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Chapter 1: Introduction

It has been estimated that the therapeutic relsttipri‘... accounts for as much of
the [therapy] outcome variance as particular treatsi (Norcross, 2002, p. 5).
Furthermore, recently it has been underscored‘th#ite value of a treatment method is
inextricably bound to the relational context in ahnit is applied” (Norcross & Lambert,
2011, p. 5). In addition, it has been suggestetitkigarelationship between clients and
therapists can be curative in and of itself (Wardp@2D01). For years, authors have been
discussing the centrality of the therapeutic relahip in psychotherapy (e.g., Gelso &
Carter, 1985, 1994; Gelso & Hayes, 1998, Struppi®dBr, 1984). Furthermore, in 2001,
the Steering Committee of the Division 29 (Psyckatpy) of APA task force recognized
the pivotal role of the therapeutic relationshipsychotherapy by concluding that this
relationship contributes to therapy outcome indepetly of the type of treatment. This
group of leaders in the psychotherapy field algemeined that knowledge is scant in
relation to how the relationship is establishedimaned, and why it works (Ackerman
et al., 2001). Such findings and conclusions ndg brghlight the importance of the
relationship between client and therapist in chahiwork, but they bring to the table the
need of discovering what variables might influetieetherapeutic relationship. The
present work seeks to be an addition to the engpibody of knowledge about the
therapeutic relationship by illuminating the thaestig contributions. Specifically, this
study aims at discovering the relations betweernhbmpist’'s attachment style, the
therapist’s countertransference behavior, anditeapist and supervisor’s ratings of the

real relationship between the client and therapist.



Before delving into the specific concepts to benexed, it will be central to
define what is meant by the therapeutic relatignshie therapeutic relationship is the
relationship between therapist and client, whictaésnboth the feelings and attitudes the
client and therapist have toward each other andthege feelings and attitudes are
expressed (Gelso & Carter, 1985, 1994; Gelso & Hai®98). Furthermore, aligning
with Greenson’s conceptions (1967; Greenson & We#l@69), Gelso & Carter (1985,
1994) propose that all therapeutic relationshigshaive three components: a working
alliance, a transference-countertransference cordimpn and a real relationship (Gelso
& Carter, 1985, 1994; Gelso & Hayes, 1998; GelsBainstag, 2008). These three
components can be considered separate, yet tHagneke each other. In order to better
understand the variables considered for the custenly, it is central to first define each
of the components of the therapeutic relationship.

The Three Components of the Therapeutic Relationshi
The Working Alliance

Gelso and Carter (1994), define the working alleas “... the alignment or
joining of the reasonable self or ego of the climd the therapist’s analyzing or
‘therapizing’ self or ego for the purpose of therkw/dp.297). Bordin (1979, 1994) stated
that the working alliance has three componentsbira between the participants, the
extent to which they agree on the goals of therapg,the extent to which they agree that
the tasks the therapist uses will effectively atthiose goals. Together, these elements
determine not only the quality of the alliance alsto how strong it will be (Ligiéro &
Gelso, 2002). Since its introduction, this condthas been widely studied, as it is

considered to be the pivotal component of the fhearaic relationship (Castonguay ,



Constantino & Holtforth, 2006; Gelso and Hayes,&9%urthermore, there is substantial
empirical evidence that the working alliance isemdnstrably effective construct in
therapy (Bordin, 1979; Ackerman et al., 2001), Hrat it is related to therapy outcome
(e.q., Crits-Christoph, Connolly Gibbons, & Hear@006; Horvath & Symonds, 1991,
Horvath & Bedi, 2002; Martin, Garske, & Davis, 20@afran & Muran, 2006).
The Transference Configuration

A second component of the therapeutic relationghipe transference
configuration, which includes both, the client’arisference and the therapist’s
countertransference. Transference refers to “.. libatts experience of the therapist that
is shaped by the client’'s own psychological strregiand past and involves
displacement, onto the therapist, of feelingstuatés, and behaviors belonging rightfully
in earlier significant relationships” (Gelso & Haye 998, p. 51). According to Gelso and
Hayes (2007), countertransference refers to thetiore that the therapist has, both, at an
internal level and at an observable level, whidhratated to the therapist's own
difficulties and vulnerabilities. Recently, therave been significant efforts in addressing
both transference and countertransference in @ds¢@elso & Hayes, 1998). In relation
to countertransference, efforts toward testing éhation between countertransference
and outcome have been infrequent (Gelso and H2963), yet a recent meta-analysis
showed a modest but significant inverse relatignletween countertransference and
outcome (Hayes, Gelso & Hummel, 2011).

It is relevant to mention that for years countersfarence had been mainly
considered as therapist’'s underinvolvement, avaeawithdrawal or misperceptions

from the part of the therapist (e.g., Cutler, 1998yes & Gelso, 1993; Latts & Gelso,



1995: Peabody & Gelso, 1982; Yulis & Kiesler, 19682t, overinvolvement (e.g.,
befriending the client, talking too much in ses$ioan also be indicative of
countertransference, and can be as detriment#idéaherapeutic work as
underinvolvement. Friedman and Gelso (2000) deesldpe Inventory of
Countertransference Behavior (ICB), to assess eomahsference behaviors. In their
study, these authors found that the theoreticagsative of overinvolvement or
underinvolvement of the therapist did not accuyagsiplain the factors that they found in
the development of their measure. Friedman andoG2B00) presented an alternative
way to conceptualize countertransference, as neg@te., aggressive, avoidant or
punitive behaviors from the therapist) and posifive, approaching the client in
inappropriate ways), which allows capturing diffetraspects of countertransference in a
more nuanced way. For example, Ligiéro and Gel66Z2found that “...negative
countertransference was associated with poorerimgedliances, and positive
countertransference was related to a weak bondnatitle working alliance” (p. 3).
Therefore, empirical work directed at discoverihg telations between
countertransference, both positively and negativelgnced, to other constructs that are
relevant to psychotherapy process and outcomeeighly valuable. Considering the
relationship constituents, there has been resegarthe relationship between
countertransference and working alliance (e.g.ifk@& Gelso, 2002), yet, to this
author’s knowledge, no study up to date has seeaghociations between

countertransference and real relationship.



The Real Relationship

A third constituent of the therapeutic relationshgs been termed the real
relationship. This component is theorized to efkh the first moment of contact
between client and therapist, and it refers tgogmsonal relationship between the two
(Greenson & Wexler, 1969; Gelso & Carter, 1985,419%elso & Hayes, 1998; Gelso,
Kelley, Fuertes, Marmarosh, Holmes, Costa, & Hakc@005; Gelso, 2011). The real
relationship is comprised of two defining aspe@snuineness and realism. The first
feature, genuineness, corresponds to “... the altditye what one truly is in the
relationship- to be authentic, open and honestld@&Gand Carter, 1994, p. 297). The
second characteristic, realistic perception andti@as, reflects the idea of perceiving the
other, and therefore reacting towards the otheaniaccurate and realistic way (Gelso &
Carter, 1994). Gelso and Hayes (1998) state thihftwthe real relationship, perceptions
of and experiencing with the other are largelyistial or nontransferential” (p. 109). The
real relationship also has two subcomponents: Madeai(how much) and valence
(positive or negative) (Gelso, 2011). According3elso and Carter (1994), the strength
of the real relationship (determined by the magtetand valence of the genuineness and
realism of the relationship) will influence the extfiveness of therapy.

Of all the components of the therapeutic relaiop, the real relationship has
been the least studied. Since the introductionrefiable measure of the real relationship
from the therapist’s view (Gelso et al., 2005) &odn the client’s view (Kelley, Gelso,
Fuertes, Marmarosh, & Lanier, 2010), there have lb@portant efforts in empirically
studying the real relationship (e.g., Fuertes, Misick, Brown, Gur-Arie, Wilkinson, &

Gelso, 2007; Gelso et al., 2005; Marmarosh, Gé&lsokin, Majors, Mallery & Choi,



2009; Lo Coco, Gullo, Prestano & Gelso, 2011). kigd include positive associations of
real relationship with working alliance and cliemsight (Gelso et al., 2005), among
others. In addition, there is a positive relati@tvizeen strength of the real relationship
and therapy outcomes (Ain, 2008; Marmarosh e28D9; Lo Coco et al., 2011). Also, it
has been found that the real relationship is negigtassociated with measures of client
negative transference (Gelso et al., 2005; Marnmagosl., 2009). Therefore, although
the association between real relationship and eotrahsference has never been tested,
studies considering client’s transference could kweexpect that therapists’ negative
countertransference would be negatively associaitidreal relationship. It would be
relevant to determine if such association holds fds the relations of
countertransference with real relationship.

As expected, several personal characteristitiseotherapist and client might
affect the different components of the therapengiationship. One of the variables that
has been theorized to influence the therapeuttiogiship is attachment. Recently there
has been an increased focus on the empirical stupsychotherapy and attachment
(Slade, 2008). For example, Moore and Gelso, (26diind that the strength of the real
relationship as perceived by the client was pasifivelated to client’s secure attachment
and security of client’s attachment to therapistadidition, there have been empirical
efforts to relate attachment to countertransferemcfor transference, to the working
alliance and to the real relationship.

Attachment
Bowlby (1969/1982) was the first to introduce ttea of attachment. He

maintained that when a child is born, he/she comgegpped with several in-built



behavioral systems (e.g., exploratory, fear, attait, care giving). From birth, the child
presents attachment behaviors (e.g., crying, sg)jlihich “...promote proximity to the
attachment figure” (Cassidy, 2008, p. 12). Suchalbadrs will be organized into an
attachment behavioral system, which will be a ueigtoduct of the child’s response to
internal processes and external stimuli (Cassi@982

When the infant perceives need for care, the attach system is activated to
keep proximity to the caregivers (Bowlby, 1969/198®hr, Gelso, & Hill, 2005). The
attachment behavior stops when the stimulus (gegception of danger) ends (Bowlby
1969/1982; Cassidy, 2008). Bowlby also distingussatachment bonds, which refers to
“...an affectional tie” (Cassidy, 2008, p.12) thgiexson has with other person who is
perceived as wiser and stronger, such as the m(lassidy, 2008). It is relevant to
mention that all attachment bonds are affectionalds, but not all affectional bonds are
attachment; what distinguishes them is that onthenattachment bond does one seek a
wiser and stronger person as a secure base in ¢ihtesible (Cassidy, 2008; Cassidy,
2010). An important distinction between attachmeetitavior and attachment bond is that
although a child might not be exhibiting attachmieglaviors to a parent (e.g., crying),
he/she is still attached to such caregiver (Cas&d§8), and that is the attachment bond.
Such bonds are therefore established at an eaglyaag “...exist consistently over time,
whether or not attachment behavior is present” @gs 2008, p. 13). In addition, such
experiences with attachment figures are interndl{ze., working models) and will guide
the way we relate to others during our life coyBartholomew & Horowitz, 1991), and

what we expect from them.



As adults, these ways of relating will be manifdstespecific patterns or
attachment styles. Bartholomew and Horowitz (138sMeloped an adult attachment
classification, based on whether the person isdohigh in both anxiety and avoidance.
Such classification has been widely utilized ireggsh, and it has proven to be easily
operationalized and adequately assessed by attatinmeasures (e.g., Experiences in
Close Relationships Scale - ECR). Psychotheraplresticonsidering attachment have
shown that client attachment, counselor attachraeator the interaction of both can be
related to other variables relevant to client'sitneent and affect therapy process and
outcome. For example, dismissing attachment styieeotherapist was positively related
to hostile countertransference, rated by supersi@dohr et al., 2005). Nevertheless,
although there is important evidence about thevagiee of these constructs (i.e.,
countertransference behavior, real relationshgragist attachment style) for
psychotherapy research, there are many questidngnanswered. Specifically, two
studies that assessed countertransference belamddherapist attachment did not show
any significant relation between the two varialflagiéro & Gelso, 2002; Martin,
Buchheim, Berger & Strauss, 2007).

In line with the previous findings from the liteua¢, the present study seeks to
increase the body of literature related to the petfeerapy relationship, focusing on the
relations between the two least studied constituehthe therapeutic relationship in
relation to the therapist (countertransferenceraatirelationship) and their relation to
therapists’ attachment patterns. As it was pre\jopiesented, no study to date has
focused on all these relations; however, LigiérG&lso’s (2002) work on therapist

attachment style, working alliance, and countesfamrence behavior is a pivotal study to



consider. Theoretically, it has been stated thattbrking alliance emerges from the real
relationship (Greenson, 1965, 1967); therefore,cmnad expect similar relations
between the variables used in the present studyh&nones that these authors found.
Ligiéro & Gelso (2002) did not find a relationshiptween attachment style of the
therapist and countertransference behaviors. Ossilie explanation to such results can
be that the measure that these authors used tssas@chment (i.e. the Relationship
Questionnaire) did not measure the construct adelyudhe current study seeks to
expand Ligiéro and Gelso’s results by studyingwa oenstruct (i.e., real relationship),
and using a measure of attachment that has provesve higher internal consistency,
greater validity, and has been used more extensiveldult attachment research.

In sum, the present study aims at clarifying tHati@ns between a) therapists’
attachment and therapists’ perspective of theregalionship, b) therapists’ attachment
pattern and countertransference behaviors, as bgtdte supervisors, and c) the
therapist’s rating of the real relationship andsbpervisor’s rating of the therapist’s
countertransference behavior. In addition, supersigating of the real relationship will
be correlated with countertransference behavierathists’ attachment style and

therapist’s rating of the real relationship.
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Chapter 2: Literature Review

The present study seeks to contribute to the bbdgsearch that focuses on the
therapist’s influence on the therapeutic relatigmshy illuminating the relationship
between countertransference behavior, therapesthatient patterns, and real
relationship. Theoretically, it has been sugge#taticountertransference is negatively
related to the real relationship (Gelso, 2011),ngestudy has yet tested such relation.
Some authors have done empirical work on the oeldietween real relationship and the
counselor’'s attachment (e.g., Mohr et al, 2005) @nhtertransference and therapist
attachment (e.g., Ligiéro and Gelso, 2002), yetertmave considered real relationship,
therapist attachment and countertransference bahavi

The review in this chapter will focus on the bodiéditerature related to the three
main variables of the present study: Countertraasfee, attachment and real
relationship. The first construct reviewed in tbiapter is countertransference, the
second section will focus on attachment, and thid gection will explore real
relationship. The literature considered includethptheoretical perspectives and
empirical findings, including a brief historic rewv of the constructs.

Countertransference

For years it has been theorized that countertregrste manifestations could
affect the therapeutic relationship and thereftiverapeutic outcomes, in negative ways
(Freud 1910/1959; Gelso and Carter, 1994: GelsdHayes, 1998, 2007). Yet, few
empirical efforts have been directed at testing#tation between countertransference

and outcome (Gelso and Hayes, 2007). The currdasestion reviews
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countertransference definition over time, somereg¢utistinctions of the concept and
challenges for measurement and operationalizagioth a review of some key studies.
Countertransference Over the Years

Since its first introduction by Freud (1910/1958g concept of
countertransference has been defined in differaysywhich also reflect dissimilar
views regarding its utility in psychotherapy. Bagedltly on Epstein and Feiner’s (1988)
work, Gelso and Hayes (2007) present four conceptod countertransference, which
shed light on how the concept has evolved over,tawen though all these views are still
present today.

The Classical View. The first perspective on countertransference iatws
known as the classical view, and it has its origmnBreud’s introduction of the concept
of countertransference in the early 1900s (Geld#a§es, 2007). From this perspective,
countertransference refers to the therapist’s i@ato the patient’s transference, which
stem from the therapist’s unresolved conflicts freanly childhood (Gelso & Hayes,
2002; Gelso & Hayes, 2007). From this viewpoinymertransference is undesirable,
and something that the therapist needs to elimimat@/ercoming his/her own
difficulties. The classical conception of countansference highlights the need for
therapist’s to solve his/her own problems as theghimnfluence their work (Gelso &
Hayes, 2007); however, its focus on reactions tmlyansference and its negative
valence on countertransference makes this posti@strictive perspective (Gelso &
Hayes 1998, 2002, 2007; Epstein and Feiner, 198w perspective on

countertransference, the totalistic view, developdtch was a response in part to the
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narrowness of the classical view, and also grea @sult of the transformation that
psychoanalysis was going through (Gelso & Haye8720

The Totalistic View. This conception of countertransference originatethe
1950s(Gelso & Hayes, 2007). According to this perspegtoountertransference
encompasses all the feelings and attitudes a tisefrags toward a patient, and therefore,
any reaction is worthy of being studied (Epsteifréiner, 1988; Gelso & Hayes, 2007).
The totalistic view brought to the table the wildf using countertransference as a tool in
the treatment of a client, as the therapist’s mdkreactions can be similar to the ones
other people have towards the client, can helphttmpist understand the client’s
transference, and can illuminate the client’'s maworld (Gelso & Hayes, 2007).
Therefore, from this perspective, countertransfegaa not only about the therapist
vulnerabilities, but it can also illuminate theetlt dynamics and the experience others
have to the client’'s way of being-in-the-world. vBmal authors have considered this
double aspect of countertransference (e.qg., Kiea@1; Winnicott, 1949; Heimann,
1950). An important distinction in this perspecto@responds to objective (reactions
generated by the client in most people) and subge@telated to the therapist’s own
issues) countertransference.

According to Gelso and Hayes (2007), the totaligieéev became more prevalent
as therapists (such as Kernberg) worked with bbordeand severely regressed patients,
as such populations might trigger strong reactiorike therapist. The therapist’'s
reactions could give valuable information aboutchent; however, the extensive scope
of such conception makes it seem that everythingustertransference (Gelso and

Hayes, 2007).
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The Complementary View.In the third perspective of countertransference, th
complementary view, countertransference is consaley be the complement to the way
the patient tends to relate to others, or the @patt to his/her transference (Gelso &
Hayes, 2007). From this conception, in their int&om, patient and therapist affect each
other continuously. Specifically, the client wikigthe therapist to interact with him/her
as others normally do (commonly know as “pull”) wthich the client will then respond.
A central defense mechanism within this view iggetve identification (Ogden,
1986/1990), and exponents of this view are Racke@s7{) and Kiesler (1996, 2001),
among others. The shortcoming of such conceptitimaisit does not focus on what the
therapist contributes to the relationship (Gel€8)4.

The Relational View.This perspective of countertransference emanates &
two-person psychology within psychoanalysis, emgaiag the co-construction between
therapist and patient (Gelso and Hayes, 2007). Fngsrviewpoint, the therapist’s and
the client’s “... needs, unresolved conflicts, antdeors” add to the
countertransference manifestations (Hayes, Gelstug&mel, 2011, p. 89). Gelso (2004)
brings to the table the fact that such emphasisoeconstruction might miss the point of
the reality that each member of the therapeutiddyangs to the encounter with the
other.

The Integrative View. Besides the previous four views on countertraesies,
Gelso and Hayes (2007) present their own perspeotivcountertransference. From such
perspective, countertransference can be consideiael the therapist reactions, both at
an internal (e.g., feelings, thoughts, bodily séinsa and emotions) and external (verbal

and non-verbal behavior) level, which stem fromttierapist’'s own vulnerabilities
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(Gelso and Hayes, 2007). From this perspectiventeostransference “...is seen as a
potentially useful phenomenon if therapists sudedigsunderstand their reactions and
use them to help understand the patient” (Hayes).e2011, p. 89).

Other perspectives on countertransferenceAlthough the main theoretical
perspective that has addressed the concept ofetiamsference has been
psychoanalysis, there have been some efforts t@ssldt from other points of view. In
2001, the Journal of Clinical Psychology preparagpecial issue on countertransference,
inviting professionals from different theoreticarppectives to address the construct. The
perspectives represented were: rational-emotiveplyg Ellis, 2001), feminist social
constructionism (Brown, 2001), constructive brigérapy (Hoyt, 2001), interpersonal
therapy (Kiesler, 2001), couples and family therégslow, 2001), experiential
perspective-calling it “the therapist’s personaaton” (Mahrer, 2001), Kohut's self-
psychology (Guy & Brady, 2001), and contemporarycheanalysis (Gabbard, 2001). It
is relevant to mention that Hayes and Gelso (2@0mjributed with empirical
perspectives.

Important Distinctions in Relation to Countertransference: Quality and Amount

Besides the specific theoretical distinctions@mimtertransference, there are other
important aspects to consider when thinking abountertransference, such as quality of
countertransference and amount of countertransfer@aelso & Hayes, 2007). In
relation to quality, countertransference can bieeeipositive or negative. When
displaying positive countertransference, a thetapiperiences positive feelings toward
the client, which can thwart the therapeutic wdok,example, by caring too much for the

client, or befriending the client. When negativeic@rtransference is present, the
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therapist feelings towards the client are negatwnel, therefore he/she presents negative
reactions towards the client, such as hostility. itAvas previously presented, the ICB is
a measure of countertransference behavior thaiwmasubscales that differentiate
between the two qualities of the construct, positiv negative, factors which seem to
represent the theory better than the previous nvelwement and underinvolvement
constructs used in measurement. Since Friedmaalst developed this measure in the
year 2000, the ICB has been used in different studf countertransference.

When either positive or negative countertransfegas present, the feelings and
reactions stem from the therapist’s personal issaares interfere in the therapeutic work.
This idea has been empirically supported by sorseareh findings. As it was previously
presented, Ligiéro and Gelso (2002) found thatetheas a negative association between
positive countertransference and the bond compafehe working alliance as rated by
supervisors. In addition, negative countertransiegavas related to weaker working
alliances (overall and for each of its componesid, tasks and goals). These authors
used the ICB to measure countertransference baisavio

Countertransference also varies in relation towarhdn a sense,
countertransference refers to excess or shortagEaofions. A therapist can become
overinvolved, for example, by overpraising themiéGelso, Hill, Mohr, Rochlen, &
Zack, 1999) and therefore, overgratifying him/l@n.the contrary, a therapist might
withdraw, or become bored in session, which migfiect a therapist's

underinvolvement (Gelso & Hayes, 2007).
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Challenges to the Definition and Operationalizatiorof Countertransference

From the previous sections, it can be inferred dugt to such different definitions
of countertransference, operationalizing this cmastcan be very challenging, which
presents a pivotal dilemma for research (GelscsiRgsr, Gomez & Latts, 1995; Fauth,
2006; Najavits, 2000). In the early 50’s, Cutle®@%8) highlighted the difficulties on
countertransference research, mainly due to theabpealization of psychoanalytic
concepts, and the fact that usually therapistsadavant to allow researchers to “....
examine their conflicts and inner feelings” (p. 48 addition, Najavits (2000)
discussed the complexities of researching thegmatotions and countertransference,
including some suggestions to consider in ordémfwrove future research. Recently,
Fauth (2006) brought to the table the fact thatesuty there is no conceptual clarity in
relation to the term of countertransference, amadl tiiere are central measurement issues
in relation to the construct. In order to startr@dgding countertransference in a clearer
way, Fauth (2006) recommends to use a model ontedtansference originally
presented by Hayes (1995), which categorizes caumtsference into 5 components:
origins (i.e., areas of unresolved issues in tleeahist), triggers (i.e., the events in
therapy that trigger the therapist unresolved ditties), manifestations (i.e., affective,
behavioral and/or cognitive responses in the thstiaguch as feelings of anger, or
avoidant behaviors), management (i.e., strategegsthe therapist develop to cope with
the countertransference), and effects (i.e., theance that countertransference has on
the psychotherapy and outcome). The differentumsénts one uses will assess different
components, therefore, it would be central to usasures that are directed at the

component we aim to assess.
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As countertransference research presents so nhafigroges, and considering
Najavits (2000) and Fauth’s (2006) analysis, il i important to clearly define the
construct and operationalize the concept of cotmnatresference that will be considered in
the present study. The countertransference defiiniised in the current empirical work
is the integrative view presented by Gelso and H#%607). As these authors mention,
all the different definitions add unique views petve limitations (Hayes et al., 2011),
and the integrative perspective incorporates “..desfrom each” (Hayes et al., 2011, p.
89; Gelso & Hayes, 2007). Furthermore, Hayes €Rafl1) mention that just like the
classical view, the integrative definition focusesvulnerabilities, yet allows considering
countertransference as potentially useful. In amldithe integrative perspective isn’t
over encompassing as the totalistic view (as itld/dning empirical and clinical
challenges), but shares with it the idea of cowrstesference as inevitable (Hayes et al.,
2011). Lastly, Hayes et al. (2011) mention thatithegrative view goes beyond the
therapist’s response to the client’s transfererncednsidering the therapist’s reaction to
“all clinically relevant material” (p. 89), whiclsiin line with the relational and
complementary views.

The chosen definition was operationalized as #t@bioral manifestations of
countertransference (including both, positive aedative manifestations). In line with
Gelso and Hayes (2007), it is considered thattérimal countertransference is not acted
out, it can be valuable information to understdmadlient’'s dynamics, and therefore, is
not necessarily an unwanted reaction. Counterteagste becomes unwanted when such
reactions are acted out, that is, manifested imWens. In addition, focusing on the

behavioral aspects of countertransference alloepdssibility of having external raters
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assessing countertransference (e.g., supervisdig)h is central when one is trying to
assess therapist’s reactions that stem from hisiarvulnerabilities.
Research on Countertransferene

A final yet central aspect to address in thisisaabn countertransference is
research, which has illuminated how this constisictlated to several other variables
that have proven to affect therapy effectiveness,(therapeutic alliance, empathy,
Ackerman et al., 2001). Cutler (1958) examinedttarsference reactions of therapists to
their clients, finding that therapists will haveamal and external manifestations of
countertransference when listening to material ¢thaht presents that is conflict relevant
for the therapist. Peabody and Gelso (1982) coeduamh analogue study, to discover the
relationship between counselor trainees’ empatbiidyaand countertransference
feelings and behaviors. These authors used asheseductive, a hostile, and a neutral
female client, and found that the trainees’ empathg negatively related to
countertransference behavior with the seductiventliand that empathic ability was
related in a positive way to openness to feelirfggantertransference.

Hayes and Gelso (1991) studied the relation aé staxiety in therapists’ in
training and their countertransference behaviansitering the trainees’ empathy as a
possible moderator of this relationship (i.e., ‘dtverse effects of anxiety would
influence only the less empathic trainees”, p. 28&sults showed that, as expected,
there was a positive relation between state ansietl/countertransference behavior;
however, this result just holds for male traindesaddition, the hypothesis of empathy as

a moderator was not supported.
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Another investigation that focused on counseloosintertransference was the
one conducted by Gelso et al. (1995), who usedalogue study (which included two
conditions, lesbian and heterosexual) to examaiade’s countertransference reactions
to lesbian clients. In this study, counselor’'s leefenomophobia was considered a
possible moderator, and the researchers also @dusgender differences.
Countertransference was considered as having bwhwaffective and cognitive
components, which were operationalized as avoidatate anxiety, and cognitive recall
(i.e., greater recall problems are due to couratesfierence), respectively. Results
showed that trainees did not exhibit more courdasgference towards lesbian than
heterosexual clients. Also, in the lesbian conditivere was a negative and significant
relation between state anxiety and two of the cenwainsference management subscales:
anxiety management and self-integration. In thbisescondition, there was a positive
correlation between counselor's homophobia and selori's avoidance behavior, and
women therapist-trainees presented more recallgmabwith the lesbian client than did
men.

Latts and Gelso (1995) also conducted an analsiay to assess
countertransference behavior with rape survivorainkEes’ responses to a videotape
were considered as either “approach” or “avoidgnghich accounted for
countertransference behaviors. Other variablestefest were gender and
countertransference management, given by a tworstelel (i.e., awareness of the
feelings of countertransference and using a thieatgierspective to understand them).
Results showed that the male therapists gave nvoidant responses than the females,

and there was an interaction effect between awaseaniefeelings and theoretical
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perspective. Specifically, low awareness and higlotetical framework generated the
most avoidance, whereas high awareness and highf tiseory resulted in least
avoidance (Latts and Gelso, 1995).

As it can be seen from the previous studies, @tmansference used to be
operationalized as underinvolvement or avoidanag,(€utler, 1958; Hayes & Gelso,
1993; Latts and Gelso, 1995: Peabody and Gels@; M48is & Kiesler, 1968). Yet,
overinvolvement (e.g., befriending the client, ta¢ktoo much in session) can also be
indicative of countertransference, and can be agwmntal for the therapeutic work as
underinvolvement. Considering that countertransiegecan take many forms, Friedman
and Gelso (2000) developed the Inventory of Cotnatesference Behavior (ICB), to
assess countertransference behaviors. The ICBumesgsositive and negative
countertransference.

Ligiéro and Gelso (2002), in a study upon which pihesent investigation was
based, provided a step forward in the empiricalkwr countertransference by
examining the relations between attachment styléseatherapist, countertransference
behavior and working alliance. Therapists in traghcompleted self-report measures on
attachment style and working alliance with a patéic client. The trainee’s supervisor
completed measures of trainee’s countertransfereelcavior and working alliance,
taking into account the same client for which ttaéntee assessed his/her work. As it was
previously presented, results revealed that p@sdountertransference was negatively
related to the bond component of the working atlegras rated by supervisors. Negative
countertransference was negatively related to thattapists’ and supervisors’ ratings of

the working alliance. Finally, these authors fotinak differences of therapists and
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supervisors’ ratings on the bond component of theking alliance predicted
countertransference behaviors. Such findings angredevant for psychotherapy
research, as the working alliance has shown todem@al variable influencing therapy
effectiveness (Horvath & Greenberg, 1994; Horvatbhu®orsky, 1993). The authors
used the ICB to measure countertransference, winmred to effectively assess
countertransference behaviors, both in their peseind in their negative form.

An important contribution to psychotherapy resbaras the work of Mohr et al.
(2005), who studied clients’ and therapist trainagschment style (variable that will be
discussed later on in greater detail) and theaticah to countertransference behavior and
session evaluation. These researchers found tbhasetr attachment predicted
countertransference, and that interactions betweanselors’ and clients’ attachment
predicted distancing and hostile countertransfergetie highest levels of
countertransference occurred when the client ha@a@ccupied attachment pattern, and
the counselor’s attachment pattern was eitherdéarfdismissing. In addition, they
found a positive association between counselossiising attachment and supervisor’s
rating of hostile countertransference. In a ddfdrstudy, Fauth and Hayes (2006)
investigated the utility of Lazarus’s transactiomaddel of stress for countertransference,
finding that stress appraisal predicts counterfeaaace behavior. Moreover, there was a
link between negative appraisals and increaseddmes with and distance from the
client, whereas there was a positive relation betweositive appraisals and positive
client’s diagnostic evaluations.

Other studies related to countertransference foawel that therapist who are low

on anxiety presented less countertransferenceedlmstheir being more personally
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involved with their clients- than the highly anxstherapists (Yulis & Kiesler, 1968);
counselor's homophobia predicted counselor’s digoanwith gay male clients (Hayes

& Gelso, 1993); a relation between patient’s repdihterpersonal problems and specific
countertransference behaviors in the therapistsgbarg, Karterud, Pedersen, & Friis,
2008); client’'s assessment of deeper session angl expert therapists when the
therapist made general self-disclosure if the mtiawas positive —there was an
interaction effects, so the results were diffesghén alliance was negative (Myers &
Hayes, 2006); therapist’s attitude of liking/dighg clients and their countertransference
(McClure & Hodge, 1987), among others. Recentlyyéd4aet al. (2011) conducted a
meta-analysis and found an inverse and modesiarelaétween countertransference
reactions and psychotherapy outcome.

Therefore, it can be seen that countertransfereaseshown relevant influences
in the therapeutic relationship. Considering thelts that relate countertransference to
attachment, it would be central to determine whetihe lack of relation found by Ligiéro
and Gelso holds in other samples, and if countestesience findings are repeated when
considering real relationship instead of the waglatliance. In addition, such results
could provide empirical support for the direct telaship between these two distinct
concepts (real relationship and countertransfejence

Attachment

As it has been previously stated, attachmentweriable that has been related to
psychotherapy research. Bowlby himself broughheoforefront the idea of therapists
assuming the role of attachment figures with tbkénts, in order to be a secure base for

them, which in turn allows the clients to furth@pkre and change their working models
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(Bowlby, 1988; Ainsworth, 1989). However, just likeothers respond differently to their
child due to their own attachment patterns, we @expect that different therapists
attachment patterns will influence the work of @y and relate to the clients in different
ways. In this sub-section, a general overview tciiment theory is presented, followed
by more specific information on adult attachmentadldition, theoretical and empirical
information on therapist attachment styles is @erfinally, the challenges of
measurement in adult attachment are addressed.
Historical Overview of Attachment Theory

John Bowlby (1969/1982) developed a new perspefibra which to understand
personality development, based on the attachmerd tiat an infant establishes with
his/her caregiver. Drawing heavily on findings froime field of ethology (Bowlby,
1969/1982), and with a strong evolutionary underjpig (Cassidy, 2010), Bowlby’s
framework is built upon the idea that observingitifant’s behavior towards the mother,
while she is present or absent, will illuminate kanowledge of human socio-emotional
development (Bowlby, 1969/1982). According to Bowlbabies are born with a
repertoire of attachment behaviors (e.g., cryirapling), which are organized in
“attachment behavioral systems” (Cassidy, 2008) pand will be activated when the
infant experiences vulnerability and distress. Wilsactivate caregiving behaviors from
the mother (or caregiver) (Ainsworth, 1989), whdl wrovide safety for the infant. Thus,
attachment behaviors have the biological functibprotection, as they are displayed to
seek or maintain proximity with another person wsseeen as stronger, wiser, and thus
more able to cope with the world (Bowlby, 1969/198288). These attachment

behaviors also serve to increase an individuaksigal and reproduction possibilities
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(Mikulincer & Shaver, 2007). Once proximity is résslished for the infant, the
attachment system is terminated (Cassidy, 2008harshe is able to continue exploring
the world.

This attachment behavioral system involves boterea manifestations and
internal organizations (Ainsworth, 1989). Durimg ffirst year, the baby experiences
certain regularities in his/her relation with thenld, especially in the interaction with the
mother (i.e., main caregiver). The infant stargamizing such experiences into an
“internal working model” (or representations) oétbelf, the mother and the relationship
(Ainsworth, 1989; Thompson, 2008). Such mentalesentations or internal working
models of him/herself, of his/her mother, and @ itifant-parent relationship are related
to what the infant can expect from the interacti@msl therefore, will guide the child’s
assessment of the situations he/she experiendédget@rmine his/hers attachment plans
and will guide future interactions with the worlBdwlby, 1969/1982). Such mother-
child ways of interacting are internalized by th&ant and will continue to guide the
relationships one has beyond infancy (Bowlby, 19#hle, 2007).

Not all the times the caregiver’s responses willggate security in the child,
making it necessary to understand the individuginces in attachment quality, and
how these differences relate to one’s survival Swtderstanding was possible due to
Mary Ainsworth’s efforts to advance attachment tiyedinsworth worked with Bowlby,
and she is credited with generating methodolodnasdllowed the empirical testing of
attachment theory. Ainsworth (1989) mentions tretdontributions to the theory were
based mainly in two aspects: normal developmeattathment in infants and the

gualitative differences in their attachment. Ainstliadescribed the normative
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development of attachment during the infant’s fivatlve months, based on her
observations of infant-mother interactions in thetural environment (Ainsworth,
1989): for example, observation of mother and cimtdractions in Uganda (Mikulincer
& Shaver, 2007; Bowlby, 1969/1982). In additionr bentribution to the empirical study
of individual differences in the quality of attacbnt took an unprecedented step when
she developed the Strange Situation, a laboratageplure that allowed assessment in a
controlled environment of the different organizasmf attachment behaviors that 12-
month-old infants have towards their mothers (Bowll969/1982; Mikulincer &

Shaver, 2007). Such procedure involves a coupdepérations and reunions between
mother and child, among others, and relevant inédion on the child’s attachment is
attained from every aspect of the procedure (rayy, does he/she behave upon reunion
with the mother? Does the child play with the togs2.).

Based on her identification of three distinct grewp infants due to their
behaviors in the Strange Situation, Ainsworth plaséal the existence of three types of
attachment patterns in infants: a group that isrsdyg attached (Group B; children who
are active in play, seek contact after separationather, and are readily comforted), and
two that are considered insecurely attached (BowlB$9/1982). The first group of
insecurely attached infants was identified as amx@&nd avoidant (Group A; avoid
mother upon reunion, at times treats strangeffiireadlier manner than mother), and the
second insecure group was the anxious and res(&amip C; oscillate between seeking
for contact and proximity and resisting interactwith mother. Some may be angry)

(Bowlby, 1969/1982).
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The examination of infant’s attachment differenees furthered advanced by
Mary Main, who identified a fourth attachment catgg disorganized. Such pattern of
attachment corresponds to children who presentedidzhavior on reunion with parent”
(Main, Kaplan and Cassidy, 1985, p. 79), confuscamtradictory behavior patterns,
among others, and has been associated to trauth@iirown attachment stories (Main,
Kaplan & Cassidy, 1985). Further studies have shihahthe mothers of these infants
may have a history of trauma and/or unresolved Its@ddition, Main and her
collaborators further developed attachment thegrgdsessing attachment in 6-year-old
children, and developed an attachment interviewljAdé classify adults in relation to
attachment (Ainsworth, 1989). Finally, Main and hellaborators have done a
remarkable job in advancing Bowlby’s ideas on in&morking models of attachment
by better defining and clarifying these interngresentations (Main, et al., 1985).
Adult Attachment

As it can be seen in the historical overview, thecprsors of attachment theory
based their efforts mainly at describing the fysars in the life span. However,
according to Bowlby (1979) attachment behavior.isdtfom the cradle to the grave” (p.
129) and attachment relationships continue to b&a@keall through the life cycle
(Ainsworth, 1989; Bowlby, 1969/1982, 1988). AlthéuBowlby did not devote much
attention to attachment beyond infancy, he cemetiedround for others to further
develop attachment theory across the life span.IBo{t969/1982) mentioned that with
age, the intensity and frequency of attachment\yersawould diminish. In her work
“Attachment beyond Infancy”, Mary Ainsworth (1988iscusses some aspects of the

attachment bond through the life cycle. A certigect that is relevant to note is that
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attachments are a type of affectional bond (itee aith a partner that is long and
enduring, and in which the partner is non-intergfeale and is valued as unique), in
which one feels comfort and security in the relagiop and is able to use the partner as a
secure base from which one can explore the worlld eanfidence (Ainsworth, 1989).

This highlights the centrality and impact that thelity of our attachments will have in
the relationships we establish through our lifenspansworth (1989) directly addressed
the child-parent attachment bond during adolescearm other affectional bonds: bond

of father to child, sexual pair bonds, friends, pamions and intimates, and bonds with
siblings and other kins.

The study of adult attachment further developetth e work of Hazan and
Shaver (1987), who introduced the idea of romdotie as an attachment process, and
started to focus on the ties between infant att&ctirand adult attachment. To assess
adult attachment, these authors developed a sitegiemeasure of three adult attachment
styles, which corresponded with Ainsworth’s desaoip of infant’s attachment (Hazan &
Shaver, 1987). The three styles that these augitesented were secure, avoidant and
anxious/ambivalent, and results showed that thteloligion of their sample (56% secure,
25% avoidant and 19% anxious/ambivalent) was sirolahe one found in research on
infant attachment at the time. It is relevant totian that the measure was developed to
address working models, and it showed that seocwexd, avoidant lovers, and
anxious/ambivalent lovers had different love exgaces. For example, secure lovers
experienced happiness and trust in their reladwoidant lovers feared intimacy and had
emotional highs and low, and anxious /ambivaleneits experienced obsession and

extreme sexual attraction, among others.
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Such empirical findings about adult romantic Iageattachment opened the door
to an important line of studies in adult attachm&atrtholomew and Horowitz (1991)
introduced a new model of adult attachment stydased on their empirical findings.
Specifically, these authors postulate four protmgjattachment styles (secure,
preoccupied, dismissing and fearful), which areegity the combination of the
individual’'s self image (positive or negative) ahé image of others (positive and
negative). Bartolomew and Horowitz (1991) found thach style was associated with its
own interpersonal problems. Later on, adult attashintheory was advanced by Fraley &
Shaver (2000), who re-revised Hazan and Shaversppetive by furthering the
discussion on adult attachment, based on the adateduesearch at the time. A relevant
aspect that they present is that “the attachmestesy, a system originally adapted for the
ecology of infancy, continues to influence behayvibought, and feeling in adulthood”
(Fraley and Shaver, 2000, p. 147).

Considering that the different attachment stylegaiterns have been associated
to specific interpersonal problems, and that e&ge sepresents specific working
models, it is central to focus on therapist attaehnpatterns, as they can directly
influence the client and the therapeutic relatignsAlthough one wouldn’t expect that
the therapist activates his/her attachment behawdh the clients (the client is not seen
as a secure base), the internal working modelsdetiérmine several aspects of how we
relate to others. In addition, some exchangesgeoomir experiences in session might
activate the therapist’s attachment system. THeviahg sub-section will address the

literature related to therapist attachment patterns
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Therapist Attachment Organization and PsychotherapyProcess and Outcome:
Empirical Findings

During the past years, there has been a rise earels on attachment and
psychotherapy (Slade, 2008). Such studies haveséalcan both, therapist and client’s
attachment organization and their influence in psyieerapy process and outcome (e.qg.,
Woodhouse, Schlosser, Crook, Ligiéro, & Gelso, 2@08lighan, Patton, & Foote,
1998). For example, results of a recent meta-aisasywwed that “...individuals with
more secure attachment styles demonstrated strafigerces, whereas individuals with
more insecure attachment styles demonstrated walierces” (Diener & Monroe,
2011). In spite of the increased research on attaoh fewer studies have focused on
therapists’ attachment patterns’ contributionshierapy than in the clients’ effects
(Daniel, 2006)In addition, there have been efforts in the thecaéadvancement of
attachment theory and psychotherapy (e.g., Mallodk 2010, who conceptualizes the
psychotherapy relationship as an attachment bond).

In relation to therapists’ attachment patterngcR| Hardy, Turpin & Parry
(2005) found that therapists’ self-reported seaitachment style was positively and
significantly related to the therapist report @faod alliance. On the contrary, therapists’
anxious attachment style was negatively and sicamitiy related to good alliance and
positively and significantly associated to numbiepr@blems reported in therapy by the
clinician. Also, self-reported attachment style lexged a significant portion of the
variance beyond general personality variables.

In addition, several studies have found an intesadetween therapists’

attachment pattern and clients’ attachment patterelation to variables that address
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therapy process and outcome. Dozier, Cue & Ba(h6f4) found that secure therapists
were better at managing the dependency needsrofsdisg clients, thus were less
vulnerable to countertransference reactions. Ttieg@pists also managed better the
needs of preoccupied clients. On the contrarycummsetherapists responded to the
preoccupied clients based on the clients’ overtabilns instead of their needs.

Fuertes et al. (2007) found a significant and tiegaelation between therapists’
attachment avoidance and clients’ secure attachtaeherapist. Also, therapists’
attachment avoidance and therapists’ attachmemeignxere negatively and
significantly related to clients’ ratings of progee Among several interesting results
about clients’ attachment, Romano, Fitzpatrick,a&azken (2008) found that high to
moderate levels of counselor global attachmentdarae, together with high levels of
client global attachment anxiety, predicted lovearels of session depth, as perceived by
the client.

Very few studies have addressed research-congeattimchment with the other
constructs of interest in the present study (c@untertransference and real relationship).
As has been stated, Ligiéro and Gelso (2002) diutie relations between attachment
styles of the therapist, countertransference benaand working alliance. In their study,
therapist attachment style did not relate to waglafliance or countertransference
behaviors. A possible explanation for the lacked@tion between attachment style and
countertransference could be the measure thauthera used to assess attachment. In
the same vein, Matrtin et al. (2007) did not find #xpected relation between attachment
style and countertransference. This could alseelzead to the countertransference

measure the authors used, as it seems that saifme itdms do not assess
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countertransference necessarily: “I would like @rkwvith this patient”, “I would like to
learn something about the patient”. Slade (2008)glsrto the forefront the need to
continue developing such type of research, stakiagit would be relevant to study the
link between countertransference and therapistiattant organization, as different
clients will evoke the therapist attachment repmést®ns, opening the space for possible
problematic reactions.

It can be seen that studies show an interacti@teffetween countertransference
and attachment behavior for the therapist and tc{egy., Mohr et al, 2005, reviewed in
the previous section). However, results about tatiocms between therapist attachment
and countertransference behaviors have been moneoegl. The present study, then,
can help in the clarification of whether resultscmuntertransference and therapists’
attachment behavior exist independent of interaatifects (and therefore, not detecting
them depends on the way they are measured).

Measurement of Adult Attachment and its Classificaibn

A final aspect to address in relation to the cartdtof attachment is the issue of
adult attachment measurement. According to SalBleégR a central challenge for adult
attachment is that although there have been imporésearch advancements in this area,
there is no general agreement on what can be @esido be attached in adulthood (e.qg.,
what it means to be attached, what relationshipsadult attachment, what are the
functions of these relationships, among othersis sue can be directly related to the
way that adult attachment has been defined, opadized, and therefore, the focus of

the measures developed to assess the construct.
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As previously mentioned, Ainsworth was the firetgon who systematically
assessed individual differences in attachment sirygucoding scales to rate the infant’s
behaviors during the Strange Situation. Ainswortalgzed how the three attachment
patterns related to the coding scales, findingtivatlinear combinations could
accurately assign the infants to one of the thtieelament patterns she had established:
Function I, or Avoidance, and Function II, or AnxiéMikulincer and Shaver, 2007).
Each of the groups would be located within the grimpmed by these two functions: for
example, infants with secure attachment would beitoanxiety and low in avoidance,
whereas infants assessed as avoidant would berhayoidance and low in anxiety.
Mikulincer and Shaver (2007) state that althoughsiiorth’s three categories of
attachment patterns (i.e. avoidant - A, secure anl,ambivalent - C) could be
considered from a two-dimension model (i.e., Anx@d Avoidance), researchers have
focused on the A-B-C category topology insteachefdimensions. Such situation caused
that “attachment theory came to be seen as a tgigaldheory from then on, even
though Bowlby had not formulated it as such” (Mikgker and Shaver, 2007, p. 84).

In their analysis on self-report measures of aaliédichment, Mikulincer and
Shaver (2007) bring to the forefront several issliée first one is related to the
distinction between categories versus continuoaeesc The authors state that the
problem with categorical measures is that theyrassihat individual variation within a
category is non-existent or non-important. Furthemenresearch has shown that it is
better to use dimensions when assessing adulhattat via self-report (Fraley and
Waller, 1998). Therefore, as a way of addressihthallimitations that categorical

assessment of attachment present, researcherbéaveneasuring attachment and
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related constructs using continuous rating meagitaalincer & Shaver, 2007).
Another challenge for empirical work in attachmenthat adult attachment has been
measured with different instruments, which mightieasuring dissimilar constructs
(Slade, 2008).

Adult attachment has been assessed mainly viaeggit measures, and relative
to romantic relationships, although some measisgass attachment to parents (e.qg.,
PAQ, RAQA). A few measures are in interview modeg.(eBartholomew created an
interview to assess whether people are SecurefukeRireoccupied or Dismissing, which
are the 4 categories of attachment that she detedior adults). Mikulincer and Shaver
(2007) provide an extensive and historical revidwadult attachment measures, which
includes the following assessments: Hazan and $kaadult attachment prototypes,
Adult Attachment Questionnaire (AAQ), Adults Attawlnt Scale (AAS), Attachment
Style Questionnaire (ASQ), different measures eckay Bartholomew (e.g.,
Relationship Styles Questionnaire-RSQ), Experient€dose Relationships Scale
(ECR), Inventory of Parent and Peer Attachment AlRParental Attachment
Questionnaire (PAQ), Reciprocal and Avoidant Attaent Questionnaires for Adults
(RAQA), among others. Two of the most widely uself-eeport measures are the ECR
and the ECR-R (developed from the same item p@ol the ECR, based on item
response theory, Fraley, Waller & Brennan, 200@weil, Fraley & Shaver, 2008).
According to Mikulincer and Shaver (2007), a subs&é amount of research (including
“both experimental manipulations and behaviorakeowstions”, p. 91) has shown the
validity of the ECR, which make this authors highli the value of this measure.

Furthermore, Mikulincer and Shaver manifest animation for the ECR, as the scales in



34

the ECR-R correlate more with each other, and thatfeors do not like the new wording
of some of the items. Additionally, in relationttee differences between the ECR and the
ECR-R, Fraley (2010), one of the developers oBG&-R mentions “we are not sure if
there are any advantages at this point”, “I susphettthe ECR and the ECR-R are, for all
practical purposes, identical measures of attactimen

A final aspect to address is why assess adalttattent in the context of
romantic relationships. Attachment theory propdkesthe attachment system continues
influencing feelings, thoughts and behaviors thiotlg life span (e.g., Bowlby, 1979;
Zeifman and Hazan, 2008). In their reviewpair bonds as attachmentgeifman and
Hazan (2008) presented different empirical evidemcéne similarities between the pair-
bond relationship (“in which sexual partnensituallyderive and provide security”, p.
438) and the infant-caregiver bond. Furthermore different adult attachment styles
have shown to have distinctive love experiences,(secure lovers describe romantic
relations as happy and trusting, whereas the ambldeers’ experience included fear of
intimacy and jealousy; Hazan & Shaver, 1987). Iditaah, Zeifman and Hazan (2008)
found that most adults preferred to seek emotisapport from partners or friends,
instead of their parents. Therefore, a measurerofntic attachment, in this study the
ECR, might be an adequate means to assess attadnmadualthood. Therapists internal
working model will be reflected in the way they apgch relationships, and romantic
attachment might be a proxy for such templateglationship.

The Real Relationship
As it was previously stated, the real relationshkiponsidered by some to be one

of the three therapy relationship constituents, (iransference-countertransference
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configuration, working alliance and real relatiompghSuch classification of the real
relationship was first introduced by the psychogstaRalph R. Greenson, who referred
to the real relationship as the non-transferencegbdhe therapeutic relationship
(Greenson 1967; Greenson & Wexler, 1969). Furthesn®reenson and Wexler (1969)
indicated that it is pivotal to foster the non-s&erential relationship or “real”
interactions between therapist and patient in ci@eesolve the patient’s transference
reactions. Although Greenson pointed out the ingma¢ of the construct, researchers
have not considered it as central. During the feagtyears, however, advances in
relation to this construct have been lead mainl@ieiso and his collaborators, who have
focused their efforts on clarifying and studying tieal relationship, both at a theoretical
and an empirical level.
Current Perspective on the Real Relationship

According to Gelso (2009), the real relationshithes personal relationship that
exists from the first moment in which two or moeople are in contact, and itis a
central element in the relationship between cleard therapist. In the therapeutic context,
the real relationship refers to the personal retestiip between therapist and client,
(Gelso & Hayes, 1998; Gelso et al., 2005), andasked by the “...degree to which each
is genuine with the other and perceives and expeggethe other in ways that befit the
other” (Gelso, 2009, p. 255). As it can be seeaf#al relationship comprises two
defining aspects: Genuineness and Realism. Thddature, genuineness, corresponds
to “... the ability to be what one truly is in thdagonship- to be authentic, open and
honest” (Gelso and Carter, 1994, p. 297). The stcbaracteristic, realistic perception

and reactions, refer to see and experience the pénson in ways that suit the other
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person (versus perceptions that are tainted bpwarfears and wishes connected on
other people from our past). Furthermore, Gelsotdagkes (1998) state that “within the
real relationship, perceptions of and experiengitth the other are largely realistic or
nontransferential” (p. 109).

In addition, there are two other sub-elements whiehcentral in the real
relationship: Magnitude, which refers to the quigrdispect of the real relationship (i.e.,
“how much of a real relationship exists”; Gelso020p.255, that is, if the levels of
genuineness and realism are high or low), and ealemhich refers to the extent to
which the feelings and attitudes one has towarather(s) involved in the relationship
are positive or negative (Gelso, 2009). Thus, @nstreal relationship is indicated by
high levels of genuineness and realism, and bytigedeelings and attitude towards the
other.

Considering all the previous information, one cocdasider the real relationship
as the “authentic relationship” between therapist eient. Moreover, one could argue
that in the therapeutic realm, the real relatiopshithe part of the relationship that relates
to the encounter between the self of therapistta@delf of the client in the here-and-
now, as two human beings who seek an authenticeotion, each perceiving him or
herself, the other and the relationship in a raalisay.

Is the Real-Relationship Absence of Transference-Qatertransference?

As previously presented, Greenson stated thaeteelationship is the personal,
non-transferential aspect of the therapeutic @hatiip. According to Gelso and Hayes
(1998), “...all experience contains elements of tfamesice, and the main question

pertains to how much transference, how much nosfteaence” (p. 109). Furthermore,
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these authors state that if we presume that aagigaship will be purely transference or
all realistic, we are making an erroneous assumBelso and Hayes, 1998). Gelso
(2011), states that although “realism and transfe¥enay occur simultaneously, it seems
equally true that realism -or, more broadly, thelistic relationship- represents the
transference-free part of every relationship, treatit hour, and communication” (p. 43).
The author goes even further, clarifying that aliflo not mutually exclusive, “...the real
relationship is the part of any communication (eteat is free of transference, or nearly
so” (Gelso, 2011, p. 43). Furthermore, Morgan e(1898) bring to the forefront the fact
that the real relationship between therapist amhtchllows the client to relate to the
therapist in ways that depart from the ways he rsighit have related to others in the
past. All these statements raise some challengingaptual questions: Why don’t we
restrict the definition of the real relationshipterms of absence or presence of
countertransference and/or transference? Do weaeed concept; can’'t we only talk
about presence or absence of countertransferencansference?

As previously stated, the real relationship carmetefined as the absence of
countertransference/transference. First, the cdrafeguntertransference refers to the
reactions elicited in the therapist, whereas thénaationship refers to the realistic
perception of the other and being genuine in tiesgmce of the other. In addition, the
real relationship comprises much more than justdistic, uncontaminated perception of
the other and being genuine; a positive real ialatiip includes several other aspects,
e.g., liking each other and a shared sense ofce@pelso & Hayes, 1998), and an
“empathic attunement” (Gelso, 2011, p. 81), whiahreot be accounted for by the

presence or absence of countertransference ofdranse.
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Controversial Aspects of the Real Relationship

It is relevant to mention that the concept of retdtionship has been a highly
controversial one. According to Gelso and Haye®8)9some authors, especially
psychoanalysts, resonate more with the realispe@sof the construct, and do not
consider that genuineness is part of the realiogistiip, whereas authors more in the
humanistic line resonate more with the genuineaspsct of it, as they consider that
there is no reality without distortion. In additiahcan also be argued that part of the
controversy might be related to differences in gayas; from a constructivist’s point of
view, the distinction between transferential valistic-non-transferential might not be
relevant, as from this paradigm, “... notions of tirtand “reality” are abandoned in
favor of the notion that ideas about the worldeesly in the social world, are
constructed in the minds of individuals” (Heppn&tampold and Kivlighan, 2008, p.11).
Gelso (2009, 2011) presents a compelling possddigisn to this later dilemma, by
introducing the term “constructive realism”. Thisncept refers to the idea that, although
both, therapist and client, have a reality, theapist can only access the reality that was
co-constructed with the client. The introductiorsath concept could be seen as an
important synthesis of the different perspectivedebate.
Research on the Real Relationship

Considering all the constituents of the therapengiationship, the real
relationship has been the least studied; howelverwbrk including this concept has
yielded very interesting results. Overall, empirgtadies have illuminated the
connection of the real relationship and other \des that are influential in therapeutic

process and outcome (e.g., working alliance). Ssimdies have focused on the clients’
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perspective. For example, Moore and Gelso (201Miexd the relations among clients’
recollection of real relationship, clients’ attaatmh security, and clients’ attachment to
therapist. The sample consisted of college studentshad terminated therapy, and had
been in treatment for at least five sessions. Reshbwed that the strength of the real
relationship was positively related to clients’ sexattachment and to clients’ secure
attachment to therapist. In addition, real relaglap strength was negatively and
significantly related to attachment avoidance,mitto anxiety. Research considering
the clients’ perspective on the real relationshipassible due to Kelley et al.’s (2010)
work, who developed the real relationship invervcignt form.

In the development of the therapists’ measure eféal relationship, Gelso et al.
(2005) found that the therapists rating of the rekdtionship were positively and
significantly related to Working Alliance, evaluati of the session as deep and smooth,
and clients’ intellectual and emotional insightakidition, real relationship was
negatively and significantly related to clientsgagive transference.

Fuertes et al. (2007) studied the associationefehl relationship perceived by
both, therapist and client, with their ratings adrking alliance, client progress, client
ratings of therapist empathy, and attachment stlese authors studied all these
variables at one point of ongoing therapeutic imeatt, and found that the therapists’
rating of the real relationship was positively tethto therapist ratings of the working
alliance and of the clients’ progress. Additionatlyere was a significant positive relation
between therapist rated real relationship and tdieatings of therapists’ empathy, and
client’s ratings of therapy progress after thedlsiession. These authors also found an

interesting relation between real relationship tetapists’ attachment style.
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Specifically, Fuertes et al. (2007) found a negatind significant relation between
therapists’ ratings of the real relationship arefdipists attachment avoidance. There was
no significant relationship between real relatiopsind therapists’ attachment anxiety
(Fuertes et al., 2007).

In relation to the client, Fuertes et al. (200)rfd that clients’ rating of the real
relationship was significantly and positively cdated to clients’ perception of working
alliance, clients’ secure attachment to theraplsnt-rated therapist empathy and
clients’ ratings of therapy progress. When consmdeclients’ insecure attachment styles,
there was a significant correlation between cliemaisng of real relationship and clients’
avoidant-fearful attachment to therapist; howettsz,correlation between the clients’
rating of real relationship and clients’ preoccupmerger attachment to therapist was
not significant (Fuertes et al., 2007).

The finding that real relationship is relatedtih therapist and clients’ rating of
clients’ progress is quite remarkable, and highghe importance of the real
relationship in therapy. In addition, the positreéation between therapist and clients’
perception of real relationship and perceptionearking alliance highlights the pivotal
role that real relationship might have in the tipexaic work.

Marmarosh et al. (2009) took the study of thedbeutic relationship further, by
investigating how the real relationship relatethierapy process and outcome variables.
Specifically, they measured therapist and cliep&teived real relationship after the
third session and at the end of treatment, ancktimeestigators also examined its
relation to other constructs of interest (e.g. wglalliance, transference, outcome

measures). A positive relation was found betweeraghists’ ratings of the real
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relationship and therapists’ rating of working afice, both assessed after the third
session. The therapists’ rating of the real refetiop was negatively related to negative
transference (rated after the third session), exaknptoms reported by clients, and to
symptoms at termination while partialling out syops at Intake. Considering clients’
variables, Marmarosh et al. (2009) found that #ad relationship perceived by the client
was positively related not only to clients’ ratingfsworking alliance, like Fuertes et al.
(2007) found, but also therapists’ perceived waglkatliance (all rated after third
session). Marmarosh et al. (2009) also found thextits’ attachment avoidance
correlated negatively with clients’ ratings of reallationship after the third session of
psychotherapy.

Recently, Lo Coco, Gullo, Prestano and Gelso (208&@fhducted a study on real
relationship, working alliance and therapy outcoResults showed that for the client,
the bond aspect of the working alliance (as medsoyahe WAI-C) and the genuineness
component of the real relationship (as measuretidRRI-C) were related to outcome.
Also, hierarchical regression analysis showed‘tihat client-related real relationship,
especially the Genuineness element, did predictom¢ and, moreover, added
significantly and substantially to the working atlice in predicting outcome” (Lo Coco et
al., 2011, p. 359). In addition, therapists’ ratofghe real relationship was positively
related to clients’ rating of the bond in the wadgialliance. These authors also found a
positive and significant relation between clierast therapists’ ratings of the real
relationship.

Interestingly, neither Fuertes et al. (2007) noridaosh et al. (2009) found a

significant correlation between therapist perceptbthe real relationship and client’s
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perception of the real relationship. A closer &labthe subscales of the real relationship
measures in Marmarosh’s et al.’s (2009) study sklcaveorrelation between client
genuineness and therapist genuineness. An integestipirical challenge could be to
discover whether the rating of the real relatiopstone by an external observer
correlates to the rating of the real relationstope&lby a therapist or client. A trainees’
supervisor could be a relevant rater to assegsetoeived real-relationship, as she/he has
discussed the case with the trainee, having extoamnation on the case. One might even
expect that the discussion of the case with a sigmrinfluences the perception of the
real relationship that the therapist has, esp@gdiadls part of the supervision work
possible distortions of the client are worked tlglouT herefore, the current study could
contribute to discover what is the relation betwtenreal relationship and
countertransference, which has never been studlighe, results of therapist’'s attachment
and real relationship hold, and if there are sigaiit differences in the measurement of
supervisors and therapists.

As was established in the literature review on tedransference, attachment,
and real relationship, some of the research resuitdation to the variables of interest
are inconclusive. One of the aspects that coul@ nafluenced such results are the
measures used, which in measuring attachment, mayt fall short in the assessment of
the relations of the constructs of interest (eaationship between therapist attachment
and countertransference behavior). In additiothéoauthor’'s knowledge, there is no
study up to date that analyzes the relation betweantertransference and real

relationship, and that analyzes the difference betwtherapists and external raters of the
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real relationship. Therefore, the present studydcba an addition to the literature on

therapists’ contribution to the therapeutic work.



44

Chapter 3: Statement of the Problem and Hypotheses
Statement of the Problem

Although the centrality of the role of the thesafic relationship in psychotherapy
has been well established (Gelso & Carter, 198941Gelso & Hayes, 1998; Norcross,
2002; Strupp and Binder, 1984; Ackerman et al., 120ampold, 2001, among others),
the literature is rather scant in relation to teabklishment of the relationship, its
maintenance, and knowing why it works (Division&@ering Committee, 2001). Lately,
there have been efforts directed at “...identifyitengents of effective therapy
relationships” (Norcross & Lambert, 2011). For exdanin Psychotherapyhere was a
recent special issue on “Evidence-based psychgipeedationships”, which underscores
the idea that research that examines what infligetieetherapeutic relationship can be
highly valuable for the field of psychotherapy r@sd and practice.

There has been a proliferation of studies focusmghe client-therapist dyad,
which has illuminated how the ratings of both memsl the dyad are connected in
relation to different variables, such as attachnfelathr et al., 2005; Marmarosh et al.,
2009, among others). When considering therapisabims, some studies have focused on
the effects of countertransference in the relatignsr the therapists’ attachment, but
few have related how therapist factors can retatbé strength of the established real
relationship, which is the least studied comporménihe therapeutic relationship. In
addition, some authors have addressed the relatiattachment and countertransference
(Mohr et al., 2005), attachment and transferenceqifiouse et al., 2003), real
relationship and working alliance (Lo Coco et 2011), real relation and attachment

(Fuertes et al., 2007; Marmarosh et al, 2009) d@radlanent, countertransference and
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working alliance (Ligiéro & Gelso, 2002), among @t There is no study to date that
relates countertransference and real relationghigddition, although attachment theory
has been a fertile field for research in the pasty, research on attachment within the
psychotherapy encounter has generated more questian answers (Slade, 2008).

In order to contribute to knowledge about bothttierapeutic relationship and the
person of the therapist, the proposed study seesised light on the relations between
attachment styles of therapists-in-training, thentertransference behavior of these
therapists, and ratings of the real relationshgy tstablish with a client. Specifically, the
goal of the present study is to illuminate thetreteships between a) therapists’
attachment pattern and the therapists’ perspecfitlee real relationship; b) therapists’
rating of the real relationship and supervisorihgaof therapists’ countertransference
behavior; and c) therapists’ attachment and cotratesference behaviors, as rated by the
supervisors. In addition, supervisors’ rating a tkal relationship will be correlated with
countertransference behavior, therapists’ attachnaed therapists’ rating of the real
relationship.

Hypotheses

As previously mentioned, and based on the reviethefiterature, there are
several goals for the present study. The firstisnie assess the relations between
trainees’ attachment patterns or behavior andgsatuf the real relationship, specifically,
to examine the relationship between trainees’ attent and their ratings of strength of

the real relationship. Considering the previousstjoa, it can be hypothesized that:

Hypothesis 1There will be a positive relation between degreattdfchment security of

the counselor and strength of real relationshig;tsthat
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Hypothesis 1.aThe greater the attachment security of the trajniee stronger

the real relationship as rated by the therapisiriese

Hypothesis 1.bThe greater the attachment security of the trajtiee stronger

the real relationship as rated by the supervisor

As was previously presented in the literature neyiehas been shown that
therapists rating of the real relationship areteeldo therapeutic outcome. Specifically,
there is a positive correlation between the thetaprating of the real relationship and
his/her rating of the client’s progress (Fuerteale2007) and outcome (Marmarosh et al,
2009, p. 337; Lo Coco et al., 2011). However,eHhsve been few efforts at clarifying
the specific associations between attachment dhir@pist and their ratings of real
relationship. Fuertes et al. (2007) found thateheas a negative relation between
therapist’s attachment avoidance and his/her ratirtige real relationship. Considering
such finding, one could think that the more seeutieerapist is, the stronger would be the
real relationship with his/her client, as statethypothesis 1. Indirect support for such a
hypothesis comes from the work of Black et al. @0@Who found that the therapist’'s
secure attachment was significantly and positiaslyociated to good alliance, as
reported by the therapist. As presented in thealitee review, one of the three
components of Bordin’s (1979, 1994) model of thekiay alliance, is the bond between
therapist and client, which is considered as thetemal relationship established
between therapist and client for the purpose ofatbk. One could extrapolate such
findings and expect the same association when densg real relationship instead of
working alliance. It is relevant to mention thagigro and Gelso (2002) did not find a

relation between therapist attachment style andwvgralliance; however, as it was
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previously mentioned, such lack of connection cdiddelated to the measure of
attachment that they used. For the present studifferent measure of attachment (the
ECR) will be used, which has been one of the madehy used measures in adult
attachment (Mikulincer and Shaver, 2007). Finalyhhypothesis 1a and 1a address the
fact that there will be two different ratings ore tteal relationship, both of which are
expected to positively relate to therapists attagm

A second aspect to explore in this study is thatia@h between real relationship
and countertransference, specifically the relatietween the trainees’ rating of strength
of real relationship and their countertransferdmeleaviors. Also, what is the relation
between supervisors’ rating of real relationshigd &rainees’ countertransference
behavior? Considering the first question, it carekgected that:
Hypothesis 2The counselors’ rating of the strength of thel nedationship will be
negatively correlated to the supervisors’ ratingnegative countertransference behavior,
such that the stronger the real relationship, tbedr the countertransference behaviors.

To the author’'s knowledge, there are no studie® ate that relate
countertransference and real relationship; theegtbiere are no empirical findings to
directly support a specific relationship betweessthtwo variables. Support for the
specified relationship between countertransferamcereal relationship comes indirectly
from research involving a similar construct. Ligi& Gelso (2002) found that
“...negative countertransference was associated witepaorking alliance” (p. 3), for
both, counselor and supervisors’ ratings of thekimgy alliance. Such significant
negative association between negative countergmrsfe and working alliance holds for

the working alliance as a whole and for each of@siponents (i.e., bond, task, goal).
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As previously stated, in Bordin’s (1979, 1994) maafehe working alliance,
such bond refers to the emotional connection betwleerapist and client, which is
established for the purpose of the work. If we klohthe real relationship between the
therapist and a client as the personal relationsmpng them, it could also be expected a
similar relation between countertransference aatredationship. In addition, Ligiéro &
Gelso (2002) found that positive countertransfeeamas negatively related to the bond
aspect of the working alliance, for supervisorgngadf working alliance. Considering

such findings, it can be hypothesized that:

Hypothesis 3There will be a negative correlation between nedtionship rated by

supervisors and countertransference behaviors, shah

Hypothesis 3.aSupervisors’ rating of the real relationship edtsbed by the

trainees with their client will be negatively colaited to the supervisors’ rating of
therapists’ negative countertransference behaviors.

Hypothesis 3.bSupervisors’ rating of the real relationship edtsbed by the

trainees with their client will be negatively colaited to the supervisors’ rating of

therapists’ positive countertransference behaviors.

In addition, considering the association betweamtartransference and real
relationship, another aspect that might be relet@akplore is the disagreement between
trainees and supervisors’ rating of the real refeghip, and countertransference. Does the
rating of the real relationship determined by adpest in training correlate with the
rating that the supervisor of the trainee wouldegy the real relationship? If so, how
does that correlation relate to countertransferéetaviors? In light of such questions, it

could be expected that:
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Hypothesis 4The higher the level of disagreement betweenréieee and supervisors’
rating of real relationship, the more countertramsince behaviors from the therapist.
Support to such hypothesis can be found in Lig&@elso’s (2002) work, who
found that a predictor of countertransference \wagdiscrepancy between therapist and
their supervisors in ratings of the bond compoménihe working alliance.
Finally, a third goal for the present study is xplere the relationship between
the trainees’ level of secure attachment and couwatesference behavior. Therefore, it

can be expected that:

Hypothesis 5The level of secure attachment will be negativelgted to amount of
countertransference as rated by supervisors, shahthe higher the level of security, the

fewer the countertransference behaviors of thengai

As previously presented, empirical findings consitgthe relationship between
attachment security and countertransference behhaie been inconclusive. Ligiéro &
Gelso (2002) did not find a correlation betweenntettransference and attachment style
of the therapist. In this same line, Martin et(2007) found no association between
therapists and medical students’ attachment stydetlzeir countertransference reactions.
On the contrary, Mohr et al. (2005) found that¢benselor trainee’s attachment was
related to certain aspects of countertransferdnaaddition, the interaction of the
therapist and client attachment was related to teotransference. Such discrepant
findings could be related to the measurement ottmstructs of interest. Specifically,
the instruments used to measure attachment inrbigiéd Gelso (2002) and
countertransference in Martin et al. (2007) miglwdinot detected the relationship

between these two variables. For the current stindymeasure that will be used to assess
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attachment is the same one that Mohr et al. (206&{l (i.e., ECR), and the
countertransference measure is the same one tjiéta.iand Gelso (2002) used (i.e.,
ICB) and Mohr et al. (2005) used (i.e., CBM); tHere, it can be expected that there
might be a relationship between these variablepokhesis 5 can help us start clarifying
whether there is a relationship among therapistastAment security and

countertransference, or not.
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Chapter 4: Method
Participants

The participants were 32 therapists in training wigve receiving psychotherapy
supervision at the time of the study, and theic@8cal supervisors. Trainees were
recruited from Ph.D. level graduate programs imnseling and clinical psychology at
two large eastern public Universities. In additionpne of these universities invitation to
participate was also extended to students in thaiétation and counselor education
Master’'s and Ph.D. programs, and interns at theeusity’s counseling center.

Therapists in training were recruited via emaild a total of 120 email invitations
were sent. From this total, 33 trainees declingghiticipate. The primary reasons
students gave to decline participation were they there working with families, were
not seeing clients at the time, or were workingwelients in no more than three sessions.
39 people did not respond after repeated emails fgvthree follow-ups).

Therapists. Of thetotal of trainees, 25 were females (78.1%) andrsevales
(21.9%). Their mean age was 27.69 years 8[0=3.04). In relation to race, eight
trainees self-identified as Asian (25%), two ascBI€6.3%), 21 as Caucasian (65.6%)
and two marked other (Hispanic and Indian, 6.3%jcéntages were calculated based on
N = 32, but participants could mark more than aeeytherefore, percentages add up to
more than 100%. Participants were also asked aibnicity. Details on ethnicity can be
found on the Table 1 presented in Appendix A. latren to their most advanced degree,
six participants said B.A/B.S (18.75%), 19 stateat an M.A. or M.S. was their most
advanced degree (59.38%), six had an M.Ed (18.7&f6) one had an M.S.W. (3.12%).

From the total participants, only one was enroiteMaster’s level training; all the other
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participants (31) were enrolled in Ph.D. programsither counseling or clinical
psychology. Twenty-eight trainees were enrolledred university, and four at the other.

Trainees were also asked about their theoretioahi@tion. Specifically,
participants had to rate on a scale from 5 (StyoRglpresentative) to 1 (Not at all), how
representative of their work were several theoakpproaches. Therefore, trainees
might have included more than one theory as patief personal approach to therapy.
The mean for representativeness of Humanistic Bl theory was 3.5850D = 1.19),
for Psychodynamic/Psychoanalytic theory the measn4@6 SD= 1.27), the mean
representativeness of Cognitive/Behavioral theoag ®.22 $D = 1.29), for Systemic
theory was 2.413D = 1.10), and other was 2.18 = 1.47). The different
theories/perspectives that participants wrote wheg chose “other” included: feminist,
multicultural, interpersonal, and gestalt.

Trainees were also asked to report their yeaciatal experience in general.
On average, the trainees had been providing thdoaB/62 years§D= 1.97). Specific
data in relation to the case considered for thidystvas also collected. Average number
of sessions with the client identified to compléte measures was 15.80= 14.61),
and session number ranged from 3 to 64 sessioesefbine, there was great variance in
the amount of sessions that the participating fhstsin training had with their clients.
In addition, is relevant to note that the measorddbe completed at any point in
treatment, as long as the therapist and clieniheidat least three sessions. The number
of sessions trainees had with their supervisorsMa?6 on averag&D = 8.25, ranging

from 3 to 36). Trainees also completed informatorhow the supervisor knew about
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their work with the client. Such information canfoend in the Table 2 presented in
Appendix A.

Supervisors.The supervisor sample consisted of 28 supervisaus of whom rated
two supervisees each (thus, 32 therapist-supershgds) Of the supervisors, 22 were
females (78.6%) and six males (21.4%), and theamage was 42.5 years o=
12.48). In relation to race, two supervisors sa@dfrtified as Asian (7.1%), two as Black
(7.1%), 23 as Caucasian (82.1%) and one marked @1%6; Hispanic/mixed).
Supervisors were also asked about ethnicity. Betalethnicity can be found on the
Table 1 presented in Appendix A.

In terms of the most advanced degree attainedswpervisor said that M.A. or
M.S. was his/her most advanced degree (3.6%), agaahV.S.W. (7.1%), 24 reported
having a Ph.D. (85.7%), and one marked “other’orepg having a Psy.D (3.6%). In
terms of clinical experience, supervisors had araye of 17.14 years providing therapy
(SD=12.05, ranging from 5 to 41 years). In termsugervision experience, supervisors
had an average of 10.16 years providing superviS@r= 11.77, ranging from 1 to 41
years). In addition, based on a scale ranging q®trongly Representative) to 1 (Not at
all), supervisors were asked to identify how repng¢ative of their work were different
theoretical approaches. In relation to represamaéss of different theoretical
orientations, the mean representativeness for Histh@&xperiential theory was 3.43
(SD=1.29), for Psychodynamic/Psychoanalytic the nreanesentativeness was 3.79
(SD=1.32), for Cognitive/Behavioral was 35= 1.04), for Systemic theory was 2.82
(SD=1.16), and for “other” the mean was 2.8DE 1.49). The different

theories/perspectives that supervisors wrote whey ¢hose other included: feminist,
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gestalt, multicultural, interpersonal, narrativ@ational, existential, solution focused,
object relations, and attachment.

Supervisors were also asked different informatrorelation to the particular case
on which they would base their assessments. Irp#niscular area, data was analyzed
considering amMN=32, as each trainee-supervisor dyad was uniqua¢asioned, there
were 28 different supervisors but 32 supervisorapist dyads). On average, supervisors
estimated that their supervisees had worked 128€§ians with their clientSD = 9.89,
ranging from 2 to 45 sessions). In relation to nandf supervision sessions related to
the identified client, the mean number of supeorisessions determined by supervisors
was 10.43%D= 8.73, ranging from 3 to 42 sessions). The amotiaéssions with the
supervisor directed to discuss the identified eeage 11.26 on averag8D= 8.25,
ranging from 3 to 36). Supervisors also completgédrmation on how they knew about
the trainees’ work with their client. Such inforneat can be found in the Table 2
presented in Appendix A. Finally, it should be meméd that both members of the
participating dyad (i.e., therapist and supervisggje monitored to ensure they
completed measures within no more than two weeka ach other. This was to ensure
that therapists and supervisors were completingsarea considering the same sessions
between the therapist and the client.

Power analysis

An a priori power analysis was conducted to deteentihe amount of participants
needed for the current study to detect the antietpaffects. Based on the results of a
previous study that examined a very similar togithee present one (Ligiéro & Gelso,

2002), correlations with medium to large effecesizvere expected in the present study.
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According to Cohen (1992), if alpha is set up &ta@d we want an 80 percent likelihood
of detecting effects, the sample needed to deteadium size effect would bé = 85,

and for a large effedd = 28. The current sample consisted of 32 dyadEu@dions on
G*Power 3 show that for such sample size, andmgg#tipha at 0.05, there is a 64 percent
likelihood of detecting a medium size effect favree-tailed test, and a 51 percent
likelihood of detecting a medium size effect famep-tailed test.

Measures

Consent Form.For the current study, two consent forms were agad, one for
therapists in training and one for supervisors hSoems were adapted from Ligiéro
(2000) and Ain (2011), and provided a brief degswipof the study and the procedures
to follow. In addition, they presented information confidentiality and the rights to
withdraw at any time (See Appendices B and C).

Demographic questionnaire for therapist traineesA self-report demographic
guestionnaire for therapist trainees was developkd. questionnaireras based on
Ligiéro’s (2000) paper and pencil demographic goasiire for therapists, and Ain’s
(2011) online demographic questionnaire for thestgpiThe question’s included asked
about therapist’s sex, age, race, ethnicity, tyfjpsegree, theoretical orientations, amount
of sessions with the client to consider for ratiragsd amount of sessions of supervision
about the client, among others (See Appendix D).

Demographic questionnaire for supervisorA self-report demographic
guestionnaire for supervisors was developed basddy@ro’s (2000) paper-and- pencil
demographic questionnaire for supervisors and A@(.1) online demographic

guestionnaire for therapists. The questions inaudegeted general information such as
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sex, age, race, ethnicity, most advanced degreerdtical approach, years of clinical
experience, years of experience as supervisodditian, some questions addressed the
work of the supervisor with the particular supee@issuch as amount of supervision
sessions with the trainee, and how did the suparkisow about the case identified for
the study (i.e., discussed in depth, heard audibetession, watched video of the
session), among others (See Appendix E).

Experience in Close Relationships Scale (ECR; Brean, Clark and Shaver,
1998).The ECR was used to assess therapist’s attachmetier to construct this
scale, Brennan et al. (1998) conducted a literagaagch of all the self-report measures of
attachment at the time of their study, and theateka pool of items that assessed 60
attachment constructs. These items were presemtgaproximately 1000 undergraduate
students. Then, the authors conducted a factoysieaif those 60 subscale scores, which
produced two factors that corresponded to the avmiel and the anxiety dimensions that
had been previously described in the literatureBan et al., 1998).

The end result was the ECR, a 36-item self-repmate, in which each item is
rated on a 7-point scale (1dfsagree strongly4 =neutral/mixed7 =agree strongly.
This scale assesses the two dimensions of aduéirrbcrattachment: Avoidance (18
items) and Anxiety (18 items). The first subscalidance, assesses the level of
comfort in being close to others, intimacy and-seliance, among others (e.g, “Just
when my partner starts to get close to me | finégeffypulling away”). The second
subscale, anxiety, assesses fear of abandonmeébt agjection, jealousy, desire of more
closeness than the partner, among others (e \ggrfly a lot about my relationships”).

Instructions ask participants to respond consigeniow one experiences romantic
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relationship in general, not just related to aentirelationship. For the current study,
scores on the ECR were used to assess attachnoantysef the trainees within adult
romantic relationships. Attachment security waswaled following the procedures
utilized by Fraley and Shaver (1997), Mohr, Gelsd Hill (2005), and Moore and Gelso
(2011), by adding the anxiety and avoidance scargstaking the inverse of this
additive combination to calculate degree of segufihus, higher scores reflected higher
security.

In relation to validity, Brennan et al. (1998) falithe theoretically expected
associations between their subscales and meadumsh, and sexuality in romantic
relationships (e.g., sexual preferences and enwtéier sexual activity). In relation to
internal consistency, both, the anxiety and thedarace subscales have demonstrated
high internal consistency estimates (alpha grehtar .90; Brennan et al., 1998). For the
current sample Cronbach alpha was .95 for the E€R What we termed security), .93
for the avoidant scale, and .91 for the anxioutes(&ee Appendix F).

Inventory of Countertransference Behavior (ICB; Friedman & Gelso, 2000).
The ICB is a 21-item measure, created to assesgartnansference behaviors in
counselor-trainees as perceived by their supervidar construct the scale, the authors
created a 32-item scale and sent it to a groupwhtertransference experts who were
asked to judge face validity of each item. In additthe 32-items scale was completed
by 126 psychologists and counselor educators whie s@nducting supervision at the
time. The data was analyzed using an exploratangipal component factor analysis
with oblique rotation, which showed a two-factohsion, termed positive

countertransference and negative countertransferenc
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The format of the ICB is a 5-point Likert scaleflwresponses ranging fromtb (
little or no extentto 5 to a great extent where the higher the score, the more
countertransference behavior is being displaydtarsessions. As indicated, this scale
includes two factors: Positive countertransferdmel@aviors (e.g., - the counselor -
“Befriended the client in the session”) and Negatwuntertransference behaviors (e.g., -
the counselor- “Was critical of the client durifgetsession”). The measure yields three
scores: a negative countertransference behavpwsiéive countertransference behavior
score, and an overall score. Regarding validityt a&s previously stated, experts in the
area of countertransference (11 Ph.D.-level psydhsis) evaluated the face validity of
the items. The experts had to rate each itematioa to how representative it was of
CT behavior. Based on an apriori determined cusoéire, Friedman and Gelso (2000)
found that all the items seemed to represent Ca\iets. Experts also provided
feedback, which resulted in one item being drodpaeh the measure, due to its
openness for interpretation. In addition, the IC&viound to possess adequate
convergent validity, relating negatively to a maasof countertransference management
ability and positively to a single-item measurecotintertransference behavior in a
session. The reported alpha coefficient by FriedarahGelso (2000) is of .83 for the
total subscale, and of .79 for each subscale.drtinrent study, the Cronbach alpha
values obtained were as follows: Total scale =Nggative Countertransference = .88,
and Positive Countertransference = .59. (See Appéad

Countertransference Behavior Measure (CBM; Mohr, Géso, & Hill, 2005).
This measure is a 10-item scale, which assessesvisges’ countertransference

behaviors as perceived by their supervisors. Th®l@Bows the assessment of “specific
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interpersonal behaviors” (Mohr et al., 2005, p.)30Db develop the CBM, Mohr et al.
(2005) conducted maximum likelihood factor analysith oblique rotation, with the
original items used for the development of the ICBis analysis resulted in three
subscales: Dominant Countertransference Behaviiberfts), Distant
Countertransference Behavior (2 items), and Ho8tantertransference Behavior (3
items). Then the authors conducted a confirmatacior analysis with the original data
used in the construction of the ICB, which suppibttes three-subscale structure. It
should be noted that the Mohr et al. (2005) anslggbwed strong positive skewness.
Thus, logarithmic transformations were used. Theffament alpha values obtained were:
Dominant = .89, Distant = .82, and Hostile = .8@r the current study, the coefficient
alpha values were as follows: Dominant = .87, Dista.93, and Hostile = .21. It is
relevant to mention that the CBM only adds foumiseto the ICB (21 item measure).
Thus, the countertransference behaviors measumespresented as just one (See
Appendix G).

The Real Relationship Inventory-Therapist Form (RRFT; Gelso, Kelley, Fuertes,
Marmarosh, Holmes, Costa & Hancock, 2005)This is a 24-item, self-report measure
that assesses how the therapist evaluates thgtreithe real relationship established
with a client. To develop this scale, Gelso e{2005) created items that theoretically
would reflect the construct of real relationshigptring genuineness and realism (the
two theoretical components of the real relationghapd that incorporated magnitude
(how much) and valence (how positive or negatiVagse items were sent to randomly
selected members of Division 29 (Psychotherapy)Rinsion 42 (Independent Practice)

of APA. The sample was divided into an item - depetent subsample and a validation
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subsample. The item - development subsample coeapéet4-item measure, and
psychometric analysis of the results lead to a@drimeasure. In parallel, there was a
back translation of such items. The validation anfygle, consisting of the previously
mentioned practicing therapists plus students imseling graduate programs, completed
the 24-item measure. Data from the 79 practiciegapists and 51 graduate students who
completed the measure were analyzed using Confimn&tactor Analysis (CFA), which
supported a one-factor model. However, the authhaistained the two subscales based
on theory and on differential correlations that shéscales might have with specific
constructs.

The RRI-T is composed by two subscales, the Reaidrscale and the
Genuineness subscale. These two factors, realidrgemuineness, are the ones
theoretically proposed as components of the rdatioaship (Gelso and Carter, 1994,
Gelso & Hayes 1998; Gelso & Hayes, 2007). Congngevalidity, the RRI-T was related
in theoretically expected ways to measures of waylkalliance, session depth and
smoothness, client’s insight (emotional and intgllal), and client’s negative
transference. In addition, as expected, the RRidThdt correlate with social desirability,
which was used to determine discriminant validityrelation to the reliability, the
coefficient alpha values obtained were Realism9: Genuineness = .83, and Total score

= .89. The coefficient alpha values obtained indheent study were as follows: Realism

.78, Genuineness = .77, and Total score = .8 fHpendix H)
The Real Relationship Inventory-Supervisor Form (RR-S). This is a 24-item
measure designed to assess a supervisor’s evaladtibe strength of the real

relationship between a supervisee and his/hertcdigperceived by the trainee’s
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supervisor. The RRI-S was developed for the custmdy, and was based on the RRI-T.
Specifically, the same items of the RRI-T were raghd in a way that reflected the
items, but from an external-observer perspective items for the scale were reworded
by the researcher and her advisor, who extensstalyied the real relationship. Once the
items were clearly phrased and seemed to refleatira captured in the original RRI-T
items, the resulting measure was completed by @pgobfour graduate students in a
Counseling Psychology program and the previousigtioeed professor. From this
application came new suggestions and rewording&hwkere incorporated in the final
measure. Reliability was calculated using coeffit@pha, and the values obtained were
as follows: Realism = .75 Genuineness = .78, artdl Bgore = .87. Validity data have
not yet been gathered for the RRI-S. (See Appehdix
Procedure

Recruitment of therapist. Participants were recruited mainly from the
University of Maryland — College Park, but alsorfréhe Pennsylvania State University —
University Park. Invitations to participate wer@s therapists- in- training in different
programs at both universities (further detail ia tfext section).

| dentification of potential participants at University of Maryland. In order to get
in contact with the potential trainee participafiotsthe study, the first step in the
recruitment process was to contact the academgramnts at the University of Maryland
where students are receiving counseling/cliniahtng. The departments and programs
contacted were: Psychology Department (Counselgyghidlogy Ph.D. and Clinical
Psychology Ph.D. programs), and Department of lreedand Counseling Services

(Rehabilitation Counseling program -Masters andRhSchool Counseling program -
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Masters-, and College Student Personnel progranmtdvtaand Ph.D.). The Family
Science Department (M.S. in Couple and Family Tinravas contacted, but was
excluded from the study, as they mentioned that ghedents do not provide individual
therapy. In each of these programs, the investigaintacted a person who had regular
contact with students (e.g., person in charge afigate students), discussed the nature of
the study with him/her, and asked for a list ofr#pest trainees (names and contact
information) who, at a minimum, were enrolled irittfirst counseling practicum and
who were in ongoing supervision. The researcher @stacted some professors who
were teaching courses with a clinical componentare case, the researcher spoke to a
class and invited the students to participate,ianie other, the professor forwarded an
email about the project to his students.

In addition, the researcher contacted three cliaidhe University of Maryland,
College Park campus, where students work as ex¢enngerns. These clinics were the
Counseling Center, the Center for Healthy Famikes| the Psychology Clinic. Some of
the trainees in the Counseling program that agi@@drticipate had supervisors at the
Counseling Center, so the Center asked the inastitp apply to their own IRB
process, and finally accepted participation indtugly. The Center for Healthy Families
works from a family therapy perspective thus wadweded.

I dentification of potential participants at The Pennsylvania State University.

The researcher contacted two professors at Petgt Stae in the Clinical Psychology
program and one in the Counseling Psychology pmgamd asked for a list of the
students in their program who were currently seauhgjt clients under supervision.

These professors shared the names and email aglslgfgbie students in their program
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who would fulfill the requirements for the studiRB approval was obtained from The
Pennsylvania State University.

Direct contact with potential participants.

First contact with potential participant trainees. Once contact information of the
potential participants (including name, email anghloone number) was obtained, a
personalized email was sent to the student, inefudn invitation to participate and a
general overview of the study (See Appendix J)d&mnis were told to please reply
through a phone call or email if they were intezdstr had questions. Also, as
previously mentioned, the researcher talked diydoth class, and handed in a printed
copy of the initial email, in case the therapistdraining wanted to participate.

Second contact with trainees who agree to participate. Once a student agreed to
participate, the researcher sent him/her a newlgemeuding a link to complete the
measures online (See Appendix K). This email atsgained a code, which was unique
for each trainee-supervisor dyad (e.g., 001). Thie¢e was asked to access the link and
to complete all the measures with the assigned. dodks varied based on whether the
code was even or odd, due to counterbalance aohdssures (explained later). Trainees
were told that they must have met with the supenisr at least five times before they
both completed the measures. Trainees were assticedfidentiality, and were
informed that the only way to track a particulaiiee and his/her completed measures
was to go to the database in which codes and naeresmatched. Trainees were also
asked to send the researcher the name of theingseand the contact information for
them. Finally, besides the code number and thefinkhe measures, this new email also

included the specific criteria to choose the clidatt trainees needed to have in mind
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when completing the RRI-T (and for supervisorsdamplete their measures), and how to
proceed with the supervisor.

Choosing a client to have in mind while completing the measures. In relation to
choosing the client, the researcher adhered tdreegants that Ligiéro and Gelso (2002)
stipulated. These requirements were: Current ¢legtgnding at least three sessions, the
case had been discussed in supervision, and thauthotapes of the sessions were
listened by the supervisor (or the videotapes efsssions were watched). In case that
the supervisor did not use audio nor videotaperahairement was that supervisors were
familiar with the case (i.e., in-depth discussidthe case).

In order to standardize the procedure, in thersgemail sent to each therapist,
he/she was asked to follow a specific processt,Rire therapist needed to discuss the
study with his/her supervisor (as stipulated iatfemail). If the supervisor agreed to
participate, the therapist and the supervisor badtiew the guidelines to identify the
client that both would consider to complete the sneas. The client needed to be the
first client the therapist would see right afteratieg with the supervisor, and who met
the requirements that were previously presentetkrAlfie trainee had identified with the
supervisor a specific client to have in mind fding, the trainee could go online to
complete the measures. In addition, the final Bte¢pe process was that the trainee had
to send an email to the researcher with the sug@rsicontact information, so that the
researcher could send the supervisor the informaticghe study and the link to the
measures.

Completing the measures. Once the trainee accessed the link, there waserge

presentation of the study, in which the trainee veasinded of adding the specific code
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he/she was given to complete all the measuregiditian, there was a reminder for the
trainee to complete the measures having in minaltaat identified jointly with the
supervisor. Then, the trainees completed an Infdr@ansent. This was followed by a
demographic questionnaire, and then the ECR anBRi€l. As was previously stated,
the presentation of the study with the Informed €&mt, the demographic survey, and the
measures can be found in the appendices.

Finally, it should be noted that trainees knew thatcurrent study included the
supervisors’ perspective on the client case. Thesewold that it will entail their
assessment of the relationship between the trainé¢he client, and some of the
trainee’s behaviors, but were never be told thpestsors were measuring
countertransference.

Recruitment of supervisors.Once the researcher received the supervisor’'s
contact information from a trainee, an email wat $e the supervisor (See Appendix L).
The email mentioned that the trainee working inesuision with him/her had agreed to
participate. In addition, the email explained thpeyvisor’s role in the study, and
contained detailed instructions to complete thesuess. Just like with the trainees, a
code was given to the supervisors (same as thatdioees), and they were ensured that
the only way to track a particular supervisor argdhier completed measures was to go to
the database in which codes and names are matssedth the therapists, the links
varied based on whether the code was even or dudhwllowed a counterbalance of
the measures (explained later).

Completing the measures. Once the supervisors accessed the link, thereawas

general presentation of the study, in which superg were reminded of adding the
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specific code they were given to access the meashkraddition, there was a reminder
for them to complete the measures having in miedctient that him/her and his/her
supervisee agreed upon, due to the criteria foosing a client. Then, the supervisors
completed an Informed Consent. This was followe@ lobygmographic questionnaire, and
then the RRI-S and the Countertransference measilriepresentation of the study with
the Informed Consent, the demographic survey, hadrteasures can be found in the
appendices.

Measure Application.Trainees first completed an informed consent and
demographic questionnaire, which was followed l&yrtteasures. To control for order
effects, there were two links sent differentlytainees: the trainees with the odd
numbers received a link in which they rated firt ECR, and then completed the RRI-T.
The even numbers completed the RRI-T first, and the ECR. The same
counterbalanced procedure was followed for supersi§.e., odd numbers=ICB/CBM
and then Real Relationship measure; even numbea+&ationship measure and then
ICB/CBM). Supervisors also completed an informedsemt and demographic
guestionnaire at the beginning. Completion of tleasures took approximately 15

minutes total for each, supervisor and therapist.
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CHAPTER 5: RESULTS
Descriptive Data

Descriptive data were calculated for all the measused in the present study.
The means and standard deviations for each measdriés subscales are presented in
Table 3. Table 3 also includes indices of intenmalsistency of the measures, which
were estimated using Chronbach’s alpha. As seg&alite 3, alpha coefficients are above
.75, except for Countertransference Behavior Mea@DBM)-Hostile and Inventory of
Countertransference Behavior (ICB)-Positive. Rasuitluding the CBM-Hostility and
ICB-Positive subscales are included in the presection. These should be interpreted
with caution.

For the most part, the means found in the pregadysas presented in Table 3,
were highly similar to those found in other pubédrstudies on related topics. For
example, the means scores obtained for the stremgfie real relationship as rated by
the therapist were similar to the ones obtaineMbymarosh et al. (2009) in their study
(RRI-T TotalM = 3.61, RRI-T Realism Subscdle= 3.68, RRI-T Genuineness Subscale
M = 3.58). The mean item scores obtained for thetsimttachment avoidance and
attachment anxiety are similar to those in Moh?8(1) study (ECR Avoidandd =
2.46, ECR AnxietyM = 3.49). The mean scores obtained for the ICEteirby
supervisors were similar to those in the study lgydro and Gelso (2002; ICB-Negative
M = 1.40, ICB-Positivév = 1.73) and Mohr (2001; ICB-Negatii = 1.34, ICB-
PositiveM = 1.59). Finally, the CBM scores obtained arehglighigher than those
obtained by Mohr (2001; CBM-Dominakt = 0.08, CBM-DistanM = 0.17, CBM-

HostileM = 0.00).
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Table 3

Mean Item Scores and Standard Deviations for Re&t®nship Inventory (RRI) for

therapists (T) and supervisors (S), ExperienceSlase Relationships Scale (ECR),

Inventory of Countertransference Behavior (ICB)J] &ountertransference Behavior

Measure (CBM)

Measure M SD Alpha
RRI-T 3.80 0.45 .88
RRI-T - Realism 3.82 0.45 .78
RRI-T - Genuineness 3.79 0.49 7
RRI-S 3.63 0.43 .87
RRI-S -Realism 3.67 0.41 75
RRI-S -Genuineness 3.59 0.49 .78
ICB 1.31 0.33 .85
ICB -Positive 1.42 0.32 59.
ICB - Negative 1.22 0.42 8.8
CBM - Dominant 1.26 0.48 .87
CBM - Hostile 1.16 0.33 21
CBM - Distant 1.23 0.68 .93
ECR - Security 2.85 0.83 .95
ECR - Avoidant 2.15 0.86 .93
ECR — Anxiety 3.55 0.98 91

Absolute Value RRIT-RRIS 0.46 0.33
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Note.RRI-T = Real Relationship Inventory as rated bgrBpists; RRI-T-Realism =
Realism Subscale of the Real Relationship Inverdsryated by Therapists; RRI-T-
Genuineness= Genuineness Subscale of the ReaidRslap Inventory as rated by
Therapists; RRI-S = Real Relationship Inventorassessed by Supervisors; RRI-S-
Realism = Realism Subscale of the Real Relationisivipntory as rated by Supervisors;
RRI-S-Genuineness = Genuineness Subscale of tHeRRkzionship Inventory as rated
by Supervisors; ICB = Inventory of Countertransie Behavior; ICB - Positive=
Positive Countertransference Subscale of the ICB; 4 Negative= Negative
Countertransference Subscale of the ICB; CBM-Domtm@®ominant Scale of the
Countertransference Behavior Measure; CBM-HostHestile Scale of the
Countertransference Behavior Measure; CBM-Dist&nistant Scale of the
Countertransference Behavior Measure; ECR-SecuAitiachment security assessed by
the inverse of the avoidance plus anxiety scor€R4Avoidance=Avoidance scale of the
Experiences in Close Relationships Scale; ECR-Apxinxiety scale of the
Experiences in Close Relationships Scale; Absdlalee RRIT-RRIS= Difference in

absolute value of therapist and supervisor ratoigee Real Relationship.
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Test for Normality and Supervisor Effect

The first step in the data analysis was to tashéomality. Due to the small
sample size (N=32), normality was tested usingSthapiro-Wilk test of normality. Both
this quantitative test of normality and the Norr@aQ) plots showed that some scales
were violating normality assumption (such as skessrand kurtosis). Specifically,
skeweness coefficients showed that all the couatesterence variables presented
substantial positive skewness; therefore a logarghransformation (Friedman & Gelso,
2002; Mohr et al. 2005) was applied to the scdlaspresented a skewness coefficient
greater than one (in terms of absolute value)lllcases skewness diminished, yet in
only one case the absolute value fell below 1. &loee, based on such analysis,
Spearman’s Rho was used to run correlational aisalyat included countertransference
measures. Rho is a non-parametric statistic; tbexetan be used when there is violation
to normality, as it does not make assumptions ath@udlistribution of the population
(Pallant, 2010). The only exception was in relati@hCB positive countertransference,
as the logarithmic transformation resulted in anskess value below 0.5, thus Pearson’s

correlation was used when analyzing this countesteaence variable.

In addition, in the sample, there were four supms who rated two different
supervisees each. Analyses were run to determie¢hehthere was a supervisor effect
in the data. The model failed to converge, angjitears that no effect is due to
supervisors. Mixed models were run to examine tssibility that there exists an effect
on each variable. Such an effect could violateafsumption of independence of
observations. In all cases variance attributabkufgervisor was 0 or close to 0,

suggesting that little variance was due to supereffect.



71

Analysis of the Hypotheses

To test predictions, bivariate correlational anabys/ere conducted. Table 4
presents a summary of all correlations for supenasid therapist. As was previously
mentioned, correlations involving countertransfeesmeasures were computed using
Spearman’s coefficient, therefore, results arergiveing Spearman’s Rho. The exception
was the positive subscale of the Inventory of Cedransference Behavior. In addition,
test of significance was one-tailed for the caseseva specific direction for the
relationship was hypothesized (Field, 2005). Iresaghere no a priori relation was
stipulated, correlations were run with two-tailedttof significance. Finally, in line with
Ligiéro and Gelso (2002), analyses included scabessubscales of the different
measures. Also, due to a concern about Type Ifemahis early-stage researgh,

values at the .10 level are reported, even tholgiaavas set at .05.

Hypothesis 1There will be a positive relation between degreattdfchment security of

the counselor and strength of real relationshig;tsthat

Hypothesis 1.aThe greater the attachment security of the traitiee stronger

the real relationship as rated by the therapistiiee

Hypothesis 1.bThe greater the attachment security of the trajniee stronger

the real relationship as rated by the supervisor

To test the first hypothesis, the relationship lestwdegree of attachment security
(as measured by the reverse of the sum of avoidamt@nxiety subscales of the ECR,
Moore and Gelso, 2011) and real relationship a&siray the therapist trainee (as

measured by the RRI-Therapist) was investigateagusie Pearson product-moment
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correlation coefficient. Preliminary analyses wpegformed to ensure no violation of the
assumptions of normality, linearity and homosceadigt There was a positive and
significant correlation between the two variablg30) = .370p = .018, with higher

levels of security associated with stronger relati@nships as perceived by the

therapists.

In addition, the non-hypothesized relationshipsveen the subscales of the real
relationship assessed by the therapists, attachseentity, and the avoidance and
anxiety subscales of the ECR were also examinegl T8ble 5). Results showed that for
the realism and the genuineness subscales ofdhapikt rated real relationship
inventory, there was a positive and significantelation with attachment securits(30)
=.331,p =.032 for Realism, and30) = .377p = .017 for Genuineness). Therapists
ratings of the realism subscale were also sigmflgaand negatively correlated with
avoidant attachment(B0) = -.356p = .023). The genuineness subscale of the RRI-T
also showed a negative significant correlation i avoidant subscale of the ECR
(r(30) =-.398p = .012).

Also in line with the first hypothesis, the relatghip between degree of
attachment security (as measured by the reverse &um of avoidance and anxiety
subscales of the ECR) and real relationship ad tatehe supervisor (as measured by
the RRI-Supervisor) was explored. Contrary to eiqtemns, there was no significant
correlation between the two variable&3Q) = -.096 p = .30). Further exploration of the
correlations between Realism and Genuineness dabsndhe Supervisors’ RRI, and

attachment security, anxiety and avoidance didgshotv any significant relation. Security
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was related to the overall real relationship measimd the two real relationship
subscales in the opposite direction than it wasebqal.
Hypothesis 2The counselors’ rating of the strength of thel nedationship will be
negatively correlated to the supervisors’ ratingyeative countertransference behavior,
such that the stronger the real relationship, tbedr the countertransference behaviors.
In accordance to the second hypothesis, the reabetween real relationship as
rated by the therapist trainee (as measured birRRieTherapist) and negative
countertransference behaviors assessed by supsri@someasured by the ICB-
negative), were tested using the Spearman’s Rhelaton. Contrary to prediction, there
was no significant correlation between these twaabées. Further exploration between
countertransference behaviors and real relationsitgal by the therapist in training
showed that there was a significant and negatietioa between total
countertransference and real relationship as fatete traineer{(30) = -.373p =.018),
such that the more countertransference, the weh&eeal relationship. Also, there was a
negative significant correlation between real refethip as rated by the therapist trainee
and hostile countertransferencg30) = -.366p = .02), yet as previously stated, such
results need to be interpreted with caution. Intamd the Realism subscale of the RRI-
Therapist was negatively and significantly corretato negative countertransference
(rg(30) = -.326p < .034). Thus, the stronger the realism elemetii®fteal relationship
as perceived by therapists, the less the negatwetertransference as rated by

supervisors.
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Table 4

Intercorrelations for Real Relationship InventoBRI) for therapists and supervisor, Experience€livse Relationships Scale
(ECR), Inventory of Countertransference Behavi@B(), and Countertransference Behavior Measure (CBM)

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

1. RRI - Therapist

2. RRI - Supervisor 225

3.ICB - Total -378%  -134

4. I1CB - Positive -39 -.208 854

5. ICB - Negative -.175 -363  .790++ 437+

6. CBM - Dominant -.136 -.149 58 .328* - 704***

7. CBM - Hostile -.3686¢ -.227 5% .239 T31% 402

8. CBM - Distant .060 -.175 443 142 .644*** 55kt .488+t

9. ECR - Security 3 -.096 -247 -.243 -.012 -.209 .164 -.124

10. ECR - Avoidant -.39% .050 243 .186 042 192 -.014 145 -.885%**

11. ECR - Anxiety -.280 119 .190 247 -.012 177 -.283 073 -.913** 619***

12. Absolute Value .089 - 492 -047 -.077 .053 -.146 -.035 .069.192 -.299* -.063
RRIT-RRIS

Note.RRI-Therapist = Real Relationship Inventory agdaty Therapists; RRI-Supervisor = Real Relatignémentory as assessed
by Supervisors; ICB-Total = Inventory of Countenséerence Behavior; ICB-Positive= Positive Counéersference Subscale of the
ICB; ICB-Negative= Negative Countertransferencesgale of the ICB; CBM-Dominant= Dominant Scalelad t
Countertransference Behavior Measure; CBM-HostHestile Scale of the Countertransference Behavieaddre; CBM-Distant=
Distant Scale of the Countertransference Behavieadvre; ECR-Security= Attachment security assdsgéuk inverse of the
avoidance plus anxiety scores; ECR-Avoidance=Avmdascale of the Experiences in Close Relationshaade;
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ECR-Anxiety=Anxiety scale of the Experiences in $&dRelationships Scale; Absolute Value RRIT-RRI$#feence in absolute
value of therapist and supervisor ratings of thal Relationship.

* p< 0.10, two-tailed. **p < 0.05, two-tailed. ***p < 0.01, two-tailed.
+ p<0.10, one-tailed:+ p< 0.05, one-tailed.++ p< 0.01, one-tailed
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Intercorrelations for Real Relationship InventoRRI) Subscales (Genuineness and Realism) for tistsaand supervisor,

Experiences in Close Relationships Scale (ECRgnitory of Countertransference Behavior (ICB), ammiertransference

Behavior Measure (CBM)

Variables RRI-Therapist RRI-Therapist ~ RRI-Supervisor RRI-Supervisor
Realism Genuineness Realism Gemass

1.ICB - Total -.533 -.223 -.038 -.193

2. ICB - Positive -453 -.280 -.136 -.248

3. ICB - Negative -.326 -.057 -177 -.381

4. CBM - Dominant -.256 -.025 -.069 -.190

5. CBM - Hostile - A34 -.316G+ -.128 -.249

6. CBM - Distant -.075 112 -119 -.151

7. ECR - Security 331 37H+ -.094 -.089

8. ECR - Avoidant -.356** -.398** .085 .015

9. ECR - Anxiety -.247 -.288 .084 137

Note.RRI-Therapist Realism = Realism subscale of th&l Relationship Inventory as rated by Therapis&l-Rherapist
Genuineness= Genuineness Subscale of the RealdRslap Inventory as rated by Therapists; RRI-Suger Realism = Realism
Subscale of the Real Relationship Inventory agirajeSupervisors; RRI-Supervisor Genuineness = {Benass Subscale of the
Real Relationship Inventory as rated by Supervjd@B-Total = Inventory of Countertransference Babg ICB-Positive= Positive
Countertransference Subscale of the ICB; ICB-NggatiNegative Countertransference Subscale of tBe GBM-Dominant=
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Dominant Scale of the Countertransference Behaweasure; CBM-Hostile= Hostile Scale of the Coumtarsference Behavior
Measure; CBM-Distant= Distant Scale of the Coundeidference Behavior Measure; ECR-Security= Attattraecurity assessed by
the inverse of the avoidance plus anxiety scor€RAvoidance=Avoidance scale of the ExperienceSlose Relationships Scale;
ECR-Anxiety=Anxiety scale of the Experiences in $€&drelationships Scale;

* p< 0.10, two-tailed. **p < 0.05, two-tailed. ***p < 0.01, two-tailed.

t+ p<0.10, one-tailed+ p < 0.05, one-tailed:++ p < 0.01, one-tailed
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Hypothesis 3There will be a negative correlation between redationship rated by
supervisors and countertransference behaviors, shah

Hypothesis 3.aSupervisors’ rating of the real relationship edtsbed by the

trainees with their client will be negatively celated to the supervisors’ rating of
therapists’ negative countertransference behaviors

Hypothesis 3.bSupervisors’ rating of the real relationship edtsbed by the

trainees with their client will be negatively colaited to the supervisors’ rating of

therapists’ positive countertransference behaviors.

The relationship between real relationship as rhtethe supervisors and
countertransference behaviors assessed by supsrwias tested. As predicted, there was
a negative and significant relationship betweeratieg countertransference and
supervisors’ ratings of the real relationshig(30) = -.303,p = .046), with higher levels
of real relationship rated by supervisors assodiafi¢h lower levels of negative
countertransference. Contrary to prediction, thveas no significant correlation between
supervisor’s ratings of real relationship and pesitountertransference behavior.

Further analysis of the real relationship invent@tgd by supervisor showed that
the genuineness subscale was negatively and sigmily correlated with negative
countertransferences(30) = -.381p = .016). There were no significant correlations
between supervisors’ realism subscale of the RRIparsitive or negative

countertransference.
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Hypothesis 4The higher the level of disagreement betweenrtieees’ and
supervisors’ rating of real relationship, the greathe amount of countertransference
behavior from the therapist.

The relationship between the absolute differen¢eden therapist and
supervisors ratings of the real relationship anghtertransference behaviors (as
measured by the ICB and CBM) was explored, andrapnto prediction, there was no

significant correlation between these variables.

Hypothesis 5The level of secure attachment will be negativelgted to amount of
countertransference as rated by supervisors, shahthe higher the level of security, the
fewer the countertransference behaviors of theneai

Finally, the relationship between level of secutacment of the trainee (as
measured by the reverse of the sum of avoidancarmxidty subscales of the ECR), and
trainees’ countertransference behaviors (as medsyrthe ICB and CBM), was
investigated using Spearman’s Rho correlation. @kes no significant relationship
between secure attachment and countertransferehesibrs. In addition, further
examination of the relationship between attachraartety and attachment avoidance
(as measured by the Anxiety scale and the Avoigeale of the ECR) and
countertransference (as measured by the ICB and)@BMved that these variables were

not significantly related.
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CHAPTER 6: Discussion

As has been previously stated, the aim of thisystuak to examine the role of the
therapist in the therapeutic relationship. Speaily¢ the purpose was to investigate the
relations between three variables: therapist atta&ch, therapist countertransference
behaviors assessed by supervisor, and the retbredhip the therapist established with a
client (rated by the therapist and by the superyidthe current chapter presents a
discussion of the relevant findings, the studyisitations, and future research directions.
Attachment and Real Relationship

The first hypothesis addressed the relations betwes relationship and therapist
attachment. Specifically, it was expected that degf attachment security in the
therapist would be positively related to strengtkhe real relationship, as rated by the
therapist and as rated by the supervisor. Resudteated that this first hypothesis was
partly supported. Considering attachment secuniti/therapists’ ratings of real
relationship, there was an expected positive aguifgiant relationship between trainees’
attachment security and their perception of rdaki@ship, such that the greater the
attachment security of the trainee, the strongeréal relationship with a client as

perceived by the trainee.

Further exploration of the therapists’ attachnmsddwed that the trainees’
avoidant attachment was negatively and signifigartlated to real relationship as rated
by therapists. There was no significant relatiopdi@tween therapist anxious attachment
and real relationship (however, it should be memdthat although alpha was set at .05,
there was a negative relationship between therapisbus attachment and real

relationship that attained significancepat .10). Such results are in line with Fuertes et
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al.’s (2007) findings involving the relation betweterapist attachment anxiety,
attachment avoidance and real relationship as ateke therapist. Fuertes et al. (2007)
found that the therapist's avoidant attachment meggatively related to the strength of
the real relationship as perceived by the therapist there was no significant relation
between attachment anxiety and therapists’ ratifigise real relationship.

The attachment literature can be helpful in exphegyrihe positive relation
between trainees’ attachment security and thecgption of the strength of the real
relationship with a patient. According to Mikulincand Shaver (2007), a secure therapist
can utilize several skills, “... such as gradualnsforming a professional
acquaintanceship into an intimate therapeuticigeiahip” (p. 422). According to these
authors, secure people are more cognitively opdraesmmore positively oriented
towards searching new information and maintainimgngassion and empathy towards
other people. All these characteristics might alk®gure therapists to see the clients in
ways that befit them and to be more genuine inrteraction with the client, thus,
establishing a stronger real relationship with ti{asdefined by Gelso, 2011).
Mikulincer and Shaver also illuminate the negateiation that was found between
therapist avoidant attachment and strength ofregationship as rated by the trainee.
These researchers offer that therapists with anbiggachment “may lack the skills
needed to provide sensitive care and promote ematlmnds with clients” (Mikulincer
and Shaver, p. 422). In addition, Mikulincer anch&r state that people with avoidant
attachment favor interpersonal distance and mighegate emotional detachment from

those with whom they interact. Considering suchrattaristics of attachment avoidance
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then, it can be understood that the more avoidtetianent the weaker the real
relationship established with the client.

On the other hand, the expected relation betwegredeof secure attachment of
therapists in training and strength of the reatrehship as rated by supervisors was not
supported. Moreover, although not significant, divection of the correlation between
these two constructs was in the opposite dired¢han expected. In addition, neither
avoidant attachment nor anxious attachment waterkta the supervisor’s perception of
the real relationship of the trainee and his/hient! To the author’s knowledge, there is
only one other study that considers cross-souratags of therapists’ attachment and
real relationship. Fuertes et al. (2007) found thatapists’ attachment avoidance was
related to therapists’ ratings of real relationshipt there was no relation between
therapists’ attachment and clients’ ratings of redtionship. Therefore, it can be
speculated that the source of the real relationsttipg might have something to do with
the relation between attachment and real relatipngi addition, this is the first study
relating the real relationship from a supervispesspective and therapist variables.
Further research in the area is needed.

Countertransference and Real Relationship

Several hypotheses on the present study were elif@ttassessing the relation
between real relationship and countertransfereflues, it was expected that the strength
of the real relationship as rated by the traineald/be negatively correlated to negative
countertransference behavior, such that fewer negabuntertransference behaviors
would be associated with stronger real relatiorshipontrary to expectations, there was

no significant relation between negative countedference and trainees’ rating of the
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real relationship. However, a further exploratidrthe relation between these two
constructs reveals that there was a negative gndisant relation between negative
countertransference and the realism subscale ok#ieelationship-therapist. Therefore,
from therapists’ perspective negative countertrenesice is associated to the element of
the real relationship that relates to “...perceiving other in ways that befit the other”
(Gelso, 2011, p. 13). It can be considered thatder to see the client in ways that fit the
client, therapists need to be unaffected by petstiatortions (low countertransference)
or have some awareness and management of anyipbpgajections onto the other
(good countertransference management). In the cé$egher negative
countertransference behaviors, the therapist'diceectowards the client are stemming
from the therapist’s own vulnerabilities (Gelso &y¢s, 2007). Therapists might not be
aware of the unconscious motives that generate disttrtions, but still might realize
that they are not reacting to the client basecherctient’s problems but rather they are
projecting some of their own issues into the refahip with the client. Therefore, the
more the therapist’s reactions are shaped by mistdlicts (i.e., countertransference,
Gelso & Hayes, 2007), the less the therapist ismgdhe client as the client is. Then, it
seems that both of these constructs (i.e., reaisment of the real relationship and
countertransference) might intersect in a commanpmment of distortion/accuracy in
the perception of the other.

In addition, further analysis showed that traineatihgs of the real relationship
were significantly and negatively related to oveecaluntertransference and positive
countertransference. Again, both positive courdasference and overall

countertransference reflect therapists’ interndl @xternal reaction that are not about the
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client but rather related to the therapists’ unire=sh conflicts and vulnerabilities (Gelso

& Hayes, 2007). Such reactions might interfere it establishment of a relationship
with a client in which the therapist perceives thent accurately and reacts to him/her in
genuine ways (i.e., real relationship). Thereftiie,more countertransference behaviors
from the therapists in the work with a client theaker the real relationship established
with such client. It is relevant to remember theiability of the positive
countertransference subscale was low; therefardinys related to it should be taken
with caution.

The third hypothesis stated that supervisors’ gatifithe real relationship
established by the trainees with their clients wde negatively related to both, positive
and negative countertransference. This hypothesssalgo partially supported, as
supervisors’ rating of the real relationship wagatevely and significantly related to
negative countertransference, but not to positouetertransference. There might be
different plausible explanations for the lack grsficance between positive
countertransference and supervisors’ perceptioralfrelationship. Supervisors could
perceive the behaviors that make up the positivatestransference scale as being
supportive of the client (e.g., by befriending thient), and not necessarily seeing its
dependent and enmeshed quality (Friedman and G¥)860). Thus, perhaps supervisors
did not consider such behaviors as reflective ohtertransference. On the other hand,
negative countertransference might be seen asiymi(liigiéro and Gelso, 2002), and
supervisors might be more attuned to it than totpescountertransference. In addition,
further exploration of the perception of the redationship by the supervisor showed

that the significant relation holds for the genuiegs element of the real relationship, and
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not for the realism element (which is the inverbe/bat was found from the therapist’s
perspective). Thus, the more negative counterteaeste behaviors from the trainees,
the less genuineness as perceived by the supexvispotential explanation for such
findings is that usually supervisors have moreicéihexperience than the therapists, and
thus may be more knowledgeable than the therapiskstecting less genuine reactions
of the therapist in session. Similarly, supervisoesy be more likely to use the therapist’s
non-genuine reactions as markers of negative cduatsference behavior. For example,
when observing the videotape/DVD of a session betveetrainee and his/her client, a
supervisor might identify that the trainee is avgdcertain content in session by not
inquiring in depth about the client’'s experiencasa@ssion and/or by not sharing his/her
own reactions to the client’'s material (aspects mhight reflect genuineness). Further
analysis could show that the therapist might ales¢nt behaviors such as distancing
from the client in session or questioning the ¢lemotives in an inappropriate way,
which reflect negative countertransference. Findhg lack of relation between realism
subscale and countertransference might be duetiath that, if therapists are seeing the
client’s in ways that don’t befit the other (i.law realism), they might not share such
internal experiences with the supervisors. If tigesvisors don’t see specific behaviors
that they can explain from a framework of seeirggdther in ways that don't befit
him/her, then the relationship between these cocistmight not be accounted for.

To the author’'s knowledge, this is the first sttioyelate countertransference and
real relationship. Thus, there is no specific erogl work to which the findings between
real relationship and countertransference can lagetk Ligiéro and Gelso (2002) found

a negative relation between negative countertragisée and working alliance, as rated
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by therapists and their supervisors, such thastitweger the alliance the less the negative
countertransference. These authors also foungtsiive countertransference was
negatively related to the bond aspect of the warlathance for supervisors rating of
working alliance (Ligiéro & Gelso, 2002). Considegithat the sample size is relatively
small in the current sample, and smaller than gidto and Gelso (n = 32 in present
study and 50 in Ligiéro and Gelso), it is diffictdtdetermine whether the relationship
between a supervisor’s rating of real relationsing positive countertransference does
not exist or if it is a matter of not enough poweedetect such relationship in the present
study.

The fourth hypothesis of this study stated thatgteater the disagreement
between supervisors’ and therapist trainees’ \dationship ratings, the more
countertransference behaviors will be exhibitedrainees. Ligiéro and Gelso’s (2002)
results showed that the discrepancy between tletsdpind their supervisors’ ratings of
the bond component of the working alliance wasedligtor of countertransference. In
the present study, such relationship did not hotccbuntertransference and real
relationship. A plausible explanation to the la€lsignificant relationships might be that
such relationship exists when considering the borlde context of the therapeutic work
(i.e., working alliance), but not when we enter teéalm of a personal relationship (i.e.,
real relationship). It might be that when considgiihe bond within the therapeutic
work, there are specific markers different people detect, and therefore the lack of
agreement among raters might be reflecting a oglaif this bond with other variables.
However, when entering the personal realm of dioglship, the nuances of the

relationship are harder to detect and therefore) eater has a different perspective on it.
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Support to such idea might be seen in the facttb®e was a strong correlatianH .55,

p < .001) between supervisors’ and therapists’ gatiof working alliance in Ligiéro and
Gelso’s (2002) sample, but no significant correlatbetween therapist and supervisors’
ratings of real relationship in the present study (225 p <.108). In addition, results on
clients’ and therapists’ cross-ratings on the rekdtionship are inconclusive. Some
previous research involving cross-rating sourcetherreal relationship (i.e., therapists’
and clients’ ratings), have also shown lack of gigant relationship between these
ratings. Fuertes et al. (2007) and Marmarosh €2809) did not find a correlation
between therapists’ and clients’ ratings of thé relationship. On the contrary, Ain
(2011) found a significant correlation betweenrmis and therapists’ ratings of the real
relationship = .48,p < .01). In line with Ain’s findings, Lo Coco, Gull Prestano and
Gelso (2011), found a significant correlation besweeal relationship ratings of
therapists and clients € .36,p < .01). It is relevant to note that Lo Coco et(2011) did
not find a correlation between working alliancengs of clients and therapists. On the
contrary, Marmarosh et al. (2009) found a signiftozorrelation between therapist and
clients’ ratings of the working alliance £ .33,p < .05).

Further studies might be needed to figure outéasaons for such cross-rating
discrepancies. For example, there might be sontarautlifferences in the samples, as
Lo Coco et al.’s study was conducted in Italy, véasrthe other studies were conducted
in the US. Additionally, Ligiéro and Gelso (2002)idied a specific segment of therapy
(between three and nine sessions), whereas the lupgeof therapy was left open in the
present study. Perhaps the discrepancy betwerapthies’ and supervisors’ ratings is

related to countertransference in the beginningeafapy, but when therapy advances,
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such differences lose significance. It could aleacbnsidered that participants of the
relationship might have a shared relational expeeewhich presents as a correlation
between the therapists’ and clients’ ratings ofrtkad relationship. Such experience
might not be completely captured by an externaéoles. Again, further research might
help in clarifying the relation between cross-rgsirof the real relationship as perceived
by therapists and supervisors.

Finally, exploratory analysis showed that théellénce between therapists’
ratings and supervisors’ rating of the real relaiup, in terms of absolute value, was
negatively related to the supervisors’ rating @& thal relationship. Therefore, the more
similar the ratings of therapist and supervisothefreal relationship, the stronger the
supervisor sees the relationship. A plausible ne&siosuch finding could be that when
there is a strong real relationship between a ghigtrand his/her client, the therapist
might be more open to talk about such relationsdmpgl, explore how this relationship
relates to the therapeutic work. Thus, in thesesaberapists and supervisors might
have a similar experience and perception of suelioaship between therapist and
client. On the contrary, when therapists have aeeeeal relationship with their client,
therapists might defensively perceive the relatigmss stronger than it really is.
Therapists and supervisors might not be addresiisglirectly in supervision, but
supervisors might be detecting that the relatignghiveaker than what the therapists
believe it is. Thus, it might be that when supesxgsperceive the therapists as less
genuine and real in their interaction with a cligrgn what the therapists perceive
themselves to be, they use it as a marker of aevaalationship between therapist and

client.
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Countertransference and Attachment

The fifth and final hypothesis of the current stistigted that there would be a
negative relation between secure attachment andrined countertransference as rated
by supervisors. Contrary to expectation, there measignificant relationship between
attachment security and countertransferenge<atO5 level. It is relevant to mention that
there was a relation between total and positiventransference with attachment
security at thp < .10 level. A potential explanation for not findithe expected
relationship might be the small sample size, aedefiore, not enough power. It might be
helpful to further explore whether such a relattopsemerges as significant if the sample
increases in size. Also, Ligiéro and Gelso (200a@)ndt find a significant correlation
between attachment style of therapist and couatesterence. These authors offer as a
plausible explanation the fact that therapist’adttment is not activated during session
(i.e., client’s are not seen as attachment figuaes) therefore, attachment is not related
to countertransference behaviors. It could alsargeed that a therapist’s attachment
might get activated in a session with a client.(empen the client discusses termination,
or gets angry with the therapist during a sess@amj, the therapist might have internal
reactions related to it. However, the therapistsdoat use the client as an attachment
figure. Therefore, the therapist does not diretetciitment behaviors towards the client,
behaviors that could be linked to countertransfegdry an external observer. Such
explanations are in accordance with attachmentyhedich states that an attachment
bond is a connection of a person with someoneishedgen as stronger and wiser
(Cassidy, 2008), and therapists might use romaatithers as attachment figures, but not

their clients (Ligiéro and Gelso, 2002).
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In a different vein, Mohr, Gelso and Hill (2005)ufad significant interaction
effects when considering attachment patterns andtedransference behaviors. These
authors state “...countertransference is most likelyccur when the client and counselor
differ in their pattern of attachment insecuritp: 806). Such findings can also be
understood in light of Mikulincer and Shaver’s (Z)@odel of attachment —system
activation in adulthood. According to these autharsubjective appraisal of threat
(which can be internal or external) might actividie attachment system. The
preconscious-activation of the attachment systameasman “automatic heightening of
access to attachment-related thoughts and actwieneies” (p. 33) including proximity
—seeking behavior (if mental representations atenough). Such mental
representations/proximity seeking behavior eitloatise the adult and therefore
effectively deactivates the attachment systemaibtd give satisfying comfort (due to
figure unavailability, lack of responsiveness, ejowhich triggers attachment insecurity,
related to either deactivating or hyperactivatitigtegies to deal with the threat.

Considering such a model, certain material preskby a client might be
perceived as threatening by a therapist, deperadirtfe therapist’s attachment history
(and therefore, internal working models). The thests previous relational experiences
might be a template from which to face such thr@atematerial, determining if he/she
can comfort him/herself, or if he/she might martifeshavioral reactions that could be
related to his/her own vulnerabilities (i.e., canransference). Therefore, considerations
of the unique combination of client and therapmtght be central to detect the relation
between therapist and countertransference behauhda highlights the fact that when

considering the relations between attachment andtedransference, the mere rating of
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therapists’ attachment does not represent theatériexperience of attachment as it plays
out in therapy.

Finally, it is relevant to note that there was alationship between avoidant
attachment and distant countertransference. Althalig relationship was not
hypothesized as part of the current study, onedcbhaVe expected these two variables to
be related; however, results showed otherwise.

Limitations

The current study has several limitations that redze considered when
reviewing the results. The first limitation canreéated to the sample size; as the sample
was small, it is hard to know whether a resultas-significant due to not having the
power to detect it or if in fact there is no redaiship between two constructs. In order to
address this last point, the author is continuingdilect data.

Another limitation is related to the way in whiobnse constructs were measured.
First, therapists’ attachment style and the thetapperception of the real relationship
are both self-report measures. A potential prolilesth needs to be considered is the
possibility of mono-method bias: “If two construetee measured in the same way (for
instance, self-report), the correlation betweemnades may result from method variance
rather than any true correlation between consttelsppner et al., 2008, p. 99).

In addition, though the ECR has been widely usethas demonstrated adequate
validity and reliability (Mikulincer & Shaver, 200,7recent empirical work has brought
to the forefront the issue that it might assesarsyoonly as absence of avoidance and
anxiety (Mikulincer & Shaver, 2007). When thinkiagout therapists, it is highly likely

that we are dealing with a population that tendse@nainly secure and also, “people
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tend to be relatively secure on average” (Fraleal.e2011, p. 623). Considering the
attachment spectrum from secure to insecure, dgrowith most attachment measures
that are self-report is that they discriminate aghpaople with insecure attachments, but
have difficulty distinguishing among securely atted people (Fraley et al., 2011). Thus,
the need for measures to target secure attachmeemissto be central for attachment
research in relation to the therapist.

Also, in this study the anxiety and the avoidaritssales of the ECR were highly
correlatedi( = .619,p < 0.01, two-tailed test). It has been theoretycptbposed that
attachment anxiety and avoidance are two sepavatgracts. Thus, it would not be
expected for these subscales to correlate highigh&rmore, according to Mikulincer
and Shaver (2007), the correlation of the anxiety a/oidance scales of the ECR is
“often close to zero” (p. 91). In addition, thesghers mention that they have observed
that these scales “...seem to be more highly coe@hahen they are administered to
members of long-term couples” (p. 91). Some emglinicork, on the other hand, has
shown that these two subscales tend to correlgtdyhiFuertes et al. (2007), found a
positive and significant correlation between thactment avoidance and attachment
anxiety scales of therapist's ECR+.54,p < 0.001). Fraley et al. (2011) mention that
meta-analysis has shown a correlation of arounde@@er in the ECR or in the ECR-R),
and, in line with Mikulincer and Shaver (2007), lstate that that there is a stronger
correlation when the sample consist of “peopleammitted relationships” (p. 624).
Fraley et al. (2011) bring up a relevant point, wkieey mention that “conceptually
distinct things need not be statistically indepenti§. 624). Future studies are needed

to illuminate whether the two scales of the ECRtarly separate constructs, how these
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two scales relate, under what circumstances thed/teecorrelate highly (i.e., what
variables influence their relation), and how eacdles uniquely contributes to other
variables.

In addition, there is an increasing body of wor&ttis bringing to the forefront
the issue of attachment being relationship spe@#ftuch is in a different line of thought
than Bowlby’s idea of internal working models asgented in the literature review). The
ECR is oriented towards experience in romantidicgiahips. It could be argued that the
attachment involved in the relationship with romapiartners (and its representations)
might present different characteristics than thesan connection to other attachment
figures (e.g., parents). Recently, Fraley et @119 developed the Relationship
Structures questionnaire of the Experiences in€CRalationships-Revised, which
measures attachment avoidance and anxiety in eliffeéypes of relationships (e.g.,
partners, parents). This measure might be a uasf@ssment tool in future research
involving therapists.

Third, the supervisor’'s perception of the realtieleship was assessed with a
measure that was a modification of the therapisis relationship inventory, and was
created for the present study. To assess critgabdity of the measure, supervisors’ and
therapists’ ratings of the real relationship wolbddcorrelated, and a significant and
positive correlation between these two measureswadged expected. Results showed,
however, that there was no expected correlatiowdst supervisors’ and therapists’
perception of the real relation between the thetand their clients. Such a result raises
guestions about the explanation of this non-refat®pecifically, is it that these two

concepts are not related (thus, a theoretical Jssués it that the supervisor’s version of
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the Real Relationship Inventory is not assessingtwpurports to assess (a validity
issue)? In addition, the issue of cross-sourcagatwas previously addressed, and this
issue can possibly be playing a role in the lack significant relation. Moreover the lack
of significant relations between therapists’ angesuisors’ ratings of the real
relationship is a topic that warrants additionakearch.

In relation to countertransference measurement the several aspects relevant
to consider. First, both Ligiéro & Gelso (2002) avidhr et al. (2005) changed the
anchors of the lower end if the ICB-CBM measuresroter to increase variability of the
responses (i.e., 1=to no extent, versus the aliginchor that states 1= to little or no
extent). For the present study we maintained tlggnal anchors of the ICB. Maintaining
the anchors might have restricted the representaficountertransference behaviors by
lumping the lower-end responses in one group, withidfferentiating among no
countertransference and a little bit. Such difféegion can be very relevant, as the
present sample of supervisors reported only a smatiunt of countertransference (see
table of means). In addition, Mohr et al. (20053ed the issue that the CBM, one of the
two measures of CT, might be related to counsetmnapetence and experience, more
than unconscious issues as expected in a CT measuresponse to the difficulties of
capturing countertransference behaviors, FriedmanGelso (2000) stated, “even
behaviors motivated by inexperience may be vievgeflliadamentally
countertransferential” (p. 1231), as the lack giexience could trigger “...unresolved
feelings of inadequacy or a desire to please” 281). As Mohr et al. (2005) mention,
further research is needed to clarify the extenthiech unconscious dynamics are

represented in the assessed behaviors.
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Also, as it was mentioned in the results, datenftbe countertransference
measures presented skewness and kurtosis, violatimgality assumptions. Data
skewness from countertransference measures hasedadound in previous studies:
Mohr et al., (2005), Ligiéro and Gelso (2002), &mgdman and Gelso (2000). In all
cases, data was subjected to logarithmic transtoomsa In the present study, in spite of
such transformations, the data still presentedtipesskewness, and therefore, data
analysis for the countertransference measures ar&srmed with non-parametric
statistics. As was previously stated, data colbectill continues for the current study.
Thus, it will be important to consider if logaritiertransformations result in less
skewness (reaching values below 1) with a larges sample, which would allow
analysis using parametric statistics.

In addition, some limitations might be relatedhe hature of the study design. In
order to complete the measures, therapists andhsspies had to identify a client who
needed to have had at least three sessions witherapist. Theoretically it makes sense
that if there are high amounts of countertransfegdsehavior from trainees, or a very
weak real relationship in the first session(sgrimight not continue treatment. Thus,
part of the countertransference spectrum may haea bxcluded. Also, in the current
study therapists decided whether to participateodrand therefore therapists who
perceived too much countertransference with tHents and or weak real relationships
might have decided not to participate. Finallypesviously stated, two of the subscales
used in the current study presented low reliabfli., CBM-Hostile and ICB-Positive);
therefore, conclusions based on results attainddtivese two measures must be drawn

with caution.
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Future Directions

The current study brings to the forefront the nfeedurther research involving
the constructs of interests (i.e., real relatiopsbountertransference and attachment).
Considering the limitations previously presentetirsa area of future research could be
to continue assessing whether the Real Relationsthgntory — Supervisor form
captures the real relationship between a therapistis/her client. The supervisor’'s
perspective on the real relationship between athstrand his/her client could introduce
the possibility of assessing whether the realiiahip is a phenomenon that can be
detected by external observers, and if such pameptatches the perception of those
directly involved in the relationship (i.e., therstpand client).

In the present study, supervisors completed mesdiaged on discussing the case
in depth with the supervisee and/or listening t@adio of the session and/or watching a
video of the sessions of the therapist with thentliSupervisors did not observe the
session in-vivo, as has been the case in otheanadssituations (i.e., Mohr et al., 2005).
Also, in many cases supervisors might have relidd in the therapist’'s account of the
session. Future research could require the supenasio in-vivo observation or watch
the DVDs (as some supervisor in the present stid)yodl the therapy session. Such
direct observation could introduce a different perdive on countertransference and real
relationship, and assess specific nuances thattmajlbe detected when other means of
informing about the session are used.

The study here presented has addressed the relagbneen therapist
attachment, countertransference and real relatipnttus focusing on the therapist’ role

in the relationship. Yet several questions candiged on how the other participant in the
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relationship (i.e., the client) might influence therk. Also as previously mentioned,
Mohr et al. (2005) showed that there are imporitatietractions in the relation between
clients’ and therapists’ attachment, on the onalhand countertransference on the other.
It might be relevant to consider such interactiffaats in relation to real relationship. In
addition, it might be significant to assess howsbpervisor’s attachment is influencing
the relationship. Therefore, future research caskess three levels of influence in the
therapeutic relationship: client, therapist andesuigor in relation to the variables of
interest (i.e., real relationship, attachment amahtertransference). Such assessment
would allow the study of moderation, helping to sedd the “who, what, when, and
where” questions of what works in therapy (Gels®&ma, 2011). For example,
moderation could permit studying whether therapigte have a weaker real relationship
display less countertransference behavior withr ttlegnts when the supervisor is secure
than when the supervisor is anxious. It could &sditate studying parallel processes in
the therapeutic and supervisory relationship: eases of stronger real relationship of
trainee with supervisor associated to strongerredationship between client and
therapist. All these questions might be highlyvatd for psychotherapist’s training. In
addition, Gelso and Palma (2011) highlight the uisefss of studying mediation in
relation to self-disclosure and immediacy for tdgancement of the self-disclosure and
immediacy field. Future research could also conswlediation among the presented
variables. For example, is countertransferencediate between therapist's attachment
style and strength of real relationship? Or isdp@t’s attachment a mediator between

countertransference behaviors and real relatiofasship
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Further studies are needed to clarify the natuteetherapists’ attachment style
in therapy. It has been stated that therapists teeadt as a secure base for their clients
(Bowlby, 1988). Yet what happens with the therapiattachment style when meeting
their clients? One could expect that the therapagtachment system be not activated
when seeing clients, as hopefully clients are rehsas attachment figures. But in the
face of tension and conflict in session, therapatachment system may well be
activated, and it might be relevant to study hoshsa system manifests itself in therapy,
if it varies according to attachment style, and hberapists’ manage it in ways such that
allow productive work. Ligiéro (2000) introduced iamportant area for research when
she proposed that “is important to examine if anselor’'s attachment style is active
during counseling, and when and how this activatioturs” (p. 103). Such questions
were raised more than 10 years ago, and are atiufficiently addressed, in spite of
presenting central points for the therapeutic work.

In addition, future research could involve the istigation of the same variables
as in the present study, but employ repeated measunts over time. Repeated
measurement would allow for an understanding oftidrethese relations evolve across
therapy. For example, it is theorized that the reltionship strengthens over time
(Gelso and Hayes, 1998). Repeated measures milghaseess if such proposition is true
for different attachment styles. Repeated measumssalso allow detecting patterns in
the relation between countertransference and e&tionship. For example, perhaps it is
true that the real relationship strengthens ovee tior cases in which therapists display
little countertransference. However, when strongntertransference is present, the

strength of the relationship might weaken over tikiso, repeated measures over time
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might allow detecting crucial times in therapy weteng countertransference behaviors
might impact the strength of the real relationship more negative way (e.g., beginning
of therapy). Additionally, a combination of measioxer time and three sources of
ratings (i.e., client, therapist, supervisor) woallbw a richer perspective on how the
three variables addressed in the current studyldinidreatment. In addition, these
variables could be related to other variables (&grking alliance, outcome measures),
to increase knowledge on how does therapy work.

Finally, data analysis in the current study coesisif bivariate’s. Although
simple correlations can be relevant to determinetidr two constructs are related, they
miss multivariate relationships that could be actmg and/or influencing the
phenomena under observation. In the current iny&tsbin the focus was on the
relationships between attachment and countertreergfe, attachment and real
relationship, and countertransference and redioekhip. The advancement of the study
of these variables might benefit from addressindiiwariate relationships, such as
mediated relationships (e.g., attachment on couratesference and countertransference
on real relationship), the influence of two varegbn a third one (e.g., attachment and
countertransference effects in real relationsmpderation (e.g., the relationship
between attachment and real relationship might beéemated by countertransference),
among others. In spite of focusing on the thregiptesly mentioned variables, one
cannot forget that this is just one aspect of gyepotherapy process, and the chosen
variables are going to be influenced by other \des For example, one could wonder

about the role that a client diagnosis has in ttength of the real relationship and
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therapist’s countertransference reactions. Fustteek could focus on discovering the
multivariate relationships that might be relatedh® chosen variables.

In spite of the limitations previously presentdt current study may help
advance knowledge of the therapist contributiorthéotherapeutic relationship.
Specifically, it has been indicated that the persftie therapist is entwined with
outcome of psychotherapy (Norcross, 2002). Consigehat the therapeutic relationship
“...accounts for as much of the outcome varianceaascolar treatments” (Norcross,
2002, p. 5), efforts directed at illuminatimgpatof the person of the therapist affects such
relationship can be highly valuable. In additioatettinghowthe person of the therapist
affects the therapeutic relationship can be alsdrakfor the understanding of the

therapeutic relationship.

This study is the first to address the relationsmfntertransference and real
relationship. In addition, the study of the relatlmetween therapist attachment and real
relationship is rather scant, and there is incaieuevidence about the relation between
therapist attachment and countertransference. Theigurrent study may take a useful

step toward disentangling the therapist’s contrdsuto the therapeutic relationship.
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Appendix A

Table 1

Ethnicity of therapists and supervisors

Therapists Supervisors
Number Percentage Number Percentage
African American 2 6.3% 2 7.1%
Asian American 6 18.8% 0
European American 17 53.1% 20 71.4%
Hispanic/Latino 6 18.8% 3 10.7%
Other 4 12.5% 3 10.7%

Note.As with race, the percentage calculated for thstapvas based on N=32, and for

supervisors on N=28, but participants could markariban one option.
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Appendix A

Table 2

Comparison table on the ways the supervisor knexutthe trainee’s work, as reported

by therapist and by supervisor

Therapists Supervisors

Number Percentage Number Peage

Discussed the case in depth 31 96.9% 32 100%
Supervisor listened to audio 10 31.3% 9 28.1%
Supervisor watched DVDs 17 53.1% 17 3.1%

Note.Number =the amount of therapists or supervisatdblected that option.
Therapists and supervisors could endorse moreaharmption. Percentages for
therapists and supervisors were calculated basé&-388.

Again, supervisors could mark more than one option.
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Appendix B

Consent Form for Therapists-in-Training

Project Title: Therapists characteristics thaluiehce the therapeutic

relationship.

This project is conducted by Dr. Charles Galsd Beatriz Palma, M.Ed., at the
University of Maryland, College Park. We are inngiyou to participate in this research
because you are a therapist in training, who iseatlly seeing clients, and whose work is
being supervised. The purpose of this researcleqirgg to learn more about the
psychotherapy relationship, and about charactesisind behaviors of the therapist that
can influence such a relationship. This knowledgdd be helpful in understanding and

improving the practice of psychotherapy.

The procedure involves filling out three quastaires. The first one asks for some
background information. The other two questionrsaaédress your view about close
relationships, and your perception of the relatigmshat you have with a specific client.
Completing all the questionnaires will take appnoaiely 10 minutes total. In order to
complete the questionnaires, you and your superusst have identified a client based
on this study’s criteria (i.e., the first currefieat that you will see after you discussed
this study, attending at least three sessiong;abe has been discussed in supervision,
and if you use audio or videotapes of the sesstbasthat your supervisor has watched
the videotapes or listened to the audiotapes). widldill out the questionnaire pertaining
to the relationship with that client considering tinost recent sessions (2 to 4 last
sessions) combined. Also, please complete the mesaeuly after you and your
supervisor have met for at least five times. Inithald, your supervisor will also be filing

out measures.

We will do our best to keep your personal inforrmatand responses strictly confidential.

You are assigned a code identification number swan your questionnaires. Please use
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that code at the beginning of the questionnairesedou complete all the measures,
your signature of the informed consent will be safel from the rest of your responses,
to ensure that your responses and data are neotlgineatched with your name. The

electronic data file will contain no identifiableformation.

In addition, any data from this study will be kepturely stored in a locked office in a
locked suite. Electronic data will be kept securalg protected file that is stored within
a user login to which only the researcher will hageess. Only investigators of the
project will have access to the data. In additiur supervisor will never know about
your responses. Finally, any analysis or repothefdata will use a combination of the

data that is collected; no individual responsesivalreported.

There are no known risks to participating in thigdy. In addition, this study is not
designed to help either you or your supervisoratliyei.e., no individual, specific
feedback will be given), but the results might htble investigators learn more about the
therapeutic relationship and therapist charactesisind behaviors that can affect the
strength and quality of such relationship. In addityour participation is voluntary. You
may choose not to take part at all. If you decalpdrticipate in this research, you may
stop participating at any time. If you decide rmparticipate in this study or if you stop
participating at any time, you will not be penatiza lose benefits to which you

otherwise qualify.

This research is being conducted by Dr. Charles&@hd Ms. Beatriz Palma at the
University of Maryland, College Park. If you hauwgyaguestions about the research study

itself, please contact Dr. Gelsogiso@umd.edwr Ms. Palma abpalma@umd.edu

If you have questions about your rights as a rebgaarticipant or wish to report a
research-related injury, please contact:

Institutional Review Board Office, University of Mdand College Park, 0101 Lee
Building, College Park, Maryland, 20742. Their ehmirb@umd.eduand the telephone
number is 301-405-0678.
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This research has been reviewed according to tieeksity of Maryland, College Park

IRB procedures for research involving human subject

1. Do you agree to the above consent form?
Yes

__No

2. Statement of Age of Subject and Consent

Your signature indicates thgbu are at least 18 years of age; you have read shi
consent form, your questions have been answeredyour satisfaction and you freely

and voluntarily agree to participate in this reseach study.

Signature

Print name here

Date
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Appendix C

Consent Form for Supervisors

Project Title: Therapists characteristics thaluiehce the therapeutic

relationship.

This project is conducted by Dr. Charles Gelsd Beatriz Palma, M.Ed., at the
University of Maryland, College Park. We are inngiyou to participate in this research
because your supervisee has nominated you as evs@pdor the above mentioned
study. The purpose of this research project isdaoni more about the psychotherapy
relationship, and about characteristics and behswabthe therapist that can influence
such relationship. This knowledge could be helphderstanding and improving the

practice of psychotherapy.

The procedure involves filling out three quasbaires. The first one asks for some
background information. The other two questionrsaaeddress your supervisee’s
behaviors in sessions with a specific client, aodryerception of the relationship
between your supervisee and that client. Completihipe questionnaires will take
approximately 10-15 minutes. In order to complegquestionnaires, you and your
supervisee must have selected a client based ®stthdy’s criteria (i.e., the first current
client that your supervisee will see after you dgsed this study, attending at least three
sessions, the case had been discussed in supenasif you use audio or videotapes
of the sessions, that that you watched the videstap listened to the audiotapes). You
will fill out the questionnaires having in mind yosupervisee’s work with that client for
the most recent sessions (2 to 4 last sessiond)ineth Also, please complete the
measures only after you and your supervisee havéomat least five times. In addition,

your supervisee will also be filing out measuresulthis or her sessions with that client.
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We will do our best to keep your personal inforroatand responses strictly confidential.
You are assigned a code identification number swan your questionnaires. Please use
that code at the beginning of the questionnairesedou complete all the measures,
your signature of the informed consent will be safel from the rest of your responses,
to ensure that your responses and data are notlgineatched with your name. The

electronic data file will contain no identifiableformation.

In addition, any data from this study will be kepturely stored in a locked office in a
locked suite. Electronic data will be kept secuialg protected file that is stored within
a user login to which only the researcher will hageess. Only investigators of the
project will have access to the data. In addity@ur supervisee will never know about
your responses. Finally, any analysis or repothefdata will use a combination of the

data that is collected; no individual responsesvalreported.

There are no known risks to participating in thigdy. In addition, this study is not
designed to help neither you nor your supervisesctly (i.e., no individual, specific
feedback will be given), but the results might hible investigators learn more about the
therapeutic relationship and therapist charactesisind behaviors that can affect the
strength and quality of such relationship. In addityour participation is voluntary. You
may choose not to take part at all. If you decalpdrticipate in this research, you may
stop participating at any time. If you decide roparticipate in this study or if you stop
participating at any time, you will not be penatizar lose benefits to which you

otherwise qualify.

This research is being conducted by Dr. Charlesd@&ahd Ms. Beatriz Palma at the
University of Maryland, College Park. If you haugyaquestions about the research study

itself, please contact Dr. Gelsogiso@umd.edwr Ms. Palma abpalma@umd.edu

If you have questions about your rights as a rebgaarticipant or wish to report a

research-related injury, please contact:
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Institutional Review Board Office, University of Mdand College Park, 0101 Lee
Building, College Park, Maryland, 20742. Their ehmirb@umd.edyuand the telephone
number is 301-405-0678.

This research has been reviewed according to tieekéity of Maryland, College Park

IRB procedures for research involving human subject

1. Do you agree to the above consent form?
Yes

__No

2. Statement of Age of Subject and Consent

Your signature indicates that you are at leastela@/of age; you have read this consent
form, your questions have been answered to yoisfaetion and you freely and

voluntarily agree to participate in this researtiug.

Signature

Print name here

Date
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Appendix D
Demographic Questionnaire for Therapist Trainees
1. Sex
2. Age
3. Race

____Asian
____Black
____Caucasian
____Pacific Islander
____ Other (Specify)

4. Ethnicity

____African American
_____Asian American
____Hispanic/Latino
____ Other (Specify)

2. Most Advanced degree

____BA/BS
____MA/MS
____M.Ed.

_ MSW

____ Other (specify)

3. Your Theoretical Approach

For each of the following theoretical approachestevthe number that states how
representative of your work they are:

Strongly Moderately Neutral Just a Little Notzall
Representative
5 4 3 2 1

____Humanistic/Experiential
____ Psychodynamic/Psychoanalytic
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____ Cognitive/Behavioral
____Systems
____ Other

4. If you answered “other” in relation to theoratiapproach, please specify
5. Years providing therapy (your best estimate)
6. Approximate number of sessions with the cligouf best estimate)
7. Approximate number of sessions with supervidaué this client (your best estimate)
8. How does your supervisor know about your clineark with this client (check all
that apply)

____We have discussed this case in depth

My supervisor listens to the audiotapes ofstmsions
My supervisor watches the DVDs of the sessions
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Appendix E

Demographic Questionnaire for Supervisors

1. Sex
2. Age
3. Race

____Asian
____Black

____ Caucasian
____Pacific Islander
____ Other (Specify)

4. Ethnicity

____African American
____Asian American
____Hispanic/Latino
____ Other (Specify)

2. Most Advanced degree

____MA/MS
___M.Ed.

_ MSwW
___Ph.D

____ Other (specify)

3. Your Theoretical Approach

For each of the following theoretical approachestenthe number which states how
representative of your work they are:

Strongly Moderately Neutral Just a Little Not tzall
Representative
5 4 3 2 1

Humanistic/Experiential
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____Psychodynamic/Psychoanalytic
____Cognitive/Behavioral

____ Systems

____ Other

4. If you answered “other” in relation to theoretiapproach, please specify
5. Approximate number of sessions of supervisek thig client (your best estimate)
6. Approximate number of sessions of supervisiauathis client (your best estimate)
7. Time working with this supervisee
8. How do you know about your supervisee’s clinigatk with this client (check all that
apply)

____We have discussed this case in depth

My supervisor listens to the audiotapes ofseémsions
My supervisor watches the DVDs of the sessions

9. Years of clinical experience (to your best eatenwrite how many years you have
been providing therapy)

10. Years of clinical supervision (to your besiraste, write how many years you have
been providing supervision)
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Appendix F

Experiences in Close Relationships (ECR) Scale

The following statement concern how you feel in aotic relationships. We are
interested on how do you generally experienceiogighips, not just in what is
happening in a current relationship. Respond th statement by indicating how much
you agree or disagree with it using the followiegen-point scale.

1 2 - 3 - 4 -—----- 5 --- 6 ------m--- 7
Disagree Neutral/ Agree
Strongly Mixed Strongly

1. | prefer not to show a partner how | feel deep down

2. |l worry about being abandoned.

3. | am very comfortable being close to romantic pensn

4. | worry a lot about my relationships.

5. Just when my partner starts to get close to madinyself pulling away.

6. | worry that romantic partners won’t care aboutasenuch as | care about them.

7. | get uncomfortable when a romantic partner wamtset very close.

8. lworry a fair amount about losing my partner.

9. | don't feel comfortable opening up to romantictpars.

10.1 often wish that my partner's feelings for me wasestrong as my feelings for
him/her.

11.1 want to get close to my partner, but | keep pgllback.

12.1 often want to merge completely with romantic pars, and this sometimes
scares them away.

13.1 am nervous when partners get too close to me.

14.1 worry about being alone.

15.1 feel comfortable sharing my private thoughts &lings with my partner.

16. My desire to be very close sometimes scares peoyy.

17.11try to avoid getting too close to my partner.

18.1 need a lot of reassurance that | am loved by arjner.

19.1find it relatively easy to get close to my partne

20.Sometimes | feel that | force my partners to shosvenfeeling, more
commitment.

21.1 find it difficult to allow myself to depend on mwantic partners.

22.1 do not often worry about being abandoned.

23.1 prefer not to be too close to romantic partners.

24.1f | can't get my partner to show interest in mget upset or angry.

25.1 tell my partner just about everything.



114

26.1 find that my partner(s) don't want to get as elas | would like.

27.1 usually discuss my problems and concerns withparyner.

28.When I'm not involved in a relationship, | feel sawhat anxious and insecure.
29.1 feel comfortable depending on romantic partners.

30.1 get frustrated when my partner is not around ashras | would like.
31.1 don't mind asking romantic partners for comfardyice, or help.

32.1 get frustrated if romantic partners are not aldg when | need them.
33.1t helps to turn to my romantic partner in timesegd.

34.When romantic partners disapprove of me, | fedlyémd about myself.
35.1 turn to my partner for many things, including dom and reassurance.
36.1 resent it when my partner spends time away froen m
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Appendix G

Inventory of Countertransference Behavior and Counértransference Behavior
Measure

Please complete this form on the counselor-trayoeehave are rating. On the following
scale, please rate the counselor’s reaction camsglthe last session with a client that
your supervisee had.

1 2 3 4 5
to little or to a moderate to aajre
no extent extent extent

The counselor:

. Colluded with the client in the session.
. Rejected the client in the session.
. Oversupported the client in the session
. Befriended the client in the session.
. Was apathetic toward the client in theisas
. Behaved as if she or he were “somewhseg during the session.
. Talked too much in the session.
. Frequently changed the topic during tissiea.
. Was critical of the client during the sass
10. Spent time complaining during the session
11. Treated the client in a punitive manndghe session.
12. Inappropriately apologized to the cliunting the session.
13. Acted in a submissive way with the cl@uning the session
14. Acted in a dependent manner during tha@e
15. Seemed to agree too often with the cllanhg the session.
16. Inappropriately took on an advising tetité the client during the session.
17. Distanced him/herself from the clientha session.
18. Engaged in too much self-disclosure duttie session.
19. Behaved as if she or he were absentgitivensession.
20. Inappropriately questioned the clienttgives during the session.
21. Provided too much structure in the sassio
22. Dominated the session.
23. Was hostile towards the client in thaises
24. Acted parental during the session.
25. Directed the client inappropriately ia gession.

OCoO~NOOUITDE WNPE
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Appendix H
The Real Relationship Inventory—Therapist Form
Please complete the items below in terms of ydatiomship with your client or patient.

Use the following 1-5 scale in rating each itenacpig your rating in the space adjacent
to the item.

Strongly Agree eNtral Disagree Strongl
Agree Disagree
5 4 3 2 1

1. My client is able to see me as a real pessparate from my role as a therapist.

2. My client and | are able to be genuineunrelationship.

3. My client feels liking for the “real me.”

4. My client genuinely expresses his/her pasfeelings toward me.

5. I am able to realistically respond to megrui.

6. | hold back significant parts of myself.

7. | feel there is a “real” relationship betweaus aside from the professional
relationship.

8. Myclient and I are honest in our relatiops

9. My client has little caring for who | “tsuam.”

___10. We feel a deep and genuine caring forano¢her.

___11. My client holds back significant partshom/herself.

____12. My client has respect for me as a person.

____13. There is no genuinely positive connedbetween us.

14, My client’s feelings toward me seem taviio | am as a person.

___15.1do not like my client as a person.

_____16. I value the honesty of our relationship.

____17. The relationship between my client andsistrengthened by our
understanding of one another.

18. It is difficult for me to express whdtuly feel about my client.

19. My client has unrealistic perceptionset

20. My client and | have difficulty acceptiegch other as we really are.
21. My client distorts the therapy relatiapsh

22. | have difficulty being honest with myeci.

____23. My client shares with me the most vulnierglarts of him/herself.

24, My client genuinely expresses a connec¢tione.
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Appendix |

The Real Relationship Inventory—Supervisor Form

Please complete the items below in terms of yoairéfationship that you have seen your
supervisee established with his/her client or patigse the following 1-5 scale in rating
each item, placing your rating in the space adjaimethe item.

Strongly Agree eNtral Disagree Strongl
Agree Disagree
5 4 3 2 1

_____1.Theclient is able to see my superviseerasl person separate from his/her role
as a therapist.

______ 2. The client and my supervisee are able tpebeine in their relationship.

_____ 3. The client feels liking for the “real me’my supervisee

______ 4. The client genuinely expresses his/hettigedeelings toward my supervisee

5. My supervisee is able to realistically oegpto his/her client.

______ 6. My supervisee holds back significant paftsim/herself.

7.l feelthere is a “real” relationship bedmwany supervisee and his/her client aside
from their professional relationship.

_____ 8. The client and my supervisee are honekein relationship.

______ 9. The client has little caring for who th@ervisee “truly is.”

____10. The client and my supervisee feel a dadmeanuine caring for one another.

_____11. The client holds back significant parton/herself.

_____12. The client has respect for the supenaseeperson.

_____13. There is no genuinely positive connedbetween the client and my supervisee.

_____14. The client’s feelings toward my superviseem to fit who my supervisee is as
a person.

___15. My supervisee does not like his/her claana person.

______16. My supervisee values the honesty of tlaioaship with his/her client.

______17. The relationship between the client andupervisee is strengthened by their
understanding of one another.

___18. It is difficult for my supervisee to exgsenvhat he/she truly feels about his/her
client.

_____19. The client has unrealistic perceptionspkupervisee.

____20. The client and my supervisee have ditiiesilaccepting each other as they
really are.

_____21. The client distorts the therapy relatigmsh

__22. My supervisee has difficulty being horveiih the client.

_____ 23. The client shares with my supervisee tbst vulnerable parts of him/herself.

_____24. The client genuinely expresses a conmetiony supervisee.
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Appendix J

First Email for Therapists

Subject: Study about therapist characteristicstbadherapeutic relationship

Dear ,

My name is Beatriz Palma, and | am a currardent in the Counseling Psychology
PhD program at the University of Maryland, Colldgk, working under the supervision
of my advisor, Dr. Charles Gelso. | am writingytmu because of your involvement in
psychotherapy. If you are not currently seeingrib or patients, please respond to this
email to let me know, and | will not contact youther. If you do currently see clients or

patients for individual psychotherapy, please read

Dr. Gelso and | would like to invite you torpeipate in a study that will examine
therapist characteristics that influence the thewéip relationship. We are asking
therapists-in-training who are currently undergaosngervision to fill out some brief
measures about themselves and their relationshipayparticular client. In addition, the
trainee’s supervisor will also fill out brief measa about personal reactions the trainee
has had to the client in question. The supervist¥go rate the quality of the

therapeutic relationship that the trainee has thigth same client.

We would very much appreciate your participaiin this study. This research would
involve approximately 10 minutes of your time aridrilinutes from your supervisor to
complete some measures online. We are awaredhbatiyne is extremely important, but
believe that the nature of this research will mgder participation worthwhile. All
participants will receive a summary of our findiraged be notified of any publications
that result from this study.
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If you are agreeable to participating in the stptBase do contact me by phone or
email to let me know. In addition, if you agreayill ask you to briefly discuss this study

with your supervisor, and ask him/her if he/sheiling to participate.

This study has received IRB approval from Umaversity of Maryland. If you have
any questions regarding this study, please contacat bpalma@umd.edu or (240) 393-
6973. Thank you.

Sincerely,

Beatriz Palma, M.Ed.
Doctoral student
Phone: 240-393-6973

Email: bpalma@umd.edu

Charles Gelso, Ph.D.
Professor of Psychology
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Appendix K

Second Email for Therapists

Subject: Study about therapist characteristicstbedherapeutic relationship

Dear ,

Thank you so much for your interest in our stutfypur participation will be extremely

helpful. This is a two-step process, and this i ftawill work:

First, you and your supervisor need to idgrditlient for both of you to have in mind
to complete the measures. The client needs to thedollowing criteria: Be the first
client that you are scheduled to see after yowdssthis study with your supervisor; has
attended at least three sessions; the client lmsdiscussed in supervision, and if you
use audio or videotapes of the sessions, thatsupervisor has watched the videotapes

or listened to the audiotapes.

Next time you meet with your supervisor be surestoew the criteria with him/her, and
to identify the client you both will consider. Wartt stress enough the importance of
both of you having theame client in mind to complete the measure#lso, you can
tell your supervisor that his/her participationahxes completing three brief
guestionnaires online: a demographic questionnaibeief measure of your personal
reactions in session and the therapeutic relatipngiu have established with the client
in question. The questionnaires take approximdt@lyninutes total. You will also
complete three measures (this will be addressee matetail in step two of this
process). In additiont is central that you and your supervisor meet ateast five

times in supervision in order to complete the measas.

After meeting with your supervisor and identifyitige client, please send me an email

with yoursupervisor's name, phone number, emand preferred way of contacting
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him or her. | will address with your supervisor atetails needed to complete their part

of the study.

Second, you can go online and complete thesamea. The questionnaires take
approximately 10 minutes total. We are aware tbat yime is extremely important, but
believe that the nature of this research will mgder participation worthwhile. You will
complete a demographic questionnaire, a questionpaiclose relationships, and a
guestionnaire on your perception of your relatiopstith the specified client.

In addition, confidentiality is central for us. ditefore, we are assigning the following
code . This number will be the only way taniifg your responses. In order to
ensure confidentiality, we will keep all the datdhadentifying information separate
from the file with your responses. In additionhaligh your supervisor knows that you

are completing some measures, he or she will na hacess to your responses.

If you agree to participate in the study, pleas¢ogihe attached link to complete the

measures:

It is relevant to let you know that all participantill receive a summary of our findings

and be notified of any publications that resultirthis study.

This study has received IRB approval from The Ursitg of Maryland. If you have any
guestions regarding this study, please contacttrapama@umd.edu or (240) 393-6973.
Thank you.

Sincerely,
Beatriz Palma, M.Ed.

Doctoral student
Phone: (240) 393-6973
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Email: bpalma@umd.edu

Charles Gelso, Ph.D.

Professor of Psychology
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Appendix L

First Email for Supervisors

Subject: Study about therapist characteristicstbedherapeutic relationship

Dear )

My name is Beatriz Palma, and | am a currerdent in the Counseling Psychology
Ph.D program at the University of Maryland, Colldggrk. | am writing to you because
your supervisee agreed to participateerstudy “Therapists characteristics
that influence the therapeutic relationship,” tham conducting for my master’s thesis
under the supervision of my advisor, Dr. CharletsGe has referred me to
you as his/her supervisor to participate in thiglgt As you might know, it is most
helpful to consider the perspectives of both aapist in training and his/her supervisor
about the therapeutic relationship. So, we wouehtly appreciate your participation in

this project.

For this, we request that you to complete squestionnaires online. The
guestionnaires take approximately 10 minutes. V@eawmare that your time is extremely
important, but believe that the nature of this aeske will make your participation
worthwhile. In addition, all participants will reive a summary of our findings and be

notified of any publications that result from tiisidy.

After reviewing the informed consent form,gde complete three brief
guestionnaires. The first one asks for some backgtanformation. The other two
guestionnaires address your supervisee’s behanigessions with a specific client, and
your perception of the relationship between yoyresvisee and that client. In order to
complete the questionnaires, you and your supengieuld identify a client who meets
the following criteria: the first current clientahyour supervisee will see after you

discussed this study; has attended at least teesgosis; the client has been discussed in
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supervision, and if you use audio or videotapethefsessions, that you have watched the

videotapes or listened to the audiotapes.

For each questionnaire, you will find specifitormation on the variables of interest
and instructions on how to complete the measurtsr ou complete the informed
consent, you will need to add the following code: . This number will be the only
way to identify your responses. In order to ensa@identiality, we will keep all the
data with identifying information separate from file with your responses. In addition,
although your supervisee knows that you are conmgiestome measures, he or she will

not have access to your responses.

If you are agreeable to participating in the stymlgase go to the attached link to

complete the measures:

This study has received IRB approval from The Ursitg of Maryland. If you have any
guestions regarding this study, please contacttropama@umd.edu or (240) 393-6973.

Thank you.

Sincerely,

Beatriz Palma, M. Ed.
Doctoral student

Phone: 240-393-6973.

Email: bpalma@umd.edu

Charles Gelso, Ph.D.
Professor of Psychology
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