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Abstract

Objective—Common factors such as therapist empathy play an important role in treatment for
addictive behaviors. The present study was a secondary analysis designed to evaluate the
relationship between therapist empathy and alcohol treatment outcomes in data from a large,
multi-site randomized controlled trial.

Method—Audio-recorded psychotherapy sessions for 38 therapists and 700 clients had been
randomly selected for fidelity coding from the Combined Behavioral Intervention condition of
Project COMBINE. Sessions were evaluated by objective raters for both specific content (coping
with craving, building social skills and managing negative mood) and relational components
(empathy level of the therapist). Multilevel modeling with clients nested within therapists
evaluated drinks per week at the end of treatment.

Results—Approximately 11% of the variance in drinking was accounted for by therapists. A
within-therapist effect of empathy was detected (B = -0.381, se = 0.103, p < .001); more empathy
than usual was associated with subsequent decreased drinking. The Social and Recreational
Counseling module (B =-0.412, se = 0.124, p < .001), Coping with Cravings and Urges (B =
-0.362, se=0.134, p < .01) and the Mood Management module (B = —0.403, se = 0.138, p < .01)
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were also associated with decreased drinking. No between-therapist effect was detected, and the
interactions between empathy and module content were not significant.

Conclusions—The results of the study appear consistent with the hypothesis that skills-building
and therapist empathy are independent contributions to the overall benefit derived from the
Combined Behavioral Intervention.

Public Health Significance—This study suggests that the interpersonal skills of the therapist
influence the effectiveness of a behavioral treatment for problem drinking.

Keywords

combine; empathy; therapist effects; skills-building; alcohol

Introduction

Two decades of randomized, controlled trials (RCTs) have yielded conclusive evidence that
psychosocial treatments are a worthwhile addition to the array of interventions now
available for problem drinking. Despite the clear advantage of these treatments for a person
wishing to change problematic drinking, there is little evidence so far to help us understand
how they convey the advantage they do. Efforts to explore specific elements and theory-
driven procedures as causal mechanisms in empirically-supported treatments for addiction
have often failed to support the theories generating them (Bergmark, 2008; Morgenstern &
McKay, 2007; Magill & Longabaugh, 2012). An alternative perspective is that the value of
these treatments derives from factors common to them, such as engaging the client’s hope
and providing an acceptable rationale for change (Anderson, Lunnen & Ogles, 2010; Bohart
& Wade, 2013). Characteristics of therapists who deliver these treatments are sometimes
cited as a possible ingredient in their effectiveness, particularly as they relate to the
therapists’ ability to form a strong alliance with the client (Anderson, Ogles, Patterson,
Lambert & Vermeersch, 2009; Crits-Christoph, Gallop, Temes, Woody, Ball, Martino &
Carroll, 2009; Wampold & Brown, 2005). While stable characteristics such as age, gender
and professional background and training show little association with treatment outcomes
(Beutler, et al., 2004), the interpersonal skills of therapists as measured during treatment
sessions are more promising (Crits-Christoph, et al., 2009; Norcross and Lambert, 2011;
Moyers & Miller, 2013). Therapist effects have sometimes been prominent in RCTs for
alcohol use disorders (Project MATCH Research Group, 1998), but efforts to investigate the
contribution of these interpersonal skills have been constrained by the rigor of the RCT
methodology and by the large sample of therapists necessary to adequately examine them.
Large RCTs do not typically lend themselves to careful measurement of therapist
interpersonal skills, and focus instead on whether and how the therapist delivers the content
of the treatment that is the larger focus of the study. When therapist effects are subsequently
detected, and there is a paucity of data to explain what might account for them, controversy
concerning the relative importance of therapists in empirically-supported treatments (ESTS)
for addictions intensifies and polarizes.

An example of a rigorous RCT that avoided this particular dilemma was the COMBINE
Research Study (Anton, et al., 2006). Designed to investigate the efficacy of two
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medications in the treatment of heavy drinking, COMBINE also included a start-of-the art
psychosocial treatment: the Combined Behavioral Intervention (CBI). CBI is relatively
unique among psychosocial treatments deriving from randomized, controlled trials in that it
does not rely upon a single theoretical rationale. Instead, CBI blends elements from
empirically-supported alcohol interventions. Initial sessions focus on motivational
interviewing to enhance commitment to abstinence, followed by a functional analysis to
reveal specific skills deficits and high-risk situations associated with drinking (Gulliver,
Longabaugh, Davidson & Swift, 2005). Using the decision-tree model described by
Longabaugh & Morgenstern (1999), skills-building modules are then selected by the
therapist and client to address concerns such as management of negative emotions,
responding to cravings for alcohol and strategies for finding employment. Recruiting
significant others to enrich the client’s social network as well as actively facilitating
attendance in mutual support groups are universal components of the treatment (Miller,
2004). CBI is therefore standardized in that it is composed of well-defined and replicable
components, some of which are part of every client’s treatment. It is simultaneously flexible
in that it incorporates client choice from a menu of options for a large portion of the
treatment, allowing a greater degree of external validity.

CBI is also relatively unusual in that it places equivalent emphasis on the manner in which
this cognitive behavioral content is delivered to the client. Motivational interviewing
comprises the initial sessions but is also strongly emphasized as the interpersonal foundation
for the entire treatment (Miller, 2004; Moyers & Houck, 2011). The clinician style is
explicitly empathic, collaborative and supportive of the client’s autonomy, placing relatively
less value on expertise and direction on the part of the clinician than found in traditional
cognitive-behavioral treatments for problem drinking.

The findings of The COMBINE Study demonstrated that CBI was effective both in
combination with naltrexone and when combined with a brief psychosocial intervention
focused on medication adherence and naltrexone (Anton, et al., 2006). The advantage of
CBI was most evident in the one year period after treatment, with those receiving CBI being
20% more likely to have a good clinical outcome than those not receiving it (Donovan, et
al., 2008). Additional evidence suggests that CBI was particularly useful for clients whose
drinking goal was not complete abstinence, despite the fact that abstinence was the stated
goal of the CBI treatment (Bujarski et al., 2013).

The negotiated modules in CBI address common skill deficits encountered in treating
problem drinkers. Examples of these modules include management of negative emotions,
coping with cravings for alcohol and strategies for finding employment, all of which are
typical of the content found in effective interventions for problem drinking such as the
Community Reinforcement Approach (Miller, Forcehimes & Zweben, 2011) and cognitive
behavioral interventions (Mastroleo & Monti, 2013). The acquisition of new skills is
therefore a potential mechanism for explaining the value of CBI to the drinkers in the
COMBINE Study. In addition, the interpersonal context of the intervention bears
examination as a possible active mechanism in CBI, since it was an explicit and rigorously
trained component.
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During the course of the COMBINE Study, CBI therapy tapes were randomly selected and
reviewed to assess for fidelity to both the explicit content of the modules (skills-building)
and the manner in which the clinician delivered that explicit content (interpersonal skills of
the clinician) (Miller, Moyers, Arciniega, Ernst & Forcehimes, 2005). For the explicit
content of the modules, a checklist was utilized to insure that clinicians included important
elements, for example rehearsing drink refusal skills. An additional rating of that same
session evaluated clinician skill in five areas: Direction, Empathy, Ml style, Protocol
Adherence and Interpersonal Skills (warmth, egalitarianism and acceptance). These
characteristics were rated on a seven-point Likert-type scale after the rater listened to the
entire CBI session. Empathy was operationalized as the ability of the clinician to convey an
understanding of the client’s perspective. Behaviorally this was defined as 1) accurate
reflective listening, 2) questions that indicated an understanding of the client’s discourse and
3) explicit recognition of the client’s unspoken emotions or meaning. Factors such as
warmth, collaboration and support of autonomy were explicitly excluded from the empathy
rating in favor of a definition that was consistent with previous research in client-centered
therapy (Zuroff, Allison, Leybman, Blatt & Wampold, 2010

This approach to collecting quality assurance measures for both the content and the process
of CBI during the COMBINE Study yielded an opportunity to evaluate the presence of two
very different hypothesized mechanisms of action in a bona fide addiction treatment and to
explore their relationship to drinking outcomes. Such an approach addresses the controversy
concerning the contribution of clinicians to client outcomes. Stated in the most polarized
manner, the controversy concerns whether or not general contextual factors such as therapist
characteristics are responsible for the value clients gain from psychosocial interventions
(Wampold & Brown, 2005) or whether it is specific, theory-driven elements that ought to be
the focus of scientific attention (Baker, McFall & Shoham, 2008; Chambliss & Ollendick,
2001). Of course, the polemic nature of this question overlooks the possibility that both
specific elements as well as the interpersonal skills of therapists might make substantive
contributions to improved client outcomes (Miller & Moyers, 2014). Research to explore
such a mutual contribution would require measurement of both theory driven elements of
treatment, and the interpersonal skills of the therapist delivering them.

This study explores the contribution of specific treatment modules from CBI sessions, as
well as the interpersonal skill of the clinician offering them, and the relationship of both to
drinking outcomes in a large, multi-site, randomized controlled trial of addictions treatment.
Because therapist empathy is a specific hypothesized active ingredient in empirically-based
relationships (Norcross & Wampold, 2011), and specifically within addictions treatments
(Moyers & Miller, 2013), we predicted that therapists with higher empathy ratings would
have clients who drank less at end of treatment. We also hypothesized that receiving
treatment modules would be associated with better drinking outcomes and we predicted an
interaction between therapist empathy and module content such that clients receiving
modules delivered with higher therapist empathy would show optimal outcomes.
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Overview of Study Design

Project COMBINE was a randomized, placebo-controlled study of two pharmacotherapies,
naltrexone and acamprosate, and two manualized behavioral interventions, the Combined
Behavioral Intervention (CBI: Miller, 2004 ) and Medical Management (MM: Pettinati,
Weiss, Dundon, Miller, Donovan, Ernst & Rounsaville, 2005). Eleven sites recruited 1,383
participants for 16 weeks of active treatment. Detailed description of study participants is
available elsewhere (Anton et al., 2006). All procedures for this study were approved and
overseen by each site’s institutional review board, and written consent was obtained prior to
participation. Participants were assigned to one of nine treatment cells: MM with placebo,
MM with acamprosate, MM with naltrexone, MM with acamprosate and naltrexone, CBI
with placebo, CBI with acamprosate, CBI with naltrexone, CBI with acamprosate and
naltrexone, and CBI with no medication.

Assessment of participants was conducted at baseline, with post-randomization follow-up
assessments occurring at weeks 8, 16, 26, 52, and 68. Assessments yielded measures related
to drinking behavior: percent days abstinent (PDA) and drinks per drinking day (DDD) and
a composite clinical outcome measure (CCO) that integrated both client alcohol
consumption and alcohol-related problems (Cisler & Zweben, 1999). A complete
description of measures used in the COMBINE Study can be found elsewhere (Anton, et al.,
2006).

The present study focused on clients randomized to receive the Combined Behavioral
Intervention. Data from participants were analyzed regardless of their later compliance with
or discontinuation of their assigned treatment.

CBI Therapist Selection, Training, and Supervision

Demographic data for therapists in the COMBINE Study were available only for the 31 out
of 38 who agreed to complete an optional assessment packet. Demographic data for these 31
therapists (81%) are found in Table 1. All 38 therapists treated an average of 18.42 clients
(SD = 14.05; range 1 to 47).

The Training and Quality Assurance Center (TQAC) for CBI was administered by the
Center on Alcoholism, Substance Abuse and Addictions (CASAA) at the University of New
Mexico. Therapists eligible to participate in the CBI condition were required to have at least
a Master’s degree and the appropriate license in psychology, counseling, social work, or a
related behavioral health field. In addition, they were required to have at least two years of
post-degree counseling experience. Candidates who met these criteria were required to
submit audiotapes of two 10-minute practice sessions to demonstrate their proficiency in
empathy. These sessions were rated on dimensions related to empathy in the Motivational
Interviewing Skills Code (Miller, 2000) and 57 therapists met the standards necessary to be
accepted for further training (Miller, et al., 2005).
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Therapists then completed workshop training for the CBI intervention (Miller, 2004) and
viewed MI training videos (Miller, Moyers & Rollnick, 1998). Therapists who had passed
the empathy pre-screen were enrolled in a training workshop.

After initial training, all CBI therapists submitted complete audio recordings for at least two
practice cases that met protocol standards, using either pilot clients or role-plays scripted by
the TQAC. If certified, the therapist began treating study participants. If performance did not
meet protocol standards, additional cases were required prior to approval. Following
certification, therapists were required to tape record every CBI session with every client. A
total of 939 sessions were reviewed by the TQAC during the course of the study. For this
project we excluded role-played sessions (n = 35) resulting in 904 sessions with actual
clients, constituting 11. 8% of the 7,674 total CBI sessions conducted in the trial (Miller, et
al., 2005).

Raters for the project were six graduate students at the University of New Mexico, two of
whom coded 79% percent of the tapes for the study. To estimate inter-rater reliability for
empathy ratings we calculated intra-class correlations (ICC) using model 3,1(Shrout &
Fleiss, 1979) from a sample of 114 double-coded sessions. Inter-rater reliability for the two
primary coders in the study was good (ICC =.661, n = 57 sessions). Reliability for
occasional coder pairs was also good (ICC =.737,n=7; ICC = .641, n = 10).

All sessions submitted for certification or randomly selected for monitoring were coded on
six therapist dimensions. All ratings were seven-point Likert-type scales, ranging from one
(absence of this characteristic) to seven (high levels of this characteristic). A rating of four
or lower on any therapist rating was considered failing and required remediation in
consultation with the TQAC, the site PC, and the therapist. Both the therapists and their site
supervisors received copies of all ratings and feedback.

Therapist ratings included Nonspecific Factors (acceptance, egalitarianism, and warmth),
Direction, Empathy, Motivational Interviewing Style, Protocol Adherence and Overall.
These were global ratings, encompassing therapist performance throughout the session.
Empathy ratings yielded a mean of 5.9 (range = 4-7).

Data Analyses

Deriving the sample—We included all available sessions from CBI that had been
randomly selected and reviewed for quality assurance. This yielded 904 rated sessions and
724 clients. We excluded sessions from clients who had more than 15% of their total
sessions from multiple therapists (n = 24 clients; n = 41 sessions). The remaining sample
included 700 clients, 38 therapists and 863 sessions.

Multilevel Modeling (MLM)—Multilevel modeling (Kreft & de Leeuw, 1998;
Raudenbush & Bryk, 2002) was used to assess the association of the global rating of
therapist empathy with drinks per week (DW) at end of treatment while accounting for the
fact that clients were nested within therapists. All multilevel modeling was done using
Hierarchical Linear Modeling software (Raudenbush, Bryk & Congdon, 2004) Version 7.
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Empathy was chosen a priori as the primary predictor variable assessing therapist impact
and was measured separately for each session. Empathy was modeled both as a
characteristic of the interaction between a given client and clinician (i.e., within-therapist
association) and as an attribute of the clinician (i.e., between-therapist association. For cases
where empathy ratings existed on multiple sessions for the same client-clinician pair, we
used the mean empathy rating across those sessions.

Of the nine optional treatment modules that could be completed by participants, three were
selected for analysis. The Coping with Cravings and Urges (CRAV) module was designed to
help clients discover, predict, and control situations that may leave them vulnerable to heavy
drinking. Mood Management (MOOD) training was created to help clients replace drinking
as a means of coping with their negative mood states. Social and Recreational Counseling
(SARC) was intended to help clients identify and engage in rewarding activities that did not
involve drinking. These modules were selected because they represented core aspects of
theoretical interest in implementing a cognitive behavioral approach to the cessation of
heavy drinking and because they were chosen with the highest frequency by clients and their
therapists (see Table 2). Further examination of treatment integrity for these modules was
not possible because clinicians simply reported whether they had used the module on session
checklists. In addition, these particular CBI modules were not necessarily conducted during
the sessions we reviewed for empathy.

Mean Drinks per Week (DW) at the end of treatment was used as the primary outcome
measure for our analyses. The end of the treatment time point was selected because we
reasoned that the signal for both therapist empathy and specific content of modules could be
detected at this point, as opposed to earlier (during treatment) or later (one year after
treatment). We elected to use DW as our outcome variable since it encompassed both
quantity and frequency in a single variable and had been used in previous studies from our
research group (Moyers et. al, 2009).

Average drinks per week was derived by using the following formula: Drinks per Drinking
Day (DDD) x ([1-Percent Days Abstinent (PDA)] x 7). DW was a count variable that
ranged from O to 238, with a zero count (i.e., no drinks per week) for 37.6% of the scores at
the end of treatment. A Poisson distribution for constant exposure, accounting for
dispersion, was used in the Multilevel Model due to the non-normal distribution of the
outcome variable.

Thus, a two-level MLM assessed the association of therapist empathy and the CRAV,
SARC, and MOOD modules with drinks per week at end of treatment. Empathy was group-
mean centered for the within-therapist association, grand-mean centered for the between-
therapist association, and the modules were coded -.5 if the client did not select that module
or +.5 if they did. Restricted PQL (predictive quasi-likelihood) was used to estimate
parameters, and the unit-specific model with robust standard errors was interpreted. Because
Poisson regression raw regression coefficients are on a log scale, they are typically
exponentiated and interpreted as rate ratios (Atkins, Baldwin, Zheng, Gallop & Neighbors,
2013). Rate ratios are interpreted similarly to odds ratios in logistic regression, that is, the
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distance above or below 1 is interpreted as the percentage increase or decrease in the
outcome for a 1 unit increase in the predictor.

A three-level MLM, which would have accounted for site at the third level, was considered
but not specified due to concerns about lack of power and convergence problems because
there were too few sites (n=11) to permit interpretation of clustering (Kreft & de Leeuw,
1998).

Finally, the intra-class correlation coefficient (ICC) was calculated from a one-way ANOVA
source table with therapist specified as a fixed effect, as recommended by Baldwin et al.,
2011. This method was chosen to allow for the possibility of a negative ICC. Calculating the
ICC using the variance components estimated by HLM may have led to a biased ICC
because the HLM software constrains variance estimates to be positive (nonnegativity
constraint; Baldwin, et al., 2011; Swallow & Monahan, 1984). In addition, because a
Poisson distribution was specified for the outcome variable, the Level 1 equation did not
have a lowest-level error term associated with it. This error term is required to compute an
ICC (Hox, 2010), so we instead calculated the ICC utilizing the normal distribution with two
different versions of the outcome variable: an untransformed and a log-transformed version.

Therapist Empathy and Module Content as Predictors of Drinking Outcomes

Proportion of drinking outcomes accounted for by therapist—The ICC
describing the relationship between the particular therapist assigned to the client and end of
treatment drinking was .214 (95% confidence interval = .108 to .338) when calculated with
the untransformed outcome variable and .114 (95% confidence interval = .029 to .221) when
calculated as a log-transformed variable. Given that many participants were not drinking
during the last week of treatment, a better estimate of the ICC is that approximately 11% of
the variance in log-transformed drinks per week at end of treatment was accounted for at the
therapist level.

The association between therapist empathy and client drinking—At level one,
within-therapists, the relationship of therapist empathy with drinking was in the predicted
direction: therapist empathy was inversely associated with client drinking at the end of
treatment (B = —-0.381, se = 0.103, p <.001). That is, when therapists expressed more
empathy than they usually did, the client drank less at end-of-treatment, and conversely,
when therapists expressed less empathy than they usually did, the client drank more at end-
of-treatment.

However, at level two (between-therapists), the test of the between-therapist association of
empathy on client drinks per week was non-significant (B = —-0.071, se=0.244, p=.772).
That is, after statistically adjusting for the association of within-therapist empathy on client
drinking, the average level of empathy between therapists (whether that therapist expressed
more or less empathy in general compared to other therapists in the study) was not
predictive of client drinking.
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Variables conventionally used to test for therapist effects, such as age, gender, client-
therapist gender or ethnicity match, months of general clinical experience as well as months
specifically treating substance abuse clients, were tested but were not significantly
associated with client drinking, and were thus removed from the MLM model. Similarly,
variables conventionally used to test for client effects, such as readiness to change and
working alliance, were also tested but not significantly associated with client drinking, and
were also removed from the MLM.

The association between module completion and client drinking—Modules were
included as fixed effects; the frequencies of module completion can be found in Table 2. All
three modules were significantly associated with drinking at the end of treatment: Coping
with Cravings and Urges (B = —0.362 se = 0.134 p = .01), Mood Management (B = —0.403,
se=0.138, p<.01), and Social and Recreational Counseling (B =-0.418, se=0.147,p<.
01).

The interaction of therapist empathy with CBI module completion—There were
no significant interactions between empathy and module selection —knowing the level of
empathy provided no information on the association of the module with drinking outcomes.
Each interaction was tested separately and also combined in a single model. Because there
were no significant interactions, all were dropped from the final model (see Table 3).

Discussion

In the Combined Behavioral Intervention, the particular therapist assigned to a client
accounted for 11% of the variance in end of treatment drinking in the delivery of a highly
structured, manualized, evidence-based treatment. This finding is consistent with a growing
body of research indicating that therapists are not interchangeable and are likely to bring
personal characteristics and behaviors to the treatment process that are related to better and
worse outcomes for their clients.

We had hypothesized that differences in empathic skills of therapists would be associated
with better drinking outcomes, perhaps accounting for some of the overall impact of
therapists in this treatment. This hypothesis was not supported. Instead, we found that
therapists were similar in their overall level of empathy in comparison to each other but
were different in their level of empathy within their own client pool. This variability in the
empathic relationship among clients was associated with outcomes, such that relatively
small increases in the therapist’s usual level of empathy were associated with larger
decreases in end-of-treatment drinking. That we were able to see a relationship between
empathy and drinking outcomes in this large, randomized controlled trial is noteworthy
since therapists were rigorously screened for their use of empathic listening skills prior to
hiring, and were extensively and explicitly trained in the interpersonal context of the CBI
treatment (Miller et al., 2005). Further, therapists were monitored in their expression of
empathy as the trial progressed and were red-lined (i.e., stopped from taking clients) if
empathy ratings were unacceptably low at any point. Such procedures likely contributed to
an emphasis upon and consistency in the expression of empathy in CBI sessions, yielding a
restricted range in ratings.
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In multilevel model analyses, between-therapist effects ought to be seen if clinicians vary
from each other in their ability to convey empathy, which differences might then be related
to a meaningful outcome such as drinking. Within-therapist effects, on the other hand, ought
to be seen if clinicians vary among their own clients in their ability to convey empathy, and
would indicate more to do with how well each therapist and client pair work together. Both
within and between therapist effects are candidates for influencing the delivery of
empirically supported treatments, although within-therapist effects have the potential to
explain a larger percentage of the variance in client outcomes than the typically modest
impact of small between-therapist effects (Baldwin & Imel, 2013).

In our data, we observed within-therapist effects but the between-therapist effects were not
significant. This indicates that the level of empathy in the CBI treatment does not reside
solely within the therapist, but is more properly thought of as an interactive phenomenon
similar to working alliance. If true, this could imply a smaller burden on the selection and
training of therapists toward attaining higher levels of interpersonal skills and a relatively
greater burden on the best match between therapist and client characteristics toward a better
facilitation of empathy (Lambert & Baldwin, 2009). Such a conclusion should be
approached with caution, however. Because large differences in interpersonal skills
(including empathy) are often detected for therapists in less constrained settings (Anderson
et al, 2009; Zuroff, Kelly, Leybman, Blatt, Wampold, 2010) including substance use
disorder treatments (Crits-Christoph et al., 2009; Moyers & Miller, 2013) it is possible that
the lack of between-therapist effects for empathy seen here is an artifact of this particular
study design. In any case, our data indicate that differences in the way therapists express
empathy in their interactions with individual clients might be just as important as their
overall level of empathy compared with other therapists.

When a counselor’s expressed empathy is related to differences among clients but not
between them it is not possible to rule out a confounding variable as the explanation for the
observed association between empathy and drinking outcomes. For example, it could be that
therapists expressed higher empathy with clients who were more motivated, and that those
more motivated clients were also more likely to change their drinking. In other words, our a
priori variable, clinician empathy, might be a coincidental marker for some other client
characteristic that is closely related to the client’s improved drinking. This type of potential
confound cannot be ruled out with correlational data of the kind we report here.
Experimental studies would be needed to address the causal value of empathy more
confidently.

Nevertheless, our data are consistent with a growing body of literature supporting the
hypothesis that therapists’ ability to construct relationships with clients can be a key factor
in determining treatment outcomes (Baldwin, Wampold & Imel, 2007; Krause, Castonguay,
Boswell, Nordberg & Hayes, 2011; Norcross & Lambert, 2011). This is particularly
apparent with therapist-centered multilevel model approaches and when the sample of
therapists is adequate (Baldwin & Imel, 2013; DeJong, Moerbeek & Van Der Leeden, 2010;
Zuroff, et al., 2010). Further, this study extends such findings from mental health problems
such as depression and panic disorder to the arena of problem drinking and supports the call
for additional research into the complex interpersonal processes that comprise addiction
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treatments (Bergmark, 2008; Knuuttila, Kuusisto, & Saarnio, 2011; Longabaugh, Donovan,
Karno, McCrady, Morgenstern & Tonigan, 2005).

We found that the content of all the cognitive behavioral modules we examined was
independently associated with improvement in drinking. Teaching skills to improve social
and recreational domains of the client’s life, cope with cravings for alcohol and manage
negative emotions, predicted better outcomes regardless of the therapist’s level of empathy.
We were able to detect this effect despite the fact that the measurement of the particular
modules we examined was an extremely crude one, simply indicating whether it was present
or absent. Because we examined only the three most common modules used, and because
we focused on end-of-treatment drinking (when the impact of skills-building modules might
be less important than later follow-up points), emphasis on the specific value of one module
over another in the CBI structure should be tentative. Further, the selection of which module
was negotiated, not prescribed, so that the overall behavioral content the client received in
CBI is confounded with other influences from each therapist-client pair. Nevertheless, these
results indicate an advantage for using cognitive-behavioral techniques to reduce depression,
cope with cravings and manage social challenges when problem drinkers are agreeable.

The lack of an interaction between therapist level of empathy and the treatment modules was
surprising to us, since we had speculated that therapist empathy would facilitate the
acquisition of skills from modules in addition to a direct relationship with outcome. But in
some ways this lack of an interaction is encouraging. It is consistent with the hypothesis that
there are multiple, independent pathways that will be helpful when clients seek a change in
their drinking from a psychosocial intervention. CBI appears to work in part by helping
clients to build new skills to enhance their quality of life, consistent with a large body of
research demonstrating the value of cognitive behavioral treatment for problem drinking.
These gains appear to be likely regardless of how empathic the therapist is when delivering
the module content. Therapist empathy may constitute a separate pathway for improvement,
which is likewise influential regardless of the session content. Our data support the
hypothesis that both the interpersonal environment of the intervention, as well as the content
of it, are important indicators of treatment effectiveness.

Several weaknesses of this study limit the usefulness of our findings. In particular, the lack
of competence ratings in the content of the CBI modules limits the conclusions we can draw
about their impact on drinking. While our ratings did insure that the modules were offered
comprehensively by means of a checklist of the critical elements, it is possible that more
fine-grained examination of therapist competence in delivering the CBI modules would
show a larger association with outcome.

Another limitation of this study concerns the lack of client ratings for the empathy variable
of interest. Because client ratings of therapist empathy sometimes predict outcomes more
accurately than observer ratings (Elliot et al., 2011), it would have been useful to have a
converging measure from clients for each session regarding the interpersonal skills of the
therapist. Such ratings would have been particularly useful given the within-therapist effects
we found for CBI therapists.
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Despite these limitations, this study has several strengths that make it relatively unique
among research projects attempting to investigate therapist effects in RCT’s focusing on
substance use. First, our sample of 38 therapists and 700 clients permitted greater confidence
in modeling the level-2 variable (therapists), than is typically possible in smaller RCT’s
investigating behavioral treatments for substance misuse disorders. Second, we were able to
measure empathy reliably using objective raters listening to audio recordings of therapy
sessions. Third, the selection of tapes for review was done randomly and raters were masked
to client outcomes, eliminating the possibility of a rater bias. Fourth, the effect seen in our
data despite the restricted range of therapist empathy expressed in this sample suggests that
our effect size is probably lower than would be seen in a more typical study with a broader
range of empathy scores.

Finally, the process variable of interest in this study, therapist empathy, was originally
included for measurement in the COMBINE Study because it could be operationally defined
and was relevant to a large body of literature regarding therapist interpersonal skills in the
field of psychotherapy more generally (Elliott et al., 2011) and addictions treatment more
specifically (Campbell, Guydish, Le, Wells & McCarty, 2014; Moyers & Miller, 2013). Our
data indicate that some variables considered common factors can be measured and evaluated
for their impact on outcome in much the same way that theory-driven, specific elements
have been (Miller & Moyers, 2014). Furthermore, because empathy is in part an
interpersonal skill that therapists can learn, and not only a personality characteristic they
either have or do not have (Crits-Christoph et al., 2006; de Rotan et al., 2013; Hill & Knox,
2013; Zuroff et al., 2010), it is possible to imagine that this important clinical skill could be
manipulated in a randomized, controlled trial to evaluate its impact in behavioral treatments
for problem drinking. Our study contributes to the potential for such rigor by demonstrating
that therapist empathy can be operationally defined, can be measured reliably by objective
observers as it is expressed during therapy sessions, and bears a significant relationship to
drinking at the end of treatment. It is hard to imagine a treatment factor more specific than
that.
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Therapist descriptive statistics (N=38)

Variable fiM %/SD
Sex
Male 19
Female 12
Missing 7
Marital status
Single 6
Cohabitating 3
Divorced 5
Married 16
Engaged 1
Missing 7
Ethnicity
Hispanic 4
Non-Hispanic 27
Missing 7
Degree
Masters 15
Ph.D./PsyD 16
Missing 7
Experience (months)
Total clinical 100.85 (94.81)
Substance specific ~ 74.20 (73.38)
Pt contact (hours/week)
Substance pts 1410 (11.73)
All pts 6.08  (8.27)

Note. f/M reported value is a frequency for categorical variables, mean for continuous variables
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Module completion frequency (Client N = 700)

Module f

%

Coping with craving and urges 419
Mood management training 356
Social and recreational counseling 203
Drink refusal 169
Assertion skills training 154
Mutual support group facilitation 128

Communication skills training 117
Social support for sobriety 59
Job finding training 22

59.86%
50.86%
29.00%
24.14%
22.00%
18.29%
16.71%

8.43%

3.14%

Note. Due to multiple selections, percentages will not total to 100%.
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