

In doing so, I sought to advance practical understanding of expert performance of 

four common factors in psychotherapy as a means to develop a foundational research 

base of empirically observed, rather than self-reported, expert performance based on an 

exceptional sample of experts. Additionally, I hope to address a major weakness in the 

expert psychotherapy performance literature, namely the lack of research based on direct 

observational data with appropriate samples. More knowledge about expert performance 

will undoubtedly contribute to a growing body of literature aimed at improving 

psychotherapy outcomes (e.g., Duncan, 2010). 
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Rationale for Topic Choice 
 

In addition to the empirical reasons discussed above, I am choosing to examine 

expert psychotherapy performance for person and professional reasons. Personally, I 

hope to develop expert psychotherapy skill and thus chose this topic based on the 

inherent learning opportunities offered through immersion in expert psychotherapy 

performance. Professionally, I chose the topic as a means to develop a foundation for a 

more long-term research agenda. 

I chose to limit the sample to five video streams for practical and empirical 

reasons. Similarly, I chose to focus on verbal behavior rather than non-verbal behavior 

due to the impact of language usage on interpersonal effectiveness (Harris & Rosenthal, 

1985). Part of the reason I have chosen not to focus on non-verbal behavior is due to the 

sheer quantity of non-verbal behavior that could be coded in each video. While I think 

this line of inquiry is important, coding non-verbal behaviors was beyond the reasonable 

limits and time constraints of the research. 

Rationale for Methodological Choices 
 

Approach. Researchers have developed a diverse array of quantitative and 

qualitative approaches to examine the healing nature of psychotherapy. A recent addition 

to these methods is Hill’s (2012) qualitative approach, Consensual Qualitative Research 

(CQR). This method is especially well suited for examining psychotherapy process to 

depths beyond those made possible by traditional quantitative methods (Jackson, Chui, 

and Hill, 2012). 
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The depth of understanding provided using this qualitative approach is supported 

and enhanced through the use of direct observation of expert psychotherapists’ 

performance of psychotherapy. Dreyfus and Dreyfus (1986) and Benner (1984) argued 

that expert performance is characterized by intuitive behaviors that are hard or impossible 

to report using words. Consequently, Ericsson and Smith (1991) suggested studying 

expert performance through observation of tasks that capture the expert actively engaged 

in performance in her or his domain of expertise, rather than merely asking experts to 

reflect on their performance. 

Sample. There are several reasons for the sampling procedure I chose related to 

both practical and empirical reasons. The sampling procedure I used in the study was 

based on the long line of research supporting sampling expert performance using 

individuals who are socially recognized as experts, distinguished by extensive 

experience, engaged in deliberative practice, acknowledged for superior achievement, 

and identified as great sources of knowledge in their domain (Ericsson, 2006a). 

Key Terms 
 

1.   Expert Psychotherapists were defined as psychotherapists who have had enough 

experience to reasonably accumulate at least 10,000 hours of deliberative practice. 

Such experience must have been characterized by advances in achievement. 

Expert psychotherapists in the present study have demonstrated advances in 

achievement that reflect that the expert has thought deeply about psychotherapy 

practice as demonstrated by: (1) being recognized as a founder of a widely 
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practiced school of psychotherapy (e.g., Solution Focused Brief Therapy (SFBT) 
 

& Cognitive Behavioral Therapy (CBT)); (2) publishing 70 or more publications 

in the field of psychotherapy and achievement of fellowship status in the 

American Psychological Association (APA); or (3) serving in a leadership role in 

at least two International Institutes for psychotherapy and/or psychotherapy 

training. Additionally, such experts have all had a minimum of 24 years of post- 

graduate experience in their field of expertise. 

 
2.   Performance is the collection of verbal behaviors demonstrated by an expert 

psychotherapist engaged in an actual session of psychotherapy. 

 
3.   Intervention, for purposes of this research, is a verbal action by a psychotherapist 

to deal with client presenting problems, build the Therapy Alliance, promote 

positive expectation, enhance client engagement, explain the parameters of 

therapy, and/or support client goals (VandenBos, 2006). 

 
4.  Research Team is used when referring to the research team as a whole. When 

used, the term is inclusive of the team leader, primary research team members, 

and auditor. 

 
5.   Primary Research Team is used when referring to the team leader and two 

coders. 

 
6.   Team Leader is used in place of the traditional term, primary researcher. 
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7.   Consensus is the process in which primary research team members discuss their 

individual classifications of data into domains, core defining events, categories, 

and subcategories. Consensus discussions were led by the team leader. After 

individual ideas of the primary research team were presented, the team leader 

used problem-solving and collaborative working through as a means to develop 

consensus regarding domains, core events, categories, and subcategories. After 

reaching consensus regarding interpretation of data, the auditor evaluated all of 

the primary teams’ conclusions. This process was documented and recorded. 

 
8.   Biases are personal issues of research team members that inhibit fair perception, 

categorization, classification, and evaluation of expert psychotherapists’ verbal 

behavior (Hill, Thompson, & Williams, 1997). For example, I enjoy watching and 

examining James Bugental, Ph.D., in action and generally ascribe to Existential- 

Humanistic approaches to psychotherapy. As a result, I could have demonstrated 

bias by favoring his interventions (e.g., using them more often as exemplars), 

finding more defined events in his videos, and paying closer attention to 

identifying categories and subcategories in cross-analysis. 

 
9.   Expectations are beliefs of the researchers formed based on reading extant 

literature and contemplating research aims, methods, and questions (Hill, 2012). 

For example, I anticipated that all expert psychotherapists would demonstrate 

each of the common factors examined in this study. My expectation was based on 
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my review of the literature demonstrating their potency across existing modes of 

psychotherapy. 

 
10. Defining Events, for purposes of this research, are segments of video stream in 

which the psychotherapist was enacting the four common factors examined in the 

proposed study. 

 
11. Domains, for the purposes of this research, were the four common mechanisms 

underlying the majority of positive psychotherapy change: (1) Therapy Alliance; 

(2) Enhancing Motivation; (3) Positive Expectation; and (4) Feedback. The four 

common factor domains were used to label core defining events. 

 
12. Core Defined Events are summaries of expert psychotherapists’ verbalizations 

that captured the essence of an expert statement(s) and/or question(s). 

 
13. Cross-Analysis is a two-step process. First, the research team developed 

 
categories and/or subcategories in each domain based on shared commonalities of 

core events in that domain. Second, the research team leader labeled each 

category and/or subcategory based on the frequency of its occurrence across 

cases. 

 
14. Therapy Alliance included psychotherapists’ verbal behaviors that demonstrated 

personal engagement (Orlinsky & Rønnestad, 2005). Such behaviors included 

attending to client perceptions and reactions and dealing with conflicts or 



18  

 
 
 

difficulties constructively (Duncan, 2010). Therapy Alliance also extended to acts 

of collaboration and validation on the part of the psychotherapists. Validation 

behaviors consisted of the psychotherapists’ attempts to understand client 

thoughts, feelings, and actions (Duncan et al., 1992). Such validation behaviors 

were not limited to, but may have included, verbal acts of warm affirmation, 

reflection, and unconditional positive regard (Orlinsky & Rønnestad, 2005; 

Rogers, 1957). Additional aspects of this domain included the psychotherapists’ 

fostering or elicitation of client agreement on the goals and task of therapy 

(Bordin, 1979). 

 
15. Enhancing Motivation included psychotherapists’ verbal behaviors that focused 

on client strengths as demonstrated by questions about strengths and highlighting 

or identifying hidden and more obvious strengths (DeJong & Berg, 2008; Duncan 

& Sparks, 2007; Saleeby, 2006). Additional elements of this domain included 

highlighting heroic stories or those in which the client surmounted obstacles, 

initiated actions, and/or bounced back (Duncan et al., 2004). Other elements 

included psychotherapists’ attention to context and supportive elements (e.g., 

resources like friends), and tailoring treatment to fit with client needs or 

preferences (Arnkoff, et al., 2002; Duncan & Miller, 2000; Frank & Frank, 1991). 

Finally, this domain included psychotherapists’ utilization of client motivations to 

promote client change and ability to cast the client as her or his own agent of 

change (Erickson & Rossi, 1979). 
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16. Positive Expectations included psychotherapists’ credible, effective explanation 

of client difficulties and curative strategies that were used to resolve client 

problems (Baskin, et al., 2003). Further verbalization that fosters the client’s 

belief in the treatment administered and the credibility of the healing ritual were 

included in this domain (Frank, 1961, 1973; Frank & Frank, 1991; Kirsch, 2005). 

 
17. Feedback included psychotherapists’ verbalizations that demonstrated interest in 

getting reactions about psychotherapy process and impact and responding to it 

with flexibility. Other verbalizations in which psychotherapists demonstrate 

verbal monitoring of outcomes such as symptom reduction, goal achievement, and 

value enactment were included in this domain (Duncan, 2010). 

 
Research Questions 

 
Key components of CQR include inductive analysis to support researcher 

openness to new learning. As a result, we asked questions, rather than developing 

hypothesis to clarify the purpose of this research. 

1.   How will expert psychotherapists’ enact four common factors related to Therapy 

Alliance, enhancing motivation, positive expectation, and feedback, in the 

performance of psychotherapy? 

2.   How often will expert psychotherapists’ engage in interventions that demonstrate 

the four common factors examined in the proposed research? 
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Expectations 
 

As noted above, expectations are beliefs of the researchers formed based on 

reading extant literature, contemplating research aims, methods, and questions (Hill, 

2012). According to VandenBos (2006), a hypothesis is an “empirically testable 

proposition about some fact, behavior, relationship, or the like, usually based on theory 

that states an expected outcome resulting from specific conditions or assumptions” (p. 

459). Given the similarities and the suggestion to record expectations before beginning 

analysis (Sim, Huang, & Hill, 2012), I have noted my expectations. 

As a result of reading the extant literature on the topic and contemplating the 

research aims, methods, and questions, I expected to find that expert psychotherapists’ 

would enact the four common factors examined in this study quite frequently as they 

engage in psychotherapy. Moreover, I did not expect expert demonstration of the 

common factors to vary based on theoretical orientation. By acknowledging these 

expectations to the audience, research team, and auditors; discussing the possible 

influence of my expectations at each consensus meeting; bracketing them during data 

analysis; and reviewing the possible impact of my expectations on the results of the study 

in the discussion section, I have hoped to increase the trustworthiness of the data 

(Williams & Hill, 2012). 

Audience 
 

My doctoral committee has been the primary audience for the proposed research 

study. Secondary audiences included the research team. Possible tertiary audiences 
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included other students, practitioners, educators, and researchers who are interested in 

increasing their knowledge or use of the material and professionals who read journal 

articles or attend conference presentations based on this research. 
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CHAPTER II REVIEW OF 

LITERATURE 

Psychotherapy Effectiveness 

While I have not presented a comprehensive literature review of the history and 

research related to  psychotherapy efficacy, I have provided a brief summary to 

demonstrate that psychotherapy outcomes are generally positive but in need of 

improvement (Cooper, 2008; Lambert & Ogles, 2004). The summary includes more 

detailed information related to client dropout and decompensation because these negative 

outcome indicators may be remediated by increased use of the common factors examined 

in the proposed research (Duncan, 2010). Additionally, despite the diverse array of 

measures of psychotherapy outcome, the short reviews of client dropout and 

decompensation clearly demonstrate that improvement in psychotherapy outcomes would 

be beneficial. I discuss the diverse array of measures used to demonstrate the absence of a 

commonly accepted measure of psychotherapy outcome to support the expert 

performance approach, which will be discussed in a latter section of the literature review. 

Measurement of psychotherapy outcomes has been discussed in this section to provide 

context to discussion on dropout and decompensation. Similarly, in the historical review, 

I highlighted the socio-political context of outcome research to acknowledge its 

undeniable impact on efficacy research and to emphasize the need for more discovery- 

oriented research, as in the present study. 
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When Eysenck published The Effects of Psychotherapy: An Evaluation in 1952, studying 

the efficacy of psychotherapy became an imperative for psychotherapists who wanted to 

maintain their standing as professionals with specialized skills. In his provocative report, 

Eysenck basically concluded that psychotherapy was ineffective and failed to facilitate 

recovery from neurosis. While Bergin (1971) and Lambert (1976) conducted research 

that contradicted Eysenck’s findings, McNeilly and Howard (1991) used Eysenk’s own 

data to demonstrate the healing nature of psychotherapy. More recently, others have 

found significant support for the overall effectiveness of psychotherapy (e.g., Cuijpers, 

van Straten, van Oppen, & Andersson, 2008; Lambert, 2013; Wampold, 2007). However, 

some investigators like Dawes (2008) and leaders in the American Psychological 

Association (APA) of the late 1990s appear to remain unconvinced (Seligman, 2011). 

Even though the push towards evidence-based psychotherapy has taken hold in 

recent years (Hofmann & Lohr, 2010), the majority of evidence-based practice research 

appears to be based on the medical model. Researchers and practitioners using this model 

generally propose the study and use of specific techniques for specific disorders 

(Norcross, 2011). Thus, they conduct studies on empirically supported treatments (ESTs) 

and use ESTs in applied practice. In contrast, Norcross has spearheaded an alternative 

movement towards evidence-based psychotherapy relationships (EBPR). Instead of using 

specific techniques for specific disorders, Norcross and his colleagues have focused on 

psychotherapist’s contributions to the psychotherapy relationship. They examined how 

factors like psychotherapists’ empathy and collaboration engage clients in treatment and 
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strengthen therapy relationships. The emphasis on the therapy relationship and other 

common factors offers a different method for measuring and improving psychotherapy 

efficacy. 

Empirical Measurement and Current Efficacy Statistics 
 

Karoly and Anderson (2000) suggested that positive outcomes must reflect more 

than short- or long-term symptom remission. Rather, psychotherapy effectiveness should 

be measured based on its ability to promote clients’ on-going, balanced self-regulation 

and achievement of goal-directed behaviors that are rule-based, flexibly negotiated, and 

integrated. These more “stringent” criteria do not reflect current practices in the 

measurement of effectiveness. 

Researchers commonly use the following as indicators of psychotherapy efficacy: 

client symptom reduction (e.g., Nyklícek, Majoor, & Schalken, 2010), reduced rates of 

relapse (e.g., Kuyken, et al., 2008), and increased value enactment (e.g.,Vowles, 

McCracken, & O’Brien, J., 2011). Others have used objective measures of client ratings 

of the therapy relationship and/or outcome scales (e.g., Duncan & Miller, 2000). 

Generally, outcome scales like the Outcome Rating Scale (ORS) objectively measure the 

client’s subjective experience of improvement in general dimensions of life like 

interpersonal relationships and personal well-being (Duncan & Miller, 2000). 

While each method of measuring psychotherapy outcomes has strengths and 

weaknesses, this discussion is of limited utility in supporting the supposition that a 

commonly accepted measure of psychotherapy outcome remains undefined. For an 



25  

 
 
 

excellent review of the strengths and weaknesses for these diverse approaches to efficacy 

measurement, I refer the reader to Lambert (2013). As noted above, the diversity of 

measures used to assess outcome are mentioned to provide context for the reader and 

establish that the concept of efficacy remains undefined. Establishing the undefined 

nature of psychotherapy efficacy supported the expert performance approach used in the 

study, and has been described in detail in a latter section of the review. 

While psychotherapy has been considered effective 80% of the time, not everyone 

benefits (Duncan, et al., 2010). Using a national sample of 6,000 clients, Hansen, 

Lambert, and Foreman (2002) found that only 20% of clients in routine clinical care 

improved in comparison to the 57 to 67% rates typical of randomized clinical trials 

(RCT). Whatever rate is more correct and representative of actual practice, a substantial 

portion of clients are going home without help. 

Dropout and Decompensation 
 

Researchers have operationalized psychotherapy dropout as occurring when a 

client prematurely ends psychotherapeutic intervention, ends intervention prior to 

resolving presenting issues, does not attend a specified number of sessions, ends 

intervention before significant reduction in symptoms, and/or ends prior to completing a 

psychotherapy protocol (Garfield, 1994; Hatchett & Park, 2003; Swift, Callahan, & 

Levine, 2009; Swift & Greenberg, 2012). Despite the strengths and pitfalls inherent in 

each operationalization of dropout rates and researcher disagreement regarding the 

operationalization of dropout rates, negative outcomes among psychotherapy dropouts 
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are well documented. For example, researchers routinely find that psychotherapy 

dropouts experience greater dissatisfaction with and worse outcomes in psychotherapy 

when compared to clients that complete therapy (Björk,  Björck, Clinton, Sohlberg, & 

Norring, 2009; Cahill et al., 2003; Knox, et al., 2011; Kokotovic & Tracey, 1987; 

Lampropoulos, 2010; Pekarik, 1992; Swift et al., 2009). In Swift and Greenberg’s (2012) 

review on psychotherapy dropout, they reported that 19.7% of clients dropout of 

psychotherapy prematurely. 

While Swift and Greenberg (2012) estimated dropout rates to hover around 20%, 

other researchers have suggested that the premature dropout rates hover somewhere 

between 17 to 47% (Clement, 2008; Hansen, et al., 2002; Snyder & Ingram, 2000). 

Regardless of which estimation is more correct, it is possible that almost one-fifth to one- 

half of psychotherapy clients are dropping out of therapy before completion (Hansen, et 

al., 2002; Snyder & Ingram, 2000). A 20 to 47% dropout rate is singularly problematic. 

However, the problem is amplified since common interpretations of the 80 to 53% 

retention rate generally include the assumption that retention implies positive outcome. 

Retention does not imply that the client actually benefited from therapy. Thus, we know 

that 80 to 53% of clients continued in psychotherapy and 20 to 47% dropped out. The 

percentage of those who remained in therapy and benefited remains unknown. Yet, based 

on previous research, it is likely that between about 33% and 66% of those who remained 

in therapy benefited from their participation (Duncan, et al., 2010; Lambert & Ogles, 

2004; Smith, Glass, & Miller, 1980; Wampold, 2001). Similarly, we do not know what 
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percentage of the dropout rate benefited from dropping out (Hansen, et al., 2002; Snyder 
 

& Ingram, 2000). 
 

Swift and Greenberg (2014) conducted meta-analyses to compare dropout rates 

among treatments for various psychological disorders. They found significant differences 

between dropout rates based on treatment approach for those diagnosed with 

posttraumatic stress disorder (PTSD), depression, and eating disorders. However, 

treatment approach did not influence dropout rates for those diagnosed with other 

diagnoses. Swift and Greenberg concluded that the similarity among dropout rates for the 

majority of psychological disorders suggest dropout rates may be more heavily 

influenced by common factors and client characteristics, rather than the treatment 

approach used by the psychotherapists. 

The study of the negative outcomes, excluding psychotherapy dropouts, 

associated with psychotherapy remains a relatively uninvestigated area of clinical 

research (Bystedt, Rozental, Andersson, Boettcher, & Carlbring, 2014). However, 

investigators assert that some clients have negative outcomes from psychotherapy like 

deterioration and/or other assorted adverse experiences. Lambert and Ogles (2004) 

showed that 5 to 10% of clients deteriorate during treatment. When working with clients 

with substance use disorders, the deterioration rate is closer to 10 to 15% (Lilienfeld, 

2007). Several researchers have conducted landmark research that has alerted 

psychotherapists of the potential negative outcomes that can and do occur when using 

various psychotherapy approaches and working with clients with diverse clinical 
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presentations (e.g., Foa & Emmelkamp, 1983; Mays & Franks, 1985; Strupp, Hadley, & 

Gomez-Schwartz, 1977). More recently, research on the potential deleterious impacts of 

psychotherapy has gained increasing interest among psychotherapy researchers 

(Lilienfeld, 2007). 

Of course, the total amount of decline that such clients experience cannot be 

attributed to the psychotherapists’ performance. Undoubtedly, a segment of clients are 

already heading in a negative direction when they enter psychotherapy research trials and 

their deterioration cannot be stopped. Like positive psychotherapy outcomes, negative 

outcomes are most dependent on client characteristics. Even so, client changes can be 

influenced by psychotherapists’ performance over the course of psychotherapy. 

Psychotherapists’ ability to establish and maintain an accepting therapeutic relationship 

seems to be the primary causative agent in positive outcomes, with subtle or overt 

rejections being the primary causative agent in negative outcomes (e.g., Lambert, 2013; 

Lambert, Bergin, & Collins, 1977; Safran, Muran, Samstang, & Winston, 2005). This 

research supports the importance of a common factors approach to understanding 

outcomes. Furthermore, these researchers suggest that improvements in the ability to 

effectively use the common factors could be a means to negate decompensation and 

ultimately improve psychotherapy efficacy. 

Hansen, Lambert, and Forman (2002) reviewed the outcome literature on clinical 

trials examining the effects of psychotherapy on 2,109 adult clients enrolled in 89 

different treatment conditions. They found that 58% of clients experience recovery and 
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an additional 9% reliably improved. Generally about 66% of adults who received 

psychotherapy in RCTs experience positive gains in about 14 sessions. Nonetheless, 

around 33% experience no benefit or get worse. These researchers also investigated client 

outcomes in routine clinical practice. Based on the outcomes for the naturalistic sample 

of over 6,000 clients, the researchers suggested that about 33% of clients showed 

improvement or recovery, about 8% deteriorated, and more than 50% did not respond 

(Hansel, Lambert, and Forman, 2002). 

Despite the brevity of the review on psychotherapy dropout and decompensation, 

and the variability of the percentages offered by researchers regarding dropout and 

decompensation, it is clear psychotherapists could benefit from addition information, 

training, and/or practice with certain skills related to the common factors. Hopefully, 

such information, training, and/or practice would decrease rates of client dropout and 

decompensation, ultimately supporting the efficacy of psychotherapy. One way to 

potentially improve psychotherapy outcomes is by improving training. 

Formal Training 
 

A comprehensive discussion of the relationship between formal training (i.e. 

graduate-level education) and psychotherapy outcomes is beyond the scope of this 

literature review. However, I have discussed the relationship to demonstrate the 

possibility that current training is not adequate. I say “inadequate” due to the majority of 

empirical studies that indicate slight, non-existent, or small relationships between formal 

psychotherapy training and positive outcomes (Hill & Knox, 2013; O’Donovan, Bain, & 
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Dyck, 2005; Roth & Fonagy, 2005). In terms of research support for the small positive 

relationship between formal training and outcome, Roth and Fonagy (2005) found that 

clinicians with more formal training (i.e., advanced graduate degrees) outperformed 

paraprofessionals when working with more diagnostically complex, difficult clients. 

However, the small positive relationship between training and psychotherapy outcomes 

was not maintained when comparing the outcomes of those with formal training and 

paraprofessionals working with less complex clients. 

Similarly, Bright, Baker, and Neimeyer (1999) compared the effectiveness of 

professional clinicians and paraprofessionals who were trained in cognitive-behavior 

therapy (CBT) for depression. They found that the professional status of psychotherapists 

had no significant impact on outcomes and showed that both client groups experienced 

improvements in depression, negative thinking, and overall distress. They did note that 

professionally trained psychotherapists had more clients that could be classified as non- 

depressed following treatment. However, this difference was not statistically significant. 

Additionally, Wheeler (2002) presented converging empirical evidence of these findings 

and asserted that empirical evidence does not support the links between training, 

experience, competence, and positive outcome. Additional outcome studies show that 

trained psychotherapists are as effective as untrained psychotherapists in promoting 

positive outcomes (e.g., Dawes, 2008). Even when trained and experienced 

psychotherapists are compared to each other, they have considerable differences in 

outcomes despite theoretical orientation, demographic matching, and severity of client 



31  

 
 
 

presenting concerns (Luborsky, McLellan, Diguer, Woody, & Seligman, 1997). This 

appears to be the case in other fields, like medicine (Bolger & Wright, 1992; Camerer & 

Johnson, 1991). Experts in fields like medicine perform similarly to less-trained 

individuals and make no more accurate decisions than novices with simple decision aids 

(Bolger & Wright, 1992; Camerer & Johnson, 1991). 

When considering the possibility that training is effective, current practices may 
 

be overly-involved and technically focused or under-involved and broadly focused. Frank 

and Frank (1991) suggested that academic training provides psychotherapists with a 

theoretical framework to believe in and build confidence about personal skills. It may be 

that the beliefs, rather than skills and training, are important. From this perspective, 

student psychotherapists develop confidence and take on professional identities as 

psychotherapists, but specific skill learning and utilization is less important. If this is in 

fact the case, I question the often complex, costly, and time-consuming nature of the 

variety of educational and licensure activities faced by aspiring mental health 

professionals. 

Based on such research findings, Hill (2002) reflected on the possibility of letting 

beginning enthusiastic natural psychotherapists do therapy. She went on to consider that 

psychotherapy training candidates be chosen based on natural ability. She stated, rather 

than current education practices, maybe we should just give “them (natural 

psychotherapists) lots of experiences seeing clients” (Hill, 2002, p. xiii). While Hill’s 
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statements may be true and reflect some of the basic ideas underlying the selection and 

development of experts who perform at exceptional levels, they lack specificity. 

However, the expert performance approach provides more specific guidelines 

about the selection of individuals who possess the ability to attain expert levels of 

performance (Ericsson, 2006a; Ericsson, Krampe, & Tesch-Römer, 1993). The expert 

performance approach was initially developed to offer a structured way for scientific 

investigators to examine the achievement of superior performance in several domains. 

According to Nandagonal and Erricsson (2012), to develop an expert performance 

approach to training individuals to develop superior performance, investigators must: 

identify superior performance of individuals engaged in representative tasks; clarify the 

mechanism mediating such superior performance; and determine how mediating 

mechanisms are developed. Then researchers must engage aspiring experts in specific, 

goal-directed, and objective representative tasks via deliberative practice. Finally, 

aspiring experts must be provided feedback on their performance, incorporate the 

feedback, and engage in deliberative practice to attain superior performance. 

Theoretically speaking, it may be possible to use an expert performance approach to 

improve the relationships between training, psychotherapy performance, and outcomes 

(Ericsson, 2006a; Nandagopal & Erricsson; 2012). 

Thus far, I have supported the argument that we need to make psychotherapy 

outcomes more positive. Potentially, we could support more positive outcomes by 



33  

 
 
 

transforming current training practices to improve the relationship between 

psychotherapists’ training and outcomes. 

Traditional Experience 
 

Orlinsky and Howard (1987) reported that psychotherapists with six years of 

experience had better outcomes than their more novice counterparts. However, the 

majority of work on psychotherapists’ experience level and outcomes indicate that there 

is no positive relationship between the two ( e.g., Berman & Norton, 1985; Franklin, 

Abramowritz, Furr, Kalsy, & Riggs, 2003; Okiishi et al., 2006; Seligman, 1995; 

Wampold & Brown, 2005). Lambert et al. (2003) even demonstrated an inverse 

relationship between experience and outcomes and found that graduate trainees have 

better outcomes than trained licensed staff. Researchers investigating the relationship 

between experience and performance in specific fields like medicine and accounting 

found similar trends (Ericsson & Lehmann, 1996; Ericsson, 2004). Large scale empirical 

reviews of the literature like Ericsson and Lehmann (1996) and others (e.g., Ericsson, 

2004; Choudhry, Fletcher, & Soumerai, 2005) note small and sometimes inverse 

relationships between professional experience and performance. They also find that 

professionals’ experience of the difficulty of the work does not matter. Therefore, we 

cannot assume that extended professional experience will result in reliably superior 

performance. Most active professionals and beginners in a domain refine their behavior 

to support increased performance until reaching an acceptable level. After attaining 

acceptable levels of performance, most do not use their experience to make further 
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improvements. As a result, years of work experience remains a poor predictor of 

performance (Ericsson & Lehmann, 1996). 

Experience as Deliberative Practice 
 

While the researchers discussed above have presented evidence that allows us to 

question the assumed ties between experience and performance, for centuries humans 

have built models of mastery and expertise based on experience (Epstein, 1991). For 

example, in the traditional apprentice model, a 14-year-old adolescent would serve and 

study with a master or expert for seven years. This length of time varied based on the 

complexity of the craft and prior experience of the apprentice but generally remained 

stable (Epstein, 1991). Moreover, the word for expert has origins in the Latin expeiri, a 

derivative of the Latin word for experience (Skovholt, Hanson, Jennings, & Grier, 2004). 

Current researchers insist that the development of expertise requires and is 

defined by accumulated, understood, and related sets of meaningful experiences 

(Skovholt & Jennings, 2004). Ericsson, et al. (2006) even edited a 761-page handbook of 

expertise containing 42 chapters of empirical research that demonstrates the essential 

relationship between experts and experience. So, why does it appear that there is a weak 

relationship between experience and expert performance in psychotherapy, when 

expertise has been defined and understood as based on experience for centuries? 

All accumulated experiences are not equal. Accumulated experiences, even those 

that require on-going hard and engaging work, may not be related to expert performance 

or the achievement of expertise. However, specific accumulated experiences 
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characterized by deliberative practice appear highly related to expert performance and 

expertise. Engaging in deliberative practice requires the practitioner to be motivated, 

concentrated, and engaged in specific effortful activities (Nandagopal & Ericsson, 2012). 

This means practitioners must engage in an activity that is goal-directed, designed to 

develop a specific aspect of performance, self-evaluative, and gradually refined 

(Ericsson, 2006a; Ericsson, et al., 1993). Such deliberative practice only includes training 

activities that: (a) begin with identifying a specific and correctable weakness in 

performance; (b) are set to achieve a specific, initially unattainable, but realistic goal; (c) 

engage the trainee in activities that are designed to improve a specific weakness; (d) use 

self-evaluation during deliberative practice and problem-solving to continually refine and 

improve performance; (e) include the trainee seeking performance feedback; and (f) the 

trainee engages in on a daily or almost daily basis (Ericsson, 2003; 2006a; 2006b; 

Ericsson, Patel, & Kintsch, 2000). 

Differences between the less proficient and the expert can almost always be 

attributed to those skills acquired by experts during lengthy training (Howe, Davidson, & 

Sloboda, 1998; Sternberg & Grigorenko, 2003). Although unspecific in their descriptions 

of experience, Bryan and Harter (1899) found that novice telegraphers required a 

minimum of 10 years of experience to become proficient. Ericsson and Ward, (2007), and 

Richman and Quiñones (1996), agree with Bryan and Harter on the number of requisite 

years of experience, but specify that the experience must also be characterized by 

deliberative practice. 
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To develop expertise, aspiring psychotherapy experts must do more than 

accumulate extensive unstructured, even engaging, and/or routine experience. Such 

unstructured accumulations of experience may not only support stagnation, they can also 

be detrimental to psychotherapists’ growth and psychotherapy outcomes (Clementel- 

Jones, Malan, & Trauer, 1990; Shapiro & Shapiro, 1982; Wierzbicki & Pekarik, 1993). 

To prevent decreasing efficacy and increase expertise, experts should engage in 

deliberative practice (Ericsson, et al., 1993). This means that experts engage in training 

activities that are specifically designed to improve performance and increasingly 

challenge themselves to attain higher levels of development. When engaging in such 

performance-related tasks, experts must concentrate and be focused (Ericsson, 2006b; 

Ericsson et al., 1993), as well as monitored or given feedback, preferably by a supervisor 

or coach (Ericsson, et al., 2000; Ericsson & Kintsch, 1995). 

Conclusion 
 

In summary, I have argued that psychotherapy outcomes are in need of 

improvement; psychotherapy training and experience does not appear to reliably relate to 

performance or psychotherapy outcomes. Only specific accumulated experiences 

characterized by deliberative practice support expert performance. I have proposed that 

the expert performance approach might be used to alter training to increase the 

relationship between training and outcomes. Finally, I have claimed that the relationship 

between experience and outcomes can be improved by incorporating deliberative practice 

into professional experience. In the next section, I describe the expert performance 
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approach and discuss how it has been used in other fields to promote improved outcomes 

among individuals and fields more generally. 

Increasing Outcomes Using an Expert Performance Approach 
 

Nandagopal and Ericsson (2012) suggest that researchers interested in increasing 

performance must first study individuals who demonstrate consistent expert performance 

in their domain of expertise. Doing so requires researchers to examine experts engaged in 

performance using direct observational methods to capture basic defining elements of the 

performance. Once basic elements of performance have been defined they can be used to 

create training exercises that support deliberative practice. After engaging in extensive 

and ongoing deliberative practice, individuals with sufficient mental and/or physical 

capacities can achieve expert levels of performance (Ericsson, 2006a, 2007a, 2007b). 

Through time, such increasing levels of performance can enhance the effectiveness of the 

field in a general way. 

Part of the reason the expert performance approach has not been widely 

incorporated into psychotherapy training like it has in other fields is due to 

psychotherapists’ personal values and ethical obligations to protect client confidentiality. 

Such personal values and ethical obligations compete with the ethical obligation to 

achieve and maintain competence (American Psychological Association, 2010). Thus, 

like Mozdzierz, Peluso, and Lisiecki (2009), I feel it is unfortunate that the majority of 

psychotherapists have not had the opportunity to have been trained through greater 

exposure to direct observations of clinical experts. This may hinder their ability to 
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achieve their full potential. “Like birds born in captivity, if they don’t learn the songs of 

their species at the critical moments, they are permanently impaired and often do not 

survive burnout in the wilds of clinical practice” (Mozdzierz, et al., 2009, p. xxi). 

Hopefully, with the increasing amount of audio-visual recordings of experts becoming 

more numerous and widespread, trainees and professionals alike will be able to access 

experts and examine their performance through direct-observational means. Researchers 

like Baum and Gray (1992) and Escudero, et al. (2011), who have already been discussed 

or will be discussed in a latter section, have already used such means with promising 

results. 

Defining Basic Elements 
 

In this section, my goal is not to provide an exhaustive or comprehensive 

definition of expertise or all the characteristics of experts, as a handbook and several 

books have already been written on the topic (e.g., Ericsson, 2006a; O’Donohue, 

Cummings, & Cummings, 2006; Skovholt & Jennings, 2004). My intention is to provide 

a concise historical review of the discovery of automaticity, a defining element of 

expertise that explains why expert performance must be observed and studied directly 

rather than discussed or examined post-performance, as many researchers have done in 

the past. 

Researchers have used observation to successfully define basic elements of 

performance (Blomberg, Giacomi, Mosher, & Swenton-Wall, 1993; de Groot 1946, 

1978; Whalen & Vinkhuyzen, 2000). In 1966, Adrian de Groot, a famous chess master, 
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conducted the first modern observational research on expertise. He investigated the 

hypothesis that chess masters used qualitatively different mental processes than their 

more novice counterparts to make decisions during play. To test his hypothesis, he asked 

expert and novice players to talk aloud as they decided strategies and upcoming moves. 

After examining recordings of his talk aloud observations, he failed to support his 

hypothesis (de Groot, 1966). Part of the reason that de Groot failed to support his 

hypothesis may be related to the procedure he used in his observation process. His talking 

aloud procedure likely hindered the automaticity characteristic of expert performance. 

Although unknown to de Groot in 1966, researchers like Ericsson (2006a) have 

demonstrated that experts have such fast, developed, well organized, and effectively 

chunked knowledge in their domain of expertise that their performance behaviors feel 

like they occur automatically based on intuitive knowing. Talking aloud during 

performance would undoubtedly disrupt performance as experts tried to engage in 

metacognitive processes that occurred so quickly they had no awareness of them. I can 

only assume that they attached rationale logic to their intuitive knowing that was made 

up. As noted in the introduction of the paper, attaching rationale to intuitive knowing is 

common among individuals and discussed in great detail by Siegel (2007a). 

However, de Groot’s second experiment is consistent with what is reported by 

Ericsson (2006b) and the understanding of automaticity. In his second study, de Groot 

explored differences among expert and novice memory by allowing his participants to 

momentarily examine a pre-laid chess board and then recreate the board based on 
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memory. He found that chess masters could reproduce an entire chess board nearly 

perfectly every time he administered the protocol. On the other hand, novices struggled to 

correctly reproduce three or four chess pieces. de Groot concluded that experts more 

meaningfully chunked relevant information and, consequently, remembered more than 

novices. 

Later, Chase and Simon (1973) found that experts in football, physics, and music 

acquire vast knowledge that is stored in pattern-based memory systems through years of 

deliberative practice. Their findings not only supported de Groot’s ideas of chunking but 

also indicated that well chunked information is stored based on patterns that enhanced the 

efficacy and efficiency of their recall. Larkin, McDermott, Simon, and Simon (1980) and 

Chi, Glaser, and Rees (1982) found that expert physicists have greater general and 

organized knowledge that cues them to solutions using increasingly complex theoretical 

principles. They explained that the pattern-based memory serves as a map with several 

branching limbs that form a decision tree. Since the limbs are so well traveled and 

organized, the expert is allowed to simultaneously retrieve large chunks of diverse 

information and integrates them in complex, fluid, and increasingly expedient ways. At 

some point, experts do this so quickly their knowing feels intuitive and their behavior 

appears automatic. 

Development. Dreyfus and Dreyfus (1986) proposed that novices move through 

five stages to achieve expert performance in a given domain. The stages include novice, 

advanced beginner, competent, proficient, and expert. According to their model, an 
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individual moves from reliance on objective, context-free principles to more subjective 

contextual cues in decision-making. In this progression, novices are not ignoring 

contextual elements; they are just unable to attend to context because they are consumed 

with the retrieval of newly learned objective knowledge that is not well chunked and 

organized. As they chunk information more effectively in more organized ways, they can 

attend to more contextual elements, but have trouble integrating them with objective 

knowledge. Their progression is marked by movement from what appears to be more 

external information (e.g., new learning and consideration of contextual factors) to more 

internal mechanisms for decision-making (e.g., intuitive knowing and automaticity). 

The novice stage is characterized by adherence to rules with little regard for 

contextual elements (Dreyfus & Dreyfus, 1986). As the novice moves to the advanced 

beginner stage, he or she more efficiently and effectively integrates contextual elements 

with their knowledge base (Fook, Ryan, & Hwaking, 1997). In the competence stage, the 

advanced beginner starts to adopt hierarchical procedures for decision-making (i.e., 

chunks are getting more organized and pattern based memory is developing) (Dreyfus & 

Dreyfus, 1986). As a result, the competent performer simultaneously perceives her or his 

knowledge and the contextual elements to makes more effective performance decisions. 

The second-to-last stage is called proficiency and is marked by intuition (Dreyfus 
 

& Dreyfus, 1986). Proficiency is characterized by rapid, fluid, involved behavior distinct 

from the slow, detached reasoning of the problem-solving process. The final stage of 

expertise is reflected in the growth through all prior stages. In this stage, the expert uses 
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her or his accumulated experience and reflective practice to effortlessly, intuitively, and 

consistently demonstrate exceptional performance (Dreyfus & Dreyfus, 1986). 

Incorporating Basic Elements by Expert Modeling 

Expert modeling has been used as a means to incorporate basic elements of 

expertise into training activities with promising results (e.g., Clancey, 2006; Harle & 

Vickers, 2001; Rikli & Smith, 1980). More recently, Boyer, Miltenberger, Batsche, and 

Fogel (2009) used expert modeling to improve technique and performance of three skills 

in female competitive gymnasts. When compared to weekly follow up under training-as- 

usual conditions, video modeling improved performance more quickly and the authors 

concluded that video modeling could reduce the number of training days required to 

improve a difficult physical skill. 

Applying this model to psychotherapy training, Baum and Gray (1992) compared 

the impact of expert modeling to traditional teaching methods on novice psychotherapy 

students’ attainment of active listening skills. The researchers randomly assigned students 

to one of four experimental groups: expert lecture, expert model, novice model, or self- 

model. During the pre-test, the research participants were instructed to interview a mock 

client who came for counseling. After completing the video-taped interaction, they filled 

out three questionnaires related to their experiences during the interview. During the 

intervention phase of the study, participants were taught and given handouts on three 

basic skills: minimal encouragers, open-ended questions, and reflective statements. Then 

they watched one of four videotapes: (a) an experienced psychotherapist giving a lecture 
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on the utilization of the micro-skills (expert lecture group); (b) an experienced 

psychotherapist performing the skills (expert model group); (c) a novice performing the 

skills (novice model group); or (d) the video of their own pretest (own model group). 

During each videotape, the experimenter commented on the appropriateness of the use or 

non-use of each of the micro-skills. The feedback was intended to model the kind of 

feedback a student might receive in practicum class (Baum & Gray, 1992). 

For the post-test, each subject completed a mock interview and completed the 

same questionnaires used in the pre-test. As predicted, all experimental groups 

demonstrated improved performance, with the expert model group demonstrating the 

greatest improvement, followed by the expert lecture, novice model, and own model 

groups respectively. However, no significant improvement or difference between groups 

was noted based on objective measures of subjects’ feelings during interviews. While not 

significant in improvement or difference, it may be noteworthy that improvement on each 

of the dependent variables was greater by one of the two expert groups. Participants in 

the own model group experienced their training as more helpful and enjoyable than all 

other groups, despite objective accounts that indicated they improved the least on all 

dependent measures. The results of their study support the more widespread use of expert 

modeling in training. 

Researchers like Harbonnier-Topin and Barbier (2012) have demonstrated the 

link between modeling basic elements of expert performance and the achievement of 

expertise. However, it is also important to establish the link between the complex 
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cognitive changes characteristic of expert development and the possibility that these 

changes could result from simple behavior changes. While researchers like Boyer, et al. 

(2009) support the use of expert video modeling to improve performance, the authors do 

not provide evidence or theoretical explanation about the causative mechanism(s) 

underlying improved performance. However researchers like Hillman, et al. (2008); and 

Kang, Gray, and Dovidio (2014), have demonstrated how simple behavioral changes like 

mindfulness can lead to complex cognitive changes. 

Simple Behaviors and Complex Cognitive Change 
 

Researchers have found that simple behavioral changes can lead to complex 

cognitive changes (Cahn & Polich, 2009; Davidson, 2000; Moore & Malinowski, 2009; 

Siegel, 2007a, 2007b). While the relationships between simple behavioral changes and 

subsequent cognitive changes are examined in fields like gymnastics, chess, and 

medicine, less research has been conducted in the psychotherapy outcome literature. Of 

the simple behaviors examined in psychotherapy outcome research, the impacts of 

mindfulness appear to have received the greatest attention. For example, mindfulness 

practice is associated with increased metacognitive awareness, attentional capacity, 

emotional intelligence, and social connectedness among psychotherapists (Cohen & 

Miller, 2009; Davidson & Hayes, 2011). 

In this section, I have attempted to provide evidence that supports the proposition 

that simple behavior change can support complex cognitive changes that ultimately 

improve psychotherapy performance. In part, I used the research in this field to justify the 
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examination of simple behaviors (e.g., psychotherapist verbal behaviors or the words they 

use to enact the common factors) in my research on expertise, and to demonstrate that 

this examination could provide useful data to support improvements in performance, 

despite its seeming simplicity. 

Expert Psychotherapists 
 

According to Skovholt and Jennings (2004), expert psychotherapists are avid 

learners, utilize accumulated experiences as a major resource, and value the cognitive 

complexity and inherent ambiguity of the human experience. Skovholt and Jennings 

(2004) identified fundamental personality features of expert psychotherapists. They found 

that fundamental personality features of expert psychotherapists did not vary based on 

theoretical orientation, but appear to transcend orientation. Moreover, expert 

psychotherapists have several common emotional characteristics that fall into six general 

areas. They exhibit emotional receptivity, self-awareness, reflectivity, non-defensiveness, 

and openness to feedback. Furthermore, expert psychotherapists attend to their own 

personal emotional health and are highly attuned to the impact of their emotional health 

on psychotherapy practice. Generally, they are mature, possess strong interpersonal skills, 

and appear to be experts at utilizing these interpersonal skills in psychotherapy (Skovholt 

& Jennings, 2004). 
 

Expert psychotherapists conceptualize the working alliance as foundational for 

client change (Sullivan, Skovholt, & Jennings, 2004). Thus, they remain keenly attuned 

to their relationship with the client and are adept at estimating how much challenge their 



46  

 
 
 

clients can tolerate before experiencing a rupture in the Therapy Alliance. Sullivan, 

Skovholt, and Jennings (2004) showed that master psychotherapists evidenced 

heightened responsiveness and actively collaborate with their clients. In doing so, they 

develop strong relationships with their clients that are characterized by great emotional 

depth. To challenge their clients, they make extensive use of self, intensely engage them, 

and maintained objectivity in the relationship (Sullivan, Skovholt, & Jennings, 2004). 

Jennings, et al. (2005) examined ethical values of expert psychotherapists. They 

found master psychotherapists value building and maintaining personal and professional 

relationships and see relationship maintenance as essential to maintaining their 

competency. Part of this value seems to be grounded in the idea of autonomy and master 

psychotherapists seem to consistently give extra attention to understanding the 

phenomenological experience of their clients and believe that clients must lead the course 

and timing of the therapy process (Jennings, et al., 2005). 

In terms of building expertise, expert psychotherapists valued being adept 

clinicians and were motivated to progress far beyond the minimum levels of competency 

mandated by practice and ethical standards (Jennings, et al., 2005; Skovholt, Jennings, & 

Mullenbach, 2004). These expert psychotherapists openly acknowledged their limits as 

clinicians and people in general. Indeed, awareness of their limitations seemed to serve as 

a source of inspiration that propelled personal and professional growth. Additionally, 

expert psychotherapists actively pursued informal and formal training to expand their 

clinical and cognitive capabilities on an ongoing and consistent basis. Expert 
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psychotherapists did not see any simple solutions in their clinical work. In fact, they 

appeared to look for the uniqueness and intricacy inherent in each exchange. Expert 

psychotherapists expressed a deep commitment to awareness of their own life issues. 

Their self-awareness seemed to center around two issues: (a) understanding and fulfilling 

their personal emotional and physical needs; and (b) awareness of their own unfinished 

business, personal conflicts, defenses, and vulnerabilities (Skovholt, et al., 2004). 

In the studies discussed above (i.e., Jennings, et al., 2005; Skovholt & Jennings, 
 

2004; Skovholt, et al., 2004; Sullivan,  et al., 2004) all of the researchers used the 

Consensual Qualitative Research (CQR) method to code ten transcribed interviews from 

Jennings and Skovholt’s (1999) qualitative study on the therapy practices and personal 

qualities of master psychotherapists. In the original study, Skovholt and Jennings used 

extreme case sampling to identify three well-regarded psychotherapists with a mean 

average of 31 years of experience. These three psychotherapists were asked to nominate 

three peers based on several criteria. Their peers were then contacted and asked to do the 

same. As a result, a total of 103 different psychotherapists were nominated as potential 

experts for the study. Of the 103 nominated, they chose to conduct their studies on the top 

10 most nominated psychotherapists. Their sample of 10 consisted of a mixture of 

doctoral-level psychotherapists, masters-level social workers, and one psychiatrist. Their 

levels of experience ranged from 21 to 41 years of experience with an average of 31 years 

of experience. They used CQR to allow the data to “emerge from the interview 
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transcripts while multiple researchers distill the meaning by consensus” (Jennings, et al., 
 

2005, p. 35). 
 

Williams and Levitt (2007) conducted qualitative interviews with 14 expert 

psychotherapists and analyzed the transcribed interviews using Glaser and Strauss’ 

(1967) grounded theory to explore expert psychotherapists’ values in psychotherapy. 

They found moral relativism and belief in science to be relevant values for determining 

therapeutic interventions. For example, expert psychotherapists prioritized their clients’ 

experiences and expertise to guide therapeutic solutions unless psychotherapists thought 

clients were lacking in the skills needed to navigate the process of change. In these cases, 

psychotherapists prioritized professional knowledge to make therapeutic decisions. 

Expert psychotherapists aimed to defer to clients’ goals and values by working with them 

as long as they did not actively obstruct the process of change. In such cases, 

psychotherapists enlisted clients in an evaluation of the goal or value in an attempt to 

remove the obstruction. Psychotherapists drew on their internal emotional reactions to 

gauge the therapeutic relationship and progress according to their professional values. 

Psychotherapists pursued shared understanding with clients throughout therapy, except 

for the times when differences became so great that psychotherapists felt unable to 

understand. In such cases, psychotherapists solicited outside resources or explicitly 

engaged clients in conversation about those differences (Williams & Levitt, 2007). 



49  

 
 
 

The Common Factor Domains 
 

In this section, I attempt to support the claims I made about the links between the 

common factors and psychotherapy outcomes in the introduction of this work. Beyond 

linking the common factors to psychotherapy outcomes, I suggest and support the 

assertion that the common factors are the causative mechanisms underlying the majority 

of approaches to psychotherapy, thus making the common factors a worthy focus for the 

proposed research. In addition to this goal, I review several of the categories, groupings, 

or ways of describing and delineating the common factors proposed by researchers in the 

field. In doing so, my intent was not to provide or develop a rigid, exact, or even 

mutually exclusive system of classification to fit psychotherapists’ interventions into 

categories since they have been socially constructed and poorly defined for over a half- 

century. Rather, my primary objective was to gain a general sense of the way the 

common factors have been understood to create a start list of domains, categories, and 

subcategories that can serve as a point of reference for the research team (Hill, 2012). 

Over the years, psychotherapists have noted mounting numbers of theoretically- 

derived and/or empirically-based approaches to psychotherapy. Wampold (2001) 

suggested that there are over 250 distinct approaches to psychotherapy and counseling 

described in over 10,000 books. Duncan, Sparks, and, Miller (2006) and Norcross 

(2002a) suggested that the number of approaches is closer to 500 when examining those 

that include some kind of psychotherapy integration. The frenzied approach to develop 

specific treatments for specific disorders continues in spite of the fact that psychotherapy 



50  

 
 
 

researchers have frequently demonstrated that such specific theories and models of 

psychotherapy make little to almost no difference in treatment outcomes (see Duncan, 

Hubble, & Miller, 1997; Lambert & Barley, 2002; Miller, Duncan, & Hubble, 1997; 

Norcross, 2002). 

Some suggested that numerous approaches reflect a multitude of concepts articulating 

similar constructs with a variety of different names (e.g., Siev & Chambless, 2007; 

Wampold, Imel, & Miller, 2009; Wampold, et al., 1997). Wampold (2001) stated that it is 

almost impossible to assume that numerous specific ingredients in such a multitude of 

approaches would have no impact on outcomes, unless unrecognized shared elements 

mobilize clients to improve their lives. After extensively analyzing decades of outcome 

research, Lambert (1986) singled out four common factors and estimated the percentage 

each contributes to outcome variance. They include variables related to the client (40%), 

relationship (30%), expectancy, (15%), and model (15%). Duncan (2010) goes on to split 

Lambert’s four factors into a five factor model consisting of the following variables: 

therapist, alliance, client, feedback, and model. Lambert conceptualized variables related 

to the psychotherapists’ presentation of the theory of cure and psychotherapists’ buy-in 

for a specific model as model variables. While variables related to the presentation of the 

theory of cure and buy-in have been examined in this study, they will be conceptualized 

as expectancy variables, rather than model variables. Duncan (2010) suggested an 

argument could be made that theoretical model and psychotherapists’ allegiance to a 

particular theory can be considered part of expectancy variables. When presentation of 
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the theory of cure and buy-in are conceptualized as expectancy variables that are common 

to all effective psychotherapy, the particular model of psychotherapy employed 

contributes less than Lambert’s estimate to psychotherapy outcomes (Duncan, 2010). 

Thus, given the relatively low contribution that model differences have on psychotherapy 

outcomes and that this study is focused on common factors, model differences will not be 

a focus of the proposed research. 

Wampold (2001) estimated that client factors and inexplicable error variance 

account for 87% of the change that occurs in psychotherapy; unfortunately these factors 

are beyond the psychotherapist’s control. Thus, only the treatment effects that have had 

the most robust impacts on outcomes were examined in the study. Client factors include 

client motivations, strengths, struggles, levels of distress, psychosocial support, and 

chance events. From this perspective, the client is the engine of change with his or her 

participation being the most important determiner of outcomes (Bohart & Tallman, 2010; 

Orlinsky, et al., 2004). Given that the psychotherapist does not have the ability to directly 

influence the client’s presenting level of distress, psychosocial support, or chance events, 

I focused my research on the common factors that psychotherapists can use to influence 

engagement, motivation, strengths, and psychosocial support. These factors include the 

Therapy Alliance, enhancing motivation, positive expectations, and feedback. 
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Defining the Common Factor Domains 
 

Therapy Alliance 
 

For over 30 years, the Therapy Alliance has been defined by four interacting 

elements: (a) a relational bond between client and psychotherapist; (b) client’s perception 

of psychotherapist empathy, congruence, and unconditional positive regard; (c) 

agreement on the tasks of therapy; and (d) agreement on the goals of therapy (Bordin, 
 

1979; Duncan, 2010). Teyber and McClure (2000) concluded that future researchers 

should seek to understand the factors that underlie the development of strong 

psychotherapist-client relationships. More specifically, they suggested that researchers 

examine what psychotherapists say and do in the performance of psychotherapy that 

supports an excellent therapy relationship or working alliance. 

The psychotherapists’ behaviors that Norcross and Wampold (2011) found to be 

demonstrably effective include the Therapy Alliance, empathy, and collecting client 

feedback. They found goal consensus, collaboration, and positive regard to be probably 

effective. They go on to suggest that the Therapy Alliance should be adapted to the 

client’s level of reactance or resistance; while goal consensus should be adapted based on 

the client’s stage of change, and collaboration adapted based on client coping style 

(Norcross & Wampold, 2011). 

Thus, the first domain to be explored in this research was the Therapy Alliance. 

Based on research by Orlinsky and Rønnestad (2005), researchers examined verbal 

behaviors that demonstrate personal engagement. Such behaviors include attending to 
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client general perceptions and reactions and dealing with conflicts or difficulties 

constructively (Duncan, 2010). Therapy Alliance also extended to acts of collaboration 

and validation on the part of the psychotherapists. Additional aspects of this domain 

included the psychotherapists’ fostering or elicitation of client agreement on the goals 

and task of therapy (Bordin, 1979). 

Agreement on the goals of therapy. While (Zeig, 1980) recalled that Milton 

Erickson proposed that half of psychotherapy was complete when clients adapted their 

problems into meaningful and clear goals, Fritz Perls (1969) saw goal setting as 

manipulation that robbed counseling and life of zest and spontaneity. For most 

psychotherapists, agreement on the goals of therapy has long been considered an essential 

aspect of the therapeutic alliance (Duncan, 2010). To reach agreement on the goals of 

psychotherapy, effective psychotherapists actively collaborate with clients to determine 

what they would like to change in their lives. One of the most reliable psychological 

findings is that goal-setting relates to attainable outcomes. Through over 35 years of 

research on goal-setting, Locke and his colleagues (Locke, Shaw, Saari, & Latham, 1981; 

Locke & Latham, 2002) have shown that goal-setting helps people focus attention and 

action, mobilize energies and efforts, support persistence in those efforts, and aids in 

developing relevant strategies for goal attainment. This is particularly the case when the 

goals are specific and when psychotherapists provide supportive feedback related to 

challenging goals, and goal attainment is possible (Duncan, 2010). 
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Agreement on the tasks of therapy. According to Duncan (2010), 

psychotherapist and client must agree on specific techniques, an unambiguous frame of 

reference, topics to be discussed, interview procedures, length of sessions, frequency of 

meeting, expected duration of treatment, homework, handling cancellations, method for 

assessing progress, payment, and other details of psychotherapy. Such agreements and 

discussions have been considered a common factor by Frank (1961) and an aspect of the 

Therapy Alliance by more recent researchers (e.g., Duncan, 2010). 

The relational bond. On a very basic level, psychotherapists form relational 

bonds by listening, staying close to the client’s experience, and being responsive, 

likeable, and friendly (Duncan, 2010). To stay close to clients’ experiences necessitates 

psychotherapists’ carefully monitoring clients’ responses to questions, suggestions, 

general remarks, reflections, interpretations, and explanations. Forming relational bonds 

requires being flexible and creative enough to foster the intense engagement of the client, 

while ensuring the client is experiencing accurate empathy and unconditional positive 

regard. Maintaining relational bonds extends to psychotherapists’ validation and 

legitimization of clients’ problems and clarification of the important meaning inherent in 

clients’ experiences (Duncan, 2010). 

Personal engagement. Psychotherapists who are experienced as personally 

engaged listen intently to client concerns reflecting exact words or statements used by 

clients (Duncan, 2010). Such intense listeners pay close attention to the non-verbal 

behaviors of their clients and may make reflections, provide statements, and ask 
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questions about changes in voice tone, shifts in body posture, facial expressions, and 

specific word choices. An additional aspect of engagement includes the psychotherapist 

expressing genuine interest, intrigue, curiosity, or surprise in interpersonal interactions 

(Duncan, 2010). 

Empathy. Carl Rogers (1961) suggested empathic understanding occurs when a 

psychotherapist is in tune with the feelings and personal meanings her or his client is 

experiencing in each moment and successfully communicates that understanding to her or 

his client. Historically, psychotherapists have demonstrated empathy by making empathic 

attempts to understand a client’s thoughts, feelings, and actions (Duncan, 2010). In doing 

so, the psychotherapist attempts to understand his or her client from the client’s frame of 

reference. Such attempts do not entail motivation to be of assistance, but reflect efforts to 

comprehend clients’ perspectives. These efforts occur when a psychotherapist is both 

emotionally present and responsive (Goleman, 2006). Similarly, according to Bachelor 

(1988), empathy may include expressing what a client felt in a given situation, conveying 

recognition of what is undoubtedly known but not said by the client, or articulating the 

meaning inherent in an experience of which the client is scarcely aware. The 

psychotherapist undoubtedly understands the client’s feelings and what the client means. 

To provide accurate empathy is to correctly perceive another’s internal frame of reference 

including the emotional sentiment and personal meanings of the other person (Rogers, 

1961). 
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Unconditional positive regard. Carl Rogers (1961) suggested that unconditional 

positive regard is reflected when a psychotherapist expresses positive affective attitudes 

toward the client. Positive regard is described as unreserved, non-evaluative, warm, and 

non-possessive caring. Rogers frequently adopted the term acceptance to define this facet 

of the therapeutic relationship. He went on to say positive regard involves feeling and 

expressing acceptance with confidence and maturity. Ultimately, Rogers proposed that 

unconditional positive regard gives the client permission to experience feelings and find 

meaning in experience. Unconditional positive regard is characterized by a 

psychotherapist’s warm, unconditional acceptance of the client’s experience. Such regard 

is characterized by prizing and affirmation, both of which have been consistently tied to 

positive therapy outcomes (Orlinsky et al., 1994). Researchers like Orlinsky and Howard 

(1987) and others (Farber & Lane, 2002; Norcross, 2010; Traux & Carkhuff, 1965) 

support Rogers’ emphasis on the importance of positive regard on therapy outcomes. It is 

critical that clients think their psychotherapists view them positively. According to 

Duncan (2010), psychotherapists can convey their positive viewpoint when they 

communicate that the client is not her or his problem and that the client’s humanity 

transcends anything the client may have done. The client’s experience of positive regard 

has the strongest relationship to outcome. Supportive psychotherapists privilege clients’ 

experiences; they are not merely satisfied with experiencing positive regard for clients, 

they explicitly discuss their positive feelings in session. In doing so, they impart a caring, 
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reverential attitude that confirms and supports clients’ internal experience of value 
 

(Duncan, 2010; Duncan & Moynihan, 1994; Farber & Lane, 2002). 
 

Validation. Validation combines two robust empirically supported aspects of the 

relationship bond: empathy and unconditional positive regard (Duncan, 2010). Validation 

sets the stage for client strengths to emerge and ultimately supports client engagement. 

Psychotherapists use validation to substantiate the thoughts, feelings, and actions of their 

clients. Validation can occur via psychotherapists’ affirmations of client experience, and 

when psychotherapists assert that something exists or is true (Duncan, 2010). Similar to 

affirmations, psychotherapists may directly agree with clients about what needs to happen 

or what should have happened in a given circumstance. Offering validation for a client’s 

thoughts, feelings, or actions occurs when the psychotherapist genuinely accepts the 

client at face value and empathically pursues justification for the client’s experience in the 

broader context of her or his difficult situations. In other words, psychotherapists validate 

when they acknowledge that a client has good reasons for feeling, thinking, and behaving 

the way they do (Duncan et al., 1992). Such validation behaviors are not limited to, but 

may include verbal acts of warm affirmation, reflection, and unconditional 

positive regard (Orlinsky & Rønnestad, 2005; Rogers, 1957). 
 

Collaboration. To support the relationship bond and produce more positive 

outcomes, effective psychotherapists collaborate with their clients (Anderson, 1996; 

Anderson, 2007; Doherty, 1995; Fraenkel, 2006; Madsen, 2007, 2009; Tryon & 

Winograd, 2011). However, defining what collaboration looks like or how it is enacted in 
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the therapy relationship remains unclear (Melito & Rintell, 2013). Generally speaking, 

collaboration occurs when two or more people work together in a sensitive way to obtain 

a common outcome (Duncan, 2010). 

Enhancing Motivation 
 

Enhancing motivation undoubtedly overlaps with most, if not all, aspects of the 

Therapy Alliance and many researchers have considered the psychotherapy relationship 

to be an aspect of enhancing motivation. For example, Wampold and Brown (2005) 

suggested, second to client factors, enhancing motivation is one of the most potent 

predictors of psychotherapy outcome. Similarly when Duncan (2010) suggests that 

therapists’ ability to enhance motivation is the most potent variable among treatment 

effects and accounts for 46-69% of the variance attributable to treatment, he includes the 

quality of the relationship as part of enhancing motivation. 

According to Lambert (2013), three psychotherapist qualities have been identified 

as distinguishing more helpful from less helpful psychotherapists. They include 

psychotherapists’ general levels of personal adjustment, skill, interest in helping patients, 

the purity of the treatment he or she offers, and the quality of the relationship. Selected 

results from the National Institute of Mental Health-sponsored Treatment of Depression 

Collaborative Research Program (TDCRP) were re-examined in an effort to identify 

effects related to enhancing motivation that differentiated the more effective 

psychotherapists from the less effective psychotherapists. Researchers found more 

effective psychotherapists typically abstained from performing somatic interventions, or 
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body-focused interventions, in clinical practice, dedicated greater amounts of their 

professional practice to psychotherapy-related endeavors, were less inclined to consider 

medications as essential to the effective treatment of depression, and anticipated that 

greater numbers of therapy sessions would be needed for depressed clients to experience 

meaningful change in psychotherapy. More importantly, strong belief in the healing 

nature of the process of psychotherapy emerged as an important part of enhancing 

motivation. More effective psychotherapists not only held this belief but confidently 

conveyed this conviction to clients, ultimately enhancing client hope (Lambert, 2013). 

For purposes of this research, enhancing motivation focused on psychotherapists’ 

verbal behaviors that target client strengths as demonstrated by questions about strengths 

and highlighting or identifying hidden and more obvious strengths. While not historically 

considered a therapist effect, several contemporary researchers (e.g., DeJong & Berg, 

2008; Duncan & Sparks, 2007; Saleeby, 2006) have been classifying psychotherapists’ 

ability to focus on strengths and highlight clients’ heroic stories, stories in which the 

client surmounted obstacles, initiated actions, and/or bounced back as a therapist effect 

(Duncan et al., 2004). Other elements may include psychotherapists’ attention to context 

and supportive elements (e.g., resources like friends) and tailoring treatment to fit with 

client needs or preferences (Arnkoff, et al., 2002; Duncan & Miller, 2000; Frank & 

Frank, 1991). Finally, this domain included psychotherapists’ utilization of client 

motivations to promote client change and ability to cast the client as her or his own agent 

of change (Erickson & Rossi, 1979). 
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Psychotherapists who harness their clients’ innate aptitude for regeneration 

produce the most positive outcomes (Duncan, 2010). Such psychotherapists use questions 

to catalyze conversations regarding client abilities and strengths. They demonstrate an 

attitude that reflects high regard for the client’s resiliencies and inherent ability (Duncan 

et al., 2004). By encouraging a client to talk more about his or her strengths and simply 

viewing clients as the primary agents of change, psychotherapists can enhance client 

outcomes. Psychotherapists can be curious about stories that reveal the client’s action in 

surviving adversity, overcoming obstacles, and taking action (Duncan, 2010). 

Psychotherapists may ask directly or circuitously about apparent and less apparent 

resources, strengths, and resiliencies or indirectly solicit competing stories of the client’s 

identity. Several strength-based psychotherapies provide numerous methods to inquire 

and enlist client competencies, strengths, resources, and resilience to reach psychotherapy 

goals (DeJong & Berg, 2008; Duncan & Sparks, 2007; Saleeby, 2006; Thomas & 

Cockburn, 1998). 

Positive Expectation 
 

For purposes of this research, positive expectations included the verbal behaviors 

that reflect how the psychotherapist “does” the alliance. Positive expectation included 

therapists’ credible, effective explanation of client difficulties and curative strategies that 

can be used to resolve client problems (Baskin, et al., 2003). Further verbalization that 

fosters the client’s belief in the treatment administered and the credibility of the healing 
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ritual have been included in this domain (Frank, 1961, 1973; Frank & Frank, 1991; 

Kirsch, 2005). 

While researchers like Goldstein (1962) and Constantino (2012) have presented 

evidence of the essential role of psychotherapy-related expectations in producing positive 

outcomes, positive expectation remains one of the most understudied common factors 

(Constantino, Ametrano, & Greenberg, 2012; Greenberg, Constantino, & Bruce, 2006; 

Kirsch, 1985, 1990; Weinberger & Eig, 1999). As stated by Norberg, Wetterneck, Sass, 

and Kanter (2011), outcome expectations and treatment expectations are two broad, 

empirically supported expectancy types. According to Constantino, Glass, Arnkoff, 

Ametrano, and Smith (2011), outcome expectations can be defined as a client’s 

prognostic beliefs and feelings about a given treatment’s ability to work. Positive 

outcome expectations are reflected when a client believes that change is achievable and 

that psychotherapy can support that change (DeFife & Hilsenroth, 2011; Kuyken et al., 

2004). On the other hand, treatment expectations refer to clients beliefs about what will 

occur during therapy sessions. For example, treatment expectations include clients’ 

conjectures about role expectations for how they and the psychotherapist will behave in 

session, their process expectations or subjective experience during therapy, and duration 

expectations or beliefs about the length of treatment (Constantino et al., 2007). 

While hope was considered to be a part of the larger domain of positive 

expectations for purposes of this research, hope was defined as a more broad process of 

anticipating an outcome that is personally meaningful (Dew & Bickman, 2005). 
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Psychotherapy expectations reflected specific beliefs about the process and outcome of 

participating in psychotherapy (Constantino, Ametrano, & Greenberg, 2012). 

Furthermore, based on research by Swift, Callahan, and Vollmer (2011), psychotherapy 

expectations were differentiated from psychotherapy preferences, with psychotherapy 

preferences being defined as things clients’ value and desire in psychotherapy or 

psychotherapist. Similarly, based on research by Devilly and Brokovec (2000), treatment 

credibility referred to the extent that a treatment seems logical for its stated purpose. 

While Constantino et al., (2012) acknowledge the influence credibility might have on 

expectations, influence is not the same kind of belief. 

Reviews of the research (e.g., Arnkoff et al., 2002; Douglas, Noble, & Newman, 
 

1999) and a comprehensive meta-analysis on the published research by Constantino et al., 

(2011) consistently support the ties between outcome expectations and treatment 

outcomes. Defife and Hilsenroth (2011) provide additional support and suggest positive 

expectations are one of the three greatest influencers of early therapy process variables, 

treatment continuation and, ultimately, treatment outcome. Despite consistent 

associations between outcome expectations and treatment outcomes, we know very little 

about the way in which outcome expectations drive treatment outcomes. Thus, very few 

forms of psychotherapy or psychotherapy interventions have been designed to clearly and 

systematically address clients’ outcome expectations (Constantino, 2012; Price & 

Anderson, 2011). However, demonstrating skill and competence appears to be imperative 

for clients to believe in treatment efficacy. While Frank (1961) suggested clear links 
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between the psychotherapy ritual and myth or rationale over fifty years ago, more 

recently, Ahmed and Westra (2009) found that psychotherapists who provide more 

skilled, clear, convincing, competent, and strong treatment rationale early in treatment 

had more positive influence on outcome expectations and engagement in psychotherapy. 

While studying rationale delivery, Kazdin and Krouse (1983) found psychotherapists 

could positively influence outcome expectancies by informing clients that treatment was 

founded in scientific research, verified in clinical trials, and was newer than other therapy 

approaches. Their research also supports the use of examples of successful cases, more 

technical terms, and describing the treatment as broadly focused on emotions, cognitions, 

and behaviors (Kazdin & Krouse). To support ongoing positive expectations and 

treatment outcomes, psychotherapists should deliver treatment that is congruent with the 

rationale (Westra, Constantino, Arkowitz, and Dozois, 2011). 

Most of the work on treatment rationale and positive expectations suggest that 

psychotherapists should provide psychoeducation regarding the process and duration of 

treatment, appropriate client and psychotherapist behavior, and outcome expectations 

(Walitzer, Derman, & Conners, 1999). The goal is to foster clients’ adaptive, accurate 

expectations to enhance treatment outcome (Hoehn-Saric et al., 1964). Based on Tinsley, 

Bowman, and Ray’s (1988) laudable review of the research on expectancy, they suggest 

that psychotherapists should explore the etiology of clients’ process expectations. More 

contemporary psychotherapists approach treatment expectations collaboratively, meaning 

they explore the client’s perspective, inform the client of their perspective, come to a 
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common understanding, and let the client decide if treatment will be helpful (Van 
 

Audenhove &Vertommen, 2000). 
 

Based on research by Joyce and Piper (1998), Constantino et al. (2012) suggest 

regular monitoring of discrepancies between clients’ expectations and actual experience 

in therapy, given that incongruities between the two can lead to reductions in the quality 

of the Therapy Alliance. Due to the evidence presented by Swift and Callahan (2011), 

Constantino et al. (2012) promote providing clients with estimations of the approximate 

duration of treatment early in treatment to address duration expectations, increase session 

attendance, and decrease dropouts. Kirsch and Lynn (1999) suggested that 

psychotherapists can empower clients by alluding to other clients who have achieved 

success, assigning literature, encouraging clients to recognize pessimistic attitudes as 

unrealistic, and pointing out readily changeable behavior to maximize optimism. 

Feedback 

Kluger and DeNisi (1996) conducted a meta-analysis to examine the impact of 

feedback on performance in the published literature dating back to the 1930s. About 66% 

of those receiving feedback performed at a superior level than those in the non-feedback 

group. However, the majority of studies examined in Kluger and DeNisi’s meta-analysis 

examined the impact of simple feedback on simple motor performance. More recently, 

Knaup, Koesters, Schoefer, Becker, and Puschner (2009) conducted a more focused 

meta-analysis on the impact of feedback on psychotherapy outcomes and reported a 

significant, small effect for feedback from clients to therapists. Sapyta, Riemer, and 
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Bickman (2005) conducted a more exhaustive, but less focused, meta-analysis to evaluate 

the impact of client feedback to health providers on treatment outcomes. They 

determined that clients who provided feedback had better outcomes and were better off 

than 58% of those in the non-feedback control. More recently, Reese, Norsworthy, and 

Rowlands (2009) demonstrated that clinicians using the Partners for Change Outcome 

Management System (PCOMS) (Miller and Duncan, 2004) (a system for collecting client 

feedback) in a college counseling center produced significant improvement in 

psychotherapy outcomes for clients when compared to their clinical counterparts who did 

not seek feedback. 

To get effective feedback, psychotherapists must inquire about client expectations 

for treatment and then discuss discrepancies between client expectations and what is 

actually occurring in therapy (Sapyta et al., 2005). Sapyta et al. (2005) developed 

Contextual Feedback Intervention Theory to describe how feedback is understood and 

made useful. They suggest that psychotherapists will gain the most benefit from feedback 

if they are dedicated to achieving specific goals aimed at improving psychotherapy 

performance; cognizant of the difference between their current performance and goals; 

believe their clients are credible sources of feedback; and frequently elicit immediate and 

unambiguous feedback in a systematic way. In doing so, psychotherapists elicit concrete 

suggestions from clients that will improve psychotherapy outcomes. When 

psychotherapists ask for feedback they help the client communicate potential unmet 

needs and problematic aspects of treatment. For example, psychotherapists may utilize 
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real-time feedback from clients to monitor clients’ reactions to psychotherapy and 

contentment with the psychotherapy relationship. 

Thus, for the purposes of this research, the fourth domain of Feedback included 

psychotherapists’ verbalizations that demonstrated interest in getting feedback and 

responding to it with flexibility. Other verbalizations in which the psychotherapists’ 

demonstrate verbal monitoring of outcomes such as symptom reduction, goal 

achievement, and value enactment were also included in this category (Duncan, 2010; 

Muran & Safran, 2002). 

Consensual Qualitative Research 
 

Consensual Qualitative Research (CQR) is a qualitative research method proposed 

by Hill (1978) to study psychotherapy sessions. A short introduction to the philosophies 

underlying CQR provides evidence of the method’s fit with the views and purposes of this 

research (Creswell, 2007; Hoyt & Bhati, 2007). McLeod (2011) suggested that 

understanding the underlying philosophies of different qualitative methods allows 

researchers to develop more holistic understanding of the qualitative research process, 

utilize increased critical thinking regarding qualitative methods, and more efficiently and 

effectively describe the relevance of qualitative methods and findings. 

This discussion provides for a more nuanced understanding of the assumptions, 

philosophies, and history underlying CQR. 

Late in the 1970s, psychological and psychotherapy researchers turned toward 

more qualitative methods using discovery-oriented approaches like CQR to examine 
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psychotherapy process and outcomes. In 1988, Mahrer underscored the limits of 

hypothesis testing aimed at increasing psychotherapy knowledge. He suggested that the 

fundamental mission of hypothesis testing—confirmation or disconfirmation—was not 

fulfilled in psychotherapy research. Hypothesis testing and quantitative research have 

significant limitations and researchers can benefit by increasing their utilization of more 

discovery-oriented approaches. Such approaches support greater understanding of the 

complex factors that contribute to psychotherapy outcome within its context (Stahl, 

Taylor, & Hill, 2012). 

Strauss and Corbin’s 1990 grounded theory, Giorgi’s 1985 phenomenological 

approaches, and Elliot’s 1989 comprehensive process analysis, were the first qualitative 

approaches developed and utilized in psychology and psychotherapy research. Despite 

the benefits of such approaches to psychology and psychotherapy research, Hill (2012) 

expressed concern about the vague nature of the approaches—finding the approaches 

difficult to comprehend and implement. Thus, Hill integrated the best features of the 

above named approaches to create CQR (Hill, 2012). 

Hill (2012) described CQR as chiefly constructivist, with important, minor post- 

positivist elements. Like constructivist research, CQR builds on naturalistic and 

interactive qualitative methods (Hill, 2012; Ponterotto, 2005). Researchers using CQR 

recognize numerous, valid, socially constructed accounts of truth. Consequently, they 

affirm the uniqueness of experiences while looking for commonalities among 

experiences. CQR reflects the postpositive perspective by emphasizing consensus among 
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team members that ultimately implies a constructed truth (Ponterotto, 2005). Emphasis 

on consensus differentiates CQR from more obvious constructivist methods (e.g., 

Ponterotto, 2005; Strauss & Corbin, 1990), which frequently depend on one researcher’s 

interpretation of the phenomena being studied. 

Throughout history, balancing rigor and relevance has been an enduring challenge 

for qualitative researchers who struggle with dual ambitions of neutrality and richness. 

The balance between rigor and relevance is one of the greatest strengths of CQR. 

Although not developed specifically for psychotherapy research, CQR was 

developed by a counseling psychologist whose primary interest includes psychotherapy 

research and developed the methodology based on the underlying biases and assumptions 

inherent in counseling and psychotherapy. Hill (2012) suggested qualitative approaches, 

like CQR, are especially suited for examining psychotherapy process to depths beyond 

those made possible by traditional quantitative methods. 

Hill (1978) developed CQR to code interviews and refined the approach to study 

psychotherapy sessions and cases (Hill et al., 2008; Kasper et al., 2008). Beyond 

considerable research support for using CQR to examine psychotherapy and 

psychotherapy interventions (Hill et al., 2007; Hill et al., 2008; Kasper et al., 2008; Knox, 

Hill, Hess, & Crook-Lyon, 2008), CQR has been used in the study of expert 

psychotherapists (e.g., Jennings et al., 2005). 



69  

 
 
 
 
 
 
 

CHAPTER III 

METHODOLOGY 

Overview 

As the primary researcher, I selected five videos of expert psychotherapists 

engaged in psychotherapy to examine using a modified consensual qualitative research 

(CQR) approach (Hill, 2012). I identified defining events or segments of video in which 

psychotherapists enacted the following four common factors: Therapy Alliance, 

enhancing motivation, positive expectation, and feedback. After defining events, I 

developed core events by editing out hesitancies and redundancies to make each event 

more clear and concise. Based on the common factors literature, I developed a start list of 

domains, categories, and subcategories to use to code the videos. I provided the research 

team with the start list prior to coding. Using the start list, primary research team 

members independently reviewed each video stream and simultaneously coded each 

defined event using a modified CQR approach (Hill, 2012). After completing 

independent coding of each video stream, the primary research team met to reach 

consensus regarding defined events, domains, categories, and subcategories. After 

reaching consensus regarding all video streams, I sent the data to the auditor. The auditor 

reviewed the data and made recommendations. The primary research team reached 

consensus regarding the auditor’s recommendations. I concluded cross analysis by 

classifying each domain, category, and subcategory into the appropriate frequency 
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category and calculating percentages occurrences for each domain, category, and 

subcategory across and within cases. The modifications I made to CQR and the rationale 

behind the modifications are reviewed in Table 1 in Appendix A. 
 
 

 
Team Leader 

Research Team 

 
I am a White, queer, pansexual, and partnered 32-year-old doctoral candidate and 

hold a master’s degree in counseling psychology. I completed a Qualitative Research 

Methods and Program Evaluation Course and previously used CQR to code and write the 

results of Experiences of Adolescents who have a Parent or Parents with HIV (Stabb, et 

al., 2010). Since 2007, I have participated in qualitative research in the following roles: 

transcriber, interviewer, literature reviewer, coder, and writer. Moreover, all roles took 

place under close supervision by professors at Texas Woman’s University. More 

recently, I co-authored a qualitative content analysis, Transformative Experiential 

Learning in BSW Education that has been submitted for publication in the Journal of 

Bachelorette Social Work (Tilton & Erwin, 2015). In addition to qualitative research 

experience, I have been involved in quantitative research endeavors for over 12 years. 

Also, prior to beginning the research, I immersed myself in the material as is 

traditional in conducting qualitative work (Patton, 2002). During the immersion phase, I 

used an automated coding system to code the words used by all experts in the 15 video 

series. I found that several words occurred across all cases; however, there were only 

two- or three- word common phrases used across all cases. As a result of immersion, I 
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decided to focus coding on the nature of the interventions rather than the exact words of 

the experts to develop major category, simple category, and subcategory codes. 

Primary Research Team 
 

Primary research team members included a 38-year-old heterosexual, single, 

Latina female with a Ph.D. in clinical psychology and a 30-year-old married, White, 

heterosexual male with a master’s degree in counseling psychology. I selected primary 

research team members based on their ability to identify themes, engage in 

communication, and participate in collaboration (Hill, 2012; West, 2004). I also 

considered each primary team members’ basic knowledge of the research subject, 

familiarity with qualitative methods, and commitment to the research project 

(Thompson, Vivino, & Hill, 2012). Like the majority of previous studies (e.g., Vivino, 

Thompson, & Hill, 2009), the team leader had prior affiliation with both primary 

research team members previous to participating on the research team. Like several 

studies using CQR, the research team was made up of a combination of graduate 

students, professors and practicing psychotherapists (Hill, 2012). 

Auditor 
 
 

The chair of this dissertation was selected to serve as an auditor and to increase 

the diversity of personal biases about the topic being studied, expectations regarding the 

potential outcomes of the study, theoretical orientations of the psychotherapist’s 

examining the data, and cultural diversity on the research team. He is a 52-year-old 

heterosexual, single, White male with a Ph.D. in counseling psychology. He was selected 
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based on his expertise in psychotherapy, personal self-confidence, attention to detail, and 

demonstrated ability to work independently in timely and flexible ways (Sim et al.,2012). 

The auditor served as a source of triangulation for the primary research team by carefully 

examining the coding of the primary team at the conclusion of each major step of the 

research process (e.g., identifying domains and cross-analysis). Triangulation is used by 

researchers to ensure or support the validity of the results in qualitative research. 

Triangulation occurs when researchers use convergence among multiple, different 

sources of information to create, classify, and identify domains, categories, and 

subcategories (Creswell & Miller, 2000). During auditing he carefully monitored for the 

influence of group think, biases, and expectations on the part of the primary research 

team. 

The Common Factor Domains 
 
 

The team leader chose the following four common factors on which to focus the 

current study: Therapy Alliance, Enhancing Motivation, Positive Expectation, and 

Feedback based on a thorough literature review and the research guidelines of CQR (see, 

Duncan, 2010; Thompson, Vino, & Hill, 2012). I chose the domains, categories, and 

subcategories based on the potent impact these in-session behaviors have on positive 

psychotherapy outcomes (Duncan, 2010). The following defining elements of each 

domain, category, and subcategory were altered to fit the domain, category, and 

subcategory to the data as the research team engaged in the research process. This means 

that the following domain, category, and subcategory definitions and ideas served as 
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points of reference during early stages of coding and were updated as needed throughout 

the coding process. As alterations were made to domains, categories, and subcategories, 

the primary research team reviewed prior coding to update previously coded video 

streams. 

For the start list, the first domain of Therapy Alliance included verbal behaviors 

that demonstrated personal engagement and acts of collaboration or validation on the part 

of the psychotherapists (Orlinsky & Rønnestad, 2005). Empathic behaviors consisted of 

the psychotherapists’ attempts to understand the client thoughts, feelings, and actions 

(Duncan et al., 1992). Such empathic behaviors were not limited to, but included verbal 

acts of warm affirmation, reflection, and unconditional positive regard (Orlinsky & 

Rønnestad, 2005; Rogers, 1957). Additional aspects of this domain included the 

psychotherapists’ fostering or elicitation of client agreement on the goals and task of 

therapy (Bordin, 1979). Thus, the start list for categories in the domain of Therapy 

Alliance included the following categories: (a) Goals of Therapy, (b) Tasks of Therapy, 

and (c) Relationship Building. Subcategories for the category of Relational Building 

included (a) Personal Engagement, (b) Empathy, (c) Unconditional Positive Regard, (d) 

Validation, and (e) Collaboration. The second domain of Enhancing Motivation included 

psychotherapists’ verbal behaviors that focused on client strengths as demonstrated by 

questions about strengths and highlighting or identifying hidden and more obvious 

strengths (DeJong & Berg, 2008; Duncan & Sparks, 2007; Saleeby, 2006). Additional 

elements of this domain included highlighting heroic stories or those in which the client 
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surmounted obstacles, initiated actions, and/or bounced back (Duncan et al., 2004). Other 

elements included psychotherapists’ attention to context and supportive elements (e.g., 

resources like friends), utilization of client motivations to promote client change, and 

ability to cast the client as her or his own agent of change (Erickson & Rossi, 1979). 

Thus, the start list for the second domain of Enhancing Motivation included a start list 

with the following categories: (a) Focus on Strengths, (b) Highlight Heroic Stories, (c) 

Attention to Supportive Resources, (d) Utilizing Client Motivations, and (e) Tailoring 

Treatment. Subcategories for the category of Focus on Strengths included the following: 

(a) Strength Reflection, (b) Hidden, and (c) Obvious. Subcategories for the category of 

Highlight Heroic Stories included (a) Surmounted Obstacle, (b) Initiated Action, and (c) 

Bounced Back. 

The third domain of Positive Expectation included psychotherapists’ credible, 

effective explanations of client difficulties and the curative strategies that could be used 

to resolve client problems (Baskin, et al., 2003). Further verbalizations that fostered the 

client’s belief in the treatment administered and the credibility of the healing ritual were 

included in this domain (Frank, 1961, 1973; Frank & Frank, 1991; Kirsch, 2005). Thus, 

the start list of categories for the third domain of Positive Expectation included the 

following categories: (a) Explanation of Client Difficulties, (b) Explanation of Curative 

Factors, (c) Treatment Rationale, (d) Fostering Belief in Treatment, (e) Monitoring 

Discrepancy in client experience verses client’s expectation, and (f) Hope. Subcategories 

of the category of Fostering Belief in Treatment included subcategories of (a) Scientific 
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Research, (b) Verified in Clinical Trials, and (c) Newness of Therapy Approach. 
 

The fourth domain of Feedback included psychotherapists’ verbalizations that 

demonstrated interest in getting feedback and responding to feedback with flexibility. 

Other verbalizations in which the psychotherapists’ demonstrated verbal monitoring of 

outcomes such as symptom reduction, goal achievement, and value enactment were 

included in this domain (Duncan, 2010). Thus, the start list for the categories in the 

fourth domain of Feedback included: (a) Requests Feedback, (b) Demonstrates Interest in 

Getting Feedback, (c) Responds to Feedback Flexibly, and (d) Monitors Outcomes. 

Subcategories in the category of Monitoring Outcomes included (a) Intervention 

Effectiveness, (b) Session Effectiveness, (c) Symptom Reduction, (d) Goal Achievement, 

and (e) Value Enactment. 
 
 
 

Expert Therapy Videos 
Data Set 

 
Research team members examined five expert psychotherapy video streams from 

the Psychotherapy with the Experts: 15-Video Series produced by Psychotherapy.net 

(2009). I chose the series based on the ability of the series to offer rich and useful 

examples of expert psychotherapists enacting common factors of interest, thus affording 

the research team the opportunity to identify and describe several common factors as 

they unfolded in psychotherapy. Patton (2002) supported qualitative sampling based on 

the ability of selection choices to provide insight about the topic. The following list is a 

list of video streams reviewed by the research team: 

• Cognitive-Behavior Therapy with Donald Meichenbaum, Ph.D. 
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• Existential-Humanistic Psychotherapy with James Bugental, Ph.D. 
 

• Integrative Therapy with Allen E. Ivey, Ed.D. 
 

• Object Relations Therapy with Jill Savage Scharff, M.D. 
 

• Solution-Focused Therapy with Insoo Kim Berg, MSSW. 
 

Video streams portrayed expert psychotherapists working with real clients using a variety 

of perspectives. In one case, the video streams allowed the research team to view different 

psychotherapists working with the same client. For example, a client named Robin 

engaged in psychotherapy with Insoo Kim Berg and Allen Ivey. In other cases, a client 

named Gina worked with James Bugental and a client named Beverly participated in 

sessions with Donald Meichenbaum. Finally, a client named Phil worked with Jill Savage 

Scharff. 

Psychotherapist demographics. Sample expert psychotherapists included three 

White men, one White woman, and one Asian woman. The sample included two Ph.Ds., 

one Ed.D., one M.D., and one MSSW. When the videos were originally shot, the sample 

of expert psychotherapists had an average of 34.6 years of post-graduate experience in the 

field, with experience ranging from 24 to 49 years of experience. 

Client demographics. The client named Gina is a Black, divorced, heterosexual 

female who appeared to be in her middle to late thirties and presented with concerns 

about coping with daily challenges and struggling over her recent divorce. The client 

named Robin is a White, married, heterosexual female who appeared to be in her middle 

thirties and presented with distress related to interpersonal struggles with her husband and 
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mother-in-law. The client named Beverly is a White, married, heterosexual female who 

appeared to be in her early forties and presented with distress related to high levels of 

anxiety, trouble sleeping, intrusive thoughts, and difficulties related to caregiving for her 

manic-depressive father. The client named Phil is a White, married, heterosexual male, 

who appeared to be in his late twenties and presented with distress related to feeling 

overwhelmed about school and difficulties with time management. The sample is limited 

in several regards. The cultural diversity of expert psychotherapists is limited. 

Psychotherapy portrayed in videos is less spontaneous than therapy in practice. 

Psychotherapists or clients in videos may have been nervous, putting their best foot 

forward, trying to show mistakes and how to deal with them, and moving more quickly 

than is typical in everyday practice to demonstrate a technique (Wyatt & Seid, 2009). 

Another limitation of the sample is the severity of psychological distress; the sample 

appeared to be limited to higher functioning clients; thus the work may not have reflected 

how the featured psychotherapist might have interacted with more severely disturbed 

clients. 

Despite these factors, expert psychotherapists and clients on these video streams 

engaged in real sessions that conveyed a wealth of information not contained in books or 

simple therapy transcripts (Wyatt & Seid, 2009). In follow-up interviews, all sample 

expert psychotherapists were asked if their work in the videos represented a typical 

session. All sample expert psychotherapists indicated that their work reflected a typical 

session (Allyn & Bacon, 2000). 
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Materials 
 

The materials for this study included the research team members’ personal 

computers, internet-accessible password-protected video streams, and telecommunication 

devices. Additional materials included the transcripts provided by Psychotherapy.net; 

Microsoft Word documents developed by the team leader, and research team member 

emails. 

Procedure 
 

Before beginning analysis, I gained approval to conduct the research through the 

Institutional Review Board at Texas Woman’s University. The study was approved at 

the exempt level. 

Research Team Training 
 

Learning the consensual qualitative research method. After agreeing to 

participate on the research team, each research team member was given a copy of Hill’s 

(2012) Consensual Qualitative Research: A Practical Resource for Investigating Social 

Science Phenomena to review. With at least ten months until our first meeting, primary 

research team members agreed to review the book before the first research team meeting. 

Similar to primary research team members, the auditor agreed to review the book prior to 

our first team meeting and has also been intimately involved in the development of the 

research methods of the current study. Akin to the primary research team members and 

auditor, I have read the book at least two times and developed the methods section for 

the current research study. Thus, the research team came to the first team meeting, which 
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focused on training, having an understanding of the nature of CQR. 
 

Reviewing the common factors literature. Like all meetings, I conducted the 

first research team meeting in person and via interactive video technology. Two primary 

research team members met at one primary team research member’s home and a third 

primary research team member called in via interactive video technology. I took notes on 

relevant talking points at each meeting with special attention given to discussions of bias, 

expectations, and the consensus process. At the first meeting, I reviewed the main 

highlights of the introduction, literature review, and methods sections of the dissertation. 

While reviewing the literature review and methods section of the dissertation, I 

highlighted how I developed the start list of domains, categories, and subcategories of 

interest and the literature supporting their examination and working definitions. 

Expectations and biases. At the first team meeting, I included special emphasis 

on the importance of group dynamics, expectations, and biases. Expectations were 

defined as “beliefs that researchers have formed based on reading the literature and 

thinking about and developing the research questions” (Hill, et al., 1997, p. 538). For 

example, I expected all expert psychotherapists would demonstrate the common factors 

and that the common factors would be performed at similar frequencies regardless of 

theoretical orientation. This expectation is based on my review of the research reviewed 

in Duncan’s (2010) On Becoming a Better Therapist. In the book, Duncan suggests 

psychotherapists’ performance of the common factors plays a crucial role in producing 

positive outcomes, over and beyond theoretical orientation. I expected experts to engage 
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in the common factors more often than purely theory-driven interventions. If not, I would 

have expected that the psychotherapists examined would not have had the ability to 

produce the positive outcomes that resulted in their inclusion in the study. Because of 

this expectation, I carefully monitored and requested feedback about my perception of 

theory-driven interventions as reflective of a common factor when, in fact, that was not 

the case. This is an expectation I shared with the research team and one that I took into 

consideration when selecting members for the team. Thus, I selected one primary team 

member and an auditor who view psychotherapy from more specific theory-driven 

models. 

Biases were defined as “personal issues that make it difficult for researchers to 

respond objectively to the data” (Hill, 2012, p. 61). I typically approach therapy using 

interventions grounded in humanistic and existential schools of thought. As a result, I 

may have been more engaged when watching the expert psychotherapist who utilized 

this approach. My increased engagement may have resulted in me noticing him use more 

common factors. Alternatively, decreased engagement, for example watching a 

cognitive- behavioral psychotherapist, may have resulted in me noticing him use fewer 

interventions enacting the common factors. My bias here was somewhat balanced by my 

expectation, as I had investment in the idea that each psychotherapist would perform 

interventions reflecting the common factors with similar frequencies. It was further 

balanced by one of the primary team members who preferred a cognitive-behavioral 

approach and may have found the stream of the cognitive-behavioral psychotherapist 



81  

 
 
 

more engaging. 
 

As part of the bias and expectation discussion, we discussed how each team 

member wanted to be addressed should another team member develop concerns about 

the possible influences of biases and/or expectations. Following the review, research 

team members were encouraged to ask questions, discuss feelings about group dynamics, 

expectations, biases, and comment on the review. 

The research team developed a tentative schedule for completion of each step of 

the research process, meeting dates, times, and locations (e.g., training, data analysis, 

etc.). After developing a tentative schedule, each team member reflected on personal 

biases and expectations and discussed personal biases and expectations. Each team 

member had the opportunity to state her or his personal biases and expectations. Then the 

team brainstormed about how potential biases and expectations may influence coding 

and developed individualized plans to address biases and expectations to limit the impact 

of personal bias and expectation on study outcomes. 

Recognizing common factors. During the first meeting, the primary research 

team collaboratively coded one full video stream of the expert series that was not used in 

the data analysis of the current study. Despite our collective watching and/or sharing 

space, the primary research team independently categorized defined events into domains, 

categories, and subcategories. We did not collaborate during the viewing of the video 

stream, but coded defined events on electronic or printed copies of the tables developed 

by the team leader based on the transcripts provided by Psychotherapy.net. By training 
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and viewing the first video in this way, we maintained the integrity of the research 

process while allowing primary research team members to gain initial experience in the 

coding process as a team. 

To develop the tables discussed above, I converted the Portable Document 

Format (PDF) of each transcript provided by Psychotherapy.net into a Word document 

and deleted client responses and other extraneous information to create core ideas. The 

information in the tables was limited to pre-determined defined events that were 

numbered and separated into rows. To increase the ease of coding for the primary 

research team members and encourage reflection regarding defined events and core 

ideas, the full transcript of each psychotherapist was provided in a column to the left of 

defined events and core ideas. The table included the following headers: time code, 

psychotherapist code, original transcript, defined event, domain, category, subcategory, 

and notes. By using a table in Word, primary research team members were able to 

quickly type or write in domain, category, and subcategory names as the video stream 

progressed. Additional comments about biases and/or expectations could also be typed or 

written under the notes column. 

Coding 
 

After completing our independent review of the first video stream included in 
 

the analysis, primary research team members took time as needed to re-review segments 

of the video to finalize their coding and review their transcripts. Then, I engaged the 

primary research team in the consensus process. During the consensus process, I 



83  

 
 
 
 

sequentially reviewed how I bracketed each defined event and identified its domain, 

category, and subcategory. As I moved through each defining event, domain, category 

and subcategory, I asked how my coding and bracketing fit with other primary team 

members’ coding and bracketing. When differences in coding and bracketing were 

found, I used problem-solving or working through as a means to develop consensus 

among primary research team members regarding coding and bracketing. 

Following the second meeting, each primary research team member 

independently coded a preselected video stream. After each primary research team 

member completed his or her independent coding of the preselected video stream, the 

primary research team met to reach consensus regarding coding. During consensus 

meetings, the primary research team reviewed each video stream while voicing their 

coding of each defined event, domain, category, and subcategory as the stream 

progressed. When differences in coding or bracketing were voiced, one of the primary 

research team members paused the video stream and the team used consensus to reach 

agreement regarding coding and bracketing. During consensus meetings, each primary 

research team member simultaneously noted biases and expectations and discussed the 

possible influence of biases and expectations as needed. We coded the remaining four 

videos using the process described above. 

After consensus was reached regarding classification of all defined events, 

domains, categories, and subcategories across all cases, I emailed the auditor the 

consensus versions of the primary research team’s coding. I created an eight column 
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table of all defined events ordered by intervention number with columns for the time 

code, video code, original transcript, defined event, domain, category, subcategory, and 

auditor feedback as shown in Table 2 in Appendix A. I emailed the table to the auditor 

and he provided feedback regarding the fit between defined events and their 

classification into domains, categories, and/or subcategories. If he agreed with the 

classification of the defined event, he wrote “yes” in the feedback column. If not, he 

wrote “no” in the feedback column and provided his alternate code. After completing 

the auditing process, I emailed his feedback to primary research team members who 

came to consensus about the feedback via email. Of the 836 interventions coded in the 

study, the auditor suggested revisions on three of the interventions. The primary 

research team agreed on all auditor recommendations. 

Frequency Analysis 

After reaching consensus regarding auditor recommendations, I examined all 

cases to determine the appropriate frequency category for each domain, category, and 

subcategory. I classified domains, categories, and subcategories in the frequency 

category of general if that domain, category, and/or subcategory applied to all cases, 

typical if it applied to four cases, average if it applied to three cases, variant if it applied 

to two cases, and rare if it applied to one case. Then I calculated percentages of 

occurrences for each domain, category, and subcategory across and within cases. I 

present the frequency analysis and information regarding category, subcategory, and 

domain development in the results chapter of this dissertation. 
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CHAPTER IV 

RESULTS 

After reviewing five expert psychotherapy videos, the primary research team 

completed coding using the codebook in Appendix B and reached consensus regarding 

the auditor’s recommendations. Then I determined the appropriate frequency category 

and the percent of the coded interventions that fell into each domain. I present 

information regarding the four common factor domains in Table 3 in Appendix A. In 

terms of frequency categories, domains are described as general if the domain applied to 

all cases, typical if it applied to four cases, average if it applied to three cases, variant if it 

applied to two cases, and rare if it applied to one case. In Table 3, I present the domains 

in descending order based on the percentage of interventions coded within each domain 

across all cases. Findings from the data analysis revealed domains that were consistent 

with the start list developed to code the data. 

While completing domain coding, the primary research team simultaneously 

organized data into seven major categories. Major categories are categories that included 

more than one subcategory. Simple categories are categories that did not include more 

than one subcategory. After the primary research team reached consensus regarding the 

auditor’s recommendations, I determined what percent of the coded interventions fell into 

each of the seven major categories. I also determined the appropriate frequency category 

for each major category. I present this information in Table 4 in Appendix A. In terms of 
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frequency classification, major categories are described as general if the major category 

applied to all cases, typical if it applied to four cases, average if it applied to three cases, 

variant if it applied to two cases, and rare if it applied to one case. In Table 4, I present 

the major categories in descending order based on the percentage of interventions coded 

within each major category across all cases. The data analysis revealed major categories 

that were primarily consistent with the start list developed to code the data. 

Domain One: Therapy Alliance 
 

The first domain of Therapy Alliance included verbal behaviors that appeared to 

demonstrate personal engagement on the part of the expert psychotherapist (Orlinsky & 

Rønnestad, 2005).We also used Therapy Alliance to code expert psychotherapists’ use 

of collaboration and validation. This domain included interventions in which the 

psychotherapist appeared to attempt to understand a client’s thoughts, feelings, and 

actions (Duncan et al., 1992). These behaviors included verbal acts of warm affirmation, 

reflection, and unconditional positive regard (Orlinsky & Rønnestad, 2005; Rogers, 

1957). Additional aspects of this domain included the psychotherapists’ fostering or 

elicitation of client agreement on the goals and tasks of therapy (Bordin, 1979).Expert 

psychotherapists demonstrated three major categories within the domain of Therapy 

Alliance. The three major categories included (a) Goals of Therapy, (c) Relationship 

Building, and (d) Tasks of Therapy. We added a subcategory to the categories of Tasks 

of Therapy and Goals of Therapy, Collaboration. In addition to the broad subcategory of 

Relationship Building, we added six subcategories to the Relationship Building category 
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including (a) Empathy, (b) Validation, (c) Joining, (d) Support, (e) Personal 

Engagement, and (f) Unconditional Positive Regard. I present the simple categories and 

subcategories in Table 5 in Appendix A in descending order based on the percent of 

interventions coded in each simple category or subcategory in the domain of Therapy 

Alliance. 

Therapy Alliance 
 

All of the sample psychotherapists performed interventions in the overall domain 

of Therapy Alliance. Thus, the overall domain falls in the frequency category of general. 

Of the 839 interventions coded in the current study, 491 or 58.52% of the coded 

interventions fell within the domain of Therapy Alliance. Of the 491 interventions coded 

in the domain of Therapy Alliance James Bugental performed 28.31%, Allen Ivey 

27.70%, Insoo Kim Berg 15.68%, Jill Scharff 15.27%, and Donald Meichenbaum 
 

13.03%. 
 

Broad subcategory. Within the overall domain of Therapy Alliance, we included 

a Broad subcategory of Therapy Alliance to code 7 of the 491 interventions that fell in 

the domain of Therapy Alliance. The Broad subcategory of this domain was performed 

by Insoo Kim Berg, meaning the subcategory fell into the rare frequency category and 

accounted for 0.83% of the interventions coded in the current study. We coded 

interventions in this Broad subcategory when the research team felt the intervention 

could be coded in more than one subcategory within the domain of Therapy Alliance. 

For example, Insoo Kim Berg asked her client, “Is that what you mean by picking your 



88  

 
 
 

battles?” (33). This intervention occurred amongst other interventions that appeared to be 

clarifying the goals of therapy, but was not as clearly tied to the client’s identified goals 

as other interventions coded in the major category of Goals of Therapy. Simultaneously, 

the team agreed that the intervention reflected a desire to gain more information about 

the client’s perspective but seemed more closely tied to goals than interventions that 

were coded in the subcategory of Empathy. 

Goals of therapy. We used the major category of Goals of Therapy to code 

interventions in which expert psychotherapists attempted to adapt client problems into 

meaningful and clear goals to determine what a client would like to change in her or his 

life and included questions like the miracle question and attempts to operationalize 

goals. We used this major category to code reflections, especially those in the beginning 

of the session that appeared to be aimed at clarifying client goals. The major category of 

Goals of Therapy was performed by all of the experts and fell into the frequency 

category of general. The major category Goals of Therapy consisted of the sum of 

interventions coded in the Broad subcategory and the collaborative subcategory. Of the 

839 interventions coded in this study, 14 interventions fell into the major category Goals 

of Therapy and accounted for 1.67% of the total number of interventions coded in the 

current study. Of the 14 interventions coded in the major category Goals of Therapy, 

Insoo Kim Berg performed 57.14%, James Bugental 14.29%, Allen Ivey 14.29%, 

Donald Meichenbaum 7.14%, and Jill Scharff 7.14%. 

Goals of therapy subcategories. The Broad subcategory of Goals of Therapy 
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was performed by James Bugental twice and Jill Scharff on one occasion. The other 11 

interventions coded in the major category of Goals of Therapy fell in the subcategory of 

Collaborative. Of those in the subcategory of Collaborative, Insoo Kim Berg performed 

72.73%, Allen Ivey 18.18%, and Donald Meichenbaum 9.09%. The Broad subcategory 

for Goals of Therapy included interventions in which the expert psychotherapist clearly 

intervened in an attempt to clarify the goals of therapy, but did so in a way that was 

more declarative than collaborative. For example, while clarifying the goals of therapy 

with Gina, James Bugental stated, “Say more about what that means” (146). An 

exemplar of the category of Goals of Therapy that included the subcategory specifier 

collaborative included Allen Ivey’s question; “What would you like to have 

happen?”(12). 

Relationship building. The major category of Relationship Building included 

interventions in which the expert psychotherapist appeared to listen and stay close to the 

client’s experiences or be likeable and friendly. This major category included 

interventions in which the expert psychotherapist demonstrated being in tune with the 

personal feelings and meanings of her or his client and was able to effectively 

communicate this understanding to the client. This major category included 

interventions in which the therapist attempted to gain more information about the client, 

connected with the client, substantiated the thoughts, feeling or actions of the client, 

demonstrated acceptance of the client, supported the client, and demonstrated cultural 

awareness. The major category of Relationship Building was performed by five of the 
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five experts and fell into the frequency category of general. Of the 839 interventions 

coded in this study, 389 interventions fell into the major category of Relationship 

Building and accounted for 46.36% of the total number of interventions coded in the 

current study. Of the 389 interventions coded in the major category of Relationship 

Building, James Bugental performed 31.62%, Allen Ivey 25.19%, Jill Scharff 17.48%, 

Insoo Kim Berg 15.17%, and Donald Meichenbaum 10.54%. 

Broad subcategory. Within the major category of Relationship Building we 

included a Broad subcategory of Relationship Building to code 14 of the 389 

interventions in the Relationship Building major category which ultimately accounted 

for 1.67% of the total number of interventions coded in the study. The broad 

subcategory of this major category was performed by four of the five experts and fell 

into the frequency category of typical. The broad subcategory consisted of interventions 

that fell in the major category of Relationship Building, but were inconsistent with the 

other subcategories in this major category or consistent with more than one of the 

subcategories in this major category. For example, Allen Ivey stated, “I am a man, 

you’re a woman. There are issues of gender here” (6). Of the 14 interventions coded in 

the broad subcategory of Relationship Building Allen Ivey performed 42.86%, James 

Bugental 21.43%, Insoo Kim Berg 21.43%, and Donald Meichenbaum 14.28%. 

Empathy. Within the major category of Relationship Building, we included a 

subcategory of Empathy to code 190 of the 389 interventions that fell into the major 

category of Relationship Building. We used the Empathy subcategory to code 
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interventions in which the psychotherapist demonstrated being in tune with personal 

feelings and meanings of the client. For example, while Insoo Kim Berg was listening to 

her client discuss a situation that was clearly difficult for the client she stated, “It was 

hard” (48).This code included psychotherapists responses that demonstrated an intuitive 

connection, like when a psychotherapist finished a client’s sentence. For example, Insoo 

Kim Berg noted, “and he doesn’t know that” before the client could mention her 

husband’s lack of awareness regarding a particular issue. Other interventions that 

appeared to be attempts to understand the client’s frame of reference or perspective were 

included in this subcategory. For example when James Bugental asked his client Gina, 

“What do you think about Gina?” (39). Such attempts included, but were not limited to 

questions about specific or more broad information. For example, when James Bugental 

asked, “Who’s your family?” while working with Gina (136). As a general rule, for an 

intervention to be coded in the subcategory of Empathy, we excluded interventions in 

which the psychotherapist appeared to intervene with motivation to be of assistance. 

Rather, psychotherapists appeared to be expressing what a client felt in a given situation 

(e.g., reflections of feelings, meanings, etc.). For example, James Bugental pointed out 

an unnamed emotion that was being experienced by his client in session when he simply 

stated, “You’re shaky” (56). This subcategory was performed by five of the five experts 

and fell into the frequency category of general and accounted for 22.65% of the total 

number of interventions coded in the current study. Of the 190 interventions coded in 

the this subcategory, Allen Ivey performed 28.42%, Jill Scharff 21.58%, James Bugental 
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20.00%, Insoo Kim Berg 18.42%, and Donald Meichenbaum 11.58%. 
 

Joining. Within the major category of Relationship Building, we included a 

subcategory of Joining to code 10 of the 389 interventions that fell into the major 

category of Relationship Building. This subcategory was performed by four of the five 

experts, fell into the frequency category of typical, and accounted for 1.19% of the 

total number of interventions coded in the current study. For purposes of coding, we 

coded interventions in which the psychotherapist appeared to attempt to connect or join 

with her or his client on a human level. Joining most frequently occurred when a 

therapist attempted to join a client in a moment of humor or sadness. We reserved the 

subcategory of Joining to code interventions in which the psychotherapist appeared to 

meet the client where he or she was at in a moment of humanness. For example, Insoo 

Kim Berg playfully stated, “Of course you are right” while her client discussed a 

particularly one- sided perspective. After the comment, both Berg and her client 

laughed and looked at one another in a way that can only be described as joining. Of 

the ten interventions coded in this subcategory, Allen Ivey performed six, Insoo Kim 

Berg two, Jill Scharff one, and James Bugental one. 

Personal engagement. Within the major category of Relationship Building, we 

included a subcategory of Personal Engagement to code 96 of the 389 interventions that 

fell into the major category of Relationship Building. We coded interventions in which 

the psychotherapist reflected the exact words expressed by a client or noted a client’s 

non-verbal behaviors including tone of voice or word choice in the subcategory of 



93  

 
 
 

Personal Engagement. This code also included interventions in which the therapist 

expressed authentic and noteworthy interest, intrigue, curiosity, or surprise. 

Interestingly, all five of the expert psychotherapists used the word ‘wow’ in an 

intervention coded in this subcategory. For example, Insoo Kim Berg said, “Wow” 

(46), Jill Scharff said “Oh, wow” (91), David Meichenbaum said, “Wow, that’s quite a 

story” (8), James Bugental said, “Do whatever it takes to please people. Wow” (152), 

and Allen Ivey simply stated “That’s wow” (167). This subcategory was performed by 

five of the five experts, fell into the frequency category of general, and accounted for 

11.51% of the total number of interventions coded in the current study. Of the 96 

interventions coded in this subcategory, James Bugental performed 55.21%, Allen Ivey 

18.75%, Jill Scharff, 12.5%, Insoo Kim Berg 7.29%, and Donald Meichenbaum 6.25%. 
 

Support. Within the major category of Relationship Building, we included a 

subcategory of Support to code 11 of the 389 interventions that fell into this major 

category. We used the subcategory of Support to code interventions in which the 

therapist expressed appreciation for the client being willing to participate in the interview 

or appreciation for the way the client participated in the interview. For example, in the 

beginning of the session, Allen Ivey told his client, “Thanks for being here” (1) or when 

Donald Meichenbaum ended a session with “I really appreciate you coming in” 

(142).This subcategory was performed by five of the five experts, fell into the frequency 

category of general and accounted for 1.31% of the total number of interventions coded 

in the current study. Of the eleven interventions coded in this subcategory, James 
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Bugental and Donald Meichenbaum performed 27.27%, Insoo Kim Berg 18.18%, Allen 
 

Ivey 18.18%, and Jill Scharff 9.09%. 
 

Unconditional positive regard. Within the major category of Relationship 
 

Building, we included a subcategory of Unconditional Positive Regard to code 4 of the 
 

389 interventions that fell into this major category. We coded interventions in which 

psychotherapists responded to client disclosure of generally, socially, or personally 

unacceptable or shameful behavior without judgment. For example, while James 

Bugental’s client was crying, he said “it’s all right” (77). This subcategory was 

performed by two of the five experts, fell into the frequency category of variant, and 

accounted for 0.48% of the total number of interventions coded in the current study. Of 

the four interventions coded in this subcategory, James Bugental performed three and 

Donald Meichenbaum performed one. 

Validation. Within the major category of Relationship Building, we included a 

subcategory of Validation to code 64 of the 389 interventions that fell into the major 

category of Relationship Building. We coded interventions in which a psychotherapist 

appeared to substantiate thoughts, feelings, and actions of clients; assert that a client 

belief is true or exists; offered direct agreement with what a client stated; or pursued 

justification for client experience in a broader context in the subcategory Validation. 

For example, while James Bugental’s client was talking about things that were difficult 

or barriers to her goals, Bugental commented “you bet” (95) and “You betcha” (96) in 

affirmation of the barriers. This subcategory was performed by all of the experts, fell 
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into the frequency category of general, and accounted for 7.63% of the total number of 

interventions coded in the current study. Of the 64 interventions coded in this 

subcategory, James Bugental performed 34.38%, Jill Scharff 20.31%, Allen Ivey 

18.75%, Insoo Kim Berg 15.63%, and Donald Meichenbaum 10.94%. 
 

Tasks of therapy. The major category of Tasks of Therapy was performed by all 

of the  experts and fell into the frequency category of general. We coded interventions in 

which the therapist and client discussed logistical issues of therapy including topics to be 

discussed and length of sessions as Tasks of Therapy. This major category code included 

interventions  in  which  the  psychotherapist  announced  how  much  time  was  left  in 

session. This major category was also used to code interventions in which a 

psychotherapist was instructing the client to engage in an experiential exercise or asking 

a client to focus in on a certain aspect of something that the client has said. For example, 

James Bugental often made statements like “stay with that,” “stay in there,” and “chew 

on that.” The major category of Tasks of Therapy was also used to code interventions 

when the therapist and client collaborated on names (e.g., agreed on what to call 

individuals in the client’s narrative). Of the 839 interventions coded in this study, 81 

interventions fell into the major category of Tasks of Therapy and accounted for 9.65% 

of the total number of interventions coded in the current study. Of the 80 interventions 

coded  in  the  major  category of  Tasks  of  Therapy,  Allen  Ivey performed  44.44%., 

Donald Meichenbaum 27.16%, James Bugental 17.28%, Jill Scharff 7.41%, and Insoo 

Kim Berg 3.70%. 
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Broad subcategory. Of the 81 interventions that fell into the major category of 

Tasks of Therapy, 58 fell into the broad subcategory Tasks of Therapy. Similar to the 

broad subcategory of Goals of Therapy, interventions coded in the broad subcategory of 

Tasks of Therapy were more declarative and instructive rather than collaborative. For 

example, James Bugental often encouraged his client Gina to “Explore that feeling a 

little bit” (120). All five expert psychotherapists performed interventions that fell into 

this subcategory with Allen Ivey performing 41.38%, Donald Meichenbaum 25.86%, 

James Bugental 20.69%, Jill Scharff 8.62%, and Insoo Kim Berg 3.45%. 

Collaborative subcategory. The other 23 interventions that were coded in the 

major category of Tasks of Therapy were coded in the subcategory of Collaborative. We 

coded interventions in the subcategory of Collaborative when the therapist appeared to 

be collaborating with the client regarding that tasks of therapy rather than intervening in 

more declarative and instructive ways. For example, while working with his client, Allen 

Ivey asked, “I was wondering if you could share more about that” (19). Of the number of 

interventions  coded,  Allen  Ivey  performed  52.17%,  Donald  Meichenbaum  30.43%, 

James Bugental 8.70%, Insoo Kim Berg 4.35%, and Jill Scharff 4.35%. 

Domain Two: Enhancing Motivation 
 

The second domain of Enhancing Motivation included psychotherapists’ verbal 

behaviors that focused on client strengths as demonstrated by questions about strengths 

and highlighting or identifying hidden and more obvious strengths (DeJong & Berg, 

2008; Duncan & Sparks, 2007; Saleeby, 2006). Additional elements of this domain 
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included highlighting heroic stories or those in which the client surmounted obstacles, 

initiated actions, and/or bounced back (Duncan et al., 2004). Other elements included 

psychotherapists’ attention to context and supportive elements (e.g., resources like 

friends).   Finally,   this   domain   included   psychotherapists’   utilization   of   client 

motivations to promote client change and the ability to cast the client as her or his own 

agent of change (Erickson & Rossi, 1979). 

Expert psychotherapists demonstrated four categories within the domain of 

Enhancing Motivation. The four categories included (a) Encouraging Action, (b) 

Enhancing Engagement, (c) Urgency, and (d) Focus on Strengths. The only major 

category in this domain, Focus on Strengths, included four subcategories: 

(a)Highlighting Heroic Stories, (b) Attention to Supportive Resources, (c) Casting 

Client as Change Agent, and (d) Utilizing Client Motivation. The simple 

categories and subcategories are presented in Table 6 in Appendix A in 

descending order based on the percent of interventions coded in each simple 

category or subcategory in the domain of Enhancing Motivation. 

Enhancing Motivation 
 

All sample therapists performed interventions in the domain of Enhancing 

Motivation. Thus, the domain fell in the frequency category of general. Of the 839 

interventions coded in the current study, 164 or 19.55% of the coded interventions 

fell within the domain of Enhancing Motivation. Of the 164 interventions coded in 

the domain of Enhancing Motivation, Insoo Kim Berg performed 28.66%, Jill Scharff 
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26.83%, Donald Meichenbaum 17.68%, Allen Ivey 15.85% and James Bugental 
 

10.98%. 
 

Broad subcategory. Within the domain of Enhancing Motivation, we 

included a broad subcategory of Enhancing Motivation to code 4 of the 164 

interventions that fell in the domain of Enhancing Motivation. We used the broad 

subcategory to code interventions that appeared to fall just outside of or transcend the 

other categories and subcategories. For example, Insoo Kim Berg focused her client’s 

attention on a strength by asking her client, “Who else do you do that with?” (63). 

Berg’s client responded by discussing a few instances in which she used her strengths 

to accomplish a goal similar to the one set for therapy. The broad subcategory of this 

domain was performed by James Bugental and Insoo Kim Berg, meaning the 

subcategory fell into the variant frequency category and accounted for 0.48% of the 

interventions coded in the current study. Berg and Bugental performed three and one 

of the interventions coded in the broad subcategory, respectively. 

Encouraging action. The simple category of Encouraging Action was 

performed by three of the five experts and fell into the frequency category of average. 

We used the category of Encouraging Action to code interventions in which the therapist 

was reinforcing positive behavior or when a psychotherapist ask a question about what 

behavior a client plans on enacting. For example, James Bugental asked his client, 

“What are you going to do now?” (133). Of the 839 interventions coded in this study, 12 

interventions fell into the simple category of Encouraging Action and accounted for 
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1.43% of the total number of interventions coded in the current study. Of the 12 

interventions coded in the simple category of Encouraging Action Donald Meichenbaum 

performed 41.67%, James Bugental 33.33%, and Insoo Kim Berg 25%. 

Enhancing engagement. The simple category of Enhancing Engagement was 

performed by one of the five experts and fell into the frequency category of rare. Of 

the 839 interventions coded in this study, two interventions fell into the category of 

Enhancing Engagement and accounted for 0.24% of the total number of interventions 

coded in the current study. While the team noted similarities among the major category 

of Tasks of Therapy and simple category of Enhancing Engagement, we chose to code 

the interventions in this simple category as Enhancing Engagement, rather than Tasks 

of Therapy because the interventions were delivered with more intensity than those 

generally delivered in the major category of Tasks of Therapy. Moreover, these 

interventions appeared to move beyond providing information but really more focused 

on engagement. For example, while engaging his client in a two-chair gestalt exercise, 

Donald Meichenbaum asked his client, “Am I still hurting you?” (91). He asked the 

question from the chair in which the client’s imagined father sat. Of the two 

interventions coded in the category of Enhancing Engagement, Donald Meichenbaum 

performed 100%, both of which occurred during the two-chair exercise. 

Focus on strengths. The major category of Focus on Strengths was performed 

by five of the five experts and fell into the frequency category of general. We used the 

major category of Focus on Strengths to code interventions in which a psychotherapist 
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elicited more information about a specific strength, highlighted a story in which the client 

exemplified strength, or empowered the client to act as a change agent. Interventions 

coded in this major category included those focused on strengths like, “tell me more 

about that.” This major category code also included interventions in which the 

psychotherapist highlighted the progress that a client has already made towards his or her 

goals. Of the 839 interventions coded in this study, 145 interventions fell into the major 

category of Focus on Strengths and accounted for 17.28% of the total number of 

interventions coded in the current study. Of the 145 interventions coded in the major 

category of Focus on Strengths, Jill Scharff performed 30.34%, Insoo Kim Berg 28.28%, 

Allen Ivey 17.93%, Donald Meichenbaum 14.48%, and James Bugental 8.97%. 

Broad subcategory. Within the major category of Focus on Strengths we 

included a broad subcategory of Focus on Strengths to code 47 of the 145 interventions 

that fell in the major category of Focus on Strengths. The broad subcategory of this 

major category was performed by five of the five experts and fell into the frequency 

category of general. Of the 839 interventions coded in this study, 47 interventions fell 

into the broad subcategory of the Focus on Strengths major category and accounted for 

5.64% of the total number of interventions coded in the current study. We used the broad 

subcategory to code interventions in which the psychotherapist reflected on a client’s 

strengths in a way that appeared to slow the session down, even if for a moment, to 

highlight a strength. For example, while Allen Ivey’s client was discussing her strengths, 

Ivey stated, “Those are wonderful strengths” and sat back for a moment (115). We also 
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used this subcategory to code interventions that appeared to fit into more than one 

subcategory of this major category. Of the 47 interventions coded in the broad 

subcategory of the major category of Focus on Strengths, Jill Scharff performed 31.91% 

Insoo Kim Berg 29.79%, Allen Ivey 23.40%, Donald Meichenbaum 10.64%, and James 

Bugental 4.26%. 

Highlighting heroic stories. Within the major category of Focus on Strengths we 

included a subcategory of Highlighting Heroic Stories to code 6 of the 145 interventions 

that fell in the major category of Focus on Strengths. We coded interventions in which a 

psychotherapist focused on strengths via exploration of a meaningful, specific story in 

the subcategory of Highlighting Heroic Stories. This code differs from the broad 

subcategory code because the focus on strength occurs in a true narrative that is 

significant, rather than a strength that is focused on due to a client mentioning a more 

everyday experience. We continued to use the subcategory Highlighting Heroic Stories 

as long as the psychotherapist referenced strengths related to a specific story even if 

some time had lapsed between the discussion of the story and the return to focusing on 

strengths demonstrated in the narrative. For example, while Jill Scharff’s client was 

discussing a more recent problem, Scharff noted, “But like with alcohol, you’ve taken 

steps to end it by looking for support” (143). This subcategory was performed by three 

of the five experts and fell into the frequency category of average, and accounted for 

0.72% of the total number of interventions coded in the current study. Of the six 

interventions coded in this subcategory, Jill Scharff performed 66.67%, Insoo Kim Berg 
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16.67%, and Allen Ivey 16.67%. 
 

Attention to supportive resources. Within the major category of Focus on 

Strengths, we included a subcategory of Attention to Supportive Resources to code 38 of 

the 145 interventions. We used this category to code interventions in which the 

psychotherapist attended to or elicited client discussion of sources of support that are 

outside of the client. Examples of such sources of support included money, time, family, 

friends, therapists, and support groups. An example of Attention to Supportive Resources 

included interventions like when Allen Ivey told his client, “You can draw on your 

grandmother” (67) or when he said, “You’ve got wonderful connections to family” 

(114). This subcategory was performed by five of the five experts, fell into the frequency 

category of general, and accounted for 4.53% of the total number of interventions coded 

in the current study. Of the 38 interventions coded in this subcategory, Jill Scharff 

performed 52.63%, Donald Meichenbaum 18.42%, Allen Ivey 18.42%, James 

Bugental5.26%, and Insoo Kim Berg 5.26%, 

Casting client as change agent. Within the major category of Focus on Strengths 

we included a subcategory of Casting Client as Change Agent to code 45 of the 145 

interventions. The defining feature of interventions coded in the subcategory of Casting 

Client as Change Agent reflected interventions in which the therapist used the word 

‘you’ and referenced the client’s internal locus of control. For example, Insoo Kim Berg 

noted “You decide to have control” (121) as she pointed out how her client made an 

active decision and created change in her life. This subcategory was performed by five of 
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the five experts, fell into the frequency category of general, and accounted for 5.36% of 

the total number of interventions coded in the current study. Of the 45 interventions 

coded in this subcategory, Insoo Kim Berg performed 42.22%, James Bugental 20.00%, 

Donald Meichenbaum 17.78%, Allen Ivey 15.56%, and Jill Scharff 4.44% 

Utilize client motivation. Within the major category of Focus on Strengths we 

included a subcategory of Utilize Client Motivation to code 9 of the 145 interventions. 

We used the subcategory Utilize Client Motivation to code interventions that reflect value 

elicitation as typically defined in motivational interviewing. For example, this 

subcategory was used to code interventions in which the psychotherapist identified a 

client motivation for a behavior. For example, Insoo Kim Berg discovered her client’s 

motivation for making behavioral changes by asking questions like “What would people 

around you notice?”(15) and “What would he notice different about you?” (20). This 

subcategory was performed by three of the five experts, fell into the frequency category 

of average, and accounted for 1.07% of the total number of interventions coded in the 

current study. Of the nine interventions coded in this subcategory, Insoo Kim Berg 

performed 55.56%, Jill Scharff 33.33%, and Donald Meichenbaum 11.11%. 

Urgency. The simple category of Urgency was performed by one of the five 

experts and fell into the frequency category of rare. We used the simple category of 

Urgency to code one intervention that highlighted timing in a way that seemed to 

enhance motivation. For example, while discussing behavioral change with his client, 

Donald Meichenbaum asked, “Are you saying ‘now’?” (70) as he inquired about the 
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client’s plan of action. Of the 839 interventions coded in this study, one intervention fell 

into the simple category of Urgency and accounted for 0.12% of the total number of 

interventions coded in the current study. Donald Meichenbaum performed the 

intervention coded in this simple category. 

Domain Three: Positive Expectation 
 

The third domain of Positive Expectation included psychotherapists’ credible, 

effective explanation of client difficulties and curative strategies that could be used to 

resolve client problems (Baskin, Tierney, Minami, & Wampold, 2003). Further 

verbalizations that fostered the client’s belief in the treatment administered and the 

credibility of the healing ritual were included in this domain (Frank, 1961, 1973; Frank 

& Frank, 1991; Kirsch, 2005). Expert psychotherapists demonstrated two major and three 

simple categories within the domain of Positive Expectation. The five categories included 

(a) Explanation of Client Difficulties (major category), (b) Explanation of Curative 

Factors (major category), (c) Expectancy (simple category), (d) Fostering Believe in 

Treatment (simple category), and (E) Making Predictions (simple category). We added a 

subcategory designation to the major category of Explanation of Client Difficulties called 

Intervention Rationale. We added two subcategory designations to the major category 

Explanation of Curative Factors called Intervention Rationale and Treatment Rationale. 

The simple categories and subcategories are presented in Table 7 in Appendix A in 

descending order based on the percent of interventions coded in each simple category or 

subcategory in the domain of Positive Expectation. 
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Positive Expectation. All sample therapists performed interventions in the 

domain of Positive Expectation. Thus, the domain falls in the frequency category of 

general. Of the 839 interventions coded in the current study, 165 or 19.67% of the coded 

interventions fell within the domain of Positive Expectation. Of the 165 interventions 

coded in the domain of Positive Expectation Jill Scharff performed 38.18%, Donald 

Meichenbaum 30.30%, James Bugental 15.15%, Insoo Kim Berg 8.48%, and Allen Ivey 

7.88%. 
 

Broad subcategory. Within the domain of Positive Expectation, we included a 

broad subcategory to code 4 of the 165 interventions that fell in the domain of Positive 

Expectation. For example, Allan Ivey began the therapy session by talking about how the 

individual develops in a family and cultural context. His intervention fell within the 

domain of Positive Expectation; however based on the intervention it was unclear if he 

was attempting to explain client difficulties or client curative factors in a general way or 

both. As a result, this intervention and others in which it was unclear if the intervention 

was more or less related to more than one category or subcategory in the domain were 

coded in the broad subcategory. Of the interventions coded in the broad subcategory, 

Allen Ivey performed 50%, James Bugental 25%, and Donald Meichenbaum 25%. The 

broad subcategory fell into the average frequency category and accounted for 0.48% of 

the interventions coded in the current study. 

Explanation of client difficulties. The major category Explanation of Client 
 

Difficulties was performed by all of the experts and fell into the frequency category of 
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general. We used the major category of Explanation of Client Difficulties to code 

interventions in which the psychotherapist attempted to provide a reason for the 

client’s presenting problems. If an expert stated, “you feel depressed because you are 

isolated and alone” the statement was coded in the major category of Explanation of 

Client Difficulties. A statement like the one noted above would not be coded as 

Empathy. On the other hand, if a client said, “I am sad because I am all alone” and the 

therapist provided a simple reflection “You’re sad because you’re alone,” the 

intervention would be coded as Empathy. We used the major category Explanation of 

Client Difficulties when a psychotherapist provided an explanation of client 

difficulties that was not readily apparent to the client. For example, David 

Meichenbaum noted, “You’ve been through a lot and it still impacts you” (9) as he 

discussed his experience of the client’s difficulties. Of the 839 interventions coded in 

this study, 109 interventions fell into the category of Explanation of Client Difficulties 

and accounted for 12.99% of the total number of interventions coded in the current 

study. Of the 109 interventions coded in the major category of Explanation of Client 

Difficulties, Jill Scharff performed 53.21%, Donald Meichenbaum 22.94%, James 

Bugental 17.43%, Insoo Kim Berg 4.59%, and Allen Ivey 1.83%. 

Broad subcategory. Of the 109 interventions that fell into the major category of 

Explanation of Client Difficulties, 108 fell into the broad subcategory of Explanation of 

Client Difficulties. All five expert psychotherapists performed interventions that fell 

into the broad subcategory with Jill Scharff performing 52.78%, Donald Meichenbaum 
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23.51%, James Bugental 17.59%, Insoo Kim Berg 4.63%%, and Allen Ivey 1.85%. 
 

 
Intervention rationale. The other intervention coded in the major category 

Explanation of Client Difficulties was coded in the subcategory of Intervention 

Rationale, performed by Jill Scharff, and accounted for 0.12% of the total number of 

interventions coded in the current study. Scharff stated, “the reason I’m asking is because 

you sounded so reluctant to believe someone would want to hire you even though you 

know you’re highly marketable” (94) as she provided an explanation of her in-session 

intervention that was related to her explanation of client difficulties. 

Explanation of curative factors. The major category of Explanation of Curative 
 

Factors in the domain of Positive Expectation was performed by all of the experts and 
 

fell into the frequency category of general. We used the major category of Explanation of 

Curative Factors to code interventions in which the psychotherapist discussed a curative 

strategy that could be used to resolve client problems. An exemplar included in this 

major category occurred when Donald Meichenbaum stated, “You’ve got to remind 

yourself of the good times” (30). Of the 839 interventions coded in this study, 44 

interventions fell into the major category of Explaining Curative Factors and accounted 

for 5.24% of the total number of interventions coded in the current study. Of the 44 

interventions coded in the major category of Explaining Curative Factors, Donald 

Meichenbaum performed 45.45%, Insoo Kim Berg 20.45%, Allen Ivey 15.91%, James 

Bugental 11.36%, and Jill Scharff 6.82%. 

Broad subcategory. Of the 44 interventions that fell into the major category 



108  

 
 
 

Explanation of Curative Factors, 36 fell into the broad subcategory of Explanation of 

Curative Factors. We used the broad subcategory of Explanation of Curative Factors to 

code interventions that fell into the major category and outside of the other 

subcategories. All five expert psychotherapists performed interventions that fell into the 

broad subcategory; thus placing this subcategory in the frequency category of general. 

Donald Meichenbaum performed 50.00%, Insoo Kim Berg 25.00%, James Bugental 

11.11%, Allen Ivey 11.11%, and Jill Scharff 2.78%. 
 

Intervention rationale. Five interventions coded in the major category of 

Explanation of Curative Factors were coded in the subcategory of Intervention 

Rationale. We used the subcategory of Intervention Rationale to code interventions in 

which the psychotherapist performed a prescriptive intervention and then explained why 

she or he performed the prescriptive intervention. For example, Jill Scharff stated, “The 

reason I’m saying this is to suggest the value of discussing it with her” (159). The 

subcategory of Intervention Rationale fell into the frequency category of typical. Of the 

5 interventions coded in the subcategory Intervention Rationale, Jill Scharff performed 
 

40.00%, James Bugental 20.00%, Donald Meichenbaum 20.00%, and Allen Ivey 
 

20.00%. 
 

Treatment rationale. The subcategory of Treatment Rationale fell into the 

frequency category variant. We used the subcategory of Treatment Rationale to code 

interventions in which the psychotherapist discussed prescriptive actions (e.g., what 

must be done to get better) and clearly tied the prescriptive action to a general or 
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personal orientation or approach to healing. For example, while explaining his rationale 

for some of the in-session experiments he completed with his client, Allen Ivey noted, “I 

find it helpful to focus on positive resources and that situation is positive” (26). The 

three interventions coded in the subcategory of Intervention Rational comprised 0.36% 

of the total number of interventions coded in the current study. Donald Meichenbaum 

performed 66.67% and Allen Ivey performed 33.33% of the interventions coded in the 

subcategory of Treatment Rationale. 

Expectancy. The simple category of Expectancy in the domain of Positive 

Expectation was performed by two of the five experts and fell into the frequency 

category of variant. We used the simple category of Expectancy to code interventions in 

which the psychotherapist informed the client of the barriers that he or she might 

encounter on the road to healing. For example, Donald Meichenbaum said, “I don’t want 

you to have unrealistic expectations” (141) while discussing his client’s expectations 

about the future. Of the 839 interventions coded in this study, two interventions fell into 

the simple category of Expectancy and accounted for 0.24% of the total number of 

interventions coded in the current study. Of the two interventions coded in the simple 

category of Expectancy Donald Meichenbaum and Allen Ivey performed one each. 

Fostering belief in treatment. The simple category of Fostering Belief in 

Treatment in the domain of Positive Expectation was performed by one of the five experts 

and fell into the frequency category of rare. We used the simple category of Fostering 

Belief in Treatment to code one intervention in which the psychotherapist attempted to 
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intervene in a way that appeared to foster the client’s belief in treatment. For example, 

Donald Meichenbaum said, “certain strategies have been used” (121) as a way to 

introduce potential avenues for healing that have been helpful for others in the past. Of 

the 839 interventions coded in this study, two interventions fell into the simple category 

of Fostering Belief in Treatment and accounted for 0.24% of the total number of 

interventions coded in the current study. Donald Meichenbaum performed both 

interventions coded in this simple category. 

Making predictions. The simple category of Making Predictions in the domain 

of Positive Expectation was performed by three of the five experts and fell into the 

frequency category of average. Making predictions occurred when a psychotherapist 

used a specific word or phrase that noted that the therapist believes the client will enact 

and/or benefit from a specific action (e.g., “I imagine when you let go you will find 

yourself surrounded by people that can love you”) or that a client will take a specific 

positive action or achieve a goal. For example if a therapist qualifies a statement with 

“yet” like, “You have not done that yet” or “You are not ready yet” the statement would 

be coded in the simple category of  Making Predictions. Of the 839 interventions coded 

in this study, four interventions fell into the simple category of Making Predictions and 

accounted for 0.48% of the total number of interventions coded in the current study. Jill 

Scharff performed 50%, Donald Meichenbaum 25%, and Allen Ivey 25%. 

Domain Four: Feedback 
 

The domain of Feedback was used to code interventions in which a 
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psychotherapist solicited feedback from a client about a specific intervention, the overall 

session, or goal attainment. Expert psychotherapists demonstrated one major category 

within the domain of Feedback, Feedback Request. We divided the major category of 

Feedback Request into five subcategories including the following: (a) a broad 

subcategory, (b) Goal Attainment, (c) Intervention Effectiveness, (d) Process, and (e) 

Session Effectiveness. The subcategories are presented in Table 8 in Appendix A in 

descending order based on the percent of interventions coded in each subcategory in the 

domain of Feedback. 

Feedback 
 

Four of the five sample therapists performed interventions in the domain 

of Feedback. Thus, the domain of Feedback falls in the frequency category of 

typical. Of the 839 interventions coded in the current study, 19 or 2.26% of the 

coded interventions fell within this domain. Of the 19 interventions coded in the 

domain of Feedback, James Bugental performed 31.58%, Jill Scharff 31.58%, 

Allen Ivey 10.53%, and Donald Meichenbaum 5.26%. 

Feedback request. Four of the five sample therapists performed interventions in 

the major category of Feedback Request. Thus, the major category falls in the frequency 

category of typical. Of the 839 interventions coded in the current study, 19 or 2.26% of 

the coded interventions fell within this major category. Of the 19 interventions coded in 

the major category of Feedback Request, James Bugental performed 31.58%, Jill 

Scharff 31.58%, Allen Ivey 10.53%, and Donald Meichenbaum 5.26%. 
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Broad subcategory. Within the major category of Feedback Request, we 

included a broad subcategory to code 3 of the 19 interventions that fell into the major 

category. We used this subcategory to code interventions in which the psychotherapist 

requested feedback that fell outside of the other subcategories in the major category of 

Feedback Request. For example James Bugental asked, “Anything you’d like to say to 

me?” (177) as he closed his session with Gina. While asking the question, it appeared 

clear that Bugental was requesting feedback, but the specific type of feedback he was 

requesting remained ambiguous. Thus, this intervention and others like it were coded in 

broad subcategory of this major category. The broad subcategory fell into the frequency 

category of variant and accounted for 0.36% of the interventions coded in the current 

study. The subcategory was performed by Donald Meichenbaum twice and James 

Bugental once. 

Goal attainment. The subcategory Goal Attainment was performed by one of the 

five experts and fell into the frequency category of rare. Of the 839 interventions coded in 

this study, one intervention fell into this subcategory and accounted for 0.12% of the total 

number of interventions coded in the current study. We used this category to code the 

intervention in which a psychotherapist asked for specific feedback about achieving agoal 

set fourth at the beginning of the session. Donald Meichenbaum performed the single 

intervention that fe1l into this subcategory when he said, “We began saying you were 

interested in how the past affects the present, and I was wondering what stands out for 

you so far?” (113). 
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Intervention effectiveness. The subcategory Intervention Effectiveness was 

performed by three of the five experts and fell into the frequency category of average. 

We used this subcategory to code interventions in which the psychotherapist asked for 

feedback about a specific intervention or experiential exercise. For example, after 

completing an exercise with his client, Donald Meichenbaum asked how the role-playing 

exercise was for the client. Of the 839 interventions coded in this study, nine 

interventions fell into the subcategory of Intervention Effectiveness and accounted for 

1.08% of the total number of interventions coded in the current study. Of the nine 

interventions coded in the subcategory of Intervention Effectiveness, James Bugental 

performed 55.56%, Jill Scharff 33.33%, and Donald Meichenbaum 11.11%. 

Process. The subcategory of Process was performed by one of the five experts 

and fell into the frequency category of rare. We used the subcategory of Process to 

code interventions in which the psychotherapist appeared to be asking for feedback 

regarding interpersonal process. For example, Jill Scharff asked, “Do you think I am 

sounding too much like your mother?” (39). Of the 839 interventions coded in this 

study, three interventions fell into this subcategory and accounted for 0.36% of the 

total number of interventions coded in the current study. Of the three interventions 

coded in this subcategory, Jill Scharff performed 100%. 

Session effectiveness. We used the subcategory Session Effectiveness to code 3 

of the 19 interventions in the domain of Feedback. We used this subcategory to code 

interventions in which the psychotherapist asked for feedback about the overall session 
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or demonstrated interest in getting feedback about the client’s satisfaction with the 

session thus far. For example, Allen Ivey asked “Could you give me some feedback 

about our talk and what sense you make of it?” (165). The subcategory was performed 

by two of the five experts and fell into the frequency category of variant. Of the 839 

interventions coded in this study, this subcategory accounted for 0.36% of the total 

number of interventions coded in the current study. Allen Ivey performed 66.67% and 

Donald Meichenbaum performed 33.33% of the interventions coded in this subcategory. 

Between Case Comparisons 
 

Domains 
 

To begin comparing differences between expert psychotherapists, I divided the 

number of interventions performed in each domain by the total number of 

interventions coded for the expert psychotherapist. As is noted in Table 9 in Appendix 

A, all expert psychotherapists performed the first domain of Therapy Alliance most 

frequently. James Bugental, David Meichenbaum, and Jill Scharff performed the 

domain of Positive Expectation the second most frequently and Enhancing Motivation 

the third most frequently. Insoo Kim Berg and Allen Ivey performed the domain of 

Enhancing Motivation the second most frequently, and Positive Expectation the third 

most frequently. All expert psychotherapists performed the domain of Feedback with 

the least frequency and Insoo Kim Berg did not perform an intervention in the domain 

of Feedback at any point in her performance. 
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Major Categories 
 

To gain an even greater understanding of the differences between expert 

psychotherapists, I divided the number of interventions performed in each major 

category by the total number of interventions coded for the expert psychotherapist. As is 

noted in Table 10 in Appendix A, all expert psychotherapists performed the first major 

category of Relationship Building most frequently. 

James Bugental and David Meichenbaum performed the major categories of 

Explanation of Client Difficulties, Tasks of Therapy, and Focus on Client Strengths the 

second, third, and fourth most frequently, respectively. Similarly, James Bugental and 

David Meichenbaum performed the major category of Goals of Therapy with the least 

frequency. James Bugental, Donald Meichenbaum, and Jill Scharff performed the 

major categories of Feedback Request and Explanation of Curative Factors the fifth and 

sixth most frequently. However, David Meichenbaum performed Explanation of 

Curative Factors the fifth most frequently and Feedback Request this sixth most 

frequently, with James Bugental and Jill Scharff performing these major categories in 

the reverse order. Like David Meichenbaum and James Bugental, Jill Scharff 

performed Explanation of Client Difficulties with the second most frequency. Finally, 

Allen Ivey and Jill Scharff performed Focus on Strengths the third most frequently. 

Other comparisons of major categories seem unremarkable. 

Simple Categories and Subcategories 
 

To further advance my understanding of the possible differences between expert 



116  

 
 
 

psychotherapists, I divided the number of interventions performed in each simple 

category and subcategory by the total number of interventions coded for the expert 

psychotherapist. I limited simple category and subcategory analysis to each expert’s top 

ten most frequently coded simple categories and subcategories as is noted in Table 11 

in Appendix A. 
 

The research team developed and coded a total of 37 simple categories and 

subcategories to identify expert psychotherapists’ interventions. However, only 18 

simple categories and subcategories are noted in Table 11 in Appendix A. Of the 18 

simple categories and subcategories noted in Table 11, nine fall into the domain of 

Therapy Alliance, six fall into the domain of Enhancing Motivation, two fall into the 

domain of Positive Expectation, and one falls into the domain of Feedback. I examined 

the frequency of occurrence of each simple category and subcategory occurrence noted 

in Table 11. Then, I divided the frequency of each simple category and subcategory 

occurrence by the total number of simple category and subcategory occurrences in Table 
 

11. As a result, I determined 52% of the simple category and subcategory occurrences fell 

into the domain of Therapy Alliance, 30% fell into the domain of Enhancing Motivation, 

14% fell into the domain of Positive Expectation and 4% fell into the domain of 

Feedback. I have presented this information graphically in Figure 1 in Appendix C. 

Additionally, I presented the domains based on the total number of interventions coded in 

each domain across all cases for comparison in Figure 2 in Appendix C. 

Based on the information reported in Figure 1 and Figure 2, it appears the 
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percentages of the most frequently performed simple category and subcategory domains 

are consistent with, or at least similar to, the percentages of all the interventions coded 

during the study. While further statistical analysis would be required to ensure 

consistency, the similarity among the most frequently performed interventions and all 

coded interventions provides some support for examining the most frequently performed 

simple category and subcategory interventions as a means to strike a balance between 

presenting all simple category and subcategory data and more parsimonious presentation 

of the simple category and subcategory data. 

 
 
 
 
 
 

\ 
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CHAPTER V 

DISCUSSION 

The purpose of the current study was to use observational and analytic methods to 

examine an exceptional sample of expert psychotherapists with the following diverse and 

commonly ascribed theoretical orientations: cognitive-behavioral, existential- humanistic, 

integrative, psychodynamic, and solution-focused. The focus of analysis was to observe 

how experts manifested the four common factors: (a) Therapy Alliance, (b) enhancing 

motivation, (c) positive expectation, and (d) feedback (see Norcross & Rogan, 

2012). As a result of completing analysis, I describe how five experts use four 

foundational common factors to promote successful outcomes. More specifically, I 

provide descriptions of what experts actually say in session as they enact four common 

factors via expert exemplars in Table 12 in Appendix A. Additionally, I summarily 

define categories and subcategories to increase understanding regarding the way this 

sample of experts enacted four common factors in Table 13 in Appendix A. Finally, by 

reporting the frequencies of expert enactment of the common factor domains, major 

categories, simple categories, and subcategories, I reveal which of the common factors 

domains is most frequently used by the experts and the most common methods (i.e., 

categories and subcategories) of manifesting the common factor domains.In doing so, I 

attempt to advance practical understanding of expert performance of four common 

factors in psychotherapy as a means to develop a foundational research base of 
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empirically-observed, rather than self-reported, expert performance based on an 

exceptional sample of experts. Additionally, I provide at least some redress to the lack of 

research based on direct observational data with appropriate samples of expert 

psychotherapists in the expert performance literature. 

I use the discussion as a means to provide an overview of the major findings, 

respond to the primary research questions, summarily report on the strengths and 

weaknesses of the study, and examine the results of the current study in relation to 

relevant, related literature. I conclude the chapter by presenting recommendations and 

implications regarding training, research, and practice. 

Overview of Major Findings 
 

One of the important goals of the current study is to begin to identify basic 

elements of expert performance. The research team accomplished this goal as can be 

noted by the evidence presented in Table 13 in Appendix A. Once basic elements are 

identified, they can be incorporated into developing deliberative practice exercises in 

order to advance psychotherapy expertise. One of the first steps in determining the basic 

behavioral elements of expertise is to observe experts engaged in performance (Ericsson, 

2006a). By observing five experts engaged in real psychotherapy, the research team, at 

least in a very small population of experts, completed this important step. 

The four-person research team identified every intervention coded in the study as 

belonging to the common factor domains examined in this research. Since we coded 
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almost all expert psychotherapists’ interventions, save a few one or two word minimal 

encouragers, we provided evidence to support the continued study of the common factors 

as at least one potential source of the basic behavioral elements of expert psychotherapy 

performance. Such continued study of the common factors has previously been supported 

in more extensive theoretical and empirical works (Duncan, 2012). 

Describing Expert Psychotherapist’s Enactment of Four Common Factors 
 

I proposed and conducted the current study to be able to describe how a sample of 

expert psychotherapists enacted four common factors related to Therapy Alliance, 

enhancing motivation, positive expectation, and feedback in the performance of 

psychotherapy. By coding expert psychotherapist’s interventions into categories and 

subcategories within the four common factor domains, the research team identified seven 

major categories and thirty-seven simple categories and subcategories to describe how 

this sample of expert psychotherapists enacted the four common factor domains. After 

the research team completed coding, I completed frequency analysis to be able to 

describe the most commonly used methods (i.e., categories and subcategories) of 

enacting the four common factor domains. 

In Table 12 in Appendix A, I list the 37 simple categories and subcategories in 

descending order based on the percent of the total number of interventions coded in the 

study that is accounted for by the simple category or subcategory. To the right I 

provided an exemplar or example of an intervention coded in the simple category or 

subcategory. While the exemplars in Table 12 are the same as the exemplars referenced 
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in the results section of the dissertation, I include Table 12 in the discussion section to 

ease the reader’s ability to compare the simple category and subcategory exemplars or 

reference the exemplars while reading the discussion section. Finally, I include Table 12 

for readers interested in gaining a cursory overview of the material presented in this 

dissertation. Additional exemplars will be presented in Tables 15-37 in Appendix A for 

readers interested in gaining more in-depth information regarding the current study 

findings. 

In Table 13, I list the 37 simple categories and subcategories in descending order 

based on the percent of the total number of interventions coded in the study that is 

accounted for by the simple category or subcategory. To the right, I provided a short 

definition of each subcategory. While the definitions in Table 13 are similar to the 

definitions referenced in the results section of the dissertation, I include Table 13 in the 

discussion section to ease the reader’s ability to compare or reference simple category or 

subcategory definitions while reading the discussion section. Finally, I include Table 13 

for readers interested in gaining a cursory overview of the material presented in this 

dissertation. More inquisitive consumers of the material may review Table 13, the 

definitions presented in the results section, and discussed in later sections of this chapter 

to gain a more complete understanding of the characteristics of each simple category or 

subcategory. 

Frequency of Expert Psychotherapist’s Enactment of Four Common Factors 
 

I asked the second research question to provide information beyond what is 
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necessary for adequate description of the common factor domains. The purpose of 

the second question is two-fold: (1) to determine if the common factors are an 

unquestionable basic behavioral element of expert performance in the sample 

studied, and (2) to determine if the experts appeared to intervene in ways more 

consistent with the common factors more frequently than with interventions based on 

their espoused theoretical orientations. Since we did not code any interventions as 

based purely on espoused theoretical orientation and we coded almost all 

interventions enacted by the sample of experts, I answer the first aspect of the second 

research question affirmatively. 

At the same time, while all experts clearly and largely enacted interventions 

congruent with the four common factor domains, examination of the expert 

interventions at the category and subcategory levels appears to provide some 

potential evidence that experts enacted common factor interventions in ways more 

consistent with their espoused theoretical orientation. For example, it appears James 

Bugental enacted a greater percentage of interventions in the domain of Therapy 

Alliance and the major category of Relationship Building than the other experts in 

the sample did. Such a difference, if statistically significant, would be congruent with 

researcher expectations from an expert espousing an Existential-Humanistic 

orientation to therapy. Similarly, Insoo Kim Berg enacted the greatest percentage of 

interventions in the major category of Focus on Strengths. Again, it is unknown if the 

difference is significant. If the difference were determined to be significant, the 
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difference would be congruent with researchers’ expectations for an expert espousing 

a Solution-Focused approach to psychotherapy. Thus, the answer to the second 

aspect of the second major research question remains unclear. 
 

Research Context 
 

The research context includes the empirical, historical, and personal contexts in 

which the research team completed data analysis. The historical context includes the 

historical discussion of the common factors. The empirical discussion includes the 

current research on the topic. The personal context includes the research team members’ 

biases and expectations. Williams and Hill (2012) encouraged researchers to discuss the 

relationships between previous literature on the topic and the research findings. Since 

the purpose of the research is to describe this sample of experts’ use of the common 

factor domains, I discuss historical as well as more recent conceptualizations of the 

common factor domains. I also present additional exemplars of the common factor 

domains in Tables 15-36 in Appendix A so the reader can literally examine the actual 

words of each expert in the contexts of historical and current research. 

I created Tables 16-37 in Appendix A by identifying exemplars that provoked 

almost immediate and spontaneous agreement among the primary research team. In 

these moments, we agreed we all had a logical understanding of the reasons for coding 

the interventions in the identified subcategory but this logical understanding was 

enveloped in a feeling of knowing that seemed to transcend logic. In the majority of 

Tables 16-37, the reader will notice two columns to the right of the core defined event 
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labeled ‘Emerging Themes’ and ‘Focus.’ I use the emerging themes column to examine 

common themes among the actual words used in the defined event. I created the focus 

column to provide additional context about each core defined event and/or explain the 

literal focus of the topic being discussed when the expert enacted the intervention. 

While not part of the formal methodology, I completed additional coding that is 

more congruent with traditional CQR to increase the depth of my exposure to the 

material prior to writing the discussion section. The reader will notice I did not link all 

core defined events to an emerging theme or a focus. I did not link such core defined 

events with an emerging theme or focus because I need to examine additional cases of 

experts before I can define more stable emerging themes or foci. 

Traditionally, such incomplete data may not be included in the discussion 
 

section of a dissertation or empirical manuscript. However, given the exploratory nature 

of the research, the lack of published research on the topic, and my intended use of the 

research, I aim to provide as much information as the responsive consumer may be 

interested in reviewing. The responsible consumer will interpret such information with 

caution given the preliminary and incomplete nature of the findings. 

In addition to the formal expectations discussed prior to beginning coding, 

several of the primary research team’s expectations emerged during the process of 

coding. I discuss the former in a latter portion of this chapter; however, the emerging 

expectations are discussed throughout the contextual discussion in the subsections on 

Research Context. I choose to discuss the emerging expectations in this way to provide 
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an additional point of reference (the expectation) for comparative purposes and 

ultimately enrich the reader’s perspective. The reader will note I do not discuss all 

simple categories and subcategories reviewed in the results section of the dissertation. I 

chose to limit my discussion to the top ten most frequently enacted simple category and 

subcategory interventions of each expert examined in the current study. By examining 

the top ten most frequently enacted simple category and subcategory interventions 

across cases, I determined I would need to discuss 18 simple categories and 

subcategories. By discussing the top ten most frequently enacted simple categories and 

subcategories across all experts, I account for 93% of the interventions coded in the 

current study. I also chose to discuss four additional simple categories and subcategories 

for reasons explained in the subsection of each of the four simple category or 

subcategory discussions. 

Therapy alliance. Researchers define Therapy Alliance by four interacting 

elements: (a) a relational bond between client and psychotherapist; (b) client’s 

perception of psychotherapist empathy, congruence, and unconditional positive regard; 

(c) agreement on the tasks of therapy; and (d) agreement on the goals of therapy 

(Bordin, 1979; Duncan, 2012). The experts enacted all four aspects of the Therapy 

Alliance proposed by Bordin and Duncan. 

In terms of frequency, interventions that fell in the overall domain of Therapy 

Alliance accounted for 58.52% of the interventions coded in the study. Meaning, experts 

enacted interventions in the overall domain of Therapy Alliance almost three times more 
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frequently than interventions in the overall domains of Enhancing Motivation and 

Positive Expectation, and almost 26 times more frequently than the domain of 

Feedback. The domain of Therapy Alliance was also the most frequently performed 

domain across all cases and the most frequently performed major category across all 

cases. As is noted in Table 14 in Appendix A, the domain of Therapy Alliance had the 

least number of subcategories on the first start list and the greatest number of 

subcategories on the final list. The domain had the most subcategories classified in the 

frequency category of general, and the greatest number of subcategories among the 18 

simple categories and subcategories that make up the experts’ top ten. 

Broad subcategory. I provided several exemplars of the broad subcategory of 

Therapy Alliance in Table 15 in Appendix A for the readers review. This broad 

subcategory was among the top ten most frequently performed interventions due to its 

inclusion on Insoo Kim Berg’s top ten list. She was the only expert who performed any 

interventions coded in the broad subcategory of Therapy Alliance. The exemplars noted 

in Table 15 did not arise due to the research team’s unanimous experience of knowing. 

Rather, we coded the exemplars in this subcategory, at least in part, due to the difficulty 

of reaching consensus regarding coding. The research team agreed all interventions 

enacted in this subcategory fell within the overall domain of Therapy Alliance. 

However, the research team remained split regarding category and subcategory coding. 

Two of the primary research team members experienced Berg’s enactments as empathic 

attempts to understand her client, while one member experienced the enactments as 
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attempts to clarify the goals of therapy. All research team members agreed they could 

see both sides of the arguments regarding category and subcategory coding. However, 

all members of the team felt uncomfortable forcing these interventions into one of the 

subcategories and we ultimately decided to code them in the broad subcategory of 

Therapy Alliance. The auditor agreed with the research team’s decision. 

I include this short discussion of the broad subcategory because the broad 

subcategory occurred among Insoo Kim Berg’s top ten interventions. It is possible this 

broad subcategory actually represents a specific use of the subcategory Empathy 

focused on clarifying the goals for therapy. Since only one expert enacted interventions 

in this subcategory and the expert varied greatly in her enactments in terms of words 

used and structure, I was unable to identify any emerging themes in this subcategory. 

Goals of therapy. Agreement on the goals of therapy has long been considered 
 

an essential aspect of the therapeutic alliance (Duncan, 2012). Locke and Latham (2002) 
 

suggested goal-setting helps consumers focus attention and action, develop plans for 

goal attainment, mobilize energy required for the initiation of change behaviors, and 

persist in change efforts. Duncan (2010) suggested psychotherapists should help clients 

develop specific goals and provide supportive feedback related to the feasibility of goal 

attainment. This sample of experts’ enacted interventions in this major category 

congruent with Locke and Latham’s work and slightly incongruent with Duncan’s. This 

sample of experts did not enact any interventions in which they provided supportive 

feedback regarding the feasibility of goal attainment. However, they generally enacted 
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interventions to help clients develop specific goals. 
 

Broad subcategory. The broad subcategory of the major category of Goals of 

Therapy was not included on any of the experts top ten list. However, I discuss the 

broad subcategory because of the potential noteworthy findings demonstrated among 

the sample of experts. On the surface, it appears that experts were almost three times as 

likely to be collaborative in their attempts to set goals for therapy as compared to more 

declarative goal setting. Yet, experts’ variantly enacted such declarative interventions 

effectively to support their client’s ability to clarify her or his goals. 

By reviewing Table 16 in Appendix A, the reader will become aware the first 

exemplar is a question. Normally, the research team would consider questions as 

inherently collaborative. However, by examining the context of the intervention, the 

research team reached an alternative conclusion regarding the coding of questions 

within the subcategories of this major category. For example, when Jill Scharff 

performed intervention 46, she did not perform the intervention with the clear calm 

voice and unquestionably collaborative demeanor demonstrated by Insoo Kim Berg in 

interventions 1 and 2 noted in Table 16. 

During her enactment of the intervention, Jill Scharff appeared mildly frustrated 

and used the intervention to help focus her unfocused client. While the client seemed 

intent on remaining on an unfocused path, she did not collude with his avoidance. She 

used her body language, tone of voice, and power in the relationship to ask an assertive 

question to promote a shift in the client. Additionally, albeit differently than Jill Scharff, 
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James Bugental performed non-collaborative exemplars in this subcategory. Even 

without contextual information, it is clear James Bugental made declarative statements. 

In intervention 145, he points out the goal of therapy while his client discussed a 

revelation and instructs her to ‘say more’ about the goal in an attempt to help the client 

clarify her goal. The exemplars in Table 16 support Duncan’s (2012) findings that 

establish the importance of clarifying goals when engaging clients in goal setting. This 

aspect of the finding is unremarkable in that clarifying goals is an obvious step in goal 

setting. However, expert’s effective use of declarative statements in this subcategory to 

elicit goal clarification is more noteworthy. I discuss the implications for this more 

noteworthy finding in the section on implications for practice. 

Collaborative subcategory. Experts enacted interventions in this subcategory at 

the average frequency level and the subcategory fell among the top ten most frequently 

performed interventions among the experts. Exemplars of their enactments are provided 

in Table 17 in Appendix A. While I noted experts were almost three times as likely to 

enact interventions in the major category Goals of Therapy in a collaborative way, Insoo 

Kim Berg’s enactment of interventions in this subcategory may have superficially 

increased this distinction. She performed eight interventions in the major category as 

compared to her peers who performed one or two interventions in the major category. 

In summary, the collaborative subcategory of the major category of Goals of 

Therapy is hyper-inflated due to one expert’s performance. Thus, when interpreting the 

expert performance of this sample in the major category of Goals of Therapy, the reader 
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should not conclude that experts actually demonstrated a preference for enacting Goals 

of Therapy interventions in a collaborative way. At the same time, it is clear that 

interventions aimed at establishing the goals of therapy provide an opportunity for 

collaboration. 

Tasks of therapy. Bordin (1979) proposed psychotherapists’ elicitation of client 

agreement on the tasks of therapy would support the Therapy Alliance. In some ways, 

this sample of experts’ enacted interventions that are congruent with Bordin’s proposal 

as they used about ten percent of their interventions to elicit client agreement on, 

explain, or provide instruction to clients regarding the tasks of therapy. Both 

subcategories of the major category of Tasks of Therapy fell among the top ten 

interventions enacted by this sample of experts. 

According to Duncan (2010), psychotherapist and client must agree on specific 

techniques, an unambiguous frame of reference, topics discussed, interview procedures, 

length of sessions, frequency of meeting, expected duration of treatment, homework, 

handling cancellations, method for assessing progress, payment, and other details of 

psychotherapy. Researchers have considered such agreements and discussions to be a 

common factor for over 40 years (Duncan, 2012; Frank, 1961). 

Given the nature of our sample, it is not surprising that the experts did not 

discuss handling cancelations, methods to access progress, homework, and payment. 

However, the majority of the experts discussed the interview procedures, the length of 

the session, and the frequency of meetings. The absence of enactments of interventions 
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soliciting client agreement on specific techniques and an unambiguous frame of 

reference surprised the primary research team. The primary research team expected the 

experts to provide a more formal frame of reference and discuss specific techniques 

given the purpose of the videos. 

Broad subcategory. Interestingly, experts were twice as likely to engage in 

interventions related to the tasks of therapy in a non-collaborative way than to do so in a 

more collaborative manner. While noting expert’s statements were more declarative, 

considering the context of these statements is important. The overwhelming majority of 

the time, expert’s declarative statements occurred in the presentation of themselves as 

collaborative people in general. This finding may hold some important implications for 

practice. For example, it appears that experts enacted Tasks of Therapy interventions 

most often in more declarative, clear, concise ways that supported their credibility while 

simultaneously presenting themselves with an overall collaborative demeanor. If other 

researchers found more evidence of these phenomena, we could provide more directive 

instruction for psychotherapist hoping to enact effective Tasks of Therapy related 

interventions. 

Differentiating between collaborative and non-collaborative Tasks of Therapy 

interventions began to trigger some discomfort among the primary research team 

members during the coding of the fourth video. In the fourth video, the expert’s 

verbalizations coded in the major category of Tasks of Therapy were collaborative. 

However, the expert appeared to be unaware of the client’s seemingly apathetic 
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responses to many of the interventions the expert performed in this overall category. 

Collaboration occurs when two or more people work together in a sensitive way to 

obtain a common outcome (Duncan, 2012). In this sense, the expert’s interventions, 

even many of his questions fe1l outside of the team’s sense of ‘working together.’ In 

these instances, the expert appeared to be performing interventions on a client who was 

willing to comply. Thus, the team chose to code several interventions performed by this 

expert in the major category of Tasks of Therapy in the non-collaborative subcategory. 

We chose not to disregard the data because the team felt the interventions could provide 

useful learning opportunities if applied in the correct context. 

Experts tended to focus exemplary enactments of interventions in this 

subcategory of client feelings, to slow the pace of the session, to provide instructions 

regarding experiential exercises, to inquire about family configuration, or explain the 

mechanics of therapy. As is noted in Table 18 in Appendix A, many of the exemplary 

enactments of this subcategory started with ‘tell me,’ ‘stay ‘or ‘I’d like you to.’ The 

reader will notice I labeled two of the interventions in this subcategory with the 

emerging theme, ‘times up.’ All experts in this sample of experts enacted at least one 

intervention with this emerging theme. 

Collaborative subcategory. As is noted in Table 19 in Appendix A, the reader 

will note experts enacted the collaborative subcategory of interventions with similar foci 

as those enacted in the non-collaborative subcategory noted in Table 18. None of the 

experts’ enacted interventions in the collaborative subcategory when using Tasks of 
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Therapy related interventions to explain in-session exercises. Although only one of the 

exemplars of the collaborative subcategory with the emerging theme of “Name” is 

included in Table 19, two of the experts used interventions in the collaborative 

subcategory to focus on the mechanics of therapy and collaboratively identify an agreed 

upon name for discussing the individuals relevant to the presenting problem. 

General findings regarding collaboration. Duncan et al., (1992) and others 

(Anderson, 1996; Anderson, 2007; Tyron & Winograd, 2011) suggested that acts of 

collaboration would improve therapy outcomes. However, defining how 

psychotherapists enacted collaboration in the therapy relationship has remained unclear 

(Melito & Rintell, 2013). This sample of experts provides some clarity concerning two 

methods of enacting collaboration. Collaboration can be incorporated into interventions 

related to the goals and tasks of therapy by altering verbal and/or non-verbal cues. It 

seems that the most common use of collaboration occurred when experts inquired about 

the topics to be discussed in the session. 

Relationship building. Duncan (2010) predicted experts would form relational 

bonds by listening, staying close to the client’s experience, and being responsive, 

likeable, and friendly (Duncan, 2012). The major category of Relationship Building 

accounted for five of the subcategories among the 18 simple categories and 

subcategories enacted in this sample of experts’ top ten most commonly performed 

interventions. The experts enacted interventions that support Duncan’s predictions. 

Experts enacted interventions of listening, staying close to the client’s experience, and 
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being responsive by enacting interventions in the subcategories of Empathy and 

Personal Engagement. Experts enacted interventions of being likeable and friendly by 

enacting interventions in the subcategories of Joining, Support, Unconditional Positive 

Regard, and Validation. 

By reviewing Table 20 in Appendix A, the reader will notice the experts tended 

to enact exemplars of this broad subcategory by focusing on culture or admiration. 

Admiration was among the subcategories on the start-list used in the study. Eventually, 

with more data collection, admiration may emerge as a subcategory in the major 

category of Relationship Building. Using cultural competency as a means to support 

relationship building was not included on the start-list used in the study. Like 

admiration, with more data collection, culture may emerge as a subcategory of 

relationship building. 

Empathy. The subcategory of Empathy fell among the top ten interventions 

enacted by this sample of experts. Historically, psychotherapists have demonstrated 

empathy by attempting to understand a client’s thoughts, feelings, and actions, and 

reflecting this understanding back to clients (Duncan, 2012). Such attempts do not entail 

motivation to be of assistance, but reflect efforts to comprehend clients’ perspectives. 

Similarly, according to Bachelor (1988), empathy may include expressing what a client 

felt in a given situation or conveying recognition of what clients know but do not say. 

To provide accurate empathy is to perceive another’s internal frame of reference 

including the emotional sentiment and personal meanings of the other person correctly 
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Many of the interventions coded in the subcategory of Empathy reflected 

expert’s attempts to gain a greater frame of reference for the client’s world or 

perspective, which is congruent with Duncan’s (2012) assertions. These interventions 

frequently included contextual questions like those presented in Table 21 in Appendix 

A. While I did not note any emerging themes in this subsection of the subcategory, I did 

note that the questions frequently focused on family. It seems that part of understanding 

the client’s frame of reference, at least in this sample, necessitates that the expert gain a 

sense of the client’s family configuration. At other times, experts enacted this 

subcategory to gain further clarification of the client’s story. 

Despite expert’s use of questions regarding family and contextual clarity, Experts 

most frequently used empathic interventions to communicate attunement with the 

feelings and personal meanings of the client. While enacting interventions congruent 

with Roger’s (1961) conceptualization of empathy, experts communicated attunement 

with the internal experiences of their client with reflections starting with sentence stems 

like, ‘you knew’ and ‘you feel’ as noted in Table 22 in Appendix A. Experts enacted 

other exemplars by using themselves to communicate awareness of the client’s internal 

experience (thoughts and feelings). 

Personal engagement. The subcategory of Personal Engagement fell among the 

top ten interventions enacted by this sample of experts. Orlinsky and Rønnestad (2005) 

suggested that a critical piece of personal engagement would involve attending to client 

perceptions and reactions and dealing with conflicts or difficulties constructively. The 
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research team found that this sample of experts generally engaged in interventions 

designed to support personal engagement by commenting on client non-verbals, 

demonstrating authentic curiosity or surprise, noting client specific word choices, and 

using the exact words of clients in their interventions. Most often interventions of 

personal engagement were short and straightforward. For example, when commenting 

on non-verbals or word choice, experts usually pointed out a non-verbal or word choice 

and simply waited for their client to respond. 

The overwhelming majority of personal engagement interventions appeared to 
 

be evocative, effective, and limited to simple observations on the psychotherapist’s part. 

Meaning, the overwhelming majority of the time psychotherapists did not provide an 

interpretation or explanation regarding non-verbal behavior or word choice. At first 

glance, the interventions coded in the subcategory of Personal Engagement did not seem 

related to dealing with conflicts or difficulties constructively as noted by Orlinsky and 

Rønnestad (2005). 

However, upon closer examination, the use of personal engagement 

interventions appeared to be exactly what Orlinsky and Rønnestad (2005) proposed. 

These seemingly simple and short interventions were actually artful ways of 

constructively confronting difficulty and conflict. For example, while working with 

Gina, James Bugental confronted his client about her role in her personal self- 

deprecation by playfully reflecting, “You called yourself stupid” (24). Donald 

Meichenbaum provided another example of dealing with difficulties via personal 
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engagement by saying, “I can see the welling of tears in your eyes” (120). I present 

other examples of the subcategory of Personal Engagement in Table 23. 

The experts also appeared to use personal engagement interventions as a means 

to express authentic interest, curiosity, and intrigue. While an engaged relationship 

emerged as a common factor over half a century ago, this sample of experts enactments 

of personal engagement most strongly reflected Orlinsky’s and Rønnestad’s (2005) 

conceptualization of Healing Involvement. For over a 15-year period, Orlinsky and 

Rønnestad analyzed detailed reports of 5,000 psychotherapists of differing theoretical 

orientation over a dozen countries and used their experiences to define Healing 

Involvement: 

Healing Involvement reflects a mode of participation in which therapists 

experience themselves as personally committed and affirming to patients, engaging at a 

high level of basic empathic and communication skills, conscious of Flow-type feelings 

during sessions, having a sense of efficacy in general, and dealing constructively with 

difficulties if problems in treatment arose (p. 162).The vast majority of expression of 

authentic curiosity and intrigue appeared to arise spontaneously and consisted of simple 

statements and single word proclamations like ‘wow.’ Expert’s use of the word ‘wow’ 

was included as part of the original conceptualization of personal engagement included 

in identifying expressions of genuine curiosity or intrigue. In the results section, I noted 

exemplars in which all five experts used the word ‘wow.’ My work during the 

immersion phase of the study is part of the reason I included the use of the word ‘wow’ 
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as a potential defining characteristic of personal engagement. During the immersion 

phase, I used an automated coding system to code the words used by all experts in the 

15 video series. I found that 10 out of 15 used the word ‘wow’ at some point during his 

or her session. The research team found such authentic expressions of surprise and use 

of the word ‘wow’ especially heartwarming. While I will make no formal declarations 

or conclusions about use of the word ‘wow,’ we may find enough research to support 

authentic use of the word as a concrete suggestion regarding the ways of demonstrating 

personal engagement effectively. 

Joining. The subcategory of Joining was not included on the original start list but 

emerged from the data during coding. Our experience of the interventions as moments of 

human connectedness most closely resembles aspects of Roger’s (1957) descriptions of 

unconditional positive regard. Rogers (1957) explained that an aspect of conveying 

positive regard involved enacting unreserved, non-evaluative, warm and non- possessive 

caring. He went on to note that such enacting involves prizing and affirmation, both of 

which correlate with positive psychotherapy outcomes (Orlinsky& Rønnestad, (2005). 

The most prominent feature of exemplars in this subcategory was 

the seemingly unreserved abandon characteristic of the enactments. We defined expert’s 

enactment of joining as moments of humanness. By reviewing Table 24 in Appendix A, 

the reader will notice expert’s most exemplary performance of joining involved the use 

of self. Allen Ivey enacted interventions of joining as his tenth most frequently 

performed intervention. For this reason, joining is discussed in detail because joining 
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falls among the 18 interventions that accounted for an average of 93% of the 

interventions performed by the experts. 

Support. The subcategory of Support was not included on the original start list 

but emerged from the data during coding. Our experience of the interventions as 

moments of expressed appreciation most closely resembles an aspect of Roger’s (1957) 

descriptions of unconditional positive regard. Rogers (1961) explained psychotherapists 

could enact unconditional positive regard by explicitly discussing their positive feelings 

in session. By enacting support interventions, the experts imparted a caring attitude that 

confirmed and supported their clients’ internal experience of value that is congruent 

with current researcher’s expectations (Duncan, 2012; Duncan & Moynihan, 1994; 

Farber & Lane, 2002). Almost all interventions in the subcategory of support occurred 

near the end of session and typically involved simple statements of appreciation like 

those noted in Table 25 in Appendix A regarding the client’s participation in therapy. 

None of the experts performed interventions in the subcategory of Support 

among their most top ten commonly performed interventions as reported in Table 11. 

However, I discuss this subcategory in detail because the subcategory appears to be part 

of the larger construct of unconditional positive regard. While the research team created 

the subcategories of Joining and Support during coding, we did not realize our 

conceptualizations of joining and support reflected aspects of the larger construct of 

unconditional positive regard. If we combine the subcategories of Joining, Support, and 

Unconditional Positive Regard, the subcategory of Unconditional Positive Regard 
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would have been among James Bugental’s and Allen Ivey’s top ten interventions and 

discussed in further detail in this section of the results. For this reason, I discuss the 

subcategory of Support despite it not being among the top ten interventions performed 

by the experts as noted in Table 11 in Appendix A. 

Upon closer examination, I found that James Bugental enacted the subcategories 

of Support and Unconditional Positive Regard with the same frequency of his enactment 

of the broad subcategory of Relationship Building, that I reported as his tenth most 

frequently enacted subcategory intervention in Table 11. Thus, not all subcategories 

related to Unconditional Positive Regard are among the top ten most frequently 

performed subcategories because I used Microsoft Excel to order expert enactment of 

the subcategories, which then alphabetized subcategory enactments by letter codes. 

Given this information, I did not feel comfortable excluding detailed discussion of both 

subcategories. 

Unconditional positive regard. Based on Rogers (1957), we expected experts 

enactment of interventions in the subcategory of Unconditional Positive Regard to 

provide clients with the permission needed to experience feelings and find 

meaning.James Bugental enacted two simple exemplars in support of our expectations 

when he promoted his clients experiencing of emotion by saying, “it’s alright” (77) and 

“that’s alright” (183) during two moments of the client’s emotional expression. I review 

additional exemplars in Table 26 in Appendix A that are congruent with the historical 

and more recent researchers (e.g., Farber & Lane, 2002; Norcross, 2010) 
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characterization of unconditional positive regard as unconditional acceptance of the 

client’s experience. While I did not collect enough data to support any remarkable 

emerging themes in this subcategory, I did notice that exemplary expert enactments 

focused on the client’s behaviors. 

Only two experts performed interventions in this subcategory. By using strict 

criteria to define interventions in this subcategory and by creating additional 

subcategories to code interventions that captured aspects of unconditional positive 

regard, we unintentionally and superficially lowered the frequency of experts’ 

enactment of unconditional positive regard within and across cases. By combining 

support, joining, and unconditional positive regard into one subcategory, we found that 

experts generally performed the subcategory of Unconditional Conditional Regard as 

opposed to what is reported in Tables 5, 12, and 13. I chose not to change Tables 5, 12, 

and 13 (see Appendix A) because I felt more specific information can be gained by 

reviewing Tables 5, 12, and 13 in their current state. 

Validation. The subcategory of Validation fell among the top ten list of 

interventions enacted among the experts in this sample. Duncan (2010) suggested 

validation could occur via psychotherapists’ affirmations of the client’s experience and 

when psychotherapists assert that something exists or is true. Psychotherapists may 

directly agree with clients and/or pursue justification for the client’s experience in the 

broader context of her or his difficult situations. In other words, psychotherapists 

validate when they acknowledge that a client has good reasons for feeling, thinking, and 
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behaving the way they do (Duncan et al., 1992). 
 

Duncan et al., (1992) and Duncan (2010) included attempts to understand client 

thoughts, feelings, and actions in their conceptualization of validation. We certainly 

coded numerous interventions that reflect experts’ attempts to understand client 

thoughts, feelings, and actions. However, we chose to code such interventions in the 

subcategory of Empathy. We chose to do so to be able to differentiate between the 

subcategories of Empathy and Validation more effectively. While this distinction was 

not present on the original start list, we made the distinction because we felt that the 

separation would provide superior descriptive information, make the subcategories less 

ambiguous, and more easy to grasp. Similar to Rogers (1957), we wanted empathic 

interventions to represent interventions that most purely reflected attempts to understand 

the clients perspective without motivation to be of assistance. We understood validation 

as interventions designed to be of assistance, primarily affirmation. This 

conceptualization of validation more closely fits with Orlinsky and Rønnestad (2005) 

who conceptualized validation as consisting of verbal acts of warm affirmation. We 

found evidence to support Duncan’s (2012) assertion that validation would include 

attempts to seek justification for client behavior and experiences. I provide two 

exemplars of seeking justification in Table 27 in Appendix A. Jill Scharff performed 

both of the exemplars related to seeking justification noted in Table 27. 

While coding interventions in the subcategory of Validation, the primary 

research team noticed and frequently commented on how direct experts were when 
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engaging in validating interventions. Many times, the interventions felt less fluffy than 
 

‘warm affirmations’ and more like resolute declarations of righteousness. The experts 

enacted these declarations with authenticity and contextual appropriateness. For 

example, when we coded the core event 102 by Donald Meichenbaum as noted in Table 

27, he was responding to a client who was tentatively noting the burden of carrying built 

up unacknowledged, unexpressed emotions that resulted from childhood abuse. By 

completing the intervention, Donald Meichenbaum confirmed that carrying 

unacknowledged emotions could certainly be burdensome. Experts did not limit 

enactment of interventions in this subcategory to declarations; many reflected the kinds 

of warms acts of verbal affirmation predicted by Orlinsky and Rønnestad (2005). When 

experts enacted exemplary interventions in the subcategory of Validation they tended to 

perform interventions in which they agreed with their client, provided affirmation, or 

sought justification for the client’s behavior or feelings. 

Enhancing motivation. Dejong and Berg (2008) and others (Duncan & Sparks, 
 

2007; Saleeby, 2006) inspired the start-list of the categories and subcategories that fell 

within the overall domain of Enhancing Motivation. Based on their findings, we 

expected this domain to include psychotherapists’ verbal behaviors that focused on 

client strengths, encouraged action, created a sense of urgency, or promoted 

engagement. As indicated in Tables 28-34, we found congruence between experts’ 

enactment of the common factor Enhancing Motivation and the categories predicted by 

the researchers. 
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Alternatively, we did not experience any emerging categories or subcategories 

while coding interventions to capture experts tailoring treatment to fit with the needs 

and preferences of their clients as predicted by Duncan and Miller (2000). Part of the 

reason we did not experience any emerging categories to code such behavior is because 

we primarily focused our coding on the verbal interventions performed by the experts. 

However, we did note two instances in which James Bugental and Donald 

Meichenbaum enacted interventions outside of their espoused theoretical orientations. 

We cannot assume with certainty they enacted these theory-inconsistent interventions to 

tailor treatment to fit the needs of the clients. However, the purpose of the video was to 

capture the expert performing interventions congruent with her or his espoused 

theoretical orientation. I can think of no other reason to perform a theory inconsistent 

intervention than for purposes of being of greater assistance to the client unless the 

expert performed the intervention by mistake. 

While James Bugental performed a single intervention that was incongruent with 

his espoused orientation, a potential mistake, Donald Meichenbaum performed an 

extended experiential two-chair exercise more consistent with Gestalt psychotherapy. 

He even mentions that the intervention is part of Gestalt psychotherapy before he begins 

the experiential exercise. In addition, despite my concerns about follow-up interviews 

designed to inquire about expert intentions, in his post-session interview, he clearly 

states that his use of the intervention was purposeful. He further notes he chose to enact 

this theory-inconsistent intervention based on the needs of his client. Thus, while we did 
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not code or create a category to describe such behaviors at least one of the experts 

performed interventions consistent with Duncan and Miller’s (2000) predictions. Also, I 

am almost certain we would find evidence of this proposed aspect of Enhancing 

Motivation in at least four of the five experts examined in the current study if we 

recoded the data using a more interpersonal approach. 

Like Wampold and Brown (2005), we felt the interventions in the domain of 

Enhancing Motivation were ultimately tied to, or overlapped with, the domain of 

Therapy Alliance and subcategory of Relationship Building. As the research team 

engaged in and reflected on the coding, members often remarked about the inherent 

opportunities to strengthen the relationship when enacting interventions in the overall 

domain of Enhancing Motivation. For example, each member disclosed they typically 

had positive feelings for individuals who consistently and authentically pointed out their 

strengths. 

Enhancing engagement. Orlinsky, Rønnestad, and Willutzki (2004) suggested 

that interventions designed to increase client engagement would have the largest impact 

on outcomes. Given this suggestion, we expected experts to engage in interventions in 

this simple category frequently. However, we coded two interventions in the simple 

category of Engagement. Yet we found extended evidence of expert enactments 

designed to increase engagement in the major category of Relationship Building. In this 

way, our findings are congruent with what would be predicted based on Orlinsky, 

Rønnestad, and Willutzki’s (2004) research. The two interventions enacted in this 
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simple category closely approximated the interventions in the subcategory of Personal 

Engagement. However, to be included in this rather exclusive simple category, 

interventions had to have the characteristics of those coded in the subcategory Tasks of 

Therapy and reflect intense, authentic engagement. All research team members 

experienced surprise by Donald Meichenbaum’s enactments of this simple category. 

Not only was the enactment unexpected, it occurred while Meichenbaum was 

performing an experiential exercise outside of his espoused theoretical orientation. 

While the simple category did not occur among the top ten simple category and 

subcategory interventions enacted by any of the experts in the sample, I chose to include 

its discussion due to the powerful in-session impact the interventions seemed to have on 

the client and the response of the primary research team. All primary research 

teammembers experienced the intervention as particularly powerful and felt the two 

interventions performed in this simple category required a separate code to define its 

unique nature. If I or any other researcher is able to demonstrate the more frequent 

performance of this unique simple category across a larger sample of experts, we may 

be able to define this simple category of enactment as a basic behavior component of 

expertise. However, regardless of future findings, the primary research team felt this 

simple category of intervention could be used to enhance client outcomes. 

Encouraging action. Experts enacted interventions in the simple category of 

Encouraging Action in the average frequency category and this simple category of 

intervention fell among the top ten most commonly used simple categories and 
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subcategories by the experts. Unsurprisingly, every time the experts enacted this simple 

category, their interventions focused on the client’s behavior. Experts most frequently 

enacted this simple category to provide specific behavioral instructions regarding the 

explanation of the curative factors. At other times, experts performed this simple 

category of intervention when discussing auxiliary behaviors that could support curative 

factors or goal attainment. I provide exemplars of enactments focused on behavior and 

note sentence stems in Table 29 in Appendix A. Experts commonly used the following 

words or phrases to enact exemplary interventions in this simple category: ‘do it,’ ‘go 

to,’ or ‘try.’ 

Focus on strengths broad subcategory. The broad subcategory of Focus on 

Strengths was among the top ten most commonly performed interventions of the experts 

in this sample. When experts performed interventions in the broad subcategory of Focus 

on Strengths, they appeared to harness their client’s innate aptitudes for regeneration, a 

finding that is congruent with Duncan (2010). In the broad subcategory of Focus on 

Strengths, experts most frequently asked questions about instances in which clients’ 

successfully enacted behaviors in line with their values or goals. The exemplary 

examples of enactment included those in which expert’s asked questions about the most 

recent successful enactment of the behavior or simply provided a declarative reflection 

like Insoo Kim Berg (44) noted in Table 30 in Appendix A. 

Highlighting heroic stories. The subcategory of Highlighting Heroic Stories 

was among the top ten most commonly performed interventions of the experts in this 
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sample. Duncan et al., (2004) indicated that additional elements of the overall domain of 

Enhancing Motivation would include categories or subcategories that involved 

interventions in which psychotherapists’ highlighted the heroic stories of their clients. 

While I expected this subcategory of intervention to occur more frequently, when I 

consider it’s more relatively recent entry into consideration as a common factor its less 

frequent use is not surprising. It is also possible the primary team’s conceptualization of 

the subcategory superficially reduced the coding of the overall frequency of the actual 

enactment of the subcategory. In Duncan’s (2012) discussion of enhancing motivation, 

he mentions highlighting heroic stories as one potential avenue for enhancing client 

motivation. At no point does he mention that such interventions must be characterized 

by focusing on meaningful, relevant, and specific stories. 
 

The experts examined in this sample frequently highlighted heroic stories by 

focusing on specific examples of client’s successful performance of behavior that was in 

line with the client’s espoused goals or values. As is noted in Table 31 in Appendix A, 

exemplars of this subcategory occurred via declarative statements rather than questions. 

I noted potential emerging themes in Table 31. 
 

Attention to supportive resources. The subcategory of Attention to Supportive 

Resources was among the top ten most commonly performed interventions of the 

experts in this sample. Arnkoff, Glass, and Shapiro, 2002 and others (Duncan & Miller, 

2000; Frank & Frank, 1991) suggested the overall domain of Enhancing Motivation 

would include interventions in which experts focused attention on context and 
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supportive elements (e.g., resources like friends) around the client. Given their research, 

we chose to conceptualize supportive resources as anything external to the client. In 

using ‘supportive’ to name the subcategory of Attention to Supportive Resources, we 

did not use the word ‘support’ to indicate that the resources would necessarily be 

helpful. Rather, we used the subcategory of Attention to Supportive Resources to code 

sources of potential support that were external to the client. 

Like a project manager examining the support beams of a house, experts who 

engaged in this subcategory of intervention seemed to be seeking sturdy support beams 

for their client’s growth and development. The reason such attention has the opportunity 

to enhance motivation is related to the interventions impact on the therapy relationship. 

For example, it is possible this attention in and of itself demonstrated interest in the 

client, which supported the relationship or increased accurate empathic responding by 

increasing the experts understanding of the client’s frame of reference.When examining 

resources outside of the client, this sample of experts tended to focus on family, 

recovery, and vocational supports. Experts appeared to comfortably alternate between 

questions and reflections when enacting interventions that exemplified this subcategory 

as noted in Table 32 in Appendix A. 

Casting client as change agent. The subcategory of Casting Client as Change 

Agent was among the top ten most commonly performed interventions of the experts in 

this sample. As predicted by Duncan (2010), experts utilized interventions in the 

subcategory of Casting Client as Change Agent to harness their clients’ innate aptitudes 



150  

 
 
 

for regeneration. As noted in Table 33 in Appendix A, this sample of experts enacted 

exemplars of this subcategory using questions with stems like, ‘What can you,’ ‘How 

can you,’ and ‘What did you.’ Others made statements that started with stems like, ‘You 

can,’ You decide,’ ‘You do,’ and ‘You made.’ As noted in the results section, use of the 

word ‘you’ and reference to the client’s internal locus of control defined expert’s 

enactment of interventions in this subcategory. 

Utilizing client motivation. The subcategory of Utilizing Client Motivations was 

among the top ten most commonly performed interventions of the experts in this 

sample. Erickson and Rossi (1979) implied that the overall domain of Enhancing 

Motivation would include interventions in which experts utilized client motivations to 

promote client growth and change. Insoo Kim Berg performed all the exemplars noted 

in Table 34 in Appendix A. While the sample enacted this subcategory in the frequency 

category of average, the examples in Table 34 provide the best examples of 

interventions coded in the subcategory. The reader will notice that all the exemplars are 

questions. This is true of all but one of the interventions coded in this subcategory. 

Similarly, when experts enacted this subcategory they focused on the client’s behavior 

or family. Interestingly, all the exemplars noted in Table 34 started with the sentence 

stem, ‘what would.’ 

Positive expectation. For fifty years, researchers like Goldstein (1962) and 

Constantino (2012) have presented evidence of the essential role of psychotherapy- 

related expectations in producing positive outcomes. Yet, positive expectation has 



151  

 
 
 

remained one of the most understudied common factors (Constantino, Ametrano, & 

Greenberg, 2012; Greenberg, Constantino, & Bruce, 2006; Kirsch, 1985, 1990; 

Weinberger & Eig, 1999). Like Baskin, Tierney, Minami, and Wampold (2003) who 

more recently demonstrated support for one component of the earliest four factor model 

of common factors, we found support for the continued inclusion of common factors 

related to explaining and resolving client presenting problems. On average, experts used 

about 19% of their interventions to provide an explanation for the client’s presenting 

problem and/or clear ways to resolve the problem as potential avenues for enacting 

positive expectation. All experts generally enacted interventions in which they provided 

credible, effective explanations of the client difficulties and discussed the curative 

strategies required to resolve client problems. 

Since we developed the start list of categories and subcategories for the domain 

of Positive Expectation from Lambert’s (1986) empirically rigorous work, we were not 

surprised when several of the interventions performed by the experts were congruent 

with Lambert’s work. Before moving onto the experts’ simple category and subcategory 

enactments, I want to clarify my use of the word ‘positive’ in the naming of the overall 

domain of Positive Expectations. As noted in the literature review of this dissertation, 

variables related to expectancy include those related to any expectation. Thus, the 

‘positive’ in Positive Expectation simply denotes the presence of interventions related to 

expectancy. I did not use ‘positive’ in the pedestrian sense related to, or meaning 

‘good.’ 
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Explanation of client difficulties. The broad subcategory of Explanation of 

Client Difficulties was among the top ten most commonly performed interventions of 

the experts in this sample. In fact, this major category was one of the most frequently 

enacted major categories among this sample of experts. This sample enacted 

interventions that were congruent with over a half-century of research that supports the 

major category’s and broad subcategory’s inclusion among the common factors. As is 

noted in Table 35 in Appendix A, experts enacted exemplary interventions in this 

subcategory by explaining client difficulties in terms of their clients’ thoughts, feelings, 

and actions. Experts typically began interventions in this subcategory with the word 

‘you.’ 
 

Explanation of curative factors. The broad subcategory of Explanation of 

Curative Factors was among the top ten most commonly performed interventions of the 

experts in this sample. As can be noted by reviewing Table 36 in Appendix A, experts 

enacted exemplars of this subcategory by explaining curative factors through behavioral 

change. Often, the experts enacted exemplars in this broad subcategory by giving advice 

with sentence stems like, ‘You need to,’ or ‘You have to.’ 

Feedback. Duncan (2010) proposed feedback as a fourth common factor. He 

suggested experts would demonstrate interventions in the overall domain of Feedback 

by requesting feedback and responding to it with flexibility. He also noted that experts 

might enact this overall domain by monitoring outcomes such as symptom reduction, 

goal achievement, and value enactment (Duncan).The common factor domain of 
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Feedback occurred with the least frequency and was the only domain that was not 

generally performed by the sample of experts examined in the current study. Some of 

the predictions made by Duncan (2010) were enacted by one or two experts in the 

sample. However, none of the predictions were supported by general use of any 

category or subcategory of the domain of Feedback. 

Intervention effectiveness. The subcategory of Intervention Effectiveness was 

the only subcategory in the domain of Feedback included in one of the five expert’s top 

10 subcategories. As can be noted in Table 37 in Appendix A, experts most frequently 

used this subcategory of intervention to determine if they were on the right track, in 

terms of understanding their clients, or to inquire about a client’s experiences during an 

experiential exercise. However, I was unable to identify a consistent emerging theme 

among the interventions. In many ways, the experts’ enactment of interventions in this 

subcategory appeared to be empathy checks and seemed more closely related to 

Therapy Alliance than any formal form of requesting feedback. 

Summary 
 

To create Figure 3 and Figure 4 in Appendix C, I examined the emerging themes 

and focus of the exemplars noted in Tables 15-37 (see Appendix A). I compared the 

emerging themes and foci to the raw data to determine which themes and foci seemed 

most stable. After determining which of the exemplar themes seemed most stable, I 

grouped the emerging themes into three categories based on shared similarities: (a) You, 

(b) Instruct, and (c) I. Similarly, I grouped the Foci into four categories based on shared 
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similarities: (a) session, (b) validating, (c) traditional, and (d) contextual. When 

examining the themes in Figure 3, it is important to note that only two themes were 

repeated across the 22 subcategories examined in the discussion: ‘you are,’ and ‘can 

you.’ Alternatively, several foci were repeated across the 22 categories examined in the 

discussion. Behavior occurred across nine simple categories and subcategories, family 

across six, feelings across four, exercise and thoughts across three, and pace and 

mechanics across two. The other foci shown in Figure 4 occurred in only one simple 

category or subcategory. In terms of emerging themes, the You themes are clearly the 

most prevalent. Interestingly, these You themes, at least the majority of them, look 

similar to themes that might be used to Cast the Client As Change Agent. The Instruct 

theme is straightforward and often involved interventions with a focus on mechanics. 

Finally, the I theme included times when the experts used themselves to empathize or 

validate. In terms of foci, experts focused on Behavior more often than anything else 

when enacting their interventions. In fact, it was the only focus of exemplars in the 

following six simple categories and subcategories: (a) Attention to Supportive 

Resources, (b) Casting Client as Change Agent, (c) Explanation of Curative Factors, (d) 

Encouraging Action, (e) Unconditional Positive Regard, and (f) Support. Additionally, 

Behavior was the focus on the majority of the interventions in the broad subcategory of 

Focus on Strengths. Unsurprisingly, some of the most frequently included foci of the 

interventions also included thoughts, feelings, and family. I say unsurprising because of 

the espoused theoretical orientations of the experts in the sample. Cognitive-behavioral 
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therapists like Meichenbaum tend to focus their interventions on thoughts, feelings, and 

actions. Meichenbaum even mentions this a few times during the session with his client. 

More dynamic therapists like Jill Scharff tend to focus on family dynamics and 

configuration. Jill Scharff’s performance was congruent with this expectation. Allen 

Ivey espoused an integrative approach. Many integrationists like Brooks-Harris (2007) 

suggested that all interventions can be classified according to their focus on thoughts, 

feelings, or actions. Also, many would argue that existential-humanistic therapists tend 

to focus on feelings and that a solution focused therapists would tend to focus on 

behavior. Thus, all five of the therapist’s espoused theoretical orientations may have 

influenced the focus of the interventions. A more focused analysis of the foci 

demonstrated between therapists would be required to determine if such foci were 

enacted differentially. However, it is interesting to note, that despite theoretical 

orientation, 6 of the 22 simple category and subcategory exemplars were focused on 

behavior. This means that about a fourth of the time, the experts chose the same foci 

regardless of theoretical orientation. The other foci that occurred across several 

subcategories included pace, mechanics, and exercise which are all related to the Tasks 

of Therapy, a major category in the domain of Therapy Alliance. I find it interesting that 

we can narrow down the major themes and foci of 839 interventions into three or four 

categories. Even if double or triple of these amounts would occur if I used a more 

focused approach to complete this secondary level of analysis, such a pairing down 

might be especially useful for training novice psychotherapists. 
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Strengths and Limitations 
 

Strengths 
 

The most important strengths of the current study include the topic choice, 

quality of the research team, and methodological decisions. As of October, 2015, I have 

found no empirical research that utilizes direct behavioral observation to analyze the use 

of the common factors among expert psychotherapists conducting individual therapy. 

Given my previous arguments regarding the potential of the expert performance 

approach to improve psychotherapy outcomes, completing a study on the topic that 

remains uninvestigated and holds the potential to improve therapy outcomes, enhance the 

impact of training, and influence psychotherapists’ effective use of experience serves as 

a strength of the current study. 
 

Research team. Methodological strengths include the use of a four-person 

research team made up of three practicing psychotherapists, all of whom are licensed 

clinical providers. Additionally, the two psychologists on the research team have 

previously been certified as specialists by the American Board of Professional 

Psychology (ABPP), a professional board that provides additional confirmation of their 

competency as providers above and beyond what is indicated by clinical licensure. Based 

on my review of Chui, Jackson, Liu, and Hill (2012) who analyzed 120 studies utilizing 

a form of CQR based on a PsychINFO search using the search term consensual 

qualitative research from 1994-2010, it does not appear that any prior primary research 

teams have included a doctoral level practicing clinician, much less one who has been 
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certified as a national consultant in Motivational Enhancement Therapy. At the time of 

coding, the primary team consisted of a masters level licensed clinician, a supervising 

clinical director, and a doctoral student. 

I do not mention the accomplishments of my research team to gloat or brag about 

the research team, even though I think they are quite remarkable, I do so because Hill 

(2012) suggested that researchers should compose research teams of people with diverse 

backgrounds and experiences. Yet, only two percent of studies utilizing CQR have 

included a practicing clinical professional of any kind on the primary research team. 

While 30% of studies had a doctoral level member on the primary research team such 

members are all described as “researchers” (Chui, Jackson, Liu, and Hill, p. 219-256). 

Behavioral observation. Of the 120 studies reviewed in the meta-analysis by 

Chui, Jackson, Lui, and Hill, only three (2.5%) of the studies involved the examination 

of video-recorded (2.5%) psychotherapy sessions. I mention the lack of qualitative 

studies using CQR to code video recordings of psychotherapy because of my previously 

noted concerns regarding automaticity and self-report. Previous researchers have 

convincingly, consistently, and undeniably demonstrated that any method of data 

collection regarding psychotherapists’ in-session behaviors besides direct observation is 

fraught with error (Aarts & Dijksterhuis, 2000; Duhigg, 2012). I will not belabor the 

point, but simply note that the use of direct observation serves a significant strength of 

the current study. 

Sample. One of the three aforementioned studies one was completed in 2004 and 
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involved the review of the Gloria Tapes produced 40 years prior to the study. While I 

certainly value the tapes and think they provide excellent training opportunities, the 

examination of more recent experts is requisite to finding improved basic behavioral 

components of expertise. Of the three studies, all of the psychotherapists examined were 

White men. My concerns regarding the lack of diversity among psychotherapists 

examined are due to the changing demographics of practicing psychologists. According 

to the APA Center for Work Force Studies (2015), women make up 76% of the 

population receiving doctoral degrees in psychology, 74% of early career psychologist, 

and 53% of the current workforce. Since women began earning more doctorates in 

psychology than men did in the late 1980s, plenty of female psychologists have had the 

opportunity to acquire the 10,000 hours of practice requisite for the development of 

expertise. Additionally, greater numbers of minorities are receiving doctoral degrees in 

the field (APA Work Force, 2015). The current study sample of expert psychotherapists 

included in current study included three White men, one White woman, and one Asian 

Woman. The sample included two Ph.Ds., one Ed.D., one M.D., and one MSSW. 

Although the sample seems relatively homogenous, the current study is the first study I 

am aware of that used CQR to examine the common factors among female and ethnic 

minority experts conducting individual therapy. 

Additionally previous researchers like Brunink and Schroeder (1979) used 

inclusion criteria for experts that allowed for the inclusion of psychotherapists with only 

three years of post-graduate experience. With such meager experience, it is unlikely that 
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these “experts” would have the 10,000 hours of deliberate practice that has been found to 

be important to develop exceptional expert skill on complex tasks (Chase & Simon, 

1973; Ericsson et al., 1993; Gladwell, 2008). Alternatively, when the videos used in the 

current study were originally shot, the sample of expert psychotherapists had an average 

of 34.6 years of post-graduate experience in the field, with experience ranging from 24 to 

49 years of experience. 
 

Method. Throughout history, balancing rigor and relevance has been an enduring 

challenge for qualitative researchers who struggle with dual ambitions of neutrality and 

richness. The balance between rigor and relevance is one of the greatest strengths of 

CQR. Additionally, CQR is tailor-made for the direct examination of in-session behavior 

as CQR was first developed and used to study psychotherapy. As importantly, CQR has 

been used extensively in the study of expert psychotherapists self-reports regarding 

personality features (Jennings & Skovholt 1999; Skovholt & Jennings, 2004), 

conceptualization of the working alliance (Sullivan, Skovholt, & Jennings, 2004), and 

ethical values (Jennings, Sovereign, Bottorff, Mussell, & Vye, 2005). Additionally, the 

integrity checks and triangulation methods that are not only inherent in the method, but 

required to establish the trustworthiness of qualitative data make the approach especially 

empirically attractive. Part of establishing trustworthiness in CQR is discussing 

expectations and biases. 

Expectations. To enhance the trustworthiness of the data, I reviewed the research 

teams’ expectations (Williams, & Hill, 2012). After reading the extant literature on the 
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topic and contemplating the research aims, methods, and questions, I expected experts to 

engage in the common factors more often than purely theory-driven interventions. I also 

expected all expert psychotherapists would perform the common factors frequently and 

that experts would enact the common factors at similar frequencies regardless of 

theoretical orientation. Due to my expectations, I carefully monitored and requested 

feedback about my perception of theory-driven interventions as reflective of a common 

factor when, in fact, that was not the case. This is an expectation I shared with the 

research team and one that I took into consideration when selecting members for the 

team. Thus, I selected one primary team member and an auditor who view 

psychotherapy from more specific theory-driven models. 
 

Upon exploring expectations with the research team, all other research team 

members reported they expected all experts would perform interventions that could be 

identified among the common factor domains. However, they expected that the 

theoretical orientation of the expert would influence how often they engaged in 

interventions within the different common factor domains. For example, two of the 

research team members expected David Meichenbaum would perform interventions 

coded as Tasks of Therapy most frequently because they felt cognitive-behavior 

therapists are typically more directive than therapists espousing the other approaches we 

examined. 

After discussing expectations, each team member requested that other team 

members confront her or him immediately, bluntly, and clearly if the research team 
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member had concerns regarding biases or expectations. Such confrontations occurred on 

three occasions during coding and were unremarkable, save the humor and laughing that 

arose with each confrontation. 

To determine if the experts significantly differentially intervened by utilizing 

common factors more congruent with their espoused theoretical orientations would 

require statistical analysis. I may perform such statistical analysis on the data in a future 

study. However, by reviewing Figure 5, some general descriptive information becomes 

apparent and sheds light on the potential impact of research team expectations. I discuss 

frequency information in this section to reduce redundancy. Figures 5-7 in Appendix C 

provide descriptive information regarding expert’s frequency of enactment among the 

common factors and information important for evaluating the influence of the research 

team’s biases and expectations. 

I use Figure 5 in Appendix C to present the percent of interventions coded in a 

common factor domain in comparison to the total number of interventions coded for each 

individual expert pictorially. I present the overall averages across cases for comparative 

purposes. By reviewing Figure 5, the reader will notice a consistent u-shaped pattern 

formed as a result of experts enacting Therapy Alliance the most often and Feedback the 

least often, with Positive Expectation and Enhancing Motivation always greater than 

Feedback, but less than Therapy Alliance. The domain comparison appears to reflect my 

expectation that experts would perform interventions with common frequencies 

regardless of espoused theoretical orientation. 
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I use Figure 6 in Appendix C to present the percent of interventions coded in a 

common factor major category in comparison to the total number of interventions coded 

for each individual expert. Similarly to Figure 5, all experts performed interventions in 

the major category of Relationship Building the most frequently. However, unlike Figure 

5, there appears to be no consistent pattern among the experts. Thus, major category 

comparison seems incongruent with my expectations and more congruent with the 

research teams’ expectations. Figure 7 in Appendix C includes all of the ten most 

frequently enacted simple category and subcategory interventions among all experts. To 

create Figure 7, I identified the top ten simple categories and subcategories for each 

expert. To account for the top ten simple categories and subcategories among each expert 

required me to include 18 of the 37 simple categories and subcategories in Figure 7. I 

calculated the percent of interventions coded in each of the 18 simple categories and 

subcategories in comparison to the total number of interventions coded for each 

individual expert to create each expert’s line. I also determined the average percent of 

interventions accounted for by each of the 18 simple categories and subcategories across 

cases to create the average line. I made the average line thicker than the individual 

expert’s lines for comparative purposes. The 18 simple category and subcategory 

interventions account for 93.60% of all the interventions performed by James Bugental, 

95.74% of Insoo Kim Berg’s, 87.85% of David Meichenbaum’s, 94.67% of Jill 

Scharff’s, 94.74% of Allen Ivey’s, and 93.28% of all the interventions coded in the 

study. Since I expected experts to enact the common factors similarly across all cases, I 
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altered Figure 7 to increase the appearance of difference. I decreased the size of the x- 

axis to increase or highlight differences. Similarly, I altered marker points from 10-point 

increments to two point increments to increase the appearance of difference.The reader 

can find support for my expectation by simply noting that 18 simple categories and 

subcategories of interventions account for such a large percentage of each expert’s total 

number of interventions. However, by examining Figure 7, it is clear experts varied in 

their use of the 18 simple categories and subcategories depicted. By comparing all 

figures, it seems apparent that experts enacted interventions at the domain level of 

coding similarly and differed in their enactments at the category and subcategory level of 

coding. Thus, it seems unlikely that the research teams’ expectation influenced coding in 

a systematic or consistent way, especially since the primary research team coded 

domains, categories, and subcategories simultaneously. 

Biases. To further increase the trustworthiness of the data, I discuss the research 

team’s biases (Williams, & Hill, 2012). I typically approach therapy using interventions 

grounded in humanistic and existential schools of thought. As a result, I was concerned I 

might experience decreased engagement while watching the expert psychotherapists 

espousing other theoretical orientations. However, I did not experience myself as 

differentially engaged during the viewing, coding, or discussion of video stream or any 

other. The other members of the primary research team confirmed this self-assessment. If 

I was less engaged while watching, for example, the cognitive-behavioral stream, I was 

concerned I might identify, bracket, and code less common factor interventions. My bias 
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was somewhat balanced by my expectation, as I expected each psychotherapist to 

perform interventions reflecting the common factors with similar frequencies regardless 

of theoretical orientation. My bias was further balanced by the other research team 

members who identified preferences for cognitive-behavioral or integrative approaches. 

The research team coded 188 interventions for both James Bugental and Jill 

Scharff, the greatest number of interventions coded among the five experts. Since none 

of the research team espoused a bias for dynamic therapy, I feel it is unlikely that my 

bias or the research team’s bias played a significant role in the coding. We also had 

concern that our enjoyment of the videos may have influenced coding; however, we 

found that we coded the second highest number of interventions for our least favored 

video and vice- versa. 

In addition to discussing biases and expectations and developing individualized 

plans to address bias and expectation among the research team, I provide some quasi- 

empirical evidence to assist the audience as they draw conclusions regarding the 

trustworthiness of the findings in this study in Figure 5, Figure 6, and Figure 7 in 

Appendix C. 

Limitations 
 

Wampold (2001) estimated that client factors and inexplicable error variance 

account for 87% of the change that occurs in psychotherapy. Unfortunately, these factors 

are beyond the psychotherapist’s control. Thus, the focus of this study may be limited to 

the 13% of variance we can account for by treatment effects. Moreover, the research 
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team focused coding on verbal behaviors of the therapists. Although we included 

contextual variables like non-verbals in the client’s response when coding enacted 

interventions, we did not examine these other variables in a systematic way. At the same 

time, the methodology allowed me to discuss several important contextual variables and 

use these variables in the interpretation of the data. 

Method. One potential limitation of the study relates to the coding modifications 

we made to the consensual qualitative research (CQR) method. For example, instead of 

going through the auditing process after the completion of each case, we completed the 

auditing process after completing all cases. In some ways, this may have influenced the 

motivation of the research team members to go back and recode other videos. However, 

it appeared that the entire research was extremely dedicated to the project. On average, 

our consensus meetings lasted four hours and each primary research team member came 

to all consensus meetings prepared to engage in the consensus process. We had five 

consensus meetings and one training meeting. Part of the consensus meeting involved 

reviewing and recoding the video transcripts as we revised and updated the start list. 

Another potential limitation of the study related to a second coding modification 

we made to research methodology. Traditionally, researchers using CQR to complete a 

fully data-driven study and develop domains, categories, and subcategories as the coding 

categories emerge from the data. In this study, I developed a start list of domains, 

categories, and subcategories that were altered to accommodate the data as the study 

progressed. While we accommodated and altered the start list to accommodate the data, 
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the simple act of using a start list undoubtedly influenced our coding. It is certainly 

possible and even provable that the domains, categories, and subcategories used to code 

the data would be quite different, at least in name, had we not used a start list in the 

coding process. In spite of the inherent limitations of the start list, the use of the start list 

allowed the researchers to complete at least an initial study to provide foundational 

research on the topic and evidence to support the idea that the common factors are basic 

behavioral components of expert performance. 

Sample. To differentiate the current study from previous studies using direct 

observation of expert psychotherapists engaged in the performance of psychotherapy, I 

attempted to identify an exceptional sample of experts. While the sample of experts 

examined in the current study reflects more rigorous selection criteria and diversity 

among experts than those used in previous research (e.g., Brunink & Schroeder, 1979), 

the primary research team did not feel that all expert psychotherapy streams reflected 

expert performance, or even levels of performance that the more novice members of the 

primary research team would hope to replicate. Given this information, the lack of 

research supporting the links between experience as usual and expert performance or 

improved psychotherapy outcomes, it will be imperative to develop more stringent, 

objective measures to differentiate expert psychotherapists from non-experts. 

Additionally, given the research team’s assessment that one of the experts examined did 

not reflect expert performance, any implications or recommendations for training, 

research, and practice are tentative at best. 
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Additionally, psychotherapy portrayed in videos is less spontaneous than therapy 

in practice. Psychotherapists or clients in videos may have been nervous, putting their 

best foot forward, trying to show mistakes and how to deal with them, and moving more 

quickly than is typical in everyday practice to demonstrate a technique (Wyatt & Seid, 

2009). Another limitation of the sample is the severity of psychological distress of the 

clients involved. The sample appeared to be limited to higher functioning clients. Thus, 

the work may not have reflected how the featured psychotherapist might have interacted 

with more severely disturbed clients. 

Moreover, all of the videos examined in the sample were of experts conducting 

initial sessions of therapy. Thus, the interventions in the overall domain of Therapy 

Alliance may have been elevated due to the importance of relationship building early on 

in therapy. It is possible that the predominance of interventions in this overall domain 

would decrease as sessions progressed. Similarly, the number of interventions in the 

overall domain of Feedback may have been enacted less frequently as such interventions 

are typically more frequently performed in latter portions of therapy. At the same time, 

Duncan (2010) reported that the first few sessions of psychotherapy are extremely 

important to client outcomes; thus, in some ways, limiting sessions to initial sessions 

serves as a strength given their importance on client outcomes. Duncan (2010) also noted 

that the modal number of psychotherapy sessions attended by psychotherapy consumers 

is one. Given that many psychotherapy consumers only participate in one session of 

psychotherapy, the findings are applicable to working with many psychotherapy 
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consumers. Despite these factors, expert psychotherapists and clients on these video 

streams engaged in real sessions that conveyed a wealth of information not contained in 

books or simple therapy transcripts (Wyatt & Seid, 2009). In follow-up interviews, all 

sample expert psychotherapists were asked if their work in the videos represented a 

typical session. All sample expert psychotherapists indicated that their work reflected a 

typical session (Allyn & Bacon, 2000). 

Recommendations and Implications 
 

Training 
 

While it is difficult to elucidate the specific behavioral elements of expert 

performance that should be incorporated into training to advance expertise in aspiring 

psychotherapists and improve outcomes among consumers of psychotherapy, researchers 

have published ample evidence that supports the use of expert modeling in achieving 

expert levels of performance (e.g., Baum & Gray, 1992). The evidence found by the 

research team in the current study provides preliminary evidence that interventions in the 

domains of Therapy Alliance, Positive Expectation, and Enhancing Motivation are part 

of the basic behavioral elements of expertise and frequently demonstrated in expert 

performance. Thus, training programs may benefit from incorporating training designed 

to support student’s skills in these overall domains using expert modeling. 

Wampold (2001) suggested that there are over 250 distinct approaches to 

psychotherapy and counseling described in over 10,000 books. Duncan, Sparks, and, 

Miller (2006) and Norcross (2002) suggested that the number of approaches is closer to 



169  

 
 
 

500 when examining those that include some kind of psychotherapy integration. Such a 

dizzying number of approaches is likely confusing to trainees and trainers. The potential 

to narrow the training focus to four overall domains, seven categories, and 37 

subcategories of behavior (or something similar) would provide trainers and trainees 

with the opportunity to complete more focused work. Such a reduced focus may speed 

up the development process, as the ability to chunk information into meaningful units 

effectively is essential to developing expertise. 

Research 
 

The evidence found by the research team provides a modicum of support for the 

continued study of interventions in the domains of Therapy Alliance, Positive 

Expectation, and Enhancing Motivation as potential defining behavioral elements of 

expert psychotherapy performance. By examining the findings in the context of the 

extensive work completed by prior researchers and theoreticians, I believe the evidence 

found by the research team strongly supports and warrants the continued study of the 

above noted domains as at least one source of the potential behavioral elements of 

expert psychotherapy performance. 

Once specific behavioral elements of expert performance have been identified, 

future researchers could demonstrate a link between the performance of these specific 

behavioral elements and the complex cognitive changes that characterize experts 

(Cummings & Cummings, 2000; Hillman, Erickson, & Kramer, 2008). Even before this 

link can be demonstrated, future researchers could compare the brain activity of expert 
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psychotherapists who have empirical evidence to support their superior clinical 

outcomes to their less experienced counter parts who have empirical evidence 

demonstrative of more average clinical outcomes to examine both the structural and 

functional differences between these two groups. 

Researchers (e.g., Siegel 2010a, 2010b) studying interpersonal neurobiology 

have completed preliminary research on both structural and functional differences 

among psychotherapists with superior outcomes; however, researchers seem to be 

completing research that is primarily correlational in nature and focused on the 

relationship between brain differences and mindfulness. More importantly, such 

researchers do not appear to have used strong, consistent measures of clinical outcomes 

to differentiate between the superior and average clinician. 

Eventually, researchers using experimental designs that ultimately result in 

causal conclusions would need to complete experiments designed to assess causality 

between psychotherapists’ performance of basic behavioral elements of expert 

psychotherapy performance and the functional and structural brain changes noted in the 

correlational studies. 

While the evidence found by the research team cannot by its nature or design 

not demonstrate a relationship between expert performance and improved 

psychotherapy outcomes, prior researchers have consistently documented the potent 

positive impact of these in-session behaviors on psychotherapy outcomes (Duncan, 

2012). Since these potent positive in-session behaviors are linked to positive outcomes 
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and clearly and frequently demonstrated in this sample of experts, I believe expert 

performance and positive outcomes will be strongly correlated. However, future 

researchers must complete additional research to support this belief if the expert 

performance approach is to be taken seriously as a method of improving psychotherapy 

outcomes. 

While the findings of the current study provide preliminary descriptions of some 

potential basic elements of expert performance, a mixed method approach may provide 

more precision and clarity for researchers attempting to identify specific, basic 

behavioral elements of expert psychotherapy performance. Greater precision and clarity 

will be requisite to develop specific methods of deliberative practice. In addition to 

using mixed methods, future researchers working on the topic will inevitably benefit 

from supplementing traditional qualitative research methods with automated coding 

programs. For example, while preparing for the current study and immersing myself in 

the data and the literature, I used an automated qualitative coding program to examine 

the word choices of the 15 experts examined in the fifteen video series. According to the 

automated qualitative coding program, ten of the fifteen experts in the series used the 

word “wow” at some point in session for a total of 18 times uses across all cases. The 

six most frequently used words in descending order by case and then number of usages 

are good, people, bit, feel, talk, and sounds. While I have not begun analysis to 

determine if any relationships exist between the current findings and those noted by the 

automated coding system, I anticipate using the data to provide another source of 
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triangulation to increase the trustworthiness of the data and enhance the descriptive 

information I provide to others hoping to identify the basic elements of expert 

performance. 

Practice 
 

The results of the present study imply that clinicians may improve psychotherapy 

performance by enacting tasks and goals of therapy related interventions most often in 

declarative, clear, and concise ways that support credibility while simultaneously 

presenting themselves with an overall collaborative demeanor. At the same time, 

clinicians could use interventions related to enacting the goals and tasks of therapy as 

opportunities to enact collaboration. 

When enacting empathic interventions, clinicians might benefit by the use of 

simple questions or reflections that start with sentence stems like, ‘you knew’ and ‘you 

feel’ as noted in Table 22 in Appendix A. Clinicians may improve communications of 

attunement regarding the client’s experiences by utilizing interventions that involve the 

use of self. Clinicians can comment on client non-verbals, demonstrate authentic 

curiosity, and note clients’ specific word choices with short and straightforward 

interventions to artfully deal with conflicts or difficulties constructively. Clinicians may 

be able to improve the therapy relationship through unreserved, authentic use of self to 

connect in moments of humanness with their clients. Clinicians can use validation to 

support the therapy relationship by enacting authentic declarations of agreement with 

authenticity and contextual appropriateness. Clinicians can also validate by seeking 
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justification for the clients experience, directly agreeing with their client, or making 

short statements of affirmation. 

Clinicians may enhance client motivation by asking questions about previous 

examples of client successful enactment of behaviors in line with their espoused values 

and goals. Clinicians can enhance client motivation by casting the client as an agent of 

change by focusing on client behavior and using questions with stems like ‘What can 

you,’ ‘How can you,’ and ‘What did you.’ Alternatively they could make statements that 

started with stems like, ‘You can,’ You decide,’ ‘You do,’ and ‘You made.’ Clinicians 

may also be able to enhance client motivation by enacting interventions that encourage 

the client to take action using simple statements focused on behavior that start with 

stems like, ‘do it,’ or ‘Try.’ Clinicians could potentially enhance motivation by attending 

to client resources related to family, vocation, and/or recovery. 

Clinicians may promote positive expectations among their clients by explaining 

client difficulties in terms of thoughts, feelings, or actions using sentence stems like ‘you 

want to,’ ‘you are,’ or ‘you feel.’ Clinicians may promote positive expectations among 

their clients by explaining curative factors by focusing interventions on specific 

interventions and give clients specific behavioral advice. 

Fit with Counseling Psychology 
 

Fouad, McPherson, Gerstein, Blustein, Elman, Helledy, and Metz (2004) 

recently reflected on, reviewed the history of counseling psychology values, and noted 

the prized position and emphasis that counseling psychologists place on human 
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strengths. The current study supports counseling psychologists’ historical focus on 

strengths and the findings are congruent with the identity and values of the counseling 

psychologist. Additionally, the completed research is congruent with Hoyt and 

Mallinkrodt’s (2012) call for counseling psychology researchers to complete high 

impact theory-driven research. For example, I completed the current research using 

theoretical conceptualizations of the common factors and the expert performance 

approach in an attempt to produce high impact results. The current study is also in line 

with Henton’s (2012) call for counseling psychologists to engage in practice-based 

research like the psychotherapy process research that is congruent with counseling 

psychology values. 

Conclusions 
 
 
 

Knox, Schlosser, and Hill (2012) encourage researchers to identify three to five 

take-away messages to close a discussion or conclusion section of a qualitative research 

study. I leave the reader with three take-away messages. First, interventions within the 

domains of Therapy Alliance, Positive Expectation, and Enhancing Motivation are basic 

behavioral elements of expert performance in this sample of experts. Second, 100% of 

the interventions in this study could be understood and broken down into seven major 

categories, and thirty-seven simple categories and subcategories. Third, 93% of the 

interventions enacted in the study can be described by examining 18 of the 37 simple 

categories and subcategories. Many times, I find myself getting caught up in the desire 

to learn new techniques and approaches to therapy. I like the idea of being a doctor with 
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complex therapy skills that are needed to provide healing for the individuals setting 

across from me in session. Sometimes, I think they too desire a complex rite of passage 

or life altering reflection to flip a magic switch of some kind. I want to give it to them, I 

want to flip the switch and be some kind of savior. While I am not proud of this self- 

centered desire to be important or powerful, I know, at least in some ways, it fuels my 

desire to learn the next latest and greatest approach to healing, which sometimes 

benefits my clients. 
 
 

At the same time, I know these techniques are not what my favorite clients 

remember, what they say to my supervisors, the other clients on the residential units, or 

to me as we are terminating therapy. They all say something to the effect of, ‘you cared’ 

or ‘I heard I should try to work with you cause you really care.’ In preparing for 

interviews, I have been told by more than one supervisor not to respond to an 

interviewer’s inquiry about my strengths with something like, ‘I am really good a 

building relationships’ because this is a skill that is ‘assumed at my level of 

development’ or ‘basic,’ or, ‘elementary.’ Maybe, we as a field in general need to value 

those relationship building skills that may be very basic, but essential and requisite for 

healing. 

Even while I espouse the value of the relationship, I have seen some very 

specific theory-driven, and structured therapies be incredibly healing for those who are 

willing to endure them. I understand that being a psychotherapist involves both 

capacities, the technique-driven and the relational. Whatever my path, I do not want to 
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get so bogged down in the model vs. common factors debate that I forget my goals of 

becoming a better psychotherapist and potentially finding something out that could be 

helpful to others hoping to improve their skills. I hope that I, and the field in general, are 

ready and open to whatever basic behavioral elements of expertise emerge from the 

data. If, it is something as simple as the authentic use of ‘wow,’ giving simple 

behavioral advice, or using statements like, ‘you can,’ I hope we can bury our egos and 

accept the simplicity of what we do. Alternatively, if basic behavioral elements result 

from some kind of complex algorithm of interpersonal exchange, I hope we are ready to 

rise to the challenge. 
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Table 1. 
 

Modifications to Consensual Qualitative Research 
 

 
Traditional Steps in CQR Modifications Rationale 

 
Choose topic and review literature. No modifications Not 

applicable 
 

Select research team. No modifications Not 
applicable 

 
Develop and pilot test interview protocol. Not completed Interviews 

were not 
conducted 

 
Select target population and selection 
criteria. 

No modifications Not 
applicable 

 

 
Recruit participants.                                            Not completed               Archival 

data was 
used 

 
Conduct and transcribe the interviews.              Not completed               No 

interviews 
 

Videos 
transcribed 
by 
publisher 

 
Send transcripts to participants for review.        Not completed               Archival 

data was 
used 

 
Develop domains. I defined events and 

developed start list of 
domains categories 
and subcategories 

Time 
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Construct core ideas for each case. I completed and 
presented to research 
team for consensus. 

Time 

 
Auditors check domains and core ideas for 
each case. 

Auditor reviewed 
domains, categories, 
and subcategories 
across all categories 
simultaneously. 

Time 

 
Revise domains and core ideas based on 
audit 

No modifications Not 
applicable 

 
Develop categories and subcategories within 
domains across all cases 

Used start list and 
completed 
simultaneously with 
domain coding 

Time and 
research 
team 
preference 

 
Auditors check cross-analysis Completed 

simultaneously in one 
audit. 

Time 

 
Revise cross-analysis based on audit No modifications Not 

applicable 
 
 
 
 

Calculate frequency information for 
domains, categories, and subcategories 
across all cases. 

No modifications Not 
applicable 
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Table 2. 
 

Sample of Consensus Version of Defined Events, Domains, Categories, and 
 

Subcategories 
 

 
TC VC Original 

Transcript   
Defined 
Event   

Domain Category Subcategory AF 

 

132 
 

JB 
 

Sounds 
like you 
checked 
them off. 

 

Sounds like 
you checked 
them off. 

 

EM 
 

FOS 
 

GC  

 
Note. TC = Time Code; VC = Video Code; JB =James Bugental; EM = Enhancing 
Motivation; FOS = Focus on Strengths; GC = General Category; AF = Auditor Feedback 
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Table 3. 
 

Expert Enactment of Four Common Factor Domains 
 
 
 

Domain Frequency 
Category 

Percentage 

Therapeutic Alliance General 58.52 
 

Positive Expectation 
 

General 
 

19.67 
 

Enhancing Motivation 
 

General 
 

19.55 
 

Feedback 
 

Typical 
 

2.26 
 

Note: General = performed by all experts; Typical = performed by four of five experts 
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Table 4. 
 

Expert Enactment of Seven Major Categories 
 
 
 

Major Category Frequency 
Category 

Percentage 

Therapy Alliance-Relationship Building General 46.36 
 

Enhancing Motivation-Focus on Strengths 
 

General 
 

17.28 
 

Positive Expectation-Explanation of Client Difficulties 
 

General 
 

12.99 
 

Therapy Alliance-Tasks of Therapy 
 

General 
 

9.65 
 

Positive Expectation-Explanation of Curative Factors 
 

General 
 

5.24 
 

Feedback-Feedback Request 
 

Typical 
 

2.26 
 

Therapy Alliance-Goals of Therapy 
 

General 
 

1.67 
 

Note: General = performed by all experts; Typical = performed by four of five experts 
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Table 5. 
 

Expert Enactment of Simple Categories and Subcategories in the Domain of Therapy 
 

Alliance 
 
 
 

Simple Category or Subcategory Frequency 
Category 

Percentage 

Therapy Alliance-Relationship Building-Empathy G 22.65 
 

Therapy Alliance-Relationship Building-Personal 
Engagement 

 

G 
 

11.44 

 

Therapy Alliance-Relationship Building-Validation 
 

G 
 

7.63 
 

Therapy Alliance-Tasks of Therapy-Broad 
Subcategory 

 

G 
 

6.91 

 

Therapy Alliance-Tasks of Therapy-Collaborative 
 

G 
 

2.74 
 

Therapy Alliance-Relationship Building-Broad 
Subcategory 

 

T 
 

1.67 

 

Therapy Alliance-Goals of Therapy-Collaborative 
 

A 
 

1.31 
 

Therapy Alliance-Relationship Building-Support 
 

G 
 

1.31 
 

Therapy Alliance-Relationship Building-Joining 
 

T 
 

1.19 
 

Therapy Alliance-Broad Subcategory 
 

R 
 

0.83 
 

Therapy Alliance-Relationship Building- 
Unconditional Positive Regard 

 

V 
 

0.48 

 

Therapy Alliance-Goals of Therapy-Broad 
Subcategory 

 

V 
 

0.36 

 
Note. G = General; T = Typical; A = Average; V = Variant; R = Rare 
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Table 6. 
 

Expert Enactment of Simple Categories and Subcategories in the Domain of Enhancing 
Motivation 

 
 
 

Simple Category or Subcategory Frequency 
Category 

Percentage 

Enhancing Motivation-Focus on 
Strengths-Broad Subcategory 

G 5.60 

 

Enhancing Motivation-Focus on 
Strengths-Casting Client as Change Agent 

 

G 
 

5.36 

 

Enhancing Motivation-Focus on 
Strengths-Attention to Supportive 
Resources 

 

G 
 

4.53 

 

Enhancing Motivation-Encouraging 
Action 

 

A 
 

1.43 

 

Enhancing Motivation-Focus on 
Strengths-Utilizing Client Motivation 

 

A 
 

1.07 

 

Enhancing Motivation-Focus on 
Strengths-Highlighting Heroic Stories 

 

A 
 

0.72 

 

Enhancing Motivation Broad Subcategory 
 

V 
 

0.48 
 

Enhancing Motivation-Encouraging 
Engagement 

 

T 
 

0.24 

 

Enhancing Motivation-Urgency 
 

R 
 

0.12 
 

Note. G = General; T = Typical; A = Average; V = Variant; R = Rare 
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Table 7. 
 

Expert Enactment of Simple Categories and Subcategories in the Domain of Positive 
 

Expectation 
 
 
 

Simple Category or Subcategory Frequency 
Category 

Percentage 

Positive Expectation-Explanation of 
Client Difficulties-Broad Subcategory 

G 12.87 

 

Positive Expectation-Explanation of 
Curative Factors-Broad Subcategory 

 

G 
 

4.29 

 

Positive Expectation-Explanation of 
Client Difficulties –Intervention Rationale 

 

T 
 

0.60 

 

Positive Expectation-Broad Subcategory 
 

A 
 

0.48 
 

Positive Expectation-Making Predictions 
 

A 
 

0.48 
 

Positive Expectation-Explanation of 
Curative Factors-Treatment Rationale 

 

V 
 

0.36 

 

Positive Expectation-Expectations 
 

V 
 

0.24 
 

Positive Expectation-Fostering Belief in 
Treatment 

 

R 
 

0.24 

 

Positive Expectation-Explanation of 
Client Difficulties –Intervention Rationale 

 

R 
 

0.12 

 
Note. G = General; T = Typical; A = Average; V = Variant; R = Rare 



226  

 
 
 

Table 8. 
 

Expert Enactment of Subcategories in the Domain of Feedback 
 
 
 

Subcategory Frequency Category Percentage 

Feedback-Feedback Request- 
Intervention Effectiveness 

A 1.07 

 

Feedback-Feedback Request- 
Broad Subcategory 

 

V 
 

0.36 

 

Feedback-Feedback Request- 
Process 

 

R 
 

0.36 

 

Feedback-Feedback Request- 
Session Effectiveness 

 

V 
 

0.36 

 

Feedback-Feedback Request- 
Goal Attainment 

 

R 
 

0.12 

 
Note. G = General; T = Typical; A = Average; V = Variant; R = Rare 
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Table 9. 
 

Percentage of Expert Interventions Coded in Each Common Factor Domain 
 
 

Domain Bugental Berg Meichenbaum Scharff Ivey 
 
Therapy Alliance 

 
73.94 

 
56.12 

 
43.24 

 
39.89 

 
76.44 

 
Positive Expectation 

 
13.30 

 
10.07 

 
33.78 

 
33.51 

 
7.47 

 
Enhancing Motivation 

 
9.57 

 
33.81 

 
19.59 

 
23.40 

 
14.94 

 
Feedback 

 
3.19 

  
3.38 

 
3.19 

 
1.15 
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Table 10. 
 

Rank Order of Each Expert’s Enactment of Interventions in Seven Major Categories of 
 

Common Factor Intervnetions 
 

 
JB  IB  DM  JS  AI  

 
RB 

 
65.43 

 
RB 

 
43.17 

 
RB 

 
27.70 

 
RB 

 
36.17 

 
RB 

 
55.17 

 

ECD 
 

10.11 
 

FOS 
 

29.50 
 

ECD 
 

16.89 
 

ECD 
 

30.85 
 

TOT 
 

20.11 
 

TOT 
 

7.45 
 

ECF 
 

6.47 
 

TOT 
 

14.86 
 

FOS 
 

23.40 
 

FOS 
 

14.94 
 

FOS 
 

6.91 
 

GOT 
 

5.76 
 

FOS 
 

14.19 
 

TOT 
 

3.19 
 

ECF 
 

4.02 
 

FR 
 

3.19 
 

ECD 
 

3.60 
 

ECF 
 

13.51 
 

FR 
 

3.19 
 

GOT 
 

1.15 
 

ECF 
 

2.66 
 

TOT 
 

5.00 
 

FR 
 

3.38 
 

ECF 
 

1.60 
 

ECD 
 

1.15 
 

  GOT   
 

1.06   
 

FR   
 

0.00   
 

GOT   
 

0.68   
 

GOT   
 

0.00   
 

FR   
 

1.15   
 

Note. JB = James Bugental; IB = Insoo Kim Berg; DM = David Meichenbaum; 
JS = Jill Scharff; AI = Allen Ivey; RB = Relationship Building; ECD = 
Explanation of Client Difficulties; TOT = Tasks of Therapy; FOS = 
Focus on Strengths; FR = Feedback Request; ECF = Explanation of Curative 
Factors; GOT = Goals of Therapy. 
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Table 11. 
 

Rank Order of Each Expert’s Top Ten Enactments of Interventions among 37 Simple 
 

Categories and Subcategories 
 
 
 

JB  IB  DM  JS  AI  
 
PE 

 
28.19 

 
E 

 
25.18 

 
ECD 

 
16.89 

 
ECD 

 
30.32 

 
E 

 
31.03 

 

E 
 

20.21 
 

CCCA 
 

13.67 
 

E 
 

14.86 
 

E 
 

21.81 
 

TOT 
 

13.79 
 

V 
 

11.70 
 

FOS 
 

10.07 
 

ECF 
 

12.16 
 

ASR 
 

10.64 
 

PE 
 

10.34 
 

ECD 
 

10.11 
 

V 
 

7.19 
 

TOT 
 

10.14 
 

FOS 
 

7.98 
 

V 
 

6.90 
 

TOT 
 

6.38 
 

ECF 
 

6.47 
 

CCCA 
 

5.41 
 

V 
 

6.91 
 

FOS 
 

6.32 
 

CCCA 
 

4.79 
 

GOT-C 
 

5.76 
 

ASR 
 

4.73 
 

PE 
 

6.38 
 

TOT-C 
 

6.32 
 

FR-IE 
 

2.66 
 

TA 
 

5.04 
 

V 
 

4.73 
 

TOT 
 

2.66 
 

ASR 
 

4.02 
 

EA 
 

2.13 
 

PE 
 

5.04 
 

TOT-C 
 

4.73 
 

HHS 
 

2.13 
 

CCCA 
 

4.02 
 

ECF 
 

2.13 
 

UCM 
 

3.60 
 

PE 
 

4.05 
 

UCM 
 

1.60 
 

RB 
 

3.45 
 

RB   
 

1.60   
 

ECD   
 

3.60   
 

EA   
 

3.38   
 

FR-IE   
 

1.60   
 

J   
 

3.45   
 
 

Note. JB = James Bugental; IB = Insoo Kim Berg; DM = David Meichenbaum; JS = Jill 
Scharff; AI = Allen Ivey; PE = Personal Engagement; E = Empathy; V = Validation; 
ECD = Explanation of Client Difficulties, TOT = Tasks of Therapy; CCCA = Casting 
Client as Change Agent; FR-IE = Feedback Request-Intervention Effectiveness; EA = 
Encouraging Action; ECF = Explanation of Curative Factors; RB = Relationship 
Building; FOS = Focus on Client Strengths; GOT-C = Goals of Therapy-Collaborative; 
TA = Therapy Alliance; UCM = Utilizing Client Motivation; ASR = Attention to 
Supportive Resources; TOT-C = Tasks of Therapy-Collaborative, HHS = Highlighting 
Heroic Stories; J = Joining. 
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Table 12. 
 

Frequencies, Percentages, and Exemplars of Simple Categories and Subcategories 
 
 
 

Simple Category or 
Subcategory 

 
F 

 
% 

 
Exemplar 

Empathy G 22.65 It was hard. 
Explanation of 
Client Difficulties 

 

G 
 

12.87 You’ve been through a lot and it still impacts 
you. 

Personal 
Engagement 

 

G 
 

11.44 
 

Wow! 

Validation G 7.63 You bet. 
Tasks of Therapy G 6.91 Explore that feeling a little bit 
Focus on Strengths G 5.60 Those are wonderful strengths. 
Casting Client as 
Change Agent 

 

G 
 

5.36 
 

You decide to have control. 

Attention to 
Supportive 
Resources 

 
G 

 
4.53 

 
You can draw on your grandmother. 

Explanation of 
Curative Factors 

 

G 
 

4.29 
 

You’ve got to remind yourself of the good times 

Tasks of Therapy- 
Collaboration 

 

G 
 

2.74 I was wondering if you could share more about 
that 

Relationship 
Building 

 

T 
 

1.67 I am a man, you’re a woman. There are issues of 
gender here. 

Encouraging Action A 1.43 What are you going to do now? 
Goals of Therapy- 
Collaborative 

 

A 
 

1.31 
 

What would you like to have happen? 

Supportive G 1.31 Thanks for being here. 
Joining T 1.19 Of course you are right. 
Utilizing Client 
Motivation 

 

A 
 

1.07 
 

What would people around you notice? 

Intervention 
Effectiveness 

 

A 
 

1.07 
 

Does that feel right? 

Therapy Alliance R 0.83 Is that what you mean by picking your battles? 
Highlighting Heroic 

  Stories   
 

A   
 

0.72   But like with alcohol, you’ve taken steps to end 
it by looking for support.   
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Intervention 
Rationale T 

 

0.60 

Unconditional 
Positive Regard V 

 

0.48 

Enhancing 
Motivation V 

 

0.48 

Positive 
Expectation A 

 

0.48 

Making Predictions A 0.48 
Goals of Therapy V 0.36 
Treatment 
Rationale V   0.36 

Feedback Request V   0 36 
   
 

Process 
 

R 
 

0.36 

Session 
Effectiveness 

 

V 
 

0.36 

Engagement R 0.24 
Expectation V 0.24 
Fostering Belief in 
Treatment R 0.24 

Urgency R 0.12 

Client Difficulties- 
Intervention 
Rationale 

 
R 

 
0.12 

 
 
Goal Attainment 

 
 

R 

 
 
0.12 

 

 
 
 

The reason I’m saying this is to suggest the 
value of discussing it with her. 

 

It’s all right. 
 

Who else do you do that with? 
 

The individual develops in a family and cultural 
context. 
You have not done that yet. 
Say more about what that means. 
I find it helpful to focus on positive resources 
and that situation is positive. 

 

Anything you’d like to say to me? 
 

Do you think I am sounding too much like your 
mother? 
Could you give me some feedback about our talk 
and what sense you make of it? 
Am I still hurting you? 
I don’t want you to have unrealistic expectations. 

Certain strategies have been used. 

Are you saying now? 
The reason I’m asking is because you sounded 
so reluctant to believe someone would want to 
hire you even though you know you’re highly 
marketable. 
We began saying you were interested in how the 
past affects the present, and I was wondering 
what stands out for you so far? 

Note. G = General; T = Typical; A = Average; V = Variant; R = Rare 
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Table 13. 
 

Frequencies, Percentages, and Definitions of Simple Categories and Subcategories 
 
 
 

Simple 
Category or 
Subcategory 

 

 
F 

 

 
% 

 

 
Summary 

 
Empathy 

 
G 

 
22.65 

Intervention demonstrating intuitive connection 
or interest in understanding client’s frame of 
reference or context 

Explanation of 
Client 
Difficulties 

 
G 

 
12.87 

 
Providing reasons for client difficulties 

Personal 
Engagement 

 

G 
 

11.44 Reflected exact words, comment on non-verbal, 
express authentic intrigue, wow 

 

Validation 
 

G 
 

7.63 Substantiate thoughts, feelings, actions; direct 
agreement; pursue justification 

Tasks of 
Therapy 

 

G 
 

6.91 Declarative instructions for therapy or 
discussion of logistical issues 

Focus on 
Strengths 

 

G 
 

5.60 Reflect on strengths in a way that slows 
session/not in other subcategories 

Casting Client 
as Change 
Agent 

 
G 

 
5.36 

 

Using the word you and referencing client 
internal locus of control 

Attention to 
Supportive 
Resources 

 
G 

 
4.53 

 

Attend to or elicit client discussion of external 
sources of support 

Explanation of 
Curative 
Factors 

 
G 

 
4.29 

 

Discuss curative strategy to resolve client 
problems/outside other subcategories 

Tasks of 
Therapy- 
Collaborative 

 
G 

 
2.74 

 

Collaborative attempt to provide instructions for 
therapy or discuss logistical issues 

Relationship 
Building 

 

T 
 

1.67 Interventions aimed at relationship building that 
fall outside of other RB subcategories 

Encouraging A 1.43 Reinforcing positive behavior, asking client 



 

T 0.24 

V 0.24 

R 0.24 
 

 
 
 

Action about enacting behavioral plan 
Goals of 
Therapy- 
Collaborative 

A   1.31 Collaborative attempt to identify or clarify goals 
of therapy 

Support G   1.31 Expression of appreciation for coming to session 
 

Joining T 1.19 Join on human level, most frequently during 
moments of humor or sadness 

Utilizing Client 
Motivation A   1.07 Intervention aimed at value elicitation 
Intervention 
Effectiveness A   1.07 
Therapy 
Alliance R 0.83 
Highlighting 

Solicit feedback regarding intervention 
effectiveness 
Could be coded in more than one subcategory of 
therapy alliance 

Heroic Stories A   0.72 Explore strengths via specific meaningful story 
Intervention 
Rationale T 0.60 
Unconditional 
Positive Regard V   0.48 
Enhancing 
Motivation V   0.48 
Positive 
Expectation A   0.48 
Making 
Predictions A   0.48 
Goals of 
Therapy V   0.36 
Treatment 
Rationale V   0.36 

Explaining rationale behind prescriptive 
intervention 
Non-judgmental response to client disclosure of 
generally unacceptable behavior 
Interventions that transcended or fell outside of 
other categories/subcategories 
Used to code interventions that could be ECD 
and/or ECF 
Predicting that a client will enact and/or benefit 
from a certain action 
Declarative attempt to identify or clarify goals of 
therapy 
Discuss ECF and clearly tie to general or 
personal approach to healing 

Feedback 
Rationale 

 

V   0.36 Solicit feedback falling outside of other 
subcategories 

 

Process R 0.36 Solicit feedback via interpersonal process 
comment 

Session 
Effectiveness V   0.36 Solicit feedback about overall session 

 
Engagement 

 

Expectation 
Fostering Belief 
in Treatment 

Enhancing intensity of experiential exercise and 
delivered during intense moment 
Discuss potential barriers to client healing 
 

Attempt to increase client belief in treatment 

Urgency R 0.12 Literally creating a sense of urgency to promote 
  behavior ch2a3n3ge   
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Difficulties- 
Intervention 
Rationale 
Goal 

 
R 0.12 Explaining intervention rational when 

conducting an ECD intervention 

Attainment R 0.12 Solicit feedback about goal attainment 
Note. G = General; T = Typical; A = Average; V = Variant; R = Rare 
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Table 14. 
 

Comparison of the Start List and Expert Enactment of Simple Categories and 
 

Subcategories 
 

 
Domain Start 

List 
Total 
Subcategories 

# of Subcategories 
Generally Enacted 

# in Top 
Ten 

Therapy Alliance 11 12 5 9 
Enhancing 
Motivation 

14 9 3 6 

Positive Expectation 12 9 2 2 
  Feedback   12   5   0   1   
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Table 15. 
 

Therapy Alliance: Broad Subcategory Exemplars 
 

 
# VC Core Defined Event Focus 
23 IB So he will see you setting aside books Goals 

 

32 
 

IB 
 

When you pick your battles, you are in control? 
 

Goals 
 

33 
 

IB 
 

Is that what you meant by picking your battles? 
 

Goals 
 

35 
 

IB 
 

That is the right thing to do. 
 

Goals 
 

Note. VC = Video Code; IB = Insoo Kim Berg 



237  

 
 
 

Table 16. 
 

Goals of Therapy: Broad Subcategory Exemplars 
 

 
# VC Core Defined Event Emerging 

Themes 
Focus 

46 JS What is the big picture? Big Picture Goal clarification 
145 JB Yeah, there it is. There it is. Goal identification 
146 JB Say more about what that 

means. 
Say more. Goal clarification 

Note. VC = Video Code; JB = James Bugental; JS = Jill Scharff 
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Table 17. 
 

Goals of Therapy: Collaborative Subcategory Exemplars 
 

 
# VC Subcategory Core Event Focus 

 
1 

 
IB 

 
Goals 

 
What needs to be different in your life 
that would let you know it was good 
you came? 

 
Initial 
Goals 

 

2 
 

IB 
 

Goals 
 

Suppose you find that out, how is that 
helpful? 

 

Goal 
clarification 

 

15 
 

AI 
 

Goals 
 

Are there any specific objectives or 
goals you might have? 

 

Goal 
clarification 

 
Note. VC = Video Code; IB = Insoo Kim Berg; AI = Allen Ivey 
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Table 18. 
 

The Tasks of Therapy: Broad Subcategory Exemplars 
 

 
VC Core Defined Event Emerging 

Theme 
Focus 

DM Tell me about the hurt your feeling. Tell me Feelings 
JB Stay with that and find out where it takes you. Stay Pace 
JB Explore that feeling a little bit. Stay Pace 
AI I’d like you to get more specific I’d like you to Exercise 
AI Recall a particularly positive memory Tell me Exercise 
DM Tell me about this business with your husband. Tell me Family 
JS Tell me about your mom. Tell me Family 
IB I would like to think about our conversation here. I’d like to Mechanics 
AI We are running out of time. Time’s up Mechanics 
JB Our time is just about up. Time’s up Mechanics 
AI Can you close your eyes and get into your body? Can you Exercise 

Note. VC = Video Code; IB = Insoo Kim Berg, JB = James Bugental; AI = Allen Ivey; 
DM = Donald Meichenbaum; JS = Jill Scharff 
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Table 19. 
 

Tasks of Therapy: Collaborative Subcategory Exemplars 
 

 
VC Subcategory Defined Core Event Emerging 

Themes 
Focus 

AI Tasks What’s his name? Name Mechanics 
JS Tasks I am open to discussing whatever. I’m open Topics 
DM Tasks Where should we begin  Topics 
IB Tasks We’ll get together, maybe about five 

minutes? 
 Mechanics 

JB Tasks Say what happened in that minute 
you were considering. 

Say Pace 

Note. VC = Video Code; IB = Insoo Kim Berg, JB = James Bugental; AI = Allen Ivey; 
DM = Donald Meichenbaum; JS = Jill Scharff 
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Table 20. 
 

Relationship Building: Broad Subcategory Exemplars 
 

 
 

VC 
 

Core Defined Event Emerging 
Themes 

 

Focus 
 

AI I admire what you have gone 
through. That is impressive. 

 

I admire 
 

Admiration 
 

AI I am a man. You are a woman. There 
are issues of gender here. 

 

I am 
 

Culture 
 

AI They believe in the autonomy of 
church and individual. 

They 
believe in 

 

Culture 

Note. VC = Video Code; AI = Allen Ivey 



242  

 
 
 

Table 21. 
 

Relationship Building with Empathy: Frame of Reference Exemplars 
 

 
VC Core Defined Event Focus 
DM Are they younger or older? Family 
JS You mean charge basics 

or… 
Finances 

IB Your sister? Family 
AI Now your children are 

how old again? 
Family 

Note. VC = Video Code; IB = Insoo Kim Berg, JB = James Bugental; AI = Allen Ivey; 
DM = Donald Meichenbaum; JS = Jill Scharff 
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Table 22. 
 

Relationship Building with Empathy: Traditional Exemplars 
 

 
VC Core Defined Event Emerging 

Themes 
Focus 

IB You knew that. You knew Thoughts 
IB So, you knew it was 

coming. 
You knew Thoughts 

IB It was hard. Was hard Feelings 
JB Was that hard to learn? Was hard Feelings 
AI How does that feel inside? How feel Feelings 
AI You feel good. You feel Feelings 
AI You give up? You Feelings 
DM How does that feel? How feel Feelings 
JS That feels dangerous. That feels Feelings 

Note. VC = Video Code; IB = Insoo Kim Berg, JB = James Bugental; AI = Allen Ivey; 
DM = Donald Meichenbaum; JS = Jill Scharff 
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Table 23. 
 

Relationship Building: Personal Engagement Exemplars 
 

 
VC Core Event Potential Themes Focus 
JS It stirs a lot in me. It stirs me. Feelings 
JB There’s another guess.  Word choice 
JB No Laugh this time.  Non-verbal 
AI You are smiling You are Non-verbal 
JS There is a feeling of keeping me at bay. I feel Feelings 
IB Really? Really? Feelings 
DM I could feel the emotion. I feel Feelings 

Note. VC = Video Code; IB = Insoo Kim Berg, JB = James Bugental; AL = Allen Ivey; 
DM = Donald Meichenbaum; JS = Jill Scharff 
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Table 24. 
 

Relationship Building: Joining Exemplars 
 

 
VC Core Defined Event Focus 
JS I wouldn’t be willing to rest at that. I’m sure you 

would have known that. 
Self 

AI I am sorry, it does not sound dumb to me. I feel 
myself teary-eyed thinking about that connection. 

Self 

AI I know that well. Self 
IB Or I was thinking, What have you been drinking? Self 

Note. VC = Video Code; IB = Insoo Kim Berg; AI = Allen Ivey; JS = Jill Scharff 
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Table 25. 
 

Relationship Building: Support Exemplars 
 

 
VC Core Defined Event Emerging 

Themes 
Focus 

DM I really appreciate you 
coming in. 

I appreciate Behavior 

DM Thank-you. You reminded 
me and those who watch 
about the impact of 
growing up in homes with 
severe mental illness. 

Thank-you Behavior 

IB I wish you luck. Good luck  
JS Thanks for talking to me. Thank-you Behavior 
JB You’re welcome and very 

good fortune to you. 
Good luck  

AI Thanks for being here. Thank-you Behavior 
Note. VC = Video Code; IB = Insoo Kim Berg, JB = James Bugental; AI = Allen Ivey; 
DM = Donald Meichenbaum; JS = Jill Scharff 
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Table 26. 
 

Relationship Building: Unconditional Positive Regard Exemplars 
 

 
VC Core Defined Event Focus 
JB Good enough Behavior 
JB It’s all right. Behavior 
JB That’s all right. Behavior 
DM In therapy, if I was seeing 

you, there is no need to put 
on a face. 

Behavior 

Note. VC = Video Code; JB = James Bugental; DM = Donald Meichenbaum 
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Table 27. 
 

Relationship Building: Validation Exemplars 
 

 
VC Defined Core Event Emerging Themes Focus 
IB Yes, you definitely were. You were Agreement 
IB Of course they do. People close to us know 

that. 
Of course Agreement 

IB That’s pretty dam good. That’s good Affirmation 
JS How could you not be a debtor? How could you 

not 
Justification 

DM That’s good. That’s good Affirmation 
DM You’re absolutely right. You’re right Agreement 
JS You have a lot to do. You have Justification 

Note. VC = Video Code; IB = Insoo Kim Berg, DM = Donald Meichenbaum; JS = Jill 
Scharff 
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Table 28. 
 

Enhancing Motivation: Engagement Exemplars 
 

 
VC Subcategory Core Defined Event Emerging 

Themes 
Focus 

DM Engagement Stay with anger. Tell dad how 
angry you are, what it was like to 
grow up there, when he closed the 
door, when your mother was 
banging on the door. 

Stay Exerc 
ise 

Note. VC = Video Code; DM = Donald Meichenbaum 
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Table 29. 
 

Enhancing Motivation: Encouraging Action Exemplars 
 

 
VC Core Defined Event Emerging 

Themes 
Focus 

JB Do it in the mirror. Do it Behavior 
DM When lying in bed, get out 

of bed. 
Get out Behavior 

DM If lying in bed, go to 
critic’s chair 

Go to Behavior 

IB Try experimenting with Try Behavior 
IB Try that Try Behavior 

Note. VC = Video Code; IB = Insoo Kim Berg, JB = James Bugental; DM = Donald 
Meichenbaum 
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Table 30. 
 

Enhancing Motivation: Focus on Strengths Broad Subcategory Exemplars 
 

 
VC Core Defined Event Emerging 

Themes 
Focus 

IB When was the most recent time you were able to do 
that? 

Most Recent Behavior 

IB You’ve been through this before. You’ve done 
it 

Behavior 

IB Really? Are you the kind of person that has strong 
will? 

Are you Behavior 

JS What does it say?  Behavior 
JS Which is what?  Family 
AI You sound good about handling stressful situations You sound Behavior 
AI Those are wonderful strengths.  Family 
JB You called yourself stubborn. In another way, it’s 

having an idea of what you want, going for it, and 
staying with it. 

You called Thoughts 

Note. VC = Video Code; IB = Insoo Kim Berg, JB = James Bugental; AI = Allen Ivey; JS 
= Jill Scharff 
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Table 31. 
 

Enhancing Motivation: Highlighting Heroic Stories Exemplars 
 

 
VC Cored Defined Event Emerging Themes Focus 
IB Sunday is a good example. Good example Behaviors 
JS You got over it in time. You got over it. Behaviors 
JS You’ve really come to terms. You’ve come to 

terms. 
Behaviors 

AI Like letting the box fall out in the snow with 
your dad. 

Like when Behaviors 

Note. VC = Video Code; IB = Insoo Kim Berg; JS = Jill Scharff; AI = Allen Ivey 
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Table 32. 
 

Enhancing Motivation: Attending to Supportive Resources Exemplars 
 

 
VC Core Defined Event Emerging 

Themes 
Focus 

JS How is she taking the workload that is on you right 
now? 

 Family 

IB You live with the man you are married to? You live Family 
JS How often do you have to go?  Recovery 
DM Have you ever been on medications for 

depression? 
Have you Recovery 

JB They teach you.  Vocation 
AI You have wonderful connections that tie. You have Family 
Note. VC = Video Code; IB = Insoo Kim Berg, JB = James Bugental; AI = Allen Ivey; 
DM = Donald Meichenbaum; JS = Jill Scharff 
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Table 33. 
 

Enhancing Motivation: Casting the Client as Agent of Change Exemplars 
 

 
VC Core Defined Event Emerging 

Themes 
Focus 

IB Okay, tell me what happened. What did you do? What did you 
do? 

Behavior 

IB You were able to do that with him. I imagine you are 
able to do that with baby? 

You are Behavior 

IB You are in more control than he thinks. You are Family 
IB You are able to do that? You are Behavior 
IB You decide to have control. You decide Behavior 
JS You don’t or can’t You do Behavior 
DM What can you do about that cycle? Can you Behavior 
DM How can you go about being happy with yourself? Can you Behavior 
JB Can you? Can you Behavior 
JB Can you really? Can you Behavior 
AI You can catch yourself midstream? You can Behavior 
AI What are you saying about yourself? You say Behavior 
AI You made an impact. You made Behavior 

Note. VC = Video Code; IB = Insoo Kim Berg, JB = James Bugental; AI = Allen Ivey; 
DM = Donald Meichenbaum; JS = Jill Scharff 
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Table 34. 
 

Enhancing Motivation: Utilizing Client Motivation Exemplars 
 

 
VC Core Defined Event Emerging Themes Focus 
IB What would that be like for you? What would that be like? Behavior 
IB What would he notice different about you? What would he notice? Family 
IB What would he say? What would he say? Family 

Note. VC = Video Code; IB = Insoo Kim Berg 
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Table 35. 
 

Positive Expectation: Explaining Client Difficulties Exemplars 
 

 
VC Core Defined Event Emerging 

Themes 
Focus 

JS You want to work well in the limited time 
available to you. 

You want to Feelings 

DM When you say those things, how do you 
feel? 

You say/You 
feel 

Thoughts/Feelings 

DM You often engage in the ‘shoulds’ You Thoughts 
JB You found fault with you already You found Behaviors 
JB You’re the one that tries to be perfect. You are Behaviors 
JB You mocked yourself about something that 

isn’t funny. 
You Behaviors 

IB You see things differently. You see Thoughts 
JS You’re desperate to be finished. You are Feelings 

Note. VC = Video Code; IB = Insoo Kim Berg; JB = James Bugental; DM = Donald 
Meichenbaum; JS = Jill Scharff 



257  

 
 
 

Table 36. 
 

Positive Expectation: Explanation of Curative Factors Exemplars 
 

 
VC Core Event Possible 

Themes 
Focus 

IB You need to continue to pick your battles. You need to Behavior 
IB Pay attention to the cues that tell you that. Pay attention Behavior 
IB Pick the battle and pretend to switch off the wire. Pick Behavior 
DM Giving yourself permission to feel is part of the 

healing process. 
Give yourself Behavior 

DM You’ve got to let the shoulds go. You have to Behavior 
JB You’ve got to be patient with yourself. You have to Behavior 
AI We need to draw on wonderful connections because 

non-wonderful moments 
We need to Behavior 

Note. VC = Video Code; IB = Insoo Kim Berg, JB = James Bugental; AI = Allen Ivey; 
DM = Donald Meichenbaum 
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Table 37. 
 

Feedback: Intervention Effectiveness Exemplars 
 

 
VC Subcategory Core Defined Event Emerging Theme Focus 
JS IE Could I be right? Could Right Track 
JS IE Or What? Or what Right Track 
JS IE You know? You know Right Track 
JB IE Could you do it? Could Exercise 
JB IE Does that seem right? Does that Right Track 
JB IE Does that feel right? Does that Right Track 
JB IE How did it go? How did it go? Exercise 

Note. VC = Video Code; JB = James Bugental; JS = Jill Scharff 
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APPENDIX B 

Codebook 
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Therapy Alliance (TA) – used to denote interventions related to relationship building, 
establishing goals for therapy, or discussing the tasks of therapy. This domain level code 
is not used in isolation, but accompanied by a major category, simple category, or 
subcategory code within the domain. 
Full code is TA. 

Broad Subcategory (BS)-use to code interventions that fell into more 
than one category or subcategory in the domain of Therapy Alliance. 
Full code is TA-BS. 

Goals of Therapy(GOT)- attempts to adapt client problems into meaningful and 
clear goals, to determine what a client would like to change in her or his life, 
and/or can include questions like the miracle questions and/or attempts to 
operationalize goals. You would code reflections, especially in the beginning of 
the session that appear to be aimed at goals in this category. Code interventions 
like empathic  reflections that appear to get the client to discuss her or his goals 
more as GOT. 
Full code is TA-GOT. 

Broad Subcategory (BS)-specify when TA-GOT is not discussed in a 
collaborative way. 
Full code is TA-GOT-BS. 
Collaborative Subcategory (C)- specify when TA-GOT is discussed in a 
collaborative way. 
Full code is TA-GOT-C. 

Relationship Building (RB)-listening, staying close to client experience, being 
likeable and friendly. 
Full code is TA-RB. 
Broad Subcategory- use to code interventions that are inconsistent with 
the other subcategories in this major category or consistent with more than 
one subcategory in this major category. 
Full code is TA-RB-BS 
Empathy (E)- therapist demonstrates being in tune with personal feelings 
and meanings and communicate this understanding to the client. This code 
can include responses that seem intuitive, like when a therapist finishes a 
client’s sentence. Code interventions that appear to be an attempt to 
understand the client’s frame of reference or perspective. Such attempts 
can include, but are not limited to questions about specific and/or more 
general information. In an intervention categorized as empathy, it is clear 
the therapist has NO MOTIVATION TO BE OF ASSISTANCE. 
Therapist are expressing what a client felt in a given situation, expressing 
what is known but not stated, expressing inherent meaning.(e.g., 
reflections of feelings, meanings, etc.). 
Full code is TA-RB-E. 
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Joining (J) - occurs when therapists connect or join with their clients on a 
human level. This can occur when a therapist joins a client in humor or 
sadness. This code is not used when an intervention can be coded in 
another domain, category, or subcategory. The code is reserved for 
interventions in which the only act the therapist appears to perform is 
meeting the client where he or she is at in a moment of humanness. 
Full code is TA-RB-J. 
Positive Engagement (PE)- therapist reflects exact words in a way that 
feels meaningful. This code can also include attention to non-verbal 
behaviors including tone of voice (e.g., “you sounded X when you said or 
your voice just changed”) or specific verbal behaviors like examining 
word choice (maybe word choice is incongruent in some way surprising) 
or tentativeness (e.g., “I guess that would be ok”)in a client’s response. 
This code also includes interventions in which the therapist expresses 
authentic and noteworthy interest, intrigue, curiosity, and/or surprise. If a 
therapist says, “It is interesting” or “I am curious about” in a monotone 
way or in a way that does not express clear interest, you would not code 
the intervention with PE. Full code is TA-RB-PE. For example, if a 
therapist says “I am curious about how you came to see yourself in this 
light,” but does demonstrate non-verbal behavior or shifts in voice 
prosody, rhythm, or speed you would code the statement as TA-RB-E. 
Full code is TA-RB-PE 
Support (S) - occurs when a therapist expresses appreciation for the client 
being willing to participate in the interview and/or the appreciation for the 
way the client participated in the interview. 
Full code is TA-RB-S. 
Unconditional Positive Regard (UPR)- responds to client disclosure of 
generally unacceptable or shameful behavior without judgment. The code 
includes behaviors that are generally deemed unacceptable, shameful, and 
embarrassing in the client’s culture of origin or general worldview. The 
therapist must appear accepting and understanding in the response. An 
intervention that would normally be coded as UPR (e.g., “you got mad and 
beat your wife”) would no longer be coded as UPR if the statement is 
paired with, “It makes sense, I understand, and/or many people.” If the 
UPR is paired with one of the aforementioned statements or something 
similar it would be coded as validation instead. 

Consider coding UPR when a therapist responds to the disclosure 
of generally positively weighted behavior without judgment. So instead of 
saying, “It is excellent that you went walking instead of eating a shit ton of 
ice cream,” the therapist responds with a more neutral intervention like, 
“What was that like for you?” or How was that?” Saying, “What was that 
like” would be coded as empathy if the therapist were asking about an 
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experience that is not positively weighted from the cultural, social, or 
personal perspective of the client. For example, if a client said, “I lifted 
weights instead of going running last week” and there was no goal of 
increasing variability in exercise, you would use the empathy code. If a 
statement provides some kind of positive reinforcement of behavior like, 
“It is great that you went walking instead of eating a shit ton of ice-cream” 
the statement would be coded in the domain of enhancing motivation and 
the simple category of encouraging action. 

Also considered comments in which a therapist demonstrates 
acceptance of the client’s current place in the change process as potential 
demonstrations of UPR. 
Full code is TA-RB-UPR. 
Validation (V)- substantiate thoughts, feelings, and actions; asserting that 
something is true or exists; direct agreement with what client is saying; 
pursuing justification for client experience in broader context. Anytime 
empathy or a unconditional positive regard is paired with a statement like, 
“It makes sense,” “Many people,” or “I can understand,” the intervention 
is coded as validation. 
Full code is TA-RB-V. 

Tasks of Therapy (TOT)-therapist and client discuss logistical issues of therapy 
including topics to be discussed, length of sessions, etc. This code can include 
interventions in which the therapist announces how much time is left in session, 
etc. TOT is also used to code interventions in which a therapist is instructing the 
client to engage in an experiential exercise or asking a client to focus in on a 
certain aspect of something that the client has said. For example, “stay with that 
emotion.” TOT is also used to code interventions when the therapist and client 
collaborate on names. 
Full code is TA-TOT. 

Broad Subcategory (BS)- specify when TA-TOT is not discussed in a 
collaborative way. 
Full Code is TA-TOT-BS. 
Collaborative Subcategory (C)- specify when TA-TOT is discussed in a 
collaborative way. 
Full code is TA-TOT-C. 

Enhancing Motivation (EM)- used to denote the domain of major categories, simple 
categories, and subcategories. This domain level code is not used in isolation, but 
accompanied by a major category, simple category, or subcategory code within the 
domain. 
Full code is EM. 

Broad Subcategory (BS)- use to code interventions that fell into more 
than one category or subcategory in the domain. 
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Full code is EM-BS. 
Encouraging Action (EA)-used to code interventions in which the therapist is 
reinforcing positive behavior. For example, “I am so glad you did X.” This code 
is also used when a therapist asks a question about what behavior a client plans on 
enacting. For example, “What are you going to do now?” 
Full code is EM-EA. 
Encouraging Engagement (E)– use to code interventions that encourage in- 
session engagement. 
Full code is EM-E. 
Focus on Strengths (F0S)- specified when a therapist elicits more about a 
specific strength or strengths. Interventions can include those focused on strengths 
like, “tell me more about that” or asks clients questions in an attempt to get a 
client to identify strength inherent in the information shared. 
Full code is EM-FOS. 

Broad Subcategory (BS)- use to code interventions that fell outside of or 
into more than one subcategory within the major category. 
Full code is EM-BS. 
Attention to Supportive Resources (ASR)- this code is used when 
therapist attends to or elicits client discussion of sources of support that 
are outside of the client. Examples of such sources of support include 
money, time, family, friends, therapists, support groups, etc. 
Full code is EM-FOS-ASR. 
Casting Client as Change Agent (CCCA)- the defining characteristic of 
this code occurs when a therapist uses the word ‘you’ and references the 
client’s internal locus of control. For example, “you will change when you 
are ready” or “you are keeping yourself stuck.” 
Full code is EM-FOS-CCA. 
Highlighting Heroic Stories (HHS) - tied to specific story, includes 
intervention in which therapist focus on strengths via exploration of a 
meaningful, specific, or significant story. This code differs from EM-FOS 
because the focus on strength occurs in a true narrative that is significant, 
rather than a strength that is focused on due to a client mentioning a more 
everyday experience. Otherwise, this code is similar to EM-FOS. Continue 
to code EM-HHS as long as the therapist references strengths related to a 
specific story even if some time has lapsed between the discussion of the 
story and the return to focusing on strengths. 
Full code is EM-FOS-HHS. 
Utilizing Client Motivation (UCM)- may be used to code interventions 
that reflect value elicitation as typically defined in motivational 
interviewing. The code may be used to code interventions in which the 
therapist identifies a client motivation for a behavior. This code differs 
from the validation code due to the lake of agreement or affirmation 
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inherent in an  intervention that is coded EM-UCM. It differs from 
empathy because the intervention has an inherent focus even if the 
therapist is simultaneously reflecting understanding of the clients 
perspective and/or asking questions.  For example, you would code, 
“What motivated you to do that?” as EM-UCM because of the added focus 
on motivation that is inherent in the question. 
Full code is EM-FOS-UCM. 

Urgency (U) - occurs when a therapist uses an intervention that highlights a 
limited time period, for example “that is in one week” and/or limited opportunity 
“that may be the last time,” and/or limited choices in a way that appears to 
support client motivation. Examples of interventions coded as CU are obvious and 
literal. 
Full code is EM-U. 

Positive Expectation (PE)- used to denote the domain of major categories, simple 
categories, and subcategories. This domain level code is not used in isolation, but 
accompanied by a major category, simple category, or subcategory code within the 
domain. 
Full code is PE. 

Broad Subcategory (BS)- use to code interventions that fell into more 
than one category or subcategory in the domain. 
Full code is PE-BS. 

Expectation (E)- use to code intervention in which expert discusses realistic 
expectations for the course of healing. 
Full code is PE-E. 
Explanation of Curative Factors (ECF)- used to code interventions that are 
prescriptive, an example might be something along the lines of you need to do 
affirmations to feel better. A curative strategy that can be used to resolve client 
problems. 
Full code is PEX-ECF. 

Broad Subcategory (BS)- use to code interventions that fell outside of the 
other subcategory within the major category. 
Full code is PEX-ECF-BS. 
Intervention Rationale (IR)- explanation of therapist in-session 
intervention related to ECF. 
Full code is PEX-ECF-IR. 

Explanation of Client Difficulties (ECD)- used to code interventions in which 
the therapist explains client difficulties. For example, “You feel depressed 
because you are isolated and alone. A statement like this would not be coded with 
TA-RB-E if the above example provided an explanation of problems not readily 
available to the client. If a client said, “I am sad because I am all alone” and the 
therapist provided a simple reflection “You’re sad because you’re alone,” you 
would code with TA-RB-E. You only use the code PEX-ECD when a therapist is 
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providing an explanation of client difficulties that is not readily apparent to the 
client. 
Full code is PEX-ECD. 

Broad Subcategory (BS)- use to code interventions that fell outside of the 
other subcategories within the major category. 
Full code is PEX-ECD-BS. 
Intervention Rationale (IR) - explanation of therapist in-session 
intervention related to ECD. For example, “I am asking you about X 
because…” 
Full code is PEX-ECF-IR. 
Treatment Rational (TR)- specified when explanation of client 
difficulties is tied to a specific or more general theoretical orientation, 
approach to therapy, or personal theory of healing. 
Full code is PEX-ECD-TR. 

Fostering Belief in Treatment (FBT) - verbalization that fosters client belief in 
treatment. 
Full code is PEX-FBT. 
Making Predictions (MP) - occurs when a therapist uses a specific word or 
phrase that notes that the therapist believes the client will benefit from a specific 
action  (e.g., “I imagine when you let go you will find yourself surrounded by 
people that can love you) or that a client will take a specific positive action or 
achieve a goal. For example if a therapist qualifies a statement with “yet” like, 
“You have not done that yet” or “You are not ready yet” the statement 
would be coded as MP. 
Full code is PEX-MP. 

Feedback (F)- used to denote the domain of major categories, simple categories, and 
subcategories. This domain level code is not used in isolation, but accompanied by a 
major category, simple category, or subcategory code within the domain. 
Full code is F. 

Feedback Request (FR)- use this category to code interventions in which the 
therapist request feedback. FR will not be used as a category code in isolation, but 
will always be coded with one of the subcategory classifiers: 
Full code is F-FR. 

Broad Subcategory (BS)- use to code interventions that fell outside of or 
into more than one of the subcategories within the major category. 
Full code is F-FR-BS. 
Goal Attainment (GA)- this subcategory is only used to code 
interventions when the therapist ask for specific feedback about achieving 
the goal set fourth at the beginning of the session. This code is more 
specific than the SE subcategory code, thus it can only be used in very 
specific instances. 
Full code is F-FR-GA. 
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Intervention Effectiveness (IE)- use this subcategory to code 
interventions in which the therapist ask for feedback about a specific 
intervention or experiential exercise. 
Full code is F-FR-IE. 
Process (P)- use to code interventions in which an expert request feedback 
about interpersonal process. 
Full code is F-FR-P. 
Session Effectiveness (SE)- use this subcategory to code interventions in 
which the therapist ask for feedback about the overall session or 
demonstrates interest in getting feedback about the client’s satisfaction 
with the session thus far. 
Full code is F-FR-SE. 
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Figure 1. Domains of the top ten simple category and subcategory 
interventions 
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Themes 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.Domains of all interventions combined 
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Themes 
 
 
 
 
 
 
 
 
 
 

Theme You 
 

1.  You were 
2.  You want to 
3.  You should 
4.  You need to 
5.  You know 
6.  You knew 
7.  You have to 
8.  You have 
9.  You found 
10. You feel 
11. You decide 
12. You came to terms 
13. You called 
14. You are 
15. Your right 
16. Can you 
17. How feel 

 
 

Theme Instruct 
 
1. Tell me 
2. Stay 
3. Say 
4. I’d like you to 

 
 

Theme I 
 
1. I appreciate 
2. I admire 
3. It stirs me. 
4. Was hard 
5. That’s good 

 
 
 
 

Figure 3. Emerging themes of the top ten simple categories and 
subcategories interventions enacted by the experts 
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Focus 
 
 
 
 
 
 
 
 
 

 
 
 
 

Session 
 

1. Mechanics 
2. Pace 
3. Exercise 
4. Topics 
5. Word choice 
6. Non-verbals 

 
 

Validating 
 
1. Agreement 
2. Justification 
3. Admiration 

Contextual 
 
1. Family 
2. Vocation 
3. Finances 
4. Recovery 

7. Right track Traditional 
 

1. Thoughts 
2. Feelings 
3. Behaviors 

 
 
 
 
 
 
 
 

Figure 4. Focus of the top ten simple category and subcategory interventions 
enacted by the experts. 
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Individual Expert Percentages and Overall Average 
 
 

Figure 5. Percentages of Individual Expert’s Enactment of Four Common 
Factor Domains Compared to the Overall Average of Enactment. JB = 
James Bugental; IB = Insoo Kim Berg; DM = David Meichenbaum; JS = Jill 
Scharff; AI = Allen Ivey; TA = Therapy Alliance; PEX = Positive 
Expectation; EM = Enhancing Motivation; F = Feedback. 
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Individual Expert Percentages and Overall Average 
 

Figure 6. Percentages of Individual Expert’s Enactment of Seven Major 
Categories of Four Common Factors Compared to the Overall Average of 
Enactment. JB = James Bugental; IB = Insoo Kim Berg; DM = David 
Meichenbaum; JS = Jill Scharff; AI = Allen Ivey; RB = Relationship Building; 
ECD = Explanation of Client Difficulties; TOT = Tasks of Therapy; FOS = 
Focus on Strengths; FR = Feedback Request; ECF = Explanation of Curative 
Factors; GOT = Goals of Therapy 
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Simple Categories and Subcategories 
Figure 7. Percentages of Expert Enactment of the Top Ten Simple Categories 
and Subcategories Compared to Average Enactment. JB = James Bugental; 
IB = Insoo Kim Berg; DM = David Meichenbaum; JS = Jill Scharff; AI = 
Allen Ivey; E = Empathy; ECD = Explanation of Client Difficulties; PE = 
Personal Engagement; V = Validation; TOT = Tasks of Therapy; FOS = 
Focus on Strengths; CCCA = Casting Client as Change Agent; ASR = 
Attention to Supportive Resources; ECF = Explanation of Curative Factors; 
TOT-C = Tasks of Therapy-Collaborative; RB = Relationship Building; EA = 
Encouraging Action, GOT-C = Goals of Therapy-Collaboration; J = Joining; 
FR-IE = Feedback Request-Intervention Effectiveness; UCM = Utilization of 
Client Motivation; TA = Therapy Alliance; HHS = Highlighting Heroic 
Stories 


