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Day 1 Overview

General introduction
History

Research
FIS & FIRST

Deliberate practice introduction
Homework

Facilitative Interpersonal Relationship
Skills Training




Learning Objectives

1) Learn about the guiding principles
of FIRST

FIS & FIRST

Theory & research on:

Expertise

Therapy outcomes
Effective therapy process & therapists

2) Provide an overview of how FIRST
works

Deliberate practice

Flexible thinking/personalization




Why Train in Facilitative Interpersonal
Skills?

1. Content About Psychological Characteristics Associated with
Good Interpersonal Outcomes (e.g., emotion, attachment styles)

2. Ordinary Practice with Clinical Supervision
3. Client Simulations and Deliberate Practice.

4. Thin Slices of Meaningful Therapy Moments—i.e., Some
“markers” are more important. What Are they

--Fast vs. Slow processing in the therapist



What is FIRST?

An introduction to research-supported frameworks and ideas for helping therapists navigate
challenging situations
Designed to improve their effectiveness over time

Draws on decades of research, drawing on...
Ericsson’s expert performance/DP

Safran & Muran’s BRT & AFT
Anderson & Strupp’s FIS
Lambert, Miller, & Duncan’s FIT

Based on the central importance of, and healing power in, thetherapeutic relationship
Use the relationship as the foundation for successful intervention




What FIRST is NOT

A specific theoretical orientation
Founded drawing from several but can be adapted to almost any orientation/style

A prescription on exactly what to say/do in all situations
Personal expertise & styles are actively encouraged to be part of your learning

We cannot correctly handle every situation every time

A guarantee of instant results with all clients
Research shows us that expert-level performance takes SIGNIFICANT time to develop (think of the
“10,000 hours rule”)

No therapist has a 100% success rate, even the top performers
To make meaningful improvement, most of the practice must be led by you

These workshops are simply a start point




What Does the Research Say?

Does psychotherapy work?

Empirically Supported Treatments (and or
versus) Empirically Supported Relationships




FSychotnerapy IS errective In about /57 OfT
cases and moderate to large effect sizes in

meta-analvses

The General Efficacy of Psychotherapy * 141
TABLE 5.1 Meta-Analytic Reviews of the General Effects of Therapy
No. of Effect
Authors Diagnosis/ Treatment Studies  Size
Andrews & Harvey (1981) Neurotic 81 172
Asay, Lambert, Christensen, & Beutler (1984) Mixed/Mental Health Centers 03 82b
Belestrieri, Williams, & Wilkinson (1988) Mixed 11 22
Barker, Funk, & Houston (1988) Mixed 17 1.05
Landman & Dawes (1982) Mixed 42 90
Lipsey & Wilson (1993) Mixed 302¢ 47
Nicholson & Berman (1983) Neurotic 474 70
Shapiro & Shapiro (1982) Mixed 143 1.03
Smith et al. (1980) Mixed 475 .85

* Number of mental health centers.
b Pre-post effect size.
€ Number of meta-analyses.

4 Number of comparison groups.

From
Lambert, et




Later Meta-Analyses Reveal Similar Effects (with one possible Caveat)

Differcnt types of psychotherapy vs. control groups

Cognitive behavior therapy 91 0.67 0.57-0.78 59,88 2.75 48
Behavioral activation therapy 10 0.87 0.60-1.15 20.87 2.16 12
Self-control therapy 6 0.45 0.11-0.79 47.95 4.00 48
Problem-solving therapy 13 0.83 0.45-1.21 82.30"" 226 13
Interpersonal psychotherapy 16 0.63 0.36-0.90 82.96"" 2.91 14
Mon-directive supportive therapy 14 0.57 0.37-0.77 36.81 318 48
— Short=term psychodynamic psychotherapy 5 6% 03 0=108 3342 267 7
Direet comparisons of different types of psychotherapy
Cognitive behavior therapy vs. all other therapics 56 0.03 —0.04 to 0.11 0 166.67 7
Mon-directive supportive therapy vs. all other therapics 30 -0.17 =032 to—0.03 40.80° 10.42% 7
Behavioral activation therapy vs. all other therapies 21 0.14 = 0.02 to 0.30 0 12.82 7
Psychodynamic therapy vs. all other therapics 16 = 0.07 —0.21 to 0.08 0 25.00% 7
Problem-solving therapy vs. all other therapies 7 0.40 —0.07 1o 0.88 72.78"" 4.50 7
Interpersonal psychotherapy vs. all other therapies 8 0.21 0.01-0.42 21.98 5.47 1
Social skills training vs. all other therapics 7 0.05 —0.26 to 0.36 0 35.71 7
Direct comparisons between different treatment formats
Individual vs. group psychotherapics 19 0.20 0.05-0.35 0 8.93 18
Guided self-help vs. face-to-face therapies 9 —-0.15 =041 to 0.11 2.04 ns 11.90 19
Psychotherapy vs. pharmacotherapy and combined treatmentst
Psychotherapy vs. pharmacotherapy 37 = 0.07 = 0.15 1o 0.01 21.31 25.00 20, 21
Psychotherapy vs. combined treatment 19 0.35 0.24-0.45 0 3.10 22
Pharmacotherapy vs. combined treatment 22 0.30 0.17-0.43 32.63° 5.95 23
Combined vs. psychotherapy plus placcho 16 0.25 0.03-0.46 57.22" 7.14 24
Psychotherapy for specific target groups vs. conirol groups
Older adults 23 0.72 0.59-0.85 80.20"" 2.56 25,26
Women with postpartum depression 19 0.61 0.37-0.85 64.847 299 27
Patients with general medical disorders 18 1.00 0.57-1.44 925" 1.91 28
Patients in primary carc 20 0.31 0.17-0.45 45.58° 5.75 29
Inpaticnts 15 0.29 0.13-0.44 0 6.17 30
Paticnts with subthreshold depression 6 0.42 0.23-0.60 0 4,27 31
Patients with chronic depression 8 0.23 0.06-0.41 0 7.69 32

Cjupers, et al., (2014)




How does psychotherapy work?

Therapist Effects: Therapists Differ in their
Outcomes Across Time



[lustrating Therapist Effects: Individual
Differences Among Therapists

(Saxon, Firth, & Barkham, 2017)
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Fig. 4 Statistical recovery rates
for above average, average and
below average therapists, for
patients who attended 2-16
sessions. Lines of best fit are
shown with R” statistics
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What makes some therapists more effective
than others?
Understanding the research problem

* Therapist Effects. For a long time, these effects were found without knowing why.

A Reliable Finding. Hundreds of randomized clinical trials (RCTs) were designed explicitly to
remove any contribution of individual therapists.

And yet, those therapist effects still emerged!
Therapist age, experience, and theoretical orientation do not explain therapist effects.

Can’t be explained simply as error or as coming from clients. Some evidence that therapist effects

may vary by client problem (Kraus et al., 2011), but another study did not find this (Kraus et al.,
2016).

Therapist effects are greater for more severe clients (Saxon & Barkham, 2012).

While not explaining the therapist effect, some therapists may differ in outcomes by race/ethnicity (Hayes et
al., 2016) and gender (Owen et al., 2009).



How Research Has Combined Various Treatment
Effects?

Specific Factors. Traditionally, therapy researchers have focused
on testing and training specific techniques and building treatment
packages (e.g., Exposure Therapy for Anxiety and Phobias)

Common Factors. Those aspects of treatment that are shared
among all types of therapy and presumed to be effective

ingredients (e.g., Therapist Empathy and Warmth for any
“Problem of Living”)



McKay et al. (2006): Demonstrating
“Therapist” Effects

Analysis from a well-controlled study
on depression
Examined the effects of psychiatrists

prescribing placebo or ADM
(Imipramine)

Found that the psychiatrist prescribing
the medication was a better predictor
of treatment outcome than the type of
medication given

12
10 1

] Placebo
O Imipramine

TI97)




What makes some therapists more
effective than others?

For a long time, these effects were found without knowing why.

Hundreds of randomized clinical trials (RCTs) were designed explicitly to remove any
contribution of individual therapists.

And yet, those therapist effects still emerged!
Therapist age, experience, and theoretical orientation do not explain therapist effects.

Can’t be explained simply as error or as coming from clients. Some evidence that therapist
effects may vary by client problem (Kraus et al., 2011), but another study did not find this

(Kraus et al., 2016).
Therapist effects are greater for more severe clients (Saxon & Barkham, 2012).

While not explaining the therapist effect, some therapists may differ in outcomes by
race/ethnicity (Hayes et al., 2016) and gender (Owen et al., 2009).



How to Become an Effective Helper?

1. Focus More on Interpersonal Relationship Content (and less on specific treatments)




What Factors / Variables Most Account for Overall Effectiveness?
Results from Meta-analytic Findings (Wampold & Imel (2015)

Specific Treatments (1%) Therapeutic Alliance (5%)

Allegiance Effects (4%) Therapist Effects (5%)

* Most studies have hypothesized that it’s the specific treatments and
techniques lead to good outcomes.

 However, meta-analyses have found that specific treatments account for a
small portion of outcomes (1% of outcome variance).



Active Ingredients in Psychotherapy

Relationship-focused variables

drive treatment effects (Norcross &
Lambert, 2018)

Some well-established common Fﬂdﬁck_ﬁﬂ’wh
factors: . Alliance Effects
Alliance (8%) 36 - 50%
Empathy (10%) Model/ Technigue:

Y Specific Effects

Therapist effects (5-9%) | {Model [T::;ﬁremnnu}

Wampold et al. (2001): first ,. *Model Technique:
meta-analytic findings of Therapist Effects —— General Effects (Rational &
therapist effects, relative to 16 5795 Ritual), Clicnt Expectancy 28%
treatment/technical effects

8% therapist effects
<1% technical effects Figure 1 - Common Factors Conceptual Framework Duncan (2014)




Which treatments? What is most effective about Psychotherapy

treatment?
-
Specifi ors

Contextual mode! factors Specific fact
L | 2 21 N A

{)8 +__.___Tj---m,m L N ORISR _T‘ IR I

|
{

.
|
|
1
}
|
i

0.6 T—

|
|
+
ansicas
1

Effect size
o
=N

Behavior Change
(2023)and
- Wampold (2015)

S AR
IV 6 PN
e o
A,
oo
r

Therapists (naturalistic) *4 BETA.
|
Therapists (RCTs) - u—
|
|

0.2 l
0.0 ! _ . : ; ‘ -
Eichiil a0l g 5 < . S 8 g
- e = @ o 5] = 8 S 7
e : 5 = 3 o 8 3 |
E = E £ 5 = z o 2 B " From Handbook
% = S g = (= o] =2 42 f
- @ = b3 ° (=) = £ -0
2 = 2 e € = 2 o :
- 2 g S o = = ~ Psychotherapy &
e c © e 5] @ 8
o @ © E c @ a
2 =4 B o Z @
S c 3 - <
O 8 5
= &

Goal consensus/collaboration -

FIGURE 5.2 Effect Sizes for Common I"acwrs of thc C ()ntcxtual
\m‘r Lo T R RS R SO [y S S

Model and Specific Factors



Effect Sizes for Interpersonal Process and
reatment Predictors_
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A wide Variety of treatments are effective:
Common factors are shared across psychotherapy
treatments other helpful human relationships
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The do-do verdict

A

Lewis Carroll, Alice In Wonderland



....And Yet, the Context Matters

- Enough about the pandemic,
just tell me about your mother...




Varieties of facilitative relationships




The Story So Far...

Therapy works and has moderately strong effect!!!
Though effects may be overstated (cuijpers et al., 2018)

Identifying the sourse of improvement to Specific Treatments have largely
failed. Therapy outcomes have not reliably improved in 50 years! wiier etal, 2013).

Attempts to control “nuisance” variables has not improved the search for
uniquely effective specific treatments of one treatment being superior to other
treatments.

Controlling treatment comparisons (Treatment A vs. Treatment B) have focused on removing induvial
therapist effect in order to isolate the treatment.

Control “complex” cases with narrow inclusion criteria (e.g., including only Social Anxiety Disorder)
Excluding co-morbid problems

Still, researcher will conduct multiple studies showing a treatment is effective (as
most are) and then claim that the treatment is better (i.e., an “Empirically
Supported treatment).

Relatively little effort to identify effects of clients with diverse backgrounds (i.e.,
Cultural influences on treatments).

However, some therapists are more effective than others

Common, relational factors are more effective than Specific Factors
(treatments and techniques).




Next Steps: Science of Interpersonal Relationship
Factors in Treatment

Can we learn from the therapist’s reactions (in the moment of
intervening) in order to improve psychotherapy outcomes?

Can therapist reactions in the moment be used to identify therapists
who are effective?

Can those immediate moments in session be simulated to provide game-
like problems?

Finally, can these game situation be used for training therapists?



How to Become an Effective Helper?

1. Focus More on Interpersonal Relationship Content (and less on specific treatments)

2. Practice with moderately challenging situations builds skill more than easy
situations




2. PRACTICE WITH CHALLENGING SITUATIONS

Performance Stress Test for Optimal
Predictive Accuracy

In many advanced professions, skill
differences in practitioners are difficult to
detect with easier tasks.

Thus, greater predictive power may be
attained from what therapists do in
difficult situations than from what they
do most of the time.




...and don’t rely only on therapist self-assessment

Therapi s 2Ot prooiem.: Aefrap generaty ove S PO A€
effectiveness. 25% of mental health professionals viewed their skill to be at the
90th percentile when compared to their peers, and none viewed themselves as
below average (Walfish, McAlister, O’'Donnel, & Lambert, 2012).

A

The Dunning-Kruger Effect

Confidence

g

None Average Expe

Competence




SUCCESS!

Tumor Control: 857/900
Toxicity: 46/100
= -‘ 7 Total: 903/1000
You have a point. : § Goal: 800/1000
They've been sucking up to the emperor, and they come und . )\

go at the palace like they own the place." s ) e

REUISE NEXT
TREATMENT PATIENT




How do we know what practice will lead to
outcomes?

Simulations help train in difficult situations since consequences have less
consequences (“It’s only a game” and you can try again)

Example #1. Pilots deliberately practice procedures that increases successful
flights (and decrease crashes).

Example #2. Surgeons deliberately practice procedures proven to increase
successful patient outcomes.

Simulations are effective if (and only if) they train professionals in skills that are
linked to good outcomes. Obviously, a first step is knowledge about what leads
to good outcomes.



Simulations used
In training in
aviation and

medicine

WHAT ABOUT
PSYCHOTHERAPY?



How to Become an Effective Helper?

1. Focus More on Interpersonal Relationship Content (and less on specific treatments)

2. Practice with moderately challenging situations builds skill more than easy situations

3. Practice with brief moments, or thin slices, with realistic situations




3. Thin Slices of Realistic Situations

Core personality traits and interpersonal decisions remain stable with brief xposures
(from 2 seconds to 5 minutes), including:

Education. Judgments of satisfaction with professor’s teaching styles from a few
minutes on the first day of class is correlated with the end of class ratings. (Kenny, 1988)

Speed Dating. Personality ratings of the strangers in speed dating (2 minutes)
correlated with their self ratings and satisfaction over longer interactions (2+ hours)
(Ambady, 2000)

Decision-Making. Brief impressions in some situations are sometimes better than
longer, careful decision-making that informs action (firefighting (Kline), war games; see
Gladwell)

Why? Situations that are fast-changing and impactful require “fast” understanding of the
emerging context. Significant events occur quickly.



Conclusions:

1. Cultural Context and different helper roles (friend, therapist,
shaman, religio-magical, social worker, pastoral counseling)

2. Simulation, game-like interactions of helping can identify
effective therapists

3. Simulations can also serve a valuable training role

4. Brief stmulations are effective: Thin slices



Development of Facilitative Interpersonal
skills (fis)

Observed 80 psychotherapies to identify most
difficult moments.

Awkward, difficult moments for even highly skilled,
experienced therapists.

Each situation had to involve some form of “request’
to the therapist.

Each situation was about 1 minute long.

Filmed by actors so that we could use the situations
for research purposes.



How to Become an Effective Helper?

1. Focus More on Interpersonal Relationship Content (and less on specific treatments)

2. Practice with moderately challenging situations builds skill more than easy situations

3. Practice with brief moments, or thin slices, with realistic situations

4. Repeated practice with simulations.




“Jack”: Critical Moments
Matter

Here’s “Jack” a standardized client. Imagine he’s
your client.

Jack is an example of a standardize client
(addressing obstacles to finding therapist effects).

ack”: Background

“Jack”: Stimulus Clip




How to Become an Effective Helper?

1. Focus More on Interpersonal Relationship Content (and less on specific treatments)

2. Practice with moderately challenging situations builds skill more than easy situations
3. Practice with brief moments, or thin slices, with realistic situations

4. Repeated practice with simulations.

5. Reflect on your response.




5. Reflect on Your Response

Emotions: What feelings did you have when listening to Jack?
Interpersonal: Do you feel like approaching him? Fleeing from him?

Coping / Defensive: What are you conscious of inhibiting within yourself
from feeling / doing in response to Sean?

Action: Finally, what are some things that you might actually say to Jack
as a therapist?



Reflections on Your Response Use Foundational and
Well-Researched Topics

1. Speech Type (VRMs)

2. Attachment Style

3. Understanding Emotion

4. Using Interpersonal Circumplex

“Do the Right Thing.” All of these tools in your toolbox
(theory, treatment, etc.,) are helpful.

However, traits from the toolbox are not the same thing as
skills (though the may imply skills)



How to Become an Effective Helper?

. Focus More on Interpersonal Relationship Content (and less on specific treatments)

Practice with moderately challenging situations builds skill more than easy situations
Practice with brief moments, or thin slices, with realistic situations
Repeated practice with simulations.

Reflect your response.

I I

. Use Facilitative Interpersonal Skills in delivering interventions



Adding Tools to Your Toolbox: Using Core
Principles to Build Helping Relationship
Interventions




Facilitative

interpersonal
Skills
(FIS)

Eight observable
indicants / skills
are inter-related

Persuasive-
ness

Assumption is
that these skills
are integrated
and supportive of
each other

Thus, any skill can
be used in
specific ways to
build other skills

Emotional
Expression

KEY

Purple = Process
Variable Base -
Individual Skill

Green = Individual
Behavioral
Expressive Skill

Red = Frank & Frank

Yellow = Central,
organizing construct



Therapist variation in
responding to “Jack”




Facilitative Helping Relationship Skills
Training

How to build interpersonal skills
within a variety of Helping Roles and
Contexts
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Practice giving interventions to 4 clients in these challenging moments

Olivia

Psychotherapist in Clinic Office (Jack) Tele-Therapist over remote Video

- Vanessa

Pastoral Counselor Social Worker in Hospital Ward




Jack




Olivia







Vanessa




Responsiveness and Deliberate Practice
Slides?







FIS Research Findings

Anderson et al. (2009)
First investigation of FIS
FIS predicted therapy outcomes

NOT age (i.e., experience) or general social skills

Anderson et al. (2016a)
FIS vs. graduate training status

FIS predicted alliance, rate of change, &
outcome

NOT training status

Anderson et al. (2016b)
FIS predicts clinical outcomes 1+ year out

@ ©

Facilitative Interpersonal Skills



Ohio University Helping Relationships
Stu dy (O UH RS) (Anderson et al,, 2016)

FIS vs. graduate training status
11 trained (2+ years) masters-level students in clinical psychology
12 untrained graduate students (also 2+ years) in various non-therapeutic programs
All therapists pre-selected for high & low FIS/social skills

65 clients
University undergraduates screened via SCL-90-R and diagnhosed via DSM-IV

2 clients per therapist, 7 sessions (N = 45)
No treatment control group (N = 20)

FIS predicted alliance, rate of change, and outcome
NOT training status



OUHRS Outcome: Training Status vs. FIS
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OUHRS Alliance: Training Status vs. FIS
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Efficacy of Graduate Training

Comprehensive system of therapist training
Teaching microskills

EST protocols
Supervision
Experience with clients

How do graduate training programs affect clinical outcomes?
Expectation: years of intensive training = robust increases in therapist effectiveness

Overall lack of longitudinal data (il & knox, 2013)
Two studies, discrepant results

Slight increase in outcomes (owen et al, 2016)
Slight decrease in outcomes (Goldberg et al., 2016)



Owen et al. (2016): The “Good” News

114 psychology trainees at 47 counseling

centers
. 0674 = — Initial Sewerity = -1
Practicum —_— ol
. 0.57 1 initial Severity = 1
Internship
04T
Postdoc

0.37 4

M=45.3 months (SD=15.3)

Not random assignment of cases

:
!
;

0.07 4

Each 1 year in training corresponded
with a modest increase in average 0.03-
outcome (d=.04)

Outcomes only significantly increased with
low severity cases

Severity of cases decreased over time

112 2 1312 2 2812 2 3ITA2 0 4912
Months



Goldberg et al. (2016): The “Not So
Good” News...

170 psychology trainees at a large
counseling center

15t practicum through early career

M=56.8 months

Count

Quasi-random assignment of cases

Gender preferences matched when
possible
Training corresponded with a modest II |
decrease in average outcome 1 ! | liuid LT ! .
Analyses controlled for initial severity, ’ Therapist Change i Ouicome (¢on 0 Per Year
thera pISt age, caseload, & outliers f}f:;;i th:;m:::ur therapists as a function of change in effects (prepost d) over time (years). 0Q =



Where Should Training Focus?

Moving away from traditional approaches
Gathering clinical experience over time
Components used in graduate training

Aspects of therapy robustly linked to outcome:
Therapist effects
Account for 5-8% (saldwin & imel, 2013)
Alliance
Accounts for ~¥8% (Horvath etal,, 2011)
Alliance ruptures ~6% (safran et al., 2011)

A novel training for therapists and their relationships with clients

Therapist effects in moderating alliance-outcome relationship (saidwin et al., 2007; Del Re et al., 2012; Dinger et
al., 2008; Zuroff et al., 2010)

Incorporating strategies to build expertise



FIRST Background

Therapy is effective, but...

Therapists significantly and reliably differ in average clinical performance
Not explained by years of experience, training, theoretical orientation, or demographics
What does distinguish high and low performers?

Ability to navigate interpersonal tasks & conflicts (Anderson, Schottke)
Healthy levels of professional self-doubt (Delgado)

Stress & burnout (Delgado)

Intentional review of session work & DP (Chow)

Anyone in a social helping/healthcare profession can apply FIRST principles in a
way that helps them improve

Regardless of current training/orientation, clinical population/setting, or specific professional
domain

Counseling, medicine, physiotherapy, psychology, etc.



FIRST: Extending FIS

FIS & therapist effects
AFT principles for enhancing therapist impact

EBP
FIT
Informed research consumption

How to effectively enhance client factors

Acknowledging identity/differences
Collaborating/honoring client preferences

o ®
Facilitative Interpersonal Relationship
Skills Training

Cultivating routine practice
DP
Integrating multiple sources of feedback

Working within zones of proximal
development



FIRST Principles

Our current models of training do not lead to improvement over time
FIRST intentional counters automaticity, helping to move therapists from stagnation to growth

Each participant in FIRST is unique, bringing different strengths, experiences, and weaknesses
Focusing on any one skill or intervention NOT will lead to improvement on its own
FIRST is general but each participant’s training goals and exercises should look individualized

Practice under pressure is central to development
Mistakes need to be valued and appreciated, not glossed over

Anxious arousal level is less important than positive/negative emotional appraisal
Responsiveness (stiles, 1998) @S a core value
Fundamentals are critical at all stages of therapist development

There is no one right way to practice therapy
There are a few wrong ways
Ex. research on hostility/negative process, unethical behavior, etc.



Preliminary FIRST Research

Study 1: Modeled practice RCT (Anderson et al., 2019)

Item-level Results CT Vi
101 untrained undergraduates _E:mio
1 hour modeled response training + iterative 4 -
practice vs. attention control
3.5 A
StUdy 2: Untrained helper RCT (Perlman et al., 2022)
42 undergraduates 1
1 hour FIRST precursor training vs. CBT g,
demonstration 2
0 . 2 7
Study 3: Graduate & professional therapist
RCT (Perlman et al., 2020) 15 -
55 graduate student & professional therapists
1.5-hour FIRST precursor training vs. traditional B Hope Per EE WAU  Emp*  ABC*  ARRR®
CBT training FIS Ttem

FIS item-level results from our 2022 training RCT



“Core Four”: FIRST’s Developmental
Training Approach

e Develop intra- & interpersonal comfort with therapeutic communication
e Express this comfort using enhanced verbal fluency & emotional expression

e Gain a more accurate understanding of a client’s emotions & perceptions
e Share this understanding, using it as a foundation for providing healing responses

e Understand the importance of providing hope & speaking persuasively
e Utilize personalized messages of hope & persuasion to provide specific communications to clients

e Learn about the importance of the working relationship between client and therapist
e Attune to and engage in complex dialogues to repair and strengthen therapeutic relationships






How do we know what
practice will lead to good
outcomes?

Simulations are effective if professionals are trained

in SkIIIS that dare Ilnked tO gOOd OUtCOmes. Nobel Laurette Richard Feynman: Science is Iii(
learning the rules of chess
Obviously, a first step is knowledge about what leads
to good outcomes. X 2 E .i. &2
Could we just ask therapists what leads to their good Fy i
outcomes? WA
£ &
' Wi A
3 63




Learning Skills with Optimally Challenging
Interpersonal Situations

Solution: Measure therapist skills through:
Observation on their performance and not on their self report.

Standardize the clinical situations, use “standardized clients.”

Tests “critical situations” where the skills are most difficult to apply.




SUCCESS!

Tumor Control: 857/900
Toxicity: 46/100
= -‘ 7 Total: 903/1000
You have a point. : § Goal: 800/1000
They've been sucking up to the emperor, and they come und . )\

go at the palace like they own the place." s ) e

REUISE NEXT
TREATMENT PATIENT




Simulations used
In training in
aviation and

medicine

HOW DO THERAPISTS
BUILD SKILLS DURING
PSYCHOTHERAPY
SIMULATIONS?



Extras




Where FIRST Fits

e Expert performance

« BRT & AFT
What FIRST draws on «FIS
oFIT
«DP
Where FIRST training focuses « Interpersonal sensitivity
¢ Flexible responsiveness
e Tailored
) ) interventions
How FIRST impacts sessions * Relationship-

focused dialogue
e Attitudes/reactions



Learning Metaphor:
FIRST as Art? FIRST and Relational Toolbox?




Example: therapist interpersonal skills most
effective from client perspective (and less about
specific treatment for a specific diagnosis)

High FIS Therapist & Kathy




Why are Some Therapists More Effective?

Years of experience & level of training unrelated to outcome(anderson et al., 2009; Anderson et al., 2016a; Budge et al.,
2013; Nyman, Nafsziger, & Smith, 2010; Wampold & Brown, 2005)

Adherence & competence in delivering treatments also unrelated to outcomeswebb, berubeis, & Barber,
2010)

Specific, therapist characteristics do predict outcomes anderson et al., 2009)
Facilitative interpersonal skills (FIS)

FIS domains include:

Verbal fluency Warmth, acceptance, & understanding
Expressed emotion Empathy

Hope/positive expectations Alliance bond capacity

Persuasiveness Alliance rupture repair responsiveness



Observation
Skills Begin By Noticing
What You Repond to.
(Responsiveness To)

What was your did you
notice most about Jack?







Respond. Wthﬂ}

*Lea m Psy ;thology .
*Master tre tments
’&

*Language: ',ﬁ
*Lifelong Attachmen



Responding Fast and Responding Slow




Responsiveness and Training with FIS Clips (Stiles et al.)

Reflect on Response ’ )
Observe Client

(slow vs..fast (responding to)
responding)

—
Responding
Verbal Response Preparing Response
(with and to) (responding with)

*



Example A: Case Conceptualization Example B: “Hot” Relational Dialog

- =

Reflect on Response Observe 'Cllent T o s seres Observe -Cllent
(responding to) (responding to)

Claw Aot

Verbal Response (with Preparing Response Verbal Response (with Preparing Response
and to) (responding with) and to) (responding with)

/ /

_—h
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