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Treatment adherence research has
recently established a permanent niche
in psychotherapy outcome research as a
means for testing whether interventions
have been implemented as intended.
Advanced-level adherence methods allow
investigators to move beyond treatment
integrity questions regarding model
fidelity and toward treatment process
questions regarding therapeutic
technique and intervention dosage.
Though still in the developmental stage,
treatment adherence process procedures
appear to be congruent with the methods,
goals, and theoretical framework that
characterize contemporary
psychotherapy process research.
Because adherence process research is
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virtually absent from the family therapy
research literature, practical guidelines
are presented for conducting
observational-based adherence research
on family therapy models, using the
example of Multidimensional Family
Therapy.

There is pleasant irony in the fact that Lewis
Carroll’s Dodo bird, whose species is remarkable
for having been haplessly unfit for survival, is
the unlikely progenitor of a robust legacy in psy-
chotherapy research. Over two decades ago Lu-
borsky, Singer, and Luborsky (1975) challenged
the psychotherapy community by concluding that
different models of psychotherapy had demon-
strated little or no differential effectiveness in
treating psychological problems. This and subse-
quent reviews of psychotherapy outcome studies
(Shapiro & Shapiro, 1982; Smith & Glass, 1977;
Smith, Glass, & Miller, 1980), particularly re-
views of efficacy studies that directly compare
different models of treatment (Lambert & Bergin,
1994), revealed that competing models by and
large produced relatively equivalent gains in cli-
ent well-being. In effect, the Dodo bird verdict
had been reached: “Everyone has won and all
must have prizes” (Luborsky et al., 1975). This
inglorious judgment troubled members of all ther-
apy camps in a manner reminiscent of Eysenck’s
(1952) assertion that psychotherapy fares no bet-
ter than spontaneous remission in improving cli-
ent symptoms. Eysenck’s controversial findings
initiated the clarion call for a generation of inves-
tigators to employ more rigorous, methodologi-
cally sound research standards in the cause of



proving that psychotherapy has substantive bene-
ficial effects (Brown, 1987; Hill & Corbett,
1993). In similar fashion, Luborsky’s verdict has
marshalled a groundswell of research efforts
geared toward establishing that therapeutic mod-
els have intervention-specific, distinguishable ef-
fects on client outcome (Stiles, Shapiro, & El-
liott, 1986).

Efforts to demonstrate differential clinical ef-
ficacy, and thereby overturn the Dodo verdict,
. include a diverse range of pursuits: improved
comparative efficacy research (Basham, 1986;
Kazdin, 1986), aptitude-treatment interaction
studies (Beutler, 1991; Shoham-Salomon & Han-
nah, 1991), and psychotherapy process studies
attempting to link process and outcome
(Greenberg & Pinsof, 1986; Orlinsky, Grawe, &
Parks, 1994). Notable among these developments
has been the growing interest in treatment adher-
ence research. Treatment adherence research re-
fers to the methodological strategies used to docu-
ment that a given therapy has genuinely been
carried out in accordance with essential theoreti-
cal and procedural aspects of the model. As the
primary means for ascertaining whether therapists
implement therapeutic models as intended, adher-
ence research is an essential element of clinical
efficacy research (Kazdin & Bass, 1989). Al-
though it would seem prerequisite to prove that
= a therapy has occurred before making statements
. about its effects, treatment adherence is a relative
newcomer to the efficacy research scene. Kazdin,
Bass, Ayers, and Rodgers (1990) completed an
exhaustive review of 233 studies of child and
' adolescent psychotherapy and found that only
19% reported efforts to monitor treatment imple-
mentation, provide ongoing supervision, or evalu-
ate therapist performance. Reviews of treatment
- outcome studies on other populations have uncov-
ered similarly infrequent reports of treatment ad-
herence (Moncher & Prinz, 1991; Yeaton &

- Sechrest, 1981).

Despite this slow start, treatment adherence has
established a permanent niche within treatment
outcome research. To this point, adherence proce-
dures have been utilized in the service of two
related agendas. First, they verify the level of
treatment fidelity for clinical efficacy trials
(Moncher & Prinz, 1991). Adherence research
provides a manipulation check of the independent
variable, testing whether treatments are imple-
mented as intended and whether competing treat-
ments are sufficiently different from one another.

Treatment Adherence Process Research

Second, adherence procedures are invariably uti-
lized to monitor whether manualized therapy
models are executed in accordance with docu-
mented protocols. In fact, the recent demand for
adherence checks can be attributed in large mea-
sure to the institution of manualized treatment as
the standard for achieving purity, consistency,
and replicability in delivering treatment models
(Binder, Strupp, Bongar, Lee, Messer, & Peake,
1993; Dobson & Shaw, 1993; Luborsky & Bar-
ber, 1993; Luborsky & DeRubeis, 1984). Adher-
ence procedures are natural companions to treat-
ment manuals in that they are well-suited for
verifying the practice of prescribed therapist tech-
niques. Whether treatment fidelity or manual veri-
fication is the goal, treatment adherence research
offers a fundamental yardstick of therapeutic ac-
countability (Yeaton & Sechrest, 1981). These
self-imposed “watchdog” methods are fast be-
coming required elements of counseling research
(Kazdin, 1994). In addition, they represent a stan-
dard for monitoring clinical practice that is com-
pletely compatible with the quality-of-care per-
spective emphasized by managed care health
organizations (Clarke, 1995; Herron, Eisenstadt,
Javier, Primavera, & Schultz, 1994; Newman &
Howard, 1986).

With due respect to this established niche, this
article focuses on new possibilities emerging on
the horizons of treatment adherence research.
First, we review common methods of conducting
adherence research and demonstrate that advanced-
level procedures, which yield clinically rich infor-
mation about therapist behavior in session, are
congruent with the methods and goals that charac-
terize traditional psychotherapy process research.
Second, we provide both a theoretical framework
and some practical recommendations for conduct-
ing advanced-level adherence research with fam-
ily therapy models. Although there has been a
recent surge in outcome research involving family
therapies (Pinsof & Wynne, 19954), there has
been comparatively little utilization of adher-
ence procedures in family therapy research and
(to our knowledge) no published works that fo-
cus on adherence methodology for family-
based models.

Methods of Measuring Treatment Adherence
There is presently no widely accepted tech-
nique for conducting treatment adherence re-

search. On the contrary, there is great hetero-
geneity in the methods investigators use to verify
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treatment adherence, and every approach has dis-
tinctive advantages and drawbacks (see Waltz,
Addis, Koerner, & Jacobson, 1993, for a compre-
hensive review). Nevertheless, a sufficient num-
ber of studies reporting adherence findings has
accumulated to identify three general categories
of common adherence methods. The first category
of adherence methods consists of “quality con-
trol” procedures exercised prior to and concur-
rently with ongoing treatment provision. Exam-
ples of quality control procedures include
extensive training in the model (e.g., Shefler,
Dasberg, & Ben-Shakhar, 1995), weekly supervi-
sion with an expert in the model (Simons, Gor-
don, Monroe, & Thase, 1995), and requirements
for completing detailed progress notes (Kazdin,
Bass, Siegel, & Thomas, 1989). A more ad-
vanced example of quality control is provision of
a training with a treatment manual and regular
“therapist drift” booster sessions in manual proto-
col (Henggeler, Melton, & Smith, 1992). Quality
control procedures, although sometimes reported
as “integrity checks,” are better characterized as
key ingredients for conducting psychotherapy in
an efficient and effective manner. They are akin
to adherence insurance, in that they proactively
strengthen the likelihood that therapists will ad-
here to treatment models.

The second category of common adherence
methods contains procedures that involve cata-
loguing therapist-in-session behavior in an effort
to verify adherence along specified dimensions.
Often, persons other than the therapist are trained
to read case notes and cull data related to identi-
fied dimensions of model-congruent and model-
discordant therapist behavior. Specific examples
include reviewing client contact logs to rate thera-
peutic- engagement efforts according to a pre-
established continuum of intensity (Szapocznik,
Perez-Vidal, Brickman, Foote, Santisteban,
Hervis, & Kurtines, 1988), and summarizing do-
mains of systemic activity for a model that pre-
scribed multidomain intervention (Borduin,
Mann, Cone, Henggeler, Fucci, Blaske, & Will-
iams, 1995). An interesting extension of these
procedures are therapist self-reports of adherence-
related activities (Carroll, Nich, & Rounsaville,
in press; Carroll & Nuro, in press). Keeping in
mind demonstrated biases in therapist recall of
session events (Chevron & Rounsaville, 1993;
Lambert & Hill, 1994), adherence self-reports are
standardized forms comprised of rating scales for
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significant prescribed and proscribed behaviors.
The scales are completed after every session, and
therapists are trained and monitored specifically
in post-hoc assessment of the purity of their inter-
ventions. In all, cataloguing procedures provide
an after-the-fact review of certain aspects of treat-
ment, and they potentially offer a unique (and
cost-efficient) perspective on session events (Car-
roll, Nich, & Rounsaville, in press).

The third category of adherence methods has
the virtue of involving observational review of
therapist conduct during treatment sessions.
These procedures capture the best intentions of
treatment adherence research: non-participant
confirmation that therapists have practiced inter-
ventions according to the letter and spirit of the
model. That said, a wide variety of approaches
has been used to observe and measure therapist
behavior, and they differ from one another along
several dimensions: identity of the raters, number
of observations sampled, method of observation,
and so forth. For example, many studies (Ken-
dall, 1994; Paivio & Greenberg, 1995) ask clin-
ical supervisors to review randomly selected au-
diotapes of their superviseces to look for
“obvious violations” of the model. Family ther-
apy studies commonly use live supervision
(Montalvo, 1973) as a form of ongoing adher-
ence monitoring. In live supervision, the super-
visor observers a session as it happens and inter-
venes when the therapist needs help or is off
track in implementing the approach. Some fam-
ily therapy studies also incorporate a treatment
manual or other training material into the con-
text of regular live supervision (Liddle, Becker,
& Diamond, in press).

A primary strategy within the -category of ob-
servational review adherence methods entails
training non-participant raters to recognize a ros-
ter of intervention techniques and then to code
audio or videotapes of randomly selected ses-
sions. Raters are typically kept blind to therapist
identity, session number, and the specific goals
of the study (for representative samples of this
approach, see DeRubeis, Hollon, Evans, &
Bemis, 1982; Henry, Strupp, Butler, & Schacht,
& Binder, 1993; Hill, O’Grady, & Elkin, 1992).
This strategy introduces the highest levels of rigor
and reward in adherence research. Admittedly,
this resource-intensive approach demands a great
investment of time and energy from researchers.
It is difficult to train raters to recognize sophisti-



one of

cated clinical interventions, and because the cod-
ing process is both arduous and time-consuming,
rater attrition can be high (Hill, 1991). In compen-
sation, researchers obtain adherence information
that is highly non-subjective, thorough, and
detail-specific with regard to how therapists actu-
ally perform interventions in session.

As evidenced by the diversity of methods to
have appeared on the scene since treatment integ-
rity became a routine concern of efficacy studies,

. adherence research is a progressing mini-science

that takes many forms. Treatment adherence pro-
cedures were initially developed to monitor treat-
ment fidelity, and the core task of adherence re-
search remains providing an answer to the
question: “Did the therapy occur as intended?”
Even so, this deceptively straightforward ques-
tion invariably opens the door to complicated
judgments about model specification and “good
enough” model compliance (Kazdin, 1986; Waltz
et al., 1993). How much protocol violation is
sufficient to disqualify a session, a therapist, or
a clinical trial? How much prescribed behavior,
in what combinations, is required for satisfying
adherence criteria? Issues such as these remind
us that more rigorous and complex adherence pro-
cedures yield more elaborate information about
model implementation. In the following section,
we describe how advanced-level, observational
review techniques of adherence research offer a
means to stretch beyond the fidelity-based ques-
tion “Did the therapy occur as intended?”
toward the process-based question “What ex-
actly occurred in the sessions?” Observational
review techniques thereby create the opportu-
nity for double vision in adherence research
goals: a baseline judgment regarding adequate
treatment integrity (general adherence research),
and a more comprehensive and clinically-
rich perspective on therapeutic interventions and
therapist technique (adherence process research)
that is the hallmark of traditional psychotherapy
process research.!

1 In the remainder of this article, for the sake of simplicity
and focus, we concentrate on observational review techniques
as the primary example of “advanced-level” adherence and
process rescarch. However, we recognize that this limited
focus excludes the highly-developed body of process research
that involves therapist and client recall and review of session
eveats (¢.g., Hill, 1994). Moreover, progress in therapist self-
report adherence procedures may eventually produce signifi-

Treatment Adherence Process Research

Evolving Congruence between Adherence
Procedures and Process Research

The technology of adherence research is more
complex than ever before. Advancements have
been made in the methods used in adherence re-
search, and with these advancements have come
opportunities for answering process-based ques-
tions about clinical efficacy. Adherence process
research refers to adherence procedures that uti-
lize multivariate, observational review methods
to investigate therapeutic interventions. In this
section we outline three dimensions along which
adherence process research is syntonic with con-
ventional psychotherapy process studies: meth-
ods, goals, and framework.

First, in determining the methods for a given
adherence study, investigators must make several
research design decisions that irrevocably shape
the nature of the data collected and the questions
addressed. Fortunately, adherence process inves-
tigators who select observational-based coding
systems can call upon an extensive body of previ-
ous process research that details the advantages,
disadvantages, and pitfalls of each design
choice. Specifically:

What will be coded? Selecting circumscribed
segments of therapy sessions rather than whole
sessions may preclude observation of meaningful
behavioral dimensions (Mintz & Luborsky,
1971), and several alternatives exist for seg-
menting sessions into units of observation (Rus-
sell & Staszewski, 1988; Stinson, Milbrath, Re-
idbord, & Bucci, 1994).

Who shall code? Non-participant judges repre-
sent a distinct, perhaps orthogonal category of
observation from that of therapists or clients who
are asked to recall their own behavior (Lambert &
Hill, 1994). Recent advances in process research
have included asking therapists and clients to re-
view and code tapes of their sessions (Hill, 1994).

What kind of coding system will be used? Op-
tions for selecting an adherence coding system
cover the full gamut of observational-based tech-
nology: simple occurrence versus non-occurrence
of an intervention, frequency counts, event-by-
event prospective coding, or Likert-type quantita-
tive ratings of intervention extensiveness (Waltz

cant contributions to treatment development, component anal-

ysis, and process-outcome linking research (Carroll, Nich, &
Rounsaville, in press).
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et al., 1993). There is general consensus that mi-
croanalytic systems (targeting small units over
short periods with minimal inference) are more
sensitive to contingent and situational influences,
whereas macroanalytic systems (targeting larger
units over more time with multidimensional infer-
ences) better predict cross-situational influences
and global outcomes (Julien, Markman, & Lin-
dahl, 1989; Markman, Leber, Cordova, & St.
Peters, 1995). In sum, observational-based adher-
ence research confronts the same methodological
challenges faced by traditional process research
in devising process coding schemes (Alexander,
Newell, Robbins, & Turner, 1995; Floyd, 1989;
Hill, 1991).

Second, adherence process research shares
goals that are identical to those championed by
psychotherapy process researchers. Foremost
among these goals, and the raison d’etre of pro-
cess research from its earliest conceptions, is the
analysis of what actually takes place in therapy
sessions (Hill & Corbett, 1993; Shoham-
Salomon, 1990). A handful of recent adherence
studies have admirably responded to the challenge
of describing therapist in-session behaviors in a
detailed, multivariate manner. For example, Hill,
O’Grady, and Elkin (1992) analyzed adherence
ratings from the NIMH Treatment of Depression
Collaborative Research Program (TDCRP; Elkin,
Parloff, Hadley, & Autry, 1985) in order to dis-
cern therapist techniques that were unique to, and
shared among, cognitive-behavioral, interper-
sonal, and clinical management approaches. Fur-
thermore, they presented the manner in which
various interventions tended to cluster together
across modalities, therapists, clients, treatment
sites, and treatment phases, as well as across vari-
ous combinations of these variables. Adherence
research generated from the Sheffield Psychother-
apy Projects (Shapiro & Startup, 1992; Startup
& Shapiro, 1993) compared prescriptive versus
exploratory psychotherapies using a rare design
feature: the same pool of therapists delivered both
forms of treatment. This research explored thera-
pist intervention patterns by stage and duration
of therapy and examined both between-modality
and within-modality adherence effects. The
TDCRP and the Sheffield adherence studies are
exemplary in their empirically-grounded explora-
tion of in-session techniques utilized in different
combinations and at different phases of treatment.

The primary goal laid out by contemporary pro-
cess researchers is establishing links between
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treatment process and outcome (Garfield, 1990;
Greenberg & Pinsof, 1986; Marmar, 1990). Here,
too, adherence process research can contribute to
the overall process agenda. For example, Lubor-
sky, Woody, McLellan, O’Brien, and Auerbach
(1985) found a significant positive relation be-
tween treatment “purity” (adherence to intended
techniques in exclusion of other techniques across
three treatment modalities) and client outcome
on drug use and psychological status variables.
DeRubeis and Feeley (1990) employed items
from the TDCRP cognitive-behavioral adherence
scale to compare the success of a cluster of “con-
crete” versus “abstract” cognitive interventions
in predicting therapeutic alliance and amount of -
symptom reduction evidenced over a 12-week pe-
riod of psychotherapy. This study also provides
an important example of how adherence process
methods yield valuable, and perhaps unique, data
on therapy process. Non-participant raters com-
pleted macroanalytic coding scales consisting of
Likert-type items designed “to assess the extent
or amount of therapist behavior of interest” (De-
Rubeis & Feeley, p. 473; emphasis added). In
so doing, the investigators were able to address
questions related to the quantity, or dosage, of
therapist interventions, and further to examine
how various therapist interventions predicted or
moderated other process and outcome variables.
This particular feature of adherence process re-
search, the ability to assess the extent to which
specific (prescribed) interventions are utilized in
session, holds the greatest promise of finding a
niche for adherence-focused research within the
overall framework of the psychotherapy process
research agenda. Specifically, an emerging
framework of process analysis on therapist inter-
vention strategies might be supported by three
pillars: adherence, competence, and alliance re-
search.? Each of these pillars has its own legacy
and expanding roster of studies in the process
field that cannot be justly described here. Briefly
and simply stated, in this framework “adherence”
alludes to what interventions are used and to what
extent, “competence” refers to how well or in
what manner they are used, and “alliance” con-
cerns what relationship conditions exist within
which they are used. In this overall process frame-

2 This recalls and updates Schaffer’s (1982) three dimen-
sions of therapist behavior for predicting treatment outcome:
type, skillfulness, and interpersonal manner.



work adherence retains its conventional meaning
whenever (as is typically the case) a specific
model or prescription of therapist behaviors is
intended. But, even more broadly, adherence re-
fers to both (1) the techniques or categories of
interventions implemented by the therapist, which
is a central component of any process study
(Greenberg, 1986), and (2) the extensiveness or
dosage of these interventions in session (Elkin,
Pilkonis, Docherty, & Sotsky, 1988; Sechrest,

. - 1994). Competence, in contrast, refers to the

quality of the intervention. Therapist competence
is a measure of the skill with which interventions
are delivered, such that relevant aspects of the
therapeutic context are taken into account (Waltz

2 etal., 1993) and the interventions are maximally

effective in the moment or in the session (Schaf-
fer, 1983). Barometers of competence include
therapist knowledge of client issues, the appropri-
ateness and timing of interventions, and the de-
gree of therapist responsiveness to client in-
session behaviors (O’Malley, Foley, Rounsaville,
Watkins, Sotsky, Imber, & Elkin, 1988; Shaw &
Dobson, 1988; Stiles & Shapiro, 1994; Yeaton
& Sechrest, 1981). Finally, therapeutic alliance
is a multidimensional construct describing the
goals, tasks, and relational bond that comprise
the working relationship between therapist and
client (Bordin, 1978, 1994; Gaston, 1990; Hor-
vath, 1995). Aspects of therapist behavior, client
behavior, and their interactional dynamics all
contribute to determining the quality of the alli-
ance (Horvath & Symonds, 1991; Pinsof, 1994),
which in turn, shapes the relationship context of
5 the therapy and thereby colors all in-session be-
. haviors (Horvath & Luborsky, 1993).
Multifaceted, integrative frameworks for as-
sessing psychotherapeutic process are required
for tackling the notoriously difficult task of link-
ing process to outcome (Greenberg, 1986; Stiles
& Shapiro, 1994). We have argued that treatment

- adherence process research can make a valuable

contribution to both pure process and process-
outcome research. Next, we describe our efforts
to apply adherence process procedures in family
therapy research.

Treatment Adherence Process Research in
Family Therapy: Process

Despite some of family therapy’s most notable
early advancements having occurred in the re-
search arena (Pinsof & Wynne, 1995b), family
therapy research is, in many ways, a relative new-

Treatment Adherence Process Research

comer to the clinical efficacy game (Lebow &
Gurman, 1995). With its roots planted in the para-
digms of systemic and interactional theories about
psychotherapy that flowered less than thirty years
ago (Bateson, 1972; Watzlawick & Weakland,
1977), family therapy has only recently plunged
full-blown into the research culture of empirical
specification and validation (Coyne & Liddle,
1992), meta-analytic status review (Hazelrigg,
Cooper, & Borduin, 1987; Shadish, Ragsdale,
Glaser, & Montgomery, 1995), process-outcome
studies (Diamond & Liddle, 1996; Friedlander,
Wildman, Heatherington, & Skowron, 1994),
and disorder-specific clinical efficacy trials (Es-
trada & Pinsof, 1995; Liddle & Dakof, 1995;
Prince & Jacobson, 1995). Moreover, the tran-
sition to empirically-focused agendas continues
to meet resistance in some quarters (Liddle,
1991; Shields, Wynne, McDaniel, & Gawinski,
1994). For these reasons, family therapy re-
search on adherence is less advanced than in
the individually oriented therapies, and work
to specify guidelines and standards is needed
(Mann & Borduin, 1991).

In those instances when adherence has been
addressed, observational review methods have
rarely been attempted. Although it has long been
customary to describe a given model’s theoretical
underpinnings and training procedures (e.g.,
Alexander, Barton, Schiavo, & Parsons, 1976),
non-participant review of in-session therapist be-
havior remains the exception (e.g., Bry, Conboy,
& Bisgay, 1986; Friedman, 1989) rather than the
rule (e.g., Friedman, Tomko, & Utada, 1991;
Henggeler et al., 1992; Joanning, Quinn,
Thomas, & Mullen 1992; Romqn Platt, &
Schippers, 1990). To date, the most rigorous ad-
herence research has been produced by Szapocz-
nik, Rio, Murray, Cohen, Scopetta, Rivas-
Vasquez, Hervis, Posada, and Kurtines (1989) in
their comparison of structural family therapy and
psychodynamic child therapy. They employed
trained raters to view videotapes randomly se-
lected from three phases of treatment and, at 10-
minute intervals, complete a frequency count of
family-identified and psychodynamic-identified
interventions. Their goal was to establish adher-
ence thresholds for each modality—in their case,
at least 75% of observed interventions being those
prescribed for that model. The Szapocznik et al.
study is one of the first to demonstrate that, like
other paradigms, family therapy research can
achieve the highest standards of treatment adher-
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ence documentation and, further, successfully en-
gage in adherence process research.

In our own work with a multisystemic, family-
based intervention model, Multidimensional
Family Therapy (MDFT; Liddle, 1995; Liddle,
Dakof, & Diamond, 1991; Liddle & Diamond,
1991; Schmidt, Liddle, & Dakof, 1996), we are
in the final stages of a five-year comparative effi-
cacy trial for treating adolescent substance abuse.
Faced with the challenge of demonstrating both
treatment integrity and treatment differentiation
(Moncher & Prinz, 1991) from an individual-
based cognitive-behavioral model, we developed
an adherence process rating scale (Hogue, Rowe,
Liddle, & Turner, 1994a) designed to identify
core clinical interventions within each modality.
Based on our experience with this adherence scale
we present guidelines for conducting adherence
process research in general and for evaluating
family therapy modalities in particular.

First, as with any psychotherapy coding ven-
ture, it is imperative that researchers present an
explicit rationale for their unitizing and proce-
dural choices (Alexander et al., 1995; Ruseell &
Staszewski, 1988). In this case, we were guided
at every juncture by the wish to conduct
observational-based, quantitative, minimally bi-
ased adherence research that would serve the dual
purpose of establishing integrity thresholds and
providing process-level data on therapist interven-
tions. In order to hit these marks, (1) we recruited
“paive” undergraduate psychology majors to
serve as judges who were kept blind to the nature
of the treatment models and the goals of the study,
intensively trained over a five-month period to
reach adequate reliability, and reconvened on a
weekly basis for supportive training and to pre-
vent rater drift; (2) we selected a 7-point Likert-
type coding system for rating the extensiveness
of therapeutic interventions; (3) the scale was con-
structed with some items intended to be unique
to each modality, some common to both, and
some applicable to almost any form of psycho-
therapy; and (4) judges viewed videotapes of
whole therapy sessions.

Second, we closely modeled our scoring man-
ual (Hogue, Rowe, Liddle, & Turner, 1994b)
after the TDCRP Rater’ s Manual for the Collabo-
rative Study Psychotherapy Rating Scale-Form 6
(Evans, Piasecki, Kriss, & Hollon, 1984; see also
Hollon, Evans, Auerbach, DeRubeis, Elkin,
Lowerry, Kriss, Grove, Tuason, & Piasecki,
1988). The general format of our scoring manual,
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and many of the recommendations presented be-
low, were based on the ground-breaking TDCRP
treatment adherence project.

Our adherence scale contains four theory-
driven categories of therapeutic interventions:
(1) Items unique to MDFT (e.g., Arranges,
coaches, and processes multiparticipant interac-
tions;, Shapes parenting practices of functional
parents); (2) Items unique to the individual ther-
apy model (e.g., Explores tacit beliefs that under-
lie and organize client behaviors;, Utilizes
protocol-driven behavioral technigues or relax-
ation exercises); (3) Items common to both mod-
els (e.g., Encourages client to experience and
express dffect in session; Helps client develop a
Juture-based orientation); (4) “Non-specific”
items prescribed by virtually every therapeutic
model (e.g., Probes for client's unique point of
view; Responds to client in warm and compas-
sionate manner).? One primary goal of our adher-
ence study is demonstrating that therapists utilize
appropriate levels of model-unique interventions.
However, in keeping with the spirit of adherence
process research, we are equally interested in the
common and non-specific items. Our agenda is
two-fold: Above and beyond a model’s tendency
to promote signature interventions, what nuances
in delivering the model give rise to alternative
(perhaps unexpected) strategies? And which pat-
terns or clusters of interventions collectively
emerge as most prominent with the given popula-
tion? Questions like these are concerned with the
specific ingredients of therapy process that reveal
subtleties of how a theory and therapy model are
actualized in practice (Elkin et al., 1988; Stiles
& Shapiro, 1995). Further, as testimony to the
fast pace of development of this specialty area in
family therapy, process-based questions of this

3 In the process of developing this scale we discovered an
unforeseen and, in our case, unresolvable confound: Every
“family therapy” item involves more than one member of the
client system. That is, all items uniquely prescribed in the
MDFT condition require judges to rate therapist behavior that
by definition occurs either in conjoint sessions or in prepara-
tion for conjoint sessions. Of course, it is certainly not true
that conjoint sessions are a prerequisite for family therapy
interventions. Many methods are available for conducting
family therapy through one-person sessions (see Szapocznik,
Kurtines, Perez-Vidal, Hervis, & Foote, 1990). Moreover,
some individually-focused interventions (e.g., exploring
family-of-origin issues) are more common in family-based
models than in certain individual therapies.



nature are receiving great attention in contempo-
rary family therapy research (Friedlander, Wild-
man, Heatherington, & Skowron, 1994; Heng-
geler, Borduin, & Mann, 1993; Pinsof, 1989;
Shadish, Montgomery, Wilson, Wilson, Bright,
& Okwumabua, 1993).

We now offer eight guidelines for conducting
a treatment adherence process research project.
These have served as procedural blueprints for
designing the study, practical instructions for
training raters, and scoring reminders to compan-
ion the rating of videotapes. Note that these
guidelines apply primarily to constructing adher-
ence items; substantially different procedures are
typically utilized for constructing items intended
to measure various forms of rater bias (see Hill,
O’Grady, & Price, 1988). The first five guidelines
are general, while the last three pertain specifi-
cally to family therapy adherence work:

Rate therapist behavior only. Treatment adher-
ence scoring is geared exclusively toward thera-
pist behavior, not the behavior of clients. There-
fore, judges should code only the statements and
actions of the therapist, and only these count as
justification for any particular score. This guide-
line increases accuracy and reliability. Equally
important, it inhibits consideration of therapist
responsiveness to client behavior, which falls un-
der the domain of therapeutic competence.

Score “is,” not ought.” Judges should score
only what the therapist actually does in session,
not what might have been done or should have
been done. That is, there is no “negative scoring”
for missed opportunity, incompleteness, or di-
- luted effort. A logical extension of the previous
guideline, this caveat discourages judges from
inferring therapist intention, assessing therapeutic
context, or weighing therapist responsiveness
(again, competence rather than adherence con-
cerns).

Extensiveness = Thoroughness + Frequency.
Interval-level ratings of adherence are anchored
on a scale that measures the extensiveness to
which a given intervention is utilized in session.
Extensiveness constitutes two separate dimen-
sions of therapist behavior: (1) thoroughness, de-
fined as the persistence and intensity with which a
single intervention is executed, and (2) frequency,
defined as the number of instances in which a
given intervention occurs. High ratings may be
given for a powerfully focused intervention that
takes place during a brief segment, for an inter-
vention that arises consistently throughout the

Treatment Adherence Process Research

session but is not pursued at length in any episode,
or both. Unfortunately, it is not possible to pro-
vide a precise algorithm for blending judgments
of thoroughness and frequency. Judges must rely
on item descriptions in the coding manual, train-
ing, familiarity with the adherence scale, and ex-
perience in coding tapes in order to determine
how much weight to assign each dimension in
scoring extensiveness. For example, in our study
Encourages client to experience and express af-
Ject in session tends to be a thoroughness-weighted
item, in that therapists from both modalities occa-
sionally promote an extended interaction around an
emotional theme but do not persistently tie interac-
tions to emotional themes throughout a given ses-
sion. On the other hand, Probes for client’s unique
point of view is usually scored according to the
frequency with which a therapist specifically
“checks in” for a client’s reaction or opinion.

Emphasize item exemplars and item distinc-
tions. Each item described in the manual should
be accompanied by “exemplar” therapist state-
ments. Exemplars are brief therapist speech acts
that help judges recognize interventions by cuing
them to emblematic content and style for a given
item. Exemplars are not intended to capture item
extensiveness (which is too context-specific and
cumbersome to describe in a useful manner); in-
stead, they are prototypes of the spectrum of be-
haviors represented by each item. In addition,
manuals should devote considerable space to item
distinctions. Item distinctions are narrative de-
scriptions that relate how a given item can be
distinguished from other items that contain sim-
ilar content or tend to occur in conjunction with
the target item. Distinctions should also include
contrasting exemplars to act as concrete refer-
ences for item differentiation.

Buffer raters against halo effects. Halo effects
refer to situations wherein a rating for a given
item is biased by a rating awarded to another item
or by a global judgment of the session as a whole.
Halo effects come in many shapes and sizes, de-
pending on the goals and design of the study.
We caution our judges about these in particular:
giving high ratings on every item because it is
decided that a therapist is generally competent;
allowing one impressive intervention to generate
“positive spillover” into ratings of similar items;
intentionally deciding that, or unintentionally
scoring as if, two items naturally covary; and
forming a negative impression partway through a
session and thereby giving insufficient weight to
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later behavior. In sum, at every sitting judges
must remember that each item is to be rated as a
separate, independent entity, and its rating should
not be influenced by ratings given to any other
item (unless specified otherwise in the manual).
Of course, reliable item independence is possible
only if the scale and the manual are planfully
constructed with this in mind.

Score vicarious interventions. Vicarious inter-
vention refers to the process by which a therapist
intervenes with one participant through another,
or intervenes with multiple participants by orches-
trating their interaction. For sessions with multi-
ple participants, items should be scored not only
with regard to what therapists do with each per-
son, but also with regard to what therapists en-
courage participants to do with one another. For
example, in a session with a mother and son, a
therapist might instruct the pair to have an ex-
tended conversation about past disappointments,
or coach the mother in helping the son plan more
effective solutions to a recurring problem. In
these cases, the therapist can receive high marks
for encouraging affect or teaching problem-
solving skills, even though the clients are chiefly
carrying out the intervention. In short, judges
should account for the manner in which therapists
encourage, facilitate, and comment upon the in-
teractions of others in conjoint sessions.

Incorporate “to whom” into appropriate items.
For certain items, the target of the intervention
determines the classification of the intervention.
For example, our scale contains two similar items:
Shapes parenting practices of functional parents
and Teaches client new coping skills. When thera-
pists address the problem-solving, coping, or
communication skills of adults specifically in the
role of parenting their children, the former is
scored. However, when a therapist is working
with a parent to improve these skills in other
domains (e.g., communicating with a spouse),
the latter is scored, even if the specific skill ad-
dressed (e.g., active listening) is identical. Many
popular family therapy interventions (e.g., re-
structuring intergenerational coalitions, strength-
ening parental alliance) are conditionally identi-
fied with the target(s) of the behavior.

Keep up the appearance of item generalizabil-
ity. In designing adherence scales to differentiate
famﬂy-based treatments from other modalities, it
is important that the content of 1tems does not
immediately betray their “allegiance” to a specific
model; otherwise, the internal and construct va-

lidity of the study may be compromised. This is
a formidable challenge. When comparing family
versus group treatments, items can refer to “multi-
ple participants” rather than “family” or “group.”
In our project’s comparison of family-based and
individual-based treatments, we take two precau-
tions: (1) judges are not informed that two differ-
ent models are being assessed, and (2) judges are
instructed that family involvement varies ac-
cording to the contingencies of each case. In our
family-based treatment (MDFT), therapists spend
a great deal of time working with individuals
alone, and individual sessions routinely focus on
intrapersonal experiences of the client. Similarly,
our individual-based model promotes interven-
tions that focus on concems related to significant
others (e.g., helping the adolescent process nega-
tive experiences with a parent at home). Never-
theless, given the experience that judges accumu-
late in identifying interventions and recognizing
therapists over the course of an adherence study,
some rater insights (hence biases) are unavoid-
able.

Treatment Adherence Process Research in
Family Therapy: Outcome

Contemporary process researchers agree that
identifying the types of interventions used in suc-
cessful psychotherapies, particularly interven-
tions empirically linked with favorable treatment
outcome, will be a principal concem of future
process studies (Greenberg, 1995; Hill & Corbett,
1993). We predict that adherence process re-
search will become a staple analytic tool for these
studies. Nevertheless, adherence process research
methods are ill-suited for answering some funda-
mental process-related questions. For example,
at its core adherence research is a hypothesis-
testing approach to studying psychotherapy. Its
main goals are confirming the clinical model and
cataloguing prescribed behaviors in session. As
described in detail elsewhere (Hill, 1990; Mahrer,
1988; Shoham-Salomon, 1990), discovery-
oriented research, with its emphasis on exploring
psychotherapy process from a hypothesis-
generating stance, takes quite the opposite tack.
Discovery-oriented research attempts to track un-
predictable or unexpected developments in ses-
sion, draw from a variety of clinical theories to
understand enigmatic phenomena, and formulate
new hypotheses when available evidence is weak
or contradictory. These goals are better served by
task analysis and change events methods (Green-



berg, 1991; Safran, Greenberg, & Rice, 1988)
than by adherence methods.

Adherence process research also has limited
potential for evaluating facets of the therapeutic
context. Context-sensitive process research is de-
signed to investigate the often-subtle manner in
which the meaning of behavior varies according
to the context in which that behavior occurs
(Greenberg, 1986; Heatherington, 1989; Messer,
Tishby, & Spillman, 1992). Client behavior, and

- therapist-client interpersonal processes, are key

components of the therapeutic context. On the one
hand, adherence process research incorporates a
given model’s routine expectations for context-
sensitive interventions into the development of a
coding instrument and training of judges. On the
other hand, adherence research concentrates on
therapist behavior and, to a large degree, factors
out differential client behavior as “nuisance vari-
ance.” As a result, adherence process methods
are insensitive to many variables of great interest
to process researchers: client pre-treatment char-

_acteristics, the nature of the presenting complaint,

therapist awareness of client needs, therapist-
client relationship characteristics, and subtleties
of culturally-bound or idiosyncratic communica-
tion, to name a few.

Finally, treatment adherence process research
clearly belongs to the tradition of psychotherapy
process research concerned with therapeutic tech-
nique and comparative intervention strategies
(Lambert & Bergin, 1994). This tradition has re-
cently come under fire by some (e.g., Stiles &
Shapiro, 1989, 1994) who take issue with implicit
subscription to the “drug metaphor” in process
research, a metaphor that highlights “strength of
active ingredients” and *“dosage of intervention.”
According to these critics, the drug metaphor has
two significant drawbacks: (1) It misrepresents
therapy as an enterprise in supplying titrated dos-
ages of a prepared intervention, rather than one
of theory-based responsivity to client in-session
needs; and (2) It generates process research meth-
ods with little power to detect process-outcome
links, given their focus on intervention dosage
rather than therapeutic responsivity. These criti-
cisms support our contention that adherence pro-
cess research is but one pillar in the process re-
search framework. To bear the full weight of
comprehensive clinical efficacy and process-
outcome research, support from therapist compe-
tency and therapeutic alliance research is
required.

Treatment Adherence Process Research

Concluding Comments

Growing interest in treatment specification and
manualization, comparative clinical efficacy, and
therapeutic accountability has generated in-
creased attention to the tasks of ensuring and doc-
umenting that therapists implement treatment
models as intended. Although the technology for
investigating treatment adherence is still in the
developmental stage, particularly in the field of
family therapy, it is clear that more complex
methods yield more comprehensive, clinically
rich information. When sophisticated procedures
are used, adherence research becomes a powerful
process research tool for examining therapeutic
interventions across sessions, phases, therapists,
and modalities. For these reasons, adherence re-
search is poised to make significant contributions
to the ongoing project of identifying essential in-
gredients and illuminating process-outcome links
in clinically-effective psychotherapies. As the
science of adherence research matures, advancing
from issues of “What this model is” to “What
this model does,” treatment adherence process
research should become a valuable feature of psy-

chotherapy process research.
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