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Editor’s Note: This paper demonstrates that therapeutic process variables contribute to outcome more significantly than the type of treatment per se. The authors also show that a psychodynamic framework defines and informs clinical work with these formative therapeutic processes, further documenting the importance of the  therapeutic relationship and patient personality factors. The authors present the development by Blatt and his collaborators of the conceptions of two distinctive major character configurations, the anaclitic, or relational, based centrally on the wish and need for relatedness with others, and the introjective, or self-definitional, based centrally on the wish and need for a differentiated and integrated identity and self-agency. They describe—and support with empirical demonstration—the differences in life experience, in drive focus, and in defensive organization, of these predominant character styles, and then in the distinctive configurations of psychopathology that characteristically can eventuate within each, as well as finally, in their differential amenability to more supportive (ego-strengthening) or more expressive (insight-aiming) therapeutic approaches.


Alongside their conceptual development, the authors present the development and deployment of their instruments, centrally the Object Relations Inventory (ORI), to operationalize and to empirically test their premises in both non-clinical (psychologically healthy) and clinical (mentally and emotionally ill) populations. In this they demonstrate in detail how their measure (one of those indicated in the review by Wallerstein in the immediately preceding chapter) can be used to test efficacy, effectiveness, and mutative factors in psychoanalytically-based psychotherapies.

Abstract

Analyses of data from several studies of the therapeutic process in intensive psychodynamic treatment of outpatients and of seriously disturbed, treatment-resistant inpatients, as well as from brief outpatient treatment of patients with major depression, led to several conclusions that are consistent with psychodynamic formulations. First, evaluation of therapeutic progress must go beyond assessment of symptom reduction as the primary outcome measure and include assessments of decreased vulnerability to stress and the development of enhanced adaptive capacities as well as more mature and adaptive representations (i.e., cognitive-affective schemas) of self and of others. These changes in personality organization and structure are essential if symptomatic improvement is to be sustained without extensive relapse. Second, therapeutic outcome is primarily determined not by the type of treatment provided, as guided by treatment manuals (e.g., cognitive behavioral therapy [CBT] and interpersonal therapy [IPT]), but by the therapist’s ability to appreciate the nature of the patient’s disturbances and personality organization, an understanding that is essential for establishing a therapeutic relationship that enables the patient to feel trust and confidence in the therapist and to participate actively in the treatment process. These findings indicate that psychodynamic formulations provide a basis for understanding important differences in patients’ personality organization and their psychological disturbance, and that this understanding is central to treatment efficacy and effectiveness. 
Introduction
Responsibility to our patients and to our disciplines demands that we systematically evaluate our interventions in mental health services. Considerable effort has recently been devoted to developing guidelines for the identification of evidence-based treatments (EBTs) in mental health. Most of these attempts have been based on two fundamental assumptions: that the type of treatment is the primary factor determining therapeutic outcome, and the therapeutic outcome is most effectively assessed by a reduction of manifest symptoms. Metanalyses of a wide range of studies (e.g., Lambert & Barley, 2002), extensive literature reviews (e.g., Westen, Novotny, & Thompson-Brenner, 2004), and analyses of data from probably the most comprehensive data set ever established in psychotherapy research  (Blatt & Zuroff, 2005), the Treatment for Depression Collaborative Research Program (TDCRP), sponsored and implemented by the National Institute of Mental Health (NIMH; Elkin, Parloff, Hadley, & Autry, 1985), however, indicate a number of limitations of these assumptions in the attempts to identify empirically supported treatments. In particular, our findings (Blatt & Zuroff, 2005; Zuroff & Blatt, in press) indicate that the quality of the therapeutic relationship, established very early in the treatment process, and not the type of treatment provided, is critical to treatment outcome. These limitations suggest that a necessary first step in identifying effective treatments is a fuller understanding of the processes that facilitate therapeutic change (Blatt, Shahar & Zuroff, 2002). 

Much treatment research has compared various forms of treatment with either waiting list controls or treatment as usual (TAU), as defined by contemporary clinical practice in the community. Both of these designs, however, frequently involve weak control groups. Comparison with waiting list controls indicates only that doing something is better than doing nothing, but this design provides little information about the nature of the treatment process and the mechanisms of therapeutic change (Blatt et al., 2002). Also, TAU is usually a weak control because most studies using a TAU control group provide relatively little information about the treatment offered by individual clinicians in the community. Additionally, several important collateral differences, beyond the type of the treatment provided, often exist within a research context by members of a research team and the treatment provided by a clinician in solo practice in the community. Participation in a research team usually involves a degree of commitment and enthusiasm, a social support structure, and an organization that facilitates communication among the participating clinicians. A similar context is usually lacking for the community clinician in solo practice. These differences in treatment context could contribute to important differences in therapeutic outcome (Blatt & Zuroff, 2005).

Given these limitations of waiting lists and of TAU as control conditions in psychotherapy research, a more effective and possibly more powerful research design is the comparison of active treatments, but findings from comparative treatment trials are usually equivocal about the superiority of particular forms of treatment. Extensive metanalyses of comparative treatment trials usually indicate relatively few differences in therapeutic efficacy and effectiveness among various forms of active treatment (e.g., American Psychiatric Association, 1982; Frank, 1979, 1982; Luborsky, 1962; Shapiro & Shapiro, 1982; Smith, Glass, & Miller, 1980). This lack of significant differences among active treatments is so frequent that it has been labeled, from Alice in Wonderland, the Dodo bird effect (Frank 1973; Luborsky, Diguer, McLellan, & Woody, 1995; Luborsky, Rosenthal, Diguer, Andrusyna, Berman, Levitt, Seligman, & Krause,  2002; Luborsky, Singer, Luborsky, 1975) in which the declaration is made that “everyone has won and all must have prizes.” 

This functional equivalence suggests that either our research methods are insensitive to differences among various forms of treatment (e.g., Kazdin, 1986; VandenBos & Pino, 1980; Wortman, 1983) or that these various forms of treatment share common processes (e.g., Frank, 1979; Strupp & Binder, 1984) that make them functionally equivalent (Lambert, Shapiro, & Bergin, 1986; Stiles, Shapiro, & Elliot, 1986). These shared processes, including the therapeutic alliance, are often referred to as nonspecific effects. Additionally, the recent identification of the impact of allegiance effects in influencing therapeutic outcome (Luborsky, Diguer, Seligman, Rosenthal et al., 1999), again possibly through the effects of enthusiasm and commitment, raises further complications about many of the findings from the comparison of active treatments. Thus, although a few types of treatment have been identified as effective in reducing some specific symptoms, most studies report a functional equivalence among various forms of treatment. 

A possible factor underlying the dodo bird effect is the use of manifest symptoms as the primary criterion of therapeutic outcome, mainly because some symptom reduction can be realized not only through psychotherapy but also through support from family and friends (e.g., Brown & Harris, 1978; Cohen & Willis, 1985) or through activities like writing about stressful experiences (e.g., Pennebaker, 1997). Symptom-focused approaches to psychotherapy usually reveal few, if any, differences in treatment outcome among many psychotherapeutic approaches (Blatt & Zuroff, 2005). In addition, symptom reduction without a reduction in vulnerability can result in relapse.

The limitations of symptom reduction as the primary measure of therapeutic change have recently been demonstrated in further analyses of data collected as part of the NIMH-sponsored TDCRP (Blatt & Zuroff, 2005). Although medication resulted in a more rapid decline in symptoms than psychotherapy (Gibbons, Hedeker, Elkin, Waternaux et al., 1993), analyses of data from this comprehensive research program found no differences in the degree of symptom reduction among the three active treatments evaluated in this extensive and comprehensive study (cognitive-behavioral therapy [CBT], interpersonal therapy [IPT] and Imipramine with clinical management [IMI-CM]) at termination, after 16 weeks of treatment (e.g., Elkin, 1994), and at a follow-up assessment 18 months after termination (Blatt, Zuroff, Bondi & Sanislow, 2000). Further analyses of the TDCRP data (e.g., Blatt et al., 2000; Zuroff,  Blatt, Krupnick & Sotsky, 2003), however, revealed significant treatment differences in patients’ ratings of the impact of the treatment on their life adjustment at three follow-up assessments conducted 6, 12, and 18 months after termination. Specifically, patients in both CBT and IPT reported significantly greater increase in their capacity to establish and maintain interpersonal relationships and to recognize, understand, and cope with their symptoms of depression than did patients receiving medication (IMI-CM). Additional analyses (Zuroff et al., 2003) highlight the importance of this impact of treatment on patients’ reports of their adaptive capacities. Patients who reported that treatment contributed substantially to their adaptive capacities at the 6-month follow-up assessment had significantly fewer depressive symptoms in response to stressful life events during the remaining 12 months of the follow-up period. Thus, reports by the patients early in the follow-up period, of an enhanced adaptive capacity (EAC), predicted a significantly reduced vulnerability to stressful life events later in the follow-up period. In addition to indicating the long-term advantage of psychotherapy over medication, these findings suggest that treatment effects are more likely to be found in measures that assess change in adaptive capacities, or a reduction in vulnerability, than in symptom reduction. Thus, evaluations of therapeutic gain, in addition to symptom reduction, should include assessments of the reduction of the vulnerability to depression and the development of resilience as expressed in increased adaptive capacities and in the ability to manage stressful life events (Blatt & Zuroff, 2005).
Extensive further analyses of data from the TDCRP (see summary in Blatt & Zuroff, 2005; Zuroff & Blatt, in press) also indicate that primary among the determinants of therapeutic outcome in the brief outpatient treatment for serious depression are the quality of the therapeutic relationship that patient and therapist establish very early in the treatment process (by the second treatment session) and the pretreatment personality characteristics of the patients, especially their level of pretreatment perfectionism. Specifically, a good therapeutic alliance and a low level of pretreatment perfectionism both independently predicted significantly greater reductions of symptoms and of vulnerability to depression, as well as a significantly greater increase in adaptive capacities and stress resilience. These findings, consistent with the recent emphasis on the importance of the therapeutic relationship in the treatment process (e.g., Norcross, 2002; Wampold, 2001), suggest that efforts to identify empirically based treatments (EBTs) require a much more complex view of the treatment process than just evaluating the effects of particular treatments in reducing focal symptoms. Rather, these findings indicate that it is important to include dimensions of the treatment process, especially the quality of the therapeutic relationship and patients’ pretreatment characteristics, and to consider their impact on the therapeutic process across a range of outcome measures beyond symptom reduction. Psychotherapy research must go beyond the simple comparisons of the efficacy and effectiveness of particular forms of treatment in the reduction of focal symptoms. Rather, treatment research needs to address more complex questions like what kinds of treatments are effective, for what kinds of patients, in what kinds of ways, and through what kinds of mechanisms (Blatt et al., 2002; Blatt & Shahar, 2004; Zuroff, Blatt, Krupnick, & Sotsky, 2003; Paul, 1969). 
This paper addresses three issues that must be considered in any attempt to identify empirically-based treatments, especially long-term, intensive, psychodynamically oriented treatment: 
1. The role of patient pretreatment characteristics in determining therapeutic outcome, 
2. The development of appropriate measures of therapeutic change beyond symptom reduction, particularly the development of reliable methods for systematically assessing change in aspects of personality organization, and 
3. A consideration of the possible mechanisms of therapeutic change. 
The sections to follow are devoted to these fundamental issues: 
· The importance of pretreatment personality characteristics and the quality of the therapeutic relationship, as experienced by the patient, in determining differential responses to treatment, 
· The importance of assessing aspects of personality organization (psychic structure) in evaluating both long-term, intensive psychodynamic as well as brief, manual-directed treatments, and 
· The identification of mutative factors in the treatment process. 
Patient Pretreatment Characteristics and Therapeutic Outcome
Lee Cronbach (e.g., 1953), the distinguished research methodologist, noted the importance of evaluating patient-treatment and patient-outcome interactions in psychotherapy research because different types of patients may be responsive to different aspects of the treatment process and may respond to treatment in different, but in equally desirable, ways. Cronbach and others since (e.g., Beutler, 1991) have argued that differences in therapeutic outcome may be a function of the congruence of patient characteristics with aspects of the treatment process. Different types of patients may respond more effectively to different types of treatment or respond to the same type of treatment in divergent, but in equally desirable, ways (Blatt & Felsen, 1993). Kiesler (1966, p. 110) noted that among the most salient obstacles to the development of methodologically sophisticated psychotherapy research are assumptions of “patient and therapist uniformity” – that “patients at the start of treatment are more alike than they are different.” Kiesler (1966, p. 113) therefore stressed the need to abandon these uniformity myths in favor of “designs that can incorporate relevant patient variables and crucial therapist dimensions so that one can assess which therapist behaviors are more effective with which type of patients.”  The inclusion of patient-treatment and patient-outcome interactions in psychotherapy research, however, requires a conceptual model that identifies meaningful personality variables that could mediate the relationships among patient characteristics, type of treatment, and type of therapeutic outcome (Beutler, 1991), a theoretical framework that links patients’ characteristics with central aspects of the therapeutic process. Research not guided by theoretically derived considerations and supported by previous empirical investigations can lead researchers into a “hall of mirrors” (Cronbach, 1975) because of the complexity of the potential interactions. According to Beutler (1991, p. 222), “one can avoid entering (this) hall of mirrors by exploring the interactions between theoretically meaningful . . . variables” that are relevant to the processes assumed to underlie psychological change (see also Smith & Sechrest, 1991; Snow, 1991). 
One model for introducing patient variables into psychotherapy research has been a psychodynamic theory of personality development and psychopathology developed by Blatt and colleagues (e.g., Blatt, 1974, 1991, 1995, in press; Blatt & Blass, 1990, 1996; Blatt & Shichman, 1983) that focuses on two fundamental developmental lines in personality development:  (1) a relational or anaclitic line that involves the development of the capacity to establish increasingly mature and mutually satisfying interpersonal relationships, and (2) a self-definitional or introjective line that involves the development of a consolidated, realistic, essentially positive, differentiated, and integrated identity. These two developmental lines normally evolve throughout life in a reciprocal or dialectic transaction. An increasingly differentiated, integrated, and mature sense of self is contingent on establishing satisfying interpersonal relationships, and, conversely, the continued development of increasingly mature and satisfying interpersonal relationships is contingent on the development of a more mature self-concept and identity. In normal personality development, these two developmental processes evolve in an interactive, reciprocally balanced, mutually facilitating fashion (Blatt, in press; Blatt & Blass, 1990, 1992, 1996; Blatt & Shichman, 1983).

The identification of the centrality of the two dimensions of relatedness and self-definition in personality development is consistent with formulations from a wide range of personality theories, both psychoanalytic and nonpsychoanalytic. Freud (1930), for example, differentiated between egotistic and altruistic urges, between erotic individuals who focus on emotional relationships and narcissistic individuals who are inclined to be self-sufficient, between object and ego libido, and between libidinal drives in the service of attachment and aggressive drives necessary for autonomy, mastery, and self-definition (Freud 1914, 1926). Loewald (1962, p. 490) noted that Freud’s explorations of “these various modes of separation and union . . . [identify a] polarity inherent in individual existence of individuation and ‘primary narcissistic union’ – a polarity that Freud attempted to conceptualize by various approaches and that he recognized and insisted upon from beginning to end by his dualistic conception of instincts, of human nature, and of life itself.” Shor and Sanville (1978) discussed psychological development as involving a fundamental oscillation between “necessary connectedness” and “inevitable separations” or between “intimacy and autonomy.” A wide range of nonpsychoanalytic personality theorists (e.g., Angyal, 1951; Bakan, 1966; L. S. Benjamin, 1974; McAdams, 1985; McClelland, 1986; Wiggins, 1991) has also discussed relatedness and self-definition as two primary dimensions of personality organization.

The delineation of relatedness and self-definition as two fun​damental psychological dimensions has enabled investigators from different theoretical orientations (e.g., Arieti & Bemporad, 1978, 1980; Beck, 1983; Blatt, 1974, 1998, 2004; Blatt, D’Afflitti, & Quinlan, 1976; Blatt, Quinlan, Chevron, McDonald & Zuroff, 1982; Bowlby, 1988a, 1988b) to identify two types of depression (Blatt & Maroudas, 1992)—an anaclitic depression centered on feelings of loneliness, abandonment, and neglect and an introjective depression focused on issues of self-worth and feelings of failure and guilt (see, e.g., Blatt, 1974, 1998; Blatt et al., 1976; Blatt et al., 1982). Extensive empirical investigation (see Blatt, 2004; Blatt & Zuroff, 1992; Luyten, 2002) indicates consistent differences in the life experiences (both current and early) of these two types of depressed individuals (Blatt & Homann, 1992), as well as major differences in their basic character styles and in the clinical expression of their depression (Blatt et al., 1982). 

The differentiation between individuals preoccupied with issues of relatedness and those with issues of self-definition has also enabled investi​gators to identify an empirically derived structure for integrating the diversity of personality disorders described in Axis II of DSM-IV (American Psychiatric Association, 1994). Systematic empirical investigation of outpatients (Morse, Robins, & Gittes-Fox, 2002; Ouimette et al., 1994) and of inpatients (Levy, Edell, Blatt, Becker, Quinlan, Kolligan, & McGlashan, 1995) found that the various personality disorders can be organized into two primary configurations—one organized around issues of related​ness and the other around issues of self-definition. Ouimette et al. and Morse et al. with outpatients and Levy et al. with inpatients found that dependent, histrionic, and borderline personality disorders (anaclitic patients) had significantly greater preoccupation with issues of relatedness than with issues of self-definition. Conversely, individuals with paranoid, schizoid, schizotypal, antisocial, narcissistic, avoidant, obsessive-compulsive, and self-defeating personality disorders (introjective patients) had significantly greater preoccupation with issues of self-definition than with issues of relatedness (Blatt & Levy, 1998). 

Various forms of psychopathology can be conceptualized as involving an overemphasis and exaggeration of one of these developmental lines and the defensive avoidance of the other. This distorted overemphasis defines two distinct configurations of psychopathology, each containing several types of disordered behavior that range from relatively severe to relatively mild forms of disturbance. Developmental and clinical considerations suggest that anaclitic psychopathologies are those disorders in which patients are preoccupied primarily with issues of relatedness and use mainly avoidant defenses (e.g., withdrawal, denial, repression) to cope with psychological conflict and stress. Anaclitic disorders involve a preoccupation with interpersonal relations and issues of trust, caring, intimacy, and sexuality; they range from more to less disturbed and include undifferentiated schizophrenia, borderline personality disorder, infantile (or dependent) character disorder, anaclitic depression, and hysterical disorders. In contrast, introjective psychopathology includes disorders in which the patients are concerned with establishing and maintaining a viable sense of self. Underlying issues range from a basic sense of separateness, through concerns about autonomy and control, to more complex internalized issues of guilt and self-worth. These patients use counteractive defenses (e.g., projection, rationalization, intellectualization, doing and undoing, reaction formation, overcompensation) to cope with conflict and stress. Introjective patients are more ideational and concerned with establishing, protecting, and maintaining a viable self-concept than they are with the quality of interpersonal relations and with achieving feelings of trust, warmth, and affection. Issues of anger and aggression, directed toward both self and others, are usually central to their difficulties. Introjective disorders, ranging from more to less severely disturbed, include paranoid schizophrenia; the over-ideational (or guilt-ridden) borderline, paranoid, and obsessive-compulsive personality disorders; introjective (guilt-ridden) depression; and phallic narcissism (Blatt, 1974, 1991, 1995; Blatt & Auerbach, 1988; Blatt & Shichman, 1983). 

The differentiation between these two broad configurations of psychopathology can be made reliably from clinical case records (see, e.g., Blatt, 1992; Blatt & Ford, 1994). In contrast to the atheoretical DSM diagnostic scheme, based primarily on differences in manifest symptoms, the anaclitic-introjective (or relational-self-definitional) dis​tinction derives from dynamic considerations, including differences in drive focus (libidinal vs. aggressive), types of defensive organi​zation (avoidant vs. counteractive), and predominant character style (e.g., emphasis on an object vs. a self-orientation and on affects vs. cognition). Thus, various forms of psychopathology are no longer con​sidered as discrete diseases but rather as interrelated distur​bances that are the consequence of disruptions of normal psychological development. Continuity is therefore maintained in these theoretical formula​tions among normal psychological development, variations in normal character or personality organization, and different forms of psycho​logical disturbance. Furthermore, continuity is maintained within clus​ters of various disorders so that pathways of potential regression and progression, as well as the processes of therapeutic change, can be understood more fully. Subsequent sections of this paper illustrate how this theoretically derived and empirically supported model of personality development and psychopathology can facilitate the introduction of patient variables into psychotherapy research. 
Measures of Therapeutic Change

All psychodynamic orientations to treatment agree that sustained symptom remission, although essential to any successful treatment outcome, is secondary to and dependent upon more basic changes in the personality structure. Yet much of current psychotherapy research focuses primarily on the reduction of symptoms, often only at the termination of treatment, as the primary measure of therapeutic progress, partly because manifest symptoms, in contrast to dimensions of personality organization, are easier to observe and measure, and partly because patients often seek treatment primarily to obtain relief from those symptoms. But this primary focus on symptom reduction reveals little about the nature of therapeutic change. The assessment of therapeutic change in long-term, intense psychodynamic treatment usually goes beyond evaluating the reduction of manifest symptoms and includes measures of change in personality organization. Thus, research guided by psychoanalytic conceptualizations has the potential to facilitate the examination of aspects of the processes of therapeutic change that are often ignored in symptom-focused approaches to treatment and to treatment research. The measurement of psychodynamic variables of change in personality organization is complex, however, because of the difficulty arriving at working definitions of many of these constructs and in developing reliable measures for evaluating them. One fruitful approach to this problem has involved the development of measures to assess dimensions of mental representation, specifically the developmental organization and thematic content of concepts of the self and of significant others.
Mental representation is a central theoretical construct in multiple areas within psychology (e.g., psychoanalytic object relations theory, attachment theory and research, developmental psychology, and social cognition). This emphasis on mental representation has recently had a major impact on personality assessment (Blatt, 1990, 1999; Leichtman, 1996a, 1996b). The recognition of the centrality of mental representation in personality organization, for example, has led to the development of new approaches for evaluating responses to the Rorschach, not only their content but also their structural organization. Rorschach protocols, if evaluated with scoring systems derived from fundamental psychoanalytic and developmental concepts, can provide a methodology for the independent evaluation of patients’ psychological development in the treatment process. Several relatively new methods have reliably eval​uated aspects of object representation in Rorschach protocols in cross-sectional studies of patients with different diagnoses (e.g., Blatt, Brenneis, Schimek, & Glick, 1976a, 1976b; Urist 1977) as well as in the study of therapeutic change in long-term, intensive psychodynamic treatment (Blatt, 1992; Blatt & Ford, 1994; Blatt & Shahar, 2004b).
 
Concept of the Object on the Rorschach (COR) Scale

Using concepts derived from developmental psychology (see, e.g., Werner 1948), Blatt, Brenneis, Schimek, and Glick (1976a, 1976b) developed a system for assessing the structural (cognitive) organization of the concept of the human figure on the Rorschach. The system evaluates re​sponses with humanoid features according to developmental principles of differentiation (i.e., types of human figures perceived: quasi-human part properties, human part properties, quasi-human full figures, and full human figures), articulation (i.e., number and type of perceptual and functional features attributed to figures), and integration, including the degree of internality in the motivation of action attributed to the figures (unmotivated, reactive, and intentional action), the degree of integration of the object and its action (fused, incongruent, non​specific, and congruent action), the content of the action (malevolent, benevolent), and the nature of any interaction (active-passive, active-reactive, and active-active interactions). In each of these six categories (differentiation, articulation, motivation of action, integration of the object and its action, content of the action, and nature of interaction), responses are scored along a developmental continuum. This develop​mental analysis of responses that have human or hu​manoid features is made separately for responses that are accurately perceived (F+) and inaccurately perceived (F-). Scores in each of the six categories are standardized, and a weighted sum (developmental index, DI) and an average devel​opmental score (developmental mean, DM) is obtained for F+ and for F-responses separately. The DI and the DM of the differentiation, articulation, and integration of accurately perceived (F+) human forms (OR+) assess the capacity for investing in appropriate interpersonal relationships; the DI and the DM of differentiated, articulated, and integrated inaccurately perceived (F-) human forms (OR-) assess the degree of investment in inappropriate, unrealistic, possibly autistic fantasies rather than in realistic relation​ships. These variables can be scored reliably (see, e.g., Blatt et al., 1988; Blatt & Ford, 1994; Ritzler, Zambianco, Harder & Kaskey,1980), and research indicates that the OR+ variables develop longitudinally with age from early adolescence to adulthood (Blatt et al., 1976b) and that the OR+ and OR- variables are significantly related to independent estimates of psycho​pathology (see, e.g., Blatt et al., 1976b; Blatt, Schimek, & Brenneis 1980; Lerner & St. Peter, 1984a, 1984b; Ritzler et al., 1980). Levy, Meehan, Auerbach and Blatt (2005) recently reviewed a wide-range of research with this assessment method. 
Mutuality of Autonomy (MOA) Scale
Another measure for assessing aspects of object representation on the Rorschach is the Mutuality of Autonomy (MOA) Scale; Urist, 1977; Urist & Shill, 1982). The MOA Scale assesses the thematic content of stated or implied interactions by rating all human, animal, and inanimate relationships in a Rorschach protocol along a 7-point continuum ranging from mutually empathic, benevolent relatedness (scale score = 1) to themes of malevolent engulf​ment and destruction (scale score = 7). Scale points 1 and 2, the most adaptive scores in the scale, refer respectively to themes of reciprocal acknowledgment and constructive parallel interactions. A score of 1, for example, is given to a response to Card II of “two people having a heated political argument.” An example of a score of 2 is “two animals climbing a mountain” on Card VIII. Scale points 3 and 4 indicate an emerging loss of autonomy in interaction in which the “other” exists solely either to be leaned on (a score of 3) or to mirror oneself (a score of 4). An example of a score of 3 is a response to Card I of “two men leaning on a manikin.” A score of 4 is given to the response “a tiger looking at its reflection in the water” to Card VIII. Scale points 5, 6, and 7 reflect an increasing malevolence and loss of control over one’s separateness. A score of 5 is given to responses characterized by themes of coercion, hurtful influence, or threat, such as “a witch casting a spell on someone” given to the top large detail of Card IX. A score of 6 indi​cates violent assault and destruction of one figure by another—for example, “a bat impaled on a tree” to Card I. Finally, a score of 7 rep​resents a larger than life destructiveness imposed usually by inanimate, calamitous force as depicted, for example, in the response to Card X, “a tornado hurtling its debris everywhere.” Judges can make these dis​tinctions at a high level of reliability. 

The average (mean) MOA score expresses the individual’s usual quality of interpersonal relatedness. Each subject’s single most pathological and single most adaptive MOA scores reflect his or her range or repertoire of interpersonal interaction. MOA scores have been shown to correlate significantly with measures of inter​personal and social functioning in clinical and nonclinical groups (see, e.g., Blatt et al., 1988; Harder, Greenwald, Wechsler, & Ritzler, 1984; Ryan, Avery, & Grolnick 1985; Spear & Sugarman, 1984; Tuber, 1983; Urist, 1977). Urist (1977) reported significant positive correlations of the MOA Scale with inde​pendent ratings by ward staff of interpersonal relationships, as well as with aspects of the content of autobiographical descriptions of interpersonal experiences in adult inpatients. Urist also found that the tendency for indi​viduals to give at least one response at the more integrated end of the MOA Scale correlated significantly with ratings of constructive inter​personal behavior on the ward, whereas the tendency to give at least one response at the more disrupted end of the scale correlated signifi​cantly with ratings of disrupted relationships in autobiographical nar​ratives. Using comprehensive case records that included developmental and family history reports, notes on clinical progress, and nursing staff notes, to assess the quality of interpersonal relationships of sixty ado​lescent patients, Urist and Shill (1982) found that ratings of these clini​cal case records correlated significantly with the mean MOA score. More disrupted MOA scores were consistently associated with reports of poorer interpersonal functioning on the clinical units and in the past history. Harder at al. (1984) found that the MOA Scale correlated significantly with ratings of the severity of psychopathology derived from both complex symptom checklists and independent diagnostic assessment according to DSM-III (American Psychiatric Association, 1980). The mean MOA score differentiated among schizophrenic, affective, and nonpsychotic conditions. More severe disorders were associated with a more disrupted mean MOA score. Spear and Sugarman (1984), using a modified version of the MOA Scale, found significant differences among infantile borderline patients, overideational borderline patients, and schizophrenic patients. In summary, MOA ratings correlate significantly with independent assess​ments of interpersonal behavior from clinical case records (Harder et al., 1984; Spear & Sugarman, 1984; Urist & Shill, 1982), ward staff ratings of social interactions (Urist, 1977), psychiatric symptoms in adults and children (Harder et al., 1984; Tuber, 1983; Tuber & Coates, 1989), and ratings of interpersonal behavior in a nonclinical context (Ryan et al., 1985). In addition, more disrupted interac​tions on the Rorschach (higher MOA scores) were significantly associated with more severe clinical symptoms and psychological test indicators of severe psycho​pathology, including measures of thought disorder (Blatt, Tuber, & Auerbach, 1990). The correlation between the MOA scores and the COR Scale indicate a moderate degree of convergence between the ratings of the content of interaction responses on the MOA Scale and the more structurally determined ratings with the COR (Blatt et al., 1990). The Mean MOA score (a reverse scale) correlated significantly with the investment in inaccurately perceived human forms (OR-). The more malevolent the average MOA thematic content attributed to interactions portrayed on the Rorschach, the greater the degree of elaboration of inaccurately perceived human responses (OR-). The mean MOA score, however, does not correlate significantly with the investment in accurately perceived human forms (OR+). 
Two studies of the long-term, intensive psychodynamically-oriented treatment of outpatients and of seriously disturbed inpatients used measures of the content and structural organization of mental representations, as assessed by the MOA and COR scales on the Rorschach, to evaluate therapeutic change in anaclitic and introjective patients. The distinction between anaclitic and introjective patients was made by experienced clinical judges from intake clinical case reports in these two studies of long-term, intensive, psychodynamic treatment (Blatt, 1992; Blatt & Ford, 1994; Blatt, Ford, Berman, Cook, & Meyer, 1988). Clinical judges reliably classified patients as either anaclitic or introjective on the basis of descriptions of the patients in clinical case reports prepared at admission to the treatment programs. The distinction between these two groups of patients (anaclitic and introjective) was made with a high degree of inter-rater reliability (94% and 80% agreement) by judges in these two different studies. The results of these two studies (Blatt, 1992; Blatt & Ford, 1994; Blatt, et al., 1988) indicate that anaclitic and introjective patients have different needs, respond differentially to different types of therapeutic interventions, and demonstrate different treatment outcomes. Analyses based on more conventional diagnostic differentiations (e.g., psychotic, severe borderline, and neurotic psychopathology) in these studies were less effective in understanding differences over the course of treatment. 

As regards the methodology for assessing object relations, the two conceptual schemes, the COR Scale and the MOA Scale, were scored reliably in both of these studies by two judges who previously had estab​lished acceptable levels of inter-rater reliability (Intraclass Correlation [ICC] > .70) in scoring the various dimensions of these two schemes. The judges scoring these two measures of interpersonal relatedness were uninformed to patient demographics, including age, sex, diagnosis, and the treatment group to which the patient was assigned. Judges were also uninformed about which two Rorschach protocols were from the same patient and about whether a particular Rorschach protocol was obtained before the start of treatment or later in treatment. Additionally, the COR and MOA scales were scored by different judges. 

The Riggs-Yale Project (R-YP)
Therapeutic change was studied in a sample of 90 seriously disturbed, treatment-resistant patients who, after a number of years of unsuccessful outpatient and brief inpatient treatments, sought assistance in long-term, intensive, psychoanalytically oriented, inpatient treatment in an open therapeutic facility that, in addition to an extensive therapeutic community, involved at least four-times weekly psychodynamic psychotherapy (Blatt & Ford, 1994; Blatt et al., 1988). Extensive clinical case reports were prepared at intake and, on average, after 15 months of treatment, about a year prior to termination of treatment. Thus the second evaluation was independent of any considerations about termination and discharge from the inpatient treatment program. At the same two times, at intake and again on average 15 months later, patients were administered a series of psychological assessment procedures, including the Rorschach, Thematic Apperception Test (TAT), and a form of the Wechsler intelligence test. One research team reliably rated aspects of the patients as they were described in the clinical case reports, and a second research team independently rated various aspects of the psychological assessment procedures. 

Systematic differences were found between anaclitic and introjective patients on independent measures of psychological change after, on average, 15 months of intensive, psychodynamically oriented, inpatient treatment. Introjective patients appeared to change more readily and to express their change primarily in a reduction in the intensity of clinical symptoms, as reliably rated from case reports, and in changes in cognitive functioning (measures of intelligence), as reliably assessed on psychological tests administered at the beginning and toward the end of treatment. Therapeutic change seemed to occur more slowly and in more subtle form in anaclitic patients, primarily in changes in the quality of interpersonal relationships, as reliably rated from case reports, and in representations of the human figure on the Rorschach. Thus, anaclitic and introjective patients changed primarily in ways congruent with their basic concerns and preoccupations. 

 Therapeutic change in the representation of interpersonal relationships on the Rorschach, as measured by the COR Scale, was expressed primarily in the reduction of maladaptive, inappropriate representations, and this significant reduction occurred primarily in anaclitic, but not in introjective, patients. Reduction in maladaptive representations on the Rorschach, as measured by the COR Scale (OR-), was significantly correlated with increases in ratings of the quality of interpersonal behavior in the narrative reports in the independently established clinical case records only for anaclitic patients. It is noteworthy that no significant changes in representations of these seriously disturbed inpatients were observed in measures of adaptive representations (OR+).

In addition to these improvements in the structure of maladaptive representations in the COR, some reduction (p <.10) in the representation of malevolence in interpersonal interactions on the Rorschach, as measured by the MOA Scale, occurred in introjective patients. This reduction in the representation of malevolence in interpersonal relations, as measured by the MOA Scale, was significantly correlated with increases in the quality of interpersonal relationships in the narrative reports in the clinical case records. 

Both anaclitic and introjective patients had significant reductions in thought disorder on the Rorschach, but this reduction occurred on different types of thought disorder. Anaclitic patients had a reduction in thought disorder that expressed disruptions of “self-other boundaries” (contamination responses) in which two independent percepts or concepts merge or fuse into a highly idiosyncratic response. In contamination responses, “objects or concepts cannot maintain their separateness or independence and become fused in a single distorted unit….The basic issue is the instability of boundaries between objects and ideas…(expressing) a tendency not to differentiate oneself from others and to blur and confuse conventional boundaries” (Blatt & Ford, 1994, p.245). Introjective patients, in contrast, had a reduction in thought disorder that expressed disturbances in the “inner-outer boundary” (confabulation responses) in which “extensive and arbitrary ideational or affective elaboration” seriously distort a sometimes accurately perceived response. These associative elaborations “overwhelm the perception with often grandiose and highly unrealistic personal elaborations and associations” (Blatt & Ford, 1994, p. 246). Distance is lost between perceptions and reactions and associations to the perception; reality is distorted by intense, exaggerated associations. Thus the reduction in thought disorder in anaclitic patients occurred in responses that express tendencies to merge and fuse with others. Introjective patients, in contrast, had a reduction in thought disorder primarily on responses that express distorted ideational elaborations. Also consistent with the fundamental distinctions between anaclitic and introjective psychopathology, reduction in overall thought disorder on the Rorschach in anaclitic patients correlated significantly with improvement in the ratings of affect regulation (labile and flattened affect) in the clinical case records, while reduction in thought disorder in introjective patients correlated significantly with reductions in clinical symptoms (psychotic and neurotic) in the clinical case records. 

In summary, therapeutic progress in the seriously disturbed, treatment-resistant inpatients in the long-term, intensive, psychodynamically oriented, patient treatment at the Austen Riggs Center was reflected in changes in the representation of interpersonal relations on the Rorschach, but the nature of these changes was contingent on the patient’s type of psychopathology. Therapeutic progress, as reflected primarily by reduced investment in maladaptive representations on the COR Scale, occurred primarily in anaclitic patients. In introjective patients, therapeutic progress was reflected primarily in a reduction in the degree of malevolence attributed to human figures on the Rorschach, as measured by the MOA Scale. The COR Scale evaluates primarily structural (cognitive) organizational qualities of representations of human figures on the Rorschach while the MOA Scale evaluates primarily the thematic content of these representations. Further analyses of these data indicated that the degree of malevolence on the MOA Scale was related to therapeutic change primarily in the overideational introjective patients because the MOA Scale is closely related to the degree of thought disorder on the Rorschach (Blatt et al., 1990), while changes in the structural organization of the representation of the human figure on the Rorschach (COR Scale) occurred in the more interpersonally oriented anaclitic patients because the COR Scale primarily assesses aspects of interpersonal relatedness (Blatt et al., 1990). 

The divergent expressions of therapeutic outcome for these two types of patients suggested that anaclitic and introjective patients change in different ways during the treatment process. These findings suggested that these two types of patients might also have divergent responses to different forms of therapy or to different aspects of the therapeutic process. 

The Menninger Psychotherapy Research Project (MPRP)
The second study compared the effects of two types of treatments, psychoanalysis (PSA) and long-term supportive-expressive psychotherapy (SEP), with anaclitic and introjective outpatients (Blatt, 1992; Blatt & Shahar, 2004b).
  Despite many prior analyses of data from the clinical evaluations and psychological assessments conducted before and after treatment in the TDCRP, results failed to reveal any statistically significant differences in outcome between the two types of therapeutic intervention (Wallerstein, 1986). The anaclitic-introjective distinction was introduced into further analyses of the data from the MPRP (Blatt, 1992; Blatt & Shahar, 2004a), from ratings by two independent judges who reliably differentiated anaclitic and introjective patients on their evaluation of the clinical case records prepared at the beginning of treatment. These two senior clinicians agreed on the differentiation of 26 of the 33 patients as either anaclitic or introjective. The anaclitic-introjective differentiation of the remaining seven was made by a third senior clinician. Fifteen of the 33 outpatients (two female and seven male anaclitic; three female and three male introjective) had been seen in psychoanalysis. At intake, seven of these patients were diagnosed as neurotic and eight as having a personality disorder. Their mean age was 30 years. Eighteen of the 33 patients (six female and six male anaclitic; three female and three male introjective) had been seen in SEP. At intake, seven of these patients were diagnosed as neurotic, nine as having a personality disorder, and two as latent psychotic. Their mean age was 32.67 years.

Analyses of the data from the MPRP, using the distinction between the two types of psychopathology, indicated that anaclitic and introjective patients are differentially responsive to psychotherapy and psychoanalysis. The evaluation of psychological test data, gathered at the beginning and again at the end of treatment, specifically the scales for evaluating the qualities of object representation on the Rorschach (i.e., the COR and MOA scales), revealed that anaclitic patients had significantly greater positive change in psychotherapy than in psychoanalysis. Introjective patients, in contrast, had significantly greater positive change in psychoanalysis than in psychotherapy. Thus, the relative therapeutic efficacy of psychoanalysis versus psychotherapy seems contingent to a significant degree upon the patient’s pretreatment pathology and character structure. More dependent, interpersonally oriented, anaclitic patients responded more effectively to SEP, in which there is more direct interaction with the therapist. The more ideational introjective patients, who stress separation, autonomy, and independence, responded more effectively in PSA. Thus, statistically significant (p < .001) patient-by-treatment interactions on the Rorschach measures of object representation indicated that congruence between patients’ character style and important aspects of the therapeutic process contribute to the efficacy of treatment outcome. Patients come to treatment with varying problems, character styles, and needs, and appear to be responsive in divergent ways to different types of therapeutic intervention.

PSA was significantly more effective than SEP in facilitating the development of adaptive and benevolent interpersonal schemas in both anaclitic and introjective patients.
 SEP, in contrast, actually resulted in a decline of these more adaptive representations among introjective patients. Introjective patients in the MPRP also tended (p < .10) to have greater therapeutic gains than anaclitic patients as assessed with ratings of general clinical func​tioning by clinicians using the  Health-Sickness Rating Scale (Luborsky,  1962), especially when these patients were in PSA (Blatt , 1992; Blatt & Shahar, 2004a). In addition, both PSA and SEP were effective in reducing the intensity of maladaptive malevolent interpersonal schemas, but with different types of patients. PSA was significantly more effective than SEP in reducing the intensity of malevolent, destructive representations in introjective patients, while SEP was sig​nificantly more effective than PSA in reducing the intensity of these malevolent representations in anaclitic patients (Blatt, 1992; Blatt & Shahar, 2004a). Elements of this statis​tically significant patient-by-treatment interaction were found even in those few patients for whom the two primary clinical judges disagreed in classifying the patients as either anaclitic or introjective, such that the decision had to be made by a third judge (Blatt & Shahar, 2004b). Findings (Blatt & Shahar, 2004a) suggest that SEP was more effective in reducing maladaptive interpersonal schemas with the more affectively labile, emotionally overwhelmed anaclitic patients by providing a supportive–containing context. PSA, in contrast, was more effective in decreasing maladaptive interpersonal tendencies primarily with the more distant, isolated, over ideational and well defended introjective patients by more fully engaging these patients in the explorations and interpretations of the psychoanalytic process. These findings are discussed more fully in the section on the mechanisms of therapeutic change.
These findings suggest that PSA is particularly effective with introjective patients, whereas SEP is relatively ineffective, or even detrimental, with this type of patient. This greater therapeutic response of introjective patients in PSA in the MPRP is consistent with findings reported above that introjective patients had more extensive thera​peutic gains in long-term, psychodynamically oriented, intensive, treatment of seriously disturbed, treatment-resistant, inpatients at the Austen Riggs Center. These findings of positive outcome of introjective patients in long-term psychodynamic treatment with inpatients in the R-YP and with outpatients in the MPRP are consistent with the findings of Fonagy et al. (1996) and the conclusions by Gabbard et al. (1994) about the constructive response of introjective patients to long-term insight-oriented psychodynamic treatment. This constructive response of introjective patients to long-term psychodynamic treatment is in marked contrast to the relatively poor response of these patients to brief manual-directed treatment for depression, to be discussed shortly. 

Additional analyses of data from the MPRP also indicated that patients who had more constructive interpersonal schemas prior to treatment made significantly greater therapeutic gains in both PSA and SEP, but especially in PSA. (Shahar & Blatt, in press). These findings are consistent with a series of studies by Piper and colleagues (e.g., Piper & Duncan, 1999, Piper, Joyce, McCallum, & Azim, 1998; Piper, Ogrodniczuk, McCallum, Joyce, & Roise, 2003) who demonstrated that outpatients with good object rela​tions, as assessed in an unstructured interview, benefited more from brief, psychoanalytically oriented expressive psychotherapy than from brief supportive treatment. These findings from the MPRP are also con​sistent with the conclusions of Gabbard et al. (1994) that interpretive therapeutic approaches are most effective with patients who have greater ego strength. 

Taken together, these findings from the R-YP and the MPRP provide strong confirmation of Cronbach’s formulations (1953) that pretreatment characteristics of patients are important dimensions that influence therapeutic response (Blatt and Felsen, 1993). These findings also indicate the importance of assessing dimensions of the representation of interpersonal relationships as measures of therapeutic change. This mounting evidence of the crucial role of patients’ pretreatment characteristics reflects a major shift in psycho​therapy research, in which data analyses are going beyond the com​parison of two forms of treatment for the reduction of a particular focal symptom (e.g., depression or anxiety) and are beginning to address more complex questions, such as what types of treatment are more effective, in what kinds of ways, with which types of patients (Blatt et al., 2002; Blatt & Shahar, 2004a; Paul, 1969). The findings in both the Riggs-Yale study and in the further analyses of data from the Menninger Psychotherapy Research Project also indicate the importance of assessing both the content and structure of the representation of interpersonal interactions. The results indicate that the Rorschach, especially scored with the Concept of the Object and the Mutuality of Autonomy scales, can be an effective way of assessing therapeutic change. 
Brief Treatment of Depression in the NIMH-Sponsored Treatment of Depression Collaborative Research Program (TDCRP). 
The differential response of anaclitic and introjective patients in the long-term, intensive, psychodynamically-oriented treatment in the Riggs-Yale and Menninger studies suggested that the anaclitic-introjective distinction might be useful when evaluating the effectiveness of various forms of brief psychotherapy in treating depression. The NIMH-sponsored TDCRP (e.g., Elkin et al., 1989), as noted previously, compared three forms of treatment for depression (cognitive-behavioral therapy (CBT), interpersonal therapy (IPT), and medication (Imipramine [IMI-CM]). In the primary analyses of their data, the TDCRP investigators found “no evidence of greater effectiveness of one of the psychotherapies as compared with the other and no evidence that either of the psychotherapies was significantly less effective than . . . Imipramine plus clinical management” (Elkin, 1994, p. 971). 
The distinction between anaclitic and introjective forms of psychopathology, as noted earlier, has been useful in defining subtypes of depression (e.g., Beck, 1983; Blatt, 1974, 1998; Blatt et al., 1976; Blatt et al., 1982). Dissatisfaction with symptomatic classifications of depression had led several independent clinical investigators (i.e., Arieti & Bemporad, 1978, 1980; Beck, 1983; Blatt, 1974, 1998, 2004; Blatt et al., 1976, 1982; Bowlby, 1988a, 1988b) to differentiate types of depression on the basis of the fundamental concerns that lead individuals to become depressed. These various perspectives differentiated between relational and self-definitional forms of depression. The convergence of these conceptualizations, derived from diverse theoretical perspectives (i.e., attachment theory, cognitive-behavioral theory, psychoanalysis), clinical experiences, and research findings, suggests impressive agreement about the nature of depression, at least on a descriptive level (Blatt & Maroudas, 1992).

The anaclitic-introjective distinction was introduced into the analyses of data from the TDCRP through the Dysfunction Attitudes Scale (DAS; Weissman and Beck, 1978), a 40-item questionnaire assessing attitudes presumed to predispose an individual to depression that had been administered to the patients prior to the start of treatment. Factor analysis conducted on the DAS data obtained at intake in the TDCRP (Imber, Pilkonis, Sotsky, Elkin, Watkins, Collins, Shea, Leber & Glass, 1990), consistent with previous analyses of the DAS (e.g., Cane, Olinger, Gotlib, & Kuiper, 1986), identified two principal factors—Need for Approval and Perfectionism. The first factor taps patients’ need for approval by others and corresponds to the anaclitic or dependent form of depression; the second factor, which taps patients’ tendency to set extremely high and unrealistic self-standards and to adopt a punitive attitude toward the self, corresponds to the introjective or self-critical form of depression (Blatt, 1974). Previous studies have shown links between these two DAS factors and the anaclitic (dependent) and introjective (self-critical) personality configurations, respectively (Blaney & Kutcher, 1991; Rude & Burnham, 1995; Segal, Shaw, & Vella, 1989; Segal, Shaw, Vella & Katz, 1992). 
Blatt and colleagues (Blatt, Quinlan, Pilkonis, & Shea, 1995; Blatt, Sanislow, Zuroff & Pilkonis, 1996; Blatt, Zuroff, Bondi, Sanislow, & Pilkonis, 1998; Zuroff, Blatt, Sotsky, Krupnick, Martin, Sanislow, & Simmens, 2000) examined the contributions of patients’ pretreatment DAS levels of Need of Approval and Perfectionism to therapeutic outcome in the TDCRP.
 Although Need for Approval seemed to facilitate treatment outcome, these results failed to reach statistical significance. Significant effects were found in analyses involving Perfectionism, however. Specifically, patients’ pretreatment level of perfectionism predicted poorer outcome at termination (i.e., after 16 weeks of treatment), as well as at the follow-up assessment conducted 18 months after the termination of treatment, on all five primary measures of therapeutic progress used in the TDCRP (Blatt et al., 1995; Blatt et al., 2000). Further analyses revealed that patients’ pretreatment perfectionism significantly impeded therapeutic progress in two thirds of the sample, primarily in the latter half of treatment, beginning between the 9th and the 12th treatment session (Blatt, Berman, Cook, & Ford, 1998), independent of the type of treatment the patients had received. 

Additional analyses indicated that pretreatment level of perfectionism affected therapeutic outcome primarily by disrupting the patients’ quality of interpersonal relations both in the treatment process and in social relationships outside of treatment. Zuroff et al. (2000), using ratings of the therapeutic alliance in the TDCRP that were developed by Krupnick and colleagues (1996) from a modified version of the Vanderbilt Therapeutic Alliance Scale (VTAS; Hartley & Strupp, 1983), found that patients’ (but not the therapists’) contributions to the therapeutic alliance mediated the effect of pretreatment perfectionism on treatment outcome at termination. Furthermore, the participation of more perfectionistic patients in the development of the therapeutic alliance reached a plateau at the 9th treatment session and failed to improve further in the latter half of the treatment process, thereby leading to poorer therapeutic response (Zuroff et al., 2000). Shahar, Blatt, Zuroff, Krupnick, and Sotsky (2004) found that pretreatment perfectionism was also significantly related to poorer social support outside of treatment, and this impaired social support also significantly mediated the relationship of perfectionism to treatment outcome. Using the ratings by clinical evaluators on the Social Network Form (Elkin, Parloff, Hadley, & Autry, 1985) to assess patients’ social network, Shahar et al. (2004) found that patients with high levels of pretreatment perfectionism reported less satisfying social relationships over the course of treatment and that this disruption in social relationships in turn predicted poorer therapeutic outcome at termination. Thus, perfectionistic (introjective) patients appear to have greater interpersonal difficulty both in and outside of the treatment process; they have poorer therapeutic alliances (Zuroff et al., 2000) and more limited social networks (Shahar et al., 2004) during treatment. In addition, patients with higher pretreatment levels of perfectionism were also more vulnerable to stressful life events during the follow-up period, and this vulnerability led to increased depression (Zuroff & Blatt, 2002). 
The introduction of the distinction between anaclitic and introjective dimensions into the analyses of data from the TDCRP facilitated the identification of a large segment of the patients in the TDCRP (about two thirds of the sample) who failed to make progress in the second half of the treatment process and, as we shall discuss shortly, it also enabled us to understand some of the mechanisms that disrupted the therapeutic response of these introjective patients. Thus, introjective patients appear to have limited benefit from the brief treatments in the TDCRP or from the long-term supportive-expressive psychotherapy in the MPRP, but appear to be particularly responsive to psychoanalysis and other long-term, psychodynamically oriented, intensive treatments. The constructive response of introjective patients to long-term psychodynamic treatment in the Riggs-Yale and Menninger studies stands in stark contrast to the relative ineffectiveness of several forms of brief treatment for these introjective patients, including medication (Blatt et al., 1995, 1996, 1998) in the treatment for depression in the TDCRP. It would have been very interesting to have had some estimate of the change in the quality of mental representations in the TDCRP, either through the Rorschach or through spontaneous descriptions of self and significant others, including descriptions  of the therapist (Blatt & Auerbach, 2001, 2003). These more open-ended assessments might have provided further understanding of some of the mechanisms and processes of therapeutic change in brief treatment for depression. 

Findings from our further analyses of data from the TDCRP indicate the importance of including measures of therapeutic gain in addition to symptom reduction that assess changes in vulnerability to stress and the development of resilience and increased adaptive capacities (Blatt & Zuroff, 2005). These findings raise serious questions about the validity of current efforts to identify empirically supported treatments by comparing different types of treatment in their relative efficacy and effectiveness in reducing symptoms (Blatt & Zuroff, 2005). These findings suggest that efforts to identify ESTs require a much more complex view of the treatment process, one that needs to include other dimensions of the treatment process, especially the quality of the therapeutic relationship and patients’ pretreatment characteristics, and that investigates the impact of these factors of the therapeutic process across a range of outcome measures beyond symptom reduction. Consistent with formulations of Cronbach (e.g., 1953) about the importance of possible patient-treatment and patient outcome interactions in psychotherapy research, the findings from the R-YP, MPRP, and TDCRP clearly indicate that different types of patients may be responsive to different aspects of the treatment process, and that different types of patients may respond to treatment in different, but equally desirable ways (Blatt et al., 2002). As Blatt and Zuroff (2005) have recently demonstrated, these findings from the analysis of data from the TDCRP indicate that patients’ pretreatment personality characteristics and the quality of the therapeutic relationship, rather than the type of treatment provided, are the primary factors influencing therapeutic outcome in the brief treatment of depression. These findings highlight the importance of future research being devoted to understanding more fully the processes that contribute to therapeutic gain. 
Mechanisms of Therapeutic Change
The results of further analyses of data from the MPRP (Blatt, 1992; Blatt & Shahar, 2004a) suggested that PSA and SEP may involve different therapeutic mechanisms. For both anaclitic and introjective patients, SEP led to a significant reduction of the total number of responses given to the Rorschach, whereas PSA lead to their increase. Thus, SEP may have been more effective with anaclitic patients possibly because it provides a supportive therapeutic context that contains the associative activities and maladaptive interpersonal schemas of these more affectively labile, emotionally overwhelmed, and vulnerable patients. PSA, by contrast, led to a significant increase in the total number of responses given to the Rorschach, suggesting that PSA facilitates the development of adaptive interpersonal schemas and the decrease of maladaptive schemas in introjective patients because the explorations and interpretations in PSA more effectively engage these more distant, well-defended, and interpersonally isolated individuals (Blatt & Shahar, 2004a).
The increased associational activity in PSA, and its decrease in SEP, and their possible role in the treatment processes evaluated in the MPRP, are consistent with clinical observations and expectations, as well as with recent findings by Fertuck, Bucci, Blatt & Ford (2004) that therapeutic progress in seriously disturbed treatment-resistant anaclitic inpatients in the Riggs-Yale Project was significantly associated with a reduction in referential activity, while progress in introjective patients was significantly associated with its increase. Fertuck et al. assessed changes in patients’ capacity for referential activity (Bucci 1984)—the degree to which connections are established between nonverbal systems and a commu​nicative verbal code so that emotional experiences are translated into language capable of provoking corresponding experiences in a listener—using computer analyses of linguistic dimensions (e.g., Bucci, 1984) in nar​ratives given to a standard set of TAT cards at intake and much later in the treatment process. These findings by Fertuck et al. of therapeutic progress being associated with an increase in referential activity in introjective patients, but with its decrease in anaclitic patients in the R-YP, consistent with the results of our analyses of data from the MPRP, suggest that anaclitic patients do better in a treatment process that inhibits associational activity, whereas introjective patients do better in a treatment that facilitates it. The findings of a significant difference between PSA and SEP in changes in associational activity in the MPRP, as measured by the number of responses to the Rorschach, suggest that each modality has a unique effect on associative activity that may be part of the mechanism through which each results in constructive therapeutic change with a different type of patient. 

Recent research by Fonagy et al. (2002) indicates that reflective functioning (RF), or mentalization, is an important dimension of thera​peutic progress. RF assesses the degree to which an individual has developed a theory of mind—an understanding of mental states, both one’s own and those of others. Using the Adult Attachment Interview (AAI), Fonagy and colleagues (2002) evaluated individuals’ capacity for RF and demonstrated how the development of this capacity is signifi​cantly related to therapeutic progress. Levy (2002) recently reported that RF increases significantly during outpatient psychotherapy. According to Fonagy et al., the two primary dimensions of the therapeutic process, interpersonal and interpretive (see also Blatt & Behrends, 1987), both contribute to the regeneration of mentalized connections for fundamental affective experiences. Meanings are connected to affective experiences in the treatment process though the development of “second-order representations” derived from “interpersonal interpretive mechanisms” (Fonagy et al., 2002, p. 16). Fonagy and colleagues view the establishment of linkages between affect and cognition in therapy as essential for the development of an agentic sense of self and the capacity to establish close relationships. They assume that the development of mentalization, or RF, is critical to therapeutic progress with all patients. But, as Fonagy et al. note, therapeutic progress stems from both interpersonal and interpretive mechanisms (Blatt & Behrends, 1987), and our findings in the MPRP and the R-YP suggest that some patients may be more responsive to the former and others to the latter. The results of our analyses of data from the MPRP, the R-YP, and the TDCRP, suggest that patients may be differentially responsive to different aspects of the treatment process. 

Referential thinking (see Fertuck et al. 2004), associative activity (Rorschach responses), and mentalization, or reflective functioning, appear to have a more important role in the treatment of introjective patients with a primarily ideational orientation, who seem to be more responsive to interpretive dimensions, than in the treatment of affec​tively labile anaclitic patients, who appear more responsive to the inter​personal, supportive, and containing dimensions of the therapeutic process. Though a number of studies have found that changes in cognitive activity are an important aspect of therapeutic change, research groups have different conceptions of this cognitive activity and its assessment. Blatt, Shahar, and Fertuck (2003), for instance, found no significant relationship between changes in referential activity in narratives told to the TAT and changes in the number of Rorschach responses during the treatment of seriously disturbed treatment-resistant inpatients in the R-YP. Thus, future research needs to examine the conceptual assump​tions and measurement procedures in these various approaches to the study of the cognitive processes considered important in the process of therapeutic change, especially with avoidant introjective patients. Research is also needed to examine further the effects of different aspects of the treatment process on cognitive activity and how different measures of this cognitive activity—reflective functioning (RF; Fonagy et al., 2002), referential activity (Bucci 1984), and associative activity on the Rorschach (e.g., Blatt & Shahar, 2004a)—are interrelated and how they contribute to therapeutic change in different types of treatments with different types of patients. 

The findings in the MPRP that SEP serves to contain and limit associative activity is consistent with a report by Eames and Roth (2000) that patients with a preoccupied attachment style (anaclitic patients) respond to the support and structure of psychotherapy, strive to establish a close therapeutic relationship, and appear to benefit most from a therapeutic strategy that helps them contain and modulate their overwhelming feelings. Patients with an avoidant attachment style (introjective patients), by contrast, appear to benefit most from a thera​peutic strategy that facilitates their emotional engagement (see Hardy et al. 1999).
The Role  of the Therapeutic Relationship in the Treatment Process
The TDCRP provided data that enabled Blatt and Zuroff (2005) to evaluate the differential impact of three factors of the treatment process (type of treatment, patients’ pretreatment personality characteristics, and the quality of therapeutic relationship) on outcome at termination (after 16 weeks of once-weekly treatment) and at an extensive follow-up assessment conducted 18 months after the termination of treatment. A detailed evaluation of data from the TDCRP (Blatt & Zuroff, 2005; Zuroff & Blatt, in press), consistent with recent extensive literature reviews (e.g., Lambert & Barley, 2002; Westen et. al., 2004), indicated that primary among the factors that contribute to therapeutic gain in the brief outpatient treatment for serious depression were the quality of the therapeutic relationship the patient and therapist were able to establish very early, by the end of the second treatment session in the treatment process, and by the level of the patients’ pretreatment introjective personality characteristics, as assessed by the level of perfectionism on the Dysfunctional Attitudes Scale (DAS, Weissman & Beck, 1978). The quality of the therapeutic relationship assessed at the end of the second treatment session, as measured by the Barrett-Lennard Relationship Inventory (Barrett-Lennard, 1962, 1986; Gurman, 1977a, 1977b), consistent with the recent emphasis on the therapeutic relationship in the treatment process (e.g., Norcross, 2002; Wampold, 2001), was significantly related to all three outcome measures that Blatt and Zuroff (2005) constructed from data in the TDCRP: symptom reduction, reduction of vulnerability, and the development of resilience. In addition to contributing significantly to symptom reduction and the development of enhanced adaptive capacities, the quality of the therapeutic relationship, assessed early in the treatment process, significantly moderated the highly significant negative impact of pretreatment introjective personality characteristics (DAS perfectionism) on therapeutic outcome. This moderating effect occurred equally in psychotherapy (CBT, IPT) and in the medication (IMI-CM) and placebo (PLA-CM) treatment conditions (Blatt, Zuroff et al., 1996).

To evaluate further how aspects of the therapeutic relationship facilitated therapeutic outcome, Blatt and colleagues (Blatt, Sanislow, Zuroff & Pilkonis, 1996) differentiated more effective from less effective therapists in the TDCRP by aggregating the therapeutic outcome of the 28 therapists who participated in this study in accordance with the degree of symptom reduction at termination of the patients each therapist had seen in active treatment. (Patients seen in the placebo condition were omitted from these analyses.)  According to the responses of the 28 therapists to two brief questionnaires assessing aspects of the therapists’ clinical practice outside their participation in the TDCRP and their values and attitudes about psychopathology and its treatment, more effective therapists (those whose patients in the TDCRP had a greater reduction in symptoms at termination) reported that they usually devoted significantly more of their clinical practice to psychotherapy alone, without the use of medication, than did  the less effective therapists in the TDCRP. More effective TDCRP therapists also placed a significantly greater emphasis on a psychological rather than a biological approach to the understanding and treatment of depression. More effective therapists, for example, thought that the treatment of depression required significantly more time and eschewed biological interventions (medication and ECT) in the treatment of depression to a significantly greater extent than did less effective therapists (Blatt, Sanislow et al., 1996). Thus, the quality of the therapeutic relationship that patient and therapist are able to establish early in the treatment process, even in manual-directed brief treatments, appears to be a significant factor determining therapeutic outcome. 
Summary

This paper demonstrates how psychoanalytic formulations have enabled investigators to introduce differences among patients into the study of psychotherapy process and outcome, examining how different types of patients are differentially responsive to different types of treatment, leading to different, but equally desirable, types of therapeutic outcome. This paper also demonstrates how psychoanalytic concepts have facilitated the assessment of dimensions of therapeutic change beyond symptom reduction including aspects of personality organization (e.g., the content and structural organization of representations of self and others). And this paper demonstrates how psychoanalytic formulations have facilitated the identification of some of the factors in the treatment process that possibly contribute to therapeutic gain, especially the quality of the therapeutic relationship.

Psychodynamic constructs frequently are not clearly defined, and judges often have difficulty establishing adequate levels of inter-rater reliability. As Blatt and Auerbach (2003) have noted, systematic independent assessment of patients at the beginning and the end of the therapeutic process has considerable potential for enabling investigators to introduce psychodynamic concepts into evaluations of treatment outcome and of the therapeutic process. Systematic assessment of the structure and content of mental representations on the Rorschach, or with other procedures like the Object Relations Inventory (ORI), appears to provide a way of assessing clinically relevant psychodynamic dimensions that can be assessed at acceptable levels of reliability and that appear to have substantial internal and external validity in understanding the extent and nature of therapeutic change. 
In addition to developing methods for systematically assessing representations of interpersonal relationships, a psychodynamic conceptualization of personality development and psychopathology has enabled us to distinguish two broad configurations of psychopathology that appear to respond differentially to psychotherapeutic interventions. Anaclitic patients, focused on issues of interpersonal relatedness and the use of primarily avoidant defenses, and introjective patients, focused on issues of self-definition, self-control, and self-worth and the use of primarily counteractive defenses, come to treatment with differing problems, character styles, and needs, and respond in divergent ways to psychotherapy. For many years, research methodologists (e.g., Cronbach, 1953) have urged psychotherapy investigators to include patient dimensions in their research designs, but this has been difficult to do because of a lack of a theoretically coherent and empirically supported differentiation among patients. Our findings demonstrate that psychoanalytic formulations can be used to differentiate two primary groups of patients, anaclitic (or dependent) and introjective (or self-critical), and that this model of personality development and psychopathology is an effective way of introducing patient variables into psychotherapy research designs that facilitate the exploration of the nature of therapeutic change and differential response to therapeutic interventions. In contrast to the frequently observed dodo-bird effect, in which no significant differences are usually found among various forms of treatment, the introduction of the anaclitic-introjective distinction, as well as the assessment of the content and structure of the representation of interpersonal relationships, has enabled us to gain further insight into the mechanisms of therapeutic change, both the role of interpretations and the therapeutic relationship, in both in short-term, manual-directed treatments and in long-term, intensive, psychodynamic therapy. In long-term, intensive psychodynamic treatment, research findings suggest that anaclitic patients are constructively responsive primarily to the more supportive interpersonal dimensions of the treatment process, while introjective patients appear to be more responsive to the interpretive aspects. Overall, introjective patients do better than anaclitic patients in long-term intensive psychodynamic treatment, but do relatively poorly in brief, manual-directed treatment, primarily because they disengage from the therapeutic relationship as they approach the predefined termination date. Introjective patients are more responsive to long-term, intensive insight oriented treatment because it more effectively engages them in the treatment process. Overall, our findings indicate that the evaluation of the efficacy and effectiveness of treatment for psychological disturbances requires addressing complex questions about the nature of the treatment process and identifying what kinds of treatments are most effective for different kinds of patients, resulting in different types of therapeutic gain.
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� Blatt and Auerbach (2003) recently discussed the Object Relations Inventory (ORI; Blatt, Chevron, et al., 1988; Blatt et al., 1979), which involves the collection of spontaneous descriptions of self and significant figures, as another method for evaluating changes in the content and structural organization of mental representations in long-term, intensive, psychodynamic treatment.


� By design, the weekly frequency of treatment sessions was significantly different in the two treatment conditions (on average, SEP = 2.72 and PSA = 4.67 sessions per week; F (1,32) = 41.26, p < .001), but the total number of treatment sessions was not significantly different in the two treatment groups (on average, SEP = 453.16 and PSA = 733.73 sessions; F (1, 32) = 2.17, n.s.). Thus, SEP and PSA were both long-term intensive treatments (Blatt 1992). 


� It is noteworthy that therapeutic progress in the more integrated outpatients in the MPRP was expressed in increases in adaptive representations (OR+), whereas therapeutic progress in the more disturbed inpatients in the Riggs-Yale study was expressed primarily in the reduction of maladaptive representations (OR-). 


� In these analyses, the anaclitic and introjective distinctions are used as continuous dimensions rather than as a binary (categorical) differentiation.
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