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Early sessions of patients categorized as
dropouts (n = 25), good outcome (n = 28),
and poor outcome (n = 20) completers of a
40-session protocol of short-term
psychotherapy were compared to determine
predictive validity of in-session measures of
therapeutic alliance and interpersonal
behavior (Working Alliance Inventory,
Session Evaluation Questionnaire, and
Interpersonal Adjective Scale). A number of
significant differences were found among the
three groups: both patients and therapists in
the dropout group rated the relationship as
more problematic than those in the good
outcome group, and patients in the dropout
group also rated the relationship as more
problematic than those in the poor outcome
group, while therapists’ ratings did not
distinguish dropouts from poor outcome.
Differences between good and poor outcome
groups were nonsignificant. These findings
have clinical significance, particularly in
early identification of patients at risk for
treatment failure.

(The Journal of Psychotherapy Practice
and Research 1998; 7:126–143)

Research on the therapeutic alliance has
consistently confirmed the centrality of

the alliance construct and its predictive value
in the overall outcome of therapy, as well as in
the ongoing process of therapy. Bordin,1 in one
of his last works, emphasized that the repair
and working-through of strains or ruptures in
the alliance is crucial to the process of change.
While this is certainly not news to our col-
leagues in analytic circles, who have been
writing about and working clinically with
transference, defense, and alliance phenom-
ena for many years, Bordin’s transtheoretical
language has enabled psychotherapy re-
searchers to begin testing these multifaceted
concepts empirically.

E X I S T I N G  R E S E A R C H

Gradually, focus has been shifting toward the
study of therapeutic misalliance and the
dimensions that predict problematic patient–
therapist relationships and poor overall out-

Received October 26, 1994; revised July 1, 1997; ac-
cepted July 9, 1997. From the Brief Psychotherapy Re-
search Project, Beth Israel Medical Center, First Avenue
at 16th Street, 5F-04, New York, NY 10003. Send corre-
spondence to Ms. Samstag at the above address.

Copyright © 1998 American Psychiatric Press, Inc.

VOLUME 7 • NUMBER 2 • SPRING 1998



come. Such studies have been pursued as a
means to more fully understand mechanisms
of the change process. However, process stud-
ies often compare alliance and interpersonal
behavior between good and poor outcome
cases but do not include subjects who have pre-
maturely terminated. As Bordin2 has sug-
gested, severe alliance ruptures could result in
premature and unilateral termination by the
patient. Therefore, it could be expected that
premature termination cases would be charac-
terized by more extreme ruptures and gener-
ally more problematic alliances than would
cases resulting in poor overall outcome. Drop-
out conditions may provide an additional con-
text within which to identify and study features
of problematic therapeutic relationships. At a
more practical level, the high rates of patient
attrition from brief psychotherapywhich
average about 47% and range as high as
67%3,4suggest that a substantial proportion
of people seeking outpatient treatment are
probably not receiving adequate care. Attri-
tion rates have been found to be comparatively
higher in patients diagnosed with personality
disorders.5

Problems in
Conducting Research

One reason why dropouts are often not
included in psychotherapy process research
studies may be the variability within this sub-
sample and, hence, inconsistencies in how
dropouts are identified. Failed treatments have
been defined in the psychotherapy literature
in a multitude of different ways, and this lack
of consensus has likely contributed to conflict-
ing and confusing research findings. In fact,
the defining criteria are least reliable and valid
for those patients who terminate therapy pre-
maturelyas compared with patients who
complete treatment protocols and have their
outcome status defined by pre- and post-ther-
apy ratings of symptoms and personality
change.

Frayn6 has conceptualized two general
categories of dropouts. He found that 50% of

patients who dropped out of therapy did so
within the first month; the rest of the premature
terminators remained in therapy for a longer
period of time but ultimately failed to complete
the full course of treatment. Frayn observed
that an early versus late pattern of attrition was
also evident in the NIMH collaborative de-
pression project,7 in which 44% of the prema-
ture terminators left therapy within the first
month. He believes that the “early termina-
tors” dropped out of therapy within the first
month because of lack of motivation and the
presence of a “powerful . . . negative transfer-
ence . . . before a significant therapeutic alli-
ance is available” (p. 258). Later dropouts, he
hypothesized, are a more heterogeneous
group who leave treatment for a variety of con-
flictual and environmental reasons. These per-
centages of early dropouts are consistent with
rates reported by Garfield and Bergin,8 who
noted that 50% of dropouts left therapy prior
to session eight.

Wierzbicki and Pekarik3 conducted a
meta-analysis on studies of premature termi-
nation, summarizing studies from January 1974
to June 1990, and found that dropout rates dif-
fered significantly as a function of the distinct
definition used by each of the authors. In gen-
eral, the criteria used to define dropout fell into
three conceptually distinct categories: 1) ter-
mination by failure to attend a scheduled ses-
sion, 2) therapist’s judgment that termination
was premature, and 3) low number of sessions
attended. Without a reliable and valid defini-
tion of dropout, this sample remains a rela-
tively heterogeneous one. For instance, a
patient who accepts an unexpected job offer
in another city early on in the treatment may
have been completely satisfied with the ther-
apy, but would be defined as prematurely ter-
minating because of the small number of
sessions completed. As Silverman and Beech9

found, subjects who terminated therapy pre-
maturely often benefited from just a few ses-
sions and should not be considered treatment
failures based on the number of sessions at-
tended or the disagreement of the clinician.
Moreover, although the therapist’s judgment
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may be one of the most valid methods of de-
fining premature termination, it is also the least
reliable, since therapists differ widely in the
criteria they use for making such an assess-
ment.10–12

Besides inadequate definition, a second
reason for the paucity of empirical studies in-
cluding dropout samples may have to do with
the difficulty in collecting data from these sub-
jects. Patients who feel they are not receiving
satisfactory treatment and are considering
early termination may be less inclined to spend
time completing self-report inventories for the
benefit of the study. In support of this suppo-
sition, “missing data” was found to be a better
predictor than a number of self-report indices
in a pilot study that looked at the early identi-
fication of treatment failures in brief psycho-
therapy.13 Lack of overall outcome data may
be a factor in the emphasis on pretreatment
variables (such as demographic and descrip-
tive data) in the literature on dropouts. (In con-
trast, an “intention-to-treat” model14 applied to
psychotherapy research assumes early attrition
and incorporates more frequent assessments
into the procedure, so that regardless of where
in the treatment protocol a patient withdraws,
comparative data are available and the patient
can be included in endpoint analyses. Mea-
sures collected after each session also allow for
ongoing assessment of therapeutic process.)

In terms of pretreatment variables signifi-
cantly associated with patient dropout, find-
ings seem to most consistently demonstrate an
inverse, albeit weak, relationship between
dropout and socioeconomic status.15,16 Wierz-
bicki and Pekarik’s meta-analysis3 confirmed
this statistically. These authors also found that
there was a significantly increased risk for
dropout among minority patients and those
with low levels of education. Although a few
patient demographic variables have been reli-
ably demonstrated to predict dropout, overall
their clinical utility is rather limited. These
global indices do not tell us much about the
mitigating factors influencing the relationship
between patient and therapist, how each of
them thinks about the relationship, and

specifically what is going wrong between them.
As a number of researchers have now demon-
strated empirically,17–19 the types of interper-
sonal dynamics and processes that develop in
the relationship between a particular patient
and therapist will depend on their unique in-
teraction.

Validity Studies

Research examining the validity of in-
session alliance or process variables within
dropout samples represents a small body of
literature to date, and those studies that have
been conducted present mixed and inconclu-
sive results. Some studies have found that pa-
tient ratings of a variety of alliance measures
at pretreatment20 or early in treatment21–23 sig-
nificantly predicted dropout, whereas another
showed no relationship between patient or
therapist ratings of alliance after the first ses-
sion and premature termination.24 In contrast
to their earlier findings, Tryon and Kane25

found that therapist ratings of alliance were
predictive of termination type, but patient rat-
ings were not. The results of these dropout
studies are inconsistent with the general find-
ing that patients’ assessment of the alliance, as
compared with ratings by therapists and third-
party observers, is the best predictor of overall
outcome.26 As mentioned above, the weak or
contrasting findings in this literature may be
the result of the different methods by which
subjects were categorized into outcome condi-
tions. As Wierzbicki and Pekarik3 have recom-
mended, careful operationalization of criteria
for defining premature termination is required.

Alliance Rupture Studies

An additional body of theoretical and em-
pirical work that has addressed the issue of
problematic therapeutic relationships is the
alliance rupture literature. A number of re-
searchers have been focusing simultaneously
on the elaboration of aspects of alliance strains
or ruptures, approaching the phenomenon
from a variety of empirical vantage points.
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Initial studies were completed by Lansford
and Bordin,27 Lansford,28 and Foreman and
Marmar17 identifying poor-alliance cases and
describing the components of repair and re-
lated improvements. The work of Safran and
his colleagues has involved detailed qualita-
tive and quantitative analysis of interpersonal-
experiential therapy sessions, describing
distinct rupture types and the processes by
which these breaches in the alliance are re-
solved with the therapist.29–31 Rhodes et al.32

have assessed subjects’ retrospective reports of
moments when they felt misunderstood by
their therapists and how these events were
either resolved or not. Interestingly, these dif-
ferent methodologies studied across different
types of treatment have resulted in similar, al-
though not identical, resolution models, pro-
viding some validation for the construct.

One of the methodological hurdles within
this literature has been the definition and op-
erationalization of the alliance rupture itself.
Because different patient–therapist dyads play
out subtly distinctive interpersonal dances,
which also vary greatly in terms of intensity,
their components have proven difficult to gen-
eralize and therefore to study in traditional,
large-sample research designs. Two studies
conducted at the Vanderbilt Project18,19 identi-
fied cohorts of therapists who treated both
good (high-change) and poor (low-change) out-
come dyads and compared them with respect
to interpersonal process variables as measured
by the Structural Analysis of Social Behav-
ior.33,34 Overall, results demonstrated a signifi-
cantly greater degree of hostile interpersonal
interactions between patient and therapist in
the poor outcome cases. A pattern of more fre-
quent complex communications (defined as a
speech utterance conveying more than one in-
terpersonal message) was found in the poor
outcome cases, although this finding was not
statistically significant because of the small
sample size. In the second study,19 which ex-
amined seven therapists, each with a good and
a poor outcome case, it was found that hostile
therapist introjects were linked to hostile inter-
personal behavior and were characteristic of

poor outcome dyads. It was demonstrated that
“the same therapist, using similar techniques
with similar patients, nonetheless might ex-
hibit markedly different interpersonal behav-
iors in low-change cases as compared to
high-change cases”18 (p. 30). These studies by
Henry and colleagues18,19 demonstrate the va-
lidity of ratings of the early therapeutic rela-
tionship in predicting differential treatment
outcome, and they identify additional compo-
nents of problematic alliances.

Process/Outcome Studies

To our knowledge, only two previously
published studies of brief psychotherapy35,36

have examined interpersonal process across
the continuum of outcome possibilities: in
other words, comparing dropout, poor out-
come, and good outcome cases within the
same design.

As part of the Vanderbilt I study, Hartley
and Strupp35 examined therapeutic alliance in
a sample of male college students in a 25-ses-
sion protocol. The subjects were divided into
high outcome, low outcome, and premature
termination groups depending on their status
at the end of treatment. High or low outcome
was determined by a composite score that in-
cluded patient, therapist, and observer ratings
of pre- and post-treatment assessment mea-
sures. Premature termination was defined as
the completion of no more than five therapy
sessions. These authors were not able to statis-
tically predict premature termination on the
basis of observer ratings of alliance; however,
they noticed different patterns of alliance de-
velopment among the three conditions. Spe-
cifically, the mean alliance scores for the
dropout group increased in later sessions com-
pared with the two completed-treatment
groups, which showed a decrease in mean rat-
ings. The dropout patients were observed “to
be slightly less involved in the therapy,”35 (p.
31) which may have served to increase the
therapist’s level of engagement in the process
and accounted for the increase in the mean
alliance rating for this condition. Hartley and
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Strupp note that the small sample of 6 dropout
subjects may have accounted for the nonsigni-
ficant findings, as well as confounding “exter-
nal” reasons why subjects terminated therapy
prematurely.

The second study36 was part of the Van-
derbilt II project, which examined therapist
effectiveness before, during, and after psy-
chodynamic training. Najavits and Strupp36 in-
cluded patient “length of stay” in treatment as
an outcome variable, in addition to a compos-
ite index of patient symptom change. This
study looked at a much larger sample of out-
patient psychotherapy subjects (80 patients
and 16 therapists) and found that 25% of the
correlations between length of stay and in-
session ratings of therapist behavior were sig-
nificant, compared with only 6% of the
correlations between outcome (the composite
index) and therapist in-session behavior. The
authors also found that therapists defined as
“more effective” demonstrated more positive
behaviors in session, such as warmth, under-
standing, and helping, and showed fewer nega-
tive behaviors, such as belittling, ignoring, and
attacking, compared with the “less effective”
group. Furthermore, more effective therapists
had no patients terminate prematurely (de-
fined here as dropping out prior to session 16),
whereas a minimum of 2 of the 5 patients of
the less effective therapists prematurely termi-
nated. Thus, therapist in-session behavior was
demonstrated to be a significant factor in pre-
dicting which patients prematurely dropped
out of treatment.

The purpose of the current study was to
examine the predictive validity of a number of
early, in-session indices of therapeutic alliance
and interpersonal behavior in a sample com-
paring two distinct types of treatment failure
conditions (premature termination and poor
outcome) and a good outcome condition. In
order to clarify the contradictory existing re-
search findings regarding prediction of prema-
ture termination from in-session process
variables, we attempted to create a more ho-
mogeneous and valid treatment sample by em-
ploying a more detailed and specific definition

of premature termination than has previously
been used in the research literature. We hy-
pothesized that with this improved definition,
the dropout cases would demonstrate signifi-
cantly poorer therapeutic alliance scores and
significantly more problematic interpersonal
behavior patterns than the poor outcome
cases, which in turn would demonstrate more
problematic alliances than the good outcome
cases. We also asked whether patients and
therapists would differ with respect to the sen-
sitivity and type of in-session measures of alli-
ance and interpersonal behavior that might
predict overall outcome.

M E T H O D S

Subjects

Seventy-three patients (43 women; 59%)
from the Brief Psychotherapy Research Pro-
ject, Beth Israel Medical Center, participated
as subjects in this study. Their mean age was
40.71 years (SD = 9.36), most had obtained at
least a college degree (68; 93%), most were
white (66; 90%), and a majority of the patients
were either single or divorced (54; 74%). After
an initial intake interview, patients were ran-
domly assigned to a therapist for 40 sessions
of dynamic, cognitive-behavioral, supportive,
or interpersonal-experiential treatment (see
Therapists and Treatments section below).

In accordance with the project’s inclusion
criteria, patients were between the ages of 18
and 65 and described evidence of at least one
close personal relationship. Exclusion criteria
included evidence of current substance abuse;
use of psychotropic medication (such as neuro-
leptics, antidepressants, or lithium) within the
past year; a significant Axis III medical diag-
nosis; history of recurring psychotic or manic
episodes; and history of suicidal, violent, or
destructive impulse-control problems. Patients
provided informed consent to the research
protocol.

Diagnoses were formulated by the re-
search team based on information collected
from the Structured Clinical Interview for
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DSM-III-R–I and II (SCID I37 and SCID II38).
Patient DSM-III-R39 diagnoses for the sample
were as follows: on Axis I, approximately two-
thirds of the sample received a primary depres-
sion-related diagnosis (45; 62%), 18 (25%)
received an anxiety-related diagnosis, 9 (12%)
reported interpersonal problems, and 1 (1%)
received an eating disorder diagnosis. Axis II
diagnoses were categorized by cluster type,
with the majority of subjects receiving either a
cluster C diagnosis (27; 37%) or personality dis-
order not otherwise specified (NOS) with clus-
ter C features (31; 42%). Three patients (4%)
received a cluster A diagnosis, and 1 (1%) re-
ceived a cluster B diagnosis. Eleven patients
(15%) presented with no Axis II pathology.

The sample of 73 patients was divided into
three groups: 1) dropout (n = 25), 2) completed
treatment with good outcome (n = 28), or 3)
completed treatment with poor outcome (n =
20). Dropouts were selected if they 1) volun-
tarily ended therapy within the first third of the
protocol and had completed at least four ses-
sions; 2) reported dissatisfaction with some as-
pect of the treatment and/or therapist and did
not terminate exclusively as a result of factors
beyond what is typically considered within the
therapeutic frame (e.g., moved out of state be-
cause of a new job); and 3) had their therapist’s
acknowledgment of a problematic relation-
ship. The 25 dropouts selected for this group
completed a mean of 8.36 sessions (SD = 3.11).

Patients and therapists reported any prob-
lems or dissatisfactions with the treatment in
response to an open-ended item on the Post-
Session Questionnaire40 (PSQ). Patient and
therapist versions of the PSQ are included in
Appendix A and are described in the Process
Measures subsection below.

Within the time frame of this study (span-
ning approximately 3 years), 10 patients who
terminated within the first third of treatment
did not meet these criteria. The additional 10
dropout patients did not meet criteria for the
following reasons: 1 felt much better after nine
sessions and terminated because he had solved
his presenting problem; 6 dropped out after
only one session (1 reported this was due to

“scheduling problems,” and the other 5 did not
state reasons); and 3 reported having to termi-
nate because they moved out of state. The
method used to classify patients as either good
or poor outcome is described in the Pre- and
Post-treatment Assessment subsection below.

A comparison of patient demographic in-
formation among the three treatment groups
(Table 1) was conducted by using Fisher exact
tests (FI) or analyses of variance. Five variables
were tested: age, race, marital status, gender,
and education level. There were no significant
differences on any of these variables, although
a trend was noted toward a greater proportion
of women in the dropout group and a greater
proportion of men in the poor outcome group
(FI = 5.94, df = 2, P = 0.051).

Other analyses using the Fisher exact test
showed no significant differences on DSM-III-
R Axis I and II diagnostic categories across the
three groups. On Axis I, the frequency of pri-
mary diagnostic categories was as follows: good
outcome: depression, 16; anxiety, 10; V codes,
2; poor outcome: depression, 12; anxiety, 5; V
codes, 2; eating disorder, 1; dropout: depres-
sion, 17; anxiety, 3; V codes, 5 (FI = 7.22, df =
6, P = 0.30). Subjects’ primary Axis II diagno-
ses were as follows: good outcome: cluster C, 15;
NOS, 9; none, 4; poor outcome: cluster A, 3;
cluster C, 5; NOS, 10; none, 2; dropout: cluster
B, 1; cluster C, 7; NOS, 12; none, 5 (FI = 9.03,
df = 6, P = 0.17).

Therapists and Treatments

Forty-seven therapists (25 women, 22
men) participated in this study. There were 19
M.D.s, 12 Ph.D.s, and 17 master’s-level thera-
pists, with a mean (± SD) of 7.51 ± 8.10 years
of clinical experience. The therapists’ mean
age was 38.01 ± 8.20 years. Overall, the aver-
age number of patients per therapist was 1.55
(range 1–5), with no more than 4 patients seen
by a single therapist within any outcome
group. All therapists were white, and most
were married.

Differences in therapist demographic vari-
ables were not tested among the three patient
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outcome groups because of the random occur-
rence of therapist overlap. In other words, a
number of therapists (12; 26%) treated patients
who fell within more than one outcome cate-
gory. As a way to understand any effect of train-
ing on outcome, dyads were divided according
to training status, with a therapist’s first two
treatment cases in a modality defined by the
research project as training cases (regardless of
years of experience). Therapists met weekly
for group supervision and didactic seminars,
with an additional weekly individual super-
vision provided for training cases. In fact, no
significant difference was found among out-
come groups with respect to therapists’ brief
psychotherapy training status. The number of
training cases per condition was as follows:
good outcome, 9/19; poor outcome, 4/16;
dropout, 9/16 (FI = 1.43, df = 2, P = 0.49).

As mentioned under Subjects above,
patients were randomly assigned to one of
five manual-based, 40-session therapies. The
treatments included two types of dynamic,41,42

cognitive-behavioral,43 supportive,44 and
interpersonal-experiential45 psychotherapy.
All therapy sessions were videotaped.

Pre- and Post-treatment Assessment

Patients completed the Symptom Check-
list-90–Revised46 (SCL-90-R), and the 127-item
version of the Inventory of Interpersonal Prob-
lems47 (IIP-127) at pre- and post-treatment. The
overall mean score of the SCL-90-R was used
as a measure of general psychiatric symptoma-
tology. For the IIP-127, the overall mean score
was used to reflect the severity of interpersonal
dysfunction. Both of these measures have dem-
onstrated adequate psychometric properties and
are commonly used in psychotherapy research.

Those patients who completed the 40-
session protocol were classified as having
either good or poor treatment outcome based
on reliable change (RC) scores,48 calculated
from IIP-127 and SCL-90-R scores obtained
pre- and post-treatment. These measures
provided an independent classification of
treatment outcome. The means and standard
deviations of the two self-report indices at
intake assessment for the 1) dropout, 2) poor
outcome, and 3) good outcome groups, respec-
tively, were as follows: for the IIP-127, 1) 1.04
± 0.47, 2) 1.49 ± 0.72, 3) 1.26 ± 0.43; and for

TABLE 1. Patient descriptive information compared among the three outcome groups, using the Fisher
exact test (FI) or analysis of variance (F )

Outcome Group
 Good Poor Dropout

Variable  (n = 28) (n = 20)  (n = 25) df FI or F

Age (mean ± SD) 40.79 ± 9.59 39.55 ± 8.81 41.80 ± 9.69 2,72 0.32
Race
 White 24 18 24
 Minority (Hispanic or Asian)  4  2  1 2 1.60
Marital status
 Single 13 12 17
 Married 10  5  4
 Divorced/separated  5  3  4 4 3.17
Gender
 Female 16  8 19
 Male 12 12  6 2  5.95* 
Education 
 High school  3  0  2
 College 15 13 15
 Graduate school 10  7  8 4 2.27

2 *P = 0.051.
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the SCL-90-R, 1) 0.87 ± 0.51, 2) 0.96 ± 0.56,
3) 1.03 ± 0.50. A multivariate analysis of vari-
ance (MANOVA) indicated no significant differ-
ence among them (F = 2.16, df = 2,70, P = 0.12).

The RC index is a statistical approach that
was used to evaluate the extent to which indi-
vidual patients demonstrated change over the
course of treatment. It is a method of assessing
outcome that incorporates the predictive
power of large-sample data with ideographic
precision. Jacobson and Truax48 identify two
types of reliable clinical change based on a sta-
tistical differentiation between “recovery” (RC
> 1.96) and “improvement” (change in the ex-
pected direction, but RC < 1.96). In order to
increase power, cases defined as either recov-
ered or improved in this study were classified
as having good outcome. However, we used a
more rigorous definition of improvement,
where an RC score of > 0.5 (half a standard
deviation) but < 1.96 was required. Therefore,
cases were classified as poor outcome if they
demonstrated change in the negative direction
or if their improvement was minimal (RC <
0.5). Each patient’s RC index was computed
by comparing the difference in scores on each
instrument from pre- to post-treatment, rela-
tive to the standard error of difference (SDIFF)
between the two scores:

RC = X2 − X1

SDIFF

The SDIFF was computed from the standard er-
ror of measurement (SE) derived from an-
other, comparable sample of patients. The SE
was derived from a sample of 118 patients who
had completed the 40-session psychotherapy
protocol and had participated in other research
studies. These patients did not complete the
PSQ and were therefore not included as sub-
jects in the present study.

The RC scores from the SCL-90-R and
the IIP-127 were averaged to derive a compos-
ite index. Using this method, 28 patients were
classified as having good outcome and 20 as
having poor outcome.

Process Measures

After each therapy session, patients and
therapists independently completed equiva-
lent versions of a post-session questionnaire40

(PSQ; Appendix A). This questionnaire was
made up of a number of different scales meas-
uring aspects of the therapeutic alliance and
interpersonal complementarity, including the
Bond, Goal, and Task dimensions of the 12-
item Working Alliance Inventory49 (WAI-12;
Part C on the PSQ), derived from Horvath and
Greenberg’s original 36-item scale;50 Depth
and Smoothness indices of the Session Evalu-
ation Questionnaire51 (SEQ; Part D on the
PSQ); and Friendliness and Hostility subscales
of the Interpersonal Adjective Scale, short
form52,53 (IAS-S; Part E on the PSQ), devel-
oped from Wiggins and colleagues’ revised
scale.54 Although the IAS-S has a total of 16
items, only the patient’s ratings of the therapist
and the therapist’s ratings of the patient were
used in this study. (Patients’ and therapists’ rat-
ings of themselves were not included.) The
scales included in this research study were se-
lected because they had been found to be the
most predictive of ultimate outcome in pilot
studies with a similar patient sample.13,55

On the basis of this previous research, and
the high rate of missing data reported above,
patients were closely monitored as to their
questionnaire return rate. Prepaid envelopes
were provided for patients to mail in com-
pleted forms if they were unable to stay and
fill them out immediately after their sessions
(they were instructed to complete the form as
soon after the session as possible), and they
were contacted by mail or telephone to inquire
about any missing questionnaires. Also, the
PSQ was described to patients at the beginning
of treatment as a forum for their reactions to
the therapist and the therapy program. They
were encouraged to be open in their feedback
and were reminded that the therapists did not
have access to their PSQ responses.

A total of eight process variables, each
rated by patients and therapists after every ses-
sion, were included in the analyses. In order
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to examine and compare the nature of the
therapeutic relationship across the three treat-
ment groups, we identified a window of six
early sessions. For the dropout group, mean
PSQ scores from the six sessions prior to the
last meeting were calculated (for instance, if
the patient dropped out at session 9, scores
were collapsed across sessions 4 through 9). As
a comparison, the window in the good and
poor outcome groups was defined as sessions
3 through 8, for three reasons: 1) the average
last session in the dropout group was session
8 (which is also consistent with the existing lit-
erature in this area, described earlier); 2) it
seemed to make clinical sense to give the rela-
tionship a few sessions to become established;
and 3) it also seemed reasonable to give the
patients some experience with the PSQ before
collecting data. There is some empirical evi-
dence for this last point: Marziali56 found that
alliance ratings collected after the first therapy
session of a time-limited protocol were less pre-
dictive of overall outcome than ratings taken
a few sessions later in treatment (after session
5). There were 4 patients in the dropout group
who terminated prior to session 8 (2 completed
the minimum of four sessions, 1 terminated
after session 5, and 1 terminated after session
6). For these cases, the unavailable sessions
were treated as missing data.

R E S U L T S

Discriminant Validity of the
Self-Report Measures

A MANOVA comparing the three treat-
ment groups (dropout, good outcome, and
poor outcome) was conducted with the eight
relationship variables (WAI-12: Bond, Goal,
Task, Total; IAS-S: Friendliness, Hostility; and
SEQ: Depth, Smoothness), for each set of pa-
tient and therapist self-report ratings (reported
in Tables 2 and 3, respectively).

Patient Ratings: Overall, there was a significant
difference in ratings of alliance and interper-
sonal behavior from the patient’s perspective

among the three outcome groups (F = 11.29,
df = 2,68, P < 0.001). Specific contrasts indi-
cated that the dropout group was significantly
differentiated from both the good outcome
group (F = 21.48, df = 1,68, P < 0.001) and the
poor outcome group (F = 10.53, df = 1,68, P <
0.01). However, there was no difference be-
tween good and poor outcome groups.

Univariate tests (Table 2) demonstrated
that each of the WAI-12 Bond, Goal, Task, and
Total scores were significantly different among
the three outcome groups, with dropout pa-
tients consistently rating the lowest alliance
scores, poor outcome patients rating moderate
scores, and good outcome patients rating the
highest scores. On the IAS-S, patients’ ratings
of Therapist Friendliness were also signifi-
cantly different among the groups, with thera-
pists in the dropout dyads being rated as the
least friendly, therapists in the poor outcome
dyads rated as moderately friendly, and thera-
pists in the good outcome cases having the
highest levels of patient-rated friendliness. Pa-
tients’ ratings of Therapist Hostility did not dis-
tinguish outcome groups. Finally, it was found
that the Depth factor of the SEQ differentiated
the three outcome groups, with good outcome
patients reporting the highest Depth scores
across sessions, and dropout patients the low-
est scores. The Smoothness factor was not sig-
nificantly different among the groups.

Therapist Ratings: Similar to the analysis of pa-
tient-rated variables, there was a significant
overall difference of alliance and interpersonal
behavior measures among the three outcome
groups from the therapist perspective (F =
6.76, df = 2,70, P < 0.01). Specific contrasts
also demonstrated a significant difference be-
tween the good outcome and dropout groups
(F = 13.49, df = 1,70, P < 0.001) and no differ-
ence between good and poor outcome groups.
The difference between dropout and poor out-
come groups did not quite reach significance
(F = 2.12, df = 1,70, P < 0.10).

As with the patient ratings, univariate
analyses (Table 3) indicated that each of the
three WAI-12 factor scores and the Total score
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were significantly different among the three
outcome groups: Bond, Goal, and Task factors
and Total score. Mean scores for the three
groups fell in the expected direction, similar
to the patient scores. The pattern of results
from analyses of therapists’ ratings on the IAS-
S and the SEQ factors were reversed to those
found with patients’ ratings. Specifically, thera-
pists’ rating of Patient Friendliness was not sig-
nificant, whereas Patient Hostility was: patients

in the dropout dyads were rated by therapists
as being the most hostile, patients in the poor
outcome dyads as being moderately hostile,
and those in the good outcome condition as
being least hostile. With the SEQ, the Smooth-
ness factor distinguished among the three out-
come groups, with the good outcome group
showing the greatest degree of Smoothness
and the dropout group the least. There was no
significant difference on the Depth factor.

TABLE 2. Multivariate analysis of variance comparing patient self-report Post-Session Questionnaire
variable scores (mean ± SD) among good and poor outcome completers and dropouts

Outcome Group Univariate
Measure Good (n = 28) Poor (n = 20) Dropout (n = 25) F (df = 2,68)

WAI-12
 Total 5.21 ± 0.69 4.98 ± 0.80 4.27 ± 0.85  9.97***
 Bond 5.44 ± 0.79 5.10 ± 0.80 4.42 ± 0.86 10.13***
 Goal 5.09 ± 0.80 5.04 ± 0.88 4.29 ± 0.94 6.19**
 Task 5.10 ± 0.71 4.80 ± 1.08 4.00 ± 1.08  8.88***

IAS-S: Therapist
 Friendliness 11.00 ± 1.63 10.77 ± 1.74 9.41 ± 2.15 5.20**
 Hostility 3.06 ± 1.11 3.44 ± 1.37 3.58 ± 1.57 1.04  

SEQ
 Smoothness  4.16 ± 0.96 3.95 ± 0.49 4.30 ± 1.06 0.81 
 Depth 5.26 ± 0.80 4.95 ± 0.70 4.61 ± 0.96 3.83*

2Note: WAI-12 = Working Alliance Inventory;49 IAS-S = Interpersonal Adjective Scale;53 
SEQ = Session Evaluation Questionnaire.51

 *P < 0.05; **P < 0.01; ***P < 0.001.

TABLE 3. Multivariate analysis of variance comparing therapist self-report Post-Session Questionnaire
variable scores (mean ± SD) among good and poor outcome completers and dropouts

Outcome Group Univariate
Measure Good (n = 28) Poor (n = 20) Dropout (n = 25) df F

WAI-12 
 Total 4.89 ± 0.58 4.59 ± 0.80 4.01 ± 0.96 2,70 8.46***
 Bond 4.91 ± 0.62 4.56 ± 0.87 4.06 ± 0.94 2,70 7.33***
 Goal 4.96 ± 0.60 4.69 ± 0.82 4.10 ± 0.97 2,70 7.81***
 Task 4.80 ± 0.61 4.53 ± 0.95 3.85 ± 1.10 2,70 7.68***

IAS-S: Patient 
 Friendliness 9.22 ± 1.55 8.38 ± 1.72 8.24 ± 2.18 2,70 2.24  
 Hostility 4.64 ± 1.65 5.19 ± 1.43 5.79 ± 1.95 2,70 3.05*  

SEQ 
 Smoothness 4.18 ± 0.45 4.00 ± 0.57 3.71 ± 0.48 2,70 5.98** 
  Depth 4.85 ± 0.49 4.76 ± 0.65 4.47 ± 0.73 2,47 2.67  

2Note: WAI-12 = Working Alliance Inventory;49 IAS-S= Interpersonal Adjective Scale;53 
SEQ = Session Evaluation Questionnaire.51

 *P < 0.05; **P < 0.01; ***P < 0.001.
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Post Hoc Analysis

Given the near-significant finding of a gen-
der difference among the outcome groups, a
post hoc MANOVA was conducted compar-
ing the eight process variables between male
and female patients. There was no significant
difference overall.

D I S C U S S I O N

The results of this study indicate that a number
of alliance and interpersonal behavior vari-
ables measured from patient and therapist
perspectives were predictive of treatment out-
come and may be useful in the early identifi-
cation of patients at risk for dropout or poor
outcome. The variables that significantly dis-
criminated the three outcome groups in this
study included the Total and factor scores of
the WAI-12 (rated from both patient and
therapist perspectives); the IAS-S (therapist
ratings of Patient Hostility and patient ratings
of Therapist Friendliness); and the SEQ
(therapist-rated Smoothness and patient-rated
Depth). Overall, patient ratings significantly
distinguished the dropout and good outcome
groups and the dropout and poor outcome
groups, but they did not discriminate the good
from the poor outcome group. In comparison,
therapists’ ratings distinguished the extreme
groups (the dropouts from the good outcome
cases), but ratings of poor outcome subjects
were not significantly different from those of
either of the other two groups. This type of
session-by-session monitoring of specific alli-
ance and interpersonal patterns in time-limited
psychotherapythe so-called nonspecific fac-
tors of therapywas demonstrated to be a
predictive link to the overall evaluation of
treatment progress and may be particularly
crucial in the early phase of therapy when the
foundation of the therapeutic relationship is
being established.

As expected, the therapeutic alliance
scores (on WAI-12) of the dropout group were
significantly worse than those of the good out-
come group, with poor outcome cases falling

in between the two. This was consistent for
both therapist and patient ratings, although pa-
tients’ ratings were demonstrated to be more
sensitive in discriminating dropout from both
good and poor outcome cases. These general
findings are consistent with the literature,
which has shown the patients’ assessments of
alliance early in treatment to generally be the
best predictors of outcome.26

Results of this current research suggest the
case may not simply be that patients are better
subjects for rating the therapeutic relationship
than therapists, but that patients and therapists
pay attention to different aspects of the treat-
ment process. For example, with the IAS-S and
SEQ, opposite factors were found to signifi-
cantly discriminate the outcome groups: for
therapists, the Patient Hostility and Smooth-
ness scores discriminated groups; for patients,
the Therapist Friendliness and Depth scores
were significant. The IAS-S ratings fell in the
expected direction, consistent with alliance
scores, with the most hostile patients and less
friendly therapists found in the dropout group.
More specifically, therapists rated patients in
the dropout group as being significantly more
hostile than good outcome patients, and the
poor outcome group scores fell somewhere in
the middle. Patients, in contrast, rated the
therapists in the good outcome group as sig-
nificantly friendlier than therapists in the drop-
out group, with poor outcome scores on this
variable falling in between. The items of the
Friendliness and Hostility subscales, although
typically conceptualized as poles of a single
“affiliation” axis, are written as separate items
on the questionnaire and, in fact, seem to be
pulling for distinctive phenomena occurring
between patients and therapists: high Friend-
liness is not equivalent to low Hostility, and
vice versa.

A similar pattern of opposite variables be-
ing statistically significant from patient and
therapist perspectives was found with the
SEQ, where patient ratings of Depth were sig-
nificantly different among outcome groups
(the good outcome group had the highest
scores and the dropout group had the lowest),
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compared with therapist ratings of Smooth-
ness, which distinguished the groups (the good
outcome group had the highest ratings, the
dropout group the lowest). In other words, pa-
tients appear to value sessions that have greater
Depth (sessions of good outcome cases were
rated as “deep,” “valuable,” “full,” “special”),
and therapists place more importance on
Smoothness, valuing sessions that are less
rough (sessions of good outcome cases were
defined as “smooth,” “easy,” and “pleasant”).
One possible reason why the Smoothness di-
mension was predictive for therapists may
have something to do with the format of super-
vision: therapists show their videotaped ses-
sions to their colleagues in the weekly group
supervision conferences, which have a strong
evaluative component, emphasizing adher-
ence to manuals. Therapists may be focused
on producing sessions that clearly and coher-
ently demonstrate the treatment model
(Smoothness) and on fitting the material into
their agenda rather than responding more
spontaneously to what the patient brings into
the room each week. These results may be an
artifact of conducting short-term, manualized
psychotherapies. Additionally, it would be in-
teresting to compare therapist and patient rat-
ings on the PSQ between sessions that are
taped and sessions that are not taped to see
whether this type of supervision had an effect.

With respect to patient demographic in-
formation, two findings contradicted those of
previous studies in the dropout literature:
1) the significantly higher number of minority
patients in the good outcome group and 2) the
finding of no difference with respect to educa-
tional status among groups. This sample com-
prised a highly educated, mostly white group
of patients, and the restricted range of these
two variables likely affected the results. Includ-
ing the interaction of demographic categories
(all minority patients in this study were highly
educated) or weighted variables (education
may be more important than racial status) in
future research of this kind may produce more
meaningful items for comparison among out-
come groups. With a much larger and more

varied sample, interactions of demographic
and diagnostic variables could be tested for ef-
fect size and statistical significance.

The nearly significant difference in gender
across outcome groups was an unexpected re-
sult. In this sample, women were more likely
to have either good overall outcome or to drop
out of therapy, whereas men were more likely
to remain in dyads with either good or poor
overall outcome. This result is consistent with
some theoretical literatures indicating that fe-
males are generally more “object related” than
males and may therefore be more attuned to
relational cues.57,58 The women in the present
study may have been more sensitive in assess-
ing the quality of the interpersonal match and
less likely to remain in a treatment that would
result in poor overall outcome, while the men
tended to see the therapy through to comple-
tion regardless of the quality of the relation-
ship. In a post hoc comparison, no significant
differences were found between alliance and
interpersonal behavior ratings of men and
women in this study, suggesting that it was not
the quality of alliance per se but rather its sub-
jective meaning that may have accounted for
the skewed distribution of genders across out-
come groups. Although the sample size of the
present study limits additional comparisons,
such as matching patients and therapists by
gender, this finding indicates an area for fur-
ther research.

The next step in the validation of this
method will, of course, have to be its applica-
tion to a new treatment sample. At present, the
findings may serve as a preliminary step to-
ward the early, systematic identification of psy-
chotherapy patients who present as being at
risk for treatment failure. It is hoped that this
type of ongoing assessment of treatment pro-
cess will help to inform therapists regarding
specific intervention choices and ultimately
improve the quality of treatment provided.

The research presented in this article was supported
in part by Grant RO3 MH50246 from the National
Institute of Mental Health.
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APPENDIX A. Patient and Therapist Post-Session Questionnaire (PSQ)

BRIEF PSYCHOTHERAPY RESEARCH PROJECT
BETH ISRAEL MEDICAL CENTER, NEW YORK, NY 10003

PATIENT POST-SESSION QUESTIONNAIRE

Complete immediately after session. Please answer all questions.

Your number________Your therapist’s initials_________Session number__________Date of session__________

PART A

1. Please rate how helpful or hindering to you this session was overall by circling the appropriate number below.

1 2 3 4 5 6 7 8 9
Extremely hindering     Neutral   Extremely helpful

2. Please rate to what extent you feel that the problems you had at the beginning of therapy are resolved.

1 2 3 4 5 6 7 8 9
Not at all    Moderately Completely

PART B

1. Did you experience any problem or tension in your relationship 
with your therapist during the session? Yes No

2. If so, about where in the session did this problem begin?      Beginning     Middle     End

3. Please rate the highest degree of tension you felt during 
the session as a result of this problem. 1 2 3 4 5

Low    Moderate     High

4. Please describe the problem:

5. To what extent was this problem addressed in this session? 1 2 3 4 5
     Not at all   Somewhat  Very much

6. To what degree do you feel this problem was resolved 
by the end of the session? 1 2 3 4 5

     Not at all    Moderately   Completely

PART C: The following items reflect your working relationship with your therapist based on your most recent 
session. Please rate each item by circling the appropriate number in terms of how you felt about this session.

Never  Sometimes Always  
1. My therapist and I agreed about the things I need to do 

in therapy to help improve my situation. 1 2 3 4 5 6 7

2. What we are doing in therapy gave me new ways of 
looking at my problem. 1 2 3 4 5 6 7

3. I believed that my therapist likes me. 1 2 3 4 5 6 7

4. My therapist did not understand what 
I am trying to accomplish in therapy. 1 2 3 4 5 6 7

5. I was confident in my therapist’s ability to help me. 1 2 3 4 5 6 7

6. My therapist and I worked towards mutually 
agreed-upon goals. 1 2 3 4 5 6 7
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APPENDIX A. Patient and Therapist Post-Session Questionnaire (PSQ) (continued)

BRIEF PSYCHOTHERAPY RESEARCH PROJECT
BETH ISRAEL MEDICAL CENTER, NEW YORK, NY 10003

PATIENT POST-SESSION QUESTIONNAIRE

Never   Sometimes  Always

 7. I felt that my therapist appreciates me. 1 2 3 4 5 6 7

 8. We agreed on what is important for me to work on. 1 2 3 4 5 6 7

 9. My therapist and I seemed to trust one another. 1 2 3 4 5 6 7

10. My therapist and I seemed to have different ideas on 
what my problems are. 1 2 3 4 5 6 7

11. We had a good understanding of the kind of changes 
that would be good for me. 1 2 3 4 5 6 7

12. I believed the way we were working with my 
problem was correct. 1 2 3 4 5 6 7

PART D: 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

Safe 1 2 3 4 5 6 7 Dangerous

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 Uncomfortable

PART E: Please rate how well each of the following sets of four adjectives, taken all together, describes 
YOUR THERAPIST in the session just completed.

Not at all    Very much

ASSERTIVE–FORCEFUL–PERSISTENT–INDUSTRIOUS 1 2 3 4 5 6 7

TRICKY–BOASTFUL–CONCEITED–CRAFTY 1 2 3 4 5 6 7

UNSOCIABLE–INTROVERTED–DISTANT–SHY 1 2 3 4 5 6 7

MEEK–INCONSISTENT–UNPRODUCTIVE–UNAUTHORITATIVE 1 2 3 4 5 6 7

UNDECEPTIVE–UNARGUMENTATIVE–NONEGOTISTICAL–UNDEVIOUS 1 2 3 4 5 6 7

KIND–TENDER–FORGIVING–COOPERATIVE 1 2 3 4 5 6 7

COLDHEARTED–IMPOLITE–UNSYMPATHETIC–UNCORDIAL 1 2 3 4 5 6 7

FRIENDLY–OUTGOING–CHEERFUL–APPROACHABLE 1 2 3 4 5 6 7

   (continued)
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APPENDIX A. Patient and Therapist Post-Session Questionnaire (PSQ) (continued)

PSYCHOTHERAPY RESEARCH PROJECT
BETH ISRAEL MEDICAL CENTER, NEW YORK, NY 10003

THERAPIST POST-SESSION QUESTIONNAIRE

Complete immediately after session. Please answer all questions.

Your patient’s initials__________Your initials__________Session number__________Date of session__________

PART A

1. Please rate how helpful or hindering to your patient this session was overall by circling the appropriate 
number below.

1 2 3 4 5 6 7 8 9
Extremely hindering     Neutral   Extremely helpful

2. Please rate to what extent your patient’s presenting problems are resolved.
1 2 3 4 5 6 7 8 9
Not at all    Moderately Completely

PART B

1. Did you experience any problem or tension in 
your relationship with your patient during the session? Yes No

2. If so, about where in the session did this problem begin? Beginning Middle     End

3. Please rate the highest degree of tension you felt 
during the session as a result of this problem 1 2 3 4 5

Low    Moderate     High

4. Please describe the problem:

5. To what extent was this problem addressed 
in this session? 1 2 3 4 5

Not at all     Somewhat  Very much

6. To what degree do you feel this problem was 
resolved by the end of the session? 1 2 3 4 5

Not at all    Moderately Completely

PART C: The following items reflect your working relationship with your patient based on your most recent 
session. Please rate each item by circling the appropriate number in terms of how you felt about this session.

Never  Sometimes Always
1. My patient and I agreed about the things I need to do 

in therapy to help improve his/her situation. 1 2 3 4 5 6 7

2. My patient believed that what we are doing in therapy 
gave him/her new ways of looking at his/her problem. 1 2 3 4 5 6 7

3. My patient believed that I like him/her. 1 2 3 4 5 6 7

4. My patient believed that I did not understand what 
he/she is trying to accomplish in therapy. 1 2 3 4 5 6 7

5. My patient was confident in my ability to help him/her. 1 2 3 4 5 6 7

6. My patient and I worked towards mutually agreed-upon goals.1 2 3 4 5 6 7

7. My patient felt appreciated by me. 1 2 3 4 5 6 7

8. We agreed on what is important for him/her to work on. 1 2 3 4 5 6 7
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APPENDIX A. Patient and Therapist Post-Session Questionnaire (PSQ) (continued)

PSYCHOTHERAPY RESEARCH PROJECT
BETH ISRAEL MEDICAL CENTER, NEW YORK, NY 10003

THERAPIST POST-SESSION QUESTIONNAIRE

Never   Sometimes Always

 9. My patient and I seemed to trust one another. 1 2 3 4 5 6 7

10. My patient and I seemed to have different ideas on 
what his/her problems are. 1 2 3 4 5 6 7

11. We have established a good understanding of the 
kind of changes that would be good for him/her. 1 2 3 4 5 6 7

12. My patient believed the way we were working 
with his/her problem was correct. 1 2 3 4 5 6 7

PART D: 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

Safe 1 2 3 4 5 6 7 Dangerous

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 Uncomfortable

PART E: Please rate how well each of the following sets of four adjectives, taken all together, describes 
YOUR PATIENT in the session just completed.

Not at all   Very much
ASSERTIVE–FORCEFUL–PERSISTENT–INDUSTRIOUS 1 2 3 4 5 6 7

TRICKY–BOASTFUL–CONCEITED–CRAFTY 1 2 3 4 5 6 7

UNSOCIABLE–INTROVERTED–DISTANT–SHY 1 2 3 4 5 6 7

MEEK–INCONSISTENT–UNPRODUCTIVE–UNAUTHORITATIVE 1 2 3 4 5 6 7

UNDECEPTIVE–UNARGUMENTATIVE–NONEGOTISTICAL–UNDEVIOUS 1 2 3 4 5 6 7

KIND–TENDER–FORGIVING–COOPERATIVE 1 2 3 4 5 6 7

COLDHEARTED–IMPOLITE–UNSYMPATHETIC–UNCORDIAL 1 2 3 4 5 6 7

FRIENDLY–OUTGOING–CHEERFUL–APPROACHABLE 1 2 3 4 5 6 7
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