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Mitchell, Jessica L., The relationship between interpersonal dependency and therapeutic 

alliance: Perspectives of clients and therapists. Doctor of Philosophy (Clinical Psychology), 

August 2008, 145 pp., 26 tables, references, 146 titles.  

 Both interpersonal dependency and the importance of the therapeutic alliance to 

successful psychotherapy outcomes have been widely studied.  However, these two areas of 

study rarely have been viewed conjointly despite the reportedly large number of clients with 

dependency who present for treatment.  This study elucidated the relationship between 

interpersonal dependency and the therapeutic alliance.  Additional hypotheses explored client-

therapist agreement on alliance strength in relation to client interpersonal dependency.  

Participants were graduate student therapists (N = 26) and their individual psychotherapy clients 

(N = 40) in a training clinic at a large, southwestern university.  Within their first three sessions 

of psychotherapy, participating clients told nine Thematic Apperception Test stories and 

completed structured self-report measures of adult attachment, social desirability, and 

psychological symptoms.  Interpersonal dependency was scored from the TAT stories, using the 

TAT Oral Dependency (TOD) scoring system developed by Masling, Rabie, and Blondheim 

(1967) and Huprich (2008).  Three sessions following initial data collection, participating clients 

and their therapists completed structured self-report measures of the therapeutic alliance.  

Analyses revealed that interpersonal dependency was not significantly associated with client and 

therapist alliance ratings or the congruence between client and therapist alliance ratings.  

However, specific scoring categories of the TOD were associated with client alliance scores in 

opposing directions.  In contrast to hypotheses, self-reported attachment-related dependency was 

significantly related to client alliance ratings and to the congruence between therapist and client 

alliance ratings.  Clients with higher levels of self-reported attachment-related dependency rated 

  



  

  

the alliance less favorably, in agreement with their therapists, than did clients with lower levels 

of attachment-related dependency.  Additional analyses were unsuccessful in replicating findings 

from previous research on interpersonal dependency.  The clinical and research implications of 

these findings are discussed.   
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CHAPTER 1 

INTRODUCTION 

Overview 

Significant research has been conducted on both the working alliance in psychotherapy 

and the dependent personality.  However, little research has attempted to relate these areas of 

study.  Dependent personality traits may influence both therapist and client perceptions of the 

psychotherapy relationship.  Research into the interaction of such client personality variables and 

perceptions of the working alliance would aid in providing more informed clinical treatment.  

The impact of interpersonal dependency on the psychotherapy relationship is particularly 

important, given the reported prevalence of dependency among psychotherapy clients.  

Furthermore, research in this area should continue to delineate dependency from related 

psychological constructs, such as depression and attachment.  The primary purpose of this study 

is to highlight the relations between client’s dependent personality characteristics and therapist 

and client judgments of the strength of the therapeutic alliance.  The relationships between 

dependency, attachment style, and depression were explored. 

 This literature review is organized into four major sections.  The first section provides a 

general theoretical framework for the therapeutic alliance and reports fundamental research 

findings.  The second section reviews dependency literature and highlights the connection 

between dependency and related variables.  The measurement of both working alliance and 

dependency is addressed in their respective sections.  The third section focuses on the research 

supporting a connection between the working alliance and interpersonal dependency.  The fourth 

section addresses the aims of the current study and presents specific hypotheses and research 

questions of interest. 
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Therapeutic Alliance 

 The therapeutic alliance is arguably the most vital component of a successful 

psychotherapy outcome regardless of technique or theoretical orientation.  Freud (1913/1958) is 

often credited with first acknowledging the importance of a therapeutic bond.  In early Freudian 

psychoanalytic theory, the relationship provides an environment for the development of 

transference and countertransference between client and therapist.  Freud differentiated between 

neurotic transference and feelings of warmth between client and therapist, with the former being 

important for psychoanalytic interpretation and the latter being important to treatment, but not 

vital to analysis.  Later psychoanalytic theorists (Sterba, 1934; Zetzel, 1956) expanded on 

Freud’s original conceptualization of the therapy relationship, placing more emphasis on client-

therapist feelings toward each other and commitment to the therapeutic process.    

In more recent times, Carl Rogers (1957), a leader in the humanistic movement, 

emphasized that lasting therapeutic change is dependent on the creation of an authentic and 

genuine relationship between client and therapist.  He argued that therapeutic improvement 

occurs as a result of therapist demonstration of empathy, unconditional positive regard, 

genuineness, warmth, and congruence.  Rogers and subsequent client-centered, humanistic 

theorists have proposed these “core conditions” are necessary and sufficient to producing lasting 

therapeutic change regardless of theoretical orientation and technique.  These conditions may 

allow for a stronger therapeutic relationship, which acts to facilitate therapeutic progress.   

Significant research has been conducted on Rogerian theory since the 1970s 

(Kirschenbaum & Jourdan, 2005).  Meta-analyses (Orlinsky, Grawe, & Parks, 1994; Greenberg, 

Elliot, Watson & Bohart, 2001; Orlinsky & Howard, 1986) have provided support for the 

importance of empathy and unconditional positive regard for the counseling relationship and 
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therapeutic progress.  These findings have been replicated across numerous populations, settings, 

and modes of treatment (Bozarth, Zimring, & Tausch, 2002).  In the widely known multi-site 

NIMH experimental study of depression treatment, Rogerian attributes of the therapy 

relationship, also known as common factors, were found to account for significant variance in 

therapy outcome (Blatt, Zuroff, & Quinlan, 1996).    

Although most theorists and researchers have emphasized the significant effect of the 

relationship on therapeutic progress, the definition of the therapeutic alliance has varied 

according to their preferred theoretical orientation.  As in many areas of study in psychology, 

numerous definitions have been provided for similar constructs.  Greenson (1967) initially 

provided a definition of the therapy relationship based on psychoanalytic theory.  He proposed a 

three-part conceptualization, which included the working alliance, the transference relationship, 

and the real relationship.  Gelso and Carter (1985) suggested all therapy relationships involve the 

interaction of these three components across orientation and technique.   

The working alliance component of Greenson’s (1967) definition of the therapy 

relationship has received particularly strong attention from clinicians and researchers.  The 

alliance is thought to be the most vital ingredient to successful therapy outcomes and is of 

particular interest in the current study.  In a much cited meta-analysis, Horvath and Symonds 

(1991) found an overall effect size of r =.26 between good working alliance and positive therapy 

outcome in 24 studies.  This “moderate, but reliable” effect size was suggested to be an 

underestimate due to a conservative study selection process.  The results of the meta-analysis 

showed that the relationship between alliance and outcome was not a function of treatment 

length or type of therapy, which again points to the function of common factors.  In a different 

meta-analysis, Martin, Garske, and Davis (2000) found the therapy alliance to be moderately 
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related to therapy outcome.  Both meta-analyses utilized the same inclusion criteria for studies, 

and the included studies used samples with similar populations.  Martin et al.’s study included 79 

studies while Horvath and Symonds included 24 studies.  Some psychologists (Gelso & Carter, 

1985; Kirschenbaum & Jourdan, 2005) have opined that the concept of the working alliance has 

replaced the older humanistic construct of core conditions.  The two conceptualizations have 

several shared features.  The development of the working alliance is likely affected and enhanced 

by empathy and genuineness on the part of the therapist. 

Bordin (1979) offered his own conceptualization of the alliance, composed of three 

interdependent parts: the therapeutic bond, tasks, and goals.  The bond refers to the general level 

of relationship quality, which determines the motivation of a client to complete tasks during 

therapy with the intention of reaching defined treatment goals.  The therapist must be willing to 

actively define and negotiate tasks and goals in order to create a strong bond (Bender, 2005).   

Gelso and Hayes (1998) presented five general points to consider in understanding the 

working alliance.  First, they emphasized the importance of developing a working alliance early 

in treatment.  They also acknowledged that the strength of the alliance needed for a successful 

outcome varies across treatment modalities.  Finally, they stated that the emotional bond of the 

alliance develops more slowly than the other components, the strength of the alliance changes 

throughout treatment, and individuals vary in terms of their ability to form a working alliance in 

therapy.    

In addition to Gelso and Hayes’ (1985) assertions about individual variability in the 

creation of the working alliance, other researchers have noted differences in client’s and 

therapist’s assessment of the strength and nature of the alliance.  In fact, Horvath and Symonds 

(1991) found that client ratings of alliance were superior to therapist ratings in terms of 
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predicting therapy outcome.  Unfortunately, there has been little research on the client’s 

subjective experience of the therapeutic alliance.  Macran, Ross, Hardy, and Shapiro (1999) have 

recently argued that psychotherapy researchers have neglected client perspectives, and they 

encourage the incorporation of client views in research.   

Bedi, Davis, and Williams (2005) used an interviewing approach to assess the client 

perspective.  Forty outpatients were asked to describe events that occurred in the course of their 

own psychotherapy that contributed to or hindered the development of a strong working alliance.  

Results indicate that a number of aspects of psychotherapy contribute to the working alliance, 

including well-known techniques (e.g., active listening, therapist self-disclosure, humor, 

normalization, validation) as well as less studied phenomena, such as personal characteristics of 

therapists, physical environment, and nonverbal communication.   

Interestingly, Bedi et al.’s (2005) participants also disclosed the importance of a positive 

initial contact, consistent with Gelso and Hayes’ (1998) proposal that the alliance is formed in 

early interactions between client and therapist.  This exploratory study provides evidence that 

traditional structured techniques (e.g., self-report measures, observer ratings) of measuring the 

working alliance may not be addressing a number of client concerns and needs; it also 

emphasizes the importance of recognizing that therapists and clients may have differing views of 

the alliance.  While a qualitative methodology allowed for a new perspective on the working 

alliance and provided rich information unavailable with quantitative measures, the study design 

also had limitations.  The study relied on participant retrospective self-reports, and the sample 

was small and nonrepresentative.   

Additional studies have also focused on the importance of the development of a strong 

therapeutic alliance early in treatment (Hietanen & Punamaki, 2006).  Hietanen and Punamaki 
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(2006) used a self-report measure of the working alliance, completed by both acute inpatients 

and their case managers, after the third session.  Patients with secure attachment rated the early 

alliance more favorably than patients with insecure attachment.  However, case manager ratings 

of the alliance were only associated with patient attachment in men.  These contrasting results 

between client and therapist ratings of the alliance indicate the importance of using multiple 

informants in alliance assessment. 

Most research on the working alliance uses quantitative self-report measures, which vary 

in terms of their theoretical basis and understanding of the alliance (Cecero, Fenton, Frankforter, 

Nich, & Carroll, 2001).  These include the Vanderbilt Therapeutic Alliance Scale (VTAS; 

Hartley & Strupp, 1983), the Penn Helping Alliance Rating Scale (Penn; Luborsky, Crits-

Cristoph, Alexander, Margolis & Cohen, 1983), the Working Alliance Inventory (WAI; Horvath 

& Greenberg, 1986), and the California Psychotherapy Alliance Scale (CALPAS; Marmar, 

Gaston, Gallagher, & Thompson, 1989).  Cecero et al. (2001) compared therapist, client, and 

rater versions of these measures of therapeutic alliance.  The participants, substance-dependent 

individuals in a randomized clinical trial of three manualized treatments, completed the measures 

early in treatment.  The authors found that all measures were internally consistent and reliable.  

Also, all measures were highly related and appeared to measure a similar construct.  Martin, 

Garske, and Davis (2000) found similar results in a meta-analysis of 79 studies, with the majority 

of participants being outpatients.  All alliance scales in the analyses demonstrated strong 

reliability.  The authors suggested the WAI is the most appropriate measure to use for research, 

given its concordance with Bordin’s (1979) three-pronged conceptualization of the alliance.  

However, the Penn scales, VTAS, WAI, and CALPAS were all moderately correlated with 

psychotherapy outcome.  These results and others (Horvath & Symonds, 1991) suggest that most 
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objective measures of the working alliance represent common factors.  Horvath & Symonds 

(1991) stated that collaboration, mutuality, and engagement are important elements of the 

working alliance emphasized across theoretical underpinnings of these various measures. 

The CALPAS, used in the present study, measures four theoretically derived alliance 

dimensions and uses an eclectic definition of the alliance.  The four scales include the Patient 

Commitment Scale (PC), representing the therapeutic alliance and reflecting the client’s capacity 

to value therapy above and beyond potential mistrust or doubt; the Patient Working Capacity 

(PWC), representing the working alliance and reflecting the client’s ability to disclose material to 

the therapist without feeling criticized; the Therapist Understanding and Involvement Scale 

(TUI), representing the therapist’s contribution to the alliance in terms of their ability to be 

understanding and nonjudgmental; and the Working Strategy Consensus Scale (WSC), 

representing the agreement on goals and tasks of therapy and client-therapist collaboration.  Each 

scale combines to create a broad picture of the working alliance based on the most influential 

theories. 

Gaston (1991) found that the patient version of the CALPAS demonstrated good criterion 

validity in a sample of 147 outpatients.  CALPAS scores were significantly correlated with 

criterion variables in the expected direction.  For example, alliance ratings were negatively 

correlated with interpersonal problems, suggesting that individuals who have more intimacy 

issues may have more difficulties forming an alliance.  In addition, the four scales were 

moderately intercorrelated, suggesting the scales measure related but differentiated dimensions 

of the alliance.  CALPAS scores were unrelated to client age, level of education, marital status, 

and yearly income.  Therapist gender, theoretical orientation, and number of years in practice 

were also uncorrelated with alliance ratings.   Finally, no association was found between 
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CALPAS scores and a measure of social desirability.  Gaston (1991) concluded the CALPAS is a 

promising measure for assessing the psychotherapy alliance.  

The therapy relationship is ultimately based upon principles similar to other close 

interpersonal relationships.  That is, clients and therapists have a tendency to reenact patterns of 

both childhood and adulthood relationships in the course of therapy.  Therefore, research on an 

individual’s interpersonal style can aid in understanding the dynamics that occur between client 

and therapist.  Attachment security, based in early experiences with caregivers, is one 

interpersonal variable that has been studied in relation to its impact on the therapeutic alliance.   

Another interactional style related to attachment that has received significant attention is 

interpersonal dependency.  

Interpersonal Dependency 

Interpersonal dependency, like attachment, is a particular personality dimension that can 

have a significant impact on relationships.  Dependency is also a characteristic of many 

individuals who present for psychological treatment.  Although there has been considerable 

research conducted regarding the construct of dependency, dependent personality disorder 

(DPD) has been neglected in research in comparison to other personality disorders (Gude, 

Hoffart, Hedley, & Ro, 2004).  Before launching into a discussion of previous research and 

theory on interpersonal dependency, it is important to acknowledge the complex nature of the 

construct and its measurement.   

Traditionally, interpersonal dependency has been viewed as a distinct personality style.  

Personality traits are typically seen as chronic and stable throughout an individual’s lifetime, and 

they may manifest themselves in both adaptive and unhealthy ways.  In the dimensional view of 

personality, traits exist on a continuum, ranging from healthy to dysfunctional.  For example, an 

 8



 

individual with dependency who is motivated to receive support and protection from others can 

form close, nurturing relationships, develop unhealthy, one-sided relationships, or have both 

types of relationships (Bornstein, 1997).  The Diagnostic and Statistical Manual of Mental 

Disorders-4th edition (DSM-IV; American Psychiatric Association, 1994) emphasizes this point 

by stating: 

 Many individuals display dependent personality traits.  Only when these traits are 
inflexible, maladaptive, and persisting and cause significant functional impairment or 
subjective distress do they constitute dependent personality disorder. (pp. 724) 

 
As with many psychological constructs, the multifaceted nature of dependency is often 

overlooked.  Rather, dependency is viewed categorically as present or absent, or as pathological 

or healthy.  In the same vein, maladaptive dependent behaviors tend to be generalized into an 

overarching dependent personality style.  In fact, dependency has been defined, studied, and 

expressed in various ways, including as a personality style, traits, behaviors, and affect (McBride 

& Bagby, 2006).  Most individuals exhibit some type of dependent behavior in specific 

relationships and behave independently in other relationships.  Therefore, characterizing an 

individual’s personality as definitively dependent may not be accurate.  In some cases, labeling 

the behavior may be more appropriate.  In addition, individuals who may be labeled dependent 

may not always exhibit stereotypically dependent behaviors.  For example, individuals with 

dependency are often expected to be passive and submissive.  Some research (Bornstein, Riggs, 

Hill & Calabrese, 1996) has found that individuals with dependency will engage in active 

behavior in order to please an authority figure.  In this case, the need or goal of the individual 

with dependency remains the same, but the behavior would not be classified as dependent.   

Thus, interpersonal dependency is a complicated psychological construct that can be 

manifested and described in multiple ways.  However, the simplicity and uniformity of 
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psychological constructs is often valued and necessary in research and practice.  For example, 

communication between professionals in psychology is often aided by the use of discrete 

diagnostic categories based on abnormal or extreme behaviors.  Unfortunately, these heuristics 

can blur the dimensionality of constructs.  In the current review, dependency may be referred to 

in categorical terms for the ease of reading, writing, and statistical analysis; however, this is not 

intended to diminish the dimensionality and adaptability of the construct. 

Adaptive Dependency 

Traditionally, the term dependency has a negative connotation that signifies pathological 

neediness.  In an article entitled "Depathologizing Dependency" (Bornstein, 1998a), Bornstein 

reported how each theory of dependency has tended to pathologize dependent behavior.  For 

example, he described how psychoanalytic theory has portrayed dependence as “immature,” 

while social learning theory has focused on the “feminine” nature of dependence.  Bornstein 

suggested a multidimensional, balanced view of interpersonal dependence in theory, research, 

and practice.  

The dependent personality orientation has been found to be adaptive in terms of how 

individuals with dependency receive and comply with medical treatment (e.g., O’Neill & 

Bornstein, 2006).  These positive outcomes will be reviewed in later sections.  Dependent 

behaviors may also be viewed as adaptive.  For example, individuals with secure attachment who 

are able to depend on and rely upon others are typically viewed as psychologically healthy 

(Collin & Read, 1990).  In contrast, individuals who lack the interest, desire, or ability to form 

relationships with others may be diagnosed with maladaptive personality disorders, such as 

schizoid or avoidant personality disorders (American Psychiatric Association, 1994).  In his 

review, Bornstein (1998a) describes a form of adaptive dependency termed mature dependency.  
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Individuals with mature dependency are able to adapt their dependent behavior according to the 

situation and relationship.  These individuals also are able to receive support, as well as provide 

support to others in a reciprocal interdependence.  Individuals with immature dependency are 

more rigid and exhibit one-sided dependency across situations and relationships.  In this 

example, as with other personality variables and behaviors, the adaptability of dependency is 

contingent on the amount of flexibility in cognition, emotion, and behavior.   

Other researchers have (Gammel & Stoppard, 1999; McMullen, 1999; Kirsch & Kuiper, 

2002; McBride & Bagby, 2006) also emphasized the adaptive, healthy qualities of dependency.  

McBride and Bagby (2006) describe non-pathological dependency as a form of relatedness, or an 

investment in interpersonal relationships.  They attribute the overpathologizing of dependency to 

Western culture, where autonomy and individualism are encouraged and praised.  In turn, groups 

who appear to have higher levels of dependency (e.g., women, collectivist cultures) may be 

viewed negatively.   

Rude and Burnham (1995) contend that interpersonal dependency can be divided further 

into two constructs, connectedness and neediness, with the former being more adaptive and the 

latter being maladaptive.  These two types of dependency were created when two factors 

emerged in analysis from the items on the Dependency subscale of the Depressive Experiences 

Questionnaire (DEQ; Blatt, D’Afflitti, & Quinlan, 1976).  Interestingly, in their studies they 

found that connectedness, which is based on trust and closeness with others, was found stronger 

in women than in men, but was unrelated to level of depression.  This result has been replicated 

in additional research across university, community, and clinical samples (Bacchiochi, Bagby, 

Christi & Watson, 2003).  In contrast to connectedness, neediness, defined by fears of losing 

closeness with the other, was unrelated to gender but associated with level of depression.  These 
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results indicate the dimensionality of interpersonal dependency and the value in delineating its 

various forms.  To further complicate this discussion, Bacchiochi et al. (2003) did not replicate 

the findings of Rude and Burnham (1995).  Instead, they found a significant correlation between 

connectedness and depression, and no association between neediness and depression in a clinical 

sample.  They contend that the connectedness dimension of dependency may not necessarily be 

healthy, but rather, “less pathological.”   

The differences in these results may be due to the samples used.  Depressive symptoms 

were found to be associated with neediness in a university sample (Rude & Burnham, 1995) and 

with connectedness in a sample of individuals diagnosed with clinical depression (Bacchiochi et 

al., 2003).  Both studies supported the construct validation of neediness and connectedness and 

the two-factor structure of the DEQ.   However, each study only assessed depressive symptoms 

and neediness/connectedness scores within one type of sample.  Theoretically, individuals 

diagnosed with depression would be expected to differ from individuals without diagnoses of 

depression on levels of adaptive vs. maladaptive interpersonal styles, as well as on depressive 

symptomatology.  These mixed results suggest that patterns of interpersonal dependency are not 

only difficult to delineate in general, but also might vary according to specific population and 

level of depressive symptom severity.  Unfortunately, the lack of research and consistent results 

regarding adaptive types of dependency does not help in depathologizing dependent behaviors.  

The majority of research continues to be focused on maladaptive types of dependency. 

Maladaptive Dependency 

The pejorative nature of dependency can be seen from its original conceptualization in a 

psychoanalytic framework.  Freud (1913/1958) linked dependency with his oral stage of infancy.  

He proposed that children who had difficulties in this stage would manifest orally-fixated 

 12



 

behaviors, that is, actions associated with the mouth, such as thumb-sucking.  In addition, Freud 

stated these children would be dependent on others for support as adults due to unconscious 

preoccupations with unresolved infantile dependency needs.  According to psychoanalytic 

theory, dependent adults did not receive appropriate maternal care as children.  The child’s needs 

were therefore unmet, leading him/her to seek unachieved closeness in interpersonal 

relationships.   

Bornstein (1997) followed the evolution of theoretical etiologies of maladaptive 

dependency from psychoanalytic theory to object relations and attachment perspectives.  In these 

theories, the focus is on the infant/caretaker bond rather than specific oral behaviors.  Individuals 

who become maladaptively dependent as adults theoretically were unable to develop appropriate 

internalized representations of objects.  In other words, adults with unhealthy dependency were 

not able to develop an internal working model based on attachment figures.  The relationship 

between dependency and attachment will be elaborated in a later section. 

Bornstein (1997) described a theoretical perspective on the etiology of maladaptive 

dependence, whereby a child becomes dependent in the context of an overprotective, 

authoritarian household.  The child grows up defining him/herself as weak and helpless, 

incapable of surviving without the support of another.  In his volume on the dependent 

personality, Bornstein (1993) discussed his own working definition of dependency to be used in 

empirical study.  He stated dependency personality styles consist of 4 components: motivational 

(the need for support), cognitive (the view of self as powerless), affective (the anxiety 

experienced when evaluated), and behavioral (the seeking of help and approval).  According to 

Bornstein’s (1993) definition, dependency affects not only interpersonal interactions, but also an 

individual’s internal experience.  
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Despite the differences in the presented theoretical perspectives on dependency, all of 

them continue to be reflected in several areas of research and practice, including measurement 

and DSM-IV diagnosis (Greenberg & Bornstein, 1988).  The majority of research on maladaptive 

dependency concentrates on its more easily quantified and extreme form, namely dependent 

personality disorder (DPD).  This diagnosis became a part of the DSM nosology in DSM-III 

(American Psychiatric Association, 1980).   It had originally been conceptualized as a subtype of 

passive-aggressive personality in DSM-I (American Psychiatric Association, 1952) and then 

included in a general category for “other personality disorders of specified types” in DSM-II 

(American Psychiatric Association, 1968).  The DSM-III criteria of DPD, heavily steeped in 

psychoanalytic theory of dependency, emphasized submissiveness, timidity, and immaturity 

(Bornstein, 1997).   

DPD is currently one of three Cluster C disorders, often referred to as the anxious-fearful 

cluster.  Cluster C is characterized by emotional inhibition and aversion to interpersonal conflict 

(Bender, 2005).  The current criteria for dependent personality disorder are as follows: 

 A pervasive and excessive need to be taken care of that leads to submissive and clinging 
behavior and fears of separation, beginning by early adulthood and present in a variety of 
contexts, as indicated by five (or more) of the following: 

 (1) has difficulty making everyday decisions without an excessive amount of advice 
and reassurance from others 

 (2) needs others to assume responsibility for most major areas of his or her life 

 (3) has difficulty expressing disagreement with others because of fear of loss of 
support or approval. 

 (4) has difficulty initiating projects or doing things on his or her own (because of a 
lack of self-confidence in judgment or abilities rather than a lack of motivation or 
energy 

 (5) goes to excessive lengths to obtain nurturance and support from others, to the 
point of volunteering to do things that are unpleasant 

 (6) feels uncomfortable or helpless when alone because of exaggerated fears of being 
unable to care for himself or herself 
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 (7) urgently seeks another relationship as a source of care and support when a close 
relationship ends 

 (8) is unrealistically preoccupied with fears of being left to take care of himself or 
herself 

  
 Dependent personality disorder is diagnosed when an individual displays an enduring 

pattern of the criteria across most areas of life beginning in early adulthood.  However, most 

clinicians and researchers would agree that individuals may also have subclinical levels of 

dependency which impact motivation, cognition, affect, and interpersonal behavior, i.e., a 

dependent personality orientation (Huprich, Clancy, Bornstein, & Nelson-Gray, 2004).  These 

latter individuals may be described as passive, submissive, and needy (Greenberg & Bornstein, 

1988).    

Measurement of Dependency  

 Areas of research connecting dependency with other variables, discussed in later sections, 

rely heavily on the method of measuring dependency.  Contrasting results presented may be 

somewhat influenced by the specific measure used, as well as by theoretical connections to other 

related variables (e.g., attachment, interpersonal problems, depression).  The dependent 

orientation has been linked to a number of psychological variables, constructs, individual 

differences, and psychopathology.  Bornstein and Johnson (1990) found that dependency 

correlated significantly with every area of psychopathology measured by the Symptom 

Checklist-90, with social desirability controlled.   

 Bornstein (1995) reported that over 40 measures of dependency have been created, with 

the majority being structured in format.  However, several less structured measures of 

dependency have also been utilized.  The structured measures typically involve self-reports, 

which require an individual consciously to judge and report on their own behavior, as opposed to 

less structured measures which sample an individual’s spontaneous behavior in response to a 
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cue.  Self-report measures tend to have high face validity, so that individuals are generally aware 

of what the instrument is designed to measure.  This quality of self-report measures may lead to 

significant biases and inaccuracies in reporting, given an individual’s level of social desirability 

or concern with self-presentation (Bornstein, 1995).  Also, individuals, especially those with low 

levels of interpersonal functioning, may be unable to judge objectively their own interpersonal 

behavior, due to repression, defensiveness, or a lack of insight.   

 In contrast, less structured measures have low face validity due to the use of ambiguous 

stimuli and open-ended response format.  As an advantage, participants completing less 

structured measures are unaware of the construct being measured; bias and self-presentation may 

be more controlled.  However, less structured tests are time-consuming in terms of 

administration and scoring.  Also, interrater reliability of less structured measures can be difficult 

to achieve for more complex scoring systems.   

 Two less utilized methods of assessing dependency include interview formats and 

behavioral observation.  Like less structured methods, interviews are subject to questionable 

interrater reliability and difficulties in consistent administration and scoring; similar to structured 

measures, interviews can result in self-presentation biases.  However, interviews can provide rich 

qualitative information about an individual’s interpersonal style above and beyond more 

traditional tests.  Behavioral observations can be useful in viewing dependent behavior in 

naturalistic settings; however, ratings are purely based on observable behavior rather than 

internal experience, and observers may have biases.   

 Researchers may have various reasons for choosing a particular type of measure, ranging 

from logistical to theoretical.  For the most part, structured and less structured measures of 

dependency have been found to be modestly correlated.  Bornstein (1995) suggested that both 
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types of measures should be used simultaneously to provide the most detailed information 

regarding an individual’s dependency. 

 The most researched and widely used less structured measure of dependency is Masling’s 

Rorschach Oral Dependency (ROD; Masling, Rabie, & Blondheim, 1967).  Administration of the 

ROD involves exposure to 10 Rorschach cards, to which participants are asked to provide 

responses as to what they “see” in each blot.  Responses are scored for content with a lexical 

system.  The two categories used in scoring are dependent imagery and oral imagery.  Examples 

of categories of dependent imagery include those responses describing passivity and 

helplessness, as well as nurturing figures.  Oral imagery categories involve responses describing 

food, anatomy involved in eating, and objects related to food or oral behavior.  Participants 

receive one point for each dependent response, with scores ranging from 0 to 25, with higher 

scores representing higher levels of oral dependency.  In this scoring system, participants 

classified as nondependent are those with two or fewer dependent responses and participants 

classified as dependent are defined as those with four or more dependent responses.  Studies 

using the ROD have found the system to have good interrater reliability (Bornstein & Masling, 

1985; Masling et al., 1967).  Bornstein (1996) also found the ROD has good construct validity 

and appropriately measures dependent behaviors.  More recently, scores on the ROD was found 

to have a medium to large effect size (r = .37) in predicting overt dependent behavior (Bornstein, 

1999).  Fowler, Brunnschweiler, Swales and Brock (2005) found that ROD scores predicted 

attachment behavior and treatment compliant behavior as expected in a sample of female 

inpatients diagnosed with borderline personality disorder.  Fowler et al. reported the ROD 

demonstrated significant incremental validity in their study. 
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 Another less structured measure, the Thematic Apperception Test (TAT; Murray, 1943) 

has also been used to measure dependency, but to a lesser extent than the Rorschach.  Masling et 

al. (1967) also developed a TAT scoring system for oral dependency (TOD).  In their original 

study, obese and control outpatient participants were assessed for oral dependency with the 

Rorschach and TAT.  As hypothesized, participants who were obese gave more oral dependent 

responses than control participants.  The numbers of ROD and TAT responses were significantly 

correlated.  The results, although based on a small, not very generalizable study of primarily 

Israeli patients, provided promising results for the use of the TAT as a measure of dependency.   

 In the original scoring system, participants are asked to provide responses to several TAT 

cards, which are then scored for dependent content.  Raters then discuss and resolve 

disagreements.  Pilot correlational studies by Huprich (2008) using the TOD provide preliminary 

support for the validity and reliability of the TOD.  These studies found similar results for both 

clinical and nonclinical populations, although the clinical sample was more informative.  In the 

clinical sample, TOD scores were correlated with self-reported dependency problems in 

relationships.  Unexpectedly, weight and dependency were not found to be correlated, as was 

originally found in the validational study of the TOD by Masling et al. (1967).  However, 

Huprich’s studies used samples not selected by weight.  As is typical in underresearched 

measures, more studies are needed to better understand and provide more support for the TOD’s 

validity and reliability.   

 Before Masling et al.’s (1967) study, other TAT scoring systems for dependency were 

developed and validated with various populations (male fraternity members, Fitzgerald, 1958; 

undergraduates, Kagan & Mussen, 1956; abusive mothers, Melnick & Hurley, 1969; medical 

patients, Weiss & Emmerich, 1962;).  As can be seen by the publication dates of such studies and 

 18



 

the small number of current related studies, the use of the TAT to measure dependency is an area 

in need of more research.  Specifically, validation of the TOD scoring system using larger, more 

representative samples is needed.  The use of the TAT as a less structured measure of 

dependency would be more efficient and user-friendly than the Rorschach, which is notorious for 

being labor-intensive and time-consuming in training, administration, and scoring.  In addition, 

given the success and ubiquity of the ROD, the TOD, which was developed by the same 

researchers, has the potential for utility in research and assessment. 

 Numerous structured self-report measures have been used to measure dependency in one 

form or the other.   Typically, dependency is assessed through a subscale of a larger measure.  

One self-report measure of dependency is the Depressive Experiences Questionnaire (DEQ; Blatt 

et al., 1976) Dependency Scale, measured through items that address an individual’s need for 

closeness and fears of upsetting others.  The Inventory of Interpersonal Problems (IIP; Horowitz, 

Rosenberg, Baer, Ureno & Villasenor, 1988) also has a subscale focused upon dependency.  

Subscales of dependency have also been created for the MMPI and MCMI.   

A number of scales have also been created for assessing dependency specifically.  The 

Interpersonal Dependency Inventory (IDI; Hirschfeld et al., 1977), a widely used structured 

measure of dependency, uses three subscales to compute a dependency score.  It has been found 

to be correlated with other self-report measures of dependency (Hirschfeld, Klerman, Clayton, & 

Keller, 1983), as well as correlated with theoretically related constructs, such as depression 

(Hirschfeld et al., 1977).  In addition, the IDI has been used in research comparing structured and 

less structured measures of dependency (Bornstein, Rossner, Hill & Stepanian, 1994).  The 

Dependent Personality Style Scale (DPSS; Overholser, 1992) is a 20-item self-report 

questionnaire that has been reported to have acceptable reliability and validity (Overholser, 
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1992).  Huprich et al.’s (2004) study found DPSS scores to be positively correlated with other 

dependent personality measures (i.e., Structured Clinical Interview for DSM-IV Axis II disorders 

self-report, SCID-II; First, Spitzer, Williams & Gibbon, 1995).  The SCID-II is a lengthier self-

report measure with 119 items, which asks respondents about symptoms of all DSM-IV Axis II 

diagnoses.   

Methods of measurement in dependency research may have additional problems above 

and beyond common challenges to validity.  Dependency is not a socially desirable characteristic 

in American culture.  In particular, men are not likely to express experiences of dependency 

directly in a self-report format due to early socialization that dependency is a feminine quality 

(Bornstein, 1995).  For example, in a sample of male veterans, Reich (1996) did not find 

evidence of an association between dependency and depression, a correlation strongly supported 

in research with women.  Therefore, Reich’s negative results could have been an artifact of his 

methodology.  He used an interview format to assess dependency and depression, which is 

probably the least effective method to receive information regarding gender-role sensitive 

information from males.  Reich may have had different results had he used a less structured, 

more anonymous method of measurement.  Because interpersonal dependency has not typically 

been viewed as socially desirable (Birtchnell, 1991), men may be reticent to openly report their 

own dependency aloud in an interview or on a self-report measure.  Less structured measures 

appear to have fewer problems with social desirability response bias (Bornstein, 1995). 

Studies of dependency have used various methods of assessment, participants, and 

criteria for diagnosis.  These methodological differences may account for contrasting results. As 

can be seen, the choice of a specific sample and type of measure used are particularly important 

to deciphering the relationship between psychological variables and interpersonal dependency.  
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Results appear to vary based on level of structure in measurement (self-report vs. less structured 

methods) and level of social desirability inherent in measurement.  Interpersonal dependency can 

be measured on its own or as part of a larger measure.  Also, dependency can be measured in 

terms of diagnostic criteria or as a general interpersonal style.   

The copious methods available to measure interpersonal dependency have allowed for 

considerable research connecting dependency with other psychological variables.  The 

relationship between dependency and attachment has received significant attention.  These two 

constructs appear to be distinct but highly related.  Both constructs have also been explored in 

relation to interpersonal functioning, including the psychotherapy relationship. 

Dependency and Attachment 

 Research on attachment theory has grown since the concept was originally proposed by 

Bowlby (1969) and advanced by Ainsworth, Blehar, Waters and Wall (1978).  Bowlby suggested 

infants instinctually attach to their caretakers in order to maintain proximity.  Infant interpersonal 

behavior is adapted in order to meet needs of closeness.  The maintenance of closeness to the 

caretaker is necessary for infant survival (i.e., being fed, protected).  Bowlby (1969) 

conceptualized attachment behavior as an internally-motivated, biological function that serves to 

protect the attached individual from psychological and physical harm.  Through infant 

development, children develop internal working models based on interactions with attachment 

figures, thus developing a sense of relating to others, self, and the world (Bowlby, 1969).  

Theoretically, these early interactions and subsequent internal representations affect how the 

child will later understand the interpersonal domain, as well as how he/she will behave in new 

relationships.   

 When infant attachment needs are appropriately met by caretakers, infants develop secure 
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attachment, characterized by trust, openness, and comfort in relationships.  They are also more 

likely to view themselves as worthy of care and nurturance.  Caretakers who are inconsistent or 

absent create children, and eventually adults, who may develop one of three insecure attachment 

styles.    Individuals who avoid closeness and contact with others may be described as having a 

dismissing or avoidant attachment style.  Individuals who are preoccupied with closeness with 

and separation from others are characterized as having a preoccupied, fearful, or anxious-

ambivalent attachment style.  Attachment issues in childhood are likely to continue into 

adulthood and be recreated in important adult relationships, including psychotherapy (Hardy, 

Aldridge, Davidson, Rowe, Reilly, & Shapiro, 1999).   

 Because individuals with a dependent tendency typically adapt their own behavior in 

order to maintain closeness to others, they are likely to be categorized as having a preoccupied or 

fearful attachment style.  Zuroff and Fitzpatrick (1995) found evidence of the association 

between dependency and anxious attachment in two studies using undergraduates in serious 

romantic relationships.  The DEQ was used to assess dependency, while the Adult Attachment 

Scale (AAS; Collins & Read, 1991) was used to assess attachment.  Similarly, Darcy, Davila, 

and Beck (2005) reported social anxiety was positively associated with preoccupied attachment 

in an undergraduate sample.  Adult attachment was measured by a self-report measure highly 

correlated with the AAS, the Relationship Style Questionnaire (RSQ; Griffin & Bartholomew, 

1994).  The authors theorized that preoccupied attachment is indicative of interpersonal 

dependence.  More recently, McBride, Zuroff, and Bacchiochi (2006) hypothesized that 

maladaptive dependency is associated with insecure attachment, while adaptive dependency is 

associated with secure attachment.  They used the DEQ and RSQ with both student and 

outpatient samples.  Their results were mixed, with adaptive and maladaptive dependency being 
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significantly associated with all types of attachment, in both clinical and non-clinical samples.  

These findings indicate the complexity of the relationship between attachment style and 

interpersonal dependency.  Future research would benefit from using varying methods of 

assessing both attachment and dependency, including less structured instruments and interviews. 

 Like attachment behavior, dependency behaviors are also a part of normal development.  

Bornstein (1993) asserted that most individuals develop a degree of dependency.  Children must 

be dependent on their parents to have their needs met.  Ideally, children create healthy internal 

representations of their parents and are able to mature and individuate.  As this occurs, dependent 

behavior decreases.  There are a number of events and parental behaviors that take place in 

childhood development that have been theorized to impede this process, one of which is the 

development of insecure attachment.  The shared aspects of dependency and attachment are also 

seen in some attachment measures.  For example, in the AAS (Collins & Read, 1990), one 

dimension of adult attachment is Depend, which measures the extent to which individuals trust 

others and depend on their availability when needed.   

 The AAS is based on Hazan and Shaver’s (1987) theoretical perspective of attachment, 

whereas romantic adult relationships are a reflection of both Bowlby’s and Ainsworth’s 

conception of infant attachment.  They postulated that across the lifespan, attachment shifts from 

caretaker relationships in childhood to peer relationships in adolescence to romantic relationships 

in adulthood.  Therefore, adult attachment exists primarily in the dynamics of romantic 

relationships.  Hazan and Shaver created the Adult Attachment Questionnaire (AAQ) in order to 

categorize adult romantic relationships into attachment categories: Secure, Anxious- ambivalent, 

and Avoidant.  Collins and Read (1990) developed the AAS to improve on limitations of the 
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AAQ, and constructed the AAS based on underlying dimensions of attachment (i.e., Close, 

Depend, and Anxiety) rather than discrete attachment categories (i.e., Secure, Insecure).   

 The Depend scale of the AAS measures healthy, adaptive dependence in contrast to the 

majority of self-report instruments that measure maladaptive dependence.  Items from the AAS 

Depend scale include, “I am comfortable depending on others,” and “I know that others will be 

there when I need them.”  These items reflect dependence based on attachment security.  In 

contrast, instruments like the DEQ contain items including, “I often think about the danger of 

losing someone who is close to me.”  The differences in item content further illustrate the 

dimensionality of dependency, as well as the relationship between dependency and attachment.  

In the AAS, dependence is defined by trust and reliance on others without the need for constant 

reassurance and closeness.  In the DEQ, dependence is conveyed as a desperate emotional 

experience defined by fear and abandonment, similar to the construct of insecure attachment. 

 Several researchers (Bornstein, 1993; Livesley, 1990) have attempted to delineate 

between these two interpersonal constructs.  The main difference appears to be to whom the 

maladaptive behaviors are directed.  Dependency may be defined as generalized behaviors for 

gaining approval and nurturance from others, while attachment behaviors are aimed at attaining 

proximity to a specific individual, an attachment figure.  Bretherton and Waters (1985) stated 

that attachment is distinct from dependency because it serves a biological function, while 

dependency does not.   

 The current diagnostic system contains psychiatric diagnoses for dependency, but none 

for insecure attachment.  This suggests that dependency may be more clinically significant and 

lead to more severe impairments.  Livesley (1995) has suggested that separate diagnostic 

categories need to be created for both dependency-related and attachment-related disorders on 
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Axis II to agree more with current theoretical models.  Additional research by Livesley and 

colleagues (Livesley, Jackson, & Schroeder, 1992) challenged the categorical nature of current 

Axis II diagnoses.  In their study, they compared the “pathological” personality traits of a clinical 

sample of individuals diagnosed with personality disorders with a sample from the general 

population on 100 personality scales.  Factor analyses revealed that the two samples had similar 

personality structures, made up of fifteen factors, including Insecure Attachment and Diffidence 

(i.e., Dependence).  The authors concluded that a dimensional model of personality is more 

representative of the heterogeneity in personality pathology than a categorical model.  Insecure 

attachment may be one factor that is shared by several personality pathologies, as well as 

“normal” personality.  In contrast, a dependent personality orientation appears to be a larger 

construct composed of multiple factors, including insecure attachment.   

 In summary, insecure attachment and dependency have been found to be related to 

somewhat similar behavior patterns but they do not always occur together.  Individuals who 

develop secure attachment in childhood may be less susceptible to the development of adult 

dependency.  In contrast, children who develop insecure attachment styles, particularly anxious 

or preoccupied attachment, may generalize their difficulties with specific attachment figures to 

more global interpersonal problems based on dependency.  However, insecure attachment does 

not always indicate the development of dysfunctional dependency.  Attachment and dependency 

seem to have a strong theoretical relationship that has not been definitively supported by 

previous research.   

 In addition, both constructs are measured using numerous methods.  Both attachment and 

dependency have been measured with structured, self-report formats, as well as through less 

structured formats, such as interviews and storytelling techniques.   Another psychological 
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construct, depression, has received significant attention in terms of measurement and association 

with interpersonal dependency. 

Dependency and Depression 

While gender stereotypes of interpersonal dependency have been challenged through 

domestic violence literature, depression continues to be associated with females.  According to 

the DSM-IV (American Psychiatric Association, 1994) a diagnosis of major depressive disorder 

is twice as common in adolescent and adult women as in adolescent and adult men.  Given the 

high concordance of depression and dependency, women may also be more likely to be judged to 

exhibit dependent traits and behaviors.   

A majority of research on dependency has focused on the relationship between 

interpersonal dependency and depression.  Blatt is considered to be a seminal author on the 

subject.  Blatt (2004) distinguished between two subtypes of depression based on object relations 

theory.  Anaclitic, or oral depression, is characterized by experiences of helplessness, 

abandonment, and interpersonal conflict.  Introjective depression is characterized by experiences 

of guilt, worthlessness, and self-criticism.  Additional support for these distinct types of 

depression was provided by Burke and Haslam (2001) who found that dependency and 

autonomy, as measured by four structured self-report instruments, were uniquely associated with 

separate depressive symptoms.  Dependency was associated with self-punitive symptoms of 

depression, while autonomy was associated with anhedonic symptoms of depression.  The two 

types of depression are based on the theory that normal development is characterized by the 

development of meaningful interpersonal relationships in conjunction with the development of 

identity and self (Blatt & Ford, 1994).  Blatt used his theory of depression to develop the 
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Depressive Experiences Questionnaire (DEQ; Blatt et al., 1976), which is composed of subscales 

for anaclitic/dependent depression and introjective/self-critical depression.   

Blatt and Ford (1994) reported that individuals with anaclitic depression are troubled by 

interpersonal conflicts marked by attempts to be close and intimate with others.  In contrast, 

individuals with introjective depression struggle with preoccupations with autonomy and self-

worth.  In this major research project, Blatt and Ford attempted to validate their theoretical view 

of depression in a longitudinal study of therapeutic change.  The study took place in a small, 

private inpatient facility; participants were 100 patients between the ages of 18 and 29 at the time 

of admission.  Blatt and Ford hypothesized that individuals with anaclitic psychopathologies 

(e.g., feelings of helplessness and fears of abandonment) would experience therapeutic change 

differently than those with introjective psychopathologies (e.g., feelings of inferiority, guilt, and 

worthlessness).  Two judges rated each participant as either anaclitic or introjective on a 100-

point scale.  The majority of anaclitic individuals (67%) were female.  Theoretically, this finding 

makes sense given that both dependency and depression are more common in women than men.   

Findings of the study indicate that introjective patients evidenced greater improvement 

than anaclitic patients on measures of behavior and symptom reduction.  However, anaclitic 

patients showed more improvement on interpersonal variables.  The results support the validity 

of the theory of two types of psychopathology, each of which appears to change in different 

ways based on the themes of their initial disturbances.  Blatt and Ford (1994) suggest that 

anaclitic and introjective individuals require different foci of treatment to achieve successful 

therapeutic outcomes.   

The sample in Blatt and Ford’s (1994) study may not be generalizable due to 

demographic variables and characteristics of the study’s setting.  The majority of the young adult 
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participants were at least middle class SES.  The inpatient facility from which participants were 

recruited was a long-term inpatient facility for seriously disturbed adolescents and adults. Blatt 

and Ford describe the facility as an “ideal” setting for treatment with excellent facilities and staff.  

The method of treatment was mostly psychodynamic in nature.  Given these methodological 

aspects, the results of the study may not generalize to different samples, facilities, and treatment 

modalities. 

Huprich et al. (2004) discussed previous research findings that have shown that 10 to 20 

percent of variance in depression scores is accounted for by dependency scores across different 

measures and patient populations.  In their own study, Huprich et al. (2004) found self-reported 

DPSS dependency scores to be positively correlated with Beck Depression Inventory (BDI; 

Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) scores in an undergraduate sample.  

Overholser (1996) also found a strong relationship between depression and interpersonal 

dependency scores on structured self-report measures in a sample of psychiatric inpatients. 

The validity of Blatt’s model was also examined in a study by Klein, Harding, Taylor and 

Dickstein (1988).  Consistent with Blatt’s model, they found that women who were inpatients 

with depression had higher levels of dependency and self-criticism than controls.  However, 

findings did not fit with Blatt’s assertion that anaclitic and introjective depressions represent 

distinct characterological styles.  In contrast to Blatt’s model, the severity of the two types of 

depression changed with recovery from depressive episodes.  Specifically, women who 

continued to meet criteria for depressive episodes at a six month follow-up assessment had 

slightly higher DEQ Dependency scores and lower DEQ Self-Criticism scores compared to their 

initial scores.  Women who did not meet criteria for depressive episodes had significantly lower 

DEQ Dependency and Self-Criticism scores at six month follow-up.  These two groups were not 
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significantly different on DEQ Dependency or Self-Criticism scores at initial assessment.  The 

authors suggested that further inquiry is necessary regarding these fluctuations in DEQ scores, 

especially with regards to samples of inpatient men. 

While some studies have had results contrary to Blatt’s original assertions, other studies 

have elucidated significant relationships between dependency and depressive psychopathology.  

Blatt, Quinlan, Chevron, McDonald, and Zuroff (1982) found that high scores on the DEQ 

Dependency scale were associated with excessive oral behaviors, such as substance abuse and 

eating disorders.  A person with dependency may be more likely to manifest depressive 

symptoms through symbolic oral behavior than nondependent persons.  In a review of the 

literature, Greenberg and Bornstein (1988) summarized research findings that show an 

association between oral dependency and oral behaviors (i.e., alcoholism, obesity, and smoking).  

Substance abuse and eating disorders are often also linked with depression.  An individual who is 

dependent on others for comfort and nurturance may also become dependent on objects that 

instill a sense of comfort, such as drugs and food, especially when depressed.  The dependence 

on such objects may be especially exaggerated during times of perceived abandonment, 

rejection, and/or aloneness.  Eating disorder research (Godt, 2002; Maranon, Echebaurua, & 

Grijalvo, 2004) has found significant associations between individuals with an eating disorder 

diagnosis (i.e., bulimia, anorexia) and Cluster C personality disorder diagnosis, including DPD.   

DPD may be more likely than other Axis II diagnoses to occur with comorbid Axis I 

diagnoses.  Loranger (1996) conducted a large-scale epidemiological study of inpatients 

diagnosed with Axis II disorders.  He found that 31% of inpatients with DPD had comorbid 

diagnoses of major depressive disorder compared to 19.8% of inpatients with other PDs.  
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Likewise, in a literature review, Shea, Widiger, and Klein (1992) found high rates of Cluster C 

personality disorders in outpatients with depression.   

In contrast, some studies have not found a relationship between diagnoses of depression 

and DPD.  Reich (1996) did not find an association between a diagnosis of DPD and either major 

depressive disorder or dysthymia.  However, his sample consisted of male veterans in outpatient 

treatment.  The DSM-IV states that men have typically been diagnosed less frequently with both 

major depressive disorder and DPD (American Psychiatric Association, 1994).   

Rees, Hardy, and Barkham (1997) did not find comorbidity between depressive 

symptoms and Cluster C diagnosis in an outpatient sample, which mainly consisted of white-

collar professionals.  Methodological issues may be responsible for these negative results as 

well.  Individuals who become white-collar professionals are likely to have achieved their 

positions based on high levels of independence, autonomy, and motivation.  Individuals with 

dependency, as well as other Cluster C individuals, are less likely to achieve such occupational 

success.  For example, individuals with avoidant personality disorder actively avoid 

interpersonal interaction and feel socially inept.  Individuals with DPD are also unlikely 

candidates for white-collar professional positions due to their willingness to take on unpleasant 

tasks and their unwillingness to initiate projects or operate independently.  Rees et al. used an 

interview format to determine level of depression and dependency, which has previously been 

described as a potentially ineffective method of measurement.  Despite these methodological 

flaws, Rees et al. (1997) suggested that mood disorders are distinct from characterological 

difficulties and should be assessed separately.   

An individual with DPD may be more susceptible to experiences of depression than are 

individuals without a dependent personality orientation.  For example, individuals with 
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dependent personality styles may be more vulnerable to depression in times of stress (Blatt, 

2004), specifically distressing events relating to interpersonal relationships.  However, mood 

symptoms and other Axis I symptomatology tend to fluctuate, while personality dimensions are 

more stable.  Axis I disorders are generally considered state-dependent and personality disorders 

are viewed as trait-like.  Therefore, research results on dependency and depression may vary 

based on the course of the disorder.  An individual with dependency who suffers from depression 

may not exhibit depressive symptoms during interepisode recovery.  In this case, the time of 

measurement would influence correlational results between depression and dependency.  The 

determination of whether DPD preceded or followed a comorbid depression diagnosis is 

important for assessment and treatment (Bornstein, 2005).   

If Blatt’s original theory of depression holds, individuals with dependency will develop 

anaclitic depression rooted in unmet interpersonal needs.  Research that has not found an 

association between dependency and depression has not distinguished among the different types 

of depression measured by the DEQ, rather it has relied on DSM criteria for Major Depressive 

Episodes.   

Dependency and Less Studied Variables 

 Research has primarily focused on the relationship between dependency, attachment, and 

depression.  However, several other variables, including gender and somatic symptoms, have 

also been linked to dependency.  Some research findings in these areas of research are in contrast 

to stereotypical views of dependency.  For example, male perpetrators of domestic violence have 

been found to demonstrate significant dependency, in contrast to the sociocultural norms that 

equate dependency with femininity (Buttell, Muldon, & Carney, 2005).   
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 Dependency and gender.  The social learning theory of dependency proposes that women 

are more likely to express dependency than men because parents and other role models 

discourage dependency in men.  Independence may be viewed as more socially valued in men 

than women (Rubin, 1985).  In addition, contemporary and historical gender roles describe 

women as more passive and emotionally needy than are men.  Throughout history, women have 

been characterized in terms of their dependence on men.  The diagnostic criteria for DPD 

themselves can be seen as representing a stereotype of femininity which had existed prior to 

feminist thought.  Kaplan (1983) commented that diagnoses of histrionic and dependent 

personality disorders in DSM-III represented stereotypes of femininity, whereas “healthy” 

women could potentially be diagnosed with these disorders.  The “typical 1950’s housewife”, 

often portrayed in the media as wholly dependent on her husband and concentrated fully on 

tending to his needs, could easily be diagnosed with DPD.  Although this extreme stereotype of 

women has faded somewhat (Jenkins, in press), women continue to be cast in dependent roles 

socially and psychologically (Stewart & McDermott, 2004).  Kaplan (1983) also argued that 

women’s expressions of dependency continue to be pathologically labeled and diagnosed above 

and beyond men’s expressions of dependency.   

 Rubin (1985) postulated that women who are dependent on men financially will 

eventually become emotionally dependent as well.  Chronister (2007) asserted that abusive 

partners create both economic and emotional dependence in their female victims.  Economic 

dependence indicates that an individual depends on another for financial support, while 

emotional dependence indicates that an individual has an intense need for nurturance and support 

from another, even when fully capable of functioning autonomously (Bornstein, 1992).  

Bornstein (2006) reported that prior investigations have found that a woman’s economic 
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dependency plays a larger role in her potential for becoming a victim of abuse than does a 

woman’s emotional dependency.  For example, Rusbult and Martz (1995) found that higher 

economic dependency was associated with a decreased likelihood of leaving abusive partners in 

a sample of 100 women presenting at a battered women’s shelter. 

 Social and cultural influences may tend to equate femininity with dependence; however, 

research and clinical observations provide evidence that interpersonal dependence is also 

associated with male domestic violence offenders.  Dutton (2000) theorized that male batterers 

have excessive dependence on their partners, and they use violence in order to maintain 

closeness in their relationships.  Batterers may view their partner’s autonomy as threatening to 

their relationship security, resulting in behavior used to control, restrict, and isolate their 

partners.  In these cases, emotional dependency, which has traditionally been viewed as passive 

and helpless, becomes characterized by assertive attempts to maintain closeness to another 

(Bornstein, 2006).   

 This view differs from the DSM-IV conceptualization of DPD defined by submissive 

behavior.  Interestingly, in Bornstein’s (2006) literature review, he related that “trait 

dependency” scores predict male perpetrated domestic violence, but DPD symptoms do not.  

Men may be equally as likely as women to have dependent traits, but less likely to be diagnosed 

with DPD due to the distinct gender patterns of dependent behavior.  The DPD diagnosis may 

need to be altered to include assertive behaviors associated with the emotional dependency often 

found in male perpetrators of domestic violence.  Bornstein (2005) warns clinicians to be 

cautious in making diagnoses and using clinical interventions, given the wide range of behaviors 

associated with clients with dependency and the underinclusive diagnostic criteria. 
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 Buttell et al. (2005) found that male batterers reported significantly more interpersonal 

dependence than male non-batterers.  These results were not accounted for by demographic 

variables.  Murphy, Meyer, and O’Leary (1994) found a similar pattern in their sample of male 

batterers, who had significantly higher levels of interpersonal dependency than men in 

discordant, non-violent relationships, as well as men in happy relationships.  In addition, male 

batterers reported significantly lower self-esteem, higher perceived inadequacy, and higher 

emotional investment in relationships than the other groups of men.  In a sample of court-ordered 

domestic violence offenders, Buttell and Jones (2001) did not find higher dependence in batterers 

vs. non-batterers.   

 In a meta-analysis of gender differences, women of all ages across treatment settings had 

higher scores on dependency than men on more than ten structured self-report dependency 

measures (Bornstein, 1995).  In Loranger’s (1996) epidemiological study, the dependent sample 

was 69.6% women compared with 58.6% of the group of patients with other PDs.  Interestingly, 

dependency scores across gender vary with the format of the measure used.  Bornstein (1995) 

found a different pattern of gender differences when less structured measures of dependency 

were used.  Although the difference was small in magnitude, men were found to score higher on 

less structured dependency measures than did women.  Less structured measures of dependency 

include the TAT (Kagan & Mussen, 1956), ROD (Masling et al., 1967), and sentence completion 

tests (Sinha, 1968). 

 However, given the relatively small number of studies that use indirect measures in 

comparison to self-report measures, further research is needed to determine gender differences in 

dependency across test format.  Regardless, the results of Bornstein’s (1995) meta-analysis are 

compelling.  Gender differences in dependency may be found because women are more likely to 
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report dependent behaviors openly.  Because of proscribed gender roles, men may be less likely 

to self-report dependency.  However, men may have stronger implicit, unconscious dependency 

needs than women.  As evidenced in domestic violence literature, certain subsets of men appear 

to experience significant maladaptive interpersonal dependency.  Men and women may be 

socialized as children to express dependency needs differently (Bornstein).   As can be seen, how 

dependency is measured can affect research results and subsequent interpretations.  Social 

desirability may affect the measurement of dependency, which is often viewed as unacceptable 

social behavior (Birtchnell, 1991).  Bornstein’s findings again point to the negative cultural view 

of dependency, which appears to posit that needing and depending on others is unhealthy.  While 

individuals with maladaptive dependency have been found to receive more medical and 

psychological treatment for illness, they have also been found to benefit most from treatment. 

 Physical illness and somatic symptoms.  In a review of the literature, Greenberg and 

Bornstein (1988) suggested that individuals with dependent personality orientations are at risk 

for developing physical disorders, as well as seeking medical treatment for physical disorders.  

Other research (Hinkle, 1961; Vaillant, 1978) has found that people with dependent personalities 

have a general predisposition to develop any physical disorder.  Historical empirical findings 

lend support to the relationship between dependent traits and physical maladies, such as cancer 

(e.g., Greene, 1954) and ulcers (Weiss & Masling, 1970).  Bornstein (1998b) conducted a meta-

analysis of fifty years of research concerning the relationship between dependency and physical 

illness.  His results confirmed the relationship across a variety of physical conditions, including 

ulcers, asthma, epilepsy, and heart disease.  The studies reviewed used participants of various 

ages, as well as varied measures of dependency.  Every type of dependency measurement 

confirmed the link between dependency and physical illness, and age was unrelated to the 
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magnitude of this association.  Results also indicate that high levels of dependency can predict 

future physical illness.   

 Individuals with maladaptive dependency are not only susceptible to physical illness, but 

also may be more likely to express psychological symptoms somatically than individuals with 

less dependency (Greenberg & Bornstein, 1988).  This connection has often been explained as a 

result of maternal deprivation and/or separation (Greenberg & Fisher, 1980).  Alternatively, early 

childhood illness may account for the development of dependent traits in adulthood (Bornstein, 

2005).  A study by Desmet, Vanheule, and Verhaeghe (2006) did not find support for the 

dependency-somatic symptom link in a sample of 163 mental health outpatients in Belgium.  

However, these results were based on measures that may have been limited in their scope of 

measurement.  Desmet et al. (2006) used the somatic items on the Beck Depression Inventory 

(Beck et al., 1996), which only allowed for measurement of vague somatic symptoms relating to 

depression.  The authors also acknowledge that DEQ, which they used as their measure of 

dependency, has been used with clinical samples, but mostly validated with university samples. 

 There are methodological issues with this research.  Bornstein (1998b) suggested that 

physically ill individuals are likely functionally dependent on others for aid and assistance, 

which may in turn lead to psychological dependency.  This potentially confounds results, as 

psychological dependency becomes a consequence of illness rather than a cause of somatic 

difficulties.  Longitudinal studies are needed to determine the timeline for the development of 

psychological dependency, controlling for initial physical health status.   

 Regardless of potential confounding variables, psychological dependency may be a risk 

factor for disease later in life.  In fact, Bornstein stated that dependency may potentially be “a 

stronger predictor of illness status than any other personality trait examined to date” (p. 491).  
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Bornstein’s (1998) robust findings provide evidence that psychological treatment of dependency 

can have a positive effect on an individual’s physical well-being.   

 Interestingly, the dependent individual’s tendency to seek help for physical problems and 

comply with medical treatment may also act as a protective factor in regards to a positive 

treatment outcome.  O’Neill and Bornstein (2006) found that both male and female medical 

inpatients with higher levels of interpersonal dependency reported better treatment compliance 

and higher treatment satisfaction.  In an earlier study (O’Neill & Bornstein, 2001), psychiatric 

inpatients high on interpersonal dependence had more medical consultations and more 

medication prescriptions, in addition to better treatment compliance, when compared to those 

with less interpersonal dependence.  The authors suggest that medical settings may reinforce 

dependent behaviors and deemphasize assertive, autonomous behavior, thereby rewarding those 

who present with more passivity and/or neediness.  In this case, dependency can be viewed as 

beneficial to physical health by allowing for better treatment based on compliance and positive 

patient-provider relationships.  The determination of how to delineate helpful versus detrimental 

dependency requires further research.   

Dependency and Psychotherapy 

Treatment-seeking and Dependency 

 Research on the therapeutic alliance in relation to psychotherapy with personality-

disordered clients, especially those with Cluster C diagnoses (Lingiardi, Filippucci, and Baiocco, 

2005) has also been limited.  Despite the paucity of research, individuals with dependent 

characteristics are often seen in treatment settings.  The DSM-IV (American Psychiatric 

Association, 1994) states that dependent personality disorder is one of the most frequently seen 

Axis II disorders for treatment in outpatient mental health clinics.  Bornstein (1997) provided 
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information implying high prevalence rates of DPD in inpatient settings and low prevalence rates 

in outpatient settings.  According to the National Epidemiologic Survey on Alcohol and Related 

Conditions (NESARC) study, an epidemiological study of substance dependence and personality 

disorders, individuals diagnosed with DPD make up 0.5% of the general population (Grant et al., 

2004).  Gude et al. (2004) reported base rates of DSM-IV DPD diagnoses in clinical samples that 

range from 17% of inpatients to 47% of outpatients.  In addition, the DSM-IV states that 

individuals with DPD may have an increased risk of additional Axis I disorders, including mood 

disorders, anxiety disorders, and adjustment disorders. 

 Individuals with dependent tendencies may seek treatment more than others because they 

experience intense anxiety and vulnerability in response to somatic or psychological difficulties 

(Greenberg & Bornstein, 1988).  They also are likely to seek reassurance and comfort from 

others when they are in distress.  Because psychotherapists and other mental health professionals 

are expected to be caring and nonjudgmental, they provide an ideal outlet for an individual with 

dependency traits.  Bornstein (1998a) has advocated viewing this help-seeking behavior of 

individuals with dependency as an adaptive strength and not always pathological.  Many 

treatment providers, as well as family members, may wish that individuals with other 

psychopathology would present so often and willingly for treatment.  In a review, (1993) 

suggested that individuals with dependency present for treatment with a distinct patient role, 

exhibiting predictable interpersonal behaviors.  For example, individuals with dependent 

behavior may be focused on maintaining treatment compliance, obtaining feedback, and 

receiving support.  These dependent behaviors may provide advantages, or in contrast, create 

obstacles for the development of the therapeutic alliance and ultimately treatment progress. 
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Therapeutic Alliance and Dependency 

 Significant research has been conducted on therapy with clients with borderline and 

antisocial personality disorders, as these are typically viewed as the most “difficult” clients with 

whom to form an authentic relationship.  In a study by Lingiardi et al. (2005), therapists gave 

higher alliance ratings on the CALPAS for clients who met criteria for Cluster A and C than for 

those clients with Cluster B diagnoses.  However, individuals with DPD also present a challenge 

to therapists.   

 The diagnosis of any personality disorder is conceptually based partly in maladaptive 

interpersonal interactions.  Individuals with personality disorders, as well as most psychotherapy 

clients, will often reenact dysfunctional relationships in therapy interactions (Bender, 2005).  

Therefore, therapists working with personality disordered individuals must often contend with 

inflexible interpersonal patterns.  Relational problems may impede the development and 

maintenance of a strong alliance (Lingiardi et al., 2005).  A weak alliance or alliance ruptures 

may be more severe if an individual has more than one personality disorder diagnosis, which is 

likely given the extensive overlap among personality disorders.  Often, the primary goals of 

therapy with Axis II disorders involve the development of a healthy therapeutic relationship, 

which ideally translates into more adaptive interpersonal behavior outside of therapy.   

 The presence of additional Axis I diagnoses may create impediments in psychotherapy 

with clients with DPD (Shea et al., 1992).  A high level of interpersonal distress in individuals 

with DPD may also affect the therapy process.  In a study with Cluster C outpatients and their 

therapists, Kolden et al. (2005) found that openness in early sessions of psychotherapy was 

negatively correlated with current interpersonal problems, as measured by the Inventory of 

Interpersonal Problems.  An opposite pattern was found in Cluster B participants.  The authors 
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conclude Cluster C individuals are more likely to be closed off from their therapists early in 

treatment in the absence of interpersonal distress.  Perhaps increased difficulty in relationships 

overwhelms Cluster C clients to the point where they must overcome their lack of engagement 

with a therapist.  These findings are in contrast with other research findings (Marmar et al., 

1989), which have found client symptom severity to be unrelated to the therapy process.  

Individuals with personality disorders or maladaptive personality traits likely behave differently 

in therapy and present with more severe interpersonal problems than those without Axis II 

diagnoses. 

 Psychotherapy clients with DPD may pose specific problems in the development of a 

strong therapeutic alliance.  As opposed to the well-known difficulties in psychotherapy with 

individuals with Cluster B diagnoses (e.g., boundary issues, splitting), alliances with individuals 

with DPD may evidence more subtle strains.  Bender (2005) suggested difficulties in alliance 

development with clients with DPD may include submission and a lack of client initiative to gain 

independence, leading to a pseudoalliance.  Early in treatment clients with dependency may 

seem easily engaged and invested in therapy, a “model client”, which may incorrectly give 

therapists (especially novices) the impression of a strong alliance.  However, despite their 

agreeableness, clients with significant dependency often withhold personal information they 

believe will damage their self-presentation or that threatens to alienate their therapist.  The 

outward appearance of the client with dependency may not match his/her internal experiences.  

Therefore, the client with DPD and his/her therapist may have incongruent views of the 

therapeutic alliance, especially early in treatment.  This may be important to address early in 

treatment because individuals with personality disorders tend to have high dropout rates 

(Lingiardi et al., 2005).   
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 Incongruence in therapist and client perspectives on the therapeutic alliance is 

particularly important to recognize early in treatment, as the strength of the alliance in early 

treatment has been noted to be a reliable predictor of treatment outcome (Martin et al., 2000) 

Specifically, Sexton, Littauer, Sexton, and Tommeras (2005) reported that client alliance ratings 

have been found to be more consistent predictors of outcome than therapist ratings.  In their 

study of outpatient client/therapist dyads, therapist and client ratings of alliance were not 

correlated in the first two sessions.  The presence of a DSM-IV Axis II diagnosis did not predict 

therapist or client ratings of alliance.  However, these diagnoses, given by a psychiatrist, were 

not assessed for interdiagnostician reliability.  In contrast to the lack of relationship between 

DSM-IV diagnoses and alliance ratings, client symptomatology, (assessed by the IIP) and first-

session interaction accounted for half of the variance in client’s and therapist’s ratings.  Although 

Axis II diagnosis was not related to alliance ratings, specific interpersonal difficulties were 

related to alliance ratings.  Specifically, 25% of the variance in therapist ratings of the alliance 

was accounted for by client personality.  Therefore, dependence represented by a DPD diagnosis 

was less influential in alliance ratings than a self-report measure of interpersonal problems.  The 

authors reported that limitations, such as a simplistic rating system, explain these conflicting 

findings.  A limited sample size of individuals with Axis II disorders may also have accounted 

for the results.   

 Regardless of specific research findings, understanding inconsistencies between 

perceived alliance by therapist and client may facilitate a further understanding of therapeutic 

outcome.  Discrepancies between client and therapist assessments of alliance strength indicate 

that therapists may misjudge client experiences in therapy, which would in turn affect 

interventions in future sessions (Horvath, 2000).  Meier and Donnall (2006) found low 
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correlations between client and counselor ratings of the therapeutic alliance in a sample of 

inpatients who were mostly men.  In addition, the association between client and counselor 

alliance ratings became weaker over time.  The authors suggested that there is a conceptual 

difference between client and therapist views of the alliance.  Although therapist and client 

perspectives of the working alliance have been compared, few studies have focused on Cluster C 

PDs, or more specifically on dependent clients. 

Therapeutic Alliance and Attachment 

 Because clients with significant maladaptive dependency may also have insecure 

attachment patterns, findings from attachment research may shed light on how clients with 

dependency may view the alliance.  Some research has been conducted on the relationship 

between attachment and alliance ratings.  Satterfield and Lyddon (1995) investigated the 

relationship between AAS self-ratings and working alliance in a sample of 60 clients at a 

university-based counseling center.  Results indicated that the Depend dimension of the AAS 

was positively associated with WAI self-ratings.  The investigators concluded that clients whose 

working models were characterized by a lack of trust in the dependability of others were more 

likely to evaluate the therapy relationship negatively early in treatment.  Contrary to their 

expectations, the Anxiety and Close dimensions were not related to WAI ratings.   

 Gelso and Hayes (1998) theorized that clients with less secure attachment styles will have 

problems developing a strong working alliance.  In a study by Mohr, Gelso, and Hill (2005), 

volunteer undergraduate “clients” were asked to complete self-report questionnaires for adult 

attachment style and therapy session evaluation.  The session evaluation questionnaire assessed 

the extent to which clients perceived sessions to be smooth (i.e., comfortable, pleasant) and deep 

(i.e., valuable).  As hypothesized, client attachment insecurity was inversely related to ratings of 
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session smoothness.  In addition, clients high in fearful attachment were less likely than other 

clients to view sessions as deep.  The authors concluded that the attachment styles of both client 

and counselor affect therapy dynamics even in early sessions.  These results suggest that 

dependency, a construct somewhat related to insecure attachment, would also affect aspects of 

the therapy process.   

 However, in a review, Meyer and Pilonkis (2001) reported that all types of attachment 

style have been found to have positive effects on the therapeutic alliance, which they attribute to 

varying patient populations and types of treatment.  Studies have shown that both secure 

attachment (Mosheim et al., 2000) and dismissive insecure attachment (e.g., Fonagy et al., 1996) 

may lead to positive therapy outcome in inpatient populations.  While individuals with secure 

attachment may be inherently better equipped to form strong therapeutic alliances, individuals 

with insecure attachment may show more relative improvement across treatment in the context 

of a corrective therapeutic relationship.  In other words, individuals who enter psychotherapy 

with insecure attachment patterns may have more potential for growth in the therapy relationship 

than individuals entering therapy with secure attachment. 

  The interaction of both therapist attachment style and client attachment style with 

dependency and alliance ratings is also a promising area of research.  Dozier, Cue, and Barnett 

(1994) found that case manager attachment style affected interventions with adults presenting 

with severe psychopathology.  More securely attached case workers attended to dependency in 

dismissing clients more than preoccupied clients, while insecurely attached case managers 

perceived dependency needs more in preoccupied clients than dismissing clients.  The authors 

concluded that insecurely attached counselors may be more likely to be pulled into a client’s 

particular attachment style, rather than challenge maladaptive interpersonal strategies.  In their 
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review of previous research, Meyer and Pilkonis (2001) reported that therapy outcomes may be 

most productive when therapists and clients have complementary attachment styles, such as 

preoccupied (i.e., dependent) and dismissing (i.e., self-sufficient) styles.  However, research 

supporting these relationships between client and therapist attachment styles was based on a 

sample of patients with severe mental illness and their case managers (Tyrrell, Dozier, Teague & 

Fallot, 1999).  Case managers tend to have heavy caseloads and less extensive training (if any) in 

psychotherapy.  Therefore, they may be more susceptible to repeating maladaptive client 

relational patterns, rather than having time to create a corrective relational experience.  Dolan, 

Arnkoff, and Glass (1993) found that the therapeutic alliance was perceived by experienced 

therapists as stronger with securely-attached clients than insecurely attached clients.  These 

contrasting results indicate that therapist training, in addition to therapist attachment, may 

account for the relationship between therapy outcome and client attachment.    

 Results have been mixed regarding the association between client attachment and the 

therapeutic alliance.  Therapist attachment, therapist training, and attachment-related variables 

(i.e., interpersonal dependency) may be account for the variability in findings.  Results may also 

be dependent on the method of alliance assessment.  Therapists and clients have been found to 

differ in their assessments of the therapeutic alliance (Meier & Donnall, 2006).  Therefore, an 

exploration of how client-therapist dyads may differ in their perspectives of the alliance is 

warranted. 

Client and Therapist Perspectives of Therapeutic Alliance 

 Clients with significant dependency may have particularly different perspectives on the 

strength of the alliance than their therapists.  Blatt (2004) suggested that clients with marked 

dependency are likely to be more responsive initially to supportive and directive actions of the 
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therapist.  However, in later sessions with clients who have significant dependency, therapists 

may see the alliance weakening once they unsuccessfully attempt to encourage more independent 

behavior (Bender, 2005).  Additional difficulties in the alliance may occur if therapists engage in 

seemingly harmless withdrawal behaviors (e.g., personal vacations, occasional lateness).  Clients 

with dependency may become distressed if they are unable to contact their therapist, and they 

may interpret certain therapist actions as a form of abandonment or dismissal.  At this point, 

client ratings of the alliance may converge with therapist ratings, with both viewing the alliance 

as weak.  Clients with notable dependency may drop out of treatment or terminate prematurely if 

they feel they are not receiving needed approval and nurturance.   

 Termination with clients who have problematic dependency can be a particularly difficult 

process.  Greenberg and Bornstein (1989) found that inpatients with dependency remained in 

treatment almost twice as long as inpatients without dependency.  The loss of a close therapy 

relationship may be anxiety-inducing to the person with significant dependency.   

 Bornstein (1993) reviewed a number of clinical studies that provide evidence for 

numerous ways that dependency influences patient behaviors, including compliance with 

authority.  The overly compliant nature of some clients with dependency may unduly inflate 

therapist judgments of a strong alliance.   Compliant clients communicate motivation and 

investment in therapeutic goals and tasks, suggesting a strong alliance.  Dependent clients may 

also request consistent feedback from their therapists.  Less directive therapists may be 

frustrating to dependent clients, who may feel negatively evaluated if not explicitly told 

otherwise.   

 Although dependency may be an asset in terms of initiating and complying with 

treatment, it may also become a roadblock in terms of the psychotherapy process.  The level of 
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dependency in clients may not only affect perceptions of the initial working alliance, but also act 

as a hindrance to future progress, wherein clients must take responsibility for their own personal 

growth.  Therapists must tread carefully in addressing issues of dependency too early in 

treatment. 

Proposed Study and Hypotheses 

 Significant research has been conducted on dependence, and much theoretical conjecture 

has been provided.  In addition, research on client characteristics relevant to the working alliance 

and treatment outcome has been prolific.  However, the relationship between dependence and the 

therapeutic alliance has been neglected, which is surprising given the weight of the alliance on 

treatment outcome and the seemingly high prevalence of dependent personality traits in 

individuals seen in treatment settings.  It is clear that clients with significant dependency provide 

a challenge for therapists.  Because dependency exists primarily in the interpersonal dimension, 

it is likely to affect the therapy relationship.  The current study was designed primarily to explore 

how dependency affects both client and therapist judgment of the therapeutic alliance.  The 

literature review provides evidence that interpersonal dependency may have an effect on how the 

working alliance is viewed by each member. 

 An additional purpose of the study is to differentiate between dependency and related 

constructs.  Specifically, the study will examine potential moderating effects of attachment and 

depressive symptoms in the relationship between dependency and the working alliance.  

Additional research questions were asked in order to replicate previous research findings.  The 

following study uses secondary analysis of data from a previous study (Niemeyer, 2004), which 

used different variables and hypotheses.  In the previous study, clients completed self-report 
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measures and TAT stories; later on, both therapists and clients were asked to rate the working 

alliance early in treatment using the CALPAS.   

Rationale for Hypotheses 

 The following hypotheses are based on the evidence provided in the literature review, as 

well as the focus of the current study.  First and foremost, this study is focused on the potential 

client-therapist differences in perspectives of the therapy alliance.  Specifically, how do clients 

who score high on dependency rate the therapeutic alliance, and do these ratings differ from their 

therapist’s perspective of the alliance?  Because of the potential divergence between a dependent 

client’s inner experience and self-presentation, dependent clients’ ratings of the alliance seem 

likely to differ from their therapist’s rating of the alliance.  Specifically, therapists (especially 

novice therapists in present study) will have inflated views of the alliance based on the positive 

self-presentation and compliant nature of clients with dependency.  Clients with higher scores on 

dependency are likely to have more negative views of the alliance because of their own 

insecurity and negative perception of how others view them.  Clients with higher scores on 

dependency may have more agreement with therapists on the basic value of therapy and the 

therapist’s ability to communicate a nonjudgmental stance.  In contrast, clients with higher 

scores on dependency may disagree with therapists on their comfort with level of disclosure and 

collaboration of goals, particularly if goals involve becoming more independent.  In line with 

Rogerian theory, the congruence or divergence between therapist and client ratings are thought to 

be unique to each specific dyad, rather than to a specific therapist or client.  In the current study, 

the formation of a therapeutic alliance is based on the interpersonal interactions of two specific 

individuals.  Therefore, even if therapists participate in the study with multiple clients, each dyad 

is considered its own entity. 
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 Several hypotheses were created in order to replicate previous findings with a different 

population and validate theoretical models from the literature.  Dependency has been linked to 

numerous psychological symptoms and interpersonal problems.  Therefore, it was expected that 

in a clinical sample of outpatient psychotherapy clients, dependency would be associated with 

psychological distress.  Specifically, in accordance with extensive support from previous 

research, individuals with dependency would report higher levels of depressive and somatic 

symptoms than would individuals with less dependency.   

 Dependency has also been viewed as a reflection of insecure attachment developed in 

childhood.  Therefore, individuals who score high on dependency were expected to report adult 

attachment insecurity more than would individuals who score lower on dependency.  The 

relationships between dependency and attachment are likely to influence client ratings of the 

therapy alliance because of the nature of therapy itself.  Specifically, clients and therapists 

engage in close interpersonal interactions with each other.  Attachment security has been 

theorized and studied as an important element in the development of a therapeutic alliance.  

Therefore, it is assumed that attachment security will influence the relationship between 

dependency and client perceptions of the working alliance.   

 Gender differences in dependency have also been found; however, the discrepancy 

between men’s and women’s dependency has been found to be tied to the type of dependency 

measure used (Bornstein, 1995).  Because of social norms and pressures, women are likely to 

self-report more dependent qualities than men.  Men may express dependency more easily in less 

structured, less face valid forms of dependency measurement (e.g., ROD, TOD), while women 

may express their own dependent behaviors more openly than men on structured self-report 

measures.  However, overall scores do not differ by gender on less structured measures 
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(Bornstein, 1995).  In addition, given the tendency of both dependent men and women to need 

approval and acceptance, both genders with high levels of dependency are expected to report 

higher levels of social desirability than nondependent individuals. 

 The majority of measures used in the current study are structured self-reports, including 

measures of adult attachment, psychological symptoms, therapeutic alliance, and social 

desirability.  The therapeutic alliance was measured by self-reports of both therapists and clients.  

Interpersonal dependency was measured using a less structured method, the TAT.  This method 

was chosen in order to compare the current study’s results with previous studies that utilized 

structured self-report measures of interpersonal dependency.  As discussed, interpersonal 

dependency may have a social desirability component, especially with regards to gender.  

Because less structured methods are less susceptible to issues of face validity and bias, it is 

expected that results will provide a different perspective on the relationships between 

dependency and psychological variables.  The TAT Oral Dependency scoring system has been 

underutilized in research.  However, the current study’s mixed-methods design is intended to 

provide richness to existing research and inspire future study in the areas of interpersonal 

dependency and the therapeutic alliance. 

Hypotheses 

 The following hypotheses include those intended to replicate previously established 

theory and research: 

H1a: Clients scoring high on TAT Oral Dependency will have higher scores on self-rated 
general psychological distress on the SCL-90-R than will clients who score low on TAT 
Oral Dependency. 
 
H1b: Clients scoring high on TAT Oral Dependency will have higher scores on self-rated 
depressive symptoms on the SCL-90-R than will clients who score low on TAT Oral 
Dependency. 
 

 49



 

H1c: Clients scoring high on TAT Oral Dependency will have higher scores on self-rated 
somatic symptoms on the SCL-90-R than will clients who score low on TAT Oral 
Dependency. 

 
 The following hypotheses include those examining the relationships between  
 
interpersonal dependency and client-therapist congruence on alliance ratings, which is the  
 
primary focus of the study: 
 

H2a: When dependency is measured using the TAT Oral Dependency scoring system, 
therapist’s and dependent client’s self-reported ratings of the alliance on the CALPAS-P 
and CALPAS-T will differ significantly, as compared to therapist’s and less dependent 
client’s ratings.  Therapist and client alliance ratings are expected to be less congruent in 
therapist-dependent client dyads than therapist-nondependent client dyads. 
 
H2b:  Specifically, when dependency is measured using the TAT Oral Dependency 
scoring system therapist’s and dependent client’s ratings will be less congruent on the 
PWC and WSCS subscales on the CALPAS than on the PCS and TUI subscales, as 
compared to those of therapist’s and non-dependent client’s ratings.   

 
 The following hypotheses include those examining the relationships between  
 
interpersonal dependency and attachment security: 
 

H3:  Clients scoring high on TAT Oral Dependency are hypothesized to have more self-
rated insecure attachment on the AAS than clients who score low on TAT Oral 
Dependency, as indicated by lower Close and Depend scores on the AAS and higher 
Anxiety scores on the AAS.   
 
H4:  Attachment security will moderate the relationship between TAT Oral Dependency 
and client alliance self-ratings on the CALPAS-P.  Specifically, clients scoring high on 
dependency who also report insecure attachment will have lower overall alliance ratings 
than will clients scoring high on dependency who report secure attachment. 

 
 The following hypothesis examines the relationship between gender and interpersonal  
 
dependency: 
 

H5:  Gender will be associated with TAT Oral Dependency, with men receiving higher 
Oral Dependency scores on the TAT. 

 
 In addition to the above hypotheses, exploratory analyses will be conducted to investigate  
 
research questions that involve other client characteristics.   Exploratory analyses were also  
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used to discover other potential relationships between study variables that have not been  

hypothesized.  Variables that have been found to be related to interpersonal dependency in 

previous research (e.g., attachment) were examined for relationships with alliance ratings and 

therapist-client congruence.  In addition, scoring categories of the TOD were examined for 

relationships among each other and with study variables due to the lack of current research and 

questionable validity of the TOD. 
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CHAPTER 2 

METHOD 

Participants and Measures 

 In the procedure used for the original data collection (Niemeyer, 2004), participants were 

recruited from a university psychology clinic at a large public university.  The psychology clinic 

serves university students, as well as members of the local community, on a sliding fee scale.  

Participants included student clinicians in doctoral-level clinical and counseling psychology 

programs and their clients.  Clients who were under 18 years old, actively psychotic, or suicidal 

were excluded from participation in the study.  Therapists and their supervisors determined the 

eligibility of clients before the intake session. 

 Previously collected data yielded 48 client participants, of which 40 participants 

completed both data collection points.  The sample consisted of 64.6% women and 35.4% male 

clients.  The majority of client participants was Caucasian (72.9%) and had no children (68.8%).  

Most clients had some college education (70.8%).  Almost half of clients reported never having  

been married (47.9%), while 29.2% reported being married and 22.9% reported being in a 

committed relationship.  The majority of participating clients (64.6%) had received previous 

therapy, with over half (79.2%) having seen three or fewer previous therapists.  Three-fourths of 

the sample had not been previously admitted to an inpatient psychiatric facility.  More detailed 

demographic information for participating clients is provided in Tables 1 and 2. 

 The majority of participating therapists was female (85.4%), Caucasian (95.8%), and 

under 30 years of age (60.4%).  Over half of participating therapists (58.3%) were in their third 

or second year of graduate school training.  Three fourths of therapists had seen 15 or fewer 

clients for a total of 100 or fewer therapy contact hours.  Therapists identified themselves with 
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multiple theoretical orientations including, cognitive-behavioral (26.9%), psychodynamic 

(11.5%), interpersonal (19.2%), humanistic (11.5%), and constructivist (19.2%).  More detailed 

demographic information for participating therapists is provided in Tables 3 and 4. 

Measures 

Demographics Questionnaire-Client 

 Participating clients completed a questionnaire that included questions about marital 

status, age, ethnicity, level of education, as well as previous therapy experience and physical 

health.  This information was used to describe the sample’s characteristics. 

Demographics Questionnaire-Therapist 

 Participating therapists completed a questionnaire which that included basic demographic 

information, as well as information regarding theoretical orientation and number of therapy 

hours conducted to date. 

UNT Psychology Clinic Intake Paperwork 

 Clients completed intake forms as part of standard clinic procedure.  These packets were 

kept in their clinic files.  Information from this packet was only used to obtain information 

missing from the other client demographic form used in the study.  Client files were also used to 

track session attendance by referring to contact sheets that therapists complete when clients 

attend, no-show, or cancel therapy appointments. 

TAT Oral Dependency Scoring System (TOD; Huprich, 2008) 

 TAT cards 1, 2, 3BM, 4, 6BM, 7GF, 12M, 10, and 13MF were used in this study.  

Administration of the TAT followed Murray’s (1943) procedures.  The instructions were: 

I am going to show you some pictures, one at a time, and your task will be to make up a 
story for each card.  In your story be sure to tell what has led up to the events in the 
picture, describe what is happening at the moment, what the characters are feeling and 
thinking, and then give the outcome.  Tell a complete story with a beginning, middle, and 
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end.  Do you understand?  I will be writing your stories verbatim as you tell them.  Here’s 
the first card. (The examiner hands the participant the first card.) 
 

 The TAT was administered by Niemeyer (2004) and the primary researcher, who had 

been trained in the same graduate psychology program.  Examiners were instructed to use the 

above script during administration and to minimize additional conversation in order to control 

for experimenter effects.  In addition, examiners were instructed to query responses only on the 

first two cards presented.  After TAT administration, the stories were regrouped by card number 

and typed.   

 The Oral Dependency scoring system for the TAT involves scoring each story on nine 

categories: Passive Dependency (PD); Asking/Receiving Help (ARH); Parental Figure/Nurturer 

(PFN); Food Source (FS); Food Object/Provider (FO); Belief in Luck or Magic (BLM); 

Optimistic Story Ending (OSE); Helplessness, Loneliness, or Depression (HLD); and Mouth 

Behavior (MB).  Scoring categories are described in more detail in Table 5.  The system is based 

on a presence/absence content analysis model with a score of 1 indicating presence of a scoring 

category and 0 indicating absence.  Scores for each category are based on explicit story content, 

with little interpretation.  The maximum score for one story on one card is 9.  Therefore, total 

scores on 9 cards can range theoretically from 0 to 81, though in practice scores are much lower.  

The current study utilized six of eight TAT cards recommended by Huprich (2008) for use with 

the TOD scoring system.   

 The current sample total scores on the Oral Dependency system have a mean of 11.65, 

SD = 4.78, with a range of 1-23.  Previous research using an undergraduate sample (Huprich, 

2008) has yielded a mean total dependency score of 12.07, SD = 3.72.  Further descriptive 

information regarding TAT Oral Dependency scores in the current study and Huprich's sample 

are provided in Table 6.  Scoring category means on most categories are similar to those reported 
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by Huprich.  However, the current sample had significantly higher mean scores on Passive 

Dependence, t(128) = 4.29, p < .01; Belief in Luck/Magic, t(128) = 4.04, p < .01; and Mouth 

Behavior, t(128) = 3.83, p < .01 than Huprich’s sample.  The current sample had significantly 

lower scores on Helplessness/Loneliness/Depression, t(128) = 5.02, p < .01, than Huprich’s 

sample. 

 Two pairs of scorers who had been trained in the Dependency scoring system scored each 

story independently.  In addition, the scorers trained in the scoring system were uninvolved in 

the data collection of the current study and unaware of the other measures as a further bias 

prevention strategy.  After each set of stories was scored, the scorers met to compare scores and 

reconcile discrepancies by discussion.  The resulting total dependency scores were used for 

analysis.  The primary investigator scored each story independently from the scoring teams.  

Both sets of scores were compared in order to measure inter-rater reliability.  Spearman’s Rho 

reliabilities for total TAT Oral Dependency scores between individual rater and consensus score 

was .77.  Additional reliabilities for each card are presented in Table 7.  Cards 10 and 13MF 

were found to have low reliabilities.  However, when either or both of these cards were removed 

from analyses involving Total Dependency scores, results remained the same. 

 Cohen’s kappa was also computed for inter-rater reliability by scoring category on each 

card, and strength of agreement was interpreted based on criteria set by Landis and Koch (1977).  

Card 1 and 7GF scores demonstrated the highest agreement with kappa values ranging from .72 

to 1, indicating almost perfect agreement between raters on these cards.  Card 4 scores 

demonstrated substantial to almost perfect agreement on all scoring categories.  Card 2 scores 

demonstrated substantial to perfect agreement on all scoring categories except Asking/Receiving 

Help (k = .54).  Card 3BM demonstrated substantial to almost perfect agreement in all scoring 
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categories except Mouth Behavior, which had fair agreement (k = .38).  Card 6BM scores 

demonstrated substantial to almost perfect agreement on all scoring categories except 

Helplessness/Loneliness/Depression, which had fair agreement (k = .31).  Card 12M scores 

demonstrated substantial to almost perfect agreement on most categories, but had only fair 

agreement on Asking/Receiving Help (k = .36), Belief in Luck or Magic (k = .39), and 

Optimistic Story Ending (k = .29).  As in previous reliability analyses, scores on Cards 10 and 

13MF demonstrated no agreement to slight agreement on more scoring categories than other 

cards.  Card 10 scores demonstrated almost perfect agreement on Passive Dependence, Belief in 

Luck or Magic and Optimistic Story Ending.  Card 10 scores exhibited no agreement to fair 

agreement on Asking/Receiving Help (k = -.03), Parental Figure/Nurturer (k = .10), Food Source 

(k = -.02), Food Object/Provider (k = .23), Helplessness/Loneliness/Depression (k = -.04), and 

Mouth behavior (k = 0).  Card 13MF scores demonstrated perfect agreement on all scoring 

categories except Asking/Receiving Help (k = -.05), Parental Figure/Nurturer (k = -.14), Food 

Object/Provider (k = -.05), and Mouth behavior (k = .11).  Therefore, all scoring categories were 

found to have poor inter-rater reliability on at least one card. 

Adult Attachment Scale (AAS) 

 Participants completed the AAS (Collins & Read, 1990), which measures self-reported 

style of forming close attachments.  It is intended to measure an adult form of the tripartite 

conceptualization of childhood attachment developed by Ainsworth et al. (1978).   The AAS 

consists of 18 items scored along a 5-point Likert scale, ranging from not at all characteristic of 

me to very characteristic of me.  The AAS consists of three subscales of continuous variables 

(Depend, Close, Anxiety) composed of six items each.  The Depend subscale measures the 

extent to which individuals trust others and rely on others when they are available.  The Close 
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subscale measures comfort with intimacy and emotional closeness.  The Anxiety subscale 

measures fears of being abandoned in relationships.  Collins and Read (1990) reported test-retest 

reliabilities of .71, .68, and .52 for the subscales of Depend, Close, and Anxiety, respectively, 

after a 2-month interval.  They also reported internal consistencies have been reported to be .75, 

.69, .72, respectively.  Sperling, Foelsch, and Grace (1996) also found the AAS to have good 

convergent validity with other adult attachment measures.  An additional score of attachment 

security was also computed according to procedures developed by Allen, Huntoon and Evans 

(1999) and utilized in additional research (Goldman & Anderson, 2007).  This continuous score 

was computed by summing the Close and Depend subscales and subtracting the Anxiety 

subscale from this total.  Niemeyer (2004) reported that alpha internal consistency values for 

Depend, Anxiety, and Close for the present sample were .54, .63, and .74, respectively. 

Symptom Checklist-90, Revised® (SCL-90-R, Derogatis, 1994) 

 Participants completed the SCL-90-R (Derogatis, 1994), a self-report inventory designed 

to assess current psychological symptoms.  The measure contains 90 items rated on a 5-point 

Likert scale, from not at all to extremely, indicating the degree to which a specific symptom has 

distressed the participant in the last week.  Each item loads on one of nine subscales, including 

Somatization, Obsessive-Compulsive, Interpersonal Sensitivity, Depression, Anxiety, Hostility, 

Phobic Anxiety, Paranoid Ideation, and Psychoticism.  The measure also provides an average 

index score of Global Severity (GSI), which may be used as a measure of general current 

psychological distress.  The reliability and validity of the SCL-90-R has been well established 

(Derogatis, 1994) and is used in many research and clinical settings.  Reported internal 

consistency of the individual scales has ranged from .77 to .90 (Derogatis, Rickels, & Rock, 

1976; Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988).  Test-retest reliabilities have been 
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reported to range from .70 to .90 on subscales (Derogatis et al., 1976; Horowitz et al., 1988).  

The test manual states that the constructs of the measure correlate well with established and 

accepted external criterion measures, with good convergent and discriminant validity (Derogatis 

et al., 1976).  Additionally, the measure has been successful in discriminating diagnoses of mood 

and anxiety disorders (Rosenberg, Bech, Mellergard, & Ottosson, 1991) and somatization 

diagnoses (Kellner, Hernandez & Pathak, 1992).  Niemeyer (2004) reported alpha internal 

consistency of .96 for the GSI.  

Marlowe-Crowne Social Desirability Scale 

Participants completed the Marlowe-Crowne Social Desirability scale (MCSD; Crowne 

& Marlowe, 1964) to assess their susceptibility to social influence.  This scale has been found to 

measure the underlying construct of need for approval.  The 33 items describe either desirable, 

uncommon behaviors (e.g., being a good listener) or undesirable, common behaviors (e.g., being 

jealous of others).  Individuals will indicate whether an item is true or false of their own 

behavior.  Scores can range from 0 to 33 with higher scores indicating a higher need for 

approval.  Samples using this scale have reported alpha coefficients between .73 and .88 (see 

Paulhus, 1991 for review).  Niemeyer (2004) reported that a Kuder-Richardson 20 (KR-20) 

internal consistency for the current data set study was .65. 

California Psychotherapy Alliance Scales 

 The CALPAS was used as a measure of working alliance.  The CALPAS (Gaston et al., 

1989) uses parallel forms for both client and therapist (CALPAS-P and CALPAS-T, 

respectively), which both contain 24 items and ratings on a 7-point Likert scale from not at all to 

very much.  Both versions are composed of four subscales, including Patient Commitment (PC), 

Patient Working Capacity (PWC), Working Strategy Consensus (WSC), and Therapist 
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Understanding and Involvement (TUI); both also yield composite alliance scores.  Instructions 

for the CALPAS-P and CALPAS-T state that the information given will be confidential, 

although clients are encouraged to discuss questions and reactions to the measures with their 

therapists if they so desire.  Niemeyer (2004) reported alpha internal consistency values of the 

CALPAS-P subscales as follows: PWC, .82; PC, .77; WSC, .82; TUI, .70.  The following alphas 

were reported for the CALPAS-T subscales: PWC, .89; PC, .81; WSC, .66; TUI, .81.  The 

CALPAS has been shown to have acceptable inter-rater reliability, as well as concurrent, 

discriminant, and predictive validity (Gaston & Marmar, 1994).  The measure was reported to be 

suited for use in outpatient mental health settings with relatively high functioning patients 

(Gaston, 1991), as was the case for participants in this study’s sample.  The following are alpha 

internal consistency values reported by Niemeyer (2004) for the CALPAS-P subscales:  PWC 

.82, PC .77, PWC .82, TUI .70.  The following are alpha internal consistency values reported by 

Niemeyer (2004) for the CALPAS-T subscales:  PWC .89, PC .91, WSC .66, TUI .87. 

Procedure 

 The study included two data collection points.  Data collection Time 1 included informed 

consent and the administration of the client demographic questionnaire, TAT, MCSD, AAS, and 

SCL-90-R.  Time 2 data collection occurred three to five sessions following Time 1 and included 

administration of client and therapist versions of the CALPAS. 

 Clinic office staff were notified of this study’s procedures and assisted in providing 

appropriate paperwork to potential participants.  Student therapists were recruited by responding 

to a flyer placed in their box at the psychology clinic by the researcher (see Appendix C).  In 

addition, referral forms were available in clinician areas, and primary researcher and assistants 

presented the study to clinician team meetings.  After gaining permission from their practicum 
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supervisors, therapists who were interested in participating were asked to contact the researcher 

when they received a new psychotherapy client who meets the eligibility requirements.  

Therapists were provided informed consent forms with their packet of measures.  The form (see 

Appendix D) included information about the purpose and length of the study, as well as potential 

costs and benefits of participation, confidentiality, and research participant rights.   Participating 

therapists were also entered in a raffle by code number to win a chance for $50 certificates.   

 Clients who have been identified by therapists as potential clients were given an 

invitation letter to participate in the study along with standard intake paperwork.  The letter (see 

Appendix E) provided a brief description of the study, including information regarding 

compensation received for participating.  Clients indicated on the letter whether or not they are 

interested in being contacted for participation by checking a box and providing a signature.  

Completed forms were placed in the researcher’s clinic box by office staff. 

 In cases where the researcher was informed of a new potential client after the intake 

session, the client received the invitation letter in one of their first three sessions upon 

appointment check-in.  Variability in data collection times were analyzed statistically in order to 

determine whether or not the number of sessions preceding data collection is related to any 

results.  The WSC subscale of the CALPAS-P was the only relevant variable significantly 

associated with number of sessions, r = .33, p = .04, with more sessions providing higher scores 

on the subscale.  This result occurred in the expected direction, with more sessions indicating 

more agreement between therapist and client on goals and therapy process.   

 Clients interested in participating were contacted by telephone by the researcher and/or 

research assistants.  During this contact, the researcher provided more information about the 

study and answered any questions clients may have had.  Then, an appointment was made for the 
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first phase of data collection.  When the participant met with the researcher, written informed 

consent was obtained before additional data was gathered.  The informed consent form (see 

Appendix F) included a description of the procedure, potential costs and benefits of participation, 

as well as information about confidentiality and the participant’s right to withdraw from the 

study at any time.  Participants were given a copy of the informed consent form with researcher 

contact information.  The researcher explicitly informed participants that their participation in 

the study is voluntary and would not affect the services they receive at the psychology clinic.  

They were also informed that the information they provide would not be given to their therapists 

without their consent.  Clients were able to decide whether or not they would like certain 

measures included in their clinic file or solely used for research purposes.   

 After agreeing to participate in the study and arriving for Time 1 appointment, client 

participants met with the researcher in an assessment room at the psychology clinic.  The 

participant completed the informed consent form and then the researcher administered the TAT.  

Afterwards, the participant completed the remaining Time 1 questionnaires alone.  Upon 

completion of Time 1, clients were provided with a copy of the informed consent form and were 

monetarily compensated with $25 for their participation.  Clients were also reminded that they 

would be asked to complete additional measures after attending three psychotherapy sessions.  

Client contact information and session attendance was kept on a tracking form accessible only to 

the primary researcher and assistants.  This form was used to track the number of sessions clients 

attended and/or missed in order to plan for Time 2 data collection.   

 Upon recognition of potential client participants, packets of therapist measures 

(demographic questionnaire, informed consent) were placed in participating therapists’ clinic 

boxes.  After Time 2 data collection, the CALPAS-T was placed in therapist’s boxes.  A cover 
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letter (see Appendix G) was also included reminding therapists of the confidentiality of their 

responses.  Therapists were asked to return the completed packet to the researcher’s clinic box as 

soon as possible after their scheduled session.  On the same day, office staff were asked to 

provide client participants with a similar packet of measures (CALPAS-P, cover letter) when 

they checked in for their session.  Clients were asked to complete and return the packet to office 

staff as soon as possible.  Office staff returned the packet to the researcher’s box.   

 The cover letter included in the client’s Time 2 paperwork gave the client several options 

to decide what they would like done with the information they provided in Time 1.  Clients chose 

to have their TAT stories copied and placed in their file and/or to receive feedback from 

researcher regarding their TAT responses.  They also could have decided to have copies of their 

AAS, MCSD, and SCL-90 placed in their file.  Clients were informed in the cover letter that 

their CALPAS responses will be kept anonymous, solely as research data and not a part of the 

client file.  If clients expressed interest, appropriate copies of data were made and placed in their 

files. 

 Code numbers that differ from clinic file numbers were assigned to both therapist and 

client data in order to preserve confidentiality and anonymity.  A form, kept separate from other 

research materials and accessible only to the primary researcher, matched client file numbers 

with code numbers.  Therapists were assigned a single code that was used to identify them across 

multiple clients, and unique therapist-client codes were used to identify specific dyads.  

Demographic information that was incomplete in the study forms was gathered from client 

intake paperwork.  Clients gave informed consent for the use of their file information for 

research purposes as part of the standard intake procedure at the psychology clinic. 
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 Several additional considerations were made due to the vulnerability of the sample used 

in the study.  Because participants are first and foremost psychotherapy clients, efforts were 

made to minimize potential interference with the psychotherapy process.  Therapists were not 

asked to recruit clients, nor were they provided with study information to relay to clients.  Clients 

were asked to direct all study-related questions to the researcher, rather than their therapists.  In 

addition, all data collection took place in the Psychology Clinic during regular clinic hours where 

clients already received services.  Because the study took place within the clinic, all available 

crisis and emergency procedures were available and adhered to.  The researcher had previous 

clinical experience in the Psychology Clinic and was aware of clinic policy, procedure, and staff.  

During the informed consent process, the researcher emphasized the right of the client to 

withdraw from the study at any time should they experience discomfort.   

Data Analysis Plan 

Descriptive Analyses 

 First, descriptive statistics of the sample, based on the above measures, were computed, 

including frequencies, means, nonnormality, and other information concerning the distribution of 

the variables for this sample.  Scores from the current study were also compared to previous 

research that used the same measures with similar populations in order to determine whether the 

current sample is typical or atypical.  Niemeyer (2004) reported differences in AAS and 

CALPAS scores between her sample and other studies that used clients from a university clinic 

(Kivlighan, Patton & Foote, 1998). 

 Correlational analyses were performed among all variables, including demographic 

information and scores on included measures in order to account for potential unexpected 

significant relationships that may affect later analyses.  Unexpected relationships between 
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demographic and outcome variables were explored to determine if they needed to be controlled 

for in subsequent analyses.  Next, specific hypotheses were tested.  Finally, exploratory analyses 

were performed to explore significant associations discovered in preliminary analysis. 

 Moderator and mediator analyses follow from the models set by Baron and Kenny 

(1986).  First, correlations were computed between relevant scores.  Then, a hierarchical multiple 

regression was computed, as is suggested when both moderator and independent variables are 

continuous (Baron & Kenny, 1986).  Independent variables were entered first, with the CALPAS 

scores as the dependent variable.  On the second step, it was predicted that the interaction 

between the two independent variables would contribute significant unique variance to the 

dependent variable over and above the independent variables alone.  This would provide support 

for the hypothesis that a third variable moderates the relationship between dependency and 

alliance ratings.   

 Congruence scores between CALPAS-P and CALPAS-T scores were computed with 

distance scores, as has been recommended by Nunnally (1978) and used in previous research 

comparing client and therapist perspectives (Al-Darmaki & Kivlighan, 1993; Fitzpatrick, 

Iwakabe, & Stalikas, 2005).  As in Al-Darmaki and Kivlighan’s (1993) methodology, 

congruence scores were calculated.  Therapist-client absolute congruence was calculated by 

taking the absolute value of the differences between CALPAS scores.  Lower difference scores 

indicated more agreement between therapist and client alliance ratings.  Although difference 

scores have been proposed to be problematic methodologically, they have been used repeatedly 

in studies of agreement (Edwards, 2001).  Given the resources, more accurate approaches that 

account for idiosyncratic manners of responding to measures (i.e., relative 

congruence/divergence) may be undertaken in future studies (Fitzpatrick et al., 2005).   
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CHAPTER 3 

RESULTS 

Descriptive Statistics 

 Before addressing the hypotheses of the current study, descriptive statistics were 

computed in order to describe and address normality of distributions in the sample.  

Demographic information for participating psychotherapy clients is provided in Tables 1 and 2, 

and demographic information for participating therapists is provided in Tables 3 and 4.  The 

descriptive statistics in the current study are the same as those provided by Niemeyer (2004), as 

the same sample of both therapists and clients were used in the analysis.  The tables provided in 

the current study were restructured and created by the primary researcher.  Niemeyer (2004) 

granted permission for use of her data and subsequent analyses and illustrations of her data.  

Also, Huprich (2008) granted permission for use of his previously published data.  These 

permissions are reflected in the tables provided.   

 As reported by Niemeyer (2004), several demographic variables were not normally 

distributed.  The age of clients was positively skewed with a range of 19 to 70 years old and sixty 

percent of participants being 30 years old or younger.  In addition, the majority of the client 

sample was female (64%), Caucasian (72.9%), unmarried (70.8%), and/or without children 

(68.8%), indicating further non-normality in the variable distributions.  Over seventy percent of 

the client sample had achieved at least some postsecondary education in college, with 71.1% 

being either employed or currently enrolled in school.  In terms of previous therapy experience, 

the majority of clients had been engaged in prior psychotherapy (64.6%).  Total number of 

previous therapists was negatively skewed, with one outlier reporting having 14 prior therapists.  

The majority of those with therapy experience reported an average tenure of one year in therapy.  
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Approximately 21% of clients reported past inpatient psychological treatment.  In terms of 

ethnicity, the client sample resembles the sample of a similar study by Kivlighan, Patton, and 

Foote (1998) that looked at the relationship between client attachment and the working alliance 

at a university counseling center.  However, the current sample of clients was older than 

Kivlighan et al.’s sample, M = 32.31, SD = .65; M = 24.68, SD = 7.99, respectively. 

 More of the current sample reported prior experience in psychotherapy (64.6%) than Kivlighan 

et al.’s client sample (45%).  These differences may be due to the large number of community 

members outside of the student population who seek services at the present psychology 

department clinic.   

 The general demographics of the therapist sample resembled that of the client sample, 

and they have previously been reported by Niemeyer (2004).  The majority of the 26 

participating therapists were female (n = 21), Caucasian (n = 23), unmarried (n= 16), and/or 

under 30 years of age (n = 17).  Over half of the therapists were in their second or third year of 

graduate training.  Most of the therapist sample reported similar experiences in provision of 

psychotherapy in terms of number of clients and hours of therapy provided.  Therapists reported 

a variety of theoretical orientations, including cognitive-behavioral, interpersonal, 

psychodynamic, humanistic, and constructivist orientations.  Some participating therapists had 

more than one client participate in the study.  There was a mean of 1.85 clients per therapist with 

a range of 1 to 6 total clients.  More detailed information regarding the number of clients per 

therapist is provided in Table 8.  The participating therapists’ demographics varied from the 

similar study by Kivlighan et al. (1998) in terms of level of training, age, and gender.  The 

current sample was younger (M = 33.67, SD = 8.35, respectively) and had more female therapists 

(21 vs. 17; 81% vs. 43%, respectively).  Kivlighan et al.’s participating therapists included 
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practicum students, predoctoral interns, and senior staff, while the current study recruited only 

from practicum students.   

 The distributions of the psychological measures used in the study were also examined for 

normality.  Descriptive statistics for psychological measures is provided in Table 9.  The 

majority of the study’s measures were found to be normally distributed based on histograms and 

measures of skewness and kurtosis.  However, several scales were significantly skewed.  The 

total TAT Oral Dependency scores for completers and non-completers were found to be 

positively skewed, .47, indicating that clients tended to have low total dependency scores.  The 

non-normal distribution of total dependency may have affected the lack of results discussed later 

relating to hypotheses regarding interpersonal dependency.  Means and standard deviations for 

each of the TOD scoring categories are provided in Table 6.  The Somatization, Hostility, and 

Phobic Anxiety scales of the SCL-90-R were not normally distributed, with clients reporting few 

symptoms on these scales.  All scales of the CALPAS-P, except the patient working capacity 

scale (PWC), were significantly negatively skewed, indicating that patients tended to rate the 

measured dimensions of the alliance quality favorably.  Additionally, the CALPAS-T scale of 

therapist understanding and involvement (TUI) was significantly negatively skewed, indicating 

therapists tended to evaluate their contribution to therapy as highly positive.  Skew statistics are 

provided in Table 9. 

Attrition Analysis 

 Preliminary analyses were performed to determine whether or not characteristics of 

clients who did not complete both data collection points differed significantly from those who 

completed the study.  Independent samples t-tests did not indicate any differences between the 

groups, except on total Oral Dependency scores, t(46) = -2.11, p = .04.  Clients who completed 
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the study had significantly higher total Oral Dependency scores on the TAT, M = 12.28, SD = 

4.74, than clients who only completed Time 1, M = 8.50, SD = 3.82.  However, this finding 

should be interpreted with caution given the unequal cell sizes in comparing completers (n = 40) 

and non-completers (n = 8).  Means and standard deviations for each of the TOD scoring 

categories are provided in Table 6.  

Correlations 

 For the entire sample, Pearson product-moment correlations and point biserial 

correlations were computed between demographic and measured psychological variables to 

identify significant relationships.  Categorical variables with a low frequency of responses were 

recoded to allow for more meaningful relationships.  For example, ethnicity was recoded into 

two categories, Caucasian and non-Caucasian.  Relevant significant correlations found among 

demographic variables for clients are presented in Table 10, and correlations among 

demographic variable for therapists are presented in Table 11. 

 Many significant associations among client demographic variables were in the direction 

expected.  For example, there were significant positive correlations among client age, marital 

status and number of children.  Expected significant relationships were also noted between 

variables regarding therapy experience, number of hours in therapy, and inpatient treatment.  

Some incidental correlations were observed between client and therapist demographics, such as a 

significant correlation between client gender and therapist ethnicity, point biserial r = .29, p = 

.05.   

 Additional correlations among demographic variables were also observed.  Client gender 

was correlated with level of education, point biserial r = -.37, p < .05, with female clients having 

achieved lower levels of education.  Client ethnicity (Caucasian vs. non-Caucasian) was found to 

 68



 

be associated with previous therapy experience, point biserial r = .33, p < .05, such that 

Caucasian clients reported having received previous psychotherapy more often than non-

Caucasian clients.   

 Several significant relationships were also observed among therapist demographic 

variables.  Specifically, male therapists reported significantly more psychotherapy training than 

female therapists, with higher levels of graduate training, point biserial r = -.46, p <.01, more 

psychotherapy clients served, point biserial r = -.34, p < .05, and more total therapy contact 

hours, point biserial r = -.32, p < .05.  Psychotherapy training variables were significantly 

associated in the expected direction.  Therapist age was associated with year in graduate training, 

number of previous clients, and total therapy hours provided, r = .62, p < .01; r = .59, p < .01; r = 

.37, p < .01, respectively.  Similarly, marital status was associated with year in graduate training, 

point biserial r = .44, p < .01, and number of previous clients, point biserial r = .49, p < .01.  

These results indicate that older, married therapists have more extensive training experiences.   

 Intriguing relationships were observed between demographic variables and psychological 

measures, and they are presented in Tables 12 and 13.  Interestingly, client gender was not found 

to be significantly associated with any psychological measures.  This finding will be explored 

further during the discussion of relevant hypotheses.  In line with previous research findings 

(Ray, 1988), client age was positively correlated with MCSD social desirability scores, r = .36, p 

< .05.  In a replication of previous research, Ray and Lovejoy (2003) found that age and MCSD 

scores were positively correlated in a sample of female participants.  Client age was also 

significantly negatively correlated with SCL-90-R GSI scores, r = -.29, p < .05.  This finding 

indicates that younger clients reported more general psychological distress than older clients.  

Regression analyses were computed in order to determine if variance in the association between 
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age and psychopathology may be dampened by the previously reported socially desirable 

responding style of older clients.  In a stepwise multiple regression analysis, client age was found 

to predict variation in GSI scores more strongly as a dependent variable, β = -.29, p < .05, than 

did MCSD scores, β = -.09, p = .55.   

 Additional demographic variables were observed to be significantly correlated with GSI 

scores.  Client ethnicity was associated with SCL-90-R GSI scores, with Caucasian clients 

reporting less psychological distress than non-Caucasian clients in one-way ANOVA analyses, F 

(46, 1) = .54, p < .03.  Both clients who reported being in committed relationships or marriages 

and those who reported having children endorsed significantly fewer symptoms of psychological 

distress than clients who are not in committed relationships and those with no children, point 

biserial r = -.39, p <.01 and point biserial r = -.35, p < .05, respectively.  Niemeyer (2004) 

reported that when age was controlled for in her analyses of the current data, the relationship 

between marital status and GSI was no longer significant.  Finally, education level was 

significantly associated with GSI scores, r = -.37, p <.01, with clients with higher levels of 

education reporting fewer psychological symptoms than clients with lower levels of education, 

even when controlled for age.  Correlations with level of education should be interpreted with 

caution, as the majority of clients reported having attended at least “some college” (n = 34).  

 Client-therapist congruence scores on the CALPAS had only one significant correlation 

with demographic variables.  Therapist ethnicity was significantly negatively correlated with 

congruence scores on the PC, point biserial r = -.33, p < .05, indicating that Caucasian therapists’ 

ratings of the alliance were more similar to their clients’ ratings than non-Caucasian therapists in 

terms of degree to which client values therapy without mistrust. 
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 Client demographic variables were also found to be associated with scores on other 

psychological measures, presented in Tables 12 and 13.  Individuals with more children reported 

lower scores on the Anxiety scale of the AAS than did individuals with fewer or no children, r = 

-.31, p < .05.  Additionally, higher education was associated with lower scores on the Depend 

scale of the AAS, r = -.33, p < .05.    Education level of the clients was also significantly 

positively correlated with almost all of the CALPAS alliance ratings completed by both clients 

and therapists.  This finding suggests that individuals who have received more education rated all 

dimensions of the therapeutic alliance more highly than those who have received less education.  

Interestingly, therapists of more educated clients also rated the alliance higher than therapists of 

less educated clients.  Total Oral Dependency scores from the TAT were significantly associated 

only with clients’ previous psychotherapy experience, point biserial r = .29, p < .05, whereby 

clients with any history of psychotherapy had higher total Oral Dependency scores than did 

clients without previous psychotherapy, M = 12.65 (SD = 5.04) for the former and M = 9.82 (SD 

= 3.75) for the latter.  TAT story length was also associated with TOD total scores, r = .40, p < 

.01, with individuals who provided longer TAT stories receiving higher TOD scores than 

individuals who provided shorter TAT stories.  Story length was not found to be associated with 

any additional variables.  Story length was partialled out in hypotheses regarding TOD scores in 

order to determine if story length affected results.  However, there were no noted differences in 

results when story length was controlled in analyses. 

 Correlational analyses were also performed between the nine categories of the TAT Oral 

Dependency scoring system and Total Dependency scores to determine which categories were 

contributing the most variance to the Total scores.  Interestingly, there were few significant 

correlations among the individual scoring categories on the TOD.  As would be expected, the 
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categories of Food Source and Food Object/Provider were positively correlated, r = .50, p < .01, 

and both categories were positively correlated with Mouth Behavior, r = .42, p < .01; r = .46, p < 

.01, respectively.  The only other significant correlation occurred between Mouth Behavior and 

Belief in Luck/Magic scores, r = .34, p < .05.  Total Dependency scores were highly correlated 

with the Parental Figure, Food Source, Food Object/Provider, 

Helplessness/Loneliness/Depression, and Mouth Behavior scores.  Total Dependency scores 

were not significantly correlated with Passive Dependence, Asking/Receiving Help, Belief in 

Luck/Magic, or Optimistic Story Ending scores.  These associations are presented in Table 14. 

 As for the relationships among scales on the AAS, Depend scores were significantly 

associated with Closeness scores, r = .47, p < .01.  Neither Depend nor Closeness scores were 

significantly associated with the Anxiety scores on the AAS.  As would be expected, subscales 

from the SCL-90-R were appropriately intercorrelated.  The nine subscales from the SCL-90-R 

demonstrated significant correlations with each other ranging from r = .31, p <.05 to r = .83, p < 

.01.  The majority of the subscales of the CALPAS-P were significantly intercorrelated, ranging 

from r = .43, p <.01 to r = .91, p <.01; however, the PWC and PC subscales of the CALPAS-P 

were not significantly correlated, r = .26, p = .11.  The subscales of the CALPAS-T were 

significantly intercorrelated, ranging from r = .70, p <.01 to r =.86, p < .01. Correlations between 

CALPAS-P and CALPAS-T scores are presented in Table 15.  Results of a paired t-test indicate 

that the sample’s mean scores of the CALPAS-P and CALPAS-T are significantly different, M = 

5.80, SD = .75; M = 4.91, SD = .96, respectively, t(39) = 7.15, p < .01.  The effect size of the 

difference was small-medium, d =.46, and the power to find a significant difference of this size 

was .98.     
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 Subscales were found to be significantly associated with mean and total scores for their 

respective measures, some of which are presented in Table 16.  The SCL-90-R GSI scores were 

significantly correlated with each of the nine subscales, ranging from r =.61, p < .01 to r = .89, p 

< .01.  The CALPAS-P mean scores were significantly correlated with each of the four 

subscales, ranging from r = .61, p < .01 to r = .94, p < .01.  The CALPAS-T mean scores were 

significantly correlated with each of the four subscales, ranging from r = .89, p <.01 to r = .95, p 

< .01.  These results support the internal consistency reliability of the measures used in the study.  

Most relevant to the current study, CALPAS-P mean scores were significantly correlated with 

CALPAS-T mean scores, r = .61, p < .01.  This result suggests participating therapists and 

clients tended to rate the alliance similarly.  Specific hypothesis were planned to determine how 

interpersonal variables of clients may affect the congruence of alliance ratings. 

 Correlations among the MCSD scores and CALPAS scores were also examined.  Client 

MCSD scores were unexpectedly significantly negatively correlated with several CALPAS-T 

subscale scores, including PWC, r = -.37, p = .02; PC, r = -.43, p < .01; and TUI, r = -.40, p = 

.01.  MCSD scores were also negatively correlated with CALPAS-T mean scores, r = -.41, p < 

.01.  These associations indicate that clients with higher social desirability scores had therapists 

who rated the therapeutic alliance as lower on most dimensions than did clients with lower social 

desirability scores.  These results suggest that participating therapists negatively evaluated their 

therapeutic alliance with patients who reported a susceptibility to social influence and/or a need 

for approval. 

 Significant correlations between Time 1 measures are provided in Table 16.  All three 

attachment subscales were positively associated with the Interpersonal Sensitivity and Paranoid 

Ideation subscales of the SCL-90-R, which may be related to the interpersonal nature of these 
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two symptom subscales.  Also, scores on the Anxiety subscale of the AAS were positively 

correlated with GSI scores, indicating individuals with more insecure-anxious attachment report 

more general psychological distress than securely attached individuals did.  Anxious attachment 

scores were also positively correlated with the Anxiety and Psychoticism symptom scales of the 

SCL-90-R.   

 Unexpectedly, scores on the Depend subscale of the AAS were negatively associated 

with several subscales and mean scores on the CALPAS-P (see Table 17).  In addition, AAS 

Depend scores were significantly correlated with client-therapist alliance congruence scores, r I 

= -.35, p < .05.  These relationships, which indicate that trusting individuals judged the 

therapeutic alliance more negatively than did less securely attached individuals, are further 

explored in exploratory analyses.   

 The absolute value of the difference scores, i.e., the congruence scores, between client 

and therapist ratings of the alliance were also correlated with alliance ratings.  Most notably, 

total congruence scores were significantly positively correlated with CALPAS-T mean and 

subscale scores, but not significantly associated with CALPAS-P scores.  These results, 

presented in Table 18, indicate that the greater difference scores are associated with higher 

CALPAS-T scores.  In other words, therapists who rated the alliance more favorably were more 

likely to have less congruence in ratings with their clients than did therapists who rated the 

alliance less favorably.   

Hypothesis Testing 

H1a:  Clients scoring high on TAT Oral Dependency will have higher scores on self-rated 
general psychological distress on the SCL-90-R than will clients who score low on TAT 
Oral Dependency. 
   

 The hypothesis was not supported, as TAT dependency scores were not significantly 
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correlated with GSI scores on the SCL-90-R, r = -.02, p = ns.   

H1b:  Clients scoring high on Oral Dependency will have higher scores on the 
Depression subscale of the SCL-90-R than will clients who score low on Oral 
Dependency. 
 

 The hypothesis was not supported, as Oral Dependency scores were not significantly 

correlated with the Depressive Symptoms Scale scores on the SCL-90-R, r = -.05, p = ns. 

H1c:  Clients scoring high on Oral Dependency will have higher scores on the 
Somatization subscale of the SCL-90-R than will clients who score low on Oral 
Dependency. 
 

 The hypothesis was not supported, as Oral Dependency scores were not significantly 

correlated with Somatization Scale scores on the SCL-90-R, r = .03, p = ns. 

H2a:  When dependency is measured using the TAT Oral Dependency scoring system, 
therapist’s and dependent client’s self-reported ratings of the alliance on the CALPAS-P 
and CALPAS-T will differ significantly, as compared to therapist’s and less dependent 
client’s ratings.  Therapist and client alliance ratings are expected to be less congruent in 
therapist-dependent client dyads than therapist-nondependent client dyads. 
 

 While mean scores of the CALPAS-P and CALPAS-T were significantly different, total 

Oral Dependency scores on the TAT were not correlated with CALPAS-P mean scores, 

CALPAS-T mean scores, or congruence scores between CALPAS-T and CALPAS-P mean 

scores, r = .13, r = .15, r = -.12, respectively, p = ns.  Therefore, in the planned regression 

analysis, dependency did not predict the congruence between therapist and client ratings of the 

therapeutic alliance.  The main hypothesis of the current study was not supported.   

H2b: Therapist’s and their Oral Dependent client’s self-reported alliance ratings on the 
CALPAS will diverge more on the PWC and WSC subscales than on the PC and TUI 
subscales, as compared to those of therapist’s and their non-dependent client’s self-
reported alliance ratings.  
  

 Total Oral Dependency scores did not correlate significantly with congruence scores on 

the PWC, PC, WSC, or TUI subscales of the CALPAS, r = -.13, r = -.12, r = .16, r = -.13, 

respectively, p = ns.   
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H3: Clients scoring high on TAT Oral Dependency are hypothesized to have higher self-
rated insecure attachment on the AAS than clients who score low on TAT Oral 
Dependency, as indicated by lower Close and Depend scores on the AAS and higher 
Anxiety scores on the AAS.  
 

 The hypothesis was not supported, as Oral Dependency scores were not associated in 

either direction with the Close, Depend or Anxiety subscales of the AAS, r = -.11, r = .03, r = 

.03, respectively, p = ns.   

H4:  Attachment security will moderate the relationship between TAT Oral Dependency 
and client alliance self-ratings on the CALPAS-P.  Specifically, clients scoring high on 
dependency who also report insecure attachment will have lower overall alliance ratings 
than will clients scoring high on dependency who report secure attachment.   
 

 As suggested by Baron and Kenny (1986), first correlations were computed between 

Attachment security, TOD total scores, and CALPAS-P mean scores.  These nonsignificant 

correlations are presented in Table 17.  Then, a hierarchical multiple regression was computed, 

with Attachment security entered first and the interaction term of Attachment security and TOD 

total scores second.  CALPAS-P mean scores served as the dependent variable in the regression.  

The results from the regression are provided in Table 19.  Attachment security was found to 

marginally predict CALPAS-P scores, β = -.29, p < .10, R2 = .08.  The interaction term of 

Attachment security and TOD total scores did not predict Oral Dependency scores, R2 = .08, p = 

ns.  Therefore, the moderator hypothesis was not supported.   

H5:  Gender will be associated with Oral Dependency scores, with men receiving higher 
Oral Dependency scores on the TAT. 
   

 Results of a t-test indicate that mean scores of Oral Dependency were not significantly 

different across gender, t(46) = -.19, p = ns.  Therefore, this hypothesis was not supported.   

Exploratory Analyses 

 Exploratory analyses were performed in conjunction with original hypotheses due to 

unexpected relationships discovered during preliminary data analysis.  Specifically, the 
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hypotheses regarding the relationships between Oral Dependency scores and psychological 

variables were also examined with the AAS Depend scores (i.e., attachment-related dependency) 

because significant correlations were found between AAS Depend scores and alliance scores.   

 Significant findings were observed between the Depend subscale of the AAS and client 

alliance ratings on the CALPAS.  The Depend subscale was significantly negatively correlated 

with CALPAS-P mean scores, r = -.38, p < .05, indicating that clients who reported higher levels 

of  attachment-related dependency rated the alliance less favorably.  As would be expected, AAS 

Depend scores were also negatively correlated with scores on the PWC, r = -.33, p < .05; WSC, r 

= -.33, p < .05; and TUI, r = -.36, p < .05, subscales of the CALPAS-P.  AAS Depend scores 

were not significantly correlated with CALPAS-P PC subscale scores, r = -.23, p =.ns.  The 

correlations between CALPAS-P scores, AAS Depend scores, and client education level are 

presented in Table 20. 

 Because level of client education was significantly correlated with AAS Depend scores 

and CALPAS-P mean scores, r = -.38, p < .05; r = .43, p < .01, respectively, education level was 

controlled for in regression analysis between these variables to determine whether their 

association was spurious.  Results of regression indicated that AAS Depend scores did not 

contribute significant unique variance to the prediction of CALPAS-P means when education 

level was entered first.  Education level did still significantly predict CALPAS-P mean scores, β 

= .34, p < .05, after having originally accounted for 19% of the variance in CALPAS-P mean 

scores, R2 = .19, but the effect for AAS Depend dropped to β = -.26, p < .10.  These results are 

presented in Table 21.  The significant relationship between AAS Depend scores and CALPAS-P 

scores was apparently due to their both being related to client education level. 
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 Due to this spurious association, additional regression analyses were conducted with 

CALPAS-P WSC and CALPAS-P TUI scores because both were correlated with AAS Depend 

scores and client education.  As in the previous regression, client education level was found to 

explain much of the associations between AAS Depend on both CALPAS-P WSC, β = -.22, p > 

.05, R2 change = .04, and CALPAS-P TUI mean scores, β = -.25, p > .05, R2 change = .06.  

These results are presented in Tables 22 and 23.   

 Results indicate that the relationships between some CALPAS-P scores and AAS Depend 

scores are affected by associations with client education level.  However, conceptually, it is 

unlikely that causal connections can be made between level of education and AAS Depend 

scores.  The significant correlations between CALPAS-P scores and both client education and 

AAS Depend scores are greater in magnitude than the correlation between client education and 

AAS Depend scores.  In addition, significant correlations between client education and 

CALPAS-P scores are greater in magnitude than significant correlations between AAS-Depend 

scores and CALPAS-P scores.  Therefore, the relationships between CALPAS-P scores and AAS 

Depend are related to but not entirely accounted for by client education level.  In other words, 

while client education level appears to be a stronger predictor of specific CALPAS-P scores, 

AAS Depend scores also account for some variance in CALPAS-P mean scores.  Interpretations 

may also be limited by the restricted range of client education level, as the majority of clients 

(70.8%) reported “some college.”   

 The absolute value of difference scores between alliance ratings were negatively 

correlated with scores on the AAS Depend, r = -.35, p = .03, indicating that clients with higher 

adaptive attachment-related dependency had alliance ratings that were more congruent with their 

therapists than clients with lower adaptive attachment-related dependency.  Specifically, 12% of 
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the variance in the congruence of ratings can be explained by differences in levels of adaptive, 

dependent attachment, R2 = .12.  The effect size of this result was moderate, and the power was 

.63.  These surprising results occurred in the opposite direction of originally hypothesized 

relationships regarding dependency.  Attachment-related dependency (as measured by the AAS) 

predicted more congruence in alliance ratings of therapists and clients than did dependency 

measured by the TAT Oral Dependency score.  In other words, clients who depend on others 

adaptively had more agreement on the quality of the alliance with their therapists than did clients 

who reported less healthy dependency.  

 Further exploratory analyses with AAS Depend scores were not found to be significant.   

AAS Depend scores were not correlated with congruence scores on the PWC, PCS, WSCS, or 

TUI subscales of the CALPAS, r = -.03, r = -.04, r = -.30, r = -.27, respectively, p = .ns.  In 

addition, AAS Depend scores were not significantly associated with SCL-90-R GSI, r = .27, p = 

.07; Depression, r = .22, p = .ns; or Somatization scores, r = .15, p = ns.  Finally, AAS Depend 

scores were not significantly associated with gender, point biserial r = .02, p = ns.   

 As in other research using the TOD (Huprich, 2008), exploratory analyses were also 

conducted with the nine TOD scoring categories.  Because not all nine scoring categories Total 

Dependency scores on the TAT were correlated with individual categories were examined for 

relationships with study variables.  In addition, due to the limited validity data of the TOD, the 

relative utility of individual scoring categories is important in TOD research, as they might not 

be equally valid for a given purpose.  Therefore, analyses were performed between psychological 

variables and client scores on each of the nine TOD scoring categories.  Theoretically, the 

individual scoring categories should have similar relationships with dependency-related variables 

as do Total TOD scores.  Alternatively, because story content differs by picture (Teglasi, 2001), 
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and pictures that resemble clients’ life situations are most likely to yield scores that generalize to 

those situations, some pictures might be more useful than others for predicting situation-specific 

behavior (Jenkins, 2008).  Therefore, the category scores were substituted for TOD total 

dependency scores in the original hypotheses regarding CALPAS alliance scores and 

dependency.  Most of the scoring categories did not significantly predict CALPAS-P scores, 

CALPAS-T scores, or alliance congruence scores.  However, there were a few significant 

findings.   

 There were two correlations between TOD scoring categories and client demographic 

variables.  Scores on the Belief in Luck/Magic category were correlated with client ethnicity, r = 

-.37, p < .05, with non-Caucasians achieving higher scores than Caucasians in the category.  

Scores on the Mouth Behavior category were significantly correlated with client employment 

status, r = -.30, p < .05, with employed clients achieving higher scores in the category.   

 Regarding alliance variables, scores on the Asking/Receiving Help category were 

negatively correlated with the CALPAS-P WSC subscale scales, r = -.37, p < .05; CALPAS-P 

mean scores, r = -.32, p < .05; and CALPAS-T TUI subscale scores, r = -.33, p < .05.  Scores on 

the Parental Figure category were positively correlated with CALPAS-P PWC subscale scores, r 

= .37, p < .05.  Scores on the Helplessness/Loneliness/Depression category were positively 

correlated with CALPAS-P PC subscale scores, r = .31, p < .05.    

 Findings regarding the scoring category of Asking/Receiving Help (ARH) were further 

explored given an a priori theoretical resemblance between the category’s theme and the 

therapeutic alliance.  Specifically, the context of psychotherapy is based on clients presenting for 

and receiving help.  Because the therapeutic alliance, or “helping relationship,” is a primary 
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component of psychotherapy, client attitudes regarding asking or receiving help may be related 

to ratings of the alliance.   

 First, individual TAT cards were examined for frequency of ARH responses, and these 

frequencies are reported in Table 24.  Next, ARH responses for each card were correlated with 

CALPAS scores.  The ARH score on Card 1, which was mentioned by one person, was found to 

be significantly negatively correlated with CALPAS-P PC subscale scores, point biserial r = -

.40, p = .01; CALPAS-P WSC subscale scores, point biserial r = -.47, p < .01; CALPAS-P TUI 

subscale scores, point biserial r = -.57, p < .01; and CALPAS-P mean scores, point biserial r = -

.49, p < .01.  Card 3BM ARH scores, mentioned by seven people, were found to be significantly 

negatively correlated with CALPAS-P WSC subscale scores, point biserial r = -.48, p < .01; 

CALPAS-P TUI subscale scores, point biserial r = -.36, p < .05; and CALPAS-P mean scores, 

point biserial r = -.42, p < .01.  There were no other significant correlations between client 

alliance ratings and individual TAT card ARH responses.  These findings indicate that clients 

who received higher scores on ARH, especially those who gave ARH responses to Card 3BM, 

also reported lower alliance ratings than clients who received lower ARH scores.  Therapist 

alliance scores were not correlated with ARH scores on any card.   

 Analyses were performed in order to understand why ARH responses on specific TAT 

cards (Card 1 and Card 3BM) might have significant associations with alliance ratings.  It was 

hypothesized that card-specific features (i.e., the stimulus pull of picture) may explain the 

association between ARH scores and CALPAS-P scores.  Card 3BM total dependency scores 

were found to be strongly correlated with Card 3BM ARH responses, r = .40, p < .01.  Scores 

from other categories appearing on Card 3BM were cross-tabulated with Card 3BM ARH scores 

to identify patterns of scores that may further support associations between card-specific ARH 
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scores and alliance ratings.  Specifically, Helplessness/Loneliness/Depression (HLD) scores 

were examined due to the high frequency of this category for Card 3BM (52.1% of Card 3BM 

TAT stories received a score on HLD) and the very strong association found between HLD and 

total TOD scores for this card.  Card 3 BM has a known stimulus pull for themes of helplessness, 

loneliness, and depression (Bellak, 1954).  HLD was also examined given the theoretical 

relationship between the explicit theme of the category and psychotherapy.  Individuals who 

experience feelings of helplessness, loneliness, and depression are likely to present for 

psychotherapy, a form of asking or receiving help.  In contrast, some individuals who experience 

helplessness and/or depression may have difficulty reaching out to others for help and be less 

likely to seek treatment.    

 Interaction terms were created for Card 3BM HLD and ARH scores.  Specifically, one 

dichotomous interaction term was defined by the presence of both HLD and ARH scores in a 

response to Card 3BM; another dichotomous interaction term was defined by the presence of 

HLD scores and absence of ARH scores in a response to Card 3BM.  Subsequently, these 

interaction terms were correlated with CALPAS scores.  Interestingly, significant negative 

correlations were found between the first interaction term (composed of concurrent HLD and 

ARH scores) and several CALPAS-P scores, while significant positive correlations were found 

between the second interaction term (composed of HLD and absence of ARH scores) and several 

CALPAS-P and CALPAS-T scores.  These findings, presented in Tables 25 and 26, indicate that 

individuals who received scores of both HLD and ARH on Card 3BM reported significantly less 

favorable alliance ratings than all other individuals.  In contrast, individuals who received HLD 

scores without ARH scores on Card 3BM reported more favorable alliance ratings than 

individuals who did not have this pattern of scores on Card 3BM.  Also, therapists of clients who 
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received scores of HLD, not ARH, on Card 3BM rated their alliances significantly higher than 

did therapists of clients who did not receive these scores on Card 3BM. 

 The same procedure and analyses involving interaction terms between scores on TOD 

categories were also performed using the ARH score on Card 1 due to significant correlations 

between Card 1 ARH score and alliance ratings.  Additional scoring categories chosen for the 

analyses were HLD and Parental Figure/Nurturer (PFN) due to a priori theory.   The substantial 

literature on psychotherapy and attachment provide support for analyses with PFN, as parents 

typically serve as attachment figure templates used by clients in developing the therapeutic 

alliance.  Results of these analyses are presented in Table 25 and 26.   

 Card 1 results were similar to those of Card 3BM.  The interaction term composed of 

concurrent HLD and ARH responses on Card 1 was significantly negatively correlated with 

several CALPAS-P subscales.  There were no significant associations with CALPAS-T 

subscales.  Similarly, the interaction term composed of concurrent PFN and ARH responses on 

Card 1 was significantly negatively correlated with multiple CALPAS-P subscales, with no 

significant interactions with CALPAS-T subscales.  As expected, the interaction terms composed 

of both HLD and PFN scores in the absence of ARH scores on Card 1 were positively correlated 

with multiple CALPAS-P subscales.  However, the interaction term composed of HLD without 

ARH was significantly correlated with only one CALPAS-P subscale, while the interaction term 

composed of PFN without ARH was significantly positively correlated with multiple subscales 

of both CALPAS-P and CALPAS-T.   

 These findings indicate that clients who told stories for TAT Card 1 with themes of 

asking for help in the presence of parental figures rated the alliance less favorably than did 

clients without both ARH and PFN scores, whereas, therapists of clients who received PFN 
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scores without ARH scores on Card 1 rated the alliance more favorably than therapists of clients 

who did not show this pattern.  Although not significant, therapists of clients who received both 

PFN and ARH scores on Card 1 rated the alliance less favorably than therapists of clients who 

did not receive these scores on Card 1.  Correlations with PFN and CALPAS are likely more 

significant on Card 1 than correlations with HLD and CALPAS scores on Card 1 due to the 

stimulus pull of Card 1, which typically results in stories involving parental figures.  In the 

current study, 43.8% of Card 1 TAT stories received a PFN score.  The results using Card 1 

should be interpreted with some caution, as there was only one ARH response scored across 

participants. 
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CHAPTER 4 

DISCUSSION 

General Findings 

 The primary purpose of the current study was to connect two areas of psychological 

research that have not previously been examined together, the therapeutic alliance and 

interpersonal dependency.  The study was designed to illuminate how psychotherapy clients and 

their therapists might differ in their perspective of alliance strength.  Interpersonal dependency 

was hypothesized to contribute significantly to differences in alliance ratings between therapist 

and client.  The chosen method to test study hypotheses was through the administration of a 

battery of psychological measures to both therapists and clients in a clinical outpatient setting.   

 While the main hypotheses were not supported by the data, unhypothesized significant 

findings related to the crux of the study were observed.  As a caveat, significant findings 

discussed may be due to exploratory analyses performed in an attempt to support theoretical and 

empirical foundations of interpersonal dependency.  Therefore, the strength of some findings 

may be questionable without further empirical support.  The following discussion provides a 

summary of the results integrated with previous research findings.  Then limitations and both 

clinical and research implications are addressed, as well as future directions and suggestions for 

research. 

 Study hypotheses were created based on a review of the literature on the two separate, but 

related psychological constructs.  First, the therapeutic alliance, arguably the most researched 

and respected component of psychotherapy, was viewed in terms of client-therapist agreement.  

The majority of previous research and theory on client-therapist agreement regarding the 

therapeutic alliance has focused on how the alliance relates to therapy outcomes (e.g., Horvath & 
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Symonds, 1991) or therapy process (e.g., Kramer, Roten, Beretta, Michel & Despland, 2008).  

Other research has focused on how client-therapist agreement of target problems relates to the 

working alliance and treatment outcome (Busseri & Tyler, 2004).  Few studies have related 

client-therapist agreement on the alliance to specific client psychological variables that may 

impact the alliance.  The current study focused on associations among client interpersonal 

dependency, client alliance ratings, therapist alliance ratings, and client-therapist agreement on 

alliance ratings in early sessions of psychotherapy. 

 Primary hypotheses involved the comparison of therapist and client ratings of the 

therapeutic alliance, as well as the congruence between client and therapist ratings of the 

alliance.  It was predicted that therapist and client scores would differ significantly, as has been 

reported in previous research (Sexton et al., 2005).  Client-therapist agreement on the alliance 

was predicted to be associated with level of client interpersonal dependency.  Specifically, 

clients with higher scores on dependency were expected to have more divergence with their 

therapists on alliance ratings than clients with lower scores on dependency.  This hypothesis was 

influenced by research findings that client personality variables account for significant variance 

in alliance ratings (Sexton et al., 2005).  Initial analyses were promising, with significant 

differences found between the entire sample of client and therapist alliance scores on CALPAS 

scores.  These highly significant findings support theory and research suggesting therapist-client 

divergence in alliance assessment.  However, hypotheses regarding client-therapist agreement 

and interpersonal dependency were not supported, as TOD scores were not associated with 

therapist ratings, client alliance ratings, or the congruence between client and therapist ratings.    

 Initial hypotheses regarding alliance congruence scores were not supported by results.  

Interpersonal dependency on the TOD was unrelated to congruence scores; however, adaptive 

 86



 

attachment-related dependency predicted congruence between therapist and client ratings of the 

alliance.  Therapists agreed with their securely-attached clients by viewing the alliance less 

favorably.  More generally, therapists may intuit a client’s reticence to trust early in treatment.  

Although TOD dependency scores were not found to predict client-therapist divergence in 

alliance ratings, an argument could be made that this hypothesis was supported by the self-report 

results.  Clients with more adaptive dependency and secure attachment had more congruent 

alliance ratings with their therapists; therefore, clients with self-reported dependency and 

insecure attachment should logically and mathematically have less congruent alliance ratings 

with their therapists, as hypothesized.  The lack of empirical support for hypotheses may be due 

to sample characteristics or measurement issues.   

 Less structured measures of interpersonal dependency, like the TOD, may lack 

appropriate interrater reliability and/or validity (Bornstein, 1995).  However, the use of self-

report measures of interpersonal dependency may also be problematic due to self-presentation 

bias (Bornstein, 1995).  Specifically, men may be less likely to report dependent behaviors on 

structured self-report measures given social and cultural influences (Reich, 1996).  Individuals 

may be more likely to report desirable, adaptive forms of interpersonal attachment, as measured 

by the AAS Depend subscale.   

 Although primary hypotheses regarding interpersonal dependency were not fully 

supported, one finding replicated previous research.  Total dependency scores as measured by 

the TAT were significantly associated with client psychotherapy experience; whereas clients 

with higher interpersonal dependency reported more prior psychological treatment than clients 

with lower scores.  In addition, completers in the client sample had higher total dependency 

scores on the TAT than clients who did not complete both data points.  These significant findings 
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utilizing the TAT Oral Dependency total dependency score supports Bornstein’s (1993) and 

other’s contentions that individuals with dependent traits are more likely to seek psychological 

services.  Individuals with significant interpersonal dependency have reported better treatment 

compliance, as well as higher treatment satisfaction than individuals with less dependency 

(O’Neill & Bornstein, 2006).  An alternate explanation for these results may be that individuals 

with more psychotherapy experience were more comfortable with the TAT administrator, giving 

longer TAT stories and achieving higher TOD scores.  Results may have varied if TAT was 

administered by different administrators or by the therapist participants.   

 Despite potentially confounding explanations, these results do replicate robust research 

and theory (Bornstein, 1993) suggesting that individuals with dependency are more likely than 

those with less dependency to seek, present, and comply with treatment.  This may be due to 

these individuals having an increased likelihood of having comorbid psychological (DSM-IV; 

American Psychiatric Association, 1994) or physical (Bornstein, 1998b) disorders that require 

treatment.  Individuals with a dependent personality orientation may also get interpersonal needs 

of support, reassurance, and guidance met in treatment, especially in psychotherapy.  These 

results also support the contention that interpersonal dependency can be adaptive by increasing 

the likelihood that an individual will seek, comply, and benefit from treatment. 

 The most robust and interesting findings in terms of dependency scores on the TOD and 

alliance ratings were found in exploratory analyses with individual categories of the TOD.  

However, interpretations based on these findings should be viewed with caution due to the 

limited amount of data in the analyses.  Interpretations of results regarding specific scoring 

category scores are limited given the small frequency of scores in the sample.  For example, 

analyses among ARH, PFN, and CALPAS scores were found to be significant but only included 
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1 ARH response.  Although the results are interesting and congruent with the study’s rationale 

and hypotheses, they are limited in strength and generalizability.   

 Belief in Luck/Magic scores were associated with ethnicity, with non-Caucasians 

receiving higher Belief in Luck/Magic scores than Caucasians.  This result is consistent with 

cultural and/or religious norms.  The TOD scoring manual (Huprich, 2008) instructs scorers to 

take into account the richness of an individual’s ethnicity, culture, and religious background 

when scoring the Belief in Luck/Magic category.  Because scorers of the TAT stories were 

unaware of client participant information beyond the TAT stories, they provided scores on all 

categories based purely on TAT story content.  Therefore, scoring on this particular category 

may be questionable and interpretations limited. 

 Consistent with a literal content interpretation of TAT stories, the Asking/Receiving Help 

scores on the TOD were negatively associated with several alliance ratings.  Specifically, 

individuals who told more TAT stories where characters ask for assistance (i.e., high 

Asking/Receiving Help scores) reported lower alliance scores and received lower alliance scores 

from their therapists than did individuals who had lower Asking/Receiving Help scores.   

 Asking/Receiving Help scores were associated with lower scores on both the CALPAS-P 

WSC and CALPAS-T TUI subscales, indicating that clients who told stories on the TAT with 

themes of the dependent need for help from others also reported less collaboration on goals with 

their therapists.  These individuals’ therapists also reported less confidence in their own 

involvement in the alliance.  Clients who are preoccupied with feeling a significant need of help 

from others may also have expectations that psychotherapy will provide fast solutions to life 

difficulties.  However, early psychotherapy sessions tend to be focused on developing rapport 

between therapist and client, as well as on assessment of client distress and functioning.  
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Therefore, clients who expect to be “fixed” may judge the alliance less favorably.  In turn, 

therapists of clients who have these types of expectations may feel less effective in their role.   

 Individuals with significant dependency needs may be particularly vulnerable to this 

outcome because of their need to receive help from others rather than provide support for 

themselves.  When individuals with maladaptive dependency learn that their success in 

psychotherapy is based on self-support and personal change, they may experience a diminished 

bond with their therapist.  These findings correspond to potential difficulties therapists may have 

in treating an individual diagnosed with DPD, as many of the DSM-IV criteria for DPD involve 

being overly dependent on others for support, decision-making, and guidance. 

 Helplessness/Loneliness/Depression scores were positively correlated with CALPAS-P 

PC subscales, indicating that clients who implicitly expressed depressive themes on the TAT also 

reported a strong ability to develop trust in the alliance.  Interestingly, clients who provided 

stories that were scored for both Asking/Receiving Help and 

Helplessness/Loneliness/Depression on specific cards reported lower alliance scores than clients 

without this pattern of scores.  In contrast, clients whose stories received scores on 

Helplessness/Loneliness/Depression in the absence of Asking/Receiving Help scores had more 

favorable impressions of the alliance than clients with other patterns of scores.  These findings 

suggest that individuals who have dependency based in feelings of helplessness and depression 

but who are not preoccupied with ARH are not disappointed by psychotherapy and form strong 

alliances with their therapists.  However, individuals who have concurrent dependent feelings of 

helplessness and the dependent need to receive help from others may be disappointed by 

psychotherapy and/or their therapist’s resistance to gratifying this need.  Therefore, these 

individuals rate the alliance less favorably.   
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 Parental Figure/Nurturer scores were positively correlated with CALPAS-P PWC scores, 

indicating that those clients who implicitly expressed the dependent need for parental support 

also reported a strong ability to disclose material to their therapist without a fear of judgment.  

The Parental Figure/Nurturer scores exhibited patterns of interaction with Asking/Receiving 

Help scores similar to that of Helplessness/Loneliness/Depression scores.  Specifically, clients 

who provided stories on specific cards that were scored for both Asking/Receiving Help and 

Parental Figure/Nurturer reported less favorable alliance scores than did clients without this 

pattern of scores, while clients whose stories received scores on Parental Figure/Nurturer and not 

Asking/Receiving Help scores reported more favorable alliance ratings than clients without this 

pattern of scores.  These findings suggest that individuals who have dependency based in 

attachment are not disappointed by psychotherapy and form strong alliances with their therapists.  

However, individuals are more likely to report more dissatisfaction in the alliance when they 

have concurrent dependent attachment and the dependent need to receive help from others.  

These findings provide support for previous literature explicating the complexity of the 

relationships among dependency, depression, and attachment. 

 Specifically, ARH may represent the DSM-IV characterization of dependency, which is 

based on an excessive, unrealistic dependence on others.  This attribute may also be related to 

other conceptualizations of maladaptive forms of dependency, such as immature dependency 

(Bornstein, 1998a) or neediness (Rude & Burnham, 1995).  In contrast, HLD may represent the 

depressive component of interpersonal dependency that has been supported by previous research 

(e.g., Huprich et al., 2004).  Furthermore, PFN may represent the relationship between 

attachment and interpersonal dependency (e.g., McBride et al., 2006).  In this conceptualization 

of the TOD scoring categories, the more pathological manifestation of interpersonal dependency 
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(ARH) appears to have a stronger impact on client ratings of the alliance than dependency-

related constructs.  Dependency characterized by depression and/or attachment correspond to 

more favorable ratings of the alliance.  However, in conjunction with ARH scores, these 

relationships are diminished.  Perhaps these results occurred because ARH represents a more 

definitive form of interpersonal dependency, while HLD and PFN represent forms of 

dependency blurred within related constructs. 

 Additional minor hypotheses intended to replicate previous research were not supported, 

perhaps due to problems with sampling and measurement.  The small sample composed of 

demographically-homogeneous participants may have limited the strength of correlations that 

have received significant support in other research.  For example, the heavily supported 

relationship between depressive symptoms and interpersonal dependency scores, most notable in 

theory and research by Blatt, Bornstein, and colleagues, was not found in the current study.  

However, structured self-report instruments that specifically measure depression and dependency 

(e.g., DEQ), typically used in studies that validate the relationship between depression and 

dependency, were not included in the study.  The relationship between somatic symptoms and 

dependency was also not supported.  However, clients in the current study did not report 

significant somatic symptoms as indicated by low SCL-90-R scores on the Somatization scale.  

These findings are surprising given robust research findings using the SCL-90-R (Bornstein & 

Johnson, 1990).  Again, previous research has used structured self-report measures to assess 

dependency, and these measures may share variance due to both social desirability biases and 

response format biases. 

 Although the original hypotheses regarding TOD interpersonal dependency were not 

supported, unexpected relationships with adaptive dependency in the form of self-reported 
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attachment were noted.  Secondary exploratory analysis provided more meaningful information 

about interpersonal dependency and the therapeutic alliance than did the hypothesis testing.  In 

the current study, psychotherapy clients who reported having the ability to develop trusting, 

reliable attachments with others also reported weaker psychotherapy alliances in agreement with 

their therapists after 4-6 sessions.  While this finding initially seems counterintuitive, securely 

attached individuals may need more time to develop confidence in close relationships like that of 

therapist and client.  Again, the AAS Depend scale may represent the more adaptive, mature 

form of interpersonal dependency (Bornstein, 1998a).  Results of this study specifically suggest 

it is not general secure attachment that limits a strong early alliance, but rather the ability to 

develop intimate trust and reliance.  Previous research (Fitzpatrick et al., 2005) found that both 

client and therapist ratings of the alliance improved as treatment progressed.  While securely-

attached individuals may hesitate to bond immediately with their therapists, it is likely that the 

therapeutic alliance would improve over time given the ability of these individuals to form 

healthy, trusting relationships.  Unfortunately, these interpretations are limited because the AAS 

was intended to measure attachment in romantic relationships, which likely differs from how 

attachment functions in general or in the therapeutic relationship.  However, previous research 

has also utilized the AAS in exploring the relationship between attachment and therapeutic 

alliance. 

 While previous research has found some types of insecure attachment (i.e., preoccupied, 

fearful) to be associated with strong therapeutic alliances (Meyer & Pilonkis, 2001) as in the 

current study, findings are not congruent with the majority of attachment-alliance studies that 

have utilized similar samples (Gelso & Hayes, 1998; Mohr et al., 2005; Satterfield & Lyddon, 

1995).  In comparison to the AAS scores obtained in Kivlighan et al.’s (1998) study, the clients 
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in the current sample had significantly higher mean scores for all three subscales.  Therefore, the 

generalizability of the present findings to previous research may be questionable.  The current 

study’s results in terms of attachment appear to provide more evidence that a strong therapeutic 

alliance is not necessarily only associated with attachment security.  Meyer and Pilonkis (2001) 

reviewed attachment research and found that both insecure and secure attachment have been 

associated with strong therapeutic alliances and positive treatment outcome.  In addition, 

McBride et al. (2006) hypothesized that secure attachment may be associated with adaptive 

dependency, while insecure attachment may be associated with less adaptive dependency. 

 Previous findings might contradict the current study’s results due to the use of different 

alliance measures (previous studies used the WAI), different sample demographics, and/or the 

higher mean scores of the AAS subscales in the current sample.  Kivlighan et al. (1998) found 

significant positive correlations between the alliance and secure adult attachment, including the 

dependency component measured by the AAS.  Also, Goldman and Anderson (2007) found that 

clients scoring high on the Depend and Close subscales on the AAS were able to form strong 

alliances in the first psychotherapy session.  In a university sample, Satterfield and Lyddon 

(1995) found that scores on the Depend scale of the AAS were positively correlated with alliance 

ratings.  An additional study by Hietanen and Punamaki (2006) found that adult attachment was 

associated with both client and therapist ratings of the alliance in an inpatient sample.  However, 

this relationship varied across client gender, with securely attached female clients having strong 

alliances, while male clients with both secure and insecure attachment styles had strong 

alliances.   

 Therapist attachment style is a variable that may shed light on the relationships 

discovered in the current study.  Meyer and Pilonkis (2001) reported that complementary 
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attachment styles between therapist and client impact therapy outcome and the alliance.  

However, previous research by Ligiero and Gelso (2002) did not find significant relationships 

between therapist attachment and therapist alliance ratings.  Ligiero and Gelso, whose sample 

was similar to the current study in terms of clinical experience and demographics, concluded that 

in the therapy relationship, therapists do not view clients as attachment figures.  Therefore, 

therapist attachment is not activated and is inconsequential to the development of the alliance.  

Future research on the subject may benefit from a continued exploration of how therapist 

attachment relates to client and therapist ratings of the therapeutic alliance. 

 Interestingly, client education level explained the relationship between attachment-related 

dependency and client alliance ratings.  Clients with more advanced education rated alliances 

more favorably and reported less attachment-related dependency than did clients with less 

advanced education.  In fact, client education level was significantly positively correlated with 

the majority of alliance ratings by both clients and therapists.  Participating therapists, who 

themselves were graduate students in psychology, appeared to form stronger therapeutic 

alliances with more educated clients than with less educated clients.  These results support the 

notion that clients and therapists perceive alliances more strongly when they share demographic 

characteristics.  Because client education level in the current study was not normally distributed, 

with over half of participating clients reporting some college experience, these results should be 

validated in future studies. 

 For the most part, unhypothesized correlations among variables occurred in the expected 

directions and magnitudes.  Both clients who reported being in committed relationships or 

marriages and those who reported having children endorsed significantly fewer symptoms of 

psychological distress than unmarried clients with no children.  These findings align with 
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scientific findings and popular culture views that indicate individuals in serious relationships are 

“happier” than single individuals and that children increase an individual’s level of “happiness.”  

Another possibility for these findings is that the relationships found are artifacts of the 

association between age and GSI scores.  Niemeyer (2004) reported that when age was 

controlled for in her analyses of the current data, the relationship between marital status and GSI 

was no longer significant.  Several relationships were unexpectedly nonsignificant.  Most 

surprisingly, gender was not associated with any study variables.  Therefore, hypotheses 

regarding gender guided by the literature were not supported.  The lack of replication of robust 

findings in the literature may be accounted for by the current study’s methodological limitations. 

Limitations 

 While several significant results produced medium effect sizes due to the small sample 

size, statistical power was in the low range, indicating only moderate chance to detect such an 

effect.  Future research should gather more extensive data from a larger sample of client-

therapist dyads.  Although the current sample differs from traditional university student 

psychology services in terms of client age and therapy experience, the small sample was not 

diverse in terms of demographic variables.  Also, several demographic variables were 

significantly skewed.  Therefore, results may not generalize to client populations that differ 

markedly in age, ethnicity, marital status, employment, and/or other basic variables.  The 

therapist sample was more limited in terms of diversity and generalizability.  Future research on 

the dynamics between psychotherapy and interpersonal dependency would benefit from 

recruiting participants who vary demographically.   

 An additional important component unaddressed in the current study is how ethnic match 

between client and therapist may affect the hypothesized relationships.  The therapeutic alliance 
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as measured by the CALPAS subscales is likely dependent on cultural variables.  Zane et al. 

(2005) found that client ethnicity and ethnic match was predictive of psychotherapy session 

variables, including depth, comfort, arousal, and positivity.   As noted in the results, Caucasian 

clients reported more substantial histories of psychotherapy than non-Caucasians.  This finding is 

in line with research and theory that proposes minority populations are less likely to seek 

traditional psychotherapy and mental health treatment. (e.g., Thompson, Bazile, & Akbar, 2004).   

 In general, there is a lack of research on interpersonal dependency with ethnic minorities, 

as indicated by a scarcity of results in literature searches for both variables.  Even Bornstein’s 

numerous articles on dependency fail to delve deeply into cultural differences in dependency and 

resulting effects on assessment and treatment.  While the TAT has been widely used with ethnic 

minorities (Dana, 2005) the implications of interpersonal dependency may vary cross-culturally.  

While interpersonal dependency tends to be pathologized in individualistic Western culture, 

collectivist cultures tend to value interdependence among individuals.  The cross-cultural 

differences in interpersonal dependency is illustrated in the TOD scoring system, where the 

scoring category of Belief in Luck/Magic is not scored if the response reflects an individual’s 

religious and/or cultural expectations (Huprich, 2008).  Research on interpersonal dependency 

would benefit from using larger samples from a variety of ethnicities, cultures, and religions in 

order to further understand the dynamics of interpersonal dependency.  Focus groups may be 

particularly helpful in exploring how other cultures experience interpersonal dependency. 

 While the therapist and client samples were somewhat homogeneous in demographic 

terms, they were heterogeneous on other treatment-related variables.  The current study did not 

address or investigate presenting problem for treatment, nor prior or current mental health 

diagnoses.  The psychology clinic where data collection took place serves a large community, 
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with no specific parameters for client admittance.  Therefore, the participating clients likely 

presented for treatment with varying levels of distress and functioning, as well as diverse 

diagnoses.  Interpersonal dependency has been found to be significantly related to several 

specific psychological problems, including depression (Huprich et al., 2004), interpersonal 

dysfunction (Overholser, 1996), and somatic symptoms (Bornstein, 1998b).  It is possible that by 

chance few participating clients presented for treatment with these problems relevant to 

interpersonal dependency.  Results may have been different if diagnosis, symptomatology, or 

interpersonal functioning were assessed and included in analyses.   

 The current study would likely have benefited from using measures more consistent with 

previous research.  The use of a multiscale inventory for psychological symptoms, i.e., the SCL-

90-R, may not have allowed for sufficient assessment of somatic and depressive symptoms.  

More focused instruments for each of these areas would provide more detailed, varied 

information regarding client symptomatology.  For example, the DEQ, which has been used to 

assess both depression and dependency, may have been more effective in hypothesis testing.  

Also, a non-clinical instrument, such as the Inventory of Interpersonal Problems, may shed more 

light on the relationship between maladaptive and adaptive dependency, as well as depression 

and attachment.  An additional problem with instruments used in the current study concerns the 

AAS.  The AAS intends to measure an individual’s adult attachment in romantic relationships.  

Therefore, interpretations regarding the AAS in the current study may be inappropriate in 

application to the therapeutic relationship.  Future studies would benefit from using alternate 

attachment measures.   

 The types of measures used in the current study are also problematic in terms of method 

variance.  Specifically, using a less structured measure, such as the TAT, to predict variance in a 
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structured self-report measure, such as the AAS, is limited by systematic measurement error 

variance that is difficult to distinguish from construct variance (Jenkins, 2008).  Both self-report 

and less structured measures are also vulnerable to specific response biases, whereas self-report 

measures are subject to bias relating to response set (e.g., social desirability) and less structured 

measures are subject to verbal fluency bias.  Therefore, research using both types of 

measurement is inherently challenging. 

 Another measurement issue arising in the results is the skew of therapy alliance scores.  

Because both therapists and clients tended to rate the alliance favorably, results did not reflect 

very many relationships with poorly-rated alliances.  Therefore, interpretations based on the 

divergence between client and therapist ratings of the alliance are limited.  Participating 

therapists may have had distorted ratings of their contribution to the alliance due to their status as 

trainees, and therefore, been more aware of being evaluated than professionals in the field and 

more aware of the purpose of psychological measures than clinicians with less training in 

psychology.  Although both clients and therapists were informed of confidentiality practices used 

with research data, they may have implicitly completed alliance measures with awareness that 

their responses would be monitored by peers.  Future research would benefit by sampling from 

therapists with a range of expertise, as well as using an independent researcher unaffiliated with 

participating therapists.    

 The lack of significant findings using the TOD, as well as the variability in inter-rater 

reliability, calls into question the validity of the scoring system.  The TOD appears to have 

significantly weaker validity and reliability than the ROD.  In a review of research, Bornstein 

(1996) illustrated that the ROD has shown strong inter-rater reliability, convergent validity, and 

concurrent validity.  While the two less structured measures share method variance, specific 
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properties of the two measures may account for differences in validity and reliability.  

Specifically, the differences between these two less structured measures of interpersonal 

dependency may be due to the stimulus and response differences between the TAT and the 

Rorschach.  The TAT uses pictures of people in ambiguous situations that pull for interpersonal 

difficulties, while the Rorschach uses inkblots.  Therefore, the Rorschach may be more likely to 

pull for an individual’s personal implicit dependency needs given the greater ambiguity of the 

stimulus.  On the other hand, the TAT’s less ambiguous stimuli may pull for personal 

experiences, in addition to multiple interpersonal references to which an individual has been 

exposed (e.g., movies, books).  In other words, the TAT may not be accurately measuring what 

the Rorschach does in terms of interpersonal dependency.   

 In addition, individuals may achieve scores on the TOD based purely on the nature of the 

TAT rather than their own interpersonal dependency needs.  For example, most individuals are 

likely to receive Mouth Behavior scores on the TOD because the TAT cards often depict 

multiple characters interacting.  Therefore, an individual will likely tell a story about individuals 

engaging in “mouth behavior” (e.g., talking, eating, and yelling); these scores may be an artifact 

of the stimulus rather than representative of interpersonal dependency.  In the current study, 

Mouth Behavior received the highest frequency of scores.  Another example may be the Parental 

Figure/Nurturer category, the second most frequent score in the current study.  In TAT cards that 

depict children or characters from different generations, an individual may be likely to tell stories 

about the parents and children.  In contrast to the stimulus pull of the TAT, responses to the 

Rorschach that contain oral or parental imagery may better reflect an individual’s implicit 

interpersonal dependency needs because the inkblots are not explicitly representative of 

interpersonal behavior.   
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 TOD dependency scores were also significantly correlated with story length, whereas 

individuals who told longer TAT stories received higher TOD scores.  While this relationship did 

not affect the current study results, future studies using the TOD should examine verbal fluency 

bias as a potentially confounding variable.  For example, individuals who tell longer TAT stories 

may be more likely to receive scores on high frequency categories, such as Mouth Behavior, 

given that longer stories are more likely to involve characters having a discussion.  Specific 

scoring categories of the TOD may also be problematic in other ways.  Differences in inter-rater 

reliability suggest that the scoring criteria are not necessarily interpreted by individuals in the 

same manner.  Criteria for the scoring categories may need to be refined.  The current study does 

not lend significant support for the TOD scoring system for interpersonal dependency, which 

already has limited validity evidence.  While there were significant findings with specific scoring 

categories, these results were based on few responses in highly exploratory analyses.  Therefore, 

future research is needed to determine the utility of the scoring system. 

Research Implications 

 Unfortunately, there was a lack of significant findings relevant to interpersonal 

dependency, which may be accounted for by measurement issues of the TOD.  TAT cards used 

in the study are not those suggested by Masling et al. (1967), the creators of the dependency 

scoring system.  Niemeyer (2004), who collected the data used in the current study, had chosen 

TAT cards for use with a different scoring system.  Results may have been different if the 

specified original card set system had been adhered to more stringently.  The current study used 

six of the eight cards recommended for use with the TOD scoring system (Huprich, 2008), 

including Cards 1 and 3BM.  Finally, the mean scores on Passive Dependence, Belief in 
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Luck/Magic, Helplessness/Loneliness/Depression, and Mouth Behavior were significantly 

different than those obtained by previous research utilizing the TOD (Huprich, 2008). 

 One unanswered validity question for the TOD is the relative predictive validity of the 

various content categories.  The current study provides tentative, preliminary data on the utility 

of specific TOD scoring categories for this purpose, as well as evidence of TAT card stimulus 

pull.  Specific cards may pull for certain scoring categories more than others.  Significant results 

were found in exploratory analyses looking at the manifest content of TOD scoring categories 

that appeared relevant to study hypotheses and were guided by previous theory and literature.  

For example, scoring categories manifestly related to motivations for psychotherapy, such as 

Asking/Receiving Help and Helplessness/Loneliness/Depression, were found to have significant 

associations with outcome variables.  Future studies may capitalize on these findings by 

examining relationships between the content of scoring categories and psychological variables.  

For example, research on obesity or eating disorders might productively focus primarily on the 

scoring categories of Food Source, Food Object/Provider, and/or Mouth Behavior.  Specific TAT 

cards used in the current study pulled for specific categories more than others.  Future research 

would benefit from exploring the TOD scoring system using a variety of TAT cards. 

 Research by Huprich (2008) has also yielded weak correlations between the TAT 

dependency scoring system and established dependency measures, which may be accounted for 

by not further examining the interactions between scoring category content and specific card 

stimulus pull.  However, the TAT remains promising for further research on dependency due to 

preliminary moderate findings of validity of the scoring system.  The current study’s findings 

suggest that different approaches to research with the TOD might be useful.  Specifically, 

examining the relationships of interactions among scoring categories within specific cards may 
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be useful.  Dependent variables that can be conceptually related to both scoring category and 

card content may allow for more meaningful data, as well as address validity issues of the TOD.  

Relying solely on total dependency scores on the TOD may be less useful because valuable 

information on one scoring category, such as the current study’s results, can be hidden or 

washed-out by other category scores. 

 As with many understudied systems of measurement, unsuccessful pilot studies and 

limited research of the TAT dependency scoring system should not discount its potential utility.  

Larger samples, in addition to an examination of psychometric issues and data analysis, are 

needed to expand our understanding of this system for assessing interpersonal dependency. 

Future Directions 

 Limitations of the current study indicate that future research would benefit from focusing 

on sampling and measurement issues that may have affected results.  The use of a structured self-

report dependency measure may have produced different results given the method error variance 

between measures in the current study.  Additional studies on the current study’s topic would 

benefit from including both structured and less structured measures, especially given prior 

research (Bornstein, 1995).  For example, gender differences in dependency may have been 

noted with the use of structured measures of dependency, such as the IDI.  A structured self-

report measure of dependency may also have provided more support for hypotheses regarding 

dependency due to shared method variance with other measures.  The use of the Rorschach and 

its dependency scoring system may also increase the likelihood of significant results given its 

extensive use and empirical success.  Finally, future research may use a different method of 

calculating congruence scores between client and therapist alliance ratings.  Because the current 
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study utilized the absolute value of the difference scores, results were not sensitive to the 

direction of associations between client and therapist alliance ratings. 

 In terms of sampling, future research may benefit by testing similar hypotheses with a 

sample including individuals who have similar presenting problems theoretically related to 

interpersonal dependency.  Inpatient settings with more severe psychopathology, including Axis 

II disorders, may shed more light on the relationships proposed in the current study due to the 

higher prevalence of maladaptive dependency.  In addition to treatment setting and presenting 

problem, future research should explore the associations between interpersonal dependency and 

the alliance across treatment modalities, client interpersonal functioning, and client diagnosis. 

 Future research also should use multiple assessments of the therapeutic alliance across 

treatment to determine how therapist-client congruence and alliance ratings evolve with 

increased number of sessions.  Theoretically, clients with secure attachment and their therapists 

would increase their positive impressions of the alliance as therapy progresses.  It should be 

noted that although clients scoring higher on adaptive dependency and their therapists judged the 

alliance less favorably than did clients scoring lower on adaptive dependency and their 

therapists, alliance ratings across the sample were negatively skewed.  The lack of significantly 

negative ratings of the alliance may limit the impact of study interpretations.  Future research 

obtaining a wider continuum of alliance ratings may illuminate or disprove current findings.  

Unfortunately, the possibilities for obtaining multiple assessments of poor alliance ratings may 

be difficult given the likelihood of clients to prematurely terminate treatment when dissatisfied 

with their therapist. 

Clinical Implications 

 Therapists in the current sample rated the alliance more poorly with clients who had 
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higher social desirability scores.  This result suggests therapists tend to develop stronger 

psychotherapy relationships with clients who are more willing to admit shortcomings.  

Psychotherapy typically centers on discussion of client difficulties, negative emotion, and 

interpersonal problems.  Individuals who present themselves in a positive light may be less likely 

to open up about their difficulties; therefore, therapists may have more difficulties establishing 

an alliance and/or therapeutic goals for change.  Interestingly, research by Kelly (1996, 1998) 

has found that psychotherapy clients with higher social desirability also have more severe 

symptomatology, indicating they would most benefit from a strong therapeutic alliance.  Kelly 

(1998) asserts that clients present themselves more positively due to concerns that therapists will 

view them unfavorably.  In the current study, this client strategy appears to backfire, with 

therapists reporting weaker bonds with clients with high need for approval.  Alliance scores from 

later sessions may illuminate additional interplay between therapist perspectives and client’s 

social desirability.  The client need for self-promotion and acceptance early in treatment at intake 

(Kelly et al., 1996) or after several sessions may fade with increased experience in an accepting 

therapeutic environment. 

 The current study lends support to the argument that clients and therapists often disagree 

on the quality of the therapeutic alliance.  This finding is significant, as client alliance ratings 

have been found to be superior to those of therapists in predicting therapy outcome (Horvath & 

Symonds, 1991).  The lack of congruence between therapist and client alliance ratings also has 

significant implications for psychotherapy.  Therapists may be inadvertently using inaccurate 

data and negatively affecting therapy outcome if they rely solely on their own judgment of the 

alliance to determine the pace and/or quality of therapy sessions.  If the alliance is indeed the 

most important component of successful psychotherapy, an accurate assessment and agreement 
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between therapist and client is necessary.  In the current study, clients tended to rate all aspects 

of the therapeutic alliance higher than their therapists.  Regardless of the reasons for this 

incongruence, fundamental differences in judgment of alliance may lead to an increased potential 

for disturbances in treatment, ranging from minor misunderstandings to alliance ruptures.  

Interestingly, the differences in alliance ratings were unrelated to many variables, indicating that 

the majority of demographic and psychological variables did not account for inconsistent ratings 

between therapist and client.   

 The most surprising results of the current study involve the findings relating specific 

TOD categories and self-reported adaptive dependency and secure attachment to lower alliance 

ratings.  Original hypotheses guided by previous research were geared towards understanding 

how dependency may negatively impact the therapeutic alliance.  The contrasting results further 

reflect the tendency for interpersonal dependency research to focus on pathological dependency 

rather than more positive adaptations of dependent behavior, which may nevertheless have a 

negative effect on the alliance.  As in most previous research, the current study initially focused 

on the relationship between maladaptive dependency and other variables.  If attachment had not 

been included as an additional focus of the study, results regarding adaptive dependency would 

not have been uncovered.  In addition, examining the TOD scoring categories and patterns of 

scores allowed for more meaningful results.  Highly significant and complicated findings were 

discovered through a careful analysis of the relationships between scoring categories.  In 

addition, a conceptual understanding of how TAT scoring content may relate to psychological 

constructs important to the study allowed for richer findings. 

 Implications for psychological assessment also result from study findings.  Specifically, 

clinicians providing psychotherapy and/or assessing clients for treatment may benefit from using 
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the current study’s approach to the TOD.  Specifically, predictions for how a client will approach 

and judge the therapeutic alliance may be assessed by using TAT cards that pull for ARH, HLD, 

and/or PFN.  More generally, the current study provides support for the real world applications 

of TAT story content analysis.  Because TAT stories tend to reflect an individual’s internal needs 

and/or schemas (Teglasi, 2001), they can provide significant information to clinicians providing 

treatment.  Although the TOD has limited empirical validity, it may be useful in applied settings. 

 The current study has implications for therapists working with clients who exhibit 

varying dimensions of interpersonal dependency.  Results suggest that the strength of the 

therapeutic alliance is not only reliant on the nature of dependency, but also how dependency is 

manifested.  Clients with dependency characterized by an excessive need for help from others 

appear to view the alliance less favorably than clients whose dependency is based on either 

feelings of helplessness or parental attachment.  Interestingly, the focus on receiving help from 

others has the greatest impact on client and therapist views of the alliance above and beyond 

other dimensions of dependency.  Therefore, therapists would benefit from assessing the 

intricacies of an individual's dependent orientation when attempting to build a strong therapeutic 

alliance.  As suggested by literature on dependency, related psychological variables (e.g., 

attachment, depression) appear to color how dependency affects psychological treatment and 

interpersonal functioning.  

 The dimensionality and complexity of the dependency construct, while described by 

some researchers and theorists, may need to be addressed more thoroughly in training and 

clinical settings.  Many psychologists and clinicians may continue to view and think about 

interpersonal dependency in its more negative forms.  Terms in psychology and personality that 

begin as neutral can often transform into words that symbolize weakness and pathology, despite 
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adaptive qualities.  While the current study failed to fully replicate research findings relating to 

maladaptive dependency, it may help to elucidate the need for more open-minded, dimensional 

views of personality variables in education and practice.  
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Table 1 
 
Frequencies of Demographic Information for Client Participants (N = 48) 
 

Variables Frequency Percentage 

Male 17 35.4 Gender 
Female 34 64.6 
Caucasian 35 72.9 
African-American 4 8.3 
Hispanic 2 4.2 
Asian/Pacific Islander 3 6.3 

Ethnicity 

Other 4 8.3 
Single 23 47.9 
In Relationship 11 22.9 Relationship Status 

Married 14 29.2 
No Children 33 68.8 

Parental Status 
Have Children 15 31.3 
10th Grade 2 4.2 
High School Diploma 1 2.1 
Some College 34 70.8 
Bachelors Degree 6 12.5 

Education 

Masters Degree 5 10.4 
Full-time 7 14.6 
Part-time 10 20.8 
Self-employed 3 6.3 
In School 11 22.9 
Homemaker 2 4.2 
Unemployed 6 12.5 
Retired or Disabled 3 6.3 

Employment 

In School/Part-time 6 12.5 

Note.  Data in table used with permission from Niemeyer (2004).     
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Table 2 
 
Previous Therapy Experience for Client Participants (N = 48) 
 

Variables Frequency Percentage 

None 17 35.4 

Up to 1Year 8 16.7 

1-2 Years 7 14.6 

2-5 Years 13 27.1 

Amount of Previous 
Therapy Ever Received 

More than 5 Years 3 6.3 

Mean 2.1  Number of Previous 
Therapists Ever Had 

Range 1-15  

No 35 72.9 Previous Inpatient 
Treatment 

Yes 13 27.1 

Note.  Data in table used with permission from Niemeyer (2004).     
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Table 3 
 
Frequencies of Demographic Information for Therapist Participants (N = 26) 
 

Variables Frequency Percentage 

Male 5 19.2 Gender 
Female 21 80.8 
Caucasian 23 88.5 
African-American 2 7.7 Ethnicity 

Other 1 3.8 
Single 7 26.9 
In Relationship 7 26.9 
Married 10 38.5 

Relationship Status 

Divorced 2 7.7 
2nd Year 7 26.9 
3rd Year 9 34.6 
4th Year 4 15.4 
5th Year 5 19.2 

Year in Graduate 
School 

6th Year 1 3.8 

Note.  Data in table used with permission from Niemeyer (2004).     
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Table 4 
 
Frequencies of Therapy Variables for Therapist Participants (N = 26) 
 

Variables Frequency Percentage 

1-3 6 23.1 

4-6 7 26.9 

7-9 5 19.2 

10-15 2 7.7 

16-20 2 7.7 

21-30 1 3.8 

Number of Clients Ever 
Seen 

> 30 3 11.5 

1-20 6 23.1 

21-60 10 38.5 

61-100 4 15.4 

Number of Therapy 
Hours Ever Provided 

> 100 6 23.1 

Cognitive-Behavioral 7 26.9 

Psychodynamic 3 11.5 

Interpersonal 5 19.2 

Humanistic 3 11.5 

Constructivist 5 19.2 

Theoretical Orientation 

Other 1 4.2 

Note.  Data in table used with permission from Niemeyer (2004).     
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Table 5 

Scoring Criteria for TAT Oral Dependency Categories (Huprich, 2008) 

Category Scoring Criteria 

Passive 
Dependence 

Description of a situation in which one person is waiting or wanting to receive 
help, nurturance, assistance, or care from another person in a passive manner 

Asking/Receiving 
Help 

Description of a situation where an individual explicitly is requesting or receiving 
some form of assistance from another person.   

Parental Figure or 
Nurturer 

Any specific reference to a parental or nurturing character, including parents and 
individuals in nurturing roles (e.g., teacher, physician, spiritual healer).  
Characters must be acting in a nurturing manner to be scored.   

Food Sources 
Any reference to an item or place that functions as a source of food.  Sources 
may be natural (e.g., fruit tree), man-made (e.g., grocery store), objects (e.g., 
refrigerator), actions (e.g., going hunting), or locations (e.g., bar). 

Food Object or 
Provider 

Any reference to a specific food item or provider of food.  Examples include 
utensils (e.g., spoon), people (e.g., waiter), and specific food items (e.g., milk).  

Belief in Luck or 
Magic 

Description of a situation in which miraculous events occur or characters blindly 
anticipate luck or magic to alter events.  This category must be scored taking into 
account an examinee’s cultural and religious background. 

Optimistic Story 
Ending 

Story ending that is characterized by being overly optimistic, gullible, or 
childlike.   To be scored, the storyteller must assume a happy ending without the 
characters directly acting to create optimistic ending.  It is not scored when 
logical, realistic steps are taken by characters to produce a positive result to story.  

Helplessness, 
Loneliness, or 
Depression 

Descriptions of characters who are in need of support from others due to negative 
emotional state.  Examples of scorable descriptors include, depression, sadness, 
tearful, isolated.  This category is not scored when characters are able to help 
themselves feel better or when characters are “upset” but energetic (e.g., 
frustrated, angry).   

Mouth Behavior Any description of past, present, or future behavior involving the mouth 
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Table 6  

Descriptive Statistics for TAT Oral Dependency Scoring Categories in Current Study and in 

Huprich (2008) 

Current Study Huprich (2008) 

Category 
M SD Range M SD Range 

Passive Dependence .11 .32 0-1 .44 1.13 0-9 

Asking/Receiving Help .58 .81 0-3 1.34 1.06 0-4 

Parental Figure/Nurturer 3.33 1.61 0-7 3.34 1.63 0-7 

Food Source .78 .70 0-3 .59 .75 0-3 

Food Object/Provider .49 .90 0-4 .30 .60 0-2 

Belief in Luck/Magic .51 .62 0-2 .16 .37 0-1 

Optimistic Story Ending .24 .53 0-2 .16 .46 0-3 

Helplessness/Loneliness/ 
Depression 

1.60 1.22 0-4 2.84 1.43 0-7 

Mouth Behavior 4.07 1.75 1-8 2.90 1.64 0-8 

Card 1 1.10 1.15 0-4 1.18 .88 0-3 

Card 2 1.80 1.24 0-5 1.83 1.06 0-4 

Card 3BM 1.06 .98 0-4 1.46 .89 0-4 

Card 4 1.00 .95 0-3 -- -- -- 

Card 6BM 1.65 .91 0-4 -- -- -- 

Card 7GF 1.63 .73 0-3 1.99 .95 0-4 

Card 12M 1.29 .94 0-3 -- -- -- 

Card 10 1.02 .93 0-4 -- -- -- 

Card 13MF 1.10 1.15 0-4 1.01 .95 0-5 
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Table 7 

Reliabilities for TAT Oral Dependency Scores Across TAT Cards                           

Card Spearman's rho 

1 .96 

2 .85 

3BM .86 

4 .83 

6BM .65 

7GF .74 

12M .68 

10 .25 

13MF .31 

TOTAL .77 
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Table 8 

Number of Clients per Therapist  

Number of Clients in Current 
Study, per Therapist Number of Therapists Percentage 

1 12 46.2 

2 10 38.5 

3 2 7.7 

4 1 3.8 

5 0 0 

6 1 3.8 

Note.  Data in table used with permission from Niemeyer (2004).     
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Table 9 
 
Descriptive Statistics of Psychological Measures and Congruence Scores 
 

Measure  M SD Skew Kurtosis 

MCSD Total 5.75 2.77 .58 -.03
Depend 19.71 4.49 -.11 -.58
Anxiety 16.96 5.33 .36 -.24AAS 
Closeness 16.27 5.50 -.03 -.24
GSI 116.46 57.87 -.17 -1.14
Somatization 11.15 8.37 .92 .42
Obsessive-Compulsive 17.50 8.92 -.10 -1.05
Interpersonal Sensitivity 13.73 8.03 .06 -.96
Depression 24.38 11.14 -.38 -.89
Anxiety 12.96 8.05 .08 -1.22
Hostility 6.21 5.26 .76 -.13
Phobic Anxiety 3.85 4.92 1.35 .9
Paranoid Ideation 6.65 5.32 .56 -.50

SCL-90-R 

Psychoticism 9.19 6.04 .73 -.46
Total 5.80 .75 -1.26 1.66
PWC 5.34 .72 -.10 -.29
PC 5.86 .82 -2.11 6.74
WSC 5.78 1.19 -1.35 1.99

CALPAS-P 

TUI 6.23 .82 -1.77 3.60
Total 4.91 .96 -.48 .02
PWC 4.56 1.22 -.26 -.60
PC 4.92 1.22 -.52 .29
WSC 4.70 .88 -.14 .20

CALPAS-T 

TUI 5.49 .85 -.83 .18
Total 1.00 .63 .48 -.72
PWC 1.34 .89 .12 -1.13
PC 1.10 .86 .61 -.77
WSC 1.31 .77 .42 -.30

CALPAS 
Congruence 

TUI .94 .68 1.31 2.63
TOD Total 11.49 4.15 .47 .45

Note.  Data in table used with permission from Niemeyer (2004).  
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Table 10 
 
Correlations among Demographic Variables for Clients (N =48) 
 

Variables 1 2 3 4 5 6 7 8 9 

1. Age -- -.05  .14  .27  .41** .62**  -.01  -.03  -.01 

2. Female a  -- -.05  .19  .07  .12   .09  -.02  -.18 

3. Caucasian b   -- -.03  .17  .29*   .33*    .25 .26 

4. Education    -- -.10  .06   .01  -.02  -.11 

5. Relationship 
Status c     -- .40** -.01  -.12   .11 

6. Number of 
Children      --  .26   .12   .04 

7. Had Previous 
Therapy?       --  .88**  .58** 

8. Years of 
Previous Therapy        --   .68** 

9. Number of 
Therapists         -- 

Note.  Data in table used with permission from Niemeyer (2004).     
a Gender is defined as Male = 0, Female = 1. b Ethnicity is defined as Non-Caucasian = 0, Caucasian = 1.  c 

Relationship Status is defined as Single = 0, In Committed Relationship or Married = 1.   
* p < .05. ** p < .01. 
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Table 11 
 
Correlations among Demographic Variables for Therapist (N = 26) 
 

Variables 1 2 3 4 5 6 7 

1. Age -- -.15   -.06   -.21    .62**    .59**  .37** 

2. Female a  --    .56** .01   -.46** -.34*    -.32* 

3. Caucasian b    -- .06 -.32*   -.12    -.25 

4. Relationship     
Status c    --   -.20   -.07    -.02 

5. Year in 
Graduate School     --   .79**  .74** 

6. Number of 
Clients Seen      --  .69** 

7. Total Hours of 
Therapy 
Provided 

      -- 

Note.  Data in table used with permission from Niemeyer (2004).     
a Gender is defined as Male = 0, Female = 1. b Ethnicity is defined as Non-Caucasian = 0, Caucasian = 1.  c 

Relationship Status is defined as Single = 0, In Committed Relationship or Married = 1.   
* p < .05. ** p < .01. 
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Table 12 

Correlations between Psychological Measures and Client Demographic Variables 

 
Client 
Variables 

MCSD AAS-D AAS-A AAS-C SCL-90-R 
GSI 

 
Age    .36* -.14 -.26 -.02 -.29* 

 
Female a 
 

-.15 -.02 -.05 -.14 .22 

Caucasian b  -.14 -.11 -.25 -.27 -.32* 

Education -.03  -.32* -.01 -.04  -.37** 

 
Relationship     
Status c 
 

 .10 -.15  -.36* -.14  -.39** 

Number of 
Children  .20 -.17  -.31* -.01 -.35* 

Had Previous 
Therapy? -.13  .25 -.19 .10 -.01 

Years of 
Previous 
Therapy 

-.10  .14 -.16 .12 .07 

 
Number of 
Therapists 
Seen 

-.11  .09 -.14 .26 -.03 

Note.  Data in table used with permission from Niemeyer (2004).     
a Gender is defined as Male = 0, Female = 1. b Ethnicity is defined as Non-Caucasian = 0, Caucasian = 1.  c 

Relationship Status is defined as Single = 0, In Committed Relationship or Married = 1.   
* p < .05. ** p < .01. 

 

 



 

Table 13  

Correlations between CALPAS-P, CALPAS-T, and Client Demographic Variables 

 
Variables P-PWC P-PC P-WSC P- 

TUI 
P- 

MEAN T-PWC T- 
PC 

T- 
WSC 

T- 
TUI 

T-
MEAN 

Age .16 .09 .06 .04 .10 .04 .06 .08 .13 .08 
Female a .11 .14 .14 .04 .13 .10 .20 .08 .13 .13 
Caucasian b  -.34* .27 .10 .13 .05 .12 .10 .11 .01 .10 
Education .23  .35*   .43**   .40*   .43**   .45**  .34*  .38*  .34*   .41** 
Relationship Status c .12 .20 .12 .04 .15 .14 .02 -.01 .06 .06 
Number of Children .12 .26 .27 .23 .27 .24 .24 .19 .29 .26 
Had Previous 
Therapy? -.14 .14 .10 .10 .07 .16 .12 .14 .16 .16 

Years of Previous 
Therapy -.18 .04 -.03 -.06 -.06 -.01 -.01 .02  -.29 .08 

Number of 
Therapists 
Seen 

  -.33* .06 .03 -.03 -.06 .13 .02 .04 .10 .08 

Note.  Data in table used with permission from Niemeyer (2004).     
PWC = Patient Working Capacity, PC = Patient Commitment, WSC = Working Strategy Consensus, TUI = Therapist Understanding and Involvement. 
a Gender is defined as Male = 0, Female = 1. b Ethnicity is defined as Non-Caucasian = 0, Caucasian = 1.  c Relationship Status is defined as Single = 0, In 
Committed Relationship or Married = 1.   
* p < .05. ** p < .01 
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Table 14 

Correlations Between TAT Oral Dependency Total Scores and Scoring Category Total Scores 

Scoring Category TAT Oral Dependency Total Score 

Passive Dependence .21 

Asking/Receiving Help .27 

Parental Figure/Nurturer    .68** 

Food Source    .42** 

Food Object/Provider    .50** 

Belief in Luck/Magic                            -.04 

Optimistic Story Ending                             .01 

Helplessness/Loneliness
/Depression   .59** 

Mouth Behavior  .68** 

 
** p < .01 
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Table 15 

Correlations between Client and Therapist Alliance Scores on CALPAS 

                          CALPAS-P Scores 

 
CALPAS-T Scores PWC PC WSC TUI Mean 

PWC .28 .26 .63** .53** .62** 

PC .25   .53** .54** .46** .55** 

WSC  .35*   .44** .49** .42** .52** 

TUI .17   .49** .58** .32** .52** 

Mean .29   .55** .61** .50** .60** 

Note.  Data in table used with permission from Niemeyer (2004).     
PWC = Patient Working Capacity, PC = Patient Commitment, WSC = Working Strategy Consensus, TUI = 
Therapist Understanding and Involvement 
* p < .05. ** p < .01 
 

 

 

 

 



 

Table 16 

Correlations Among Time 1Psychological Measures 
 

 
 
Variables MCSD AAS-D AAS-C AAS-A ATT 

SEC 
TOD 
Total 

SCL-90-
R 

GSI 

MCSD Total --       

Depend -.15 --      

Close -.10   .47** --     

Anxiety -.28 .13 .20 --    AAS 

Attachment 
Security  .03      .69**    .72**    -.40** --   

TOD Total -.07 .03    -.11 .03     -.06 --  

GSI -.18 .27 .28   .34* .10 -.02 -- 

Somatization  .13 .15 .07 .04 .09 .03   .71** 

Obsessive- 
  Compulsive -.07 .23   .35* .26 .17 -.11   .81** 

Interpersonal 
  Sensitivity -.25   .32*   .33*    .50** .06 -.03   .89** 

Depression -.21 .22 .18 .27 .06 -.05   .88** 

Anxiety -.24 .10 .20  .30*    -.02 -.10   .86** 

Hostility -.22 .16 .03 .17     -.01 .07 .61** 

Phobic 
  Anxiety -.19 .22 .28   .46** .15 -.01 .68** 

Paranoid 
  Ideation -.18   .36*   .31*   .41** .13 -.06 .78** 

SCL-
90-R 

Psychoticism -.10 .28 .24   .38** .05 .10 .84** 

Note.  Data in table used with permission from Niemeyer (2004).     
* p < .05. ** p < .01 
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Table 17 

Correlations Between CALPAS scores and CALPAS Congruence Scores 

  
Variables 

Congruence 
CALPAS-Total 

Congruence 
CALPAS-PWC 

Congruence 
CALPAS-PC 

Congruence 
CALPAS-TUI 

Congruence 
CALPAS-WSC 

Mean .12  .34   .01  .09 .30 

PWC .14  .17 -.14  .10 .11 

PC .05  .09  .19  .02 .15 

WSC .06   .39* -.09  .03  .38* 

CALPAS-P 

TUI .20     .43** .07  .16 .29 

Mean   -.65**  -.35*  -.59** -.44          -.22 

PWC   -.58**  -.38*  -.46** -.40          -.12 

PC   -.63**  -.34*  -.67** -.35          -.23 

WSC   -.59** -.26  -.56** -.29          -.40 

CALPAS-T 

TUI   -.60** -.27  -.48**    -.60**          -.07 
Note. Data used with permission from Niemeyer (2004). 

PWC = Patient Working Capacity, PC = Patient Commitment, TUI = Therapist Understanding/Involvement, WSC = Working Strategy Consensus. 

* p < .05. ** p < .01.
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Table 18 

Correlations Between Attachment Scores, CALPAS-P Scores, and TAT Oral Dependency scores  

  
Variables 

AAS-
D 

AAS-
C 

AAS-
A 

ATT 
SEC. 

P- 
MEAN 

P-
PWC 

P- 
PC 

P- 
WSC 

P- 
TUI 

TOD 
TOTAL 

 
Depend --          

 
Close   .47** --         

 
Anxiety   .13   .20 --        AAS 

 
Attachment 
   Security 

  .69**   .72**  -.40** --       

 
Mean  -.38*  -.12   .03    .29 --      

 
PWC  -.33*  -.39*  -.02  -.41** .61** --     

 
PC  -.24  -.02   .04  -.16 .80**   .26 --    

 
WSC  -.33*   .01   .03  -.19 .94**   .45** .67** --   

CALPAS-P 

 
TUI  -.36*  -.07   .04  -.26 .94**   .43** .70** .91** --  

TOD 
 
TOD 
  Total 

   .03  -.11   .03  -.06   .13   .16  .15  .10 .05 -- 

Note.  Data in table used with permission from Niemeyer (2004).     
PWC = Patient Working Capacity, PC = Patient Commitment, WSC = Working Strategy Consensus, TUI = Therapist Understanding and Involvement 
* p < .05. ** p < .01.
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 Table 19 
Summary of Hierarchical Regression Analysis of CALPAS-P on Attachment Security and TAT 

Oral Dependency Scores 

 
                                    Zero                                                       Change in    
Step                        Order           Beta                t                  R2              R2              F            
 
Step 1                               .08              .08            3.42+ 
 
    Attachment  

Security            -.29             -.29            -1.85+           
 
Step 2                               .09              .01            1.90   
 
    Attachment 

Security            -.29             -.28            -1.77+ 
 
   TOD Total 

Scores                .13               .10               .66        
N = 40. 
+ p < .10 
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Table 20 

Correlations between Client Education, AAS-Depend Scores, and CALPAS-P Scores 

 
Variables Education AAS-

D 
CALPAS- 

P Mean 
CALPAS- 

P PWC 
CALPAS- 

P PC 
CALPAS- 

P WSC 
CALPAS-

P TUI 

 
Education --       

 
AAS-  
  Depend 
 

.32* --      

CALPAS-P 
  Mean  .43** -.38* --     

CALPAS-P 
  PWC      .23  -.33* .61** --    

CALPAS-P 
  PC      .35  -.24     .80** .26 --   

CALPAS-P 
  WSC  .43** -.33* .94** .45** .45** --  

CALPAS-P 
  TUI  .40** -.36* .94** .43** .70** .91** -- 

Note.  Data in table used with permission from Niemeyer (2004).     
PWC = Patient Working Capacity, PC = Patient Commitment, WSC = Working Strategy Consensus, TUI = 
Therapist Understanding and Involvement 
* p < .05. ** p < .01. 
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Table 21 

Summary of Hierarchical Regression Analysis of CALPAS-P Mean Scores on Client Education 

and AAS Depend Scores 

 
                                    Zero                                                          Change in    
Step                        Order           Beta                t                     R2               R2               F            
 
Step 1                                  .19               .19               8.71** 
 
    Education                .43               .43                2.95**          
 
Step 2                                  .25               .06               6.02**   
 
    Education                .43               .34                2.26* 
 
   AAS   Depend        -.38              -.26              -1.70+       
N = 40 
+ p = .10. * p < .05. ** p < .01. 
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Table 22 

Summary of Hierarchical Regression Analysis of CALPAS-P WSC Scores on Client Education 

and AAS Depend Scores 

  
                                    Zero                                                     Change in    
Step                        Order           Beta                t                R2              R2             F            
 
Step 1                                                    .18             .18           8.51** 
 
    Education                .43               .43                2.91**          
 
Step 2                                         .22             .04           5.28+   
 
    Education                .43               .36                2.31* 
 
   AAS   Depend        -.33              -.21              -1.40       
N = 40. 
+ p = .10. * p < .05. ** p < .01.
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Table 23 

Summary of Hierarchical Regression Analysis of CALPAS-P TUI Scores on Client Education 

and AAS Depend Scores 

                                    Zero                                                       Change in    
Step                        Order           Beta                t                   R2              R2             F            
 
Step 1                                           .16              .16           7.22* 
 
    Education                .40               .40                8.43**          
 
Step 2                                .22              .06           5.11*   
 
    Education                .40               .31                2.02* 
  
   AAS   Depend        -.36              -.25              -1.67        
N = 40. 

* p = .05. ** p < .01. 
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Table 24 
Frequencies of ARH, HLD, and PFN Scores on TAT Cards 
 
 

Scoring Category 

Card ARH PFN HLD 

1 1 21 14 

2 5 29 9 

3BM 7 7 25 

4 2 0 0 

6BM 3 35 11 

7GF 2 33 1 

12M 2 14 3 

10 1 14 1 

13MF 3 4 8 

 
Note. ARH = Asking/Receiving Help, HLD = Helplessness/Loneliness/Depression, PFN = Parental Figure/Nurturer 
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Table 25  

Correlations between Scoring Category Interaction Terms and CALPAS-P Scores 

Interaction Term PWC PC WSC TUI MEAN 

Card 1      

     HLD = 1, ARH = 1a -.15 -.40*  -.47**  -.57**  -.49** 

     HLD =1, ARH = 0  .08  .36*        .31 .25 .31 

     PFN = 1, ARH = 1a -.15 -.40* -.47**  -.57**  -.49** 

     PFN = 1, ARH = 0  .23  .40* .40* .30   .41** 

 .     

Card 3BMb      

     HLD = 1, ARH = 1 -.22 -.27 -.48** -.36*  -.42** 

     HLD = 1, ARH = 0  .13    .32* .41**  .35* .38* 

 
Note.  Scoring categories are scored according to presence (1) or absence (0), and each category can be scored a 
maximum of 1 time per card.  HLD = Helplessness/Loneliness/Depression, ARH = Asking/Receiving Help, PFN = 
Parental Figure/Nurturer, PWC = Patient Working Capacity, PC = Patient Commitment, WSC = Working Strategy 
Consensus, TUI = Therapist Understanding and Involvement. 
a Only 1 participant mentioned ARH score on Card 1.  b Interactions with PFN not included because PFN scores on 
Card 3BM were not correlated with CALPAS scores. 
* p < .05. ** p < .01. 
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Table 26   

Correlations between Scoring Category Interaction Terms and CALPAS-T Scores 

Interaction Term PWC PC WSC TUI MEAN 

Card 1      

     HLD = 1, ARH = 1a -.27 -.14 -.10 -.13 -.18 

     HLD =1, ARH = 0  .25  .14  .05  .14  .17 

     PFN = 1, ARH = 1a -.27 -.14 -.10 -.13 -.18 

     PFN = 1, ARH = 0      .48**    .38*  .29    .39*      .42** 

      

Card 3BMb      

     HLD = 1, ARH = 1 -.31 -.28 -.20 -.29 -.30 

     HLD = 1, ARH = 0   .39*  .28    .39*    .37*    .38* 

 
Note.  Scoring categories are scored according to presence (1) or absence (0), and each category can be scored a 
maximum of 1 time per card.  HLD = Helplessness/Loneliness/Depression, ARH = Asking/Receiving Help, PFN = 
Parental Figure/Nurturer, PWC = Patient Working Capacity, PC = Patient Commitment, WSC = Working Strategy 
Consensus, TUI = Therapist Understanding and Involvement. 
a Only 1 participant received ARH score on Card 1. 
 b PFN scores on Card 3BM were not correlated with CALPAS scores.  Therefore, the interaction terms of PFN and 
ARH were not included in analyses on Card 3BM. 
* p < .05, ** p < .01. 
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