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Understanding the Assessment Intervention Phase of Therapeutic Assessment

Jeb Thomas Fowler, Ph.D.

The University of Texas at Austin, 2011

Supervisor: Ricardo Ainslie

Finn (2007) developed a procedure that uses psychological assessment tools 

towards therapeutic ends known as Therapeutic Assessment (TA). The Assessment 

Intervention session was later developed as part of the TA as an improved method of 

preparing clients for feedback. The dynamics and effectiveness of this stage of TA have 

not been studied to date. The current study used a time-series design to follow two clients 

as they took part in a TA intervention. Participants were involved in ongoing therapy at 

the time of the study. Participants completed brief, daily measures related to their 

reported symptoms and presenting concerns before, during, and after the TA. In addition, 

clients completed longer, standardized measures of psychological symptomatology and 

therapy progress. Clients and the assessor (Dr. Stephen Finn) were interviewed about 

their experiences of the Assessment Intervention session and the resulting text was coded 

and interpreted according to a modified Grounded Theory Method. A time-series analysis 

revealed that neither client reported improvement on any of the daily measures of 

symptoms when comparing baseline and post-TA intervention periods. However, one 

client saw improvements during the TA period only and both clients saw global 

improvements in the scores reported on the standardized measures. In addition, clients 

reported satisfaction with the TA and, while therapists reported positive results regarding 

therapy progress, clients’ reports were mixed. Finally, qualitative feedback from 

participants revealed that clients and assessor experienced the Assessment Intervention as 

evoking something familiar but also new for the clients. The integration of the new and 
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the familiar had to be carefully balanced for the clients to be able to experience the 

Assessment Intervention as beneficial. The context of narrative, a supportive relationship 

with the assessor, and strong, memory-linking feelings and insights were important for 

the positive integration of the new experiences. 
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Chapter 1: Introduction

The psychologist Jerome Bruner has written for several decades that a 

paradigmatic shift in psychological research is necessary and immanent (1990): “If the 

cognitive revolution erupted in 1956, the contextual revolution (at least in psychology) is 

occurring today” (pp.105-106). While the scale and speed of this revolution may be 

arguable, many psychologists have echoed the calls of Giorgi, Fischer, and Dana for the 

re-situating of psychology and, in particular, therapy within the vineyards of a “human 

science.” Drawing on Dilthey, Brentano, and Husserl as well as Atwood, Stolorow, and 

Sullivan, researcher/clinicians within this movement have popularized a merging of two 

traditions of clinical psychology. The combination of assessment means with therapeutic 

ends has generated a new subfield of powerful, rich methods of understanding that 

researchers have only begun to explore. Among these, Therapeutic Assessment (TA) has 

become particularly popular due, in part, to its accessible, semi-structured form as well as 

the dedication to empirical support that Finn and colleagues have given it. 

Initial research of Therapeutic Assessment appears promising. TA has been 

associated with decreased psychological symptomatology, increased self-esteem, and an 

increased sense of hopefulness in college students (Finn & Tonsager, 1992; Newman & 

Greenway, 1997). Clients who participated in TA before engaging in psychotherapy were 

shown to be more likely to be committed to therapy and to experience stronger alliance to 

therapists than those who engaged in traditional psychological assessment (Ackerman, 

Hilsenroth, Baity, & Blagys, 2000; Hilsenroth, Peters, & Ackerman, 2004). Also, 

Tharinger, Finn, Wilkinson, and Schaber (2007) have investigated the effectiveness of 

TA as a family therapy intervention.

There are several aspects of TA as it is practiced that have not been studied. One 

intriguing step of TA is the “Assessment Intervention.” This phase of the assessment 

involves the use of experientially poignant assessment tools to bring clients’ concerning 

problems to life within the session.  Such contextualizing and immediacy has been 

observed in clinical settings to make assessment information more powerful while 

rendering it more palatable for clients. To date, no empirical research has been performed 
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on the effectiveness of this step or on the mechanisms of change that it may bring to bear. 

This particular stage of TA begs detailed investigation due to the complex, rich nature of 

the process and the difficulty of learning to perform this stage of Therapeutic Assessment 

as a clinician (Finn, 2007).  

Therapeutic Assessment invokes both idiographic and nomothetic (norm-based) 

perspectives to develop holistic, rich, situated understandings of clients. Similarly, in the 

current study, I invoked statistical as well as empirical, thematic methods to understand 

the use of TA with Assessment Intervention with individuals. This study analyzed two 

Therapeutic Assessments administered by Dr. Stephen Finn with individuals who were 

within their first six months of individual therapy. The cases were administered with 

maximum adherence to clinical verisimilitude including collaboration with referring 

therapists by the assessor. A time series design tracked brief, daily measures that were 

constructed based on the presenting concerns of the client-participant. These were 

completed through three phases of study: a pre-intervention baseline phase (duration: 

three weeks), an intervention phase (duration: four to five weeks), and a post-intervention 

follow-up phase, after the final TA session (duration: four weeks). Individuals completed 

longer, standardized measures of symptomatology and therapy progress at three different 

time points: pre-intervention, intervention, and one-month follow-up. It was hypothesized 

that TA with Assessment Intervention would lead to a decrease in the negative 

symptomatic variables for each participant. Participants were also expected to report 

satisfaction with the TA process. In addition, it was hypothesized that both clients and 

referring therapists would report an increase in satisfaction with their therapy process. A 

time series analysis was used to test whether there was a significant change in daily 

measures of psychological symptoms (Borchardt, Nash, Murphy, Moor, Shaw, & O’Neil, 

2008). Visual analysis served as the comparative method for global measures of 

symptomatology, satisfaction with TA, and therapy progress. 

This study also enlisted qualitative empirical methods to analyze the experience 

of TA and, specifically, the experience of the Assessment Intervention session. 

Qualitative data came from transcripted interviews conducted by me with the subjects 
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after the TA and with Dr. Finn both before the Assessment Intervention session and after 

the TA.  

Thematic analysis was applied to the qualitative data with Grounded Theory 

Method steps developed by Glaser and Strauss (1967) as modified by Strauss and Corbin 

(2008). The conceptualization of the texts had two general operations. The first operation 

was the conceptualization of codes. Utterances within the text were broken into meaning 

units which were coded for their content within subjects. During coding, concepts were 

cross-cut or related to one another.  These relationships were compared to incoming data 

and accepted, modified, or abandoned after further analysis. These codes were then 

organized into categories. Categories were combined into an hierarchical structure that 

describes the themes of the experience each client had of their Assessment Intervention. 

The codes were also combined between subjects for themes that were applicable to both 

of their experiences. These themes were compared to current theories of Assessment 

Intervention and other theories of therapeutic change and process.
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Chapter II: Review of the Literature

Traditional Psychological Assessment

Psychological assessment has traditionally been viewed as an objective evaluation 

of a subject’s categorizable, nomothetic traits (Fischer, 1970).  Like any scientific 

measurement process, psychological assessment sought to minimize bias and error so that 

the scores of predetermined personality and intelligence variables could be determined as 

accurately as possible. Such assessments have been used for diagnostic clarification and 

treatment planning. They serve administrative purposes in school systems for 

determining if criteria are met for special needs placement. They may also be used in 

forensic settings to determine competency to stand trial or to inform deliberations in 

custody disputes. 

Finn and Tonsager (1997) described traditional assessment techniques as fulfilling 

an “information-gathering” function. They cited the importance of this function when it is 

necessary and sufficient to determine how a client compares to others within 

predetermined factors. Such nomothetic approaches can provide a large amount of 

information about a client in a relatively short period of time and can, if used 

appropriately, provide useful information for consequent treatment or other decision 

processes. However, there are several limitations to this traditional model. Despite 

traditional assessment’s purported utility, few studies have shown advantages in 

treatment outcomes when comparing treatments that relied on psychological testing to 

those that did not (Finn & Tonsager, 1997; Ben-Porath, 1997, Nelson & Adams, 1997). 

Also, recent scholarship has pointed to controversies about the validity of tests (Meyer, 

1997; Nezworski & Wood, 1995) and the impact this has on the reputation of 

psychological assessment (Finn & Tonsager, 1997). Additionally, the “oracular” role of 

the assessor and the objectification of the client have been implicated in the maintenance 

of a disease model of psychology that offers reductionism rather than understanding and 

compromises a client’s rights (Fischer, 1970). Clients may not necessarily dispute a 

report. They may not be able to control who sees it, nor do they necessarily understand it.  

This scenario can leave clients feeling anxious about the opacity and authority of 
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psychological testing. The American Psychological Association’s (APA, 2002) code of 

ethics now requires some “reasonable” attempt at giving test result feedback to clients. 

However, Smith, Wiggins, and Gorske (2007) found that many psychologists were still 

not giving clients a written report and some do not even give oral feedback. When reports 

are given, they may not necessarily be in language that is understandable or 

contextualized for the client. The result can be the disempowerment of the client as a 

consumer of incontrovertible, confusing information (Fischer, 1972).

Collaborative/Individualized Assessment

Collaborative assessment has been developed through several decades by Fischer 

(2000), Handler (1995), Purves (2002), Finn and Martin (1997) and others as they have 

sought to change the epistemology and practice of psychological assessment. This 

approach favors collaboration between the client and assessor rather than a unilaterally 

controlled process. Drawing on a phenomenological or “human science” theoretical 

orientation, collaborative assessment’s goal is individualized understanding rather than 

classification or prediction (Fischer, 1977, 1979). Riddle, Beyers, and Grimesey (2002) 

assigned the origins of this approach to the call for a relational encounter between tester 

and participant during the 1950s and ‘60s. Rather than categorize and predict, 

collaborative assessment seeks, as much as possible, to “understand and describe the 

person in terms of his or her life world” (Fischer & Finn, 2008). Fischer described this 

orientation as remaining scientific while recognizing human characteristics that are not 

measurable by traditional methods. A “human science” orientation assumes that humans 

simultaneously shape and are shaped by their environments. It also assumes their 

behavior is informed by experience as well as external determinants (Fischer, 1985).  

The primary assessment data of collaborative assessment are the client’s life 

events and experiences. They are not clinical abstractions, but experiences from their 

lives “as lived.” Fischer described this process as querying participants to locate their 

abstract, “totalizing” self-descriptions in context (Fischer, 1985). These experiences are 

elicited within the course of the assessment so that they may be mutually observed and 
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explored. Tests and other stimuli are often used to elicit the specific ways in which clients 

shape and are shaped by their worlds.  These experiences are then explored 

collaboratively. Traditional testing materials may be used, but not necessarily in 

accordance with standard protocols. For instance, one TAT card may be used or one 

subtest only of an intelligence test (Finn, 2007). Testing materials can also be used in a 

standard manner to gather data. This may be a “jumping off” point for the assessment. 

Often, instruments such as the MMPI-2 or Rorschach are used for their nomothetic, 

information-gathering functions. However, these “objective” tools are used in the service 

of intersubjectively determined insights (Finn, 2007).   

Collaborative assessment not only encourages feedback, but makes it an ongoing 

negotiation throughout the assessment process. Several authors have outlined the manner 

in which impressions or feedback should be shared between participant and assessor 

(Berg, 1985; Butcher, 1990; Finn 1996, 2007; Fischer, 1985; Tallent, 1988).  Suggestions 

include arriving at language that is easily understood or structured around the 

participant’s own words (Berg, 1985), and negotiating feedback throughout the 

assessment process rather than “delivering” it at the end (Fischer, 1985). This allows for 

continuous modification and reworking and is consistent with the phenomenological 

stance that there is no objective, or final truth regarding someone’s experience or

personality.

Fischer has made a distinction between collaborative assessment (as she 

conceptualizes it) and therapy. She described the two as being different in purpose.  

Collaborative assessment is described in terms of a beginning point for therapy.  

However, therapeutic assessment is a form of assessment that is practiced with the 

purpose of eliciting therapeutic change.

Therapeutic Assessment

Finn and others observed that collaborative assessment was not only a preface to 

intervention but could have a therapeutic effect in its own right. The popularity of 

collaborative models of assessment can be attributed in large part to Finn’s and his 
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colleagues’ work (Finn, 1996, 2007; Finn & Tonsager, 1992, 1997). Finn (2007) uses the 

term “therapeutic assessment” (lowercase) to describe an attitude or approach to 

assessment that aims to help the client directly, “rather than just indirectly, as with 

traditional assessment” (p. 5). Finn characterizes a method as “collaborative assessment” 

if it:

Involves a comprehensive effort to engage the client in multiple phases of 

the assessment process—including (a) framing the reasons for the 

assessment, (b) observing test responses and behaviors, (c) discovering the 

significance of those responses and behaviors, (d) coming up with useful 

recommendations, and (e) drafting summary documents at the end (p.5). 

More specifically, “Therapeutic Assessment” (TA; uppercase) as developed by Finn is a 

form of collaborative assessment that differs from other collaborative assessment 

procedures primarily in its increased structure.

Like Fischer, Finn (2007) uses tools from traditional assessment to aid in client 

understanding and empathy as well as psychotherapeutic intervention. Finn and Tonsager 

(1997) contrasted information-gathering and therapeutic models of assessment, but note, 

“The information-gathering and therapeutic models of assessment are complementary 

rather than mutually exclusive, and both speak to the utility of assessment” (Finn & 

Tonsager, 1997, p. 374). In other words, TA uses nomothetic tools towards 

intersubjective, exploratory ends. TA is structured so that clients may re-experience their 

problems in novel ways, and gain new information about themselves that can be used to 

make changes in their problems in living. Handler (2007) reported many clients having 

“developed an understanding of themselves that sharply illuminated their life issues, 

thereby giving them important self-knowledge” (p. 54).

Clients guide the focus of the assessment by collaborating with the assessor in 

forming the questions they present for exploration. Clients also give input throughout the 

assessment process to contribute to the interpretations and confirm their validity (Finn, 

2007). TA borrows in part from Fischer’s individualized assessment techniques to link 

assessment findings concretely and poignantly to the participant’s presenting concerns 
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(Finn & Martin, 1997).  In particular, Finn stated he borrows heavily from Fischer’s 

(1985/1994) “assessment of process” procedures as the basis for the “Assessment 

Intervention” phase of TA.

As in collaborative or individualized assessment, TA assessors share 

interpretations and impressions throughout the process of the assessment. Finn (2007) 

conceptualized three different levels of information that are ranked in the order in which 

a participant may be able to metabolize them. Level 1 findings verify clients’ usual ways 

of thinking of themselves and are readily accepted. Level 2 findings may modify or 

amplify clients’ usual ways of thinking about themselves. Level 3 findings are so new or 

discrepant from clients’ familiar ways of thinking about themselves that they may take 

some time to be integrated and may be rejected initially (Finn, 2007). In conceptualizing 

these levels of feedback, Finn drew on Swann and Read’s (1981) self-verification theory,

which proposes that feedback is more readily accepted when it is consistent with a pre-

existing self-view. This may be true even if the pre-existing view is negative or 

unpleasant (Finn, 2007; Swann, Wenzlaff, Krull, & Pelham, 1992). Finn (2007) 

recommended beginning with Level 1 feedback and progressing toward Level 2 and then 

Level 3 feedback. Research by Schroeder, Hahn, Finn, and Swann (1993) supported this 

approach. This study indicated clients are more likely to view assessment feedback as 

being accurate and useful if presented with a progression from Level 1 feedback to Level 

2 feedback. Finn observed that the most discrepant information is likely to be 

metabolized for some time and that it may need to be broached in a therapeutically 

sensitive manner (Finn, 2007). This includes providing emotional support, drawing on 

test data to increase empathy, and using test materials to evoke experiences that may help 

the participant to connect the information to her experience. 

Due to the intersubjective nature of Therapeutic Assessment, Finn describes the 

potential for assessments to change the assessor as well as the client (Finn, 2007). While 

Finn has described clinical anecdotes of this phenomenon, a review of the literature 

reveals no empirical research on the impact that TA may have on clinicians.



9

TA is structured into six steps: 1) the initial sessions, 2) standardized testing 

sessions, 3) Assessment Intervention sessions, 4) summary and discussion session, 5) 

written feedback, and 6) follow-up sessions. 

1) The initial sessions involve the assessor and participant working together to 

determine questions the participant wants to examine. Finn described these sessions as 

being beneficial for forming a point of entry to help participants to change self-schemas 

(Finn, 2007). Finn observed clients often experience an increased sense of agency when 

they become curious about their own problems. In addition, he described client reports of 

a therapeutic effect of having simply presented their troubling problems as concrete 

questions (Finn, 2007). 

2) Standardized tests are administered in subsequent sessions. The tests are 

determined according to the questions presented by the participant and the experience and 

training of the assessor. Finn (2007) stated that the administration of these tests is similar 

to traditional test administration with the following additions: tests are administered in 

order from most face-valid to least face-valid to reassure the participant that the testing 

pertains to their questions. Tests are introduced and explained in terms of their relevance 

to the participants’ questions. Participants are queried about their experiences of taking 

the tests and this information is considered in light of the presenting concerns of the 

participant.

3) Assessment intervention sessions use the information from the test data and the 

participant’s experience of test taking to “bring into the room those problems-in-living of 

the client that are the focus of the assessment where they may be observed, explored, and 

addressed with various therapeutic interventions” (Finn, 2007, p. 14). Often, parts of 

standardized tests are used to evoke these experiences such as a single Rorschach or TAT 

card or a subtest of an intelligence test. Finn wrote that these are “standardized” versions 

of Fischer’s methods for bringing test scores “alive.” Finn claimed this is the most 

difficult segment of TA for an assessor to master. The present study is concerned 

specifically with this phase of TA. A more detailed discussion of this component of TA is 

discussed in a subsequent section of this review.
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4) Summary/discussion sessions involve the assessor’s sharing of findings with 

the client. Clients are encouraged to engage actively in the dissemination of the 

assessment. They are invited to “agree, disagree, revise, and give real-life examples” 

(Finn, 2007, p. 10). As discussed above, feedback is discussed starting with Level 1 

findings and progressing through Level 2 findings and, if possible, Level 3 findings. The 

assessor endeavors to provide emotional support for the client as new and, sometimes, 

overwhelming information is discussed with the client.

5) Clients are given written feedback in the form of a letter written in narrative 

form. This letter addresses their questions and includes their own input from throughout 

the assessment. Additionally, follow-up sessions were developed in response to clients 

asking for more contact following the intervention. This follow-up phase is consistent 

with Finn’s observation that there is often a delayed response of full therapeutic effect for 

TA (Finn, 2007). 

6) Follow up sessions are provided for clients two to three months after the 

summary/discussion Session. These sessions allow clients to discuss questions or 

developments that have come up since the last session. This option is especially 

recommended in cases in which the client does not seek out ongoing psychotherapy 

(Finn, 2007).

Empirical and Clinical Support

Research on the efficacy and effectiveness of TA is still in its beginning stages.  

However, several studies have demonstrated promising therapeutic power associated with 

TA. Finn and Tonsager (1992) studied the therapeutic effect of using a collaborative 

assessment model to administer MMPI-2 feedback to college students. Sixty students on 

a waiting list for therapy at a counseling center were divided into a treatment group and a 

control group. The treatment group participated in two sessions: one involving 

assessment with the MMPI-2 and a second with collaborative feedback of the test results.  

Assessment questions were negotiated through a collaborative discussion prior to testing. 

After completing the interview and assessment, the participants in the experimental group 
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completed depended measures of self-esteem and general psychological distress. 

Feedback sessions took place two weeks later wherein the assessors discussed MMPI-2

results with participants in the collaborative feedback session. During this session, 

participants were encouraged to take an active part in a collaborative discussion, altering 

or adding to the feedback. Following this session, participants completed dependent 

measures again. These measures were administered at one more time point two weeks 

after the feedback session, as well. The 28 participants in the control group participated in 

a 30-minute interview in which they discussed their concerns and completed the same 

research measures as the experimental group with the exception of the MMPI-2. Two 

weeks later, they participated in a similar session in which they continued to discuss their 

concerns. They completed dependent measures immediately after this meeting and again 

two weeks later. Both groups also completed measures regarding their subjective 

impressions of the sessions during the second meeting.

The authors reported that participants from the experimental condition 

demonstrated a significant decrease in symptomatic distress over time and fewer 

symptoms at the end of the treatment when compared to the control group. They also 

showed higher self-esteem than controls during the second and third meetings and 

reported feeling more hopeful than those in the control group. Participants who reported 

more positive feelings about the assessment process were more likely to increase in 

measured self-esteem and decrease in reported symptomatology. Newman and Greenway 

(1997) replicated the findings of decreased symptoms and increased self-esteem with 60 

Australian college students. Additionally, this study controlled for the effects of MMPI-2

administration by using it for the control group as well.  

Goodyear (1990) has written a review of the effectiveness of providing different 

forms of feedback to clients. In several studies, collaborative/interactive discussions have 

been shown to be more effective than unilaterally presented test results (El-Shaieb, 2005; 

Hanson, Claiborn, & Kerr, 1997). Clients reported experiencing collaborative assessment 

as deeper, more satisfying, and more credible when compared to “delivered” feedback 

experiences.  
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Ackerman, Hilsenroth, Baity, and Blagys (2000) studied the effect of assessment 

on therapeutic alliance between assessor and participant. Comparing a collaborative 

assessment model with a traditional model, the researchers found that use of the 

collaborative/therapeutic model was correlated with an increase in therapeutic alliance. 

They proposed that the solicitation of goals from the participant was an important 

contributor to establishing alliance. Ackerman et al.’s results also suggested that 

collaborative assessment may decrease the frequency of early termination in therapy 

when compared to traditional assessment and that the alliance formed between the 

assessor and participant may carry over into the relationship between therapist and 

participant. These findings have been clinically observed by Finn and Tonsager (1997). 

Similarly, Hilsenroth, Peters, and Ackerman (2004) found that alliances for clients in a 

collaborative assessment treatment were greater than those in traditional testing and that 

they carried over into the psychotherapeutic relationship. Unfortunately, both of these 

studies addressed therapeutic alliance in scenarios in which the assessor was also the 

therapist. No studies have been published to date examining the complex nature of the 

tripartite relationship between therapist, client, and assessor and the alliance carryover 

from client/assessor to client/therapist. 

Ward (2008) conducted a qualitative study of assessee and assessor experiences 

of significant events in psychological assessment feedback. He analyzed interviews with 

6 assessment clinicians and 6 assessment clients about their experiences using a variant 

of Grounded Theory Method. Ward found that the assessor played an important role in 

assessee’s experience of feedback. He also found that assessees were ambivalent about 

the perceptiveness of their assessors’ special knowledge. Finally, assessees described 

experiencing their assessments as moving them from an assumption of a negative global 

self-image to a more nuanced self-image with both positive and negative features. 

Assessors’ experience of feedback included a significant concern with getting assessees 

actively involved in the process of feedback, and overcoming challenges in administering 

feedback. Also, clinicians were concerned with finding evidence that the feedback 

session was a success. 
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Therapeutic Assessment Using the MMPI-2

As stated above, one of the seminal studies evaluating the effectiveness of 

collaborative assessment (Finn & Tonsager, 1992) used the MMPI-2 as an assessment 

tool. This is one of many assessment instruments that have been used by Finn and others 

as part of a collaborative assessment model. The MMPI-2 was originally developed using 

an empirical, atheoretical approach to categorizing psychopathology (Hathaway & 

McKinley, 1940). It has since been re-normed as the MMPI-2 on a randomly selected 

sample of 2,600 adults from different regions of the United States (Butcher, Dahlstrom, 

Graham, Tellegen, & Kaemmer, 1989). It is the most widely-used psychological testing 

instrument in general psychological assessment. It consists of 567 true-false items which 

make up 3 validity scales, 10 basic scales, 18 supplementary scales, and 15 content 

scales. Any or all of these scales may be used for interpretation in Therapeutic 

Assessment (Finn, 1996, 2007). Finn wrote that the MMPI-2 is used to assess level of 

disturbance, symptoms, underlying personality features, relational behavior, and 

treatment issues (Finn, 1996). Additionally, Finn noted that the MMPI-2 may be helpful 

in allowing the assessor to empathize with the client through developing a deeper 

understanding of the client’s experience. Finn uses the MMPI-2 exclusively as the 

assessment in TA about 25% of the time in his current practice (personal communication, 

July 22nd, 2008).

Assessment Intervention

The Assessment Intervention step of TA was developed by Finn in response to a 

few concerns. For assessments that had few opportunities for meaningful discussions of 

clients concerns, such as those using only an MMPI-2 as an assessment, this step offered 

a means of bringing the client’s problems-in-living into the room (Finn, 2007). Also, 

some assessments produce more Level 3 information that may need to be “midwifed” (p. 

14) through an extended discussion and exploration. During this session, test items may 
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be used to invoke the issues that have been found to be relevant through prior discussion 

and testing. This technique was informed by Fischer’s collaborative approach to 

spontaneous exploration of clients problems “in vivo” (Finn, 2007). The processes drawn 

on in the Assessment Intervention help clients to discover the meaning of assessment 

material for themselves (Finn & Tonsager, 1997).

Finn and colleagues developed a semi-structured technique in which test items are 

used to elicit the problem or concern of focus. The steps of the Assessment Intervention 

are as follows (Finn, 2010):

1) Plan beforehand regarding how to elicit the problem behavior in vivo

2) Observe and name the problem behavior. Consider how client names, explains 

and understands it.

3) Draw connections to examples of the behavior in daily life.

4) Explore the context: what factors are necessary and sufficient to produce the 

problem behavior?

5) Imagine solutions: How can the context be changed to elicit more adaptive 

strategies?

6) Test out possible solutions in vivo and note how the client experiences the 

new behavior.

7) Continue to revise solutions until the client experiences success.

8) Discuss how to implement solutions outside the assessment sessions: What 

difficulties might occur and how might those be handled?

9) Ask the client to report back at the next assessment session.

Finn wrote about one instance in which a man presented with a question as to 

whether he had Attention Deficit Disorder along with some other concerns (Finn, 2007). 

Testing revealed strong anxiety and underlying depression affecting his ability to attend 

and concentrate. To elicit and explore this hypothesis, Finn prepared several number 

recall tasks as well as several Thematic Apperception Test cards. He wrote:
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David arrived looking very upset; he confided that he had just had a fight 

over the phone with his ex-girlfriend and was still very angry. I listened 

while he vented for a short time then interrupted and said I wanted to use 

this opportunity to check out some things I thought I understood about his 

problems with attention and memory (p. 133).

Finn proceeded to have the man rate his level of agitation and perform a recall task on 

which he did poorly. David noted that he believed he had problems remembering at times 

when he was agitated. After discussing the situation with his ex-girlfriend in a supportive, 

attuned manner and doing breathing exercises, Finn administered another recall test on 

which David scored better. Finn wrote:

Steve [Finn]: Well, what did you notice?

David: I could remember more that time. I wasn’t so distracted. How well 

did do?

Steve: That was a normal average score.

David: Really? That’s good to know.

Steve: And perhaps we’ve also learned something about what’s going on 

when you’re agitated, and what helps to calm you down.

David: You mean like when I feel agitated, I might be angry, and I need to 

talk and get over it and maybe slow down and breathe?

Steve: That seems like one possibility. Does that fit for you?

David: Yes…[Tentatively]. Although I’m not sure I’m angry all that 

much. 

Steve: I believe you, let’s try one other thing (p. 134).

Next, Finn presented TAT cards that increased David’s agitation level which was 

reflected in a diminished performance on another number recall task. After presenting 

another TAT card, David began to cry and made a connection between the character 

depicted on the card and himself:

David: I don’t think I have ADD after all.

Steve: Tell me more.
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David: I think this is all about feelings. I can’t concentrate when I have too 

many feelings. My brain melts down and I can’t think. And there 

are so many things I have stored up inside—that I’ve never gotten 

to—and it’s bad for me. I’ve been holding all this for too long and 

I’ve got to stop running (p. 135).

As depicted above, the process of Assessment Intervention is nuanced and can involve a 

complex process of exploration. So far, no studies have investigated the effectiveness of 

TA with this step or the mechanisms of change which may be involved.

Single-Case Time Series Designs

Single-case study design has a long history in psychology research (Fechner, 

1889, Pavlov, 1927, Skinner, 1938, Watson, 1925). Morgan and Morgan (2001) noted 

that early experimental psychology usually involved the manipulation of independent 

variables at the level of the individual participant. This method of research fell out of 

favor for some time in experimental psychology as the epistemology of large group, 

randomized controlled trials (RCT) was enthroned as the sign qui non of empirical 

research (Peterson, 2004). However, Borckardt, Nash, Murphy, Moor, Shaw, and O’Neil 

(2008) pointed out that single-case methods offer particular advantages when used as a 

time-series design. These include flexibility, closer links between research and practice, 

and more explicit understanding of therapeutic change process. The American 

Psychological Association’s (APA) Division 12 Task Force on Promotion and 

Dissemination of Psychological Procedures has recognized single-case time-series 

designs as important and effective approaches to studying treatment effectiveness and/or 

efficacy (Chambless & Ollendick, 2001). Additionally, the APA Task Force on 

Evidence-Based Practice (2006) has endorsed single-case studies as effective 

psychological practice.  Borckardt and his colleagues (2008) have championed a renewal 

of single-subject studies as a means to reconnect research with practice in psychotherapy 

and attune experimental designs to the processes of therapeutic change. Not only are 

single-case time-series designs acceptable for the study of therapeutic change, but 
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Lundervold and Bellwood (2000) argued “large N” experimental design methodology by 

definition is insensitive to the exigencies of everyday practice. Although group 

experimental design methodology is appropriate for technique testing, counseling 

practice is primarily concerned with the development of techniques that are effective for 

the individual case or technique building. They continue,

Consequently, it is ironic that a research methodology, single-case (N = 1) 

design, developed for use in practice settings and capable of evaluating 

counseling process, evaluating counseling intervention outcomes, and 

demonstrating experimental control, continues to be the "best kept secret" 

in counseling (p. 78).

In single-subject design, dependent measures are collected repeatedly over the 

course of the experiment, and these data are not averaged with those from other 

participants to produce aggregates for data analysis (Borckardt et al., 2008). Often data 

are collected from just a few participants but allow many intra- and interparticipant 

replications. This allows for strong inferences regarding relationships between behavior 

and its controlling variables. Group research usually involves one or two dependent 

measures from a large sample of participants. However, single-subject design uses 

frequent and continuous measurement of the dependent variable from individual 

participants. Morgan and Morgan (2001) described two advantages to this approach: 

numerous measures increase the confidence that the sample of measurements is 

representative of the participant. This is similar to the sampling approach in group 

designs, but relegated to one subject. Additionally, this approach is in accord with 

epistemological concepts of human behavior as something that unfolds continuously and 

has serial dependence (see the following discussion of autocorrelation). Multiple 

measurement contacts with a single subject can be more sensitive to questions of how 

change unfolds over time and under what circumstances (Borckardt et al, 2008). 

Individual subjects in single-participant designs serve as their own controls, with 

comparisons being made across experimental conditions. Individual differences are not 

relevant to statistical comparison because a participant's behavior or experience in one 
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phase of the experiment is compared with that under other phases, not with the behavior 

of other participants. This method of comparison fits studies of therapy well because 

therapeutic change is generally concerned with how the participant changes relative to his 

or her baseline rather than to other people.

Data Analysis in Single-Case Time Series Designs

Borckardt et al (2008) described two domains of research questions that case-

based time-series studies address well: questions of effect of phase and questions of 

process change. An effect of phase is the difference in average measures between two 

phases such as baseline and post-treatment. The critical comparison is between the level 

of scores reported or observed during Phase A and Phase B. The size and direction of the 

score differences are statistically analyzed to produce a “phase-effect analysis.”

Questions of process change explore how change unfolds over time and under 

what circumstances (Borckardt et al., 2008). This approach analyzes change within one 

phase rather than across phases. A single variable such as “depression” may be tracked to 

understand whether it is changing significantly within the phase. Additionally, multiple 

variables may be tracked to analyze mechanisms of change such as “how does the 

therapeutic alliance affect depression symptoms?” “Do changes in depressive symptoms 

precede changes in alliance?” This method may not always be able to prove causality but 

it may rule out causality between variables (for instance if depression change precedes 

alliance change, than alliance most likely does not affect depressive symptoms in this 

case). 

Autocorrelation

Behaviors and experiences manifested by a single person do not change randomly 

from moment to moment. The value of one measurement depends, at least in part, on the 

value of the previous measurement. This violates the assumption of independence that 

many statistical methods depend upon. Consequently, a statistical instrument must take 

into account such autocorrelation or “serial dependency” and account for it so that the 
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likelihood of type 1 error is not increased beyond acceptable parameters. When relatively 

few numbers of observations are made, the “lag 1” autocorrelation is considered most 

important. Autocorrelation is the degree to which a data point is predictive of the 

observation immediately following it (Bloom, Fischer, & Orme, 2006; Borckardt et al., 

2008). While some researchers maintain that data sets should be analyzed for the 

appropriateness of accounting for autocorrelation, Borckardt et al. (2008) assert that it is 

a matter of course when a group of observations come from the same person. Because 

data are not independent of one another, the consequence is the effective reduction of the 

number of observations. This is another reason that a large number of observations per 

phase is desirable. Bloom et al. (2006) have warned that compensating for autocorrelation 

when there is not a strong relationship between observations may result in Type II error 

(failing to recognize significant effects). This is true when using more conventional 

statistical instruments.  One proven instrument, interrupted time-series analysis procedure 

(ITSACORR) has been used because of its control of Type 1 error in the face of 

autocorrelation with short data streams (Crosbie, 1993). However, Borckardt et al. (2008) 

suggested protecting against either Type I or Type II error by establishing the degree of 

autocorrelation. This is achieved using simulation modeling analysis (SMA). SMA 

protects against Type I error while maintaining more power than ITSACORR to detect 

effects (Borckardt et al., 2008).  In this study, effect sizes were computed for each of the 

repeatedly measured dependent variables using SMA. Additionally, SMA was used for

regression analysis compare treatment phase slopes.

Generalizability

Morgan and Morgan (2001) stated the most frequently mentioned shortcoming of single-

participant studies is their presumably minimal external validity. Borckardt et al. (2008) 

ascribe some of the dismissal of this method in mainstream psychology as a conflation 

with early, unsubstantiated clinical anecdote. But the issue of generalizability is a 

complicated one, and it must be evaluated with consideration for the domains across 
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which it is being applied. Morgan and Morgan (2001) pointed out that the issue is not put 

to rest by the size of one's sample:

We cannot dispose of the problem of subject generality by employing 

large groups of subjects and using statistical measures, such as the mean 

and variance of the groups. It is not true that the larger the group, the 

greater is the generality of the data. Representativeness is an actuarial 

problem to which the currently prevalent statistical design is not 

applicable. (p. 126)

Ottenbacher (1990) has additionally argued that the statistical and probability standards 

that are ordinarily considered necessary to ensure external validity almost never 

eventuate in clinical research: "Given the empirical exigencies associated with most 

clinical research …generalizability judgments based on a statistical model are simply not 

possible or statistically legitimate" (p. 290).

Grounded Theory Approach

In recent years, there has been an increasing call for research to transcend the 

limitations of traditional quantitative methods for addressing the rich complexity of 

therapeutic interactions (e.g., Giorgi, 1994; Kopala & Suzuki, 1999). Ward (2008) 

pointed out:

Qualitative methods provide researchers guidance for sifting through a 

large amount of non-quantitative data such that different, inductively 

generated thematic categories are produced, breaking down the material 

enough to understand different meaningful groupings while maintaining 

fidelity to the richness of the empirical data  (p. 308)

Grounded Theory Method (GTM) is a system of research that was developed by 

Glaser and Strauss (1967) for deriving theory from data. It is a mostly inductive approach 

to qualitative research. This means that it seeks to discover knowledge from phenomena 

by putting aside as many theoretical assumptions as possible. While conscious, 

theoretical frameworks are intentionally set aside during analysis, the subjective 
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responses of the observer are documented and explored rather than minimized or ignored 

(Corbin & Strauss, 2008). 

Grounded theory involves identifying constructs and categories through open, 

axis, and selective coding and then combining these constructs into a system that relates 

interactions to their conditions and consequences (Corbin & Strauss, 2008). The process 

intends not just to describe phenomena but to develop theories of process. The procedures 

of grounded theory are rigorous and much effort is made to explicitly validate theory by 

demonstrating it through extensive quotation and techniques such as triangulation and 

peer checking. The participants in a GTM study may also be consulted as part of the 

analysis and validity check.

This methodology demonstrates its usefulness most when the subject being 

investigated is novel or in the beginning stages or research. It is labor intensive and suited 

to small samples that will be investigated in great detail. It relies on the skill and 

comportment of the investigator and is generally used for theory building rather than 

theory testing (Woolley, 2000).

This methodology was developed from a philosophical orientation blending 

Chicago Interactionism and Pragmatism of John Dewey and George Mead (Fisher & 

Strauss, 1978, 1979; Strauss, 1991).  It has also been linked to phenomenological 

research theories. Giorgi (1997) wrote, 

The phenomenological approach is "discovery-oriented," and in order to 

discover meanings in the data, one needs an attitude open enough to let 

unexpected meanings emerge. Another way to say this is to say that one 

lets one's professional sensitivity and spontaneity function so that relevant 

meanings can be intuited. Thus, while the perspective adopted is relatively 

open and not specifically thematized, it is nevertheless adequate for the 

task. A merely cognitive a priori specification of what one is to look for 

would not satisfy intuitively based phenomenological criteria (p. 240)

Chicago Interactionism posits that research lies in the assertion that human beings 

interpret each other’s actions rather than simply react to them. Their responses depend on 
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the meaning that is attributed to that to which they are responding (Blumer 1969). Corbin 

and Strauss (2008) cite other important features of the interactionist/pragmatic 

epistemology: knowledge is created through action and interaction of self-reflecting 

beings. Thought is situated in time. That is, it is performed with an end in mind and may 

change in reaction to its perceived effectiveness. Due to the inherent contingency of 

thought and action, process becomes an important concern. Additionally, a cultural 

context infuses every judgment an individual makes: “Neither inquiry nor the most 

abstractly formal set of symbols can escape from the cultural matrix in which they live, 

move and have their being” (Dewey, 1938, p. 20). 

In the view of both pragmatist and phenomenological researchers, the subjective 

experience of the observer must necessarily inform the inquiry process. Rather than a bias 

that must be controlled, the meaning of this experience must be “…prized and will be 

continuously generated and used. But they will be integral with the course of the 

experience itself, not imported from the external source of a reality beyond” (Dewey, 

1929, p. 138). This raises the question of the meaning of “validity” in this system of 

thought. Pragmatism offers the solution of a cumulative knowledge as “truth.” This truth 

may be modified, but it does not fall victim to radical relativism (Corbin & Strauss, 

2008).  

Another consequence of the assumptions of GTM is that the world is extremely 

complex and that a mode of inquiry which seeks to understand it must be complex 

(Corbin & Strauss, 2008). Stripping a phenomenon to its supposed essential means and 

ends and analyzing them in a decontextualized environment will lead to an artificial 

understanding of a bracketed, artificial phenomenon (Giorgi, 1997). Instead, the 

phenomenon should be studied by attempting to capture as much complexity as possible. 

This is achieved by studying as many perspectives as possible, analyzing a phenomenon 

in vivo, and locating it in social, political, cultural, and technological frameworks (Corbin 

& Strauss, 2008). To understand phenomena, concepts must be developed so that shared 

understandings may be arrived at and used. While a conceptual assignment reduces the 

complexity of the phenomena it seeks to describe, this is a necessary part of developing 
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useful theory. Nonetheless, the concepts are formulated with an eye toward minimizing 

reductionism (Corbin & Strauss, 2008).   

Many derivations of Glaser and Strauss’s original approach have evolved in the 

decades since Grounded Theory was first developed. These methods differ along several 

factors. Scherl and Smithson (1987) have made the process of categorization “fuzzier” so 

that exploration may be more open-ended. At the other end of the “openness” spectrum, 

Elliot (1984) insisted that the coding process meet minimum group consensus standards.  

Hill, Thompson, and Williams (1997) systematized a similar “consensual qualitative 

research.” Rennie, Phillips, and Quartaro, (1988) stated that reliability is better sought 

through theoretical saturation rather than attempts at “objectivity” or “shared 

subjectivity.”  They also argued that Strauss and Corbin diverged from Glaser and 

Strauss’ original inductive intent (Rennie, 2006). In particular, Rennie (2006) suggested 

the systematized coding of the more recent Strauss and Corbin method may subvert the 

process of discovering theory by forcing the data prematurely. Rennie framed this as a 

difference of deduction versus induction (2006). However, Glaser and Strauss (1967) 

themselves noted that, “the researcher does not approach reality as a tabula rasa” (p. 3). 

This means that there is always some theoretical basis to interpretation. Corbin and 

Strauss (2008) have introduced hypothesis making earlier in the process of the data 

analysis. Such hypotheses are made solely from within the data but may be applied to 

other data within the study. This quasi-deductive approach helps to organize the concepts 

earlier so that data does not become too unwieldy.   

Corbin and Strauss’s (2008) relaxing of the inductive prerogative has allowed 

them to see Grounded Theory as being appropriate for some degree of theory verification 

as well as theory generation. In fact, Glaser and Strauss (1967) originally conceded,

We believe that each form [quantitative and qualitative] of data is useful 

for both verification and generation of theory, whatever the primacy of 

emphasis. Primacy depends only on the circumstances of research, on the 

interests and training of the researcher, and on the kinds of material he 

needs for his theory (p. 18).
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It is important, nonetheless, that theories be cast aside as much as possible while constant 

comparison analysis is performed (Corbin & Strauss, 2008). After theoretical saturation, 

the discovered theories may be compared to the original theoretical framework. For this 

study, I will use GTM to both verify and generate theory. Therapeutic Assessment has 

some theoretical framework in place but, as a relatively new praxis, has untested 

assumptions and gaps where new theoretical generation may make a contribution to 

understanding its processes.

Validity

The Grounded Theory approach runs counter to prevailing sentiment in 

positivistic psychology research. Its exemption from the constraint of traditional 

understandings of verification frees researchers to explore “highly complex meaning 

structures that might otherwise be beyond the pale” (Rennie et al., 1988, p. 146).  

Henwood and Pidgeon (1992) pointed out that traditional notions of verification or 

generalizability depend on an epistemology that recognizes “objectivity.” Instead, the 

object of grounded method is to gain intimacy with the phenomenon that grounded 

theorists seek. The phenomena are not compared to: 

external criteria of adequacy such as hard evidence of generalizability 

derived from a random sampling of a large number of individuals. Once 

again, the object of the approach is to create new theory that is directly 

tied to the reality of individuals. The object is not to verify the theory so 

generated beyond the verification yielded by saturation of categories. 

Additional verification is deliberately left to subsequent studies (Rennie et 

al., 1988, p. 147).

Instead, Henwood and Pidgeon (1992) listed several important criteria for the quality of 

grounded method research. Concepts are kept as close as possible to the data so that there 

is a close fit. This is supported by comprehensive definitions that describe the concepts 

explicitly. Also, theory should be integrated at diverse levels of abstraction. This means 

that theory is meaningfully related to the problem at hand at all conceptual levels. 
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Researchers should reflexively acknowledge the ways in which their research activity 

shapes the object of inquiry. This is often documented and revealed in the form of a 

research journal. Additionally, memoranda are kept to track assumptions, rationales for 

process decisions, creative thoughts, and other ideas so that peers may “audit” them later. 

Finally, Lincoln and Guba (1985) suggested that “transferability” rather than 

“generalizability” be considered in qualitative analyses. This means that the details of the 

context of a study must be evaluated by others and applied judiciously to other situations 

where context has some overlap. Henwood and Pidgeon (1992) stated:

In our view, rich and dense grounded theory, which is contextually 

sensitive at diverse levels of abstraction, will in itself suggest its own 

sphere of relevance and application (p. 108). 

Mixed-Method Research

Many researchers assert that a powerful argument can be made for combining 

quantitative and qualitative methodologies (Bryman, 1988; Henwood & Pidgeon, 1992).  

They argue that a careful consideration of epistemological differences must be taken but 

that this does not preclude the blending of methodologies. However, they assert that this 

does not mean that the difference between quantitative and qualitative methods is simply 

one of technique. For instance, one important distinction between qualitative and 

quantitative research is in how complexity is “re-presented.” For Grounded Theory, for 

instance, the researcher tries as a matter of principle not to lose the complexity in the 

description (Rennie et al., 1998). However, inferential statistics by their nature reduce 

phenomena to concise summaries (Funtowics & Ravets, 1986). In their seminal work on 

GTM, Glaser and Strauss (1967) wrote,

In many instances, both forms of data are necessary---not quantitative 

used to test qualitative, but both used as supplements, as mutual 

verification and, most important for us, as different forms of data on the 

same subject, which, when compared, will each generate theory (p. 18).
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In the current study, I drew on both quantitative and qualitative methods together 

because I do not believe the quantitative examination diminishes the complexity of the 

overall study. Rather, the results of the quantitative outcome measures were dovetailed 

with the qualitative data to generate theory, increase complexity, and mutually verify. 

The two methods, in the case of this study, did not compete with one another regarding 

their claims to what is warrantable knowledge. This is, in part, because I did not make

hypothetical claims with my quantitative methods that went beyond the particular cases 

being studied. The measures themselves were tailored to the individual participant. 

Predictions were guided by prior studies, but did not make general claims about the 

effectiveness of TA apart from the specific circumstances of these cases. In turn, the 

qualitative method did not interfere with the limited generalizability of the quantitative 

method.  

Additionally, I blended nomothetic and idiographic techniques in my analysis in

much the same way that they were blended within collaborative assessment itself.  While 

Finn or Fischer may use quantitative, population-normed data as a jumping off point, 

they are not simply used to describe the participant in objective terms. As Fischer 

(1985/1994) writes:

There is nothing inherently objectifying or reductive about such test materials; it 

is the system of interpretation that can be objectifying.  I like too say that I “use 

test materials” rather than “administer tests,” thereby indicating that tests are in 

my service rather than the other way around (p. 27).

Affinities between Grounded Theory and Therapeutic Assessment

The 19th century German philosopher Wilhelm Dilthey argued that a clear 

distinction should be drawn between the disciplines of Naturwissenschaften (natural

science) and Geisteswissenschaften (the moral or human sciences). In Dilthey’s view, 

while natural science could be executed by external observation and explanation, the 

human sciences should seek Verstehen (meaning or understanding). His critique was 

pointedly directed at the experimental psychology research of his time (Burston & Frie, 
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2006). This “human science” approach is a foundational support for collaborative 

assessment (Fischer, 1985). It is also an underpinning of Grounded Theory approaches to 

research (Henwood & Pidgeon, 1992; Rennie et al., 1988). Both collaborative assessment 

(including Therapeutic Assessment) and GTM seek to understand the processes at hand 

rather than predict or simply describe. Furthermore, in accordance with a 

phenomenological approach, both shun the dichotomization of subject and object and 

seek to explore phenomena within context or “life as it is lived.”  Instead, the interplay of 

the two is accepted and used to advantage to garner insight and complexity or, as the 

anthropologist Clifford Geertz (1973) aimed, toward “thick descriptions.” 

Goals of the Current Study

The current study investigated the therapeutic value of TA while maintaining a 

high fidelity to the treatment as it is clinically practiced. This includes the use of a 

therapeutic intervention session as well as consultation with referring therapists. 

Specifically, this study explored whether a TA intervention, conducted by Dr. Stephen 

Finn at the Center for Therapeutic Assessment, helped individuals decrease their 

presenting symptomatic concerns and improve their progress in therapy. The current 

study was the first to systematically examine whether TA with an Assessment 

Intervention leads to symptomatic and therapeutic benefits. A single-case time-series 

design was used to check that the treatment effects of TA resemble those of past studies. 

This method alone cannot incontrovertibly establish the effectiveness of TA with 

Assessment Intervention, but it may suggest aspects that need further study and help 

confirm clinical observations. Furthermore, it served as an efficacy check for the 

treatment and was triangulated with qualitative research to develop more sophisticated 

understandings of the anatomy of the process.

Results from initial studies have indicated TA may lead to greater psychological 

wellbeing (Finn & Tonsager, 1992; Newman & Greenway, 1997). Therefore, it was 

hypothesized that participants in the current study would report decreases in the 

frequency and severity of symptoms of psychological problems. Finn (2007) has also 
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observed that TA appears to help clients make more satisfactory progress in therapy and 

that satisfaction with TA predicts positive therapeutic outcomes (Finn & Tonsager, 

1992). Based on these observations, a second hypothesis of the current study was that, 

after the TA intervention, both the clients and their therapists would report an increase in 

their satisfaction with the progress being made in therapy. Finally, because previous 

research has indicated clients tend to be highly satisfied with their experiences of TA 

(Finn, 2007), it was hypothesized that participants would report high levels of satisfaction 

with the TA intervention. Time series analysis was used to test whether there was a 

significant change in daily measures of symptom reports between pre-intervention and 

follow-up phases of the study (Borckardt et al., 2008). Visual analysis was used to 

examine whether individuals reported changes on global measures of psychological 

symptoms, therapy progress, and satisfaction with TA. 

This study also sought to describe themes and concepts that elucidate the process 

of TA and, specifically, clients’ and the assessor’s experience of the Assessment 

Intervention session. Grounded Theory Method analysis was drawn upon to understand 

the mechanisms of change and the processes that provoke them so that current theory 

may be modified or expanded upon.
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Chapter III: Methodology

Participants

Protection of Participants

Prior to initiating this study, I obtained permission from the Institutional Review 

Board for the Protection of Human Subjects. I also followed the APA Code of Ethics for 

Research with Human Subjects (APA, 2000) during this study and its reporting. The 

names and other identifying information related to the two subjects as well as their 

therapists have been changed in this document to protect their anonymity.

Recruitment of Participants/Permission

Dr. Stephen Finn was the assessor for this study. Dr. Finn has led the 

development of Therapeutic Assessment and is an expert in the technique and theory of 

the process (Finn, 2007). Dr. Finn solicited referrals for volunteers from therapists with 

whom he has established referral relationships. I conducted phone interviews to screen 

volunteers from this group. Participants were disqualified if they reported experiencing 

psychotic disturbance, active suicidality, substance abuse or eating disorders. While it is 

believed that therapeutic assessment can be appropriate for these problems (Finn, 2007), 

participants with such complaints may require more treatment flexibility than this 

research protocol offered. Two participants were selected to participate. I then made an 

appointment with each participant to review the study, obtain informed consent, and 

administer a brief semi-structured interview and the Brief Symptom Inventory (BSI). 

Client participants were given a $35 bookstore gift card for the successful completion of 

the assessment. However, I communicated to them that they could stop the assessment at 

any time if they wished to withdraw.

The referring therapists also participated in the study. I met with the therapists to 

review the study, obtain informed consent, and administer the Session Evaluation 

Questionnaire (SEQ-T) short form. These individuals were conferred with throughout the 
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therapeutic assessment process and were also compensated $100 each for their 

participation in the study.

Design

I applied a mixed method design to this study. I used a single-case, time series 

design to study quantitative outcome measures, as well as a Grounded Theory approach 

to perform qualitative thematic analysis. Within the single-case, time series analysis, 

there were three phases: baseline, assessment, and follow-up. Both statistical and visual 

methods were used to analyze multiple data sources. The statistically analyzed data 

consisted of daily measures developed for each participant. Participants continued to 

report on these measures through all three phases of the study. The client participants 

served as their own controls for data comparison. Additionally, a visual analysis was 

conducted for the Brief Symptom Inventory (BSI), Assessment Questionnaire 2 (AQ-2) 

and the Session Evaluation Questionnaire, Client Form (SEQ-C) and Therapist Form

(SEQ-T) to identify trends. Qualitative data came from multiple sources: 1) Transcripts 

were made of all sessions and reviewed as data. 2) I conducted interviews with the 

participants (clients, and assessor) while reviewing recordings of the Assessment 

Intervention sessions. Video recordings were reviewed with the assessor while audio 

recordings were used with the clients due to concerns one of the clients shared about his 

discomfort with viewing video with the investigator. These interviews were transcribed 

and used as data for a modified Grounded Theory coding.

Measures

Participants’ self-report measures

The participants and I agreed upon the items comprising the daily self-report measures 

based on each participant’s presenting concerns in our initial interview and elevations on 

the BSI. The daily self-report questions for the first participant (“Wendy”) were as 

follows:
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1. Overall, today I felt: 1) extremely depressed; 2) fairly depressed at times; 3) 

somewhat depressed; 4) so-so; 5) fairly good; 6) very good; 7) extremely happy

2. My activity level today was:  1) Minimal, I was very fatigued; 2) Very low;      

3) Somewhat low; 4) ok, only mildly hampered by fatigue; 5) pretty good

6) I was as productive as I wanted to be; 7) I was extremely active

3. Today my interactions with others were mostly characterized as:

1) hating people I interacted with; 2) mixed, with strong disenchantment with 

others; 3) somewhat negative; 4) ok; 5) good interactions; 6) really enjoying 

people I interacted with; 7) profoundly joyful

4. Today I felt: 1) completely alienated from others; isolated; 2) almost completely 

alone; 3) different but not completely alone; 4) on the fence; 

5) that several people value and understand me; 6) like I belong to a group;

7) like I am an integral part of a community that values me

5. My thoughts, feelings, and behaviors seemed: 1) completely out of my control;

2) barely subject to my control; 3) erratic but controllable at times;

4) about half-way under my control; 5) mostly under my control;

6) almost completely under my control; 7) entirely under my control

6. Overall, how hopeful about your future were you today?:  1) totally hopeless;

2) very hopeless; 3) mostly lacking hope; 4) somewhere in the middle;

5) slightly hopeful; 6) very hopeful; 7) extremely hopeful

The questions for the second participant (“Paul”) were:

1. Overall, today I felt: 1) Miserable, 2) Quite unhappy, 3) Somewhat unhappy, 

4) Neutral, 5) Happy, 6) Very happy, 7) Extremely happy

2. How bothered were you by the sense that others were beating you down or 

mistreating you today?:  1) Devastated; 2) Very bothered; 3) Quite bothered; 

4) Somewhat bothered; 5) A little bothered; 6)Barely bothered; 7) Not bothered
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3. Regarding confidence, today I felt:1) Extremely insecure; 2) Very insecure; 3) A 

little insecure; 4) Neutral; 5) Somewhat confident; 6) Very confident; 7) 

Extremely confident

4. My motivation today was: 1) Non-existent; 2) Very low; 3) Somewhat low; 

4) Neutral; 5) Moderate; 6) Pretty strong; 7) Very strong

5. Overall, how hopeful about your future were you today?  1) totally hopeless; 2) 

very hopeless; 3) mostly lacking hope; 4) somewhere in the middle; 5) slightly 

hopeful; 6) very hopeful; 7) extremely hopeful

Brief Symptom Inventory (BSI; Derogatis & Melisaratos, 1983; Appendix F). The BSI is 

a 53-item self-report measure targeting psychological symptoms. It is intended to be a 

short version of the Symptom Checklist-90-Revised (SCL-90-R; Derogatis, Rickels, & 

Rock, 1976). It is comprised of descriptions of problems such as “feeling fearful” or 

“feelings of guilt.” The responses are rated on the following Likert scale: (0) Not at all, 

(1) A little bit, (2) Moderately, (3) Quite a bit, and (4) Extremely. These scores do not 

reverse for any items. The items load onto nine symptom dimensions: somatization, 

obsessive-compulsive, interpersonal sensitivity, depression, anxiety, hostility, phobic 

anxiety, paranoid ideation, and psychoticism. These indices comprise the General 

Severity Index. They may also be used to calculate the Positive Symptoms Distress Index 

or the Positive Symptom Total t-scores. The t-scores are developed from the raw scores 

listed on norm conversion tables which are listed for each gender in the categories: adult 

nonpatients, psychiatric outpatients, and psychiatric inpatients. 

Derogatis and Melisaratos’ (1983) reported the reliability and validity of scores 

on the BSI that ranged from .71 to .85 for a sample of 1002 outpatients.

Assessment Questionnaire (Finn, unpublished; Appendix A)

The Assessment Questionnaire-2 (AQ-2) (Finn, Schroeder, & Tonsager, 1994) is 

a 48-item measure of client’s satisfaction with an assessment experience. It was 

developed based on a theoretical-rational approach using factor-analytic, and item-



33

analytic techniques. The items are based on a 5-point Likert scale, ranging in values from 

1 (Strongly Disagree) to 5 (Strongly Agree). The items describe four factors: New Self-

Awareness/ Understanding, Positive Accurate Mirroring, Positive Relationship with the 

Examiner, and Negative Feelings about the Assessment. Scores on the AQ-2 were

reported to have an average internal consistency of .88 in a study that administered it to 

samples from three different clinical populations groups. The test/retest stability over a 

two week period was reported to be .80 averaged across groups and subscales (Finn et al., 

1994).

Session Evaluation Questionnaire—Client Form (SEQ-C; Stiles, Reynolds, Hardy, Rees, 

Barkham, & Shapiro, 1994; Appendix C).

The SEQ-C was assesses the experience of clients during a single psychotherapy 

session. It is made up of 21 bipolar adjective scales rated on a Likert scale from 1-7. 

Items load onto two different construct sections. The first construct section, session 

evaluation is made up of two subscales: Depth and Smoothness. Depth measures the 

client’s experience of the session as powerful/valuable versus weak/worthless.  

Smoothness measures the experience of the session as smooth/comfortable versus 

rough/uncomfortable. The second construct section, post-session mood, is also made up 

of two subscales: Positivity and Arousal. Positivity measures the degree to which clients 

feel happy, confident, or pleased versus sad, afraid, or angry. Arousal measures the 

degree to which clients feel aroused, energetic, or excited versus quiet, peaceful, or calm. 

The SEQ-C contains an item that does not load onto any of these subscales. This item 

rates the degree to which the client thought the session was good vs. bad. Stiles et al. 

(1994) reported the following reliability on the four subscales of the SEQ: Depth=.90, 

Smoothness=.92, Positivity=.90, Arousal=.80. They reported good convergent validity 

and claimed SEQ scores significantly correlated with scores from other measures of 

instruments studying the experience or impression of therapy.
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Session Evaluation Questionnaire—Therapist Form (SEQ-T; Stiles, Reynolds, Hardy, 

Rees, Barkham, & Shapiro, 1994)

The SEQ-T was completed by the therapists in the study, and was identical to the 

first section of the SEQ-C (session evaluation). It did not include the second half of the 

SEQ-C (post-session mood).

Semi-Structured Interview

Each of the two client-participants engaged in a separate interview with me while 

listening to audio recordings of the Assessment Intervention. I also interviewed the 

assessor while viewing video footage of the AI session. The clients and assessor were 

asked questions derived from a semi-structured interview that successfully generated 

discourse for thematic analysis of participants’ and assessors’ experiences of assessment 

feedback (Ward, 2008). Participants were initially asked, “What moment in this session 

stands out to you?” “What about this session helped you?” The assessor was prompted, 

“How would you characterize your experience of the Assessment Intervention process?” 

“Describe what you wanted to accomplish, how you accomplished it, and what barriers, 

obstacles, impediments, or surprises you encountered.” The participants and assessor 

were encouraged to elaborate or diverge according to what seemed relevant to each of 

them during the interview. However, I played pre-selected recordings based on moments 

that seemed salient or which I hoped the assessor or client might be able to describe 

experientially. I also summarized the entire session for each client and Dr. Finn during 

these interviews. 

Procedure

Data Collection for Quantitative Measures

I collected all data. I generated daily measures based on the results of the BSI and 

initial interview. I conferred with a member of the dissertation committee in creating 

daily measures, but Dr. Finn remained blind to the interview and initial BSI results (see 

Table 3.1).  
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Table 3.1. Data collection procedure. 
Pre-Baseline Baseline Intervention Phase 

(includes initial TA 
session, AI session, and 
Summary/Discussion 
session)

Follow-up 
Phase

Final 
Interview

Week #1 Weeks #2, 3, 
& 4

Weeks # 5,6,7, 8 Weeks #9, 
10, 11, & 12

6-8 weeks 
after TA 
Study

Client 
Participants:
 Consent form 

and discussion 
of study 
expectations 

 Researcher 
interviews each 
client in 
person. 

 Demographic 
questionnaire 

 Brief Symptom 
Inventory (BSI) 

Therapists:
 Consent Form 

and discussion 
of study 
expectations 

Clients:
 Brief, 

individualized 
daily measures 
of symptoms 
and behaviors  

 Completion of 
one Session 
Evaluation 
Questionnaire 
(SEQ) after 
first therapy 
session during 
Baseline phase 

Therapists:
 Completion of 

Session 
Evaluation 
Questionnaire 
after first 
therapy session 
during 
Baseline Phase 
(SEQ) 

Clients:
 Brief, individualized daily 

measures of symptoms 
and behaviors 

 After Assessment 
Intervention session, client 
completes Brief Symptom 
Inventory (BSI)

 Completion of Session 
Evaluation Questionnaire 
(SEQ)

 Assessment Questionnaire 
(AQ-2), and an open-
ended feedback 
questionnaire after TA 
summary discussion 
session.

Therapists:
 Completion of Session 

Evaluation Questionnaire 
(SEQ) after summary 
discussion session 

Assessor:
 After TA Initial Meeting, 

video-taped interview 
with investigator 
discussing diagnostic 
impressions and 
intervention planning

Clients:
 Brief, 

individualize
d daily 
measures of 
symptoms 
and behaviors  

 During week 
#9,
completion of 
Session 
Evaluation 
Questionnaire 
(SEQ) 

 During week 
# 12, 
completion of 
BSI 

Therapists:
 During week 

#9, 
completion 
of Session 
Evaluation 
Questionnair
e (SEQ) 

Clients:
 Interview with 

investigator 
while listening 
to audio 
recording of 
Assessment 
Intervention 
session

Therapists:
 No activities

Assessor:
 Interview with 

investigator 
while 
watching 
video footage 
of Assessment 
Intervention 
session

Baseline

During the initial interview the participants completed the BSI and a structured 

interview. I formulated daily self report measures based on the results of the BSI and the 
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interview. Self-report items were set up on Survey Monkey, a secure online questionnaire 

internet site, shortly after the interview. The client participants responded to the items on 

a daily basis for two weeks prior to the first therapeutic assessment session. Participants’ 

reports were reviewed by me on a daily basis to check for compliance. If the participants 

missed a report, they were contacted by me by email as a reminder. Additionally, the 

clients and their therapists completed the SEQ-C and SEQ-T respectively after the first 

therapy session during the baseline phase. The BSI was administered towards the end of 

the baseline phase for Wendy only. I had not thought to take a measurement at this time 

point until after Paul’s baseline phase had elapsed. 

Therapeutic Assessment

Client participants continued daily self-report measures through the Therapeutic 

Assessment phase. They additionally completed a second BSI questionnaire one week 

after the Assessment Intervention session (second session) and another SEQ-C 

questionnaire after receiving written feedback. The Therapeutic Assessment was divided 

into three sessions and one written correspondence: 1) Initial session/testing session, 2) 

Assessment Intervention session, 3) summary/discussion session, and 4) written 

feedback.

Prior to the initial session, the assessor contacted the referring therapist and 

solicited specific referral questions to be shared with the client. Additionally, the 

referring therapist was given written information (see Appendix G) to help prepare the 

client for Therapeutic Assessment.

In the Therapeutic Assessments of this study, the initial session was the first face-

to-face contact between the assessor and participant. During this time, Dr. Finn asked the 

participant what questions, confusion, or dilemmas he/she had about him/herself. He also

shared with the client the questions from the referring therapist. These questions became 

the focus of the assessment. It is theorized that this client-centered approach lowers 

clients’ anxiety, engages them in actively collaborating, and “opens the door” to realizing 

assessment information that may be difficult to integrate into clients views of themselves 
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(Finn, 2007). Immediately following this discussion session, participants completed the 

MMPI-2 at the assessor’s office. This was administered according to the standard 

procedures for this instrument. Following this administration, the assessor asked about 

the participant’s experience of the test, paying attention to feedback that seemed pertinent 

to the participant’s presenting concerns. 

After this session I met with Dr. Finn in person or by phone to conduct an 

interview regarding his formulation of the patient, plan and goals for the Therapeutic

Assessment, and any other thoughts he had regarding the process. The interview was 

audio recorded for transcription.

The participant and assessor met one to two weeks later for the Assessment 

Intervention session. During this session, the client’s “problems in living” were elicited in 

vivo in accordance with his/her presenting concerns, test information, and other concepts 

that emerged during collaboration. The MMPI-2 results and information from the 

therapist and first TA session were used by the assessor to inform a strategy for evoking 

and examining the experiences in question. Thematic Apperception Test cards, 

Adolescent Apperception Test cards, and some questions from the Early Memory 

Procedure were used in this study to elicit the targeted experience. These materials and 

methods were used because they were judged most appropriate for each subject by Dr. 

Finn, but other materials and methods were at his disposal including cognitive testing 

materials or other projectives. Dr. Finn’s decision-making process for choosing these 

materials will be discussed in the Results section. The BSI was administered to the 

participants one week after this session via the internet and collected by me.

The assessor collaborated with the referring therapist after the Assessment 

Intervention to discuss results and approaches to discussing findings in the next TA 

session. The therapist also attended and participated in the summary/discussion session 

with the client and assessor.

The assessor and participant met for a summary/discussion session approximately 

two weeks after the Assessment Intervention session. During this session, findings from 

the testing and discussions were presented in the order in which the assessor deemed 
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them most palatable. Findings that were most apparently congruent with the participant’s 

view of him/herself were presented first and followed by findings that the assessor judged 

to be increasingly difficult to integrate. Only feedback that was relevant to the 

participants’ presenting questions was broached. During this process, the client and 

therapist were invited to share their experience of the findings. The assessor asked them 

about their levels of agreement, inviting revisions to be made collaboratively. The client 

was then given the AQ-2 as well as a feedback questionnaire. The therapist was also 

given a feedback questionnaire. 

Follow-up Phase

Participants resumed reporting daily measures for three weeks after the end of the 

TA phase. The assessor provided a written summary of the Therapeutic Assessment 

process to the client within seven to ten days of the summary/discussion session. This 

was written in a personalized, narrative form which addressed the participant’s questions, 

the collaborative discussions, and findings and the solutions that had been explored. 

Participants continued to complete self-report measures for approximately two weeks 

following receipt of the written feedback. Immediately following the follow-up period, 

the client completed another SEQ-C and the therapist completed the SEQ-T. This phase 

was chosen as the post-“treatment” data source because it is theorized (Finn, 2007) that 

clients continue to assimilate the TA experience for weeks after the sessions end. After 

three weeks of daily reported measures, I reviewed audio footage of the Assessment 

Intervention session with each participant and video footage with the assessor separately. 

These interviews were recorded as well. During this interview, open-ended questions 

were asked regarding the participants’ experiences of the session. The interview was 

loosely structured and attended to whatever seemed significant or relevant for the 

participant or assessor while reviewing the session recordings. Moments of the AI session 

were selected by me to elicit memory and immediate experience of the AI. I also 

recounted a complete summary of the session for both clients and the assessor.
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Treatment Integrity

Segments of the Therapeutic Assessment session transcripts were evaluated by an 

independent rater who is experienced in TA. Each session was evaluated separately using 

a questionnaire (Appendixes I & J) that asked the judge to rate salient components as 

executed (1) or not (0).  Treatment integrity percentages were calculated from these 

ratings.  

Hypotheses, Research Questions and Data Analysis

Hypothesis 1

A) Participants will show improvement in reported symptoms between initial intake 

and the follow-up phase of Therapeutic Assessment.

B) This change will be sustained or further increased during the follow-up phase.

Hypothesis 1 Data Analysis

A) Simulation modeling analysis (SMA; Borckardt et al., 2008) was applied to the 

daily self-report measures to gauge the magnitude of effect from baseline to the follow-

up phase. 

B) Additionally, SMA was applied to see if the baseline or follow-up phases showed

slope trends within or across phases.  

C) BSI results were compared visually to assess changes within and across phases. 

Overall scores, pertinent items, and subtest scores were compared.

Hypothesis 2

A) The participants will report high satisfaction with the assessment experience.

B) The therapists will report high satisfaction with the assessment experience.

Hypothesis 2 Data Analysis

A) The Assessment Questionnaire (AQ-2) was visually examined for overall score 

elevation on all four subscales. Additionally, I integrated the content of the clients’ and 

therapists’ responses to the Feedback Questionnaire into the results discussion.
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Hypothesis 3

A) Participants will report improved ratings of progress in individual therapy.

B) Participants’ therapists will also report improved ratings of progress in therapy.

Hypothesis 3 Data Analysis

Visual analysis was used to compare both SEQ-C and SEQ-T scores obtained at 

Baseline to those obtained after the written summary and to those obtained at the end of 

the follow-up phase. Also, the clients’ and therapists’ descriptions of therapy were 

evaluated for anecdotal support of improvements related to TA process.

Question 1

What concepts and themes are present in the experience and discussion of the 

Assessment Intervention session for the participant and assessor?  

Question 1 Data Analysis

Text from process dialogue was analyzed using a constant comparative analysis 

(Corbin & Strauss, 2008). The constant comparative analysis drew on interviews 

conducted with participants and assessor (separately) as they listened to audio (subjects) 

or watched video (assessor) recordings of the Assessment Intervention. The interviews 

were conducted three times for each case: once with the participant and twice with the 

assessor: once before and once after the AI. Participants were guided by questions which 

encouraged them to elaborate or explain, but the content of the interview was 

collaboratively guided by me during this component. Video/audio was paused or 

reevaluated as requested during this interview. Upon completion, I had interviews

transcripted and read them many times for familiarity.

Thematic analysis followed the steps developed by Glaser and Strauss (1967) as 

modified by Corbin and Strauss (2008). The conceptualization of the texts had two 

general operations. The first operation was the conceptualization of codes. 

Conceptualization involves open coding and axial coding which occur simultaneously. 

Utterances within the text were broken into meaning units which were coded for their 

content. Open coding compares units for similarities and differences and will stay as 
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close as possible to the literal meaning of the utterance. Axial coding involved the 

reassembling of data that were fractured during open coding. During axial coding, 

concepts were cross-cut or related to one another. These relationships were compared to 

incoming data and accepted, modified, or abandoned after further analysis. The software 

program Xsighttm marketed by QSR was used during this process.

The second operation involved organizing these codes into categories. Selective 

coding integrated or created new categories. These categories were then combined into a 

higher-order, more abstract category so that a hierarchical structure of categories was 

formed. The aim was for the highest order category to describe process within the 

Assessment Intervention. Had the data source been larger, more higher-order or “core” 

categories might have been found so that a theory could begin to emerge. This limitation 

is considered in Chapter V. This process results in clarifying central explanatory concepts 

as derived from coding.

Both coding of concepts and categorizing of codes overlapped as part of 

“theoretical sampling.” During this process sampling information was steered by the 

topic and the changing understanding of the themes as the process continued. When 

categories reached a saturation point, that is, when the data stopped contributing to an 

understanding of the theme, coding stopped.  

Theoretical memos were recorded by the coder during this process. These memos 

recorded the analysis process as it developed throughout analysis. Along with conceptual 

diagrams, the memos facilitated the tracking of cumulative thinking through the analytic 

process.

Question 2

In what ways do these concepts and themes confirm or add to theories that have 

been developed regarding the mechanisms of the Assessment Intervention?

Question 2 Data Analysis

Themes were compared to the theoretical descriptions of goals and process of 

Assessment Intervention written by Finn (2006, 2007) and evaluated for similarities or 
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novelty. Additionally, themes were compared to other theories for possible parsimony or 

new explanations regarding the process and dynamics of the Assessment Intervention 

sessions. 

Trustworthiness
Henwood and Pidgeon (1992) observed that traditional constructs of “reliability” 

and “validity” are not applicable to a serious consideration of qualitative methods. This is 

because these criteria are founded on the norms of objectivity or the independence of the 

observer and the observed. In a naturalistic research paradigm, issues such as bias and 

accuracy must be reevaluated for their meanings in relation to methodology. This is not 

to say that there should not be considerable rigor dedicated to ensuring the quality of the 

research. Lincoln and Guba (1985) describe several factors that are important to 

establishing standards of trustworthiness. I adhered to these as much as possible 

throughout data collection and analysis. Truth value or credibility was maximized 

through several strategies. First, triangulation of methods required comparing videotape, 

session and interview transcripts, and outcome measures for common inferences. Also, 

negative case analysis helped discern whether hypotheses were tenable. This required that 

I attempt to falsify working hypotheses derived from the developing model by trying to 

find cases that disconfirmed the concepts derived from initial cases. This does not in 

itself prove the veracity of a concept, but seeks to add complexity to concepts and is 

integral to constant comparative analysis. I enlisted two peers engaged in similar research 

for checking of codes and consultation on developing concepts. Transferability was 

addressed through richly describing findings in an adequate degree of context so that 

readers might determine if the findings transfer to their contexts of concern. I aimed 

towards Dependability by overlapping methods to check reliability. Additionally, I kept 

documentation of my coding schemas from different stages of work, my decision-making 

process, and reflections so that there was an “audit trail.” I sought confirmability through 

triangulating data (as discussed above) as well as consulting with others regarding codes 

and concept interpretation. 
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Chapter IV: Results

Wendy’s Results

Wendy’s Brief Biography and History of Presenting Concerns

At the time of our interview, Wendy (pseudonym) was a 62-year-old, Caucasian 

woman who complained of longstanding depression, interpersonal sensitivity, fatigue, 

and anxiety, and who had been previously diagnosed with Bipolar Disorder (unspecified). 

Wendy was born and raised in the suburb of a large city in the Southwest. She was one of 

five children. She reported that her father was physically threatening and emotionally 

abusive towards her and her siblings. She said he physically abused her mother and was 

explosive and unpredictable. She believes her mother was depressed and had to keep the 

family together to guarantee that all of the children would be supported. 

She reported she had been involved with art since her childhood. She attended 

private, Catholic schools and reported she wanted to go to art school but her father 

wanted her to go to college. She attended a university located in her home city for her 

freshman year and then transferred to a larger state university in a different city,

beginning her sophomore year. She switched from being an art major to English major. 

At age 19 she stayed with her aunt and uncle and said her uncle attempted to seduce her. 

She reported she stayed inside her mother’s house for several weeks following this and 

that her family did not respond appropriately when she relayed this frightening event.  

While still an undergraduate, she saw a psychiatrist for what she described as 

panic attacks and was hospitalized on one occasion due to a panic attack during final 

exams. After her hospitalization she said she was prescribed Valium as well as 

antipsychotic medications including Thorazine. 

After graduating from college she reported “drifting” for a time before she went 

to graduate school to become a mental health counselor. She married at age 23 and her 

parents died within three weeks of one another when she was 25. She described this as an 

extremely difficult time, and reported feeling depressed and angry for over a month after 

her mother’s death. She divorced at age 28. After this time, she lived on a horse farm and 
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owned several horses to which she grew very attached. She worked in a small town at a 

state hospital. She had a hysterectomy at age 45 and being prescribed antidepressants 

after this time. She experienced some manic symptoms such as pressured speech, 

boundless energy, and sleeplessness while she was taking the antidepressant. 

She married again at age 54 and was divorced three years later. She described 

herself as having been “desperate” at this time of her life for a relationship and said that 

she believed relationships had only gotten more difficult for her. She sold her horses 

shortly after this divorce and moved to the west coast to be near a spiritual teacher. Her 

time on the west coast was very difficult and she believed she was exploited by the 

people she worked with at this temple. She moved back to her home state in 2009 and 

moved in with friends. 

At the time of our interview she was seeing a therapist who she had also seen in 

therapy six years earlier. Her two roommates were also clients of this therapist. Wendy 

felt that her therapy was beneficial but, she was uncomfortable with sharing her therapist 

with her roommates. She also reported tensions with her roommates.  

Wendy reported she had suffered from intense fatigue for at least eight years. This 

fatigue had interfered with her riding horses, which was very upsetting for her. No 

medical causes for her fatigue had been found, but she had been diagnosed with a 

“minor” autoimmune deficiency. She also often felt nauseous and had pains in her chest. 

She said she had been anxious for much or her adult life, and had had difficulty with 

sleep for many years. She reported having low self-esteem and feeling increasingly sad, 

hopeless, helpless and worthless since moving back to her home state. She reported 

having had suicidal ideation as recently as a few weeks prior to the interview and was 

assessed for risk. She denied ever having acted on her thoughts or ever having made a 

plan. She denied having cut herself or engaging in any other form of self-harm. However, 

she often felt inferior to others and had difficulty getting on with her life. She believed 

that she was quite sensitive to others’ treatment and sentiments towards her and found it 

difficult to get over feeling rejected or spurned. She felt lonely much of the time and had 
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difficulty forming relationships with others. She also reported feeling easily irritated with 

others but fining it difficult to share her irritation with them. 

At the time of our initial interview, Wendy had a psychiatrist who prescribed 

Lamictal, Seroquel, Diazepam, and a “large dose” of estrogen. She believed her 

psychiatrist had tentatively diagnosed her with bipolar disorder.

During the initial screening and intake interview that I conducted with Wendy, I 

noticed a couple of notable interactions between us. Wendy called me at the time we 

were to meet at the University of Texas Educational Psychology Department because she 

was lost. I gave her directions to the parking lot and then met her there. Her first 

utterance to me was “Well those were about the shittiest directions I’ve ever gotten, 

Jesus, Jeb.”  I tried to pay attention to building rapport with Wendy during our interview 

and found this to be especially sensitive around topics that seemed to induce shame for 

her (e.g., her being unemployed). I commented on this, saying that I thought this was 

very understandable and she seemed to find it easier to reveal more vulnerable aspects of 

herself, including her suicidal ideation. Upon discussing the fact that I would be 

collecting much of the data for this assessment while in another state, Wendy asked me 

where I was going for my internship and what kind of work I wanted to do. I told her I 

was headed to a public hospital and that I was interested in working in such a place. 

Towards the end of the interview, Wendy told me that she had assumed by the way I was 

dressed that I must be a “frat boy,” but had changed her mind since learning that I wanted 

to work in the public sector of behavior health like she had. She then became very 

complementary and cooperative. 
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Wendy’s Assessment Questions

In the first TA session, Wendy and Dr. Finn collaboratively developed the following set 

of assessment questions:

1) Why is it so hard for me to stop holding back and simply be who I am?

2) What the hell is wrong with me physically? Do I have a deep, tenacious depression, or 

is this just aging?

3) Why can’t I let go of negative feelings towards others? Why don’t I have any 

compassion for my mother? 

4) Am I even equipped to be in close relationships? Am I so sensitive that it won’t be 

possible to be in intimate, long-term relationships without some cost to me?

5) How can I stop letting my childhood experiences dictate my thoughts, feelings, and 

behaviors? How can I further recover from my traumas? How can I feel that I have a 

right to exist?

6) What kind of life’s work would be right for me?

Wendy’s therapist’s came up with the following questions for the Therapeutic 

Assessment:

1) Would she benefit from group therapy at this time?

2) How much should I encourage her at this point in time to spend time with friends?

3) Would it lessen her depression if she spent a certain amount of time each week 

painting?

4) Is it realistic for Wendy to seek full-time employment at this time?

5) What is the best way to work with Wendy on her anger?

Wendy Assessment Intervention Summary

Wendy and Dr. Finn discussed how they are both “sensitive people.” Wendy 

described herself as feeling irritable because she did not sleep well. Dr. Finn remarks that 

this could be due to grief she is beginning to feel due to having “lost” so many years due 

to depression. Wendy described her difficulty relearning her painting technique. She 
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remarked about the difficulty of changing her life, to which Dr. Finn responded, “I’m not 

sure about this, but it just seems like going back to exactly the same old stuff you used to 

do isn’t right right now.” 

Dr. Finn shared Wendy’s therapist’s assessment questions with her, to which 

Wendy responded, “Well, she gets me.” Wendy described the anger she felt about the 

fact that she and both of her roommates see the same therapist and how she turns this

anger upon herself which results in more depression. Wendy and Dr. Finn discussed the 

self-doubt Wendy “internalized” from her parents’ implicit messages to her. Dr. Finn 

remarked on her similarity to him in her sensitivity and proclivity for being a “healer.” 

Dr. Finn described the activity he wanted to complete in this session with 

projective cards, and gave Wendy instructions on how to respond to them. They 

proceeded:

[DR. FINN]:  Okay. So here’s the first one. So please tell me a story to go 

with that card.

[WENDY]:  This isn’t as easy as I thought it was going to be. So this little 

boy has a dilemma. And he looks sad to me. And I think part of what he’s 

sad about is that his parents are wanting him to—they’re pushing him 

towards this particular instrument. And while he loves music, I’m not sure 

that this is—he’s not sure that this is the right instrument for him or that 

this style he’s being asked to the way in which he’s being asked to use this 

instrument is not right for him, so his dilemma is how to do this first of all.  

How to please his parents, but also how to please himself and make the 

kind of music that he wants and make the instrument part of himself.  You 

know, he has questions, too.  I have no doubt that music is part of what he 

wants, so he gets to figure out. I think the outcome of it is that he starts 

figuring out his instrument and right now how does he go ahead and deal 

with being in this parental household and maybe just kind of biding his 

time until he can leave and be free. And do it how he wants to do. Do what 

he wants, how he wants. I could tell all kinds of stories.  Okay.



48

[DR. FINN]:  Well let’s work with that one.

[WENDY]:  Okay.

[DR. FINN]:  So can you imagine him speaking up to the parents?

[WENDY]:  No. I don’t see that.

[DR. FINN]:  What gets in the way?

[WENDY]:  What I see in the background is a heated discussion between 

his parents about—about what he’s supposed to be doing. So what gets in 

the way is their anger and his belief that he wouldn’t be hurt and that they 

wouldn’t be open to what he wants.

[DR. FINN]:  So it’s difficult to imagine that he could speak up and there 

could be a positive response?

[WENDY]:  Mm-hmm. Yeah.

[DR. FINN]:  What do you think about that?

[WENDY]:  It sounds like my childhood. Yeah.  

Dr. Finn asked if Wendy realized that “not everybody’s parents are like that.” Wendy 

said that she did and shared her memory of a childhood friend’s father. Dr. Finn asked 

Wendy to retell the story according to how her friend’s father would have responded to 

the boy in the card. Wendy told a second story, which she and Dr. Finn agreed was a 

better story. Wendy said she felt moved by the story and began to cry. Dr. Finn asked her 

if he could help make her sadness bearable. Dr. Finn pointed out that Wendy’s grief 

changes into self-punitive anger very quickly, which likely limited Wendy’s ability to 

“hold” grief. Dr. Finn then asked Wendy if she could tell a story in which the boy 

depicted on the card was angry. Wendy described the boy “sneaking” out of the house to 

play baseball. Dr. Finn complimented her on this story, but asked her to tell another story 

in which the boy shares his anger directly with his parents. Wendy remarked that she 

found this difficult. Dr. Finn responded:

[WENDY]:  Your life would have been in danger if you had been able to 

imagine this other path and put it into action. It was so dangerous. So and 

you’re very smart and very sensitive and you you’re a person that doesn’t 
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have to touch the stuff twice—probably doesn’t have to touch it once if 

you’ve seen someone else touch it.

[WENDY]:  Right.

[DR. FINN]:  And you learned that lesson so well.

[WENDY]:  Mm-hmm.

[DR. FINN]:  And now the circumstances have changed. In some ways 

they might be similar or you can find situations where they might be 

similar but they’re very much changed. But that learning has stayed.

[WENDY]:  Yeah.

[DR. FINN]:  So that it’s even hard to imagine the story. Imagining the 

story feels dangerous.

[WENDY]:  It does.

Dr. Finn remarked that it is difficult to unlearn traumatic experiences. He shared his own 

difficulty with “getting [his] anger back.” He asked Wendy to tell another story to the 

card in which the boy expresses his anger more directly. After Wendy did this, he 

complimented her on her story by saying, “That’s a really good story, yeah. And in a way 

the boy doesn’t do something that would hurt himself with his anger because his father 

also contains the anger and manages to keep him from not seeing the bigger picture.” 

[WENDY]: What a story. That’s a great story. I’m just amazed at all the 

detail. That sounds like fantasy-land to me. There’s some part of me that 

believes somewhere in the world families like those exist.  

[DR. FINN]:  Yeah. I agree with you. It’s probably not very common.    

But the important thing for me is it starts with a concept.  

[WENDY]:  And the concept is—

[DR. FINN]:  That that’s what we wish could happen and that’s what we 

want to bring about in the world.

Dr. Finn shared more of his personal experience in learning to express his own anger. He

then asked Wendy to tell a story to another card. She responded:
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So this woman is really depressed and angry. And, um, her depression and 

anger—basically her depression had reached such large proportions that 

she was hospitalized. She’s in a mental hospital. And she’s been in group 

therapy and doing some kind of an activity designed to help her get in 

touch with feelings. And in the course of doing this activity, she just 

became very rageful and, uh, she was encouraged to express her rage and 

so she got up and picked up the chair that she was sitting in and is getting 

ready to smash it on the floor. And she does. She is allowed to smash it.  

Or—she smashes it. I don’t know if she’s allowed to. Actually, after she 

smashes it there’s a big uproar and nurses and orderlies come running 

around and restrain her. Yes. They restrain her, and give her injections of 

medications to quiet her. So she is subdued and sedated and taken to her 

room. And put on the bed so she’s knocked out.  

Wendy related this story to her own history of having been hospitalized in college. Dr. 

Finn shared his outrage as Wendy described having been “drugged” and hospitalized 

after she became upset in response to the death of Bobby Kennedy. Dr. Finn encouraged 

Wendy to say what she would like to say to the psychiatrist who treated her now. Wendy 

expressed her anger and she and Dr. Finn considered what a better therapist would have 

said and done. Dr. Finn expressed his hope that she would have more compassion for 

herself. He suggested that she would need this to overcome the message she got from her 

former psychiatrist and family members that she is “pathological.” Dr. Finn concludes by 

tying this into the assessment questions:

[DR. FINN]:  Yeah. Well so if we go back to your question, “Why is it so 

hard for me to stop holding back and simply be who I am?” What might 

we say about today’s discussion? What pieces might be there?

[WENDY]:  That, um, you know my-- I’ve known this. You know, just 

early childhood experiences and, um, and I think the traumatic nature of 

early childhood experiences have programmed me in such a way that, um, 
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that it’s been very difficult for me to work, to work on anger and to work 

on specific areas that I need to.

[DR. FINN]:  Yeah.

[WENDY]:  In order to get free of it.

[DR. FINN]:  Can I help you here?

[WENDY]:  Yeah.  Please.  I’m just—

[DR. FINN]:  No you’re great. But I want you to give yourself this much 

compassion: “I hold back because when I grew up if I had spoke my mind 

my life would have been in peril.” I don’t think that’s overly dramatic. I 

really don’t. And it takes a lot to unlearn that.

[WENDY]:  [tearing] It’s just overwhelming hearing it said like that.  And 

hearing you say those words shows me how much in my head I am about, 

about my life.

Dr. Finn encouraged Wendy to work with her therapist on accessing her feelings of 

anger. He suggested that she and her therapist would want to move in and out of these 

feelings at first so that she is not overwhelmed. Dr. Finn said he believed Wendy would 

find others who were sensitive like she was. He asked how the initial Therapeutic 

Assessment session had been for her and she relayed that she had felt “like a new 

person.” Dr. Finn encouraged her to beware of negative feelings following this 

experience. They conferred about when they would meet for feedback and said goodbye. 
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Daily Measure Results--Wendy

1. Overall, today I felt: 1) extremely depressed; 2) fairly depressed at times; 3)

somewhat depressed; 4) so-so; 5) fairly good; 6) very good; 7) extremely happy

 Baseline vs. FU phase: baseline mean (2.77) =  FU mean (3.21) r(Lag 1) = -0.12

o No significant level change: r = +0.212; p = 0.1728. 

o No significant slope change: r = +0.056; p=0.6974

 Post-hoc comparison of 2nd half of TA phase to all other phases:

o Baseline + 1st Half TA Phase vs. 2nd Half TA Phase: 

 Baseline + 1st Half TA mean (3.02); 2nd Half TA mean (4.29)

 Significant level change: r = +0.51, p = 0.014; r(Lag 1) = 0.17

o 2nd Half TA Phase vs. Follow-Up Phase: 

 2nd Half TA mean (4.29); Follow-Up mean (3.21)

 Significant level change: r = -0.42, p = 0.003; r(Lag 1) = -0.31
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2.       My activity level today was: 1) Minimal, I was very fatigued; 2) Very low;      
3) Somewhat low; 4) ok, only mildly hampered by fatigue; 5) pretty good

6) I was as productive as I wanted to be; 7) I was extremely active

 Baseline vs. FU phase: baseline mean (2.54) =  FU mean (2.38) r(Lag 1) = -0.286

o No significant level change: r = -0.094, p = 0.5022.

o No significant slope change: r = -0.071, p = 0.5904.

 Post-hoc comparison of 2nd half of TA phase to all other phases:

o Baseline + 1st Half TA Phase vs. 2nd Half TA Phase: 

 Baseline + 1st Half TA mean (2.63); 2nd Half TA mean (3.46)

 Significant level change: r = +0.42, p = 0.019; r(Lag 1) = -0.05

o 2nd Half TA Phase vs. Follow-Up Phase: 

 2nd Half TA mean (3.46); Follow-Up mean (2.37)

 Significant level change: r = -0.48, p = 0.004; r(Lag 1) = -0.097
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3. Today my interactions with others were mostly characterized as:

1) hating people I interacted with; 2) mixed, with strong disenchantment with 

others; 3) somewhat negative; 4) ok; 5) good interactions; 6) really enjoying 

people I interacted with; 7) profoundly joyful

 Baseline vs. FU phase: baseline mean (3.69) =  FU mean (3.71) r(Lag 1) = 0.042

o No significant level change: r = +0.013, p = 0.9570.

o No significant slope change: r = -0.080, p = 0.6666.

 Post-hoc comparison of 2nd half of TA phase to all other phases:

o Baseline + 1st Half TA Phase vs. 2nd Half TA Phase: 

 Baseline + 1st Half TA mean (3.81); 2nd Half TA mean (4.10)

 No significant level change: r = +0.25, p = 0.23; r(Lag 1) = 0.10

o 2nd Half TA Phase vs. Follow-Up Phase: 

 2nd Half TA mean (4.10); Follow-Up mean (3.71)

 No significant level change: r = -0.27, p = 0.153; r(Lag 1) = 0.01
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4. Today I felt: 1) completely alienated from others; isolated; 2) almost completely 

alone; 3) different but not completely alone; 4) on the fence; 

5) that several people value and understand me; 6) like I belong to a group;

7) like I am an integral part of a community that values me

 Baseline vs. FU phase: baseline mean (2.46) =  FU mean (2.99) r(Lag 1) = 0.085

o No significant level change: R = +0.254, p = 0.1728

o No significant slope change: R = -0.197, p = 0.274

 Post-hoc comparison of 2nd half of TA phase to all other phases:

o Baseline + 1st Half TA Phase vs. 2nd Half TA Phase: 

 Baseline + 1st Half TA mean (2.69); 2nd Half TA mean (3.24)

 No significant level change: r = +0.36, p = 0.08; r(Lag 1) = 0.086

o 2nd Half TA Phase vs. Follow-Up Phase: 

 2nd Half TA mean (3.24); Follow-Up mean (2.99)

 No significant level change: r = -0.10, p = 0.53; r(Lag 1) = -0.086
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7. Overall, how hopeful about your future were you today?: 1) totally hopeless;

2) very hopeless; 3) mostly lacking hope; 4) somewhere in the middle;

5) slightly hopeful; 6) very hopeful; 7) extremely hopeful

 Baseline vs. FU phase: baseline mean (3.08) =  FU mean (3.54) r(Lag 1) = 0.24

o No significant level change: r = +0.245, p = 0.2448

o No significant slope change: r = -0.171, p = 0.4390

 Post-hoc comparison of 2nd half of TA phase to all other phases:

o Baseline + 1st Half TA Phase vs. 2nd Half TA Phase: 

 Baseline + 1st Half TA mean (3.31); 2nd Half TA mean (3.81)

 No significant level change: r = +0.23, p = 0.21; r(Lag 1) = -0.049

o 2nd Half TA Phase vs. Follow-Up Phase: 

 2nd Half TA mean (3.81); Follow-Up mean (3.54)

 No significant level change: r = -0.16, p = 0.40; r(Lag 1) = -0.004
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5. My thoughts, feelings, and behaviors seemed: 1) completely out of my control;

2) barely subject to my control; 3) erratic but controllable at times;

4) about half-way under my control; 5) mostly under my control;

6) almost completely under my control; 7) entirely under my control

 Baseline vs. FU phase: baseline mean (3.0) =  FU mean (3.35) r(Lag 1) = 0.031

o No significant level change: r = +0.296, p = 0.0868.

o No significant slope change: r = -0.175, p = 0.3142.

 Post-hoc comparison of 2nd half of TA phase to all other phases:

o Baseline + 1st Half TA Phase vs. 2nd Half TA Phase: 

 Baseline + 1st Half TA mean (3.18); 2nd Half TA mean (3.92)

 Significant level change: r = +0.48, p = 0.03; r(Lag 1) = 0.27

o 2nd Half TA Phase vs. Follow-Up Phase: 

 2nd Half TA mean (3.92); Follow-Up mean (3.35)

 Significant level change: r = -0.47, p = 0.01; r(Lag 1) = -0.017
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Time-series results: Wendy

When comparing her baseline ratings to those at follow-up, Wendy did not report 

any improvement on the six daily response items. Similarly there was no change in slope 

between Baseline and Follow-Up phases for any question. In fact, the slope trend failed 

to show any overall upward or downward movement within any of the Baseline or 

Follow-Up phases. 

Upon noticing some spikes of symptom improvement while examining the data, I 

ran more comparisons and found a notable trend. Although her general depressive mood, 

activity level, and level of control over her thoughts feelings and behaviors did not 

change significantly between Baseline and Follow-Up phases, the slope of these ratings 

shifted upwards during the TA phase and, notably, the symptoms reported during the 

second half of the TA phase (after the AI session) were improved compared to before or 

after this time period, including the first half of the TA (the period between the Initial 

session and the AI session). It should be noted, however, that 50% of the results during 

the first half of the TA (between the Initial Session and the Assessment Intervention) 

were estimated using the estimation maximization procedure (EM). Because this 

procedure cannot reliably estimate consecutive missing data points in a time-series, it is 

not possible to accurately estimate the mean of this phase. By comparing the second half 

of the TA to the first half and the baseline phase, the estimated data is made to have less 

impact on the comparison. These improvements that followed the AI session returned to 

baseline following the Feedback session. More specifically, Wendy’s responses to 

“Overall, today I felt:” tended to vacillate between “2) fairly depressed at times” (31% of

responses) and “4) so-so” (28% of responses) during all phases but the second half of the 

TA during which her responses ranged from “3) somewhat depressed” (29% of

responses) to “5) fairly good” (43% of responses) and saw her only response of “6) very 

good” during the entire study. Her responses to “My activity level today was:” tended to 

range from “1) Minimal, I was very fatigued” (17% of responses) to “2) Very low” (25% 

of responses) to “3) Somewhat low” (53% of responses). However, during the second 
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half of the TA, she responded “4) ok, only mildly hampered by fatigue” 86% of the time. 

Finally, her responses to “My thoughts, feelings, and behaviors seemed:” ranged during 

all of the phases besides the second half of the TA from “3) erratic but controllable at 

times” (58% of responses) to “4) about half-way under my control” (33% of responses). 

During the second half of the TA her response was “4) about half-way under my control” 

71% of the time and she answered “5) mostly under my control” for the only time during 

the entire study.

Brief Symptom Inventory Results

Table 4.1. T-Scores of Brief Symptom Inventory

Before
Baseline 

Phase

End of 
Baseline 

Phase

Between 
AI and 

Feedback 
Session

After 
Follow-Up 

Phase

Symptom 
Dimension 05/21/2009 07/05/2009 07/19/2009 08/17/2009
Somatization 57 61 61 57

O-C 57 54 50 49
Sensitivity 73* 64* 54 56
Depression 66* 52 40 52
Anxiety 53 44 46 43
Hostility 48 43 43 48
Phobia 55 49 52 45
Paranoia 55 57 46 46
Psychoticism 56 53 47 47

Global Indexes
Global Symptom Inventory 59 55 47 47
Positive Symptom Distress 
Index 56 53 42 46
Positive Symptom Total 58 54 51 49

Note: * =Clinically elevated for adult female outpatient norms (Derogatis, L.R., 1993)

Wendy’s Brief Symptom Inventory scores (BSI; see Table 4.1) all decreased 

through time. The Global Symptom Inventory t-score was almost 1 standard deviation 

above the mean for adult female outpatient norms (Derogatis, 1993) as measured just 
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prior to the study. This score dropped below the mean after the AI session to 47 where it 

remained when measured after the study. Additionally, all of her Symptom Dimension 

scores remained the same or decreased on the first BSI administration when compared to 

the scores from the BSI administered just prior to the Baseline phase. Most notably, her 

Sensitivity and Depression Dimension t-scores were clinically elevated at 73 and 66

respectively at the initial BSI administration. Both of these scores dropped significantly 

to subclinical levels for adult female outpatient norms by the final BSI administration. 

However, the Depression Dimension score dropped substantially by the end of the 

baseline phase, just prior to the intervention, indicating her scores on this dimension 

improved substantially before she even began the TA. 

An examination of her responses to individual items on the BSI show specific 

symptom changes that occurred between the beginning of the Baseline Phase and the end 

of the Follow-Up phase. Within the Interpersonal Sensitivity Dimension, “Feeling 

Inferior to Others” changed from “Extremely” to “ Moderately,” and “Feeling very self-

conscious with others” changed from  “Extremely” to “A little bit.”  Within the 

Depression Dimension, “Thoughts of ending your life” changed from “Moderately” to 

“Not at all.” “Feeling hopeless about the future” changed from “Extremely” to 

“Moderately,” and “Feelings of worthlessness” changed from “Extremely” to “A little 

bit.”

Of note, three items in this dimension markedly improved after the Assessment 

Intervention session, only to go back to the same or close to the prior level of severity by 

the end of the Follow-Up Phase. Her responses to “Feeling lonely” started at “Extremely” 

and decreased to “A little bit” after the AI session only to increase back to 

”Extremely” after the Follow-Up phase. More strikingly, her responses to “Feeling blue” 

went from “Extremely” on the first BSI to “Not at all” after the AI session and back to 

“Extremely” at the conclusion of the study. Her responses to “Feeling no interest in 

things” fell from “Quite a bit” to “Not at all” and then up to “Moderately.”  These items 

account for the overall Depression Dimension T-Score dropping from 66 at the first BSI 
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to 40 after the AI session and then rising back to 52 at the end of the study. This was the 

same score measured for the Depression Dimension prior to the TA.    

The two dimension scores that remained the same when comparing the first and 

last BSI administrations were Somatization and Hostility. Within these dimensions, the 

item scores at these two times changed only one point save one item in the Somatization 

Dimension. In this dimension, Wendy’s response to “Nausea or upset stomach” changed 

from “Quite a bit” to “A little bit.” The most significantly elevated item in the 

Somatization Dimension at the time of the last BSI administration was “Feeling weak in 

parts of your body” which decreased from “Extremely” on the first BSI to “Quite a bit” 

on the last BSI. Roughly half of the Symptoms of Somatization Dimension items 

increased one point during the two middle BSI administrations that occurred after the 

Assessment Intervention session only to decrease again at the last administration. These 

included “Pains in heart or chest,” “Nausea or upset stomach,” and “Numbness or 

tingling in parts of your body.”

In a reverse trend, the Hostility Dimension score as well as the score for one of 

the items for this dimension, “Feeling easily annoyed or irritated,” decreased on the 

second and third administrations of the BSI and then increased back to the original levels. 

This item decreased from “Quite a bit” on the first BSI to “Moderately” for the middle 

two BSI administrations and then back to “Quite a bit” on the last BSI. The correlation of 

this item score to the dimension score can be presumed to be high since this is the only 

item for this dimension that had scores above “A little bit” at any time. 
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Therapy Session Results

Table 4.2. Session Evaluation Questionnaire Responses- Client

The session was: 7/4/2009

Post-TA 
Feedback
7/26/2009 8/17/2009

Good 7 7 7

Easy 7 2 2

Worthless 1 1 1

Deep 4 7 7

Tense 2 2 2

Pleasant 7 4 4

Empty 2 1 1

Powerful 4 7 7

Ordinary 6 2 2

Smooth 7 7 4

Uncomfortable 2 6 4

Right now I feel:
Sad 2 5 6

Pleased 6 6 4

Still 7 3 3

Definite 7 6 6

Excited 6 2 2

Afraid 2 2 2

Unfriendly 3 2 6

Fast 4 2 2

Peaceful 3 6 4

Aroused 5 1 2

Depth: 4.6 6.8 6.8

Smoothness: 6.6 4.2 4

Positivity: 6 5.4 4

Arousal: 4.2 2.4 3

Wendy’s Session Evaluation Questionnaire’s (SEQ; see Table 4.2) completed 

immediately following therapy at three time points: towards the end of the Baseline 

Phase (7/04/2009), after the TA feedback (7/26/2009), and after the Follow-Up Phase 

(8/17/2009). The SEQ results are measured by 21 bipolar adjective scales which are rated 
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on a scale of 1-7. Twenty of these items load onto four indexes: Depth, Smoothness, 

Positivity, and Arousal. With the exception of Positivity, all of the indexes changed most 

substantially between the first SEQ and the second SEQ. Positivity decreased more 

between the second and third SEQ administrations. Of the four indices, only Depth 

increased over time from 4.6 at the first administration to 6.8 at the second. Of note, the 

main difference between the therapy session following feedback and the final measured 

therapy session was that it became less smooth but more comfortable. 

Table 4.3. Session Evaluation Questionnaire- Therapist

The session was: 7/4/2009

Post-TA 
Feedback
7/26/2009 8/17/2009

Good 6 6 7
Easy 4 3 5
Worthless 2 2 1
Deep 6 6 7
Tense 5 6 5
Pleasant 6 6 6
Empty 5 2 1
Powerful 4 5 7
Ordinary 4 5 1
Smooth 6 6 3
Uncomfortable 6 5 4

Depth: 4.6 5.2 7
Smoothness: 4.2 4 4.2

Wendy’s therapist completed the SEQ following the same three therapy sessions 

which Wendy rated on 7/04/2009, 7//26/2009, and 8/17/2009 (see Table 4.3). She 

reported an increase in depth and almost no change in smoothness between these three 

therapy sessions.  However, the individual item “Smooth” decreased from 6 to 3 between 

the post-feedback session and the post-baseline session. Also, the three sessions became 

increasingly uncomfortable from the therapist’s perspective. The sessions became more 

“full” over time but the post-feedback session was harder than the other two sessions. 



64

Satisfaction with Therapeutic Assessment

Table 4.4. Therapeutic Assessment Client Feedback 

New Self-
Awareness/ 
Understand-

ing

Positive 
Accurate 

Mirroring

Positive 
Relationship 

with the 
Examiner

Negative 
Feelings 

about the 
Assessment

Total 
Satisfaction

57.4 56.7 62.2 52.6 57.8

Wendy’s Assessment Questionnaire-2 (AQ-2) was completed as part of the TA 

protocol. All of her factor scores were above average (see Table 4.4). All of the scores 

save “Negative Feelings about the Assessment” were substantially above average, with 

Positive Relationship with the Examiner over 1 Standard Deviation above the mean. 
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Qualitative Results--Wendy

Themes of Interviews Regarding Assessment Intervention

Dr. Finn Interviews

I interviewed Dr. Finn between the Initial Interview and Assessment Intervention 

(AI) session regarding his thoughts about the forthcoming AI session. Dr. Finn expressed 

a formulation, goals, and an intervention plan towards those goals. These were structured 

but subject to adjustment depending on information he might get from the client’s 

therapist or according to what might happen in the AI session.

Client already trying to work on presenting concerns

Dr. Finn began with the following formulation:

And then she, her MMPI-2 is very, very, very depressed.  And it really 

looks like a PTSD profile and it looks very much like someone who has an

enormous complex around anger, who is pretty angry inside and has all 

kinds of reasons to be angry but is really, really inhibited around that and 

probably holds it in and maybe sometimes explodes.  I’m not sure.

He related this dynamic regarding her affect regulation to her interpersonal functioning 

and how it may keep her symptoms operating:

Or just kind of defers to people and then boils more and more and she has 

all these somatic symptoms which are very disabling to her but nobody 

can diagnose that I think I related to all of her psychological dilemma to 

some extent.

He also related her affect regulation problems and interpersonal problems to her history:

So a lot of her questions are about how she feels like she loses herself in 

relationships and holds back and isn’t able to speak her mind or express 

her feelings, etc. And she’s aware that that has to do with some 

experiences that she had in childhood.  

In Dr. Finn’s view, the questions that they formulated together in the Initial Session of 

the TA were consistent with the “context” he had formulated regarding the relationship of 
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her present suffering to her past trauma. He believed this would be helpful since she was 

already working on these problems in therapy and since Dr. Finn and Wendy had already 

collaborated to identify the nature of Wendy’s “dilemma.” However, he developed a plan 

to have her access experiences of anger in the AI and he predicted that this experience 

would be difficult but possible for her:

So, you know, a range of things can happen and the goal would be to help 

her get a little more in touch with her dilemma of change, and a little more 

in touch with what she’s going to need to be able to start accessing these 

emotional states.

Towards this end, Dr. Finn planned to focus on her inhibition in expressing anger:

So the Assessment Intervention that I’m going to do or that I’m planning 

is one that will hone in on her dilemma about expressing anger which I 

think is key to her dilemma about sort of asserting herself or finding her 

voice more in relationships. So I think I’ll take some neutral TAT cards at 

first and then some that seem to pull for anger and see what kind of stories 

she can tell. And if she tells angry stories we’ll discuss those and why she 

can do it in the cards and doesn’t in real life. More likely she will tell 

stories where people are submitting to other people and not speaking up at 

which point I’ll try to work with her to tell different stories and then if that 

goes well, maybe, um, move into like, uh, embodying the characters in the 

stories and getting her to speak in their voice and say angry and assertive 

things and we’ll deal with whatever psychological things she goes through 

as we try to do that.

As stated, Dr. Finn built some contingencies into this plan depending on the ease 

with which she accessed angry affect. He expanded on this:

Yes.  So—and, uh, one of her other major defenses is somatization so it’s 

possible that if I start doing this, she’s going to get all kinds of aches and 

pains and I’ll have to work with her around that.
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Dr. Finn acknowledged that the MMPI-2 testing indicated she was more depressed than 

he had realized upon meeting with her and that he would need to be careful not to 

traumatize her in the AI session. He predicted he would need to watch her carefully for 

signs of dissociation and would need to do grounding exercises with her if she froze or 

became speechless. 

Dr. Finn believed that the alliance with the client during the first session had been 

quite good. He reported liking the client and believed they had built a good connection. 

He predicted this would help the AI session insofar as she would be likely to trust him 

and would be more likely to lower her defenses against experiencing disturbing affect 

states. 

Dr. Finn also mentioned that his plan might change depending on information he 

received from the client’s therapist, with whom he had not yet spoken at the time of our 

interview. He said he would be interested in ways in which he could assist the therapy 

process, such as helping the client to “lean on” her therapist for help regulating affect.  

Sensitivity Required Twinning

I interviewed Dr. Finn again approximately two months after the entire 

Therapeutic Assessment. I described the entire Assessment Interview to him and played 

selected video sections from the session. Dr. Finn was consulted regarding which sections 

would be beneficial to play and discuss throughout the interview. 

Part of Dr. Finn’s understanding of the intervention in the AI is “mirroring”

exceptions in her narrative that indicate she is making a change:

Well, again, I’m just listening for little shifts about her speaking up to her 

sister, speaking up to the roommates, her taking the risk to tell [her

therapist] that she’s upset about the roommates, even though the 

roommates see her too. Just trying to mirror those…support those, and put 

them together as examples of the kind of shift she’s going to have to take.

Dr. Finn reported his belief that he had established a good alliance with the client 

stating, “I really did feel a good connection with her…I felt like I knew how to help 
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her…And I felt like she was ripe for help.” He emphasized that he believed it necessary 

to “pull” for a “twinship” type transference as described by Kohut. He described this as 

being necessary in large part due to the client’s interpersonal sensitivity and sense that 

she is quite different from most others. Dr. Finn had begun, during the Initial Evaluation,

to share with the client his hypothesis that she was quite emotionally sensitive. He 

described “twinning” in terms of several constructs throughout the interview. 1) One 

construct was the highlighting of similarities between the two of them, “to give her a 

sense of not being so different.” 2) He also described “twinning” as including “judicious 

self-disclosures” to help reduce shame by demonstrating that her problems have been 

shared by another. 3) He also described this approach as aimed at giving hope to the 

client and using his own experience as a means of teaching by giving an example of how 

a dynamic operates. 4) Dr. Finn also indicated that in some ways he was more like the 

client than her therapist was like the client, and so he was capitalizing on a chance for her 

to feel understood in her particularity. Regarding a shift he perceived the client making in 

telling her therapist that she was uncomfortable with the fact that her roommates also saw 

this therapist, Dr. Finn described having given a good deal of reinforcement or 

“mirroring.” He elaborated:

I don’t know if you’ve ever heard...my theory, you can actually do a 

therapy...just waiting until the client made a positive shift, and mirroring it 

tremendously, and just to help the person do more of that.

…I mean, Kohut talks about how important it is for people to have that 

experience of mirroring, but there’s a whole class of people who ended up 

feeling like aliens from outer space because their family didn’t do 

twinning with them…and maybe they were different from their families.  

That’s quite possible, too. And so those people, I think, feeling --

idealizing somebody and feeling like somebody who you look up to, and 

then feeling that they admire you and are like you I think is a very 

powerful experience for people who have deficits in that area…You know, 

Kohut believed that that was very connected to the sense of self that has to 
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do with achievement and striving. And here’s this lady having troubles 

really figuring out what she wants to do.  So…

Dr. Finn also indicated that this approach would not be appropriate for many 

clients, including the other subject in this study, and was used in response to his 

formulation of her personality and presenting concerns. He also emphasized that the 

perceived similarities between himself and the client must actually exist if “twinning” is 

to be successful. While he was not sure how meaningful this sense of “twinship” was for 

the client, he suspected that it was. 

Client’s Dilemma

Dr. Finn reported that early on in the AI he was attempting to articulate the 

client’s dilemma with her:

[Fowler]:  You talk about both of you being recovering Catholics. She 

quotes Marion Widman about the universe moving for people who make 

decisions, and you wonder whether there’s a huge shift occurring in her 

life right now. So it seems like you’re continuing to kind of press about 

some sort of dilemma?

[Dr. Finn]:  Dilemma, and you know, I really did have the sense that this 

lady was at a juncture in her life, partly feeling lost by that. But I -- so I 

wanted to frame that for her, and set it up for her, and use the assessment 

to try to push her through that juncture.

[Fowler]:  Mm-hmm.

[Dr. Finn]:  …onto one of many possible paths that she could take.

[Fowler]:  Mm-hmm.

[Dr. Finn]:  So I didn’t know whether it would fly, but I...I mean, I thought 

it was a very…you know, here she was, back from California, not 

knowing what to do, reconnecting with [her therapist], I mean really in a 

crisis in some ways, running out of money.

[Fowler]:  Mm-hmm.
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[Dr. Finn]:  There are lots of choices she could be making, so I wanted to 

frame it as a…sort of a fulcrum point, and then try to use the assessment to 

push her in a certain way. And not a particular precise way.

[Fowler]:  Mm-hmm.

[Dr. Finn]:  …but in a way of taking better care of herself, using her skills more, 

coming into her own more.  So…

Dr. Finn specified a “tipping point” he had identified from Wendy’s MMPI-2 results. He 

described the necessary shift as a change in how the patient experiences and expresses 

anger:

Well, again, I’m just listening for little shifts about her speaking up to her 

sister, speaking up to the roommates, her taking the risk to tell [her

therapist] that she’s upset about the roommates, even though the 

roommates see her too…just trying to mirror those...support those, and put 

them together as examples of the kind of shift she’s going to have to take.  

I mean, she’s so permeable. You know, this lady is just so permeable.  

And she takes on a bunch of stuff, and then she holds it in, and then 

suddenly she’s always sick and depressed and can’t do anything. And so 

it’s…I’m trying to support this shift towards better boundaries, not taking 

so much stuff on, not taking so much responsibility, and doing anger 

rather than depression and somatization, so…

He described the AI as an exercise that would push her toward new behaviors regarding 

anger. This required “pushing more toward these direct expressions of anger” that Dr. 

Finn pointed out as we reviewed the AI session. 

Safety Versus Uncovering

Throughout the review of the AI session, Dr. Finn pointed out the importance of 

helping Wendy connect with affective experience along with her narratives. As he stated, 

“She has her stories, but she never connects to the affect around them.” However, the 

need for affective immediacy needed to be weighed, in his view, with the danger of 
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overwhelming the client and having her experience more depression and somatization as 

a consequence of turning the anger upon herself. 

I asked Dr. Finn about the amount of time it took for him to get to the questions 

that Wendy and her therapist had written for the AI session. He indicated that he let her 

talk for as long as he could while still being able to complete the session in two hours,

saying, “…this is a woman who I felt like you needed to let her talk enough for her to feel 

understood and safe.” He described this pattern of the session as being unusual and 

contributing to his neglecting to check in at the beginning of the session about how the 

previous session with him had been for Wendy. He agreed that he was both trying to 

focus the frame as well as align her motivation with the AI session:

And again, you know, I was ambivalent because in these brief 

assessments, in a way, I wanted to get down to task. But I also wanted to 

create this space where she can feel safe with me, and we can get her 

settled down into a place where she can make use of this Assessment 

Intervention.

He believed the client was already “stirred up” and he was uncertain what degree of 

emotional immediacy, particularly her experience of anger, might be too much for her. 

He reported he thought it necessary for her to “settle” into an affective state that would 

feel safe for her. He also reported watching her very carefully for signs that she was 

feeling overwhelmed. 

Dr. Finn used several techniques to make Wendy’s affective experience more 

immediate and integrated. One method was interpreting her somatic experience of poor 

sleep as a possible means of subverting feelings in response to being stirred up by the 

Therapeutic Assessment. He described trying to remove shame regarding somatic 

complaints by talking about his allergies and describing himself and the client as both 

being “sensitive people.” 

He also used an Adolescent Apperception Test card that he believed pulled for 

anger so that he could move her “toward these direct expressions of anger.” He described

being delighted with the way in which the client moved from this story to a personal story 
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that resulted in her expressing anger. He discussed the importance of sharing his outrage 

and anger with her in response to her story of being neglected or abused by a doctor:

And so I’m just -- I’ve got that case formulation. I’m going to try to make 

various openings, open up the anger. But at the same time as you open up 

anger, you have to open up the idea that somebody can help you with it: 

“Yes, it’s dangerous. I’ll keep you safe.” And then constantly weaving the 

story of how this happened so that she doesn’t end up targeting herself 

about the fact that she has problems in this area, which I think is -- that 

creates a double lock where you’re really stuck with stuff.

Dr. Finn described an alternating pattern of affective exposure in which he would, “let 

her go in, and get out.” He relayed that if she were to go in too quickly, she might feel 

“shut up,” or she could feel a good deal of “kickback” after the session. He was trying to 

pay particular attention to this danger towards the end of the AI session:

[Fowler]: Also at this time you’re coming towards the end of your 

Assessment Intervention. Do you have to keep in mind, um, kind 

of containing?

[Dr. Finn]: Definitely. I want to make sure we haven’t blown the 

fuse.

[Fowler]:  Right.

[Dr. Finn]: Or that she’s going to go home and -- With a person like this the thing 

you’re worried about is they go home and they have the boomerang effect 

happen; and then you have this huge kickback of shame and guilt, or somatization 

or depression. So I’m worried about that.

Adding to her difficulties with experiencing anger, Dr. Finn noted themes of bad 

interpersonal consequences of anger that came up in her stories. He described the 

patient’s story about a boy in response to TAT Card 1 as having a fear of destroying the 

world with his anger. Dr. Finn hypothesizes that the client uses a self-punitive defense to 

avoid this “destroying” other people. Another difficulty adding to her inability to share 
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feelings with others and “use” others to modulate feelings is a theme Dr. Finn recognized 

of “betrayal by doctor.” He elaborated:

[Dr. Finn]: So I think part, um -- And we get the psychiatrist coming up 

here; but I don't think she’s done enough work on those betrayals and that 

prevents her from really being able to make use of a therapist to be able to 

get into these painful affect states and work them through, too, because 

she’s going to have to really lean on somebody.

[Fowler]:  So trust is an issue then?

[Dr. Finn]:  Yeah, and trust of people who are supposed to help you with 

emotions who betray you.

Assessment Intervention Engenders Greater Integration

Dr. Finn offered several examples of ways in which he believed this AI session 

helped the client through allowing greater integration of the left and right hemispheres of 

the brain or the affective and cognitive structures of the mind:

[Dr. Finn]:  So there are various ways to deepen the effect of experience.  

If you read Philip Bromberg, what he does now when people are telling 

what...He started with dreams. Somebody tells a dream. He says, “No, I 

want you to tell it present tense,” which is an old gestalt technique.

[Fowler]:  Right.

[Dr. Finn]:  He’ll use it when people are telling about events that happened 

in their life, too. It’s a way to have the person more connected to the right 

brain, less disassociated more in the affect states.

[Dr. Finn]:  Maybe the interesting thing is some of the stories got told and 

they got processed affectively in ways that they haven’t been. I mean she’s 

told that story about the good father, but never really let herself felt the 

grief, never got there.

Dr. Finn also emphasized active integration as a necessary component of the end of the 

therapeutic assessment in which he wants to “put the frame back:”
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[Dr. Finn]:  I’ll say a word about this, okay? So I’m wanting to put the 

frame back. It’s also a way of getting out of emotion back into a more left-

brain activity. So it’s part of the cool-down, but it’s not simply a 

distraction cool-down, or whatever; it’s a making sense cool-down. And, 

again, the whole idea in the therapeutic assessment is if you can have these 

experiences and then process them right-brain/left-brain combination with 

the support of the other person. It decreases shame and you have a more 

coherent story about yourself, these kinds of things.

[Fowler]: A la Daniel Siegel?

[Dr. Finn]: A la Daniel Siegel, right, or Peter Fonagy, you know, all that 

stuff. Shore believes you never have to go to the left hemisphere; that you 

just do it all by reorganizing the right hemisphere, and you just take the 

emotion and you follow it down and the right brain to right brain 

communication. But I, from my experience, believe much more that it’s 

combi…yeah, it’s wonderful and you have to do that; but this crossing 

back and forth and all direct comments to different hemispheres.

[Fowler]:  Right, so you have to kind of integrate the whole mind as much 

as you can?

[Dr. Finn]:  That’s what I think, yeah.

[Fowler]:  Yeah. 

[Dr. Finn]:  And especially for people like this because...I mean she’s been 

so disconnected from her right hemisphere I really do think that that 

weaving back and forth is going to be better for her.

Here Dr. Finn seems to be describing integration not only as an outcome but as a process, 

and a process that is cyclical or “going back and forth.” This is reminiscent of the “in and 

out” process of affective exposure but would seem to be towards a different end. 

Activating different parts of the mind in shorter succession, he seems to suggest, allows 

them to work in concert with a narrative resulting in more coherence of self narrative. 
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Wendy Interview

I interviewed Wendy approximately two months after her Assessment 

Intervention session. I summarized the session for her and played several audio recording 

excerpts from the session. The following themes emerged from the transcripts of these 

interviews with Wendy.

Ambivalence Regarding Interpretive Authority

Wendy described some ambivalence regarding Dr. Finn’s interpretive authority or 

the perspicacity of the Therapeutic Assessment itself: 

[Wendy]: And kind of…you know, as I think about it, I’ve had time to 

process it, there is a part of me that was thinking, ‘how do you know?’ 

Kind of a challenge like ‘How do you know just from the story on the 

cards and some of the things I’ve said? How would you know?’

[Fowler]: Oh, Okay, so how does Steve [Finn] have this kind of expertise 

or information?

[Wendy]: Right. 

She suggested that this may be due to the assessment not having collected enough 

information about her. However, she also offered that her incredulity may be due, in 

some part, to her own psychological defense of “denial.” She cites the fact that other 

members of her family have come to the conclusions about her childhood that Dr. Finn 

was urging her towards. Wendy also reported that she may have resisted the 

interpretation that her childhood trauma was still affecting her because it suggested that 

she had been deficient in working through it: 

I’ve managed all of it, I’ve come to terms with it, and any damage that has 

been done has been something that I’ve gotten through and I’ve managed 

quite well. And that if I were to think of it differently, that, no, I haven’t 

managed it, or that I have managed it in ways that it has just gone 

underground and that I haven’t really…that there’s a lot of it that I haven’t 

dealt with, then I would feel pretty pissed at myself.
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She added that the implication that she had not managed her trauma sufficiently came 

from herself rather than Dr. Finn. 

Wendy said the book Dr. Finn had suggested to her, The Highly Sensitive Person1, 

had lent more credibility to the findings and interpretations from the Therapeutic 

Assessment. She discussed the research basis and nomothetic data in this book as adding 

to the authority of Dr. Finn’s findings. 

In addition, the MMPI-2 profile that was showed to her during the feedback 

session of the TA had a large impact on her believing the findings:

So it’s one thing to talk about, “Oh, you have anger, you have unexpressed 

anger and you have a pretty severe level of depression,” but seeing the 

lines going almost off the page was like, “Ooh! Okay.” So that really 

spoke to me.

She indicated that the test had an “authority” to it and that it, along with Dr. Finn’s 

overall assessment, has helped identify areas of her life and personality that she needed to 

address. She reported Dr. Finn also helped her to deal with her difficulty expressing 

anger. 

Asked whether the Assessment Intervention session might have had more 

interpretive authority had the MMPI-2 test data been used in this session instead of the 

feedback session, Wendy said she might have felt more overwhelmed by the graphically 

displayed data of the MMPI-2 chart and that the TA was structured with an appropriate 

level of “gradual progression” for her. 

1The Highly Sensitive Person: How to Thrive When the World Overwhelms You, 
was written by psychologist Elaine Aron. In the book, she argues for a distinct 
personality trait that affects up to 20% of people. The book posits that the “highly 
sensitive person” has a sensitive nervous system leading to a strong awareness of 
subtleties in his/her surroundings. Such people are more easily overstimulated by their 
environments. Aron asserts that terms such as "shy," "timid," "inhibited," or 
"introverted,” are incorrectly applied to the “highly sensitive.” The book reframes 
sensitivity and considers the strengths of people with this disposition. (Aron, 1996)
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Wendy believed Dr. Finn had better information about her than had he simply performed 

a standard psychological assessment because he contextualized or buttressed the 

information from psychological testing with the material that came up during the process 

of talking with her. The manner in which Dr. Finn relayed the findings of the test data to 

her made more sense than previous psychological testing in which she would, “fill the 

bubble in, turn it in and then get a written report. This is so totally different because the 

two sessions with Steve were like therapy sessions.” She reported that she believed the 

use of the TAT cards during the Assessment Intervention session acted as additional 

information-gathering which reassured her that the TA was not relying solely on the 

MMPI-2 data. Additionally, the cards led to the Assessment Intervention session “making 

more sense” rather than simply being a therapy session. She said that she experienced the 

TAT cards as being a more “structured” form of information gathering than the MMPI-2.

Results Threatening but Validating

Wendy discussed the conflict and vulnerability she felt during the Assessment 

Intervention. She believes she was conflicted because of a part of her that did not want to 

acknowledge how hard her childhood had been or that her means of coping with her 

childhood trauma had not been her fault. She felt that her perception of her childhood as 

having not been “that bad” was being contradicted and this contradiction led to her 

fearing that her internal state might become “totally unmanageable.” She reported being 

“shocked” by the revelation that her life might have been in danger had she not coped 

exactly the way that she had as a child. 

In particular, her narration of the second TAT card in the Assessment Intervention 

was memorable to her for the degree of vulnerability she felt because it revealed “more 

information about me specifically and information more specifically from my 

subconscious. Information that would not be censored.” She said that in this case 

information was not being gathered so much as elicited. She clarified this as meaning 

feelings were elicited that were difficult to unearth and which lent to her feeling 

vulnerable. 
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Alliance Ameliorated Difficulty

Despite the vulnerability and shock she experienced during the Assessment 

Intervention, Wendy reported she felt her feelings were contained by Dr. Finn’s alliance 

with her. She described feeling initially embarrassed by her revealing her psychiatric 

problems in college but believed that Dr. Finn’s permission and acceptance allowed her 

to no longer feel embarrassed by the time she finished the processing of this particular 

story:

And it was so easy to tell Steve these things because he just...he’s such a 

sweet presence, and just has a very...there’s a way that I describe...I felt 

this enormous permission with him. There are very few people that I feel 

that with, but I just felt this incredible permission with him that, you 

know, it’s like, who you are, whatever you come up with is really okay..

She said she did not remember feeling embarrassed after Dr. Finn’s response and her 

narrative’s “becoming a story.” 

She described Dr. Finn’s reaction to her story as surprising. She said he was 

“outraged” at the way she described a psychiatrist’s treatment of her when she was in 

college. In describing the effect his reaction had on her, Wendy became tearful during our 

interview. She said she was moved because she experienced his response as protective 

feelings towards her which she was not used to. She said it was difficult for her to accept 

this protectiveness because it could mean that she had failed at protecting herself. She 

described understanding his reaction in multiple, conflicting ways which were difficult to 

describe because she did not, “have the language for it because it’s so surprising:”

It’s like, “I don’t get it. Why are you feeling protective of me?” At some 

level, I do understand it, but at this other level, I think at the level where 

I’ve learned how to manage all of that, I don’t understand it. You just deal 

with it and go on.

She volunteered during the interview that this second “level” in which she believes Dr. 

Finn’s empathy and insight implied that she had failed to cope or “move on” was part of 

a defensive “self-blaming thing.”
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She reported in the interview that Dr. Finn may have helped her to name this 

complex experience by articulating and displaying the feelings she and he were 

experiencing. She also told me this naming validated her suspicions that what had 

happened to her had not been “ok.” She spoke of this as a reminder of “deep memories” 

of being wronged by her psychiatrist:

Yeah, and it’s always as if I’ve lost the language, lost the words and when 

I think about those experiences, they kind of, um...they’re just kind of flat 

unless...um, it’s just hard to talk about. It’s like they really are kind of one 

dimensional unless somebody says something and then it does evoke a 

feeling that is very, very old.

Had To Keep Self From Flooding

While Wendy said that Dr. Finn’s empathy had helped to contain her, she also 

said she had to contain herself due to the difficulty of experiencing deep feelings and an 

uncertainty of what the frame of the AI session was and whether she needed to maintain a 

boundary. 

Wendy thought the Assessment Intervention session maintained a good balance 

between too much intensity and too little:

[Wendy]: Um, I think, um, during the sessions there was pretty much of a 

balance. But part of it is that I’m really well-defended and well-guarded 

and Steve picked up on that, that…he saw some of my really good defense 

mechanisms about going into understanding and story telling and doing 

self-targeting…

However, Wendy suggested she may have remained defended against more probing or 

anxiety-producing revelations of her feelings and thoughts:

[Wendy]: I can speak as if I’m feeling things, I have a lot of insight, and 

I’m really slick and it looks like I’m at a deep level and I’m really not.

[Fowler]: Oh! There’s a bit of an “as if” quality going on, like, “I’m going 

to pretend like I’m really getting to material,” but you’re not necessarily?
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[Wendy]: Yeah…Part of why I am so well defended is that I am in danger 

of getting flooded and overwhelmed.

She continued to describe how her defenses have a purpose and explained that quickly 

and completely eradicating them would lead her to “dissolve into a lump on the floor.” 

She reported that she did become overwhelmed by the material discussed and 

experienced in the AI session, but that she was able to hold herself together during the 

session. Afterwards she said she “would go home and go to bed or cry or just kind of feel 

shell-shocked and then I’d go into therapy and then work with [my therapist] on that and 

she would help me balance the feelings.” Wendy said she would not allow herself to 

“dissolve” during the AI session because it “is not really a therapy session.” 

Wendy reported to me that she did allow herself to “get flooded” in the presence 

of her therapist, but not in the TA because the guidelines or framework of the TA were 

unclear to her. She also said she understood this to be a “defense”:

I’m a good girl for protection because I don’t want to unravel. I felt like 

this is not the place for that. I mean this is not really a therapy session, this 

is a therapeutic assessment, so part of me was monitoring, “Okay, you’re 

having really strong feelings right now and feeling like you’re going to be 

flooded.” And I think part of it was juts kind of an automatic response, an 

automatic defense mechanism that I have that kicks in. 

She said she might have wanted to ask Dr. Finn, “what are the ground rules here?” She 

described her deciding to impose her own “restrictions” on herself since she was not sure 

what was appropriate or how uncomfortable the “depth of feelings” could become. 

This theme of Wendy’s needing to contain herself would seem to be a 

contradiction of her description of the alliance with Dr. Finn allowing her to reveal 

vulnerability-inducing experiences. This will be discussed further in my discussion of 

Wendy’s case, as it may speak to the relationship between defense and containment in the 

Assessment Intervention. 
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Outcome of TA

Wendy reported that the feedback letter that she received from Dr. Finn allowed 

her to control or “dose” the degree to which she feels overwhelmed:

What I liked about it is that I’ve read it several times and when I first read 

it again, it was overwhelming because it said basically the things that 

Steve was saying during our session. And, um, so having it written down 

allows me to kind of…I’ll have this particular level of feeling 

overwhelmed or like kind of shell shocked, process that, go back, read it 

again, “Oh, okay.” So I’ll get a little bit more information and not feel 

quite as overwhelmed and so it can be a little bit more believable for me, 

then I’ve read it a third time and “oh, okay.”

Wendy agreed in the interview that the TA changed the terms of how she could accept 

herself. She reported this was occurring as she became more comfortable with and 

accepting of the information from the TA and the letter. Wendy said she believed the TA 

led to more comfort with a part of herself that she had not believed to be culturally 

sanctioned. She reported she believed the TA gave her permission to integrate this 

previously unintegrated part of herself due to her recognition that “it’s not so crazy and 

that it is actually real.” 

She stated in the interview that she thought this was a beginning stage of 

acceptance. She hoped the TA would allow her to progress in therapy on “you know the 

part of my childhood that I’ve been able to work to a certain level and then could tolerate 

no more, I’m really at a point where I need to get to the deeper level of that.”

She said the process had been “enlightening” because it had allowed her to notice 

her self-targeting behaviors, and ways in which she distanced herself from sad feelings. 

She also believed she became more able to recognize how she might turn anger upon 

herself rather than others:

When I noticed that I was targeting myself, when I would hear, oh, self-

loathing statements or critical judgmental statements, I would stop and see 

if I could identify anger and what was really my anger directed at that I 
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wasn’t comfortable, um, with, uh, dealing with, so it really did help 

increase self-awareness.
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Paul’s Results

Paul’s Brief Biography and History of Presenting Concerns

Paul (pseudonym) was a 32-year-old man raised in a medium-sized southwestern

town. He is the youngest child and has two half sisters from his father’s previous 

marriage and one full biological sister. Paul described having had a difficult childhood in 

which he was he was frightened and neglected by his father. He reported having 

problems with his father throughout his life and feeling his father was a cause of his 

insecurity. He said his father had been harsh with him throughout his life. Paul believed 

his sisters were also having difficulty in life because of difficulty with their father. 

Growing up, Paul had been much closer to his mother and was a bit of a “mama’s boy.”

Paul attended a university in the southwest and switched majors several times. He 

attended law school and worked for a district attorney in a major city in the southwest. 

He said he had enjoyed communicating to jurors, but had not liked the day-to-day 

experience of being an attorney. He drank “a lot” while working as a lawyer, and 

performed poorly as he became unhappy in his job. He was asked to leave his job three 

years ago. He reported having a difficult time finding a calling after leaving his law job. 

He worked as a bartender, and then for a real estate firm for two and a half years until he 

was laid off. He had thoughts of possibly joining the Navy or Naval Reserve. He believed 

he had a large capacity to mask his “inner turmoil,” which led to his having difficulty 

following through on work or other commitments. He also thought he lacked 

assertiveness. He also reported being overly competitive with girlfriends. He had 

difficulty remaining faithful to his most recent girlfriend, but felt abandoned when they 

broke up. 

Paul had been seeing a female therapist for two months at the time of his referral 

to Dr. Finn. He had seen a male therapist prior to his current therapist after breaking up 

with a girlfriend. He reported feeling patronized and humiliated by this male therapist. At 

the time of our interview, Paul felt that his current therapy had become “trite” and was 

not getting to root causes. 
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Paul’s Assessment Questions:

In the first TA session, Paul and Dr. Finn collaboratively developed the following set of  

assessment questions:

1) How is counseling supposed to work? How can I get the most out of it? What can [my 

therapist] do and what can I do?

2) How can I come to have more confidence and self esteem?

3) What do I need to do to not end up like my Dad and Grandpa? 

4) How can I come to know better what I want to do and what’s getting in the way?

5) What is necessary for me to hold onto my adult competent self in the presence of my 

parents?

6) How can I support the success of people I am in relationships with and still feel good 

about myself?

7) What are the psychological variables that are getting in the way in my being successful 

and how o I get past them?

Therapist Assessment Questions:

Paul’s therapist came up with the following questions for the assessment:

1) What is he up against if he does plug in more to his authentic self?

2) How is it that he discounts significant internal information when he’s making 

important decisions?  

3) How can he come to pursue his dreams with the same vigor that he avoids 

humiliation?

Paul Assessment Intervention Summary

Dr. Finn asked Paul how he was doing and Paul discussed the job he had begun 

since he last saw Dr. Finn. Paul relayed how bad a fit the job was for him because he was 

“chained to [his] desk” with no one around him. Dr. Finn reviewed the assessment 

questions that he and Paul had constructed in their previous session as well as the 

questions from Paul’s therapist. Paul said that his therapist’s questions were, “kind of a 

slap in the face but they’re good. It’s a good slap in the face.” Paul interpreted one of his 
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therapist’s questions as her seeing his struggle in terms of “playing to not lose rather than 

playing to win.” Dr. Finn asked Paul whether this seemed true and Paul responded that he 

believed so. Dr. Finn and Paul discussed some examples of this concept in Paul’s life. In 

response to Dr. Finn’s question, “So what’s your best guess about why the humiliation is 

such a—the losing is such a negative for you?” Paul related this to his father being very 

critical of him. The conversation proceeded:

[Dr. Finn]:  So it’s very undermining.

[Paul]:  Very undermining. Yes. You never—it’s never—and it’s never 

deliberative in the sense that you did a great job, but here you missed a 

couple of things. It was always, “Let’s go look where you fucked up.”  

You know. It was—maybe not those words, but—

[Dr. Finn]:  It really cuts you off at the knees.

[Paul]: Yes. So you never feel like you can build on that because you feel 

like everything you’re going to do is not going to be worth a shit anyway.

[Dr. Finn]: Oh what an awful experience.

[Paul]: I’m still living it.

Dr. Finn then asked, “Any hints about, any thoughts about this question, ‘what is Paul up 

against if he plugs in more to his authentic self?’” Paul answered that he believes he does 

not want to close off any possibilities and that, because he has so much potential, it is 

difficult for him to act. Dr. Finn agreed with him and noted that having many choices 

requires that Paul know what he wants to do and that he comes from an environment in 

which he had to “tune out” what he wanted, “Because if it didn’t fit with what your 

parents wanted, it wasn’t going to go very well.”

Paul said that he did not want to blame this all on his parents because, “I went to law 

school because of self confidence issues.” To which Dr. Finn responded, “And because it 

was your dad’s dream.”

They agreed that law was not Paul’s passion. Paul acknowledged that he probably 

knew he was suppressing his desires at some level. When urged to “turn the volume up” 

on his desires for himself, Paul returned to his difficulty with “beating up” on his parents. 
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Dr. Finn and Paul explored the complexity of taking responsibility for changing his 

circumstances and the difficulty of acknowledging his father’s failures while still loving 

him. Paul then said it was difficult to acknowledge the damage his parents did to him and 

continue having contact with them. Dr. Finn then segued into the assessment intervention 

task:

[Dr. Finn]:  Makes sense. Well, let me tell you a little bit about what I 

want to do today. So I’m just—an activity that I think may help us hone in 

on this question about what are some of the psychological variables 

getting in the way of my being more successful and how do I get beyond 

those.

[Paul]:  Uh huh.

[Dr. Finn]:  What I want to do is do a test together and it’s very different 

than the MMPI-2.

[Paul]:  Okay.

[Dr. Finn]:  And then afterwards we’ll talk about it while keeping this 

question in mind.

Dr. Finn then gave instructions for Paul to tell stories about pictures he would be shown 

from some cards. Dr. Finn showed Paul a card from the Thematic Apperception Test. 

Paul described the boy in the card as being upset. He went on, “Probably either failed at 

something or did something wrong or haven’t…isn’t having a good day.” When asked 

what will happen next, Paul added, “I guess if he comes to my world he probably sucks it 

up and goes on. Deals with it and goes on.” Dr. Finn then presented an Adolescent 

Apperception Test card, to which Paul responded with a narrative in which a boy has 

disappointed his father and is rebuked. Dr. Finn then presented a third card:

[Paul]:  Looks like a kid or son and a father figure…father coming in. I 

have no idea what they’re doing. Looks like he got him. Maybe he’s on 

the floor doing something and his dad comes in and he was just looking up 

to see what his dad wants. Hmm. This is difficult.

[Dr. Finn]:  Sure. Yes. These aren’t easy.
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[Silence]

[Dr. Finn]:  Sorry.

[Silence]

[Paul]:  I don’t even know what to say without  crying. I’m sorry.

[Paul cries silently]

[Dr. Finn]:  But—

[Paul]: I know. Uh—I guess because I—I guess I. Why—obviously 

there’s a pattern to them. But this one really I think I’ve felt like this kid 

before.

[Dr. Finn]:  Yes. What’s he feeling?

[Paul]:  Um. Probably that he didn’t do anything wrong.  But he’s going to 

get blamed for something.

[Dr. Finn]:  I see.

[Silence]

[Dr. Finn]:  And what happens after?

[Paul]:  Same thing as always, he goes and deals with it. Whatever it is.

[Dr. Finn]:  And how does it affect him?

[Paul]:  He’s upset. But he just pushes it down. And it affects him in ways 

he obviously doesn’t realize at the time. Which is a sad reflection on this 

picture, because this picture could be anything. It’s a sad reflection on 

what my thoughts are on it and my opinion. Because it doesn’t have to be 

a bad picture, obviously.

[Dr. Finn]:  Well, you’re smart enough to see that your stories are telling 

us something about what you’ve been through.

[Paul]:  That are what?  I’m sorry.

[Dr. Finn]:  That your stories are telling us something about what you’ve

been through.

[Paul]:  Yes. Yes.

[Dr. Finn]:  That’s why we give this test.
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Dr. Finn then asked Paul what it was like for him to experience these emotions. Paul 

indicated that the presence of the video camera was making it more difficult for him to 

experience negative emotions. He then discussed his recent journal writings. Dr. Finn 

said he believes Paul has had to “push all this stuff down and just keep going.” Paul said

he could see how this would get in the way of his developing. They considered specific 

beliefs that Paul could have internalized as a boy, such as never being able to do anything 

right and doing what others wanted him to do. Dr. Finn discussed how important it is for 

children to have positive regard for their parents, which prompted Paul to remember his 

discomfort around his father. Upon Dr. Finn’s prompting Paul for his earliest memory, 

Paul relayed his first hunting trip with his father in which Paul’s father let the deer Paul 

had shot get away. Dr. Finn told Paul that “this was not right,” especially in light of 

Paul’s sensitivity as measured on the MMPI-2. They considered together how Paul’s 

reactions to this event also contributed to “getting in the way of being successful.” 

Dr. Finn and Paul discussed the importance of Paul being able to share feelings 

with his therapist. Dr. Finn relayed that Paul’s sharing sad feelings with his therapist 

would help him resolve the shame he feels about his feelings. They consideredd jobs that 

might be a better fit for Paul’s sensitive demeanor. Dr. Finn closed the session by stating 

his hope regarding Paul’s getting in touch with his own desires and ambition:

[Dr. Finn]:  Well the other thing I think is you’ve cleared this stuff out.  

You’re going to hear your inner voice even more clearly and when you 

have ten options, it’s very difficult to choose and the only way to know to 

chose is be very hooked up to that internal direct guidance system and this 

stuff has been kind of mucking up your ability to—

[Paul]:  Totally. Totally.

[Dr. Finn]:  So when you get this out of the way—you’ll listen inside and 

you’ll say which of these ten things do I want to do and there will be a 

voice that goes, “this one.”

[Paul]:  And I won’t be scared to do it.
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Daily Measure Results--Paul

1. Overall, today I felt: 1) Miserable, 2) Quite unhappy, 3) Somewhat unhappy, 

4) Neutral, 5) Happy, 6) Very happy, 7) Extremely happy

 Baseline vs. FU phase: baseline mean (4.08) =  FU mean (4.15) r(Lag 1) = +0.124

No significant level change: r = +0.033, p = 0.874.

No significant slope change: r = -0.101, p = 0.612.

 Post-hoc comparison of 6 days after AI to all other phases:

o Baseline vs. 6 days after AI session

 Baseline mean (4.08); 6 days after AI mean (4.83)

 No significant level change: r = +0.312 , p = .18; r(Lag 1) = -0.06.

o 1st half of TA phase vs. 6 days after AI session

 1st half of TA mean (3.46); 6 days after AI mean (4.83)

 Significant level change: r = +.49, p = .01; r(Lag 1) = -.27.

o 6 days after AI vs. follow-up phase

 6 days after AI mean (4.83); follow-up mean (4.16)

 No significant level change: r = -.25, p = .28; r(Lag 1) = +.23.
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2. How bothered were you by the sense that others were beating you down or 
mistreating you today?:  1) Devastated; 2) Very bothered; 3) Quite bothered; 
4) Somewhat bothered; 5) A little bothered; 6)Barely bothered; 7) Not bothered

 Baseline vs. FU phase: baseline mean (5.62) =  FU mean (5.29) r(Lag 1) = -0.002

o No significant level change: r = -0.128, p = 0.454.

o No significant slope change: r = +0.096, p = 0.554.

 Post-hoc comparison of 6 days after AI to all other phases:

o Baseline vs. 6 days after AI session

 Baseline mean (5.62); 6 days after AI mean (6.33)

 No significant level change: r = +.26, p = .23; r(Lag 1) = -.13.

o 1st half of TA phase vs. 6 days after AI session

 1st half of TA mean (5.26); 6 days after AI mean (6.33)

 No significant level change: r = +.31, p = .25; r(Lag 1) = +.13.

o 6 days after AI vs. follow-up phase

 6 days after AI mean (6.33); follow-up mean (5.29)

 Significant level change: r = -.35, p = .05; r(Lag 1) = +0.00
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3. Regarding confidence, today I felt:1) Extremely insecure; 2) Very insecure; 3) 

A little insecure; 4) Neutral; 5) Somewhat confident; 6) Very confident; 7) Extremely 

confident

 Baseline vs. FU phase: baseline mean (3.38) =  FU mean (3.78) r(Lag 1) = +0.218

o No significant level change: r = +0.160, p = 0.444.

o No significant slope change: r = = +0.067, p = 0.734.

 Post-hoc comparison of 6 days after AI to all other phases:

o Baseline vs. 6 days after AI session

 Baseline mean (3.38); 6 days after AI mean (4.83)

 No significant level change: r = +.57, p = .08; r(Lag 1) = +.42.

o 1st half of TA phase vs. 6 days after AI session

 1st half of TA mean (3.67); 6 days after AI mean (4.83)

 No significant level change: r = +.45, p = .07; r(Lag 1) = +.08.

o 6 days after AI vs. follow-up phase

 6 days after AI mean (4.83); follow-up mean (3.78)

 No significant level change: r = -.37, p = .13; r(Lag 1) = +.31.
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4. My motivation today was: 1) Non-existent; 2) Very low; 3) Somewhat low; 

4) Neutral; 5) Moderate; 6) Pretty strong; 7) Very strong

 Baseline vs. FU phase: baseline mean (3.54) =  FU mean (3.95) r(Lag 1) = +0.110

o No significant level change: r = +0.152, p = 0.416.

o No significant slope change: r = -0.296, p = 0.113.

 Post-hoc comparison of 6 days after AI to all other phases:

o Baseline vs. 6 days after AI session

 Baseline mean (3.54); 6 days after AI mean (5.0)

 Significant level change: r = +.47, p = .05; r(Lag 1) = +.08.

o 1st half of TA phase vs. 6 days after AI session

 1st half of TA mean (4.07); 6 days after AI mean (5.0)

 No significant level change: r = +.35, p = .07; r(Lag 1) = -.26.

o 6 days after AI vs. follow-up phase

 6 days after AI mean (5.0); follow-up mean (3.95)

 No significant level change: r = -.37, p = .11; r(Lag 1) = +.28.
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5. Overall, how hopeful about your future were you today?:  1) totally hopeless; 

2) very hopeless; 3) mostly lacking hope; 4) somewhere in the middle; 5) slightly 

hopeful; 6) very hopeful; 7) extremely hopeful

 Baseline vs. FU phase: baseline mean (3.92) =  FU mean (4.30) r(Lag 1) = +0.339

o No significant level change: r = +0.180, p = 0.456.

o No significant slope change: r = -0.152, p = 0.530.

 Post-hoc comparison of 6 days after AI to all other phases:

o Baseline vs. 6 days after AI session

 Baseline mean (3.92); 6 days after AI mean (4.83)

 No significant level change: r = +.45, p = .10; r(Lag 1) = +.20.

o 1st half of TA phase vs. 6 days after AI session

 1st half of TA mean (4.32); 6 days after AI mean (4.83)

 No significant level change: r = +.24, p = .35; r(Lag 1) = +.09.

o 6 days after AI vs. follow-up phase

 6 days after AI mean (4.83); follow-up mean (4.29)

 No significant level change: r = -.24, p = .37; r(Lag 1) = +.41.
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Time-series results: Paul

Paul did not report any improvement on the five daily response items. Similarly,

there was no change in slope between Baseline and Follow-Up phases for any question. 

There was a good deal of variability of daily measure scores within each phase of the 

study, but all score means were relatively stable. There were few apparent score variation 

trends within phases other than a relatively even oscillation of scores on several items 

from above neutral to below neutral with a period of one or two days. 

Upon running post-hoc analyses based on observed patterns in the data, the 

weeklong period just after the AI session showed improved scores for several questions. 

In addition, a visual comparison of each of the question scores during this weeklong 

period indicated more score stability (greatly reduced range). Paul’s happiness improved 

from between “Somewhat Unhappy” and “Neutral” to “Happy” when comparing the first 

half of the TA to the six days after the AI. He reported being less than “Barely bothered” 

by a sense that others were mistreating him or “beating him down” during this same 

period, which was better than the baseline period by a point on the item scale. His 

motivation improved to “moderate” during this period as compared to ratings that fell 

between “Somewhat low” and “Neutral” during the baseline phase. There were nearly 

significant increases in both “hope” and “confidence” during this period after the AI as 

well. This same six day period is also the highest six-day period mean for each question 

(except “Overall, today I felt”) when compared visually to any other six-day period for 

the given question.   

Paul’s responses to “Overall, today I felt” averaged “4) Neutral” for the entirety 

of the study. His mean response to “How bothered were you by the sense that others were 

beating you down or mistreating you today?” remained between “5) A little bothered”

and  “6) Barely bothered” for all phases of the study. He responded to “Regarding 

confidence, today I felt” with an average response between “3) A little insecure” and “4) 

Neutral” for all phases of the study. His average response to “My motivation today was” 

was between “3) Somewhat low” and “4) Neutral” during the Baseline phase but was 
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very close to “4) Neutral” during the Follow-Up phase. However, the difference was not 

statistically significant. Similarly, Paul’s responses to “Overall, how hopeful about your 

future were you today?” averaged to “4) somewhere in the middle” during the Baseline 

phase but averaged between “4) Somewhere in the middle” and “5) slightly hopeful” 

during the Follow-Up phase. This difference also was not statistically significant. 

Brief Symptom Inventory Results

Table 4.5. T-Scores of Brief Symptom Inventory

Before
Baseline Phase

Between
AI and Feedback 

Session
After

Follow-Up Phase
Symptom Dimension 4/30/2009 6/6/2009 7/9/2009
Somatization 38 38 44

O-C 61 47 50
Sensitivity 63* 58 58
Depression 56 52 58
Anxiety 50 50 47
Hostility 48 48 44
Phobia 58 48 46
Paranoia 67* 57 57
Psychoticism 62 53 40

Global Indexes
Global Symptom Inventory 59 49 50
Positive Symptom Distress 
Index 58 47 49
Positive Symptom Total 55 49 51

Note: *=Clinically elevated for adult male outpatient norms (Derogatis, 1993)

Paul’s Brief Symptom Inventory (BSI) scores decreased overall through time (see 

Table 4.5). The Global Symptom Inventory t-score was almost 1 standard deviation 

above the mean for adult male outpatient norms (Derogatis, 1993) as measured just prior 

to the study. This score dropped just below the mean after the AI session to 49 and 

increased slightly to 50 after the Follow-Up phase. Additionally, all of his Symptom 

Dimension scores decreased when comparing the scores from before the study to those 

after, with the exception of Somatization and Depression. The Somatization Symptom 

Dimension score started well below the mean at 38 and increased but remained below the 
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mean with a score of 44. The Depression Symptom Dimension score started at 56 and 

increased ultimately to 58 after dropping to 52 after the Assessment Intervention session.  

Paul’s most highly elevated Symptom Dimension scores at the first test point 

were Sensitivity and Paranoia, which were clinically elevated at 63 and 67 respectively. 

Both of these scores dropped significantly to subclinical levels, but remained above the 

mean at the end of the study. The Sensitivity Symptom Dimension score ended at 58 and 

the Paranoia Symptom Dimension score at 57. Both of these scores saw all of their 

improvement between the first administration and the retesting following the Assessment 

Intervention. They both remained the same as the post AI session level when tested 

immediately following the study.

The individual item response scores on the BSI suggest interesting symptom 

trends. The Paranoia Symptom Dimension score on the first BSI administration was 

comprised of the following item answers: “Extremely” to the item, “Feeling that people 

will take advantage of you if you let them,” “Quite a bit” to “Others not giving you 

proper credit for your achievements,” “Feeling that you are watched or talked about by 

others,” and “Feeling that most people cannot be trusted,” and “Moderately” to “Feeling 

that others are to blame for most of your troubles.” All item scores decreased 

significantly except “Feeling that most people cannot be trusted,” to which Paul answered 

“Quite a bit” on all three administrations and “Feeling others are to blame for most of 

your troubles,” which varied in score from “Moderately” to “A little bit” to “Moderately” 

over the three administrations. All of the item scores of the Sensitivity Symptom 

Dimension decreased when comparing the initial BSI results to the final BSI results 

except for “Your feelings being easily hurt,” which increased from “Moderately” to 

“Quite a bit.” The Psychoticism Symptom Dimension was almost clinically elevated on 

the initial BSI by the responses “Quite a bit” to “The idea that someone else can control 

your thoughts,” and “The idea that something is wrong with your mind,” “Moderately” to 

“Feeling lonely even when you are with people,” and “Never feeling close to another 

person,” and “A little Bit” to “The idea that you should be punished for your sins.” All of 

these Psychoticism Symptom Dimension scores decreased to “Not at all” or “A little bit” 
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by the second administration of the BSI and remained at or below these levels on the final 

BSI. 

Within the Interpersonal Sensitivity Dimension, “Feeling Inferior to Others” 

changed from “4) Extremely” to “3) Quite a bit.” Also, “Feeling very self-conscious with 

others” changed from “3) Quite a bit” to “2) Moderately.” The item “Your feelings being 

easily hurt” changed from “Moderately” to “Quite a bit.” Within the Depression 

Dimension, “Thoughts of ending your life” changed from “0) Not at all” to “1) A little 

Bit” (as stated previously, the client was evaluated by me for suicide risk over the phone 

after this BSI administration); “Feeling lonely” and “Feeling blue” increased from “3) 

Quite a bit” to “4) Extremely,” contributing to the increase in Depression Symptom 

Dimension score from first to last BSI administration.
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Therapy session results

Table 4.6. Session Evaluation Questionnaire Client Responses

The session was: 5/12/2009

Post-TA 
Feedback
6/20/2009 7/9/2009

Good 4 6 7

Easy 6 4 3

Worthless 5 2 2

Deep 3 5 7

Tense 3 2 3

Pleasant 5 4 7

Empty 5 2 2

Powerful 3 5 6

Ordinary 3 4 2

Smooth 5 3 6

Uncomfortable 6 2 2

Right now I feel:
Sad 3 5 2

Pleased 5 6 6

Still 3 3 5

Definite 3 2 4

Excited 3 5 5

Afraid 5 5 3

Unfriendly 1 1 2

Fast 6 4 4

Peaceful 4 5 5

Aroused 4 4 4

Depth: 3.4 5.2 6.2

Smoothness: 4.6 4.6 5.4

Positivity: 4.6 4.2 5.4

Arousal: 4.4 4.2 3.8

Paul completed a Session Evaluation Questionnaire (SEQ) following therapy at 

three time points: towards the end of the Baseline phase (05/12/2009), after the TA 

feedback (06/20/2009), and after the Follow-Up phase (07/09/2009) (see Table 4.6). With
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the exception of “Arousal,” all of the index scores increased when comparing the first 

and last scores. Specifically, Paul rated the “goodness,” “worth,” “depth,” “fullness,”

“power,” and level of “comfort” of the therapy sessions as two or three points higher in 

the therapy session after the Feedback session when compared to a therapy session 

measured during the Baseline phase. These scores either remained the same or further 

improved on the SEQ for the session measured during the Follow-Up phase. Paul 

reported the therapy session following the Feedback session became more “rough” for 

him than the Baseline session, but he evaluated his Follow-Up phase therapy session as 

more “smooth.” Paul reported the three measured therapy sessions became more difficult 

over time. He reported an increase in excitement as well as a marked increase in sadness 

after his post Feedback therapy session when compared to the Baseline session.  He also 

reported feeling more “slow” after his baseline phase session. 

Table 4.7. Session Evaluation Questionnaire-Therapist 

The session was: 5/12/2009

Post-TA 
Feedback
6/20/2009 7/9/2009

Good 4 6 6
Easy 4 4 4
Worthless 4 3 3
Deep 3 6 6
Tense 4 4 4
Pleasant 4 4 4
Empty 5 2 3
Powerful 3 6 6
Ordinary 6 3 3
Smooth 4 4 3
Uncomfortable 4 4 4

Depth: 3 5.6 5.4
Smoothness: 4 4 3.8

Paul’s therapist completed the SEQ following the same three therapy sessions 

which Paul rated on 05/12/2009, 06/20/2009, and 07/09/2009 (see Table 4.7). She 

reported an increase in depth and almost no change in smoothness between these three 
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therapy sessions.  Notably, the most improvement in depth was reported following the 

Feedback session and mostly maintained in the Follow-Up phase session that was 

measured. Specifically, she rated the session following the feedback as improved for the 

constructs “good, deep, full, powerful, and special” over the session measured during the 

Baseline phase. 

Satisfaction with Therapeutic Assessment

Table 4.8. Assessment Questionnaire 2

New Self-
Awareness/ 
Understand-

ing

Positive 
Accurate 

Mirroring

Positive 
Relationship 

with the 
Examiner

Negative 
Feelings 

about the 
Assessment

Total 
Satisfaction

52.5 51.1 59.4 54.9 53.1

All of Paul’s Assessment Questionnaire-2 (AQ-2) factor scores were above 

average (see Table 4.8). The “Positive Relationship with the Examiner” score was nearly 

one standard deviation above the mean, but the “Negative Feelings about the 

Assessment” score was nearly one-half standard deviation above the mean. Paul 

answered “Strongly Agree” to every item loaded on the “Positive Relationship with the 

Examiner” score except “I felt very close to the assessor” to which he agreed and “I 

really connected with the assessor” to which he responded neutrally. The elevation in 

Negative Feelings about the Assessment score are due to Paul’s agreeing with the items: 

“I felt exposed,” ”I felt I was under a microscope,” and “The assessment was unsettling 

to me.” He strongly agreed with the items: “At times during the assessment, I felt like I 

did when I was a child,” and “The assessment was emotionally draining.” 
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Qualitative Results--Paul

Themes of Interviews Regarding Assessment Intervention
Dr. Finn Interviews

As with Wendy, I interviewed Dr. Finn between the Initial Interview and 

Assessment Intervention (AI) session regarding his thoughts about the forthcoming AI 

session with Paul. Dr. Finn expressed a formulation, goals, and an intervention plan 

towards those goals. These were structured but subject to adjustment depending on 

information he might get from the client’s therapist or according to what might happen in 

the AI session.

Formulation

Dr. Finn developed a formulation prior to the AI in which he discussed the client

as not being as high functioning as he appeared to be. Dr. Finn also thought Paul had 

difficulty getting help in managing difficult affect states. He described the client’s shame 

as preventing him from using others to help him manage distressing affect. Dr. Finn 

suggested this was due to the patient’s family and developmental history. Dr. Finn 

suspected that Paul was aware of his difficulty in sharing feelings and getting help with 

them from other people but that he would not understand why he resists these 

experiences. He thought Paul’s difficulty with this was a result of his being very 

emotionally sensitive and having a father who did not help him with difficult feelings. In 

Dr. Finn’s estimation Paul was the “worst kind of kid to have had a dad like this.”

Dr. Finn understood the MMPI-2 results to indicate a very sensitive, unformed 

man with a brash, defensive exterior. He was surprised by the level of distress Paul 

exhibited on the MMPI-2. Who Paul is “underneath” seemed to be more consciously 

available to Paul than Dr. Finn would have guessed. Dr. Finn was also surprised that Paul 

seemed to be somewhat comfortable sharing this distress. Dr. Finn expected that the 

MMPI-2 would reflect a more defensive attempt on Paul’s part to present himself well. 

Dr. Finn said he had worried that he would not have test data reflecting the severity of 

Paul’s distress since he had not administered a Rorschach inkblot test. 
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Dr. Finn described Paul’s predicament as his not being “hooked up to his 

authentic self.” He thought Paul would likely experience depression and less functionality 

for some time if he were. He described this in terms of identity development:

[Dr. Finn]: …in a way he looks like he’s all put together and grown up, 

but there’s not a lot of identity development there and so just and the 

questions were pretty—like, “how does therapy work?”  That’s not the

kind of stuff I usually have to explain to clients.

[Fowler]: Right.

[Dr. Finn]: But I just think he’s lost in a profound way but then he has this 

adult confident self piece that’s on top that can fool a lot of people. 

Dr. Finn went on to link this lack of self-definition to Paul’s difficulty committing 

to work and making choices about what he wants to do with himself. He pointed out that 

the only story of commitment Paul was able to tell was being motivated by avoiding 

humiliation. Despite this, he pointed out that Paul had “a lot of ego strength,” which 

allowed him to avoid disturbing affect states. He described Paul as having a “deep 

longing to know himself” which had led him to pursue counseling. 

Level-3 Information

Dr. Finn described the high level of distress the patient is truly in as the Level 3 

information to be explored in the AI session. Recall that, according to Finn’s (2007) 

theory, Level 3 test findings are those which are discrepant from clients’ familiar ways of 

thinking about themselves, and are most difficult for clients to integrate. With Paul, Dr. 

Finn also believed Paul’s difficulty in “using others” to manage difficult affect states

would be Level 3 information. Dr. Finn reported he would “work back” from this 

information to Level 2.

Dr. Finn’s plan at the time of the interview was to use TAT cards that would pull 

for dysphoric affect. He predicted Paul would feel shame about the sadness he felt and 

Dr. Finn would work to “counteract” the shame. They would explore how Paul is 

“dragging around” a great deal of pain which prevents him from achieving what he hopes 
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to achieve. Dr. Finn thought he would work toward exploring the context of Paul’s 

dysphoria to contextualize it and link it to his question regarding, “what variables have 

been getting in the way of your being more successful?” Dr. Finn thought the 

intervention would largely be centered around changing the client’s “message” to leaning 

on others for help. He described a “pool analogy” of Paul using his therapist for “going in 

little by little” to difficult affect states. He saw this as being an opposite “message” from 

what Paul’s father had implicitly taught him. Dr. Finn was not sure whether he would 

“lump” the assessment questions together or separate them. 

Dr. Finn acknowledged that he would have to adjust as necessary according to 

how Paul responded: “So I’m not hooked on making him cry.” He said he would be 

watching very carefully for signs that the session was traumatizing Paul and stated that he 

may aim for less upsetting affect states if he did not think Paul could tolerate them:

A part of him very clearly is very curious and is intrigued by trying to 

understand this stuff so he’s asked these questions and I want to respect 

that part of him and give him a chance. But he really doesn’t have a clue 

what he’s dealing with.

Dr. Finn said he would look for signs of this such as rejected interpretations or Paul’s 

telling “shallower stories.” He described the sensitivity with which he would need to 

proceed due to the limited information he had about Paul’s defenses and ego strength. Dr. 

Finn was not sure if Paul identified himself as depressed or having low self-esteem. He

thought Paul was unaware of the connection between his distress and Paul’s inability to 

move forward with “viv and ver.” 

Dr. Finn stated that he would have been more “surefooted” in planning and 

executing the AI session if he had Rorschach data that could indicate such factors as 

Paul’s ego strength and tolerance for disturbing affect states. He said he might have also 

administered the Early Memories Procedure so that he could have also built more of a 

“relationship” with Dr. Finn. Without this information and rapport building, Dr Finn was 

less sure of how “not well put together he is” underneath his exterior presentation. Dr. 
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Finn presented this in practical terms such as, “Like if the guy had an EA [Rorschach 

score] of 20 then I’d say I can make him cry with no problem and he’ll be okay.

Despite some worries about rapport building, Dr. Finn stated that he thought 

Paul’s honesty on the MMPI-2 had been due to his building “enough rapport with him.” 

He pointed to Paul’s ability to eventually come up with assessment questions as a result 

of Dr. Finn’s “mirroring him.”

Dr. Finn noted that projective tests such as the Rorschach “access those right 

brain areas that are not accessible to recall and intellectual understanding.” Consequently,

using TAT cards in the AI session would serve the purpose of gathering more 

information and hypothesis testing regarding how well Paul could access sadness and use 

Dr. Finn’s support while he was sad.

Outcome/Goals

Dr. Finn described the preferable outcome for the patient as experiencing less 

shame and more compassion for himself. In addition, Dr. Finn hoped to generate therapy 

targets; he elaborated, “He says he wants to get to the underlying issues. He’s not aware 

of the part of him that doesn’t want to at all and the problems of possibly getting there.”

Finally, he thought the AI would help determine whether this was really the time 

for Paul to engage in therapy and “get depressed” or not. If Paul was unwilling to explore 

more difficult affect states:

It would just mean that he’s not ready to do this work. So that’s the other thing about the 

Assessment Intervention. I feel very respectful of I don’t know whether it’s the time in 

his life to get into this stuff, so if he sends me a lot of signals that he doesn’t want to or 

isn’t ready, then that’s just fine.  And so—then I would switch to just helping him have a 

lot more understanding about that he’s had some hard things happen to him and that’s 

why it’s not so easy.Post-Assessment Intervention Interview with Dr. Finn

AI as Meta-Process

Dr. Finn described the process of working with Paul as consisting of two 

processes: “exposure” and “mentalizing/metaprocessing.” He elaborated:
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It’s interesting – you know, I don’t think I’ve voiced that to myself so 

much, but these Assessment Interventions are both to bring people to these 

places where you inevitably run into shame and then help them tolerate 

that and be okay; but there’s also this other function of the way you work 

on shame, by as that happens, continuing to meta process it and mentalize 

about it, which also – sort of a left-brain approach to handling of shame. 

Or, again, my fantasy of what a left-brain approach is.

He also discussed the “meta-message” of the conversation as communicating at a 

different level what would have been difficult for Paul to hear directly:

Again I just think the touchiness is somebody with this much shame.  But, 

again, this whole conversation is a meta-message. I’m basically saying I 

still think you’re strong even if you cried with me here today, and I don't 

think bad of you. And that’s really what’s getting communicated even 

though it’s in a semi-intellectual way. He couldn’t handle the intimacy of 

me saying that directly.

Another part of the “meta-process,” as described by Dr. Finn, was weaving 

between the subject’s life and test narrative. Dr. Finn stated, “All of it’s in the goal of 

both creating a narrative, where he can actually have some grief about what happened to 

him and leave room for anger and less self blame where there’s less shame.” Dr. Finn 

pointed out his role in engaging Paul in tying together his autobiographical story and the 

card narratives:

Yeah, so again, if these cards – like using picture story cards – is such a 

way to start accessing this autobiographical material. It comes out 

disguised, and one can work on it. What would the affects be on that boy, 

etc.? Then if that’s going well, and we start doing the intellectual 

discussion; and that’s going pretty well and I pose the question that drops 

below the card; because he’s actually not talking about his life, and he tells 

this story that he hasn’t really told. And what a whopper it is. And then he 

can start to make connections that he hasn’t been able to make.
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Dr. Finn cited the importance of backing out of exposure at the end of the session. 

He noted that Paul needed help finding “a way out” of his affect because he could 

become traumatized by it. He shared his observation that he seems to use “pep talks” with 

clients to achieve this. This was a form of expressing his hope for the client while de-

emphasizing what Dr. Finn saw as a great deal of work the client had ahead of him. 

Paul Knows but Doesn’t Know

Dr. Finn expressed his surprise at how close to awareness and affective 

experience Paul seemed to be during the AI session. Dr. Finn believed this was a good 

sign. However, he suggested Paul did not really understand the level and dynamics of his 

distress:

[Dr. Finn]: In this case I didn’t tell him anything new that he didn’t know, 

but I reaffirmed it and I gave him an experience of it.  So I think that’s --   

Yeah. Yeah, so there’s knowing and there’s knowing.

[Fowler]: Right.  Okay. 

[Dr. Finn]: He could have told me at the beginning I’ve got a bunch of 

junk that hasn’t come out, but I think he has a much better understanding 

of it after this.  In fact, that’s what I remember. He went back after this to 

[his therapist] and said, “Oh, my God, I’ve got all this stuff I’ve been 

sitting on.” And she said, “Yeah, I know.”

Dr. Finn suggested Paul’s therapist may not be aware that she may be too 

challenging of Paul’s ambivalence about his parents’ culpability in his problems.

Dr. Finn observed that Paul used a “grandiose defense” in which he needed to feel 

the ideas were coming from him (i.e., Paul). Dr. Finn thought this was, “because he feels 

like I’m trying to instruct him. He’s used to someone telling him what to do. I tried to 

join with him, but he can’t quite take it.”

Dr. Finn stated that he was not sure if the AI had demonstrated that Paul was 

ready for the “work” of intensive therapy. He believed the AI had at least given Paul 
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a taste of what the work was he was going to need to do. I guess in both cases 

[Paul and Wendy], like, assessment wasn’t going to produce the big change, but it 

was gong to give these people less phobia about their emotions and a taste of the 

change they needed to make, and then they were just going to do hard work in the 

therapy.

He stated his belief that the TA was going to help both clients succeed in therapy. 

Importance of Relationship in Integrating Affect States

The two problems Dr. Finn identified regarding affective regulation were 

grief/anger and shame. Dr. Finn pointed out the importance of Paul’s having another 

person to help him metabolize feelings. He believed that Paul needed to experience these 

in the presence of a supportive clinician so that he could “metabolize” them. However, he 

believed it to be difficult to support Paul because of his shame. Dr. Finn believed the act 

of helping the patient face his distressing affect leads to shame because he cannot manage 

this by himself, violating a “message” he learned as a child that he should be autonomous 

in his affect regulation. He also saw Paul’s shame as an inevitable defense that would be 

encountered en route to accessing grief and anger. The shame would have a kind of 

decoupling effect that would leave him alone with these feelings if he were exposed to 

them for too long. Dr. Finn summed this up as, “The lesson he doesn’t need to learn 

about is his shame.” 

Dr. Finn explained some of his process in the AI as trying to “go around” the 

defense of shame. Dr. Finn had not been sure he would bring up the topic of Paul’s 

sensitivity during the AI session rather than the feedback session. He discussed the 

difficulty of circumventing Paul’s shame as being a function of Paul’s sensitivity which, 

if acknowledged, meant that he was a “wimp.” He also stated, “I find these kinds of 

sessions particularly poignant because here’s this guy where basically to heal you have to 

lance a boil.  And you know it’s going to be painful.  He’s going to experience a lot of 

shame from it.” 



108

Dr. Finn stated that defenses could not be changed too much or Paul would not be 

able to access his grief. Dr. Finn seemed to discuss “defense” at times in terms of 

narrative:

And I see that as a very important discussion for where I want to go 

because he’s not going to be able to do the grief unless he feels that I can 

also support this defense, or this old story. If I’m just heading for a story 

of “Your parents were terrible to you, and you have to cope with that” and 

whatever, then he’s going to resist that ‘cause it’s much too big a change 

of a story. Here, I’m signaling to him, I think through the discussion, “I’m 

going to let you hold on to the fact that you still care about them, and that 

they were good people somehow; but we’re also going to look at this other 

stuff.”

Paul Interview

I interviewed Paul approximately two months after his Assessment Intervention 

session. I summarized the session for him and played several audio recording excerpts 

from the session. The following themes emerged from the transcripts of these interviews 

with Paul.

Changing for the Better, But not Moving Forward

Paul noted that he had noticed positive changes in his own behaviors, especially 

regarding his role in family relationships. He also thought that his relationship with his 

father was changing for the better, if also involving more conflict. He had expressed his 

anger to his father for “belittling” him and was refusing to talk to him. Paul was 

conflicted about the effect this was having on his “poor mother.” 

He thought that while there were some improvements in his life, they were mostly 

due to the insight he had gotten from the TA and therapy about “what not to do” rather 

than “moving forward.” When asked about the lack of improvement in his daily question 

responses, Paul said that he believed he was, “still stuck where I was.” He said he was 
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still “up and down” regarding the daily questions, just as he was during the baseline 

phase. He said the TA had led to his thinking more about his problems and recognizing 

the self-reinforcing cycle that maintains them.

At the time of our post-treatment interview, Paul expressed ambivalence about his 

therapeutic relationship due to the lack of depth and direction he thought he was 

experiencing. He was seeing his therapist every other week and, at times, by phone. He 

discussed his concern that he would terminate his therapy.

Emotion Elicited by Insights Paul Came to on His Own

Paul described the AI as a positive experience. He believed he had come to the 

insights on his own, making them seem true and powerful to him:

It really shocked me.  I mean that's the only appropriate word that's out 

there in my mind is that it's shocking. Here, let me give you a card and tell 

me what's going on in it. And as I told Dr. Finn, I'm not naïve. I know sort 

of how this all works. And I know that certain actions are going to get a 

reaction. But it's definitely the emotion that was there. I was really 

shocked. It was shocking and surprising to me just from a card and him 

not leading the way at all. Just him sitting there letting me say whatever.  

It was a really good experience in some ways.

When inquired further about whether Paul had come to these insights on his own he 

replied:

[Paul]:  I'm wrapped up in the answer and I don't even follow it. He didn't 

ask me anything, or did he?

[Fowler]:  I think he had some questions—

[Paul]:  Well, maybe he asked me something and I was just answering. 

But if he didn't ask me something and I'm just talking about a story and 

then going into mine, I guess I'd just be comparison in just me bringing 

forth the feelings that I felt that were similar.
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He described the narratives he told as being linked between the present and past through 

affect: 

I guess what it did, and this is the purpose of it, they retraced or brought 

up emotions that were there. And they brought up some areas that were 

there that brought forth emotions. Especially that last one brought forth or 

presented a situation that brought forth all that emotion because I felt I 

lived it before.

He thought the AI experience transcended words and was largely successful due 

to the context that was created. He stated, “Unless you're really experiencing something 

like that people that were here on trauma, here on issues whatever they are, I don't think 

you'd understand that. I could try to explain that to somebody that was not in the room 

but there's no way they would understand that.”

He believed the AI identified “underlying problems.” Paul described these 

underlying problems as being connected to his lived experience through his emotional 

response to the card narratives. Paul stated that he had never talked to anyone about some 

of the experiences he brought up in the AI and that he believed he had gotten to these 

insights more quickly through the AI session than he might have otherwise. 

Ambivalent About Connection Between AI Experience and MMPI-2 Results

Paul was not sure about the link between his MMPI-2 results and the 

interventions he experienced in the AI session. He said, “I can’t say for sure that the 

second session would validate the results. I don’t know.” He goes on:

No, not different information just—well, I guess I don't—okay, maybe this 

goes to me just being the person saying and not getting to observe.  I didn't 

see the same issues that were brought up and talked about in the results of 

the MMPI what talked about—well, like I said it's not right because we 

talked about the sensitivity and stuff. But the same issues were talked 

about somewhat in the second session. Like [Dr. Finn] talked about being 

sensitive. Well yeah, that's what he did because he said that some of the 
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results of the test—he was like well, one of you results of the test was this.  

He said that in the second session. I forgot about that. So yes, he did bring 

that up. So I'm trying to think here.

Although Paul said he did believe the MMPI-2 results were mostly accurate, he was not 

sure about, “tying that into how the effects of that [AI] session helped me in believing 

accuracy maybe, the MMPI-2, no, I don't think so. And maybe they serve purposes I don't 

even realize yet together. But in my mind right now I think they're [AI session and 

feedback session] two separate events.” I asked Paul if he thought the AI or feedback 

sessions could have involved more discussion involving the link between the MMPI-2

results and the Assessment Intervention narratives. Paul responded, “I think so.”

Paul described the AI session as having been “rough” but said he felt “lighter” 

afterwards. Paul stated that the AI session was the most intense therapy session he had 

ever had. He denied that it was too intense and had a hard time imaging how it could 

have been. He contrasted this to his experience of the MMPI-2 results during the 

feedback session: “Because it was all too much.  It was all really a wave over me, but I 

can't remember the specifics.” Paul described having felt “regret” since the feedback 

session because he believed the results implied he had not been making his own 

decisions. He expressed the bind he felt from this insight: “And now I kind of feel like 

why do I want to do that anymore but where do I go?” Paul maintained that the MMPI-2

results would have been just as acceptable without the AI session. 

He had difficulty remembering the answers to his questions as discussed in the 

feedback session or the contents of the letter that Dr. Finn had written at the summation 

of the TA. However, Paul believed the letter from Dr. Finn helped him to make a 

connection between the AI experience/insights and the MMPI-2 results. He described the 

letter as “awesome” and “very positive reinforcement.”
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Qualitative results: both clients combined

The following categories were developed using interviews with both clients and 

Dr. Finn in aggregate. As described in the methods section, these interviews were coded 

using a Grounded Theory method.

Core category: integration of new with familiar

The clients and Dr. Finn, together through a structured protocol, were creating 

something unique and new. It was an experience that neither Dr. Finn nor the clients had 

previously had before; at the same time, however, it evoked something old and familiar 

for both. The integration of the new and the familiar had to be carefully balanced for the 

clients to be able to experience the Assessment Intervention as beneficial, but not 

overwhelming. The context of narrative, a supportive relationship with Dr. Finn, and 

strong, memory-linking feelings and insights were important for the positive integration 

of the new experiences. 

This overarching theme of the integration of the new and the familiar was divided 

into four categories, each of which comprised various properties:

1. Knowing and Not Knowing

a. Feelings both already there and new

b. Putting words to experience

c. Present emotions linked to past emotions and memories

2. Insight

a. Past alive in present

b. Insights difficult/frustrating

c. Insights positive/helpful

3. Clients’ Assessment is Context-Driven 

a. Overwhelming

b. Positive/Balanced

c. Context-Driven

4. Client Autonomy

a. Perception of source of information
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b. Perception of control over the situation

In addition, there was one code (Comparison of Assessment Intervention to Therapy) that 

contained material that did not fit neatly into the above categories. This code will also be 

discussed. 

Knowing and not knowing

There were several ways in which clients talked about things they simultaneously 

knew and did not know about themselves. The Assessment Intervention was a process of 

discovery for Dr. Finn in some respects as well. Dr. Finn described his uncertainty 

regarding how robust clients would be to the experience of the Assessment Intervention. 

He described his surprise at moments in the Assessment Intervention. In particular, he 

was surprised by Paul’s knowledge of his own distress. Dr. Finn was also concerned with 

aspects of clients’ experience of which they were not aware. He described the task of the 

Assessment Intervention as involving an attempt to bring unknown aspects of self and 

feelings to awareness through experiential and intellectual means. These unknown 

experiences included affect states, “life narratives,” defenses, other aspects of the clients’ 

personalities, and the ways in which these aspects contributed to the clients’ ongoing 

problems in living.

Feelings both already there and new

The experience of telling stories to the projective cards elicited strong feelings for 

both clients. The strength of these feelings was surprising for both clients. Each client 

talked about how he/she both knew and did not know that the feelings that were evoked 

were already present within him/herself. Both clients spoke of their awareness of strong 

feelings using language that reflected spatial metaphors. Paul spoke about emotions that 

“were there” being “brought forth,” and also talked about going “deeper” into issues. In 

this way, he recognized his emotions as something already present but metaphorically in 

the background of his awareness. The experience of the Assessment Intervention brought 

them forward into more explicit, sharper focus. Even when he said that a feeling was 
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talked about for the first time, he recognized it as already existing, if not fully recognized. 

However, at other times, he also said he did not know feelings were “there” or he was 

surprised that they existed. Even at these times, he spoke of feelings in terms of “being 

there,” suggesting they were not entirely new. 

In a similar vein, Wendy spoke of her emotions as being “brought up” from 

another level of consciousness or her “subconscious.” For her, there were “very old” 

feelings she believed to be present within her that had not been felt or talked about in a 

long time. She suggested she knew about them at a level “below” her conscious 

awareness. 

Both clients also discussed the profound depth that was revealed in the 

Assessment Intervention. Paul, for example, discussed how the Assessment Intervention 

served as a “catalyst” that caused him to think that 

…I need to, like, get into more deeper issues. Because every surface issue is tied 

to something below it. And so if you’re just skimming the surface every time, 

you’re not getting the roots to pull the tree. So that’s why I feel like we need to 

get to the roots of the issues that are there, like self-confidence and self-esteem. 

Despite Paul’s expressed wish to explore these issues more deeply, Dr. Finn 

believed Paul had mixed feelings about “going deeper.” Dr. Finn acknowledged that there 

were aspects of insight-oriented therapy that could be difficult for [Paul]: “He says he 

wants to get to the underlying issues; he’s not aware of the part of him that does not want 

to at all, and the problems of possibly getting there.”

Dr. Finn spoke similarly about feelings each client “had” but was not necessarily 

aware of. In particular, he described the clients as being unaware of intense, negative 

affect states such as anger and sadness. He saw part of his role in the Assessment 

Intervention as having helped the clients access these feelings, but remarked that it was 

difficult for them. Each client had a “dilemma” about whether or not to experience or 

express these feelings. For Dr. Finn also, clients’ feelings were both already present but 

required re-experiencing or reintegrating so that they became part of something new, if 

not new in and of themselves. He saw the clients’ re-experiencing of strong feelings in 
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his presence and integrated into a narrative as a novel way of changing the clients’ 

relationship to their buried or un-accessed feelings. 

Dr. Finn believed the clients had good reason not to be aware of some of their 

strong feelings. One of the reasons is that expressing feelings such as sadness or anger 

could lead to another difficult feeling, such as shame. He referred to an example from the 

Assessment Intervention with [Paul]:

So, we’re trying to find a path through the shame, I think is what’s going 

on. They [his parents] boxed him in lots of ways. He’s actually a very 

sensitive guy, and yet that’s not allowed to be acknowledged. And then, 

they treated him terribly; but then if that affected you, then you’re sunk, 

too.

Due to the overwhelming shame Paul might feel in making his sadness more explicit, Dr. 

Finn believed he could only explore these narratives for short periods of time:

And I’m consciously now also pulling him out of the affect. So we’re 

going to go up and think some more. And we’re going to do it, making 

connections to his life, but I’m going to find him a way out ‘cause my 

sense is that if he stays in this too much longer, it’s just going to be too 

traumatizing for him. To have cried through a whole session.

Here Dr. Finn is referring to a notion that the clients are unaware of strong 

feelings for a reason, and that they can become unaware of them again if the 

feelings are intolerable. The clients also made references to these new feelings 

tending to sink back into their old, elusive place. For instance, when played a 

recording from the Assessment Intervention in which Wendy and Dr. Finn agreed 

that she was angry at herself, Wendy denied her feeling of anger, stating, “And 

I’m looking at it now, today, and I don’t see any anger. I just don’t.” 

Through some mechanism of altering awareness of feeling, clients temper 

the effect that strong, negative feelings have on them so that they do not become 

overwhelmed or set off a cascade of other intolerable feelings. The different 

levels or distances that the feelings occupy create the means for a feeling to have 
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been a long-time companion and to feel quite new due to being experienced with 

varying degrees of awareness. 

Putting words to experience

A good deal of the novelty of strong feelings was in the process of sharing them 

with Dr. Finn. The experiencing of the feeling in Dr. Finn’s presence, as well as giving 

words to the affect state, made them more salient or new in some way. For Wendy, Dr. 

Finn’s helping her to name her experience helped her to construct a new experience out 

of familiar feelings. For Paul, the articulation of the feeling was not described in terms of 

an interpersonal interaction explicitly, but he believed his giving language to his own 

experience was “free”-ing. 

The clients recognized the feelings as already existing in themselves, but they had

not talked about them before and, thus, had not experienced them in the nature or degree 

to which they experienced these emotions in the Assessment Intervention. For example, 

Wendy said: “…and not having a language for it, sometimes hearing other people saying 

words will put it more into perspective. What I might be feeling ‘cause I’m having 

feelings, but I don’t know how to-- I don’t know how to name them.” Similarly, Paul 

stated:

Well, one thing it [the Assessment Intervention] did in that session and 

just also it’s questioning, maybe it freed up some emotions and feeling 

that maybe I otherwise wouldn’t have talked about. Because, like I told 

him it’s just an instance I never spoke about with another counselor 

before. So that’s something, it brought forth emotions that I hadn’t talked 

about before or cared to talk about, or something like that. 

Dr. Finn described the experience of clients’ sharing affective states with him as 

critical to their being able to integrate and tolerate new feelings. He described 

experiences of affect as an interpersonal process in the Assessment Interventions. This 

included his sharing of his own feelings in reaction to the clients such as his response to 

Wendy’s story regarding being hospitalized:
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[Dr. Finn]:  So what do you feel as you talk about that?

[Wendy]:  I am so furious.

[Dr. Finn]:  Me, too.  I would like to punch that guy in the face.

Dr. Finn described his belief of the importance of sharing his outrage and anger with 

[Wendy]:

And so I’m just – I’ve got that case formulation. I’m going to try to make 

various openings, open up the anger. But at the same time as you open up 

anger, you have to open up the idea that somebody can help you with it: 

“Yes, it’s dangerous. I’ll keep you safe.” And then constantly weaving the 

story of how this happened so that she doesn’t end up targeting herself 

about the fact that she has problems in this area, which I think is – that 

creates a double lock where you’re really stuck with stuff. 

Present emotions linked to past emotions and memories

The feelings evoked while associating to TAT/AAT cards in the Assessment 

Intervention session linked to significant memories for each client. Both clients described 

memory as playing a key role in the most significant insights of the Assessment 

Intervention. The memories were evoked by emotional experiences that were elicited in 

the Assessment Intervention and that were similar to emotions experienced in the past. 

Wendy stated:

Yeah, and it’s always as if I’ve lost the language – lost the words and 

when I think about those experiences, they kind of, um –they’re just kind 

of flat unless – um, it’s just hard to talk about. It’s like they really are kind 

of one dimensional unless somebody says something, and then it does 

evoke a feeling that is very, very old.

Similarly, Paul said, “But if he didn't ask me something, and I'm just talking about a story 

and then going into mine, I guess I'd just be comparison in just me bringing forth the 

feelings that I felt that were similar.” These “linking” emotions (i.e., those present 

emotions that created “links” to past emotions or memories) were articulated in a novel 
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and context-bound way. Specifically, clients felt that the TAT/AAT cards provided a 

context that allowed for this kind of emotional linking. Paul, for example, spoke of the 

context as being critical to understanding the connection between the stories, emotions 

and insights: “Just the whole thing but maybe more so the emotions and the reactions that 

the cards--even that the emotions were there, people wouldn’t understand it.”

Dr. Finn similarly regarded the past as living in the present through affective 

experience. Dr. Finn also pointed out negative narratives that both constituted and 

reinforced the negative, “split-off” affect states. For Paul, Dr. Finn believed one of the 

narratives was that he was weak because he was not self-reliant and autonomous enough. 

He described Paul as being only partially aware of this at times. At other times, Dr. Finn 

was surprised by how familiar Paul was with this narrative. Knowledge of this narrative 

was “semi-conscious” insofar as it was available to Paul at times but kept out of 

awareness most of the time to protect him from bad feelings. Feelings both contributed to 

the narratives and were triggered by them in Dr. Finn’s view. These themes showed up 

most prominently in the “insight” category, which I will now discuss in more detail.

Insight

Past alive in present

As mentioned in the previous section, the linking emotions helped clients 

generate insights regarding how the past was still acting in the present. In addition to 

experiencing affective states that were both “new” and “old,” both Dr. Finn and the 

clients also felt that the intellectual/cognitive aspects of these insights were a crucial part 

of the Assessment Intervention. Dr. Finn spoke specifically about the therapeutic benefit 

of helping the clients construct a narrative:

Then weave between life narrative and test narrative, so that the two match up and 

make sense…All of it’s in the goal of both creating a narrative, where he can 

actually have some grief about what happened to him and leave room for anger 

and less self blame where there’s less shame.
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Clients also acknowledged that past-present connections were being made during the 

Assessment Intervention. During the Assessment Intervention sessions, both told stories 

that spontaneously linked to their own pasts, and this necessitated making sense of how 

the past and present are linked. Specifically, both clients acknowledged ways in which 

disruptions in early family relationships affected their current affective and interpersonal 

problems, and both discussed this as an important part of the Assessment Intervention. 

For example, Paul noticed a longstanding family dynamic that had continued to affect 

him well into adulthood:

One thing it’s taught me, these cards, and just working with [my therapist] and 

everything, has taught me to step back and look at the family picture as a whole, 

as it revolves around my dad. And it just brought forth a lot of—that I haven’t 

been comfortable with my dad for probably, I mean hell, I don’t even know, I 

mean the earliest I can remember is like nine, that I wasn’t comfortable. 

In a similar way, Wendy and Dr. Finn worked together to look at her lifelong tendency to 

turn anger toward herself and turn a blind eye toward ways in which she was being 

mistreated. In discussing this, they used the metaphor of Wendy having “chains around 

her ankles.” In our interview, Wendy acknowledged that these issues from her early 

family life were continuing to affect her present life: 

Well, part of it is that for my entire life I have gotten from the people that I know 

well, my siblings and even from some therapists, that it wasn’t that bad. I mean, it 

was bad, but it wasn’t that bad. It wasn’t to the degree that Steve has said. So you 

know, now, hearing him say that, and hearing my sister say, ‘You know, it was 

really bad,’ it’s like ‘Oh.’

In the following sections, I will describe how this type of insight was both 

frustrating and validating for the clients. 

Insights difficult/frustrating

Upon noticing that past events were continuing to affect their lives, both clients 

reported a feeling that, in many ways, things had remained the same throughout their 
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lives. This realization was frustrating for both clients. Paul talked about the regret he felt 

when that he realized the ways in which he had allowed others to convince him to make 

decisions he “didn’t want to make.” Although he discussed this realization as being 

potentially beneficial to him in the “long term,” he described feelings of regret upon 

noticing his pattern of trying to please his family and allow himself to be “domineered” 

or “controlled”:

I think what all this has done, and I don’t see it as negative in the long-term, I 

mean, obviously in the short term it’s not good not having gotten stuff. But in the 

long term I see it being very beneficial because I think it pulls out and causes a lot 

of regrets. But that’s life. 

Insights were similarly frustrating for Wendy; she reported feeling “pissed” at herself for 

not having known certain things about herself, particularly since she was herself trained 

as a psychotherapist:

And that if I were to think of it differently, that no, I haven’t managed it [issues 

from her childhood], or that I had managed it in ways that it has just gone 

underground, and that I haven’t really…that there’s a lot of it that I haven’t dealt 

with, then I would feel pretty pissed at myself. This frustration with herself kept 

the symptoms alive in a way. 

After discussing her anger, she went on to describe feelings of sadness and self-criticism.

Insights were also difficult for Paul in that he was not given instruction for what 

to “do” with the insights once he had them. In the Assessment Intervention, Paul talked 

about having “tools,” but not knowing what to do with them: 

I’ve got these tools [insights]. It’s like there’s a board over there and you gave me 

a chainsaw. The chainsaw is made to cut the board, but you’ve got to tell me how 

to use the chainsaw. That’s where I feel right now.

In a slightly different way, Dr. Finn talked about the potential danger of 

generating these kinds of insights with Paul. In helping Paul acknowledge ways in which 

past hurts and disappointments (particularly from family members) affected his present 

life, thus reducing shame/self-blame, Dr. Finn also risked “taking his parents away from 
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him.” In looking back on his experience of the Assessment Intervention, Paul indicated 

that Dr. Finn’s concerns about the risks of insight were justified:

That’s one of the biggest things that I told [my therapist] right now is, like, I got 

nobody. The one person I could go to with this or the one set of people I could go 

to with this stuff was my parents, and I don’t have that now because that’s the 

biggest lot of the issue. And they don’t understand it. They don’t get it. 

Insights positive/helpful

Although gaining new insights was in some ways difficult for the clients, both 

Paul and Wendy also described the insights derived from the Assessment Intervention 

and the psychological test results as being positive, helpful, and validating. Dr. Finn 

thought an important positive aspect of insight was that it created a causal explanation 

that lessened the clients’ culpability in their problems. He discussed the importance of 

weaving insights about “how this happened” into the clients’ stories so that they would 

no longer direct their anger and blame at themselves. He felt that using the TAT cards to 

spark new narratives during the Assessment Intervention would help the clients “start to 

make connections that [they haven’t] been able to make.” He also talked about trying to 

reinforce “exceptions” in the “old narrative” that would help clients shift into a “new 

narrative.” Dr. Finn also discussed ways in which articulating a “dilemma” would help 

clients feel more involved and “in control” of the process of the Therapeutic Assessment, 

and subsequently their therapy. 

The clients did, in fact, report many positive aspects of gaining insight during the 

Therapeutic Assessment process. They both felt recognized/understood by Dr. Finn and 

felt they had gained some new information about themselves. For example, Paul said, 

“The results of the test surprised me because I was like, ‘Wow, that’s me.’” Both clients 

described the experience as “enlightening.” Wendy stated that it was “a very enlightening 

process because I did begin to notice self-targeting behaviors, um, I became a little bit 

more aware of my processes.” Similarly, Paul stated, “It was enlightening. I thought it 

was an extremely positive experience.”
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For both clients, gaining a new understanding of themselves helped them with 

specific tasks they were hoping to accomplish through the Therapeutic Assessment. For 

Paul, who was concerned about the pace of therapeutic progress, getting to insight 

quickly was important to him. When discussing the insights he developed during the 

Assessment Intervention, he stated, “I think I got there quicker.” For Wendy, an 

important task was becoming more aware of her interpersonal behaviors and patterns, and 

learning to identify and cope with the anger than arose in relationships. She discussed 

ways in which insights from the Assessment Intervention and test results helped her with 

this task:

The results of the test that first of all have helped to identify areas that I need to 

address and that would be helpful for me to address that would help me be a little 

bit more functional than I have been in terms of learning how to deal with 

anger—first of all, learning how to identify it.

Clients’ Assessment is Context-Driven

The evocation of strong feelings and new insights was surprising or even 

“shocking” for the clients. It created a sense of vulnerability for both clients. However, 

both Paul and Wendy reported varied characterizations of the strength and valence of 

their experiences relative to their capacity to endure them. They both said that the 

Assessment Intervention was both “too much” and “balanced” in the degree of 

overwhelm they experienced. There were contextual factors that seemed to determine 

whether clients felt a particular part of the Assessment Intervention was “too much;” 

specifically, more general impressions from their own memories tended to be more 

negative. However, after watching or listening to tapes of the actual Assessment 

Intervention, their evaluations of both the Assessment Intervention and of themselves 

became more positive. These factors will be discussed in more detail in a later section 

(Context-Driven).

Overwhelming
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When asked to describe their overall impressions of the Assessment Intervention, 

both clients discussed the evocation of thoughts and feelings that threatened to 

overwhelm them, using words such as “shocking,” “unnerving,” “too much,” and 

“unmanageable.” For example, Wendy discussed her ambivalence about the experience 

of the Assessment Intervention, saying, 

I don’t want to think of myself as having gone through anything that was worse 

than my perception. Because I consider that—well, okay. Here it is. I think it’s 

because it would feel totally unmanageable and what’s happening inside of me 

would feel totally unmanageable.

Wendy also described the Assessment Intervention as being generally “really surprising 

and unnerving.” In addition, she discussed her potential for losing control during the 

Assessment Intervention, saying, “I could have very easily picked up a chair and thrown 

it and smashed it.”

Similarly, Paul’s general impression of the Assessment Intervention was 

characterized by comments like, “It was all too much. It was really a wave over me, but I

can’t really remember the specifics.” He also stated:

It really shocked me. I mean that’s the only appropriate word that’s out there in 

my mind is that it’s shocking. “Here, let me give you a card and tell me what’s 

going on in it…” It was shocking and surprising to me just from a card and him 

not leading the way at all. Just him sitting there, letting me say whatever. 

Positive/Balanced

When they were presented with actual material from the Assessment Intervention 

sessions and not left to their own general memories or impressions, clients felt that a 

balance was struck between being overwhelmed and contained. Wendy discussed this in 

terms of feeling “validated” regarding an issue that she had previously felt conflicted 

about:

’Cause you know, really, a lot of my life I’ve kind of walked around in a fog 

about things that have happened to me. Feeling as if there might have been a 
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different way, you know, to handle things, or that I’m not terribly comfortable 

with this, but nobody around me is saying anything, so this is probably status quo. 

So hearing other people’s reactions, like Steve’s reaction, validated, you know, 

maybe a very deep memory that I had about “Is this really ok?”

After listening to material from the Assessment Intervention and asked whether she felt 

there was a balance between feeling threatened and feeling “contained,” Wendy replied, 

“During the sessions there was pretty much of a balance.”

Paul, while describing the Assessment Intervention as a difficult experience, felt it 

had uncovered deep and meaningful emotions and insights. As with Wendy, Paul seemed 

to see the Assessment Intervention as being just “rough” enough to bring about some sort 

of benefit:

It was a good thing. It was a good, like, “rough”…you go through the fire, but you 

see the positive on the other side. And in the positive I guess I would see that I 

know this is there. Something has to be done about it or else I’m just going to 

keep doing whatever. 

Dr. Finn felt that he had struck this “balance” well with both clients. For example, 

he described a “successful session” with Wendy as one in which “she got to experience a 

new option, which is to have emotion and not have it flood her, be too much for her.”

Context-Driven

As was mentioned earlier, the context of clients’ comments within the interviews 

affected how negatively or positively they characterized the experience. Recall that 

during my interviews with the clients, I played audio recordings of the Assessment 

Intervention sessions, which made the narrative and interpersonal experience of the 

sessions more immediate. When clients were responding to specific instances of the 

Assessment Intervention sessions, particularly the stories elicited by the TAT/AAT cards 

and moments of connection with Dr. Finn, they tended to characterize the sessions as 

“positive” and “validating.” When speaking about their own, unprompted memories or 

more general experience of the Therapeutic Assessment, however (before they had 
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listened to actual material from the Assessment Intervention), clients more frequently 

described the information or emotions as “too much,” “threatening,” or “shocking.” For 

example, Wendy said, 

I didn't necessarily like the cards and coming up with stories because I felt 

vulnerable like there was this information that was being elicited and that I knew 

it was pretty much from my subconscious.

However, when she listened to a recording of one of her stories during her interview 

with me and discussed it in more detail, she said, 

…I think that after that initial embarrassment, I just started telling the story and so 

it became a story. And then afterwards, I don’t remember feeling embarrassment, 

particularly after his [Dr. Finn’s] response.

Similarly, when Paul was recalling his experience of the Assessment Intervention prior to 

hearing material from the actual session, he responded to a question about whether the 

emotional experience was too much by stating, “Well, at the time it was. At the time I 

haven't cried and broke down like that since I don't know when.” However, when 

listening to recordings from the actual session or hearing the summary of the session 

material, he characterized the Assessment Intervention by saying, “Like I, I thought it 

was a great thing. It was hard obviously but it was a really beneficial experience, all of it 

was.” 

Dr. Finn seemed to be aware of the ways in which the context could affect the 

degree of overwhelm the clients felt. He discussed his concern that they might feel 

“contained” while in his office, but experience emotional “kickback” once they went 

home. In describing part of the Assessment Intervention process, he said, 

I want to make sure we haven’t blown the fuse…or that she’s going to go home 

and—with a person like this, the thing you’re worried about is they go home and 

they have the boomerang effect happen, and then you have this huge kickback of 

shame and guilt or somatization or depression. So I’m worried about that. 

Dr. Finn also discussed the importance of clients feeling “contained” during the 

Assessment Intervention. He described this affective containment as an interpersonal 
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process in which his engagement and careful attunement was required to help clients 

manage their emotions. For example, he discussed how part of his role was to help the 

clients with their upsetting or “dangerous” affect:

But at the same time as you open up anger you have to open up the idea 

that somebody can help you with it; “Yes, it’s dangerous. I’ll keep you 

safe.”

Regarding Paul, whom Dr. Finn believed to have had difficulty forming a close 

connection with him, Dr. Finn described ways in which he indirectly communicated his 

acceptance of him:

Again, I just think the touchiness of somebody with this much shame, but, 

again, this whole conversation is a meta-message. I’m basically saying, “I 

still think you’re strong even if you cried with me here today and I don’t 

think bad of you.” And that’s really what’s getting communicated even 

though it’s in a semi-intellectual way. He couldn’t handle the intimacy of 

me saying that directly.

Wendy discussed feeling “moved” by Dr. Finn’s “protective feelings” toward her. 

She also noted that this was a new experience; something she was “not used to.” In 

addition, she talked about ways in which Dr. Finn’s “presence” affected her experience of 

the Assessment Intervention:

And it was so easy to tell Steve these things because he just – he’s such a sweet 

presence, and just has a very – there’s a way that I describe – I felt this enormous 

permission with him. There are very few people that I feel that with, but I just felt 

this incredible permission with him that, you know. It’s like who you are 

whatever you come up with is really okay.

Dr. Finn summarized what he believed to have been the contextual factors in 

Wendy’s Assessment Intervention:

Well, if you go back and look at those lists of goals for assessment interventions, 

she got to have an in vivo experience that connected in a feeling and lived way 
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ideas that she had that she didn’t have connected. She got to experience a new 

option, which is to have emotion and not have it flood her, be too much for her.

Later, Dr. Finn went on to say,

She started to use the self-targeting defense against the emotion.  I caught it.  She 

could actually see that and that became an important experience that she could 

take away; and she got to have an experience of someone not shaming her, 

keeping her from shaming herself, and supporting her during emotions so you 

know, in terms of—and to answer her questions.

On the whole, it was only after listening to recorded material from the 

Assessment Intervention sessions that clients characterized the sessions as “balanced.” 

When their perceptions were situated in the particular experience of the Assessment 

Intervention, they seemed to remember the contextual factors that made the insights and 

emotions palatable to them. When they recalled parts of the Assessment Intervention on 

their own or made more general assessments, they were presumably not as in touch with 

these elements of the experience that appear to have mediated the discomfort and 

negative feelings that could co-occur with the material discussed. 

Client Autonomy

Both clients tended to characterize themselves as the source or controllers of 

emotions and insights. Dr. Finn described being in control of some aspects of the 

Assessment Intervention and trying to create a sense of client control in others. 

Perception of source of information

At times during the interview, both clients attributed insights to themselves 

exclusively. This was not always the case, but there were times when both Paul and 

Wendy discussed the information as coming from within themselves, rather than from 

some external source. For example, Paul said:
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But it's definitely the emotion that was there…It was shocking and 

surprising to me just from a card and him not leading the way at all.  Just 

him sitting there, letting me say whatever.  

Here, he remembers his narrative construction as being authored solely by him, with Dr. 

Finn “not leading the way at all.” 

At several points in the interview, Wendy talked about herself as though she had 

come to insights completely on her own. She seemed to see herself as the sole source of 

insight and self-awareness:

I think that it was a very enlightening process because I did begin to notice, um, 

self-targeting behaviors. Um, I became a little bit more aware of my processes, 

uh, when I was feeling sad, when I moved away from that, and I didn't want to 

deal with it. When I noticed that I was targeting myself, when I would hear, oh, 

self-loathing statements or critical judgmental statements, I would stop and see if 

I could identify anger and what was really my anger directed at that I wasn't 

comfortable, um, with, uh, dealing with, so it really did help increase self-

awareness.

In this instance, Wendy’s description of this process also includes her sense of 

maintaining control over the situation (e.g., “…when I was feeling sad, when I moved 

away from that…”), a phenomenon that will be discussed in the following section. In 

another instance she described more negative insights as stemming from herself: “Well, I 

think the implication that I got from myself, not from Steve [Finn], is that, yes, that there 

was a lot that escaped me and that there is a lot that I haven’t managed well.” 

Dr. Finn described the process of garnering insight in the Assessment 

Intervention as one in which he would, as much as possible, try to reinforce shifts to new 

“narratives” that the clients made themselves. At times, he described his belief that 

neither client had learned something “new” so much as processed the old narratives in a 

new way or “integrated” them with different feelings. In this way, he was in some 

agreement that the insights were coming from the clients. Referring to Wendy’s 

Assessment Intervention, he says, “Maybe the interesting thing is some of the stories got 



129

told and they got processed affectively in ways that they haven’t been. I mean she’s told 

that story about the good father, but never really let herself feel the grief, never got 

there.”

However, Dr. Finn also spoke about both he and the clients being the source of 

insight and new narratives, “We’re doing it through understanding what happened to him 

and weaving a more compassionate story.”

Dr. Finn noticed that Paul would often say he “already knew” things that Dr. Finn 

was telling him, and attributed this to Paul’s “grandiose defense” in which Paul needed to 

believe that the ideas were coming from within him:

…because he feels I’m instructing him. He’s used to someone telling him 

what to do. I tried to join with him but he can’t quite take it. 

At times, both clients questioned the source of the insights/information from the 

assessment, and they seemed to do this in the service of making themselves the source. 

Wendy stated:

And kind of, you know, as I think about it, I’ve had time to process it, 

there is a part of me that was thinking, ‘How do you know?’ Kind of a 

challenge like, ‘How do you know just from the story on the cards and 

some of the things I’ve said. How would you know?’

Similarly, Paul said:

I’m always skeptical of those things [standardized tests]..And also I will 

say, though, that some of the questions on the test were very subjective. I 

remember taking it and saying, “I can answer this 3,000 ways and there’s 

like two choices.”

Both clients questioned what Dr. Finn knew about them and how he had come to know it. 

However, as demonstrated in other categories, they were deferential at other times during 

the interviews. 
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Perception of control over the situation

Both clients characterized themselves as being in control of aspects of the 

Assessment Intervention, particularly the moments in which they felt vulnerable. For 

example, Paul had cried as he told a story in response to an AAT card during his 

Assessment Intervention. He described his crying as being a kind of choice he made in

which he decided, “Oh, just screw it” and relinquished control of himself. 

Wendy talked about needing to be in control of her perception of the past so that 

what was “happening inside” of her did not become “unmanageable”:

… I’ve managed all of it. I’ve come to terms with it, and any damage that 

has been done has been something that I’ve gotten through and I’ve 

managed quite well. And that if I were to think of it differently, that no, I 

haven’t managed it, or that I have managed it in ways that it has just gone 

underground and that I haven’t really – that there’s a lot of it that I haven’t 

dealt with, then I would feel pretty pissed at myself.

Like Paul, she also spoke about deciding whether or not to censor herself, saying, “Well, 

it could have been censored, I could have, but I didn't.” The shift in perception of agency 

from shared to exclusively the clients’ may have been a means of compensating for 

increased feelings of vulnerability.

Additional Themes

In addition to the categories and properties described above, there was one code 

that was notable, but did not fit neatly into the above categories:

Comparison to therapy

Clients described the Assessment Intervention as being unlike therapy in 

favorable and unfavorable ways. For Paul, it was a preferable experience, compared to 

therapy, in which he experienced relatively greater depth and novelty of insights and 

emotions. He was disappointed that this was not transferring into actions and solutions in 

his therapy at the time of interview. 
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It [the Assessment Intervention] was hard, obviously, but it was a really beneficial 

experience, all of it was. But I’m actually in a place right now with [my therapist], 

due to money, that I’m only able to see her like maybe once every two weeks, and 

I feel like I’m getting back to where…I feel like I’m getting to a point where I’m 

not sure what the benefits are.

He went on to describe the Assessment Intervention as “the most intense session I’ve 

ever had,” suggesting that the experience was, in his mind, like a therapy session, but also 

different from the type of session he was used to. 

For Wendy, the framework of her therapy was more clearly defined than the 

Assessment Intervention.  She described being able to use the security of her therapeutic 

relationship to explore the unsettling issues that had come up in the Assessment 

Intervention. She described the Assessment Intervention as being too ambiguous 

regarding whether it was or was not a therapeutic relationship:

Well, part of it is that I did go into overwhelm and then would be able to 

maintain at least the ability to converse with Steve [Finn] and not dissolve 

into a lump on the floor, which I felt like doing, but didn't do that.  So I 

would go home and go to bed or cry or just kind of feel shell-shocked and 

then I'd go into therapy and then work with my therapist…on that and she 

would help me balance the feelings.

Dr. Finn also alluded to ways in which the Assessment Intervention shared many 

of the features of a therapy session. He discussed the importance of “transference 

relationships” and interactions, such as “mirroring,” which are considered a necessary 

part of some psychodynamic therapies. Regarding a “mirroring transference” in the 

Assessment Intervention, he elaborated:

I don’t know if you’ve ever heard…my theory, you can actually do a 

therapy…just waiting until the client made a positive shift and mirroring it 

tremendously and just to help the person do more of that.
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Links between categories

The core category, “integration of new with familiar,” contains a certain dialectic 

or tension. In certain ways, the new and the familiar are complementary, but can also be 

in opposition to one another. For instance, feelings and insight are both “discovered” by 

Dr. Finn and the clients, and in being discovered, there is a correlation between the new 

and the familiar. Recognition is a “re-cognition” of material that was already “there.” At 

the same time, the new and the familiar are in tension with one another; the feelings and 

insights are not “known” to the clients, because to know them would lead to their feeling 

overwhelmed, ashamed, or self-critical. It is therefore crucial that these insights and 

feelings be “known” in a new context. We see this most clearly in the Knowing and not 

knowing category.

This theme of the tension between the new and the familiar manifests in different 

ways in each of the categories. At times, it leads to strategies in which clients distance 

themselves from knowing or try to gain control over the knowing (as in the Client 

Autonomy category). When the clients re-experience the familiar without Dr. Finn 

helping them manage difficult feelings and create a new narrative, they become 

“unnerved,” “shocked,” or feel that the experience is “too much” (as in the Clients’ 

Assessment is Context-Driven category). 

Clients tended to see themselves as the source of the new information and in 

control of the session. This sense of agency may have helped to manage the anxiety and 

difficulty of coming to know something new. Although clients seemed to need to be 

presented with the specific details of the Assessment Intervention, including Dr. Finn’s 

participation, they tended to believe that the insights and emotions came from them and 

that they were in control of these revelations. 

Discussion 

The categories derived from interviews with the clients and Dr. Finn provide 

valuable information that allows us to build on current theories of Therapeutic 

Assessment. In this section, I will describe ways in which Paul and Wendy’s Assessment 
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Intervention sessions both exemplify current theory and suggest new understanding of 

Therapeutic Assessment. It is important to note that Finn’s theory itself draws on other 

theories of psychotherapy and change, such as Sullivan’s Interpersonal Theory (1940, 

1964) and Weiss’s Control Mastery Theory (1993). Basic concepts from these and other 

theories also emerged in the concepts that were derived from the qualitative data in this 

study. It will be necessary at times in this discussion to define and elaborate on 

theoretical concepts and terms (e.g., “defense,” “self-system,”) that Finn has borrowed 

from theories outside of the Therapeutic Assessment literature.

Finn’s written theory regarding Assessment Interventions contains notions of 

thoughts, feelings, and narratives that exist outside of clients’ conscious awareness and 

are difficult for clients to acknowledge. I recognize two possible theoretical implications 

in the concept of “knowing/not knowing” that are also embedded in Finn’s and others’ 

theories of Therapeutic Assessment that have different implications. They are: (1) that 

what is known/ not known by the client has not been “formulated,” and (2) what is 

known/ not known is formulated but repressed. 

The idea of memories, feelings, and “stories” existing outside of one’s conscious 

awareness arose again and again in the interviews with Dr. Finn and the clients (e.g., in 

the category Knowing and Not Knowing); this concept is also explicit in Finn’s (2007) 

theory of Therapeutic Assessment. The concept of unconscious processes comes from 

psychoanalytic theory. Josef Breuer, one of Sigmund Freud’s early collaborators, wrote, 

“In our patients we find a large complex of ideas that are admissible to consciousness 

existing side by side with a smaller complex of ideas that are not” (Breuer, 1893, p. 225). 

He went on to say: 

All our thinking tends to be accompanied and aided by spatial ideas, and we talk 

in spatial metaphors. Thus, when we speak of ideas which are found in the region 

of clear consciousness and of unconscious ones, which never enter the full light of 

self-consciousness, we almost inevitably form pictures of a tree with its trunk in 
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daylight and its roots in darkness, or of a building with its dark underground 

cellars. (p. 228)

It is striking to note the degree to which Breuer’s description of spatial metaphors 

is similar to the participants’ description of feelings and memories being “brought forth” 

from some other part of their awareness, or coming from “below” the “surface.” Clients 

“defend” against certain ideas or feelings because to know these ideas and feelings would 

create too much anxiety. Finn (2007) also alludes to “defense mechanisms (p. 9),” and 

this connection harkens to classical psychoanalytic concepts involving something being 

known unconsciously but repressed or kept out of conscious awareness. Besides being 

referenced in Finn’s (2007) theory of Therapeutic Assessment, “defense” is mentioned 

throughout the interviews with Dr. Finn in the current study. In addition, clients’ 

descriptions of ways in which they both “knew” and “did not know” certain things about 

themselves is very much in line with psychoanalytic conceptualizations of defenses such 

as repression, isolation, and compartmentalization (McWilliams, 1994). Freud’s (1894) 

initial development of psychoanalysis was influenced by his curiosity about how a person 

could both know and not know something at the same time (McWilliams, 1999). The 

unknown was kept out of awareness for usually archaic reasons via “defense.” The idea 

of defensive function has evolved over time, and there are now many schools of thought 

about the definition and function of defenses. Although it is beyond the scope of this 

discussion to describe in depth the literature on defense, a brief overview of the concept 

seems warranted. McWilliams (1994) has summarized the purpose of defensive processes 

as follows:

When they are operating to defend the self against threat, they are discernable as 

“defenses,” a label that seems under those circumstances to fit. The person whose 

behavior manifests defensiveness is generally trying unconsciously to accomplish 

one or both of the following ends: (1) the avoidance or management of some 

powerful, threatening feeling, usually anxiety, but sometimes overwhelming grief, 

and other disorganizing emotional experiences; and (2) the maintenance of self-

esteem. (p. 97)
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Vaillant (1971, as quoted in McWilliams, 1994) noted that defenses can alter a person’s 

perception of “any or all of the following: self, other, idea, or feeling” (p. 86). 

Finn (2007) also drew on the tenets of Control Mastery Theory (Weiss, 1993) as 

one of the explanations for the pervasiveness of clients’ problems. Control Mastery 

Theory also uses a psychodynamic understanding of unconscious process: “Clients’ 

problems in living derive from unconscious pathogenic beliefs they developed from early 

traumatic experience” (Weiss, as quoted in Finn, 2007, p. 234). Implicit in this theory is 

the idea that clients have “beliefs” which they know unconsciously or which are 

conscious but “ego-syntonic” or unquestionable (McWilliams, 1999, p. 183). Finn (2007) 

draws on Control Mastery Theory more than any other for descriptions of unconscious 

“knowing” in Therapeutic Assessment. Control Mastery Theory proposes that clients 

often hold the belief that they “must silently accept any kind of treatment from important 

others, no matter how terrible” (p. 234). This belief involves subjects, objects, actions and 

contingencies that are known unconsciously and inform unconscious “plans,” which 

determine behaviors with others. It is another theory that posits ways in which clients’ 

lives are continuously affected by forces that are both known and not known. 

The Sullivanian and narrative theories that Finn (2007) has articulated as 

informing Therapeutic Assessment have slightly different implications for the nature of 

what is known/ not known. Through these theoretical lenses, there is not necessarily a 

“formulated” unconscious concept or feeling. Something that is inhibited becomes 

“known” through interpersonal communication in a specific context. Sullivan wrote:

The principal problem of the therapeutic interview is that of facilitating the 

accession to awareness of information which will clarify for the patient the more 

troublesome aspects of his life. This requires that one circumvent the inhibiting 

processes which, on direct attack, would manifest themselves in severe anxiety or 

anger and resentment with disintegration of the therapeutic situation. This phase 

of the work is based on the fact that one has information about one’s experience 

only to the extent that one has tended to communicate it to another—or thought 
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about it in the manner of communicative speech. Much of that which is ordinarily 

said to be repressed is merely unformulated. (Sullivan, 1940, p. 185)

This bears similarities to the importance given by both clients to talking about 

feelings with another person in order to make them known. As Wendy stated, “…and not 

having a language for it, sometimes hearing other people saying words will put it more 

into perspective.” 

The category of Putting words to experience also calls to mind ideas from 

narrative constructivist theory, upon which Finn (2007) and others have drawn to explain 

Therapeutic Assessment. Jerome Bruner (1990) posited that the self is a “Conceptual 

Self” that exists as a transaction or dialogue with another. Similarly, Aschieri, Finn, and 

Bevilacqua (2010) wrote about processes in Therapeutic Assessment in which assessors 

help clients come to understand ways in which “a progressive deconstruction of the 

dominant narrative (Focault, 1988) [is] imposed by the family…to the client.” This is a 

theme that we see in the interviews with the clients in the current study. Paul, for example 

used the Assessment Intervention to examine ways in which he had been affected by the 

“dominant narrative” in his family. 

This idea that clients’ dominant narratives are largely informed by clients’ early 

family lives is also seen in Sullivan’s (1940) writing: 

For the expression of all things in the personality, other than those which were 

approved and disapproved by the parents and other significant persons, the self 

refuses awareness, so to speak. It does not accord awareness, it does not notice; 

and these impulses, desires, and needs come to exist disassociated from the self, 

or dissociated. When they are expressed their expression is not noticed by the 

person.” (p. 21).

Here, Sullivan’s ideas are again quite similar to those found in the codes of the interviews 

with Paul and Wendy; namely, Knowing and Not Knowing, and Insight. 

The themes and properties of the concept of Knowing and Not Knowing also 

exemplify Finn’s (2007) theoretical writing about Assessment Intervention and 

Therapeutic Assessment; namely, the three levels of feedback one gives to a client, as 
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well as his use of self-verification theory (Swann, 1996, 1997) and parts of Control 

Mastery Theory (Weiss, 1993). Assessment Intervention sessions were originally 

developed to prepare clients and assessors better for the Feedback stage of Therapeutic 

Assessment. In this stage, clients are presented assessment information that is 

conceptually categorized in terms of the degree to which it is congruent with how a client 

already views herself. This allows the assessor to order the information in a way that will

be most useful and beneficial therapeutically.  He writes, 

Whatever the reason, sometimes an assessor approaches a 

summary/discussion session with the sense that “the bulk of what I want to 

talk about with the client is probably Level 3 information!”—that is, 

“Most of my hunches and tentative answers to the client’s questions are 

every different from how the client already conceives of things, and are 

likely to produce a lot of anxiety and/or be rejected by the client.” (Finn, 

2007, p. 84)

Finn (2007) defines “Level 3 information” as:

Findings that are so novel or discrepant from clients’ usual ways of 

thinking about themselves that they are likely to be rejected in feedback 

sessions. Typically, Level 3 findings are quite anxiety provoking for 

clients, and thus are likely to mobilize their characteristic defense 

mechanisms. (p. 8)

Here Finn is invoking self-verification theory (Swann, 1996,1997) as well as a brief 

allusion to psychodynamic “defense mechanisms.” Finn writes explicitly about how he 

based these concepts on his and Swann’s work (Schroeder, Hahn, Fin, & Swann, 1993):

His [Swann’s] self-verification theory posits that people have a drive to 

maintain the current “stories” or “schemas” they have about themselves 

and will often discount or push aside information that conflicts with these 

stories. This is true even if a person’s existing self-story is primarily 

negative, as anybody knows who has tried to pay a compliment to a person 

with low self-esteem (p. 9)
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The category Clients’ Assessment is Context-Driven raises additional questions 

about the mechanisms of change in the Assessment Intervention. Finn (2007), citing 

Sullivan (1953) contends that a client’s self-system can be changed

through an experience of ‘closeness’ and ‘good will’ between therapist 

and client, in which the therapist ‘spreads a larger context before’ the 

client, ‘whereupon, in spite of anxiety…the self-system can be modified’ 

([Sullivan], p. 302).

Finn believes this shift in the self-system can occur as the result of the conditions in the 

brief but intense work of Therapeutic Assessment. It is important to note, however, that a 

large part of Finn’s theoretical work on Therapeutic Assessment involves these “shifts” 

being transferred to the client’s ongoing relationship with a therapist where they are 

continually addressed. If the ongoing therapy cannot help the client maintain the shifts he 

or she has made, gains from the Therapeutic Assessment may be lost. 

These ideas seem to be at least partially supported by the concepts that arose in 

the coding of the interviews in the current study. Both clients felt they had benefited from 

the Assessment Intervention, particularly when they were presented with recordings and 

transcripted material from the session. It can be speculated that this presentation brought 

them closer to the context-bound “support” and “safety” that helped them ward off 

anxiety in the manner discussed by Finn (2007). Clients needed to be close to the context 

of the Assessment Intervention in order to not feel overwhelmed; this suggested that 

whatever benefit they received from the Assessment Intervention was not as lasting or 

far-reaching because the conditions for self-system change may not have been maintained 

for enough time. There may be several other explanations for reported lack of change, 

and there are many variables involved, including the clients’ relationships with their 

therapists, the nature of the distress of these clients, research measures that may not have 

adequately measured symptom improvement, and the fact that the Therapeutic 

Assessment was briefer than the standard protocol. Whatever the reason, it is clear from 
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both the interviews and the quantitative data that the benefits as measured were not 

lasting, at least in the few months following the Therapeutic Assessment. 

According to Mitchell and Black (1995), Harry Stack Sullivan worked with 

clients with the belief that “human activity and human mind are not things that reside in 

the individual, but rather are generated in interactions among individuals; personalities 

are shaped to fit interpersonal niches and are not understandable unless that complex, 

interactive honing process is taken into account” (p. 63). He stressed that it was important 

for clients to develop new understandings about themselves (“self-systems”) while in 

direct communication with another person. He contended that the immediate 

effectiveness of patients’ maladaptive, short-term means of controlling anxiety (“security 

operations”) made these operations so tenacious that they were “amenable to change only 

through a great deal of hard analytic work” (p. 74).  

Although Finn’s (2007) Assessment Intervention places similar importance on the 

interpersonal context, the concept Clients’ Assessment is Context-Driven suggests there 

was something about the insights gained during the Assessment Intervention that did not 

fully “stick” with Wendy and Paul. The clients may not have been able to maintain or 

“hold on” to the “new interpersonal context” that Sullivan describes in his writings. It 

may be that there simply was not enough time, in this brief Therapeutic Assessment, for 

Dr. Finn to become a new “significant other” to the clients. Indeed, several theorists and 

researchers who write about psychotherapy process and outcome (e.g., Markowitz, 1998; 

Shedler, 2010) have posited that significant and lasting changes in mood and how one 

views oneself, the world, and relationships happens over time, often in long-term therapy.

A final confirmation of some of Finn’s theory of Assessment Intervention exists 

in the category of Client Autonomy. Here the clients’ implications and statements 

regarding being the source and controllers of insight, emotions and narratives closely 

parallels Finn’s (2007) writing: 

To borrow a phrase from psychodynamic psychotherapy, in part, 

assessment intervention sessions help avoid the dangers of “premature 

interpretations” by giving clients the opportunity to discover assessment 
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findings on their own that assessors have formulated from standardized 

tests. (p. 84)

This theme is rephrased in terms of narrative construction in another theoretical work on 

Therapeutic Assessment as:

The aim of this work on narratives is for each client to get the feeling of 

being an “author” of his or her new story, a story which is more 

compassionate, useful, emotionally viable, and coherent than the previous 

one. (Aschieri, Finn and Bevilacqua, 2010, p. xx)

Both clients recognized the power of their stories in response to the projective picture 

cards in eliciting emotionally stirring stories that they felt had come from within 

themselves. More qualitative analyses of this particular aspect of the Assessment 

Intervention may help to elucidate how these stories are felt to be elicited. For the clients 

there was some mystery regarding the mechanism of this experience. 

Conclusion

This case study of two clients undergoing an Assessment Intervention session in 

the context of a Therapeutic Assessment confirms some of the pre-existing ideas 

regarding the utility of the Assessment Intervention in preparing the client for assessment 

feedback. Although the qualitative data were too limited for the emergence of a coherent 

“theory” of the Assessment Intervention, it suggests that some of the theory that has been 

posited is concordant with the experiences of the clients and assessor during these 

sessions. The questions of whether the clients “held on” to the conditions and insights 

that the Assessment Intervention provided may help to reinforce the use of feedback 

letters that clients keep as a reminder of the experience and information they encountered 

in the Therapeutic Assessment. Also, the use of “refresher” assessment sessions that Finn 

is now implementing (need reference) may address this issue. However, as stated 

previously in the quantitative findings, it is notable that even within these Therapeutic 

Assessments that garnered no apparent significant improvement in clients’ symptoms in 

the short period following the intervention, improvement was seen by both clients 
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directly after the Assessment Intervention session. This could suggest that the 

Assessment Intervention is working to the degree it can given other possible conditions 

which may have contributed to flat short-term outcomes. 
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Chapter V: Results Discussion

The following discussion is a detailed consideration of whether hypotheses were 

confirmed, as well as what can be garnered from the data regarding the effectiveness of 

the Assessment Intervention session. Additionally, limitations of the measures are 

discussed. 

Wendy Results

The following discussion is a detailed consideration of whether hypotheses were 

confirmed as well as what can be garnered from the data regarding the process and 

effectiveness of the Assessment Intervention session. The treatment integrity for 

Wendy’s TA was rated with 100% of the items answered “yes” (Appendix I).

Hypothesis 1: Participants will show improvement in reported symptoms between 

initial intake and the follow-up phase of Therapeutic Assessment.

Wendy showed no improvement in daily question levels but did show 

improvement on the BSI Global Score, nor did most of her BSI index scores improve

Interestingly, her most elevated BSI scores improved the most following the Assessment 

Intervention. Some of Wendy’s daily question responses showed temporary improvement 

following the Assessment Intervention session as well. Some of Wendy’s BSI score 

movement reflected Dr. Finn’s formulation of her defenses and underlying affect. Finally, 

there were discrepancies between the daily question items. It is possible that these 

symptom presentations were part of a transference to the investigator. It is also possible 

that Wendy’s daily measures did not reflect the problems targeted by the TA or that they 

were overly subjective in nature. 

Wendy’s daily measure scores remained unchanged when comparing baseline and 

follow-up means. We cannot know whether an extension of the follow-up period would 

have shown improvement compared to the baseline phase in the daily measures. Indeed, 

Finn (2007) has suggested it may take several weeks or even months for clients to show 

symptom improvement following a Therapeutic Assessment. Wendy reported feeling 
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depressed upon hearing the MMPI-2 results that were shared with her during the 

feedback phase. Her increase in daily question severity levels immediately following the 

feedback session and consequent return to baseline levels for the remainder of the follow-

up period for these items may have been due to her reported reaction to the MMPI-2

feedback.

Wendy’s BSI Global Symptom Inventory improved more than one standard 

deviation from the first administration (prior to baseline) to the end of the study. 

However, she improved nearly half a standard deviation over the course of the baseline 

period (prior to the TA). The Global Symptom Inventory improved over .75 standard 

deviations from just prior to the initial TA session to after the AI session, where it 

remained at the end of the follow-up period. The most elevated BSI Symptom Dimension 

scales dropped significantly between the second and third BSI as well.

The daily question responses measuring Wendy’s depression level, activity level, 

and degree of control over her thoughts, feelings, and behaviors all improved for the 

period following the AI session and ending with the feedback session. This was not a 

hypothesized result but it is possible that, as Wendy stated in her interview, she felt 

heard, understood and accepted while seeing Dr. Finn for the Assessment Intervention 

session. I could not compare the symptom measures taken during the first half of the TA 

because 50% of the data for that section was missing since she did not answer questions 

for five days during that period. These symptom levels returned to baseline levels 

following this period.

The BSI scores demonstrate a trend that agrees with Dr. Finn’s formulation of 

Wendy’s dilemma. During the study, her Somatization score went up nearly a standard 

deviation as her Hostility score went down a standard deviation. This is congruent with 

the possibility that Wendy’s somatic concerns were a function of anger turned upon 

herself. As she expressed more anger, she may have experienced fewer somatic 

symptoms. Her Somatization scores when back down to pre-baseline levels at the end of 

the follow-up phase. 
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There is some discrepancy between her BSI scores and her daily questions 

ratings. Although the correlation between these separate measures cannot be formally 

measured, a cursory computation of BSI items that should correlate with daily 

measurement items reveals that some of the BSI items appeared to have started at a 

higher level of severity than the daily measures and eventually ended up at a lower level 

of severity. For instance, her average response to the daily question “Today I felt” was

“Different but not completely alone” during the seven day period covered by the BSI 

questions. This was then compared to her answers for similar questions on the BSI. Her 

responses to these BSI items included:, “Extremely” to “Feeling lonely even when you 

are with people,” “Feeling inferior to others,” and “Feeling very self-conscious with 

others;” “ Moderately” to “Feeling that people are unfriendly or dislike you,” “Feeling 

that you are watched or talked about by others, and “Feeling inferior to others;” “Quite a 

bit” to “Never feeling close to another person,” and “Feeling that most people cannot be 

trusted.” It would appear that her baseline BSI scores for the period of 6/29/09 to 7/5/09 

were more severe than her daily questions during that same week. During the period of 

8/11/09 to 8/17/09 within the follow-up phase, Wendy’s daily question responses 

remained the same as baseline while her BSI answers to these items improved. These BSI 

responses included:  “Quite a bit” to “Feeling lonely even when you are with people,” 

and to “Feeling that people are unfriendly or dislike you;” “Moderately” to “Feeling 

inferior to others,” and to “Feeling that most people cannot be trusted;”  “A little bit” to 

“Feeling very self-conscious with others,” and  to “Never feeling close to another 

person;” and “Not at all” to “Feeling that you are watched or talked about by others.”

A similar phenomenon was observed when comparing the daily measure, “My 

thoughts, feelings, and behaviors seemed” to similar BSI measures. It is possible that on 

the daily questions, Wendy may have under-reported the severity of some of her 

symptoms, particularly during the baseline phase, leaving any improvement difficult to 

detect statistically. It is also possible that the daily question items were associated more 

with the investigator since they were developed with me. As such, she may have been 

communicating something through these measures that she was not with the BSI 
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measures. One possibility is that she was “in bad shape” but not too bad. This theme is 

reflected in her interview with me. Another message of her daily measure results could be 

that she cannot be helped. 

It is also possible the daily questions measured did not capture the constructs that 

were identified by Dr. Finn and Wendy as pertinent to the TA. The daily measures appear 

to capture some of the constructs of the TA questions developed at the beginning of the 

TA by Dr. Finn and the subject. Depression and fatigue were captured by both the daily 

measures as well as Dr. Finn’s formulation. Both anger and sensitivity were at least 

partially addressed by the daily questions regarding alienation and interactions with 

others. On the other hand, Wendy’s level of control of her thoughts, feelings, and 

behaviors and her level of hopefulness appear to be obliquely related to the questions or 

Dr. Finn’s formulation. Interestingly, the level of control Wendy felt over thoughts, 

feelings, and behaviors is one of the three items that improved during the second half of 

the TA. Had my interview with Wendy led me to develop daily measures of expressed 

anger or somatic symptoms such as numbness or nausea, there might have been more 

concordance with areas that Dr. Finn was targeting in the assessment. In addition, it 

might have improved the “objectivity” of the daily measures if more behaviorally 

oriented items such as amount of sleep, hours activity, etc., had been incorporated. 

Hypothesis 2: The participants will report high satisfaction with the assessment 

experience

Wendy reported being highly satisfied with her assessment experience as 

measured by the Assessment Questionnaire-2 and the Assessment Feedback 

Questionnaire. She reported the TA had helped with her therapy experience. Her therapist 

also gave very positive feedback regarding the influence of the TA on therapy.

Wendy scored 57.8 on her Total Satisfaction score on the AQ-2, putting her in the 

top 22nd percentile in satisfaction. Her score for the index “Negative Feelings about the 

Assessment” was the lowest and was in the 61st percentile or just above average. The two 

items that pulled this index lower were: “The assessment was emotionally draining: 
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Strongly Agree,” and “At times during the assessment, I felt like I did when I was a child: 

Agree.” The second item is particularly interesting and leaves room for one to wonder 

exactly what is meant by “I felt like I did when I was a child,” particularly in Wendy’s 

case. There was no mention in the interview with Wendy that she felt traumatized by the 

Therapeutic Assessment as she had been as a child. It is possible she was referring to 

feelings evoked by childhood memories or, possibly, temporarily weakened defenses that 

had been stable since childhood.

Wendy described the TA as having been a “profoundly valuable, validating, 

informative process” on her feedback questionnaire. She wrote that the assessment had 

exceeded her expectations and that it “has allowed my therapist and me to collaborate in 

developing strategies and to be more focused.”  Wendy’s therapist described the TA as 

undoubtedly valuable and stated, “The information, the process and the relationship with 

Dr. Finn deepened the trajectory of therapeutic progress and uncovered a lot of 

information in a short time.”

Hypothesis 3 A) Participants will report improved ratings of progress in individual 

therapy. 

Wendy’s experience of therapy over time was mixed. Her therapist’s experience 

of the therapy appears to have improved. Both Wendy and her therapist found the 

measured therapy sessions extremely powerful, deep, and positive following the feedback 

session with Dr. Finn. This was maintained in the final measured therapy session where 

the therapist’s and client’s scores were quite similar.

For Wendy, the depth and power of the therapy improved markedly between the 

baseline session and the post-feedback session. Overall, Wendy’s index scores on the 

Session Evaluation Questionnaire-Client form were mixed. Only Depth increased. 

Smoothness, Positivity, and Arousal all decreased. It is unclear what the meaning of these 

scores are regarding Wendy’s “progress” in therapy. However, it is not inconsistent with 

Dr. Finn’s formulation that as she began to express anger she would simultaneously 

become more uncomfortable. Nonetheless, the scores did not necessarily indicate a lack 
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of “progress,” and they were only a brief snapshot of the therapeutic process. They did

not, however, represent the pattern found in previous studies using the SEQ as an 

outcome measure for TA.

Hypothesis 3b) Participants’ therapists will also report improved ratings of progress in 

therapy.

Wendy’s therapist reported a moderate amount of “smoothness” throughout the 

three sessions measured. Depth increased over time from a moderate degree to quite high. 

It is interesting to note that Wendy’s and her therapist’s ratings of therapy became 

increasingly similar by the third and final session measured. For this session both 

participants’ “Smoothness” and “Depth” scores were essentially the same. In the session 

following the Feedback session Wendy’s therapist found the session more tense, pleasant, 

and ordinary. One possible explanation here is that, prior to the Therapeutic Assessment,

the therapist was aware of disparate experiences within the session more than the client 

was. By the final therapy session measured, the client’s and therapist’s profiles were 

more similar largely due to their both finding the session less smooth and their “meeting 

in the middle” regarding comfort level from previous therapy sessions. 
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Paul Results

The treatment integrity for Paul’s TA was rated with 88% of the items answered 

“yes” (Appendix H). Two items were answered “no:” “The assessor let the client know 

that he/she would be asking for input/collaboration throughout the assessment process,” 

and “The assessor asked the client to try out a new approach to the task.” The rater said 

the second item was nearly satisfied as “yes,” but an approach was not explicitly 

described as addressing a “task” during the AI.

Hypothesis 1: Participants will show improvement in reported symptoms between initial 

intake and the follow-up phase of Therapeutic Assessment.

Paul showed no improvement in daily question levels but did show improvement 

on the BSI Global Score, as well as on most of the BSI indexes. Like Wendy’s results, 

most of Paul’s Symptom Dimension scores, including his most elevated BSI scores, 

dropped to their lowest levels following the Assessment Intervention. In addition, some 

of Paul’s daily question responses showed temporary improvement following the 

Assessment Intervention session. Some of Paul’s BSI score movements reflected Dr. 

Finn’s formulation of his personality, defenses and underlying affect. Finally, there were 

discrepancies between the daily question items. It is possible that these symptom 

presentations were part of a transference to the investigator. It is also possible that Paul’s

daily measures did not reflect the problems targeted by the TA or that they were overly 

subjective in nature. 

Paul showed no improvement in daily question levels when comparing baseline 

and follow-up means. There was no trend in slope during the Follow-Up phase that 

would suggest that the scores would move significantly if the time period had been 

extended. However, there was an upward slope trend for the questions pertaining to 

motivation and hopefulness when the baseline and follow-up phases were combined,

suggesting that more follow-up measurement time may have measured improved daily 

question symptom results. However, we cannot know whether an extension of the follow-
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up period would have shown improvement in daily question responses compared to the 

baseline phase. 

Paul’s Brief Symptom Inventory scores (BSI) decreased overall through time. The 

Global Symptom Inventory t-score was almost one standard deviation above the mean for 

adult male outpatient norms (Derogatis, 1993) as measured just prior to the study. This 

score dropped just below the mean after the AI session to 49 and stayed essentially the 

same at 50 after the Follow-Up phase. Additionally, most of his Symptom Dimension 

scores decreased when comparing the scores from before the study to those after, with the 

exception of Somatization and Depression which increased. Paul’s most highly elevated 

Index scores at the first test point were Sensitivity and Paranoia, which were clinically 

elevated at nearly 1½ standard deviations and over 1½ standard deviations respectively. 

Both of these scores dropped significantly to subclinical levels, but remained above the 

mean at the end of the study. Of note, these Symptom Inventory scores also showed all of 

their improvement after the AI session, after which they remained steady. It should be 

stated that the lack of a BSI score closer to the beginning of the TA calls into question 

causal statements about the degree of improvement due to the TA. Some of Wendy’s BSI 

scores showed a great deal of improvement over the course of the baseline period prior to 

the TA.  

The individual item response scores on the BSI suggest interesting symptom 

trends. Many of the individual item score improvements were interpersonal in nature. 

Also, Paul’s depression increased as measured by the BSI over the three time periods,

which was a feature Dr. Finn predicted as a concomitant effect of Paul’s becoming aware 

of his anger and grief. Also, items from the Psychoticism Symptom Dimension pertaining 

to alienation and feeling controlled by others improved markedly after the AI session. 

The themes of forced autonomy and tyrannical control were salient during the AI session. 

In the Paranoia Symptom Dimension, all of the items that had elevated this score at the 

initial BSI decreased significantly except for “Feeling that most people cannot be 

trusted,” which remained at “Quite a bit,” and “Feeling others are to blame for most of 

your troubles” which remained at “Moderately.” These two items may reflect Paul’s 
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continuing difficulty with “using” others to help him metabolize disturbing affect. 

However, his response regarding blaming others could reflect his increasing comfort with 

his parents’ culpability in his current psychological distress and an increasing desire to 

individuate from his parents.

Paul saw statistically significant increases in daily question scores for a period of 

six days following the AI session on several items. He described himself as “happy,” less 

“beaten down,” and more motivated compared to at least one of the phases of the study. 

His confidence and hopefulness were also close to being significantly elevated during this 

time.

Paul’s responses to the daily questions would appear to have left him less room 

for improvement than the apparent distress he indicated on his first BSI administration 

prior to the Baseline phase. During our collaboration on daily question development at 

the beginning of the study, Paul concurred that the daily measure questions we agreed 

upon would measure the high degree of distress he was experiencing, as well as aspects 

of his experience he hoped would improve. While he reported relatively low scores 

frequently during the baseline phase, his answers vacillated between these and more 

positive scores to create means that were nearly neutral throughout the baseline phase. It 

is possible that these oscillations reflect the dual modes Dr. Finn related from the MMPI-

2 in which Paul was quite sensitive, but protected himself with a “brash” exterior. 

Also, like Wendy’s symptom measures, there are several curious discrepancies 

between the daily measure items and similar items on the BSI. In other words, many of 

the BSI items started at a higher level of severity than similar daily measure questions 

and ended up at apparently similar or lower levels of severity.

For example, the daily question “How bothered were you by the sense that others 

were beating you down or mistreating you today” was developed in part due to Paul’s 

responses to the following BSI items: “Quite a bit” to “Feeling that most people cannot 

be trusted,” and ”Extremely” to ”Feeling that people will take advantage of you if you let 

them.” However, Paul’s mean response to the daily question for the Baseline period fell 

between “Somewhat bothered” and “A little bothered,” after endorsing the more extreme 
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scores on the BSI and indicating in his initial interview with me that he was consistently 

feeling “very beat down” by others. While it is possible this aspect of Paul’s experience 

improved immediately after our interview, as would seem to be reflected in the Baseline 

scores, this pattern was seen with almost all of the other daily questions when comparing 

them to similar BSI items from which they partly derived. His mean response during the 

entire study for the daily question “Regarding confidence, today I felt” was between “ A 

little insecure” and “Neutral,” while his answers to corresponding BSI items were: 

“Having to check and double check what you do: Extremely,” “Feeling very self-

conscious with others: Quite a bit,” and “Feelings of worthlessness: Quite a bit.” During 

our initial interview, Paul related the BSI itemabout “double checking” in particular to his 

lack of confidence at work at the time. It is possible his improvement to “Not at all” was 

due to being unemployed at the time of responding rather than improvement in 

confidence, which was not reflected in his constant daily question score. Most strikingly, 

his average answer to the daily question, “Overall, how hopeful about your future were 

you today?” was “Somewhere in the middle” throughout every phase of the assessment. 

On the BSI, his responses to “Feeling hopeless about the future” ranged from “Quite a 

bit” prior to the Baseline phase to “Moderately” just after the Assessment intervention 

and the Follow-Up phase. The discrepancy between BSI score and daily question 

responses appears to be greatest for the week prior to the second BSI in which the mean 

response to the daily question is close to “Slightly hopeful” and the response to the BSI 

item reflects a “moderate” degree of hopelessness for the weeklong period.

It is possible that Paul improved on the BSI items and not on the daily questions 

because both the BSI items and the TA dilemma of change were largely interpersonal in 

nature. It could be that the formulation of the daily questions reflected Paul’s and my 

missing the relational nature of his problems. However, his sense of being beaten down 

by others (daily question #2) is ostensibly interpersonal and did not improve. 

Nonetheless, the dilemma of change identified by Dr. Finn regarding shame, anger, grief 

and using others to modulate these affect states was not reflected clearly in the daily 

questions and, hence, movement within these dynamics would not be measured by them. 
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Given Paul’s history of alcohol use, it cannot be ruled out that he could have 

returned to binge drinking habits, which could lead to less stable or increased symptom 

scores at any stage, including the baseline phase. 

It is possible that Paul also experienced some transference to the investigator. He 

expressed concern during the AI about my viewing the videotape with him and suggested 

it would be humiliating. It is possible that he felt shame in sharing his distress as 

formulated by Dr. Finn and tended to minimize his baseline distress. The similarity of 

discrepancy in both Paul’s and Wendy’s daily item and BSI scores suggests further study 

of individualized time-series daily measures with adult individuals may be necessary. 

Hypothesis 2: The participants will report high satisfaction with the assessment 

experience

Paul reported feeling satisfied with his assessment experience as measured by the 

Assessment Questionnaire-2 and the Assessment Feedback Questionnaire. He reported 

that the TA exceeded his expectations and uncovered issues to address in therapy. At the

time of this writing, Paul’s therapist’s feedback was not available. 

Paul’s total satisfaction with the TA was measured as above average. His 

“Positive Relationship with the Examiner” score was nearly one standard deviation above 

the mean and the “Negative Feelings about the Assessment” score was nearly half a

standard deviation above the mean. Paul answered “Strongly Agree” to every item loaded 

on the “Positive Relationship with the Examiner” score relating to respect or esteem, but 

was more ambivalent on items reflecting closeness or bond. This is congruent with Dr. 

Finn’s formulation that Paul has difficulty responding to attunement or using others to 

manage affect.

The elevation in “Negative Feelings about the Assessment” score is due to Paul’s 

agreeing with the items: “I felt exposed,” ”I felt I was under a microscope,” and “The 

assessment was unsettling to me.” He strongly agreed with the items: “At times during 

the assessment, I felt like I did when I was a child,” and “The assessment was 

emotionally draining.” It is possible that his feelings of exposure or “being under a 
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microscope” could have been at least partly determined by his experience of being part of 

this research study. Paul shared his misgivings with Dr. Finn, his therapist and me 

regarding sharing his vulnerability with me and being filmed during his AI session. 

Paul’s written feedback was positive. He stated, “The assessment exceeded my 

expectations in a positive way.” He found the Feedback session to be most valuable. He 

believed the TA helped uncover issues that he and his therapist could work on, including 

the notion that he is “worse off in some areas than [he] thought.” Paul did not give any 

suggestions because the TA “was not a ‘full’ assessment from my understanding.” He 

said the process made him more self-aware. 

Hypothesis 3A) Participants will report improved ratings of progress in individual 

therapy. 

Paul’s experience of therapy, as measured at three time points during the study,

indicated overall improvement. Paul’s therapist’s experience of therapy was mostly 

improved. Both Paul and his therapist found the measured therapy sessions very good, 

deep, and powerful following the feedback session. Paul’s and his therapist’s scores 

became more divergent in the final measured therapy session.

While the arousal Paul felt in therapy decreased, Depth, Smoothness, and 

Positivity increased when comparing the first and the last SEQ measurements. Paul 

reported the three measured therapy sessions became more difficult over time. He 

reported an increase in sadness after his post-Feedback therapy session when compared to 

the Baseline session.  

This is an interesting finding given the ambivalence Paul expressed during our 

final interview regarding therapy. It is open to question whether his experience of 

increased sadness or difficulty made him want to back away from the therapeutic 

relationship. It could also be that the “deepening” of therapy was only short-lived, and the 

experience ultimately went back to being disappointing for him.

Hypothesis 3b) Participants’ therapists will also report improved ratings of progress in 

therapy.



154

Paul’s therapist reported markedly increased depth following the feedback 

session, which was mostly maintained in the session following the follow-up phase. 

Smoothness remained essentially the same across all three therapy sessions. Paul’s 

therapist rated the last measured session as less smooth, pleasant and comfortable than 

Paul rated it. This accounts for the greater overall smoothness Paul experienced during 

this session. 

Contributions, Limitations, and Future Directions

Although the single case design has allowed a close-focused study of each TA 

and, particularly, Assessment Intervention session, the design is limited in its 

generalizability. It is difficult to even assume very much causality regarding the TA and 

the measures since Wendy’s two BSI measurements during the baseline phase suggest 

how much improvement may be seen due to therapy, hope, or uncontrollable factors.

Another limit to the generalizabilty of the study’s results is the shortened length 

of the Therapeutic Assessment. It is possible that a fuller test battery, extended inquiry 

into tests results, and, in particular, a follow-up session might have helped to modulate 

some of the continued difficulty both clients seemed to experience upon hearing feedback

from Dr. Finn. 

Despite this, a single case, time-series design allowed for a finer-grained 

examination of the Assessment Intervention session, which gives some sense of direction 

for future studies. It is possible that the apparent short-term improvement of the daily 

measures would have been washed out by a larger, randomized controlled trial. The 

similarity in self-reported symptom changes for both subjects, while not necessarily 

improbable, suggests a need to look more closely at treatment effects of the Assessment 

Intervention. Another potential question is whether the effects, if they were caused by the 

Assessment Intervention were not sustainable or somehow derailed by the feedback 

session or therapy. It could be speculated, since the two subjects felt understood and 

powerfully engaged in the AI, that there is a sense of loss as the TA ends, which effects 

outcome. Additionally, the disparity between scores on the BSI and daily questions raises 
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questions about the degree to which the investigator is performing an “assessment” and 

may catch transferential or relational engagements which effect how the subjects respond 

to daily measures.

The length of the follow-up period may have been a limitation, as it may not have 

caught an eventual trend in daily measures. Not only would a longer-term follow-up 

period be more sensitive to delayed effects, but it could speak to their durability. Finn 

(2007) pointed out that some clients only see improved results after a month or more.

Although the qualitative data of the interviews was sufficiently large and rich to 

garner categories through Grounded Theory analysis, there was insufficient data to begin 

to develop a theory. Many more core categories would likely be required to form a theory 

which would require considerably more data. While it may be possible to aggregate the 

qualitative data of this study with future Grounded Theory research on Assessment 

Intervention of Therapeutic Assessment, it is also recommended that future studies have 

more participants by a factor of four or five so that more categories and, possibly, theory 

may be developed through coding.

Another avenue for future research would be studying the non-verbal interactions 

of the assessor/client dyad, the assessor/client/therapist triad, and the client/therapist dyad 

to consider how micro-level interactions are experienced in the AI session and possibly 

carried over into therapy. Methods could be employed such as those in the work of 

Beatrice Beebe (Beebe et al., 2010), in which dyadic face-to-face interactions are 

examined “frame by frame” and considered in the context of attachment theory alongside 

the verbal narrative. Vocal tone, self touch, and postural orientation could also be 

considered to add to the understanding of the nature of therapeutic change in Therapeutic 

Assessment. 
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Appendix A: Assessment Questionnaire-2 (AQ-2)

Instructions
This questionnaire deals with your thoughts and feelings about your psychological 
assessment.  Please read each statement carefully.  Once you decide how much you agree 
or disagree with a statement, circle the number that best matches how the statement 
applies to you.  Be as honest and as accurate as possible.  Please do not skip any item and 
circle only one number for each statement.

Use the following scale to rate each statement:

Strongly Disagree Neutral Agree Strongly
Disagree Agree

1 2 3 4 5
Strongly Strongly
Disagree Agree

1. The assessment did not teach me anything new about myself.  1 2 3 4 5

2. The assessment made me proud of who I am.    1 2 3 4 5

3. The assessor earned my respect.          1 2 3 4 5

4. I felt I was under a microscope.    1 2 3 4 5

5. The assessor introduced me to new aspects of myself.    1 2 3 4 5

6. The assessment made me feel good about myself.    1 2 3 4 5

7. It was easy to trust the assessor.    1 2 3 4 5

8. The assessment hurt me.    1 2 3 4 5

9. I gained a new understanding of myself.    1 2 3 4 5

10. The assessment captured the “real” me.    1 2 3 4 5

11. The assessor seemed to like me.    1 2 3 4 5

12. The assessment was unsettling to me.    1 2 3 4 5

13. The assessment confirmed parts of me 

that I had only suspected.    1 2 3 4 5

14. The assessor said nice things about me.    1 2 3 4 5

15. I felt very close to the assessor.    1 2 3 4 5

16. The assessment was a humiliating and degrading experience. 1 2 3 4 5

17. The assessment made me think of myself.    1 2 3 4 5

18. The assessment made me feel important.    1 2 3 4 5

19. The assessor treated me warmly.    1 2 3 4 5

20. The assessment was emotionally draining.    1 2 3 4 5

21. I am more aware of how I behave with other people.    1 2 3 4 5
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22. I felt special.    1 2 3 4 5

23. I really connected with the assessor.    1 2 3 4 5

24. At times during the assessment, I felt 

like I did when I was a child.    1 2 3 4 5

25. The assessment helped me organize 

my thoughts about myself.    1 2 3 4 5

26. The assessment confirmed how I see myself.    1 2 3 4 5

27. I liked the assessor.    1 2 3 4 5

28. The assessment made me feel that 

my life is nothing but problems.    1 2 3 4 5

29. I have changed the way I think about my problems.    1 2 3 4 5

30. I feel more sure of who I am.    1 2 3 4 5

31. The assessor was interested in what I had to say.    1 2 3 4 5

32. I felt judged by the assessor.    1 2 3 4 5

33. I am more aware of how I am feeling.    1 2 3 4 5

34. I felt my strengths were recognized.    1 2 3 4 5

35. The assessor treated me as an equal.    1 2 3 4 5

36. The assessor made me feel inadequate.    1 2 3 4 5 

37. The assessment will make a difference in 

my upcoming decisions.    1 2 3 4 5

38. The assessment made me think about 

where I am headed in my life.    1 2 3 4 5

39. I felt that the assessor respected me.    1 2 3 4 5

40. The assessor insulted me.    1 2 3 4 5

41. I am more aware of why people react to me the way they do. 1 2 3 4 5

42. I know that how I see myself is really true.    1 2 3 4 5

43. The assessor and I worked as a team to learn more about me. 1 2 3 4 5

44. I felt exposed.    1 2 3 4 5

45. I can think of myself as I never had before.    1 2 3 4 5

46. The assessment described thoughts & 

feelings I have about myself    1 2 3 4 5

47. The assessor was on my side.    1 2 3 4 5

48. The assessment made me rethink the way

I already viewed myself.    1 2 3 4 5
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Appendix B: Feedback Questionnaire

1. How well did the assessment meet your expectations?

2. What part(s) of the assessment did you find most valuable?

3. What part(s) of the assessment were least valuable?

4. What suggestions do you have for improving the way we do assessments?

5. What would you tell a friend who was considering getting an assessment?

6. Please give any other comments. Use the back of the form if needed.
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Appendix C: Session Evaluation Questionnaire

Please circle the appropriate number to show how you feel about this session.

This session was:

bad 1 2 3 4 5 6 7 good

difficult 1 2 3 4 5 6 7 easy

valuable 1 2 3 4 5 6 7 worthless

shallow 1 2 3 4 5 6 7 deep

relaxed 1 2 3 4 5 6 7 tense

unpleasant 1 2 3 4 5 6 7 pleasant

full 1 2 3 4 5 6 7 empty

weak 1 2 3 4 5 6 7 powerful

special 1 2 3 4 5 6 7 ordinary

rough 1 2 3 4 5 6 7 smooth

comfortable 1 2 3 4 5 6 7 uncomfortab

le

Right now I feel:

happy 1 2 3 4 5 6 7 sad

angry 1 2 3 4 5 6 7 pleased

moving 1 2 3 4 5 6 7 still

uncertain 1 2 3 4 5 6 7 definite

calm 1 2 3 4 5 6 7 excited

confident 1 2 3 4 5 6 7 afraid

friendly 1 2 3 4 5 6 7 unfriendly

slow 1 2 3 4 5 6 7 fast

energetic 1 2 3 4 5 6 7 peaceful

quiet 1 2 3 4 5 6 7 aroused
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Appendix D: Treatment Integrity Rating Form

Initial session 
Please check yes or no for each statement.

Yes No
1. The assessor sought assessment questions from both clients.
2. The assessor asked the clients about their “best guess” answers to these 

questions.
3. The assessor let the clients know that he/she would be asking for their 

input/collaboration throughout the assessment process.
4. The assessor talked to the clients about the tests they would be taking.
5. The assessor demonstrated empathy.
6. The assessor demonstrated good listening skills.
7. The assessor encouraged the clients to ask questions about the 
assessment.

Assessment Intervention session
Please check yes or no for each statement.

Yes No
1. During the Assessment Intervention session, the assessor used 

intervention techniques that invoked the problem or concern being 
focused on.

2. After administering the intervention task, the assessor asked the client 
to talk about their experience during the task (e.g., thoughts, feelings, 
observations).

3. The assessor attempted to make connections between what happened 
during the intervention task and what happens in other areas of the 
individual’s life.
4 The assessor asked the client to try out a new approach to the task.
5. The assessor demonstrated empathy.
6. The assessor demonstrated good listening skills.

Summary/Discussion session
Please check yes or no for each statement.

Yes No
1. The assessor appeared to begin by presenting Level 1 findings, 

followed by Level 2 and (if appropriate) Level 3 findings.
2. The assessor encouraged the client to revise or amend the findings.
3. The assessor demonstrated empathy.
4. The assessor demonstrated good listening skills.
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Appendix E: Demographic Questionnaire

Birth date (dd/mm/yy): ______________ 

Sex (CIRCLE ONE): Male Female 

Ethnicity/Race (CIRCLE ONE): 
European American/White African American/Black 
Asian American/Pacific Islander Indian American 
Native American Latino/Latina 
Multiracial Other: ___________ 
Prefer not to answer 

Highest level of education (CIRCLE ONE):
High school degree/GED
Some college
Professional degree
Bachelor’s degree
Graduate degree

What is your current profession? _______________________________________

Are you currently married or in a relationship? ___________________________

Do you have children? (circle one)      Yes No

If you do have children:
How many children do you have with your current partner? ____

How many children do you have from a previous relationship ____

How many of these children currently live with you? _____
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Appendix F: Brief Symptom Inventory (BSI)

Instructions: Below is a list of problems and complaints that people sometimes have. 
For each one, tell me how much that problem has bothered or distressed you during the 
past week, including today. Please tell me whether each problem has bothered you not at 
all, a little bit, moderately, quite a bit, or extremely. 

Not at 
all

A little 
bit

Moder
ately

Quite a 
bit

Extre-
mely

1. Nervousness or shakiness inside.
2. Faintness or dizziness.
3. The idea that someone else can control 
your thoughts.
4. Feeling others are to blame for most of 
your troubles.
5. Trouble remembering things.
6. Feeling easily annoyed or irritated.
7. Pains in heart or chest.
8. Feeling afraid in open spaces.
9. Thoughts of ending your life.
10. Feeling that most people cannot be 
trusted.
11. Poor appetite.
12. Suddenly scared for no reason.
13. Temper outbursts that you could not 
control.
14. Feeling lonely even when you are with 
people.
15. Feeling blocked in getting things done.
16. Feeling lonely.
17. Feeling blue.
18. Feeling no interest in things.
19. Feeling fearful.
20. Your feelings being easily hurt.
21. Feeling that people are unfriendly or 
dislike you.
22. Feeling inferior to others.
23. Nausea or upset stomach.
24. Feeling that you are watched or talked 
about by others.
25. Trouble falling asleep.
26. Having to check and double check what 
you do.
27. Difficulty in making decisions.



163

28. Feeling afraid to travel on buses, 
subways, or trains.
29. Trouble getting your breath.
30. Hot or cold spells.
31. Having to avoid certain things, places, 
or activities because they frighten you.
32. Your mind going blank.
33. Numbness or tingling in parts of your 
body.
34. The idea that you should be punished 
for your sins.
35. Feeling hopeless about the future.  
36. Trouble concentrating.
37. Feeling weak in parts of your body.
38. Feeling tense or keyed up.
39. Thoughts of death or dying.
40. Having urges to beat, injure, or harm 
someone.
41. Having urges to break or smash things.
42. Feeling very self-conscious with others.
43. Feeling uneasy in crowds.
44. Never feeling close to another person.
45. Spells of terror or panic.
46. Getting into frequent arguments.
47. Feeling nervous when you are left alone.
48. Others not giving you proper credit for 
your achievements.
49. Feeling so restless you could not sit still.
50. Feelings of worthlessness. 
51. Feeling that people will take advantage 
of you if you let them.
52. Feelings of guilt.
53. The idea that something is wrong with 
your mind. 
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Appendix G: Study Recruitment Information Sheet

Therapeutic Assessment Study
Information for Therapists

Thank you for considering referring your client to the Therapeutic Assessment Study. This 
study is the dissertation research project for Jeb Fowler, M.A., a doctoral student in 
Counseling Psychology at the University of Texas at Austin. Jeb’s research is being 
supervised by Rico Ainslie, Ph.D., a licensed psychologist and professor of Counseling 
Psychology at The University of Texas at Austin (512-XXX-XXXX). Through this study, we 
hope to learn more about how Therapeutic Assessment (TA) works in helping individuals. 

Who is eligible to participate in the study?
As part of the study, we are looking for individual clients who are currently in their first four 
weeks of  therapy. Specifically, we would like you to think of cases in which (a) you feel 
therapy isn’t making as much progress as you would like, or (b) you think an assessment 
consultation would be helpful for you and the client. In addition, individual clients who 
participate in the study must:

 be continuing weekly therapy during the period of the research
 Not be actively psychotic
 Not be suicidal
 Not have an eating disorder

What will happen during the Therapeutic Assessment (TA)?
The TA will be conducted by Dr. Stephen Finn from the Center for Therapeutic 
Assessment. Dr. Finn is a pioneer in the development of TA and is skilled and experienced 
in its use. Prior to the Therapeutic Assessment, Dr. Finn will meet with you in person or by 
phone for a 30-60-minute session to discuss your impressions of the client as well as any 
questions that you would like the assessment to address. The client will then attend three 
sessions at the Center for Therapeutic Assessment. These sessions will include clinical 
interview, individual testing, intervention and feedback. During the Therapeutic Assessment 
your presence will be required only for the third session in which you and the client will 
meet with the assessor to discuss the assessment results. All sessions taking place at the 
Center for Therapeutic Assessment will be videotaped for research purposes. A couple of 
weeks after this final session, the assessor will provide both you and the client with a written 
summary of the assessment results. After the Therapeutic Assessment, the client and 
researcher will participate in a collaborative interview while viewing video of the intervention 
session (second session). 

You will be free to withdraw your consent and stop participation in this research study at any 
time without penalty or loss of benefits for which you may be entitled. Referrals to this study 
are completely optional and withdrawing from the study will in no way affect your referral 
relationship with Dr. Finn or any other assessor at The Center for Therapeutic Assessment. 
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Throughout the study, the researchers will notify you of new information that may become 
available and that might affect your decision to remain in the study. If, upon being 
contacted, you do not wish to participate in this study, you are under no obligation to do so. 
You may contact: 

Jeb Fowler, Principal Investigator- (512)XXX-XXXX

Dr. Stephen Finn –, (512) XXX-XXXX  or 

Dr. Ricardo Ainslie- (512)-XXX-XXXX

to state that you do not wish to be contacted regarding this study.

What will be required of me as a therapist participant in the study?
In this study, we would like to know how your impressions of your sessions with the client 
vary over three different time points. In order to get an idea of how things are going in 
therapy, we will ask you to fill out ratings of your therapy sessions throughout the duration 
of the study (before, during, and after the TA takes place; total duration: 3-4 months). These 
questionnaires should take no more than 2 minutes to complete and can be completed either 
online (through a secure website) or using a pen and paper.

What are the benefits of participating in the study?
A benefit of participating in this research study is that your client will receive Therapeutic 
Assessment services free of charge. 

What are the drawbacks or risks to participating in the study?
Many therapists find that an assessment can “stir up” new issues, feelings, and conflicts for 
clients, which may in turn bring about new and potentially difficult challenges for you as a 
therapist. Your participation in the research project will also require you to spend a few 
minutes each month filling out research questionnaires, and you may find this task mildly 
uncomfortable or tedious. As was mentioned above, you will also be asked to collaborate in 
the initial stage of the assessment and the feedback session, and this collaboration will 
require approximately two hours of your time over a 3-4 month period.

Contact us:
If you think one of your therapy clients might be eligible and interested in participating, or if 
you have further questions about the study, please call or email the study’s principal 
investigator, Jeb Fowler (512) XXX-XXXX. You may also refer any interested clients to the 
“Information for Participants” handout.
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Appendix H:  Treatment Integrity Rating Form - Paul

Initial session 
Please check yes or no for each statement.

Yes No
1. The assessor sought assessment questions from the client. x
2. The assessor asked the client about his/her “best guess” answers to 

these questions.
x

3. The assessor let the client know that he/she would be asking for 
input/collaboration throughout the assessment process.

x

4. The assessor talked to the client about the tests he/she would be taking. x
5. The assessor demonstrated empathy. x
6. The assessor demonstrated good listening skills. x
7. The assessor encouraged the client to ask questions about the 
assessment.

x

Assessment Intervention session
Please check yes or no for each statement.

Yes No
1. During the Assessment Intervention session, the assessor used 

intervention techniques that invoked the problem or concern being 
focused on.

x

2. After administering the intervention task, the assessor asked the client 
to talk about his/her experience during the task (e.g., thoughts, feelings, 
observations).

x

3. The assessor attempted to make connections between what happened 
during the intervention task and what happens in other areas of the client’s 
life.

x

4 The assessor asked the client to try out a new approach to the task. x
5. The assessor demonstrated empathy. x
6. The assessor demonstrated good listening skills. x

Summary/Discussion session
Please check yes or no for each statement.

Yes No
1. The assessor appeared to begin by presenting Level 1 findings, 

followed by Level 2 and (if appropriate) Level 3 findings.
x

2. The assessor encouraged the client to revise or amend the findings. x
3. The assessor demonstrated empathy. x
4. The assessor demonstrated good listening skills. x
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Appendix I: Treatment Integrity Rating Form - Wendy

Initial session 
Please check yes or no for each statement.

Yes No
1. The assessor sought assessment questions from the client. x
2. The assessor asked the client about his/her “best guess” answers to 

these questions.
x

3. The assessor let the client know that he/she would be asking for 
input/collaboration throughout the assessment process.

x

4. The assessor talked to the client about the tests he/she would be taking. x
5. The assessor demonstrated empathy. x
6. The assessor demonstrated good listening skills. x
7. The assessor encouraged the client to ask questions about the 
assessment.

x

Assessment Intervention session
Please check yes or no for each statement.

Yes No
1. During the Assessment Intervention session, the assessor used 

intervention techniques that invoked the problem or concern being 
focused on.

x

2. After administering the intervention task, the assessor asked the client 
to talk about his/her experience during the task (e.g., thoughts, feelings, 
observations).

x

3. The assessor attempted to make connections between what happened 
during the intervention task and what happens in other areas of the client’s 
life.

x

4 The assessor asked the client to try out a new approach to the task. x
5. The assessor demonstrated empathy. x
6. The assessor demonstrated good listening skills. x

Summary/Discussion session
Please check yes or no for each statement.

Yes No
1. The assessor appeared to begin by presenting Level 1 findings, 

followed by Level 2 and (if appropriate) Level 3 findings.
x

2. The assessor encouraged the client to revise or amend the findings. x
3. The assessor demonstrated empathy. x
4. The assessor demonstrated good listening skills. x
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