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The authors describe a method for assessing the
reliability of statements derived from psychodynamic
case formulations. By reducing a narrative
formulation into a series of distinct statements and
rating their relevance to a particular patient, they
obtained good interjudge reliabilities.

(Am ] Psychiatry 143:1454-1456, 1986)

Psychodynamic case formulations are widely used
in clinical practice to understand the meaning of a
patient’s problems, to guide therapeutic interventions,
and to evaluate response to treatment. Nonetheless,
dynamic formulations have rarely been used in psycho-
therapy research because of difficulties in establishing
satisfactory interjudge reliability for complex narra-
tives (1). A few investigators have achieved satisfactory
interrater agreement by reducing complex formula-
tions into smaller units, for example, a description of a
patient’s goal or wish (2, 3). In this paper, we describe
a method for determining the reliability of statements
from dynamic formulations of patients in brief
psychodynamic psychotherapies.

In this study, the dynamic case formulations were
based on a cognitive psychoanalytic theory developed
by Weiss and Sampson (4). According to this theory,
many inhibitions and psychological symptoms stem
from pathogenic beliefs and the fears, guilt, and anx-
iety associated with them. Because pathogenic beliefs
are often frightening and disturbing and may lead a
patient to renounce certain goals, the patient is pow-
erfully motivated to overcome these beliefs in therapy.
One of the patient’s primary efforts in therapy is to
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disconfirm pathogenic beliefs by testing them in the
relationship with the therapist.

We refer to a psychodynamic formulation based on
this model as a “plan formulation.” Caston (2) devel-
oped a method, which he called “plan diagnosis,” for
assessing the reliability of statements derived from
clinical formulations. We have applied this method to .
formulations of brief psychodynamic therapy cases.

METHOD

Five patients were selected from a project on the
process and outcome of brief (16-session) psychody- -
namic psychotherapy. All patients in the project gave
signed informed consent to have an audiotape made of
their therapies to be used for research. The five patients
in this study ranged in age from 29 to 59 years.
Although they all suffered from neurotic and person-
ality disorders, they differed substantially in the nature
and severity of their presenting complaints and in
terms of the psychodynamic issues underlying their
problems.

A team of four or five experienced clinicians, who
shared the cognitive psychoanalytic theoretical orien-
tation previously described (4), studied the verbatim
transcripts of the intake interview and the first 2
therapy hours of each patient. For each, the team
developed a written plan formulation by consensus. In
addition to a description of the patient’s presenting
problems and history, each formulation contained 1)
the patient’s goals for therapy, 2) the inner obstacles
(pathogenic beliefs) preventing the attainment of goals,
3) the means by which the patient would work in
therapy to disconfirm his or her pathogenic beliefs
(tests), and 4) the insights that would be helpful to the
patient. The five formulations were quite different, as
were their respective plan components.

For each patient, the four plan components were
reduced to a series of concise statements. For example,
the narrative description of a patient’s therapy goals
was recast as a list of discrete goals. A similar proce-
dure was used to generate lists of obstructions, tests,
and insights for each patient.

Each list was then expanded to include a compara-
ble number of items that the clinical team felt were of
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lesser or no relevance to the patient but that another
clinician might include in a formulation. To ensure the
plausibility of these items, we developed alternative
formulations that would be reasonable from the point
of view of our theory and took the items from them in
the same manner used for the clinical team’s formula-
tion. As an additional safeguard, items that received

high-priority ratings for other patients but that, al- -

though plausible, were not high priorities for the
selected patient were also included as alternatives. This
ensured against items being rated on the basis of style
or apparent adherence to a certain theoretical perspec-
tive rather than on the basis of their relevance to the
- patient in question. (Detailed lists are available from
S.ER.)

Because of the procedures for developing alternative
items, some items appeared on more than one patient’s
list. Still, it was more the exception than the rule that
a given item could be applied to more than one patient
and yet appear specific to and reasonable for each
patient. Because each formulation—and thus each item
derived from the formulation—was patient specific,
the vast majority of items were necessarily tailored for
and unique to a given patient.

For each of the four plan components, an array of
15-30 items (ranging from highly pertinent to irrele-
vant) was generated. The clinical team that prepared
the plan formulation then rated the degree to which
each goal, obstruction, insight, and test was pertinent
for that patient. These ratings were made on a 9-point
scale ranging from 0 (item not relevant) to 8 (item
highly relevant).

For each patient a new team of four judges (the
reliability judges) who adhered to our theoretical ap-
proach read the same verbatim transcripts that were
studied by the clinicians who prepared the plan for-
mulation. Each reliability judge then independently
rated (on the 9-point scale previously described) the
relevance of each goal, obstruction, insight, and test
for the given patient.

Case example. Two elderly men sought treatment, each
with the complaint of feeling conflict over retirement. Each
man’s spouse had recently developed a serious illness, and
this had led each of the men to consider retiring to be more

available to his wife. In many other ways, their histories, -

complaints, and symptoms were similar. However, the na-
ture of the underlying conflicts of each man was not obvious,
and the formulation team extensively deliberated each case.
For one of these patients, Mr. A, the formulation team
determined that his conflict stemmed from guilt feelings over
being more healthy than his wife and over not wanting to
retire and devote all of his time to her. The formulation team
determined that the second patient, Mr. B, actually wanted
to retire but felt undeserving of the freedom such a move
would afford him and felt compelled to remain a “worker.”
The lists of goals developed for these patients shared some
items about retirement that were reasonable and potentially
relevant for each man. However, the goals relating to this
issue that were appropriate for one patient were not neces-
sarily of high priority to the other. Thus, the goal “patient
would like to continue working” was rated a 6 (high
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TABLE 1. Interjudge Reliabilities for Plan Formulations

Agreement of .
& Correlation Between

Reliability Judges Clinical Team
Average Pooled and Reliability
Case Judge? Judges® Judges (r)
Patient 1
Goals .55 .83 .87
Obstacles 61 .86 .87
Tests .14 .39 .70
Insights 50 .80 94
Patient 2
Goals .88 97 .86
Obstacles .52 .81 73
Tests 74 .92 .67
Insights 74 92 .87
Patient 3
Goals .63 .89 .79
Obstacles 46 .81 .62
Tests 41 .78 .80
Insights .80 95 .97
Patient 4
Goals .63 .89 .87
Obstacles 67 91 .94
Tests 56 .87 91
Insights .62 .89 .82
Patient §
Goals 77 .93 .88
Obstacles .73 .92 .90
Tests 77 93 95
Insights 77 93 96

®Intraclass correlation for a single, randomly chosen judge.
Intraclass correlation of the pooled judges’ ratings (N=4).

» priority) for Mr. A but a 2 (low priority) for Mr. B. On the

other hand, the obstruction “patient would feel guilty not
working” was rated a 7 for Mr. B and a 1 for Mr. A.

RESULTS

Because a different plan formulation was developed
for each patient, there was little overlap of items

among patients. As a result, rather than using a Rater

by Subject design and reporting an intraclass correla-
tion for the method, we present reliability statistics for
each patient.

The interjudge agreement for each of the four plan
components (i.e., the agreement among the reliability
judges) was assessed by using an intraclass correlation
for pooled judges’ ratings (5). To assess the degree of
overlap between the first (plan formulation) team of
clinicians and the second (reliability) team, Pearson
correlations between the average team ratings for each
item were compared. These data are presented in table
1.

There was a high level of agreement among the
reliability judges. They agreed on which goals were
priorities for any given patient, which obstacles were
particularly operative, which insights were relevant,
and which tests were pertinent. There was also good
agreement between the two teams of judges. Those
goals, obstructions, insights, and tests identified as
high priorities for a given patient by the clinical team
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were also rated as high priorities by the team of
reliability judges.

These results cannot be attributed solely to judges
viewing all patients in the same way (i.e., as having
essentially the same goals, obstructions, etc.), since
certain items that were rated as highly relevant for one
patient were rated as irrelevant for another. Rather,
our data show that it is possible to establish good
interjudge reliabilities for psychodynamic case formu-
lations.

COMMENT

Three factors contributed to these successful find-
ings: 1) the raters adhered to the same theory, 2) the
narrative formulations were of uniform structure and
could be reduced to a series of distinct statements, and
3) clinical judges rated lists of items for pertinence to a
particular patient rather than generating their own
formulations.

Generating a dynamic formulation from the theoret-
ical vantage point we describe requires clinical experi-
ence with the theory and cannot be learned from a
training manual. However, although this procedure
was developed within our particular conceptual frame-
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work, it can be applied by investigators who adhere to
different theoretical perspectives.

This procedure does not address the issue of whether
clinicians with diverse theoretical viewpoints can gen-
erate similar formulations. Rather, it measures the
degree to which clinicians who share a theoretical
orientation agree on which statements should be in-
cluded in a formulation for a given patient.
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