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ABSTRACT

Objective: Clinical trials sometimes have the same therapists
deliver more than 1 psychotherapy, ostensibly to control

for therapist effects. This “crossed therapist” design makes
controlling for therapist allegiance imperative, as therapists
may prefer one treatment they deliver to the other(s).
Research has established a strong relationship between
principal investigators’allegiances and treatment outcome.
Study therapists'allegiances probably also influence
outcome, yet this moderating factor on outcome has

never been studied.

Data Sources: English language abstracts in PsycINFO
and MEDLINE from January 1985 to December 2011 were
searched for keywords psychotherapy and randomized trial.

Study Selection: The search yielded 990 abstracts that were
searched manually. Trials using the same therapists in more
than 1 condition were included.

Data Extraction: Thirty-nine studies fulfilled inclusion
criteria. Meta-regression analyses assessed the influence
of researchers'allegiance on treatment outcome, testing
the hypothesis that studies poorly controlling for therapist
allegiance would show stronger influence of researcher
allegiance on outcome. A single-item measure assessed
researchers'reported attempts to control for therapist
allegiance.

Results: Only 1 of 39 studies (3%) measured therapist
treatment allegiance. Another 5 (13%) mentioned controlling
for, without formally assessing, therapist allegiance.

Most publications (67%) did not even mention therapist
allegiance. In studies not controlling for therapist allegiance,
researcher allegiance strongly influenced outcome, whereas
studies reporting control for therapist allegiance showed no
differential researcher allegiance. Researchers with cognitive-
behavioral therapy allegiance described controlling for
therapist allegiance less frequently than other researchers.

Conclusions: The crossed therapist design is subject to bias
due to differential psychotherapist allegiance. Worrisome
results suggest that researchers strongly allied to a treatment
may ignore therapist allegiance, potentially skewing
outcomes. All clinical trials, and especially crossed therapist
designs, should measure psychotherapist allegiance to
evaluate this possible bias.
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One of the sacrosanct assumptions of a client is that their therapist
believes in the treatment being delivered.

Bruce E. Wampold! !>

S ome psychotherapy researchers have designed clinical trials
to “cross” therapists with treatments: that is, the same thera-
pists deliver more than 1 type of psychotherapy. The rationale
is that using the same therapist across therapies controls for
therapist effects on treatment outcome. The design has attracted
surprisingly little critical attention in the scientific literature. This
article reviews studies that have used this design and discusses
important research implications.

Researchers agree that individual therapists may generate dif-
ferent outcomes with patients, some having consistently greater
efficacy than others,>” although the size of this therapist effect has
stirred debate.*> In randomized clinical trials (RCTs) in which
therapists are trained to treat a specific disorder according to a
manual, between-therapist variation is most likely smaller than in
general practice.® Nonetheless, reviews of psychotherapy research
recommend controlling for therapist effects by including the
therapist factor as a random term in the statistical analysis of any
clinical trial, regardless of whether the therapist effect reaches
conventional significance levels. The reasoning is that even small
therapist effects increase the type 1 error rate of the between-
treatment comparison if the therapist factor is omitted from the
statistical model.” Crits-Christoph and Mintz® recommend using
an a level of .2 to .3 (rather than the usual .05) as the criterion
for deciding to exclude the therapist factor in the main outcome
analysis of a clinical trial.

The RCT is considered the optimal design to ensure inter-
nal validity of clinical trials, reducing the influence of variables
other than the one(s) experimentally manipulated.®® Medical
and psychotherapy outcome research deems this design the
“gold standard” Psychotherapy RCTs most commonly compare
different teams of (ideally) similarly experienced, equally expert
therapists providing the different study treatments—a practical
approach, as there might not be so many therapists who are able
to deliver more than 1 therapy correctly and competently. (As
far as we know this latter issue has never been studied, but our
personal experiences have demonstrated that it is difficult to
learn more than 1 psychotherapy well.) Elkin'® enumerated the
difficulties of this modal design, which “nests” therapists within
treatments: ie, different teams of therapists provide the different
treatments. This design potentially confounds treatment efficacy
with therapist efficacy. Elkin!? described the difficulties of ensur-
ing similar characteristics, experience, competence, training, and
supervision of the competing teams of therapists.
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® Therapist belief in treatment is likely to be a strong
nonspecific effect of psychotherapy, yet this factor has
almost never been studied.

® Researcher allegiance may influence study findings,
in part, through the selecting of biased therapists in
“crossed therapist” study designs.

The alternative design “crosses” psychotherapists over
treatments: the same (crossed) therapists provide both the
experimental and comparison treatment(s).® Some advo-
cates of this design have argued that it controls for therapist
effects!!"!3: the therapist provides his or her own control.
Although this design might seem to disentangle therapists
from treatments, the need persists to ensure that therapists
have comparable training, experience, and competence in
both experimental and comparison treatments. As several
authors have noted, the crossed design raises additional
problems: contamination between treatments and differen-
tial therapist allegiance to the treatments.®”1%12

Contamination involves therapists using techniques
from one treatment in the comparison condition that blur
distinctions between treatments and should skew results
toward finding no treatment differences. Still more crucial,
therapeutic allegiance reflects therapist belief that one psy-
chotherapy works better than another. We have uncovered
no empirical research studying the connection between ther-
apist allegiance and outcome. Several reviews,'*"! however,
show that researcher (principal investigator) allegiance to a
treatment correlates strongly with study outcome. This is a
correlational finding, but if the relationship is indeed causal,
one way that researcher allegiance could affect outcome is
through researchers selecting study therapists who share the
researcher’s allegiance. Researcher’s allegiance could affect
outcome in other ways: for example, by selecting ineffective
comparison treatments or choosing not to publish studies
that run counter to their allegiance.'* Researcher allegiance
and therapist allegiance are thus different but most likely
interdependent concepts.

Study therapists who value one treatment above another
would most likely communicate their bias to their patients,
affecting both technical and nonspecific aspects of treat-
ment: both treatment delivery and the conviction with
which they deliver each therapy. Therapists may have
greater natural affinity for and skill in one treatment than
another. Therefore, even absent empirical data, it is plau-
sible to hypothesize that differential therapist allegiance in
a crossed therapist design may artificially enlarge between-
treatment differences. Differential allegiance, competence,
or both might also contribute to smaller between-treatment
differences if therapists deliver an ineffective treatment more
enthusiastically and competently than an inherently more
potent treatment. The well-established relationship between
research allegiance and good outcome suggests this is rarer,
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however. Contamination and differential allegiance could
still affect a study in which distinct teams of therapists pro-
vide the different treatments. Contamination of techniques
from other therapeutic schools could occur if study therapists
have previous training in other therapies, and differential
allegiance could occur if one therapist team feels greater
enthusiasm for its treatment model than another.

Therapist allegiance may thus constitute a moderating
variable, comparable to variables such as therapist experi-
ence and training, which all outcome studies should consider.
Nonetheless, the demanding arrangement of switching back
and forth between competing models renders the crossed
design particularly vulnerable to criticism. Indeed, having
the same therapists deliver multiple modalities may obscure
potential therapist bias. By using the crossed design to osten-
sibly control for therapist factors, researchers may ignore
important allegiance differences that may receive greater
scrutiny in studies comparing nested competing therapist
teams, even though, paradoxically, the latter probably have
less variability in therapeutic allegiance.

As the literature has never addressed this issue, we review
studies that used the crossed therapist design to study how
researchers have addressed therapist allegiance. A prelimi-
nary qualitative review (available from first author [EE]
upon request) revealed that therapist allegiance was seldom,
if ever, measured. We therefore chose as our primary research
question whether researchers reported having controlled for
therapist allegiance, and whether not controlling for thera-
pist allegiance affected treatment outcome. We hypothesized
that a stronger relationship would exist between researcher
allegiance and study outcome when therapist allegiance was
poorly controlled. Because methodological quality of RCTs
has evolved,!” we also explored whether control for therapist
allegiance increased over time.

METHOD

Selection of Studies

We searched PsycINFO and MEDLINE (EBSCO) for
abstracts containing the terms psychotherapy and random-
ized trial. The search, limited to English language articles
published in peer-reviewed journals between January 1985
and December 2011, yielded 990 hits (652 in PsycINFO, 338
in MEDLINE) that the first author (EF.) scrutinized. He
searched all abstracts and, when necessary, article method
sections to determine whether the RCT used the same psy-
chotherapists in more than 1 treatment condition. Requests
sent to 2 psychotherapy research mailing lists sought leads
on crossed studies. One was the e-mail list of the Society for
Psychotherapy Research, an international multidisciplinary
organization devoted to psychotherapy research of diverse
theoretical orientations. The second was the Psychodynamic
Research Listserv, open to people actively associated with
psychodynamic research in an academic or clinical practice
setting. Tips from these 2 mailing lists yielded 2 studies.'®!?
Incorporating our own and colleagues’ knowledge of crossed
therapist studies added another 3 studies.?-2?
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The search excluded trials of component and disman-
tling studies within the same general therapy orientation,
as differential competence and allegiance would most likely
be less problematic in such studies. We included, however,
component studies comparing models that are recognized
as treatments in their own right: eg, comparisons between
cognitive and behavioral treatments, because, although
the 2 models are often combined as cognitive-behavioral
therapy (CBT), both therapists and researchers may have
strong allegiances in the continuing debate over the relative
contributions of cognitive and behavioral techniques to CBT
outcome. We excluded studies of the same therapy model
delivered in different formats (eg, individual versus group
format) because allegiance most likely differs more between
competing theoretical models than between different deliv-
ery formats. Finally, we excluded studies published before
1985 because secular improvement in RCT methodological
quality!” suggested that older studies would lack compara-
bility to more modern ones.

This search yielded 39 trials!!~!>18-5* published between
1986 and 2011, which we included in the study.

Measures

Control for therapist allegiance. The first author (EF.)
conducted a qualitative review of the articles. This review
provided the basis for developing a measure for rating
control for therapist allegiance in RCTs, the Falkenstrom
Allegiance Control for Therapists measure (FACT). The
FACT comprises a single item measuring researcher control
for therapist allegiance on a scale from 0 to 3:

0. The article does not mention the issue of potentially
differing therapist allegiances. If the authors men-
tion the crossed therapist design at all, they do so
only as a blanket disclaimer of therapist effects.

1. The issue of potentially different allegiances is men-
tioned but not assessed or controlled for in any way.

2. The authors report making some attempt to control
for therapist allegiance, such as trying to recruit
therapists who informally deny therapy prefer-
ences. However, they make no attempt to measure
therapist allegiance or to statistically control for this
variable.

3. The authors measure therapist allegiance and, if
necessary, apply relevant statistical control for this
variable.

Researcher allegiance. We measured researcher alle-
giance by using the methodology most prevalent in
published studies.!*** The method entails using manualized
scoring criteria to score researcher allegiance according to
the way published articles are written. Three raters (EF, H.]J.,
and B.P.) read published articles, scrutinizing especially the
Introduction and methods section. The scale for researcher
allegiance was adapted from Gaffan et al.>> They developed
the following criteria, which should be viewed as indicators
rather than absolute rules:
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0. No allegiance: (a) no evidence is presented that the
treatment is effective; (b) the authors simply men-
tion that the treatment will be included, without
elaboration.

1. Weak allegiance: (a) authors describe previous
research indicating effectiveness of the treatment,
but the results are described as mixed or give no indi-
cation that the treatment should be effective for the
population tested in the study; (b) the authors state a
hypothesis with mixed predictions: eg, the treatment
is expected to benefit some patients but not others.

2. Moderate allegiance: (a) reference is given to previ-
ous research indicating efficacy of the treatment
relative to no treatment; (b) evidence is presented
from the literature that the treatment is effective for
this population of patients; (c) statements showing
that the author(s) believes the treatment is effective
or widely approved; and (d) a short but clear ratio-
nale for the treatment’s procedure.

3. Strong allegiance: (a) reference to published research
showing superiority of the treatment to some other
treatment; (b) a specific hypothesis is presented as
to why the treatment should be superior to the other
treatment(s) included in the study; (c) a detailed
description (at least 10 lines) explains the treatment’s
procedures and aims; and (d) the treatment was
developed or first introduced by one of the authors
(in our scoring this immediately gave an allegiance
score of 3).

Following Gaffan et al,>® we converted the ratings to rela-
tive allegiance scores by subtracting the lowest score from the
higher ones within each study. For example, if treatment A
and treatment B had researcher allegiance scores of 3 (high
allegiance), both would receive relative allegiance scores of
0. If a third treatment C in the same study had an absolute
allegiance score of 1, the relative allegiance scores would be
2 for treatments A and B and 0 for C.

Treatment dose and therapist characteristics. We rated
whether researchers had ensured that all treatments were
delivered in equal dosage and whether therapists in all condi-
tions had equal training, experience, and supervision. These
were single-item variables with simple yes/no/not reported
alternatives. Training was defined not only by the training
the researchers provided for the study but also by all training
therapists had had in the respective treatment modalities.

Effect sizes. The effect sizes were between-groups stan-
dardized mean change scores, A,*® calculated by first taking
the mean pretreatment-posttreatment difference divided
by the pretreatment standard deviation separately for treat-
ment and control groups. The variance was then calculated
as follows:

1, &

Vd —[Z+%JX2(1—1’]
where # is the group size and r the correlation between pre-
measurements and postmeasurements. Because the latter was
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almost never reported, we assumed a correlation between
pretreatment and posttreatment measurements of 0.60 for
all measurements in all studies. Both d and V4 were then
corrected for sample size bias:

g=Jxd

Ve=T?x Vg

=]l-—

] 4(df) -1

Finally, the between-groups standardized mean change
scores were calculated as follows:

A=gr-¢g¢

Va=Vg + V.

Nine studies reported some measures as proportions
rather than continuous measures (15 of 94 measures). In
these cases, Cohen h was used.”” Four studies provided no
information for calculating effect sizes for between-group
contrasts that were statistically nonsignificant (14 of 27 mea-
sures). This was unfortunate, since we then had to assume
zero differences between groups in these cases. The effect
sizes were most likely not actually 0; yet, omitting these
nonsignificant measures would have further distorted our
data.

Two studies had to be excluded from the meta-regression
analyses: one®* because the effect size used was time-to-
event (hazard ratio) from a survival analysis, which was not
deemed comparable to Becker A in the other studies, and the
other*® because patients were crossed over between therapies
at midtreatment, confounding interpretation of effect sizes.

Procedure

The number of comparisons for each study was the
number of treatment groups minus 1. A study comparing
2 treatments had 1 comparison; a study comparing 3 treat-
ments had 2 comparisons, etc, yielding 1 between-group
effect size per comparison. Effect sizes were scored by using
the group scoring lowest on researcher allegiance as the
comparison group. When allegiance did not differ between
groups, experimental/comparison group status was arbitrary.
The relative allegiance score for the comparison group, being
redundant, was not used.

Reliability

The first author (EE.) rated all variables for all studies.
Two other raters (H.J. and B.P.) rated all variables for 33 and
6 studies, respectively. Interrater agreement was calculated
by using intraclass correlation (2-way random effects model)
for continuous variables, Spearman p for ordinal variables,
and Cohen k for nominal variables.

Statistical Analyses

A problem with meta-analysis is that some data are sta-
tistically nonindependent. In our analysis, most studies used
more than 1 outcome measure, with the result that outcome
measures used for the same patients were dependent on each
other. Several studies?!:?%28:33:44:4547.54 compared more than 2
therapies, creating additional nonindependence in data.
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Fortunately, recent advances in statistical methodology
provide solutions to this problem. Multilevel meta-analysis®®
enables explicit modeling of the covariances on both within-
and between-study levels. However, this method ordinarily
requires knowledge of the within-study intercorrelations (ie,
correlations between different measures used), information
seldom, if ever, available to a meta-analysis. To address this
problem, Hedges et al*” created a theorem allowing compu-
tation of regression estimators in meta-regression that are
robust for violations of the nonindependence assumption.
This theorem computes fixed regression estimators that take
random effects (between-studies variation) into account.
Being most concerned about within-study dependence of
effect sizes, we chose the correlated effects model. The value
of p, the mean intercorrelation of effect sizes, was first set to
.5, deemed a reasonable guess of the values of p. We then
ran sensitivity tests assigning different values to p between
.1 and .9. Demonstrating the robustness of the approach,
these different values of p had little effect on the estimated
regression coefficients.

Computations used the Stata 11 macro robumeta to com-
pute robust standard errors in meta-regression.®® Despite
conducting multiple statistical significance tests, we chose
not to control for family-wise type I error. This first study on
this subject was by nature exploratory, and the multiple tests
mostly tested different research questions. The use of correc-
tions for family-wise type I error has been questioned.®!

RESULTS

Table 1 lists all 39 included studies.!!1318-54

Reliability of Ratings

Reliability estimates were good to excellent for the main
predictor variables. For FACT, Spearman p was .91. For the
meta-regression analyses, we collapsed the FACT into a
dichotomous scale in which 0 meant no control for thera-
pist allegiance (categories 0 and 1 from the full scale) and 1
meant some control for therapist allegiance (categories 2 and
3). The rationale for this decision was that mere mention that
the same therapists do both treatments (category 1) prob-
ably does not influence the effect of researcher allegiance
on outcome. Only 1 study*® met category 3, raising concern
that this single trial would excessively influence the statisti-
cal analyses. The collapsed scale had reliability somewhat
lower than the original, but still acceptable (k=0.72). Rela-
tive researcher allegiance had an Intraclass Correlation of
0.82 for the ratings of a single rater, which was considered
good reliability. The ratings of the first rater (EE.) were used
in the final analyses.

For treatment dose, therapist training, and supervision,
reliability was adequate to good (k=0.82, 0.64, 0.77, respec-
tively). For therapist experience, reliability was low (k=0.53),
most likely because the initial scoring criteria were unclear.
Because all disagreements arose between rater 1 and 2, rater
3 rated all disagreements, and we used these ratings as the
final score for these studies.

JClin Psychiatry 74:5, May 2013
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Table 1. Studies Using the Crossed Therapist Design

Study Treatments Condition N Researcher Allegiance® FACT Rating
Agras et al® CBT vs IPT Bulimia nervosa 220 CBT:1 0
IPT:0
Barkham et al'® CBT vs psychodynamic-interpersonal ~ Depression 36 CBT:0 2
Psychodynamic-interpersonal: 0
Barkham et al?* CBT vs psychodynamic interpersonal Subsyndromal 116 CBT:0 2
depression Psychodynamic interpersonal: 0
Beck et al®® CBT vs client-centered supportive Panic disorder 33 CBT:3 1
Client-centered supportive: 0
Bjornsson etal®*®  Cognitive-behavioral group therapy vs ~ Social anxiety disorder ~ 45 Cognitive-behavioral group therapy: 2 0
group psychotherapy Group psychotherapy: 0
Borkovec et al?’ CBT vs nondirective Generalized anxiety 30 CBT:3 0
disorder Nondirective: 0
Borkovec and Cognitive therapy vs coping Generalized anxiety 30 Cognitive therapy: 3 0
Mathews?® desensitization vs nondirective disorder and panic Coping desensitization: 2
disorder without Nondirective: 0
agoraphobia
Castelnuovo et al?®  Brief strategic therapy vs CBT Binge eating disorder 60 Brief strategic therapy: 1 CBT: 0 0
Clark et al* Cognitive therapy vs exposure + applied Social phobia 62 Cognitive therapy: 2 0
relaxation Exposure + applied relaxation: 0
Cottraux et al'! CBT vs Rogerian supportive therapy Chronic PTSD 60 CBT:2 1
Rogerian supportive therapy: 0
Cottraux et al* CBT vs Rogerian supportive therapy Borderline personality 65 CBT:2 1
disorder Rogerian supportive therapy: 0
Dunn et al’! Self-management therapy vs Chronic PTSD + 101 Self-management therapy: 3 0
psychoeducational group therapy depression Psychoeducational group therapy: 0
Fairburn et al* CBT vs short-term focal psychotherapy ~ Bulimia nervosa 24 CBT:2 0
Short-term focal psychotherapy: 0
Fairburn et al* CBT vs IPT vs behavior therapy Bulimia nervosa 75 CBT:2 1
IPT: 0
Behavior therapy: 0
Frank et al** Interpersonal and social rhythm therapy Bipolar I disorder 175 Interpersonal and social rhythm therapy: 3 0
vs intensive clinical management Intensive clinical management: 0
Goldman et al*® Process-experiential psychotherapy vs ~ Depression 38 Process-experiential psychotherapy: 1 1
client-centered psychotherapy Client-centered psychotherapy: 0
Gosselin et al®® CBT vs nonspecific supportive therapy ~ Generalized anxiety 61 CBT:3 0
disorder + Nonspecific supportive therapy: 0
benzodiazepine
dependency
le Grange et al*’ Family-based therapy vs supportive Anorexia nervosa 80 Family-based therapy: 3 0
therapy Supportive therapy: 0
Greenberg and Process-experiential psychotherapy vs ~ Depression 34 Process experiential psychotherapy: 1 1
Watson* client-centered psychotherapy Client-centered psychotherapy: 0
Guthrie et al* Psychodynamic therapy vs supportive  Irritable bowel 101 Psychodynamic therapy: 3 1
listening syndrome Supportive listening: 0
Herbert et al*® CBT vs educational/supportive therapy  Social anxiety disorder 73 CBT:2 0
Educational/supportive therapy: 0
Hopko et al*! Behavioral activation vs problem- Depressed breast cancer 80 Behavioral activation: 1 0
solving therapy patients Problem-solving therapy: 0
Hudson et al*? CBT vs group support and attention Children and 112 CBT:3 0
adolescents with Group support and attention: 0
anxiety disorders
Lipsitz et al*® IPT vs supportive therapy Social anxiety disorder 70 IPT:2 0
Supportive therapy: 0
Luty et al® CBT vs IPT Major depression 177 CBT:0 2
IPT: 0
Marchand et al**  Cognitive therapy vs exposure, Panic disorder with 137 Cognitive therapy: 2 0
cognitive therapy + exposure vs agoraphobia Exposure: 2
supportive therapy Cognitive therapy + exposure: 3
Supportive therapy: 0
Marks et al*® Exposure vs cognitive restructuringvs ~ PTSD 87 Exposure: 3 0
exposure combined with cognitive Cognitive restructuring : 2
restructuring vs relaxation Exposure + cognitive restructuring : 3
Relaxation: 0
Masheb et al*® CBT vs supportive therapy Vulvodynia 50 CBT:3 0
Supportive therapy: 0
(continued)
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Table 1 (continued). Studies Using the Crossed Therapist Design

Study Treatments Condition N Researcher Allegiance® FACT Rating
MclIntosh et al*! CBT vs IPT vs nonspecific supportive ~ Anorexia nervosa 56 CBT:1 0
clinical management IPT: 1
Nonspecific supportive clinical
management: 0
Miklowitz et al¥’  Family-focused therapy vs interpersonal Bipolar depression 293 Family-focused therapy: 3 0
and social rhythm therapy vs CBT vs Interpersonal and social rhythm therapy: 3
collaborative care CBT:3
Collaborative care: 0
Shapiro and Prescriptive vs exploratory therapy Mixed depression and 40 Prescriptive therapy: 0 2
Firth*® anxiety (mostly Exploratory therapy: 0
depression)
Shapiro et al'? CBT vs psychodynamic-interpersonal ~ Depression 117 CBT:0 2
Psychodynamic-interpersonal: 0
Snyder and Wills**  Behavioral vs insight-oriented marital ~ Marital distress 79 Behavioral marital therapy: 0 3
therapy Insight-oriented marital therapy: 0
Strauman et al* Self-system therapy vs cognitive therapy Depression 45 Self-system therapy: 1 1
Cognitive therapy: 0
Tarrier et al®! Imaginal exposure vs cognitive therapy ~ Chronic PTSD 72 Imaginal exposure: 0 0
Cognitive therapy: 0
Taylor et al?2 CBT (prolonged exposure) vs EMDR vs  PTSD 60 CBT:2 0
relaxation training EMDR: 1
Relaxation training: 0
Walsh et al>? CBT vs supportive therapy Bulimia nervosa 120 CBT:3 0
Supportive therapy: 0
Wilfley et al®® Group CBT vs group IPT Binge eating disorder 162 Group CBT: 0 0
IPT: 0
Zettle and Rains™  Group comprehensive distancing vs Depression 31 Group comprehensive distancing: 3 0

group cognitive therapy vs group
partial cognitive therapy

Group cognitive therapy: 2
Group partial cognitive therapy: 0

Relative researcher allegiance score for each treatment condition included in study: 0=no allegiance, 1 = weak allegiance, 2 = moderate allegiance,

3 =strong allegiance.

Abbreviations: CBT = cognitive-behavioral therapy, EMDR = eye movement desensitization and reprocessing, FACT = Falkenstrom Allegiance Control for
Therapists, IPT = interpersonal psychotherapy, PTSD = posttraumatic stress disorder.

Figure 1. Falkenstrom Allegiance Control for Therapists
(FACT) Ratings of Control for Therapist Allegiance
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Descriptive Statistics

No studies overlapped with the earlier meta-analysis by
Luborsky et al,!* and only 3 overlapped with Gaffan et al.>
The median publication year was 2002. Thirty-one studies
(79%) included cognitive therapy, behavioral therapy, or
CBT as at least 1 of the treatments. The 39 studies yielded
48 treatment comparisons. Among these 48 comparisons,
10 provided no way of ascertaining which treatment was
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intended to be experimental and which was control treat-
ment. Among the remaining 38 comparisons, the most
common experimental treatment was CBT (18 compari-
sons). Including variants of CBT, such as behavior therapy,
cognitive therapy, or self-management therapy, increased
that figure (29 comparisons). The most common compar-
ison treatments were supportive (14), client-centered (5),
and relaxation (5) therapies.

Therapist Allegiance

Figure 1 shows the FACT ratings for all 39 studies. Only
1 study* (3%) earned the maximal FACT rating, ie, address-
ing measurement of therapist allegiance and its statistical
control if needed. Another 5 studies (13%) reported having
attempted to recruit therapists with balanced allegiances as
a way of controlling for therapist allegiance, although none
had actually measured therapist allegiance. The remaining
studies did not mention therapist allegiance at all (26 stud-
ies; 67%) or mentioned it only as a study limitation or a
variable that could be dismissed as unimportant (7 studies;
18%).

Comparing studies with researcher allegiance favoring
CBT to those lacking such allegiance on the (collapsed)
FACT scale indicated that CBT-allegiant researchers con-
trolled for therapist allegiance less often than researchers
without CBT allegiance (Fisher exact test P=.002).

JClin Psychiatry 74:5, May 2013



Researcher Allegiance Predicting Outcome

We first ran a meta-regression analysis with researcher
allegiance as the sole predictor. This test revealed a statisti-
cally significant effect of researcher allegiance on outcome
(b=0.10, SE=0.02; t=3.87; P<.001; 95% CI, 0.05- 0.15).
Each point increase in relative allegiance increased the
between-groups effect size by 0.10.

Control for Therapist Allegiance Predicting Outcome

We next tested the direct effect of control for therapist
allegiance (collapsed FACT) on outcome. This effect was
not significant (b= -0.07, nonsignificant). Yet, only 5 stud-
ies reported controlling for allegiance, limiting statistical
power.

Control for Therapist Allegiance
Moderates Relationship Between
Researcher Allegiance and Outcome

Our primary hypothesis was that researcher allegiance
more strongly affects outcome in studies that do not con-
trol for therapist allegiance. We added an interaction term
(researcher allegiance x control for therapist allegiance) to
the statistical model that contained main effects of researcher
allegiance and control for therapist allegiance on outcome.
This model proved impossible to run, however, as none of
the studies that had attempted control for therapist allegiance
had been scored as having any differential researcher alle-
giance. The interaction term was therefore almost completely
collinear with the original control for therapist allegiance
variable (ie, researcher allegiance x control for therapist
allegiance = control for therapist allegiance).

Exploring this further revealed a large difference in
researcher allegiance between the studies that had not
attempted to control for therapist allegiance (32) and those
reporting having attempted some control (6). The former
group had a mean relative allegiance score of 2.1 (SD =0.97),
whereas the latter group had a mean of 0 (with no variation).
This difference was highly statistically significant (t;,=12.2,
P<.001).

Publication Year

Testing whether recent studies controlled for therapist
allegiance more often than older studies unexpectedly
showed a significant relationship in the opposite direction
from the expected one: more recent studies controlled less
for therapist allegiance (p= -.33; P=.04). Using the dichoto-
mized therapist allegiance control variable yielded an almost
identical result. Further exploration revealed that 5 of the 6
studies!>18244849 that controlled for therapist allegiance were
published between 1987 and 1996 (the sixth was published
in 2007).

Reporting of Dose and Therapist Characteristics

Figure 2 shows reporting of equal therapy dose, therapist
training, experience, and supervision. Most studies reported
having ensured equal dose (85%) and amount of supervi-
sion (69%) in all treatments, but most studies inadequately

J Clin Psychiatry 74:5, May-2013
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Figure 2. Proportion of Studies Reporting Having Ensured
Equal Dose, Training, Therapist Experience, and Supervision
in the Different Study Treatments
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reported therapist training and experience. About two-
thirds of the studies did not report how much training and
experience the therapists had in each of the treatments they
delivered (64% and 72%, respectively). Six studies reported
higher treatment dose, 5 reported more therapist experience,
and 5 reported more training in the treatment scoring higher
on researcher allegiance.

DISCUSSION

Psychotherapy is a complex enterprise, involving many
factors: patient, therapist, treatment factors, and complex
interactions between all of these. The RCT design is ide-
ally suited to isolating the treatment factor: when patients
are randomized to treatments, confounding factors should
be equally distributed between groups. However, because it
is usually not feasible (and probably not desirable) to ran-
domize therapists to treatments, the problem of confounding
therapist and treatment effects remains.

Some researchers have advocated!!~!? solving this prob-
lem by using the same psychotherapists to conduct more
than 1 study treatment. Despite the salience of this design
issue, no research has previously reviewed trials with the
crossed therapist design. Our main finding was that the great
preponderance of the 39 such studies we collected failed to
report the key issue of therapist treatment allegiance. Despite
the glaring need in a crossed design to ascertain therapist
allegiance to the respective treatments, less than half (36%
[14]) of the trials reviewed even mentioned therapist or
researcher allegiance. Still fewer (13% [5]) explicitly reported
attempting to control for and only 1 (3%) actually measured
therapist allegiance. About two-thirds of the studies surveyed
did not report therapists’ previous training or experience in
the treatments they provided. Most studies included involved
CBT as a treatment (87% [34]), and researchers with CBT
allegiance more often used this design without controlling
for therapist allegiance. Thoma et al®? found that the average
CBT trial of depression scored at the lower range of adequate
methodological quality and that CBT trials did not, on aver-
age, show better quality than psychodynamic trials.
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Although most researchers did not even mention therapist
allegiance as a possible bias, some acknowledged that their
study therapists believed the comparison treatment to be
ineffective and that this may have biased results:

The choice of the same therapists for both treatments created
a twofold problem. On the positive side, the effect of the same
therapist was constant across the two therapeutic conditions. On
the negative side, all were CBT-oriented therapists and this may
have biased the treatment in favor of CBT as the therapists were

requested to use methods they judged as noneffective.!!®10%)

Our analyses, corroborating earlier research!*>> while

surveying largely different outcome trials, showed that
researcher allegiance clearly influenced treatment outcome.
Our main research question was whether this effect dimin-
ished in studies that controlled for therapist allegiance.
Interestingly, we found no differential researcher allegiance
in any of the studies that had reportedly attempted some
control for therapist allegiance. This sharply contrasted with
the studies not attempting such control, for which mean
researcher allegiance score was 2.1 on a scale ranging from
0 to 3. The stronger the researchers’ allegiances to 1 psycho-
therapy, the more likely they appeared to ignore therapist
allegiance. If this indeed indicates how research using the
crossed therapist design is being conducted, it is remarkable
and worrisome that researchers strongly allied to 1 treatment
consciously or unconsciously overlook the potential bias of
therapist allegiance.

Some researchers may argue that treatment integrity
checks provide an objective assessment of whether thera-
pists deliver treatment as it is meant to be delivered; hence,
integrity checks should reveal therapist allegiance effects as
problems in the delivery of treatment. Although our review
did not focus on integrity, we did note that almost 70% (27) of
the included studies reported formal adherence analyses, and
only 1 of these reported an adherence problem. Treatment
integrity should ideally include ratings of therapist compe-
tence. Assessing competence is difficult, however, and a recent
meta-analysis showed no significant relationship of compe-
tence ratings to outcome.®> We doubt that integrity analyses
based on fairly coarse measures will detect more subtle effects
of therapists who technically adhere to the treatment proto-
col but do not deliver treatment with the same enthusiasm as
therapists who really believe in their model.

Our analyses suggested that controlling for therapist
allegiance has fallen out of fashion: 5 of the 6 studies that
controlled for therapist allegiance were published between
1987 and 1996 and only 1 since that time. Our impression
is that the psychotherapy research community has seldom
discussed the issue. Therapist allegiance remains a crucial,
unstudied factor in psychotherapy research. Strength of belief
in a therapy may affect the therapist's comfort and authen-
ticity in conducting treatment, the therapy’s plausibility for
the patient, and, thus, the strength of the therapeutic alli-
ance. This belief matters when a therapist conducts a single
therapy, and it matters still more when the therapist delivers
more than 1 modality.
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If therapist allegiance influences therapeutic outcome,
then the crossed therapist design may prove a double-cross:
while ostensibly controlling for therapist factors between ther-
apists, it may merely obscure them within the same therapist.
Although grant reviewers frequently suggest controlling for
therapist effects by crossing therapists, the research support-
ing this injunction is essentially nonexistent. Does choosing
a crossed therapist design solve the problem of confounding
therapist effects with treatment effects? The answer depends
on what kinds of therapist characteristics affect outcome.
If general personality characteristics (warmth, empathy,
interpersonal skills, etc) that could reasonably be considered
independent of treatment type matter most for patient out-
come, the crossed design might control for those effects. If
therapist effects rather reflect competence in or enthusiasm
for a particular treatment model, however, the alternative
design of “amicably competitive” balanced therapist teams®*
is a better choice. In this design, equally experienced, com-
petent, and adherent teams of psychotherapists compete in
friendly rivalry, demonstrating in effect the optimal effects
of a given intervention. Rather than these therapists attempt-
ing multiple competencies, their goal is expertise in their
assigned modality, with variables such as experience and
competence counterbalanced across groups.

One could argue that researcher allegiance will out,
regardless of design: the alternative design structure of
nested “amicably competitive” expert therapist teams®* could
be equally compromised if the principal investigator chooses
less competent or experienced therapists for comparator
conditions. We recommend that all clinical trials (crossed
or nested) measure and report therapist allegiance, at least
until more is known about the effect of therapist allegiance
on the process and outcome of psychotherapy. To our knowl-
edge, no instrument for measuring therapist allegiance has
yet been published. In our own ongoing studies, we have
developed simple self-report instruments for this purpose.

Limitations

This is a new field of research. We sought but may not
have located all recent studies using the crossed therapist
design. How common this approach is relative to nested
competitive therapy teams delivering single modalities is
unclear; the latter seems more prevalent. The relatively small
number of studies included limits the conclusions that can be
drawn, especially about the effect of controlling for therapist
allegiance, as this occurred in only 6 of the studies. A key
limitation (and key study finding) is the absence of therapist
allegiance ratings in the psychotherapy trials under study.

Recommendations for future research. Researchers
should rigorously report therapists’ backgrounds when
using the crossed therapist design, clarifying the training and
experience study therapists have in conducting each of the
different treatments they use in the trial and not just trial-
related training but also previous training and experience.
Researchers should report whether they have tried to sta-
tistically control for therapist effects (including allegiance)
in their main outcome analyses; and, if not, why not? (That
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is, what significance criterion did they use in preliminary
analyses to rule out therapist effects?) A crossed therapist
design, if employed, should control for therapist x treatment
interaction effects, not just therapist main effects. (Some
researchers infer an absence of therapist effects in their
study when they find no differences in outcome between
individual therapists.?’ Yet finding no therapist differences
in outcome does not rule out the possibility that all therapists
deliver 1 treatment better than the other due to either greater
competency or allegiance to that treatment.)

All clinical trials should routinely measure therapist alle-
giance and relate it to outcome. The FACT could be added
to existing RCT quality measures!” in reviews and meta-
analyses of RCTs.

Given the potential problems of the crossed therapists
design, why use it? We recommend that, in standard efficacy
trials, about which the predominant question is differential
efficacy between 2 treatments, the crossed design be con-
sidered a weaker alternative to the amicably competitive
therapist teams approach. The crossed therapists design
could have utility for studying interactions between therapist
characteristics and treatment method effects on outcome.
Another indication for this design might be practical, in
which geography or other factors constrain patient access
to multiple therapists practicing different treatments. We
recommend that researchers avoid crossed therapists designs
unless the research questions clearly focus on issues that this
design facilitates, or unless practicalities such as geographic
isolation preclude alternative designs. If used, crossed thera-
pist designs must measure therapist allegiance.

Therapist allegiance warrants consideration equal to
researcher allegiance in designing and interpreting the
results of psychotherapy trials. Therapists in every clinical
trial could rate on a simple, anchored Likert-type scale their
belief as well as their self-perceived skill in all the study’s
therapies, their judgment as to how well each therapy fits
their clinical perspectives, and their prediction of the pro-
spective study outcome. Such evaluations would help to
control for potential study biases and might yield interesting
findings about psychotherapy outcome trials. Combining
such data with psychotherapy process and outcome vari-
ables might elucidate the suitability of particular therapists
for particular therapies.
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