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This study examined the relationship between adherence flexibility early in treatment and outcome within
psychodynamic psychotherapy of depression. For this purpose, we used multilevel modeling (MLM) to
examine the relationship between adherence to global psychodynamic-interpersonal (PI) technique early
in treatment with outcome, the impact of flexibly incorporating some limited cognitive-behavioral (CB)
interventions, as well the role of therapist effects. Our sample included 46 outpatients who were
consecutively enrolled in individual psychodynamic psychotherapy, received a Diagnostic and Statistical
Manual of Mental Disorders (4th ed.; DSM–IV; American Psychiatric Association [APA], 1994) Axis I
diagnosis of a depressive spectrum disorder, and were assessed pre- and posttreatment through self-report
of depressive symptoms. Psychotherapy sessions were videotaped and 3rd and 9th sessions were
independently rated on the Comparative Psychotherapy Process Scale (CPPS) for use of PI and CB
techniques, with excellent interrater reliability (intraclass correlation coefficient [ICC] � .75). Mean
technique ratings across the two early treatment sessions (3rd and 9th) were calculated. Our findings
suggest that flexibly incorporating a limited amount of CB strategies early in psychodynamic therapy for
depression can add some benefit to the unique positive relationship between PI adherence and outcome.
Implications for clinical work and future research directions are discussed.

Public Significance Statement
This study suggests that for psychodynamic therapists working with depressed patients, flexibility
and responsiveness early in treatment by incorporating some limited amount of cognitive-behavioral
techniques alongside a general adherence to a dynamic model of treatment leads to better outcome.
These findings provide further support to the importance of therapist flexibility and responsiveness.
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Although psychodynamic and cognitive-behavioral (CB) thera-
pies propose different mechanisms of change and employ varied
techniques that may be at times contradictory, both models have
been found to be effective in the treatment of various mental

disorders, including depression (Abbass et al., 2014; Ablon &
Jones, 1998; Blagys & Hilsenroth, 2000; Leichsenring et al.,
2015). Further, it seems many different types of treatment have
been shown to be effective in the treatment of depression (Cui-
jpers, 2017) and accumulating evidence suggests that various
different types of technical interventions may positively impact
outcomes. Related, Owen and Hilsenroth (2014), for example,
recently found that variability in therapist adherence to the treat-
ment model (i.e., greater adherence flexibility) within psychody-
namic therapy was linked with better outcome. Inspired by such
recent findings, we set out to examine the relationship between
adherence flexibility early in psychodynamic treatment of depres-
sion and treatment outcome.

An interpersonal construct that is relevant in conceptualizing
adherence flexibility in psychotherapy is the term responsiveness
coined by Stiles, Honos-Webb, and Surko (1998) and defined as
the degree to which the therapist and patient respond to each
other’s behavior. Responsiveness is impacted by the emerging
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context, including both sides’ perception of the other’s behavior
and characteristics. Appropriate responsiveness demands that the
therapist recognize the patient’s resources as well as deficits, and
accordingly intervene in ways that take these characteristics into
account. Thus, adherence flexibility can be viewed as a subtype of
appropriate responsiveness (Stiles & Horvath, 2017) and the role
of responsiveness may help explain the thus far inconsistent find-
ings about the relationship between adherence and outcome.

Within the context of psychodynamic psychotherapy, adherence
flexibility has been found to be associated with a better alliance
and outcome. A recent investigation of adherence flexibility in
dynamic therapy (Goldman, Hilsenroth, Owen, & Gold, 2013), for
example, found that dynamic therapists who used some CB tech-
niques had better patient-reported agreement on goals, tasks, and
confident collaboration. This implies that dynamic therapists who
are more collaborative in identifying explicit treatment goals, or
who provide a clear rationale of their model (elements that are
more commonly employed in CB therapy than in PI therapy), may
facilitate better patient confidence in the treatment process and
agreement on treatment goals. Further, it is possible that this
improvement in the alliance sets the stage for increased use of
psychodynamic techniques by the therapist, and that flexible use of
CB elements in dynamic therapy can therefore work in a synergic
manner to enhance the therapeutic work. Goldman et al.’s (2013)
results are also consistent with other findings about the contribu-
tion of CB techniques to the therapeutic alliance (e.g., Castonguay,
Eubanks, Goldfried, Muran, & Lutz, 2015; Zilcha-Mano & Errá-
zuriz, 2015). Further, Goldman, Hilsenroth, Gold, Owen, and Levy
(2018) recently found that flexible use of CB techniques within
primarily dynamic therapy was positively related to improvements
in global symptomatology, albeit only in the context of high goals
and task agreement (GTA; a facet of the therapeutic alliance), and
not in the context of low GTA, suggesting that the link between
flexible use of CB techniques and improved outcomes in dynamic
therapy is related to some facets of the therapeutic alliance.

Katz and Hilsenroth (2018) recently examined the relationship
between use of global and specific dynamic techniques early in
treatment for depression and improvement in patient-reported de-
pressive symptomatology. In addition, post hoc analyses indicated
that therapist activity in the selection of topics for discussion in the
session (traditionally associated more with CB therapy) was re-
lated to better outcome. Encouraged by these findings, as well as
those of Goldman et al. (2018) regarding the contribution of
adherence flexibility to improvement in global symptomatology in
the context of high GTA, we were curious to further explore the
relationship between adherence flexibility early in dynamic psy-
chotherapy for depression. Thus, our primary goal for the current
investigation was to examine whether flexible use of CB technique
across early treatment within a broadly psychodynamic psycho-
therapy augments the relationship between PI techniques and
outcome. Although a number of recent studies suggest that adher-
ence flexibility contributes to the therapeutic alliance and to global
outcomes within dynamic therapy (e.g., Goldman et al., 2013,
2018), this is the first study to examine this specific type of
interaction between PI and CB technique in relation to outcome
specific to depression.

Since different therapists may flexibly employ different techniques,
activities, and interventions in a range of frequency and effectiveness
(even therapists from similar orientations), it is important to take

therapist effects into account when conducting research on the effec-
tiveness of psychological interventions (Wampold & Imel, 2015).
More specifically, some researchers (e.g., Levy, Hilsenroth, & Owen,
2015; Ulvenes et al., 2014) stress the importance of examining the
impact of therapist effects in studies focusing on mechanisms of
change, since patients who are treated by the same therapist are more
likely to report similar outcomes than patients treated by different
therapists (Wampold & Imel, 2015). By addressing these effects,
investigators of mechanisms of change can reduce the likelihood of
their findings being confounded by the interdependency of data (i.e.,
multiple patients being treated by the same therapist). In fact, Owen,
Drinane, Idigo, and Valentine (2015) recently examined treatment
effects selected from meta-analyses and demonstrated that even when
therapists accounted for a relatively small percentage of treatment
outcomes (5% or less), this small-sized therapist effect had the po-
tential to change the interpretation of about 20%–35% of significant
findings. In light of this, and many previous findings (Owen et al.,
2015; Wampold & Imel, 2015), it has been recommended for psy-
chotherapy researchers to examine the robustness of their findings
while taking therapist effects into account. MLM (also called hierar-
chical liner modeling) is considered to be a standard method for
analyzing nested data (such as patients’ data nested within therapists).
Specifically, this method has already been employed in previous
studies for the purpose of accounting for therapist effects in natural-
istic psychotherapy settings (e.g., Goldman et al., 2018). Thus, this
study’s second aim was to replicate Katz and Hilsenroth’s (2018)
findings in the previous investigation cited above that global use of
psychodynamic techniques early in treatment for depression is related
to outcome, while accounting for therapist effects using an MLM
analysis.

With this in mind, the current investigation set out to examine
mechanisms of change early in psychodynamic psychotherapy for
depression: (a) our first aim was to extend the findings of Goldman
et al. (2013, 2018) as well as Katz and Hilsenroth (2018) and
examine whether flexible use of some CB techniques in dynamic
therapy strengthens the relationship between psychodynamic tech-
niques and improvement in depressive symptoms within a dy-
namic model of treatment for depression. (b) Our second aim was
to extend the findings of Hilsenroth, Ackerman, Blagys, Baity, and
Mooney (2003); Katz and Hilsenroth (2018); Barber, Crits-
Christoph, and Luborsky (1996), and Gaston, Thompson, Gal-
lagher, Cournoyer, and Gagnon (1998). These previous studies
examined the relationship between adherence and outcome within
psychodynamic treatment of depression, without investigating
therapist effects. We hypothesized that overall use of psychody-
namic techniques within a psychodynamic model of treatment for
depression (i.e., adherence) will be related to changes in depres-
sion symptoms, while examining therapist effects.

Method

Participants

This study was approved by the institutional review board at the
university where it was conducted. All participants in the current
study (N � 46) were patients consecutively admitted to a psy-
chodynamic psychotherapy naturalistic treatment study at a
university-based community outpatient clinic (Hilsenroth, 2007)
who received a DSM–IV (APA, 1994) Axis I diagnosis of a
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depressive spectrum disorder (including major depressive disorder,
bipolar 2, depressive disorder NOS, dysthymia, and adjustment
disorder with depressed mood). DSM–IV Axis I diagnosis of
depressive spectrum disorder and criteria for total number of
DSM–IV major depressive episode (MDE) symptoms were rated
by independent clinical raters (interrater reliability [ICC]: (1,2) �
0.84). Criteria for MDE diagnosis was reported in earlier studies
(e.g., Hilsenroth et al., 2003). The raters watched videotapes of the
assessment process, during which a semistructured clinical inter-
view was conducted by the therapist. This interview, conducted by
the therapist, was in accordance with the DSM–IV and focused on
presenting problems, patient background and history, mental status
examination, and symptom assessment for anxiety, mood, and
other disorders. Each participant/patient was rated according to
DSM–IV criteria for the presence or absence of Axis I and Axis II
psychopathology. After a description of programmatic research
examining the process and outcome of psychotherapy was pro-
vided to the subjects, written informed consent was obtained. Of
the original 61 patients who began treatment diagnosed with a
depressive spectrum disorder, 11 prematurely terminated their
treatments against the advice of the clinic staff prior to the ninth
session reassessment. The patients who withdrew unilaterally ter-
minated treatment and indicated explicitly (either orally or in
writing) that they no longer wished to continue treatment (against
the recommendation of their therapist). Of the 50 (82%) depressed
patients who completed a minimum of nine treatment sessions, 46
patients had completed the Brief Symptom Inventory Depression
subscale (BSI-DEP) scale at intake evaluation and again at a
second reassessment point later in their treatment, and four did not
have usable videotaped sessions or BSI-DEP data available.

In this sample of 46 individuals, 30 patients were female and 16
were male. The mean age was 31.80 years (SD � 11.2). Table 1
displays the demographic information and the distribution of pa-
tients’ primary Axis I and Axis II diagnoses for the entire sample
in accordance with the DSM–IV. As Table 1 shows, 52% of our
sample received a comorbid DSM–IV personality disorder diagno-

sis (n � 24) and 24% of our sample received a comorbid diagnosis
of subclinical personality disorder features (n � 11). Independent
clinical ratings of DSM diagnoses for depression, anxiety, and
Axis II disorders for this sample have demonstrated excellent
interrater reliability (Hilsenroth, 2007; Hilsenroth, Defife, Blake,
& Cromer, 2007; Slavin-Mulford, Hilsenroth, Weinberger, &
Gold, 2011). Seven patients entered treatment having used anxio-
lytic and/or antidepressant medication continuously for at least 3
months before beginning psychotherapy and then subsequently
through their course of treatment.

Treatment

Treatment consisted of once- or twice-weekly sessions of short
term psychodynamic psychotherapy (STPP). The decision about
frequency of sessions was made collaboratively between patient
and therapist through a consideration of the patient’s needs. Ses-
sions were 50 to 60 min in length. Treatment was organized, aided,
and informed (but not prescribed) by the technical guidelines
delineated in five treatment manuals (Book, 1998; Luborsky,
1984; McCullough et al., 2003; Strupp & Binder, 1984; Wachtel,
1993). Additional technical material specific to the STPP treatment
of depression (Luborsky et al., 1995; Malan, 1979) was actively
integrated into the treatment of these patients. Key features of the
STPP model include the following (Blagys & Hilsenroth, 2000):
(a) focus on affect and the expression of emotion; (b) the identi-
fication of patterns in actions, thoughts, feelings, and experiences
and relationships with these patterns being explored/formulated
using the core conflictual relationship theme format (Luborsky &
Crits-Christoph, 1997); (c) emphasis on past experiences; (d) focus
on interpersonal experiences; (e) emphasis on the therapeutic re-
lationship/alliance; (f) exploration of wishes, dreams, or fantasies;
and (g) exploration of attempts to avoid topics or engage in
activities that may hinder the progress of therapy. In addition to
these areas of treatment focus, case presentations and symptoms
are conceptualized in the context of interpersonal/intrapsychic

Table 1
Estimated Demographic and Diagnostic Information of Sample

Variable Value No. %

Gender Female 30 65
Male 16 35

Mean age (SD) 31.8 (SD � 11.2)
Marital status Single 24 52

Married 11 24
Separated/divorced 10 22
Widowed 1 2

Depression diagnosis Major depressive disorder 13 28
Bipolar 2 1 2
Depressive disorder NOS 9 20
Dysthymia 21 36
Adjustment disorder with depressed mood 2 4

Axis I comorbidity Anxiety disorder 11 24
Eating disorder 1 2

Axis II diagnosis 24 52
Axis II trait/features 11 24
Pretreatment psychiatric severity (SD) Mean BSI-GSI (SD) 1.2 (SD � .56)

Mean GAF (SD) 59 (SD � 5.6)

Note. N � 46. NOS � not otherwise specified; BSI-GSI � Brief Symptom Inventory-Global Severity Index;
GAF � Global Assessment of Functioning.
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conflict (Luborsky & Crits-Christoph, 1997). Finally, when a
termination date is set, this becomes a frequent area of interven-
tion. Issues related to the termination are also often linked to key
interpersonal, affective, and thought patterns prominent in that
patient’s treatment.

Treatment was not of a fixed duration but was determined by the
clinician’s judgment, patient’s decision, progress toward goals,
and life changes. Treatment goals were first explored during the
assessment period, and a formal treatment plan was reviewed with
each patient early in the first few sessions of psychotherapy. This
treatment plan was then subsequently reviewed for changes, addi-
tions, or deletions. Reassessment of patient functioning on a stan-
dard battery of outcome measures, as well as process ratings, was
completed by the patients and the therapists immediately after
selected sessions before these review points. At the end of treat-
ment, all patients completed an exit evaluation. In addition, all
sessions in these treatments were videotaped, not just the coded
sessions of this study’s participants. Finally, all patients included
in the present analyses had attended a minimum of nine sessions
and had completed, at least, a ninth-session reassessment battery.
The mean number of sessions attended by these 46 patients was
31.5 (SD � 19.5), and the median was 26.

Therapists

Therapy was conducted by 25 advanced graduate students (13 men
and 12 women) in an APA-approved clinical psychology PhD pro-
gram. The ratio of clients per therapist in our sample was 2:1. Each
therapist saw between one and four patients (7 therapists saw 1
patient, 16 therapists saw 2 patients, 1 therapist saw 3 patients, and
1 therapist saw 4 patients). Each clinician was trained in the use of
STPP using the texts described earlier. Each therapist received
group and individual supervision for a minimum of 3.5 hr per week
(1.5 hr individually, 2 hr in a group treatment team meeting) on the
therapeutic model, conceptualization, process, interpretation, and
interventions from a PhD licensed psychologist with extensive
training in STPP. Supervision focused heavily on reviewing vid-
eotaped case material and technical interventions (for a more
detailed description of the training process, see Hilsenroth, Kiv-
lighan, & Slavin-Mulford, 2015).

Measures

BSI. The BSI (Derogatis, 1993) is a 53-item self-report inven-
tory that assesses symptom distress in a number of different
domains or problem areas using a 5-point Likert scale ranging
from 0 (not at all) to 4 (extremely). The psychometric properties,
reliability and validity of this measure, specific symptom subscale
scores as well as a summary score, and the Global Severity Index
are provided in the manual (Derogatis, 1993). Given the specific
aims of this investigation, we chose to use the DEP subscale. The
mean DEP score for a healthy population (n � 719 nonpatients)
was found to be 0.28 (SD � 0.46), and test–retest reliability for a
1-week period using an outpatient sample was 0.84 (Derogatis,
1993). The BSI was assessed at pretreatment and posttreatment; a
more thorough description of the assessment procedures (semi-
structured clinical interview and assessment measures) and process
used with this sample are provided in greater detail elsewhere
(Hilsenroth, 2007).

The DEP subscale was examined at the individual patient level for
reliable change. Before the calculation of clinical significance infor-
mation, to address concerns of pretreatment score regression to the
mean, each of the pretest scores used in this stage of data analysis was
adjusted according to standard psychometric procedures (Speer,
1992). In this formula, evaluation scores are “true score adjusted” to
attenuate any regression effects. Reliable Change Index (RCI; Jacob-
son & Truax, 1991) scores were then calculated for the DEP variable
(using the adjusted pretest scores). All calculations of clinical signif-
icance for the DEP subscale used the normative mean, standard
deviation, and test–retest reliability data reported above. Katz and
Hilsenroth (2018) previously conducted analyses on this sample
which are important to note. Paired-samples t tests (2-tailed, p � .05)
comparing pre- and posttreatment BSI-DEP scores indicated that
improvement in patient-reported depressive symptoms was significant
in this sample, t � �8.1, p � .01, Mpretreatment � 1.9 (SD � 0.79),
Mposttreatment � 0.83 (SD � 0.67), d � 1.47. In addition, more than
three quarters (80%; 37 patients) of the patients who completed
treatment had final BSI-DEP scores in the normal, functional distri-
bution. More than half of the patients (61%; 28) also made reliable
change on DEP symptoms (RCI � 1.96), and 54% (25) of patients
made clinically significant change on DEP symptoms (i.e., using both
criteria of final scores in functional distribution and RCI � 1.96). The
mean DEP-RCI for our group was 2.35 (with 1.96 indicating reliable
change). Moreover, none of the patients deteriorated (RCI � �1.96)
during psychotherapy on the BSI-DEP subscale. Finally, the distribu-
tion of BSI-DEP was examined in relation to Curran, West, and Finch
(1996) criteria for normality (i.e., skew � 2.0, kurtosis � 7.0) and it
was found that our sample’s DEP-Evaluation, DEP-Final, DEP raw
change, and DEP-RCI scores were all well within these limits (all
variables, skew � 1.61, kurtosis � 2.24).

Treatment fidelity: CPPS. The CPPS is a descriptive measure
of psychotherapy process designed to assess therapist activity and
psychotherapy techniques that are used and occur during the thera-
peutic hour. The scale is based upon the findings of two reviews of the
empirical comparative psychotherapy process literature (Blagys &
Hilsenroth, 2000, 2002), which identified significant differences be-
tween the techniques used in PI and CB treatments, and it is com-
prised of two subscales: the Psychodynamic-Interpersonal subscale
(PI; 10 items) and the Cognitive–Behavioral subscale (CB; 10 items).
Items are rated on a 7-point Likert scale ranging from 0 (not at all
characteristic), 2 (somewhat characteristic), 4 (characteristic),
through 6 (extremely characteristic). The items of the CPPS are based
on actual empirical differences between CB and PI treatments using
the same process scales with samples of psychotherapy from the two
approaches.

Videotapes of two early points in time within the first 3 months
of treatment (3rd and 9th sessions for each case) for each patient
were arranged in random order, and entire sessions were watched/
rated by two judges independently. We decided to use these time
points in therapy as they are standard process evaluation points in
our programmatic study of short-term dynamic therapy (e.g.,
Hilsenroth et al., 2015; Katz & Hilsenroth, 2018; Owen & Hilsen-
roth, 2014). Further, previous studies from our research program,
such as the ones cited here, demonstrated that techniques delivered
either in the third or in the ninth session of treatment were related
to changes in global symptomatology, object relations representa-
tions, and anxiety symptoms in dynamic therapy, thus providing
further rationale for our decision to look at these points in time. We
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also decided to focus on aggregated ratings (across the 3rd and 9th
session, instead of the 3rd and 9th sessions separately) in order to
provide greater psychometric stability for the variables under in-
vestigation and reduce the risk of Type I errors.

Immediately after viewing a videotaped session, the judges
independently completed the CPPS. In addition, each subscale (PI
and CB) was coded in random order. Regular reliability meetings
were held during the coding process to prevent rater drift (for a
more detailed description of this rater training process, see Stein,
Pesale, Slavin, & Hilsenroth, 2010). The reliability and clinical
validity of the CPPS have been well established across several
different contexts and samples (Hilsenroth, 2007). The CPPS data
we used in the current study are derived from these recent reports,
followed procedures detailed there, and are rated by trained exter-
nal raters who have demonstrated the ability to rate these individ-
ual techniques in the good (ICC, 0.60–0.74; Shrout & Fleiss,
1979) to excellent range (�0.75; Shrout & Fleiss, 1979). In addi-
tion, all Spearman-Brown’s corrected mean ICCs for the individ-
ual CPPS-PI and CPPS-CB techniques were in the excellent range
(and thus may be examined individually), as were the ICCs for the
CPPS-PI and CPPS-CB scale scores. CPPS data used in the
correlational analyses in the present study were based on mean
CPPS scores averaged across judges. Finally, for a subset of 20
sessions, the ICC was in the excellent range for both the CPPS-PI
and CPPS-CB scale scores (CPPS-PI � .86; CPPS-CB � .78). For
the current sample, the mean CPPS-PI score for the rated sessions
(3rd and 9th) was 3.50 (SD � 0.69), and the mean CPPS-CB score
was 1.22 (SD � 0.43), representing a significant level of adherence
to a psychodynamic treatment model, t(45) � �18.60, p � .0001,
Cohen’s d � 3.85.

Results

We first undertook a preliminary analysis examining a simple
bivariate correlation between number of sessions and DEP-RCI.
The analysis indicated that length of treatment and DEP-RCI were
not significantly related to one another (p � .461) and the direction
of the relationship was also negative (r � �0.11) with a negligible
effect. Further, measures of central tendency indicated that number
of sessions in our sample were consistently found to be in the
20–40-session range (M � 31, median � 26, mode � 21). Thus,
given this lack of significant relationship, the exploratory nature of
our study, and relatively small sample size, we chose not to add
treatment length into our model as it would represent an unneces-
sary reduction in power.

We then proceeded to conduct an MLM analysis (Raudenbush,
Bryk, Cheong, & Congdon, 2005) to examine the interaction
between PI and CB in predicting outcome, as well as to examine
the relationship between PI technique and outcome while taking
therapist effects into account. This method of data analysis attends
to the hierarchical arrangement of psychotherapy data by account-
ing for the interdependence of patient outcome (Adelson & Owen,
2012; Owen et al., 2015; Raudenbush & Bryk, 2002). Using this
type of analysis was essential in order to account for the innate
variability in effectiveness of treatment delivery. All statistical
analyses were conducted using Hierarchical Linear Modeling Ver-
sion 7 (Raudenbush et al., 2005). Therapist effects (ICC) were
calculated for use of PI techniques, use of CB techniques, and for
reliable change in depressive symptoms. ICCs for all three vari-

ables were calculated by dividing the Level 2 variance by the total
variance (Level 1 plus Level 2 variance). The ICC values that were
calculated indicate the proportion of the total variance in average
use of psychodynamic (PI) and CB techniques early in treatment as
well as improvement in depressive symptoms that can be attributed
to therapists (Goldman et al., 2018; Owen & Hilsenroth, 2011).
The following ICC values were observed: PI � 0.47; CB �
0.0005; DEP-RCI � 0.005. We then proceeded to answer the
following question: “Are different types of therapist techniques
(PI, CB) delivered early in treatment or the integration of these
techniques (PI � CB) related to improvement in patient-reported
depressive symptoms?” To test this question, we conducted a
one-level random intercept MLM (e.g., clients nested within ther-
apists). The Level 1 equation was as follows:

BSI-Depression RCI � �0ij � �1ij (PI) � �2ij (CB)

� �3ij (PI � CB) � e

where �0ij is the intercept for client i treated by therapist j, �1ij is
the estimate for the association between PI and BSI-DEP RCI for
client i treated by therapist j, �2ij is the estimate for the association
between CB and BSI-DEP RCI for client i treated by therapist j,
�3ij is the estimate for the association between the interaction of
PI and CB and BSI-DEP RCI for client i treated by therapist j, and
e is the Level 1 error. Note: PI and CB mean scores were trans-
formed to z scores prior to the creation of the interaction effect.
Because the therapist effects for CB and for DEP-RCI were very
small (0.0005 and 0.005, respectively), accounting for therapist
effects in these two variables in the current sample provides little
new information. Therefore, we decided to focus our therapist
effects analysis strictly on the relationship between PI and out-
come. PI technique entered demonstrated a significant relationship
with reliable change in patient-reported depressive symptoms
within the Level 1 MLM model (p � .007). In other words,
consistent with our second hypothesis, overall use of psychody-
namic techniques within a psychodynamic model of treatment for
depression (i.e., adherence) was related to reliable changes in
depression symptoms, even while controlling for therapist effects
(Table 2).

Within the same multilevel model accounting for therapist ef-
fects, we examined the interaction between use of PI technique and
CB technique with reliable change in patient-reported depressive
symptoms, and a significant moderation was found (b � 0.28,
SE � 0.12, t � 2.34, p � .03; see Table 2). PI and CB interacted
in our sample in predicting reliable change in depressive symp-
toms while controlling for therapist effects. Figure 1 shows the
direction of this interaction, indicating that in our sample greater
use of CB technique within a dynamic treatment of depression was
associated with a stronger relationship between psychodynamic
technique and outcome. As the lighter-shaded line in Figure 1
shows, the patients in our sample whose therapists employed less
CB techniques—made reliable change in patient-reported depres-
sive symptoms (DEP-RCI � 1.96), mirroring the findings pre-
sented in Table 2 that the unique contribution of PI technique was
sufficient as a mechanism of change in depressive symptoms. Our
findings also indicate that flexible use of CB technique was ben-
eficial, albeit not essential, to positive outcome in this dynamic
treatment sample.
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Examining the Direction of the Interaction Effect

In order to examine the nature of the interaction found between CB
and PI in predicting outcome, two types of post hoc moderation
analyses were conducted: simple slopes analysis and the Johnson-
Neyman procedure. The simple slope analysis provided regression
equations for PI technique use and outcome on low (1 SD below the
mean), average, and high (1 SD above the mean) levels of CB
technique use. The simple slope analysis indicated that when CB
technique use was low (CPPS-CB � 0.79), there was a nonsignificant
positive relationship between PI technique and outcome with a small
effect size (b � 0.34, t � 0.97, p � .34); when CB technique use was
average (CPPS-CB � 1.22), there was a significant positive relation-

ship between PI technique and outcome with a medium effect size
(b � 0.74, t � 2.48, p � .02); when CB technique use was high
(CPPS-CB � 1.66), there was a significant positive relationship
between PI technique and outcome with a medium effect size (b �
1.14, t � 2.75, p � .009). The Johnson-Neyman procedure is often
used to further expand on the findings of the simple slope analysis, as
it looks at the relationship between the predictor (PI) and outcome
(DEP-RCI) on many different levels of the moderator (CB). This way,
we were able to see for which specific range of values of CB
technique use there was a significant relationship between PI tech-
nique and outcome. The results of the Johnson-Neyman procedure
indicated that the relationship between PI technique and outcome was
significant (p � 0.05) in our sample only for therapists whose average
use of CB technique early in treatment was 1.05 or above on the
CPPS-CB scale (a scale of 0 to 6). Between the ranges of 1.05 and 1.5
average CPPS-CB technique use, the relationship between PI tech-
nique and outcome was positive and significant, and it grows stronger
with increased CB technique use. However, for therapists who used
CB techniques at levels higher than 1.5 as measured by the CPPS-CB
scale, the relationship between PI technique and outcome was still
positive and significant, but it becomes weaker with increased CB
technique use. We further examined the direction of the interaction
within an MLM simples slope analysis, which accounts for variability
in therapists. A multilevel model simple slope analysis comparing the
relationship between PI technique and outcome for the high CB
(�1 SD) versus the low CB (�1 SD) therapist-patient dyads indicated
a pattern similar to the one reported for the simple slope analysis
outside of MLM: when CB technique use was not present or very low
(CPPS-CB � 0.79), there was a nonsignificant positive relationship
between PI technique and outcome with a small effect size (b � 0.25,
t � 1.03 p � .32); when there was a little or some CB technique use
(CPPS-CB � 1.66), there was a significant positive relationship
between PI technique and outcome with a large effect size (b � 0.81,
t � 4.66, p � .001). In order to replicate these findings using the
whole sample (instead of only comparing those with �1 SD or �1 SD
CB use), we split our entire sample based on the median use of CB
technique and conducted two separate MLM analyses of the relation-
ship between PI technique and outcome for each group. Our findings
indicated that even when therapist effects were taken into account

Table 2
Summary of Multilevel Model Predicting Reliable Change in Patient-Reported Depressive
Symptoms (BSI-DEP Scale)

Fixed effect Coefficient Standard error (b) t ratio Approx. df p

Final estimation of fixed effects with robust
standard errors

Intercept 2.37 .23 10.38 24 <.001
CPPS-PI .53 .17 3.07 18 .007
CPPS-CB �.06 .19 �.31 18 .760
CPPS-PI � CPPS-CB .28 .12 2.34 18 .031

Random effect SD Variance component

Final estimation of variance components
Intercept (u0) .06 .003
r (Level 1) 1.65 2.73

Note. N � 46. Bold p values are those with p � .10. BSI-DEP � Brief Symptom Inventory Depression
subscale; CPPS-PI � Comparative Psychotherapy Process Scale Psychodynamic-Interpersonal subscale; CPPS-
CB � Comparative Psychotherapy Process Scale Cognitive–Behavioral subscale.
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Figure 1. Relation between psychodynamic technique delivered early
in dynamic treatment Comparative Psychotherapy Process Scale
psychodynamic-interpersonal (CPPS-PI) Z scores and improvement in
depressive symptoms (Reliable Change Index Depression subscale
[DEP-RCI]) as a function of use of cognitive techniques.
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within the multilevel model, the relationship between PI technique
and outcome was approaching significance (p � .088) for the half of
our sample above the median (CPPS-CB � 1.2) with a large effect
size (b � 0.66, t � 3.15) whereas it was nonsignificant for the half of
the sample (p � .33) below the median with a medium effect size
(b � 0.33, t � 1.28).

Exploratory Analysis

Given the interaction found between CB and PI technique in
predicting outcome, we became curious to see which specific CB
interventions were occurring most often in our dynamic treatment
for depression. Table 3 summarizes the findings of this exploratory
analysis, showing the frequency, mean use, standard deviations,
and distributions of CB items’ average ratings early in treatment
(mean of 3rd and 9th sessions). As Table 3 shows, it appears that
the CB items that were occurring most often in our sample early in
treatment were Items 3, 11, 12, and 15. These items are, respec-
tively, actively initiating the topics of discussion and therapeutic
activities; explaining the rationale behind the technique or ap-
proach to treatment; focusing the discussion on the patient’s future
life situations; and providing the patients with information and
facts about their current symptoms, disorder, or treatment.

Discussion

This study was one of the very few to examine mechanisms of
change within psychodynamic psychotherapy for depression, and
the first to examine this relationship evaluating adherence flexi-
bility or therapist effects. As reported in a previous article based on
this same sample (Katz & Hilsenroth, 2018), these depressed
patients showed substantial (d � 1.47) improvement between pre-
and posttreatment measurement, with most patients (80%) report-
ing normative levels of depressive symptoms posttreatment and
over half demonstrating clinically significant change. This im-
provement was also found to be directly related to psychodynamic
interventions delivered early in treatment. In the current investi-
gation of the sample, expanding on our previous study, we used a
multilevel analysis and we found a significant interaction between
use of CB and PI techniques early in treatment in predicting
treatment outcomes. In other words, in our sample of psychody-
namic therapy where the therapists generally adhered to a psy-

chodynamic model, the ones who also flexibly integrated a small
amount of CB technique had a stronger relationship between
psychodynamic technique and outcome. Thus, our findings sug-
gest that while PI technique was sufficient as a mechanism of
change in depressive symptoms, the use of some CB techniques,
when utilized alongside general adherence to a psychodynamic
model of treatment, was beneficial to treatment outcome. In addi-
tion, by using MLM, we were able to show that the relationship
between dynamic technique and outcome remained significant
even after controlling for therapist effects.

This study was a retrospective examination of psychodynamic
therapy in naturalistic settings, and not of planned integrative
treatment. Thus, a plausible explanation to the elevated adherence-
outcome relationship for the dynamic therapists who employed
some CB techniques early in treatment (as opposed to none or
hardly any) were more flexible and/or appropriately responsive in
their work. This interpretation of the findings is consistent with
recent evidence showing that increased therapist flexibility in
treatment adherence (e.g., Owen & Hilsenroth, 2014), as well as
responsiveness (Stiles et al., 1998; Stiles & Horvath, 2017), are
both related to better outcome. Interestingly, another recent study
by Owen, Hilsenroth, and Rodolfa (2013) showed that clients who
perceived their therapists as more active in both PI and CB
techniques also had the most positive postsession outcomes. Thus,
our findings might also be explained by generally greater engage-
ment, activity, or flexibility by the therapist (i.e., using both PI and
CB techniques) being a contributing factor to better outcome.

The simple slope and Johnson-Neyman analyses of the interac-
tion found in this study provide further directions for conceptual-
izing the interaction found in this study. First, the simple slope
analysis indicates that in our sample even a small amount of CB
technique (i.e., 1–2 on a 0–6 scale) made the difference between
a significant and a nonsignificant contribution to the existing
relationship between dynamic technique and outcome. This sug-
gests that for psychodynamic therapists, adherence flexibility leads
to the patient being even more responsive when they deliver
techniques that do adhere to the treatment model. It is possible that
therapists who allow themselves to be flexible also do better when
they deliver techniques that adhere to their primary treatment
model than therapists who are less flexible in their delivery of the
treatment.

Table 3
Individual Cognitive Behavioral Techniques Frequency and Mean Use Early in Treatment (Average of Third and Ninth Sessions)

Therapist technique specific intervention

Rating
(on a 0–6 scale)

M SD0 �1 1–1.9 2–6

Item 2: Gives explicit advice or direct suggestions to the patient 6 9 23 8 1.08 .8
Item 3: Actively initiates the topics of discussion and therapeutic activities 0 0 9 37 2.21 .7
Item 6: Focuses discussion on the patient’s irrational or illogical belief systems 2 8 29 7 1.25 .67
Item 9: Suggests specific activities or tasks (e.g., homework) for the patient to attempt outside of session 21 11 11 3 .57 .68
Item 11: Explains the rationale behind his or her technique or approach to treatment 3 14 18 11 1.13 .77
Item 12: Focuses discussion on the patient’s future life situations 0 1 12 33 2.75 1.30
Item 15: Provides the patient with information and facts about his or her current symptoms, disorder, or treatment 3 8 16 19 1.61 1.09
Item 17: Explicitly suggests that the patient practice behavior(s) learned in therapy between Sessions 29 8 8 1 .31 .50
Item 18: Teaches the patient specific techniques for coping with symptoms 25 12 5 4 .42 .61
Item 20: Interacts with the patient in a teacherlike (didactic) manner 7 13 20 6 .92 .69

Note. N � 46.

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

100 KATZ ET AL.



Although the therapists in our sample did not conduct a priori,
planned, or specifically trained integrative therapy, our results
might alternatively be interpreted as providing support to a partic-
ular form of integrative therapy called assimilative psychodynamic
psychotherapy (Gold & Stricker, 2001, 2006;Stricker & Gold,
1996) which stipulates that some amount of integration of non-
psychodynamic techniques within a larger dynamic treatment can
help to improve outcome. Both the patients who were seen by
therapists who used no CB techniques early in treatment and the
ones who were seen by therapists who did use some limited
amount of CB techniques demonstrated reliable change in depres-
sive symptoms. Thus, while incorporating alternative techniques in
dynamic therapy is not essential to the success of the dynamic
therapy, it can provide some benefit. Our exploratory analyses
suggest that the specific types of traditionally CB techniques that
occurred most often in our sample were: (a) the therapist being
active in initiating topics for discussion; (b) explaining the (psy-
chodynamic) rationale behind their work; (c) focusing on future
life situations; and (d) providing psychoeducation around symp-
toms, the disorder, or the psychodynamic treatment process. This
suggests that these specific techniques contributed the most to the
interaction in our sample. Future research should look at planned
integration of these specific CB interventions (or clusters) within
contemporary psychodynamic psychotherapy and expand on our
findings from an integrationist approach.

This study focused on a sample of largely successful cases of
treatment for depression, and the working alliance in our sample
was high (M � 6.2, SD � 0.60 on a 7-point scale). Thus, our
findings might also suggest that CB techniques may best accen-
tuate and enhance dynamic work when the alliance is high. It also
remains to be seen whether CB techniques were most effectively
introduced when the exploration of feelings, wishes, dreams, fan-
tasies, and relational patterns is already going well (PI technique
prior to CB technique). Conversely, it is possible that CB tech-
niques might facilitate a better exploration of dynamic processes
(CB technique prior to PI technique). Further, it is also possible
that PI and CB techniques were used synergistically rather than
concurrently, in a stepwise fashion, in our sample. Given our
findings regarding a clear use of distinctive PI techniques in the
sample (M � 3.50; SD � 0.69), as well as the significant, direct,
and unique contribution of PI technique with outcome, it seems as
though the CB techniques that were utilized by dynamic therapists
were likely contributing to the dynamic process, and not vice
versa. In order to contribute to our understanding of the nuances of
integration in dynamic therapy, future research should examine not
just whether flexible use of CB techniques is beneficial to outcome
in dynamic therapy, but also to tease apart the difference between
CB technique use that addresses obstacles in dynamic therapy and
CB technique use that is employed for the purpose of solidifying
gains from dynamic exploration. Another future direction is look-
ing at CB interventions within dynamic therapy, trying to identify
specific “adherence flexibility/responsiveness technique clusters”
and examining how they relate to outcome.

Some limitations of the current study should be taken into
consideration. Since it was conducted in a university-based outpa-
tient clinic, a mild to moderate range of pathology was most
prevalent, limiting the generalizability of our findings to more
severe populations and inpatient settings. The therapy was con-
ducted by graduate trainees, which necessitates replication studies

among more experienced therapists. Finally, the lack of experi-
mental design means that we cannot rule out the potential influ-
ence of common factors on our observed changes in depressive
symptomatology pre- and posttreatment. Another limitation of the
current investigation is our relatively small sample size (N � 46),
considering the multilevel method of analysis used in this study
usually requires a larger sample size. According to Maas and Hox
(2005), small sample sizes (50 or less) may lead to biased esti-
mates. However, due to the exploratory nature of this study, and
the underutilization of MLM in psychotherapy research, we be-
lieve increasing the use of this method of analysis is of great
importance. In regard to the inclusion of seven patients in our
sample who entered therapy using medication, some might ques-
tion the impact on our findings. We decided to include these
patients in the sample because their medication regimen was
stabilized when they entered treatment (at least 3 months’ use) and
remained stabilized throughout the treatment (i.e., consistent at
each assessment point). Further, these stabilized patients were
looking for additional treatment beyond their medication to meet
their personal goals, and so contribute to the ecological validity of
the sample.

These limitations withstanding, this was one of the first studies
to support mechanisms of change and adherence flexibility within
psychodynamic psychotherapy for depression. In addition, our
findings suggest that successful psychodynamic therapists who
flexibly use even a small amount of CB techniques in a largely
dynamic treatment may improve their outcomes. Our findings also
demonstrated a significant and direct relationship between adher-
ence and outcome within dynamic treatment of depression that
provide clinical focus to both applied practice and future research.
The combination of our findings with regard to global use of
dynamic techniques while controlling for therapist effects, as well
as with regard to therapist flexibility in incorporating some amount
of CB techniques, suggest that dynamic clinicians benefit when
they allow themselves to be flexible in a specific session or
interaction with a patient. In closing, we strongly encourage future
research to examine more specific relationships between technique
integration, therapist flexibility, and treatment outcome.
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