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Background: The Brief Psychodynamic Investiga-
tion (BPI) is an ultra-brief psychodynamic psycho-
therapy used at the time of intake interviews in
order to investigate a patient’s difficulties. Inspired
by the brief psychodynamic psychotherapy tradi- 
tion, BPI focuses mainly on the patient’s initial
request for treatment, which is then explored for 
a maximum of four sessions.

A therapist’s competence in using proper tech-
niques, which refers to the level of skill shown by
the therapist in delivering the treatment, is one
among multiple variables that may influence the
psychotherapeutic process in BPI. In order to
assess this variable, we have developed an instru-
ment: the brief psychodynamic Investigation Com-
petence Scale (ICS), composed of 33 items divided
into 5 subscales.The first two subscales refer to the
therapist’s general and psychoanalytic attitude,
whereas the other three subscales refer to his
competence in investigating and interpreting, the
BPI’s specific techniques and the therapist’s global
competence.

The aim of this study was to validate the ICS 
by testing its (a) inter-rater reliability, (b) internal
consistency, (c) content validity and (d) construct
validity.

Method: A pilot study was done on 16 BPIs, half
of which were done in consensus sessions. The
interviews used in this study were taken from a
larger project on the development of early alliance
during BPIs (Lausanne Early Alliance Project,
LEAR). All interviews had been video or audio

recorded.The subjects were chosen amongst adults
requesting an appointment with a therapist from
the Lausanne University Adult Psychiatry Depart-
ment’s outpatient clinic. The patients had been
diagnosed as presenting anxiety,mood disorders or
personality disorders.Seven therapists participated
in this study: 4 therapists were considered to be
experts in BPI while the other 3 were considered
to be junior therapists.Two raters participated in as-
sessing the 16 available BPIs according to a rating
manual.The raters were blinded to the outcome of
the therapeutic intervention.

Results: Inter-rater reliability was assessed
using intra-class correlations (ICC). ICCs ranged
from 0.54 to 0.84 with an average of 0.71: these
scores are in the range of scores obtained in other
studies on adherence and competence scales.
Significant scores are also obtained for the internal
consistency of the scale. The content of the ICS 
was found significant by 4 independent expert
therapists and the author of BPI. Finally, using 
the ICS permitted to discriminate between senior
(>5 years of experience in BPI) and junior (<5 years
experience) therapists.

Conclusions: Initial results concerning the psy-
chometric properties of the ICS are promising. The
instrument reflects four basic aspects of psycho-
dynamic investigation: (1) the general attitude in
receiving the patient, (2) the psychoanalytic atti-
tude during the investigation, (3) the exploration
of conflicts and repetitions and, (4) the meaning
given to the patient’s conflicts in an initial inter-
pretation.

The limits of this pilot study must be pointed
out, regarding mainly: (1) the relatively small size
of the sample, (2) the fact that the raters some- 
times knew the therapists and how much clinical
experience they had, and (3) a limitation related to
the necessity to give clear explanations on how to
use the instrument.
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Introduction

With recent efforts in psychotherapy research to
demonstrate the scientific value of therapeutic
work, much attention has been given to the
question of manualised treatments where both 
the theoretical and technical aspects of an inter-
vention are systematically described [1–5]. These
manuals often serve as a reference in training 
and supervising psychotherapists. Although some
question the clinical use of these methods [6, 7],
researchers can only agree that they may serve as
a basis for learning technical skills and could
minimise the effect of other variables related to 
the therapist. Research projects could then be
repeated and results compared without the prob-
lematic interference of these therapist-related
variables. Hence, many instruments have been
developed in order to determine whether a treat-
ment is applied according to its most important
techniques and principles. In general, these scales
[6, 8–10] are considered: (1) to be a means of as-
sessing an intervention and determining whether 
it is done according to the procedures, (2) to allow
a quantitative assessment of the effects of a 
given therapeutic intervention, and (3) to offer the
opportunity to examine the effects of training on 
a therapist’s techniques.

Two types of scales have so far been suggested.
The first set of scales assesses adherence and refers
to the extent to which a therapist uses interven-
tions and techniques prescribed by the treatment
manual and avoids the use of intervention proce-
dures proscribed by the manual. The second set 
of scales assesses competence which refers to the
level of skill shown by the therapist in delivering
the treatment [11]. Hence, adherence and com-
petence scales cannot be considered to be com-
pletely independent. In our opinion most scales
already used in research and clinical settings are
constructed according to a continuum. At one end
of this continuum we often find a definition of
adherence where descriptive and quantitative
elements predominate while, at the other end, is
represented the idea of competence, mostly in a
prescriptive and qualitative way.

Adherence and competence scales for 
psychodynamic psychotherapies

As can be seen in table 1, most scales developed
over the last 10 years share many similarities. Most
of them assess either adherence [12–14] or compe-
tence [15, 16]; or, in some rare cases, both concepts
together [17, 18]. These scales can often be distin-

guished in regards to the different dimensions as-
sessed by their subscales. Furthermore, they were
elaborated for different reasons and motives, be it
in order to assess the influence of adherence and
competence as well as of training of therapists 
on therapy outcome, to discriminate between dif-
ferent therapeutic interventions or to differentiate
between specific and non-specific elements in-
volved in a therapeutic intervention.As such, these
scales reveal different levels of complexity and
specificity of the construct under examination. As 
Waltz et al. [11] have noted, they then differ in 
the expertise needed to make proper use of the
measure. Inevitably, this has a direct influence on
the reliability of these instruments, occasionally re-
ported as surprisingly low. Furthermore, most mea-
sures were devised using various sources of
information, be it videotapes or transcripts for
example, which may potentially influence mea-
sures of adherence and competence [19]. In this
same line of thought it also appears that these
instruments were elaborated on the basis of dif-
ferent manipulation checks such as random 15-
minute segments or entire sessions. They finally
concerned therapy sessions with different dis-
orders, despite findings indicating that a deviation
from the manualised therapy procedures may be
indicated with difficult patients [17]. In general,
these differences can be thought to have many
consequences for the use and significance of such
scales.

Two common elements can nonetheless be
found in many of these instruments. Most of them
address the general attitude of the therapist, in-
cluding such aspects as the assessment of specific
and non-specific therapeutic techniques like a 
non-judgmental attitude, proper listening and the
clarity of interventions. The second similarity in
such instruments is that they assess the specific
techniques which characterise and differentiate
therapeutic models as described in manuals such 
as supportive and expressive techniques [18]. Stud-
ies using these instruments have demonstrated that
they were capable of differentiating between dif-
ferent therapeutic techniques [14]. On the other
hand, little – if any – is known as to whether these
instruments could distinguish between different
techniques within one psychotherapeutic method.
Furthermore, training therapists in a given method
has been shown to increase their competence 
and adherence to the method [17]. However,
this increase cannot systematically be associated
with better therapeutic outcome. Although some
studies [15, 18] have shown that competence scores
and outcome are indeed related, others have given
results that are somewhat uncertain [16].
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The Brief Psychodynamic Investigation

The Brief Psychodynamic Investigation (BPI) [20]
is an ultra-brief psychodynamic psychotherapy
used at the time of intake interviews in order to
investigate a patient’s difficulties. Inspired by the
brief psychodynamic psychotherapy tradition, BPI
focuses mainly on the patient’s initial request for
treatment, which is then explored for a maximum
of 4 sessions. The therapist’s goal during the initial
interview is to elaborate a psychodynamic hypo-
thesis leading to a first interpretation (referred to
as the “initial interpretation”) about the patient’s
conflicts in regard to his seeking treatment. This
interpretation is then shared with the patient by
also considering his personality structure. The
second and third session is used to elaborate 
and develop the therapist’s initial hypothesis and
to further the patient’s understanding of it. The
fourth session is then used to conclude and sum-
marise the investigation and to determine the spe-
cifics of further treatment. A fifth and last session

is finally used to complete DSM-IV diagnosis using
a semi-structured investigation. The patient can
then decide whether he wishes to continue treat-
ment and examine what type of therapy he could
most benefit from.

In summary, the specific goals of BPI are: (1) 
to define the patient’s problems and motives 
regarding his request for therapy and to formulate
an initial psychodynamic hypothesis according 
to his core conflictual relationship theme and
personality structure; (2) to present the patient
with the initial interpretation in order to clarify 
his motives for seeking therapy and to assess his 
resources and capacities to invest in a therapeutic
process; (3) to develop a therapeutic alliance;
and (4) to discuss with the patient the different 
options and possibly most effective interventions
available.

This pilot study has two goals. First, it aims at
presenting a competence scale for the BPI. Second,
it presents initial reliability and validity data for
this measure with a sample of 16 subjects.
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Table 1
Adherence-competence scales for psychodynamic psychotherapies.

authors scales treatment patients scales construction reliability results

Hollon CSPRS interpersonal major depression adherence 3 therapy-specific 0.47 to 0.92 differentiation between
et al. psychotherapy (IPT), (NIMH study) 96 items subscales, adherence for the
(1984) CBT and clinical (n = 108) 2 non-specific 3 forms of therapy

management (CM)  subscales

O’Malley TSRF interpersonal major depression competence general IPT skills, 0.60 to 0.80 significant correlation
et al. PRF psychotherapy (IPT) (n = 35) 9 items quality of problem- between competence
(1988) oriented strategies, and outcome

overall session
quality

Svartberg STCRF short-term various anxiety competence specific compe- –0.37 to 0.72 no significant correlation
(1989) anxiety-provoking disorders 11 items tence evaluation for each item between competence

psychotherapy (n = 15) with a global 0.70 for global and outcome
(STAPP) mean score score

Shapiro et SPRS exploratory light, moderate adherence specific EP and 0.78 differentiation between
Startup psychotherapy and severe 19 items CBT factors, adherence for EP and
(1992) (EP; Shapiro et Fir th, depression non-specific CBT, non-specific factors

1985) and CBT (n not mentioned) factors (Facilitative related to adherence
Conditions Scale) for EP

Butler VTSS time-limited dynamic various diagnoses adherence, competence in 0.72 to 0.84 better adherence and
et Strupp VPPS psychotherapy (TLDP) (n = 64) competence non-specific competence in TLDP
(1993) 21 items techniques (VPPS), after training

TLDP adherence
subscale (VTSS)

Barber et PACS-SE supportive-expressive major depression adherence, general, supportive 0.35 (competence) significant correlation
Crits- psychotherapy (SEP) (n = 29) competence and expressive 0.71 (adherence) between expressive
Christoph 45 items techniques competence and outcome
(1996) subscales

Tadic et ICS brief psychodynamic anxiety or competence general and 0.54 to 0.84 significant correlation
Despland investigation depressive 33 items psychoanalytic between psychoanalytic
(2000) (BPI; Gilliéron, disorders attitude, techniques and early

1988) (n = 64) competence in alliance 
dynamic 
investigation



Method

Sample

All the interviews used in this study were taken
from a larger project on the development of early
alliance during BPIs (Lausanne Early Alliance
Project, LEAR). All interviews had been video 
or audio recorded. Furthermore, this data was
completed with regular assessments using different
instruments such as the Helping Alliance Ques-
tionnaire [21] ([22] for the French translation) after
each therapy session. In order to test our compe-
tence scale for BPIs, a total of 16 sub-
jects were used, 8 of them having been treated 
by experienced therapists while the remaining 
8 had been treated by junior therapists. The 
cases were chosen by the therapists themselves 
on the basis of whether or not they could be con-
sidered as good examples of the application of 
the method.

Patients
All subjects were chosen amongst adults (over 
18 years of age) requesting an appointment 
with a therapist from the Lausanne University
Adult Psychiatry Department’s outpatient clinic.
The patients had been diagnosed as presenting
anxiety, mood disorders or personality disorders.
Patients presenting psycho-organic complications,
mental retardation, uncontrolled substance abuse,
schizophrenia, bipolar disorders or antisocial
personality disorder were excluded from the 
study. All gave informed consent to participate 
in the project.

Therapists
The seven therapists who participated in this study
are affiliated to the Adult Psychiatry Department.
Six of them are licensed psychiatrists and psycho-
therapists while the last therapist is a licensed
psychologist and psychotherapist. Four therapists
were considered to be experts in BPI (i.e. over 
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ICS subscales, representative items and scoring points.

subscales representative item scoring points

1 The therapist expresses himself in a complicated, ambiguous 
or vague manner, or does not express himself at all.

3 Although he expresses himself in an understandable manner, 
the therapist does not use a language adapted to the patient’s
comments. 

5 The therapist expresses himself in a simple, clear and direct 
manner and adjusts his language to the language of the patient.

1 The therapist chooses the topic of discussion and directly
stears the conversation.

3 The therapist explores in depth and in a semi-directive 
manner certain themes, in order to get more information
on a given topic.

5 The therapist lets the patient associate freely.

1 The therapist shows little interest for the relational context 
within which the patient sought therapeutic help or questions
the patient’s motives or apparent lack of motives for therapy.

3 The therapist investigates the relational context but remains
superficial and general in doing so. 

5 The therapist invites the patient to actively describe the 
relational context within which he requested therapy. The 
therapist is skilled in showing interest for important aspects
of the patient’s problematic relational context. 

1 None of the competence criteria are present:
(a) core conflictual theme, (b) personality structure,
(c) transference interactions.

3 One or two of the competence criteria are present: 
(a) core conflictual theme, (b) personality structure, 
(c) transference interactions. 

5 All of the competence criteria are present: 
(a) core conflictual theme, (b) personality structure, 
(c) transference interactions.

Table 2

general characteristics The therapist expresses
of the psychotherapist himself in a simple, clear 
(7 items) and direct way.

psychoanalytic attitude The therapist does not decide 
(7 items) on the topics of discussion

and encourages the patient
to associate freely.

exploration of the psycho- The therapist investigates 
dynamic hypothesis the relational context within
(9 items) which the patient sought 

therapeutic help.

initial interpretations The therapist shows the
(7 items) patient that the crisis situation

he is dealing with is related 
to an intrapsychic conflict.



10 years of experience as BPI psychotherapists)
while the other 3 were considered to be junior
therapists with 5 to 10 years of experience in
psychodynamic psychotherapy but only 2 to 5
years of experience in BPI.

The BPI Competence Scale

The BPI Competence Scale is composed of 33
items divided into 5 subscales. The first two
subscales refer to the therapist’s general atti-
tude, whereas the last 3 subscales refer to his
competence in using the BPI’s specific techniques
(table 2):
1 The therapist’s general attitude (7 items). These

items are generally considered to be non-
specific factors in the therapist’s attitude.

2 The therapist’s psychoanalytic attitude (7 items).
These items refer to the parameters associated
with the therapist’s psychoanalytic attitude (i.e.
neutrality, interpreting resistance). In order to
highlight and assess the specific impact of the
BPI’s techniques according to a psychoanalytic
model (subscales 3 and 4), emphasis was put 
on the attitude expected in a psychoanalytic
psychotherapy.

3 The therapist’s competence in investigating
(9 items). The items refer to the competence
necessary for proper investigation (i.e. col-
lecting relationship episodes, exploring core
conflictual themes).

4 The therapist’s competence in interpreting
(7 items). These items refer to the format,
the content and the significance of an inter-
pretation.

5 The therapist’s global competence (3 items).
These items refer to a general assessment of 
the therapist’s competence in using adequate
technique and creativity. The last item of this
subscale concerns the patient’s apparent diffi-
culties.

Each item is scored using a five point Likert scale.
Each item and the scoring system are explained 
in detail in a scoring manual (cf. table 2).

Elaborating the ICS
During the initial construction of the scale, each
item was scored both in regard to adherence and
competence. It then became obvious that the two
methods were highly correlated. Furthermore,
items referring to adherence appeared to be much
more difficult to score as well as less consistent
(Cronbach’s α) than was the case for the compe-
tence items. For these reasons, only one scale 
was thereafter used. Modifications brought to the

ICS regarding content validity and following
remarks from experts in BPI were done before 
the training of a second rater and further valida-
tion procedures were initiated.

Coding procedures

Raters: Two raters participated in assessing the 16
available BPIs. Although the raters were blinded 
as to the outcome of the therapeutic intervention,
it must be said that in some cases the raters might
have known the therapist.

Alliance: The therapeutic alliance was assessed
using the Helping Alliance Questionnaire (HAq)
[21], which was filled out by the subjects after each
of the four BPI sessions.

Scoring procedures: As the most technical as-
pects of BPI are to be used during the initial inter-
view, further analysis was done using material 
from the intake session only. The raters scored the
interview independently using video recording 
and transcript (inter-rater reliability). Fifty percent
of the ratings were done in consensus in order to
insure greater validity.

Results

Reliability of the ICS

Two aspects of inter-rater reliability were tested 
for the BPI competence scale: (a) inter-rater relia-
bility and (b) internal consistency of the global
scale as well as of the different subscales.

Inter-rater reliability: Inter-rater reliability was
assessed using intra-class correlations (ICC). ICCs
ranged from 0.54 to 0.84 with an average of 0.71
(table 3). These results are satisfactory when con-
sidering the relatively small size of the sample.

Internal consistency: Significant results were
obtained for the four subscales as well as for the
complete scale with Cronbach’s α ranging from
0.81 for the general attitude subscale to 0.89 for the
competence in investigating subscale. Cronbach’s
α for the 30 items of the global scale was 0.89.

Validity of the ICS

Two aspects of the ICS’s validity were examined:
(a) content validity, that is the instrument’s capac-
ity to grasp the subtleties of the BPI’s techniques
and; (b) construct validity, that is the instrument’s
capacity to discriminate a variable related to the
therapist’s technique. More specifically, we hypo-
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thesised that the ICS should differentiate between
the different therapists according to their clinical
experience.

Content validity: Five psychotherapists were
chosen on the basis of their experience in using
BPI and questioned about the ICS’s validity. They
said of most of the instrument’s items to be impor-
tant and good descriptors of the BPI techniques.
On the other hand, some criticism was made
regarding (a) an occasional vague or ambiguous
formulation of items relating to the psychoanalytic
investigation or attitude, (b) the unnecessary rep-
etition of certain items, and (c) the necessity to
give precise rating instructions to the raters as well
as clear examples for each technique described.
These comments led to reformulating certain items
and to the elimination of 5 redundant items (the
initial form suggested a total of 38 items).

The correlations between the different sub-
scales (table 4) are in agreement with our clinical
experience. For instance, there appears to be inter-
dependency between competence in general atti-

tude and competence in investigation as well as
between competence in investigating and compe-
tence in interpreting.

Construct validity: As suggested in our initial
hypothesis, the differences between average 
scores of senior and junior therapists indicate 
significantly that the later have lesser success in 
BPI (table 5). In general, alliance scores are not
correlated with the ICS although the psycho-
analytic attitude subscale is (r = 0.48, p = 0.05).

Discussion

With inter-reliability (ICC) scores ranging from
0.54 to 0.84, results confirm that the ICS is a
reliable instrument. Hence, even the techniques
specific to BPI could be reliably assessed by in-
dependent raters. In general, these reliability
scores are similar to those reported by Hollon et 
al. [23] in assessing interpersonal psychotherapy,
cognitive-behavioural therapy and clinical man-

S C H W E I Z E R  A R C H I V  F Ü R  N E U R O L O G I E  U N D  P S Y C H I A T R I E 1 5 4  n 1 / 2 0 0 333

Inter-rater reliability and internal consistency of the ICS scales (n = 16).

reliability ICC internal consistency α

general attitude 0.67 0.81

psychoanalytic attitude 0.54 0.84

investigation competence 0.79 0.89

interpretation competence 0.84 0.87

global scale (30 items) 0.71 0.89

ICC = intra-class correlation coefficient; α = Cronbach’s alpha.

Table 3

Table 4 Correlations between subscales.

general attitude psychoanalytic attitude investigation competence

general attitude – – –

psychoanalytic attitude 0.44 – –

investigation competence 0.83*** 0.53 –

interpretation competence 0.55* 0.38 0.74***

*p <0.05; **p <0.01; ***p <0.001.

Table 5 Competence scores according to experience (Mann-Whitney).

senior junior U

M SD M SD

general attitude 4.6 0.5 3.6 0.3 0.0***

psychoanalytic attitude 3.3 0.4 2.7 0.4 7.5**

investigation competence 4.3 0.4 3.3 0.7 5.0**

interpretation competence 3.6 0.2 3.1 0.6 8.0**

*p <0.05; **p <0.01; ***p <0.001.



agement. They can also be favourably compared
with results reported by O’Malley et al. [15], Svart-
berg [16] and others, e.g. Shapiro and Startup [13],
although they are slightly inferior to those men-
tioned by Butler and Strupp [6]. Hence, this pilot
study on a small sample of BPIs is therefore
encouraging for future developments.

Many means could nonetheless be used in order
to increase reliability scores. For instance, it may
prove necessary to increase the number of judges
in order to increase reliability coefficients to
greater levels. It may also be useful to make use
of – or better train raters as well-trained experts
may reach greater agreement in assessing the
different treatment procedures. Finally, greater
details could be given concerning appropriately
absent interventions [18] as refraining from mak-
ing a specific intervention may reveal itself to be
more appropriate sometimes and in some cases.
Unlike most behavioural therapies, psychody-
namic or psychoanalytically oriented therapies 
do not imply strict technical prescriptions or time-
defined interventions but rather prescribe inter-
ventions based on a psychodynamic understanding
of the fluctuations within a session. Hence, making
use of a psychodynamic technique such as the
interpretation of a given conflict may not seem
warranted at all times. As such, raters must also be
able to determine whether the absence of a given
technique is fruitful to the therapeutic process and
ultimately respectful of the treatment procedures.
Furthermore, although competence often presup-
poses adherence, adherence does not necessarily
imply competence [11]. For instance, a supportive
and warm attitude may be useful at time X with 
a given patient while not being adequate with
another. For this reason, our assessment of com-
petence is both an indicator of adherence to the
BPI’s specific techniques and of competence in
adapting one’s behaviours to the patient and to 
the therapeutic settings. More research is none-
theless necessary in order to fully understand the
implications of these processes.

Initial results regarding the instrument’s face
and content validity are promising and can also be
favourably compared with results on other similar
scales. Its psychometric properties are mainly at
the level of its subscales which assess competence
in terms of the four fundamental aspects of BPI: (1)
initial contact (subscale: general attitude); (2)
adapting psychoanalytic techniques to the first
contact with the patient (subscale: psychoanalytic
attitude); (3) exploring the conflicts and repeti-
tions (subscale: exploration of the psychodynamic
hypothesis); and (4) making sense of the conflicts
(subscale: initial interpretation). The acceptable

levels of internal consistency – ranging from 0.81 
to 0.89 – reveal that the items may measure the
same concepts.Furthermore, questioning of expert
therapists and the author of BPI indicated that 
the items reflected the specific content and the
general spirit of such a psychodynamic inves-
tigation.

In order to further examine the relationship
between the different subscales, correlations were
also done. It then appeared that the specific com-
petence skills (competence in investigating and
competence in interpreting) are correlated with
the therapist’s general attitude, although it is often
thought that they are opposite and function inde-
pendently. The correlations between these sub-
scales indicate that psychodynamic techniques
such as dynamic investigation and understanding
of a patient’s conflicts and the following action 
of interpreting cannot easily be separated from 
the therapist’s general attitude. It may even be
argued that in initial sessions the therapist’s
attitude reflects and is centred around his attempts 
to dynamically understand his patient and even-
tually formulate an initial interpretation of his
conflicts [24]. On the other hand, as not all sub-
scales are correlated, it does not appear that the
ICS can only be the reflection of the therapist’s
interviewing style or interpersonal manner. As
such, the therapist’s psychoanalytic attitude cannot
be said to be another expression of what Butler 
et al. [17] term the “good guy factor”. Finally, the
absence of any significant correlation between 
the therapist’s psychoanalytic attitude and what
are traditionally said to be psychoanalytic acts 
(i.e. investigating and interpreting) is somewhat
puzzling. It may hence be argued that these sub-
scales refer to two different themes involved in 
any such investigation. For instance, a psycho-
analytically oriented therapy often involves that
the therapist give more room to the patient and
temporarily function on a more passive mode in
order to share the patient’s intimacy, fantasies and
representations [25]. As such, free association and
temporary regressions are considered to be part 
of the process. Opposite to this can then be found
the therapist’s more active stance, which involves
direct investigation of specific themes and the
formulation of an initial interpretation. These two
different realms, a passive and an active one,
are necessary conditions for any psychoanalytic
therapy or investigation to take place. Further-
more, they apparently mobilise very different atti-
tudes in the therapist.

Regarding the discriminant validity of the ICS,
we found preliminary evidence that the instrument
is helpful in differentiating therapists according to
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their clinical experience. This is true despite the
fact that the junior therapists we assessed already
had extensive clinical training (4 years of clinical
and theoretical training in BPI).The importance of
experience in using all BPI-related therapeutic
techniques can hence be seen when examining BPI
sessions. This is particularly true regarding the
therapist’s general attitude and his competence 
in exploring the psychodynamic hypothesis. In
agreement with our initial hypothesis, experienced
therapists showed greater competence on all sub-
scales.

A further aspect of process research we exam-
ined concerned the relations between ICS mea-
sures and therapeutic alliance. When comparing
competence scores for the different subscales with
alliance at the last therapy session, it is interesting
to note that what is most correlated with alliance
at that moment is the therapist’s ability to maintain
a psychoanalytic attitude during the intake inter-
view. This is most interesting when one considers
that an intake interview usually implies more
activity on behalf of the therapist than in later
sessions. This could possibly be understood as a
means to treat or to at least put a temporary stop
to the repetition of core conflictual issues in the
context of an initial contact. It can then be con-
sidered to be a specific aspect of psychoanalytic
intervention that could possibly allow change and
better alliance.

Finally, the limits of this pilot study must be
pointed out, regarding mainly: (1) the relatively
small size of the sample and (2) the fact that the
raters sometimes knew the therapists and how
much clinical experience they had. The first limi-
tation implies that the small sample size for the
therapists involved in the study leads to some re-
dundant data. This difficulty as well as the limita-
tion resulting from the fact that some judges knew
the therapists and their level of experience arise
from restrictions in the means available for most
pilot studies and will be addressed in future work.

A third limitation is related to the necessity to
give clear explanations on how to use the instru-
ment. This difficulty seems obvious when consid-
ering the better inter-rater reliability scores for 
the BPI’s specific subscales (exploration of the
psychodynamic hypothesis and initial interpreta-
tions). As in most therapy procedures, such specific
techniques are easier to describe, hence leading to
clear rating instructions. On the other hand, the
definition and the rating instructions related to 
the two non-specific subscales (general characteris-
tics of the therapist and psychoanalytical attitude)
are much more difficult to define as they address
more general and global attitudes of the therapist.

As such, the rating of the therapist’s psychoanalyt-
ical attitude appears to be dependent on the rater’s
familiarity with the psychoanalytic theories and
techniques. This highlights the fact that extensive
training of raters is necessary and that elaborating
a manualised scoring procedure would in that
sense be essential.

However, despite these limitations initial re-
sults are encouraging. The next step in addressing
these questions would then be to increase sample
size in order to: (a) assess the factor structure of the
instrument, (b) emphasise the relation between
competence and results from the investigation, and
(c) examine the effects of training and clinical 
experience on the therapists’ competence.The ICS
could then become a handy measure to accurately
assess the performance of trainees and the effects
of training.
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