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Although supportive techniques play an important role in supportive–expressive psychodynamic psy-
chotherapy, little is known about the mechanisms responsible for their effect on treatment success. In this
study, we propose and investigate a model according to which the mechanism of change underlying the
effect of supportive techniques on therapeutic improvement is the strengthening of the therapeutic
alliance. According to the proposed mediation model, the implementation of supportive techniques brings
about strengthening in the alliance, which in turn results in subsequent reduction in symptoms. The present
study was designed to test the proposed mediation model. Analyses were conducted on a sample of 61 patients
diagnosed with major depressive disorder and enrolled in an ongoing psychotherapy trial. For each patient,
Session 4 of the supportive–expressive treatment was coded for therapist adherence to supportive techniques,
using the Penn Adherence–Competence Scale. The therapeutic alliance was assessed using a self-report
scale, and the Hamilton Rating Scale for Depression was used to assess the subsequent change in
symptoms. The analyses suggest a significant mediation model, according to which the implementation
of supportive techniques resulted in improvements in the alliance, which in turn resulted in reduction in
symptoms at the subsequent session (bootstrapping for the indirect effect, 95% confidence interval
[�1.96, �0.16]). The findings support the proposed mediation model, suggesting that the alliance may
act as a mechanism of change underlying the effect of supportive techniques on treatment success.

Clinical Impact Statement
Question: This study explored the question: Can the therapeutic alliance act as a mechanism of
change underlying the effect of supportive techniques in supportive–expressive treatment with
depressed patients? Findings: We found a mediation model where the alliance serves as a mediator
between adherence to supportive techniques and improvement in depressive symptoms. Meaning:
The findings suggest that supportive techniques can improve symptoms by enhancing the alliance
between the patient and the therapist. Next Steps: Future studies are needed to understand the specific
interrelationships between supportive techniques, alliance, and outcome.
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Supportive–expressive (SE) therapy is a short-term psychody-
namic treatment adapted to treat major depressive disorder (MDD)
and is found to be effective (Leichsenring & Leibing, 2007). SE is

based on the implementation of both expressive (interpretive) and
supportive techniques (Book, 1998; Luborsky & Crits-Christoph,
1998). Understanding the mechanisms of change in effective psy-
chotherapies is critical for improving them (Crits-Christoph, Gib-
bons, & Mukherjee, 2013; Zilcha-Mano, 2018). The mechanisms
underlying the effect of expressive techniques received much
theoretical and empirical attention (Crits-Christoph et al., 2013),
but little is known about the mechanisms underlying the supportive
elements of SE. This lacuna is the focus of the present study.

In recent decades, the supportive techniques of psychodynamic
psychotherapy and psychoanalysis received much attention from
clinical theorists adhering to different psychodynamic schools
(see, e.g., Alvarez, 2012; Kohut, 1984). The importance of sup-
portive techniques specifically for short-term psychodynamic psy-
chotherapy has also been noted (Balint, Ornstein, & Balint, 1972;
Smith, 2006). Supportive techniques, in general, aim to strengthen
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the patient’s ego, enhance self-esteem, and facilitate exploration of
emotions, while encouraging higher level defenses (Appelbaum,
2006; Pinsker, Rosenthal, & McCullough, 1991). In SE, support-
ive techniques include (Barber & Crits-Christoph, 1996; Book,
1998) offering empathic, validating, and understanding comments,
demonstrating genuine interest and respect, while choosing to
maintain vital defenses (e.g., respecting the patient’s narcissistic
talk in a narcissistically fragile situation). The techniques also
include maintaining appropriate self-object transferences, that is,
“allowing” patients to use the therapist for their needs, for exam-
ple, by mirroring positive aspects of the patient’s self, and will-
ingness to be the patient’s object for idealization (Kohut, 1984).
Supportive techniques should enable the therapist to focus on the
here-and-now and on practical issues (Book, 1998). Another im-
portant aspect of supportive techniques is noting the patient’s
gains, supporting the patient’s wish to achieve the goals of treat-
ment, presenting realistically hopeful attitude that these goals can
be achieved, and recognition of improvement toward the attain-
ment of these goals. Therapists are encouraged to show their
patient that they like them, believe in their strengths and their
ability to find solutions, and to work together with the patient as a
team for better self-understanding (instead of the therapist being
responsible for delivering new understandings; Barber & Crits-
Christoph, 1996; Book, 1998).

A meta-analysis by Driessen et al. (2010) suggests that psychody-
namic therapies with a supportive emphasis are not significantly
different in their effectiveness from expressive–interpretative ones.
Another meta-analysis (Cuijpers et al., 2012) found that supportive
therapy was effective for mild-to-moderate depression in adults.
Although supportive techniques seem to show effectiveness, the
mechanisms underlying their effect did not receive much empirical
attention. Several potential candidates for the mechanisms of
change underlying supportive techniques have been proposed. One
mechanism that may be responsible for the effect of supportive
techniques is the creation of intrapersonal change in patients, for
example, strengthening their egos (Appelbaum, 2006; Pinsker et
al., 1991). Another promising mechanism is the creation of inter-
personal, rather than intrapersonal change in patients (Leibovich,
Nof, Auerbach-Barber, & Zilcha-Mano, 2018). Leibovich et al.
(2018) suggested that supportive techniques bring about therapeu-
tic change by strengthening the therapeutic alliance between pa-
tient and therapist. A strong alliance is typically regarded as
consisting of a strong bond and agreement between the patient and
the therapist on the goals and tasks of treatment (Bordin, 1979).
According to the proposed model (Leibovich et al., 2018), the
alliance can be enhanced by using supportive techniques, by iden-
tifying the patient’s main conflictual interpersonal wish (W), and
striving to actualize it in the therapeutic relationship. This process
is expected to occur within a given session, when supportive
techniques enhance both the agreement on tasks and goals, and the
bond between patient and therapist.

According to Leibovich et al. (2018), first, the therapist must
strive to identify the patient’s main conflictual interpersonal wish
(W), as conceptualized using the Core Conflictual Relationship
Theme (CCRT) framework. Next, the therapist must aim to actu-
alize the wish in the therapeutic relationship itself by implement-
ing supportive techniques. Such interventions are used even in
relational enactments, or repetitions of the patient’s problematic
interpersonal patterns, which make it even more difficult for the

patient’s wish to be fulfilled. For instance, a patient with a CCRT
involving abandonment might experience her therapist as with-
drawing, as part of her expected response from other, even when
the therapist does not intend to be withdrawing. A supportive
intervention would reassure the patient of the therapist’s continued
presence and point toward all the times the therapist has been
available for the patient. Supportive techniques can help fulfill the
patient’s wish without interpreting the vicious circles, creating a
new corrective experience and enhancing the alliance, enabling the
patient to practice new responses of his or her self.

Although this model has not yet been empirically tested as a
whole, there is some promising evidence to support its validity. To
enable empirical testing, the model may be regarded as two path-
ways that constantly repeat themselves between sessions and
within sessions. On the first path, the implementation of supportive
techniques results in the strengthening of the therapeutic alliance
within the same session. This is considered to be a delicate process
that unfolds within the framework of the session when the therapist
is implementing the supportive techniques that are expected to
affect the alliance at the next phase of the same session. On the
second path, the strengthening of the therapeutic alliance in turn
leads to symptoms reduction.

Regarding the first path, several studies found a positive asso-
ciation between greater use of supportive techniques in SE and the
strength of the alliance (Luborsky, Crits-Christoph, Alexander,
Margolis, & Cohen, 1983; Ogrodniczuk & Piper, 1999). A recent
study showed that extensive use of common-factor techniques,
such as supportive ones, in SE therapy, predicted improvement in
the alliance later in the treatment (Solomonov et al., 2018). Al-
though these findings are preliminary and test common factors
rather than specifically supportive techniques, they provide some
support to the first path of the proposed mediation model, accord-
ing to which the use of supportive techniques results in the
strengthening of the alliance. According to the second path, the
strengthening of the alliance results in subsequent reduction in
symptoms. Many meta-analyses published to date suggest that the
alliance is a consistent predictor of outcome (Flückiger, Del Re,
Wampold, & Horvath, 2018). To the best of our knowledge, the
entire model claiming that the implementation of supportive tech-
niques predicts strengthening of the alliance, which in turn predicts
improvement in outcome, has never been investigated.

The present study aims to investigate the proposed mediation
model, according to which the working alliance may fulfill the role
of a mechanism of change that enables supportive techniques to
achieve better outcomes. The study tests the proposed mediation
model using high-resolution psychotherapy research that zooms in
on a specific in-session process of therapeutic change. We exam-
ined this model both at the macrolevel of analysis of a sample of
patients receiving psychotherapy for MDD, and at a microlevel of
analysis of a single therapeutic case study. This design enables us
to focus on the temporal relationships between supportive tech-
niques and alliance, which is not feasible in the macroanalysis
because the measures are at the session level and the process of
change occurs within the session. We hypothesized the existence
of a mediation model, suggesting that the effect of supportive
techniques implemented at one early session on subsequent symp-
tom reduction from that session to the next one is mediated by the
strength of the therapeutic alliance (see Figure 1). We expect the
effect of supportive techniques on the alliance to be immediate,
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that is, to occur within the same session, rather than affecting the
alliance later in the treatment. We focused on the initial stages of
treatment (the first four sessions) because of the importance of this
stage and its effect on subsequent processes and on the outcome of
treatment. Previous studies have highlighted the importance of this
early stage, where most of the changes in alliance and symptom
reduction occur (Lutz et al., 2014; Rubel et al., 2015). This early
change in treatment was also found to be a robust predictor of
treatment outcome at termination (Haas, Hill, Lambert, & Morrell,
2002; Nordberg, Castonguay, Fisher, Boswell, & Kraus, 2014).

Method

Participants

Sixty-one patients with MDD were recruited through advertise-
ments offering free treatment, as part of an ongoing trial conducted
at University of Haifa Psychotherapy Research Lab Clinic (Zilcha-
Mano, Dolev, Leibovich, & Barber, 2018). Inclusion criteria in-
cluded the following: (a) a diagnosis of MDD based on the
Structured Clinical Interview for Diagnostic and Statistical Man-
ual of Mental Disorders, Fifth Edition (Sheehan et al., 1998), with
scores above 14 on the 17-item Hamilton Rating Scale for Depres-
sion (HRSD; Hamilton, 1967) at two evaluations, 1 week apart,
and current MDD based on the Mini International Neuropsychiat-
ric Interview (Sheehan et al., 1998); (b) if on medication, patients’
dosage had to be stable for at least 3 months before the start of the
study, and they had to be willing to maintain a stable dosage for the
duration of treatment; (c) age between 18 and 60 years; and (d)
provision of written informed consent. Exclusion criteria included
the following: (a) current risk of suicide or self-harm (HRSD
suicide item �2); (b) current substance abuse disorder; (c) current
or past schizophrenia or psychosis, bipolar disorder, or severe
eating disorder, requiring medical monitoring; (d) history of or-
ganic mental disease; and (e) currently in psychotherapy.

Mean patient age was 32.1 (SD � 8.99); 36 participants (58.1%)
were females; 71% were single, 24.2% married or cohabitated,
3.2% divorced or widowed; 11.3% were high school graduates,
37.1% had some college education, 25.8% were college graduates,
9.7% had some postgraduate education, and 14.5% had graduate

degrees. At intake, all patients met criteria for a primary diagnosis
of mood disorder, and 73.8% for anxiety disorders; 68.8% had a
primary Axis-II personality disorder. The most frequent personality
disorders were obsessive–compulsive (44.3%), avoidant (26.2%), and
borderline (16.39%).

Treatments

Patients received 16 sessions of 50 min each, either in an SE or
a supportive-only condition. The manualized treatment (Book,
1998; Luborsky, 1984, 1995), including both supportive and ex-
pressive techniques, was used. The supportive condition included
all supportive techniques detailed in the manual but prohibited the
use of any expressive techniques, as detailed in Leibovich et al.
(2018). After the end of treatment, once a month, patients received
a maintenance session with their treating therapists, for a total of
four follow-up sessions.

Therapists

Therapists acted as their own controls and provided treatment in
both conditions to avoid nesting of therapists within a condition,
which may result in unwanted confounding. Eight therapists par-
ticipated in the study, three male and five female psychologists,
with a range of 4–20 years of clinical experience. The therapists
attended a 20-hr training workshop in supportive and expressive
techniques. The training included formal teaching and role play-
ing, using the different techniques. All therapists completed the
treatment of two pilot patients, one of each treatment type, and had
to demonstrate sufficient adherence in the two pilot cases before
moving into the trial phase. During the pilot phase, and after the
start of the research, each therapist received weekly group super-
vision, as well as weekly individual supervision. Individual and
group supervisions made extensive use of videotaped sessions for
feedback. The supervisor was a licensed clinical psychologist with
17 years of clinical experience, and a licensed supervisor with 11
years of supervisory experience in psychodynamic psychotherapy.
The supervisor received supervision concerning the supervision
process from an international expert in SE, with more than 20
years of experience in psychodynamic treatment for depression,
and more than 15 years of experience in SE treatment in random-
ized controlled trials (RCTs). The mean number of patients treated
by each therapist in the current study was 7.62 (SD � 6.7, range:
2–18).

Procedure

The trial procedure is described elsewhere (Zilcha-Mano et al.,
2018). Potential patients were recruited by self-referral, based on
advertisements, and received written and oral information about
the content and extent of the planned study, including the infor-
mation that all treatment sessions are videotaped and that they had
the right to withdraw from the research at any time. Those who
agreed to participate were required to sign the informed consent
form. Measures were completed at two intake sessions, and sub-
sequently session by session. For the present study, we focused on
supportive techniques, as they were coded at the fourth session of
treatment. To assess the strength of the alliance at this session, we
used the rating of the working alliance by the patient after the

X Y

M
Therapeu�c alliance

Suppor�ve 
Techniques 

Session’s 
outcome

B=0.5 B=-0.34

B=0.12

Figure 1. A mediation model between supportive techniques (PACS),
alliance (WAI), and session’s outcome (�HRSD). PACS � Penn
Adherence–Competence Scale; WAI � Working Alliance Inventory;
HRSD � Hamilton Rating Scale for Depression.
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session. To create a correct temporal relationship between predic-
tor and outcome, we used symptom reduction between measures
taken before Session 4 and Session 5. Type of therapy (supportive
or SE) cannot be included in the analysis yet because the RCT is
ongoing, but all patients received the supportive elements of SE.
The significant change and deterioration ratios of the sample
cannot be reported yet either, because the RCT is ongoing.

Measures

Symptom severity. We used the primary outcome measure of
the trial, HRSD (Hamilton, 1967), a 17-item clinically adminis-
tered measure of the severity of depression, to assess symptom
severity. The interrater reliability was 0.98.

Working alliance. The alliance was assessed after each session,
using the 12-item version of the Working Alliance Inventory (WAI;
Tracey & Kokotovic, 1989). Items were rated on a 7-point Likert
scale, ranging from 1 (never) to 7 (always). Only the WAI scores from
Session 4 were used in the present study (M � 5.48, SD � 0.88).

Use of supportive techniques. We used the Penn Adherence–
Competence Scale (PACS; Barber & Crits-Christoph, 1996) to
examine the degree to which therapists adhered to the manual and
whether they were competent in the use of the techniques. The
PACS includes three subscales: general therapeutic behaviors, a
supportive component, and an expressive component. The research
team was supervised by an international expert on the use of the
PACS, with vast experience in using the PACS in RCTs of SE
treatment. The coding was performed by two graduate students in
clinical psychology who were blind to the treatment conditions.
The training included a week-long workshop focusing on explaining
the coding system and on coding demonstrations of each item. For 10
months, the coding team practiced coding other videos of therapeutic
sessions of SE treatment, as well as of other types of treatment. The
team first watched the videos and coded them together, after which
the students coded tapes alone, until they reached an excellent intra-
class correlation coefficient (ICC) of 0.9 in the Supportive scale.
During the entire course of their coding for the study (3 years), the
research team met for supervision sessions weekly. Each session was
coded by the two coders and their ratings averaged. Of the 61
sessions, four sessions could not be coded by one of the coders
because of an early acquaintance with the patient. Thus, a third
graduate student in clinical psychology was trained, based on the
above training protocol, and coded the remaining four sessions. To
assess interrater reliability of the two main coders, the ICC was
calculated using the SPSS statistical package, Version 22, based on a
mean-rating (k � 2), absolute-agreement, two-way random-effects
model. The reliability was calculated based on the average score of all
the nine questions on the Supportive scale. The resulting ICC was in
the excellent range, ICC (2, 2) � .93 (Fleiss, 1981), indicating that
coders had a high degree of agreement and suggesting that the amount
of therapist’s use of supportive technique was rated similarly by the
coders. The mean score of adherence to supportive techniques was
4.57 (SD � 0.83) on a 1–7 Likert scale.

Data Analysis

To examine the mediation model in which supportive tech-
niques (PACS Session 4) predict the working alliance (WAI Ses-
sion 4), which in turn predicts a change in outcome (change in

HRSD score from Session 4 to Session 5), we tested a series of
analytic models. Following Preacher and Hayes (2004), we exam-
ined mediation using two models: (a) a multiple regression of the
association between the predictor (PACS Session 4) and the me-
diator (WAI Session 4) and (b) a multiple regression of the
associations between the mediator (WAI Session 4) and the out-
come (subsequent change in HRSD), controlling for the predictor
(PACS Session 4). In all analyses, the predictors were mean-
centered before the analysis, and a bias-corrected and accelerated
bootstrapping test, based on 1,000 repetitions, was used to test the
significance of the indirect paths (see MacKinnon, Lockwood, &
Williams, 2004; Williams & MacKinnon, 2008).

The following regression equations were used:

Overall effect

�HRSD � c0 � c1 � AS � v

Effect on moderator

WAI � a0 � a1 � AS � u

Direct effect

�HRSD � b0 � b1 � AS � b2 � WAI � e

where WAI represents the therapeutic alliance, �HRSD represents
the change in the depressive symptoms (HRSD), and AS the
adherence to the supportive technique. Furthermore, e, v, and u
represent errors, are independent, and have a normal distribution.

Results

Mediation Model

The estimated variance of the therapist’s random effect in a
two-level model predicting change in HRSD score from Session 4
to Session 5 was not significant (S2 � 0.00, p � .99, ICC � 0.00).
To examine our hypothesized mediation model, we conducted a
series of analytic models (see Table 1). The first model (Path 1)
revealed a significant ability of supportive techniques, as coded in
Session 4 (PACS), to predict the therapeutic alliance of the session
(WAI; see Table 1). The use of more supportive techniques was
associated with a stronger alliance. The second model (Path 2)
revealed a significant ability of the therapeutic alliance to predict
subsequent reduction in depressive symptoms (HRSD) in multiple
regression, when controlling for the use of supportive techniques.
In other words, stronger alliance predicted more subsequent symptom
reduction. The full mediation model was significant (bootstrapping
for the indirect effect, 95% confidence interval [CI: �1.96, �0.16]).
The direct effect was no longer significant when controlling for the
indirect effect, Path c=: � � 0.12, p � .48.

The full mediation model was significant (bootstrapping for the
indirect effect, 95% CI [�1.96, �0.16]), and the mediator ac-
counted for more than half the total effect, (the ratio of the indirect
effect to the total effect was 0.59), suggesting that supportive
techniques may not lead to better outcomes directly, but rather
through the mediation of the therapeutic alliance (see Figure 1).
Although conceptually we expected the effect of techniques
on alliance to occur within the same session, we also explored
an alternative model, in which techniques at Session 4 predict
alliance at Session 5, which in turn predicts change in depres-
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sion from Session 5 to Session 6. This mediation model was not
statistically significant (bootstrapping for the indirect effect,
95% CI [�0.44, 1.13]).

Case Example

To focus on microlevel analysis of the proposed mediation
model, a single case study was chosen from the trial. The session
used in the macrolevel analysis (Session 4) was used in this case
as well. We chose a case that was part of the pilot phase of the study,
so that we can reveal that it was assigned to the supportive condition.
The names and details of the patient and therapist were disguised,
and they both signed informed consent forms agreeing that the
information about them be published. For the case analysis, we
used the same measures that we used in the macroanalysis, to
which we added the analysis of the videotape of the session and the
clinical supervisor’s notes.

Mike, a 28-year-old man, grew up as the youngest child in what
he termed a “perfectly normal” family. He remembered himself as
a young child feeling strange and different, being angry at his
parents for giving birth to him, while they were amazed that he was
not happy to receive this gift of life. Mike went on living his life
as he felt he was supposed to, continued to conform to expecta-
tions, finished college, was living with a girlfriend, and had a good
job. He had never been in therapy before. His immediate reason for
seeking short-term therapy for depression was that his girlfriend
was interested in marriage and having children, whereas he did not
want to become a father and do the same thing his parents did to
him: bring more children into this world. Mike felt he could not
explain himself to his girlfriend, and was afraid of the conse-
quences of trying. At the intake sessions, he was diagnosed as
having MDD. His HRSD score was 22, indicating moderate de-
pression. He received supportive treatment from Elly, a therapist in
her late thirties.

The therapy started smoothly, with Elly getting to know Mike
and his targets for the therapy. She conceptualized Mike’s CCRT
as having an unmet wish to be known and understood, but he often
felt misunderstood in interpersonal relationships and was scared of
being intruded upon or forced into something he did not want to
do. He had a lifetime of experience hiding his true feelings.
Nevertheless, at times Mike felt close to his girlfriend and com-
fortable with her and with some other friends. Thus, occasionally,
his wish could be fulfilled, but not enough to make him feel less
lonely, and he felt that no one seemed to know fully what he
thought his good and bad sides were.

Elly felt that her bond with Mike was strong. She understood his
conflict, tried to get close to him, but was careful not to be pushy.

Elly and Mike discussed the goals of the treatment and agreed that
they were for him to better understand himself and his recurrent
depressive episodes. They also agreed on the fact that the tasks
needed for achieving these goals were generally not easy ones for
Mike: talking openly about his thoughts and feelings and exploring
them with the therapist. Before Session 4 started, Mike’s Hamilton
score was 13, indicating a moderate (subclinical) level of depres-
sion. Elly implemented several types of supportive techniques
during Session 4, including striving together for better self-under-
standing; demonstrating genuine interest; staying in the here-and-
now; and offering empathic comments, noting gains, maintaining
defenses, and maintaining appropriate self-object transferences, as
demonstrated below. The adherence rating of supportive tech-
niques in Session 4 was 4.28 out of 7, indicating a moderate use of
supportive techniques. At Session 4, the WAI, measuring the
patient’s perception of the therapeutic alliance during the session,
was 4.9, indicating moderate-to-high alliance.

Example 1: “Striving together for better self-understanding
(through exploration)” and “demonstrating genuine interest.”
This example it taken from the very beginning of the session.

Elly: How are you?

Mike: I’m O.K . . . My head hurts a little.

Elly: Do you know why?

Mike: I’m stressed about work . . . it started yesterday.
Maybe I didn’t drink enough. Now I do not leave
behind my water bottle [points at the water bottle on
the table . . . short silence].

Elly: Do you take too much on yourself at work?

Mike: I do not take too much on myself. There’s this dead-
line. I only work there two days a week. I’ve been
there yesterday, and everybody is stressed. The prob-
lem is I do not have any way to calm myself. Maybe
I’ll go and work out after the session. Maybe it will
help . . .

Even in this brief excerpt, we can see that from the beginning of
the session Elly shows interest in Mike, aware of his wish to be
known and understood. She looks for meaning in his psychoso-
matic symptoms, taking them seriously, suggesting that they are
meaningful and of interest to her. By doing so, she is already
showing a different reaction to his wish than what Mike expects
(not interfering or neglecting), and as a result a corrective experi-
ence is starting to emerge. Yet, when Elly makes her first sugges-

Table 1
Standardized Estimates for the Paths of the Mediation Model According to Which Alliance
Mediates the Association Between Supportive Techniques and Depression (�HRSD)

Model Effect Estimate SE ta P

1) Outcome � Alliance Supportive techniques 0.50 0.11 4.4 .000
2) Outcome � Depression (�HRSD) Alliance �0.34 0.14 �2.35 .02

Supportive techniques 0.12 0.14 0.80 .43

Note. HRSD � Hamilton Depression Rating Scale.
a The degrees of freedom of the first and second models are 59 and 58, respectively.
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tion (“Do you take too much on yourself?”), Mike turns it down.
Mike did not like Elly’s suggestion, not at this point, when she was
only guessing. Later Elly will try to avoid making such sugges-
tions. The therapist already knows that the patient has an unmet
wish of being known, respected, and not intruded upon or taken
over by others, although at this point of the session, she probably
does not have the opportunity to stop and reflect on it. Trying to
fulfill this wish may be the path to improving the bond part of the
alliance.

Example 2: “Staying in the here-and-now” and “offering an
empathic comment.”

Elly: What calms you down? Does sports do it?

Mike: Sometimes . . . pushing yourself so hard you cannot
think of anything else . . .

Elly: What else?

Mike: I do not know. . . [assumes a wondering, sad face].

Elly: You’re facing lots of pressure right now . . . in your
relationship too . . .

Mike: There’s something else that can either calm me or put
more pressure on me . . . my tendency to analyze
things and situations.

Elly: With yourself?

Staying in the here-and-now of Mike’s life enables the therapist to
relate to the patient as a specialist on himself, and to suggest that
the symptom (not being able to calm himself down) at times is
present and at other times it is not (Wachtel, 2011). This may be
seen as a version of what Book (1998) listed as “noting gains,” and
it is helpful to use when the patient shows depressive attitudes and
tends to miss minimal steps in the process of change. As the
session proceeded, Elly stayed close to what Mike was describing,
demonstrating genuine interest and respect and offering empathic
comments.

Example 3: “Maintaining vital defenses.” In the next phase
of the session, Mike talked fluently about how he could never feel
good about himself or enjoy the good things that people said about
him, and how he could never show his true feelings. He gave many
examples of this pattern, which are often a sign of a good working
alliance. It appeared that it was easy for him to talk and that he was
emotionally connected. Then, again Elly sought an example of an
instance when it was different for Mike, but she was careful in the
use of her words or definitions, because she knew that Mike was
especially sensitive to it. This move was appropriate for Mike and
sensitive to his needs (Stiles, 2013) because of the nature of his
unmet interpersonal wish. The therapist could therefore be under-
stood as maintaining his defenses and not challenging them.

Elly: Can you remember a time when maybe you felt some-
thing else? I do not know what is the right word to
describe this something else. You say it, what do you
say you miss?

Mike: I’d like to accept the good things people say about
me, to feel that they’re right.

Elly: That you believe what they say.

Mike: Yes.

Elly: And in yourself.

Mike: I do not have an example of something that’s the same
outside and inside for me, maybe with very close
friends . . . Not always, quite seldom actually.

Elly: That you what?

Mike: With some of them . . . talk when the situation is not
good for me.

Elly: Without a façade.

Mike: Not always . . . I know today that if I feel the need
not to hide, with some people I’ll do it. But it will
not be easy. I’ll always think about how it’ll be for
this person, maybe they have bigger problems and
it’ll hurt them to hear mine, maybe it’s not the right
time . . .

When Elly used the words “without a façade” she was repeating a
term Mike had used in an earlier session. This can be helpful in
giving the patient a sense of feeling understood and remembered
by the therapist, without being intruded upon. It was especially
useful for enhancing the alliance with this particular patient. We
may wonder why Elly asked about the past rather than staying in
the here-and-now. This may be explained by the fact that it was
still an early session, and she was trying to get to know Mike and
his history, but also by the fact this was a prime goal of the
therapy, agreed upon by patient and therapist, to understand better
the reason for Mike’s long-lasting depression.

Example 4: “Offering empathic, validating, and understand-
ing comments” and “maintaining appropriate self-object (mir-
roring) transferences.” In a later part of the session, there was
a moment when Mike articulated what it was he really appreciated
in a relationship. This was not interpreted in the session, but the
opportunity to stay with it and think about it together was impor-
tant and validating. Book (1998) included maintaining appropriate
self-object (mirroring) transferences (Kohut, 1984) as a supportive
technique in SE. Helping the patient empathically explore his
depression and get a better understanding of himself can be
achieved by maintaining appropriate self-object transference, as
demonstrated in the brief excerpt below, from that session.

Elly: Do you remember what was it like to be sad and down
when you were younger?

Mike: I’m not sure what the reasons were . . . I remember
some triggers, a character in a movie that made me
feel sad. I felt lonely I guess . . .

Elly: Yeah . . . it sounds like it . . .

Mike: Yes. People are around me and want to be with me,
but none of them really know me, understand me.
There were times I felt as if the “human being”
[makes the quotation marks sign with his fingers]
closest to me was my dog.

Elly: You loved her?

Mike: Very much.
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Elly: What was there that felt comfortable?

Mike: She was not the kind of dog that jumps on you when
you get home, hugging and licking you.

Elly: It suited you well?

Mike: A little bit like me.

Elly: [Smiles]

Mike: She was just there with us, not asking or investigating
too much. Simply there. Everybody that met her said
she had a bad character for a dog. I really loved her
. . . [the conversation goes on about how the dog died
and how big of a loss it was].

The very gentle inquiry and validation (including the validating
smile) fulfilled Mike’s wish of being known but not intruded upon,
of being together with someone during a special emotional mo-
ment.

This example shows that Mike came to the session suspicious,
concrete, and somatic, stating that sports may be helpful for him.
In the course of the session he calmed down, opened up, and
removed some of his façade, going through a new corrective
experience with Elly and widening his emotional scope. Elly
seemed careful in using supportive techniques that she probably
felt were consistent with the patient’s wish. Their bond was en-
hanced in the course of the session. Mike was doing meaningful
therapeutic work and was probably feeling that the other parts of
the alliance (their agreement on the goals and tasks of therapy)
were also enhanced. The gain on the HRSD score from that session
to the next was 3 points, indicating an improvement in depressive
symptoms after the critical session reported here. Thus, appearing
to be consistent with the macrolevel analysis, the supportive tech-
niques seemed to have enhanced the alliance, which in turn con-
tributed to treatment outcome.

Discussion

Although the literature suggests that supportive techniques are
effective and widely used, little is known about the mechanisms
underlying their effect on therapeutic change. The present study
proposed and investigated a mediation model according to which
supportive techniques bring about therapeutic change by strength-
ening the therapeutic alliance. According to the proposed model,
the mechanism of change by which supportive techniques affect
outcome is the creation of interpersonal change in the course of
therapy. The present findings provide initial support for the pro-
posed mediation model.

The findings of the present study suggest that greater use of
supportive techniques in an early session of treatment was asso-
ciated with what the patient perceived as stronger alliance at that
same session. The stronger alliance, in turn, predicted subsequent
symptom reduction. The fact that the direct association between
the use of supportive techniques and subsequent symptom reduc-
tion was no longer significant when controlling for the alliance
may suggest that supportive techniques may not lead to better
outcomes directly, but rather through the mediating role of the
therapeutic alliance. A close look, through a case study, at the
process taking place in the session provided a clinically detailed
demonstration of the proposed mediation model. In the case study,

the therapist used the patient’s case formulation (based on the
CCRT) to implement supportive techniques. Understanding the
patient’s unfulfilled wish in interpersonal relationships, and seek-
ing intentionally to provide the patient with a corrective experi-
ence, the therapist was able to work collaboratively with the
patient in the session in a way that improved the alliance between
them. In this example, the alliance served as an active ingredient in
the treatment, and not only as a facilitating environment for the
implementation of other techniques (Zilcha-Mano, 2017). The case
study showed how competent use of supportive techniques in the
session may have strengthened the alliance and led to subsequent
therapeutic gains.

If the present findings can be replicated using a larger sample,
with session-to-session assessment of adherence, alliance, and
outcome, it can have important implications for clinical practice.
As demonstrated in the case study, using supportive techniques, as
suggested by Book (1998), can enhance the therapeutic alliance,
and thereby lessen the subsequent symptoms of depression. Ther-
apists should consider using supportive technique with the aim of
enhancing the alliance. The techniques we demonstrated include
striving together for better self-understanding (through explora-
tion), demonstrating genuine interest, staying in the here-and-now,
offering an empathic comment, maintaining vital defenses, and
maintaining appropriate self-object (mirroring) transferences.

The proposed mediation model is part of a wider theoretical
model that conceptualizes the mechanisms of change underlying
the effective use of supportive techniques in treatment and sug-
gests how the effectiveness of such techniques can be enhanced
(Leibovich et al., 2018). According to the model, identifying the
patient’s underlying interpersonal wish and striving to fulfill it can
help guide the therapist in the supportive techniques used and in
tailoring them to individual patients to meet their unmet interper-
sonal needs. The importance of a case formulation to guide the use
of supportive techniques was demonstrated in the case study
reported in this article. The case study demonstrates how the
therapist can work actively and intentionally to fulfill the patient’s
wish, in this instance, the wish to be known without being intruded
upon. The therapist selected which supportive techniques to use
and in which way, based on the case formulation. She was careful
not to impose her formulations, using the patient’s own words and
taking a genuine interest in him. She used empathic comments and
enhanced the mirroring self-object transference. This may have
enhanced the alliance and led to greater emotional sharing and
relief. The therapist worked according to the proposed theoretical
model and used the case formulation to deploy supportive tech-
niques effectively in the session. According to the theoretical
model, such systematic work in treatment can be effective in both
supportive and expressive treatments. Further investigation of the
complete model is needed.

The implications of the current findings should be evaluated in
light of the limitations of the study. The most import limitations
are as follows: (a) the small sample size, which may have pre-
vented detecting small effects, such as the small direct effect of
supportive techniques on symptomatic change, even after control-
ling for the alliance. (b) The model was not tested in session-by-
session over the course of treatment. Because we chose only one
session, early in treatment, our result reflects the early phase of
therapy (Book, 1998), and should be replicated in a study that
covers the full course of treatment. (c) Supportive techniques and
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alliance were measured based on the same session, precluding the
possibility of establishing a temporal relationship between them.
Our model was not significant when we isolated the temporal
association. This could be expected because the supportive tech-
niques are supposed to influence the alliance at the same session,
whereas the techniques used in the subsequent session are more
likely to influence the alliance at that session. Thus, not conducting
within-session measurements of changes in alliance and tech-
niques is a limitation of the present study, awaiting future research.
To establish such a temporal relationship between processes oc-
curring within the same session, future studies need to code alli-
ance and techniques from one segment to the next within the same
session. Additionally, given that the RCT is still ongoing, we could
not use the assignment to treatment condition as a potential control
variable. (d) Our sample included a relatively large number of
personality disorders in addition to MDD. (e) Finally, the present
study focused only on a potential interpersonal mechanism under-
lying the effect of supportive techniques and, therefore, should be
integrated with previous studies focusing on intrapersonal mech-
anisms.

Supportive techniques are considered to be effective across
many theoretical clinical conceptualizations (Alvarez, 2012; Ko-
hut, 1984; Smith, 2006), and are widely used in clinical practice.
Yet little is known about the mechanisms underlying their effect.
Such knowledge could be instrumental in improving the effective
use of such techniques. The present study offered and examined
empirically a potential interpersonal mechanism of change at the
basis of the effect of supportive techniques, suggesting that it may
affect outcome through the mediating effect of the therapeutic
alliance. This mechanism of change is part of a larger theoretical
model (Leibovich et al., 2018) that may enable practitioners to use
case conceptualization to guide their systematic implementation of
supportive techniques. These efforts may stimulate further re-
search and help bridge the gap between psychotherapy research
and effective clinical practice.

References

Alvarez, A. (2012). The thinking heart: Three levels of psychoanalytic
therapy with disturbed children. London, United Kingdom: Routledge.
http://dx.doi.org/10.4324/9780203078358

Appelbaum, A. H. (2006). Supportive psychoanalytic psychotherapy for
borderline patients: An empirical approach. American Journal of Psy-
choanalysis, 66, 317–332. http://dx.doi.org/10.1007/s11231-006-9026-2

Balint, M., Ornstein, P. H., & Balint, E. (1972). Focal psychotherapy: An
example of applied psychoanalysis. London, United Kingdom: Tavis-
tock.

Barber, J., & Crits-Christoph, P. (1996). Development of a therapist
adherence/competence rating scale for supportive-expressive dynamic
psychotherapy: A preliminary report. Psychotherapy Research, 6, 81–
94. http://dx.doi.org/10.1080/10503309612331331608

Book, H. E. (1998). How to practice brief psychodynamic therapy: The
core conflictual relationship theme method. Washington, DC: American
Psychological Association Press.

Bordin, E. S. (1979). The generalizability of the psychoanalytic concept of
the working alliance. Psychotherapy, 16, 252–260. http://dx.doi.org/10
.1037/h0085885

Crits-Christoph, P., Gibbons, C. M. B., & Mukherjee, D. (2013). Psycho-
therapy process-outcome research. In M. J. Lambert (Ed.), Bergin and
Garfield’s handbook of psychotherapy and behavior change (pp. 298–
340). Hoboken, NJ: Wiley & Sons.

Cuijpers, P., Driessen, E., Hollon, S. D., van Oppen, P., Barth, J., &
Andersson, G. (2012). The efficacy of non-directive supportive therapy
for adult depression: A meta-analysis. Clinical Psychology Review, 32,
280–291. http://dx.doi.org/10.1016/j.cpr.2012.01.003

Driessen, E., Cuijpers, P., de Maat, S. C., Abbass, A. A., de Jonghe, F., &
Dekker, J. J. (2010). The efficacy of short-term psychodynamic psycho-
therapy for depression: A meta-analysis. Clinical Psychology Review,
30, 25–36. http://dx.doi.org/10.1016/j.cpr.2009.08.010

Fleiss, J. L. (1981). Balanced incomplete block designs for inter-rater
reliability studies. Applied Psychological Measurement, 5, 105–112.
http://dx.doi.org/10.1177/014662168100500115

Flückiger, C., Del Re, A. C., Wampold, B. E., & Horvath, A. O. (2018). The
alliance in adult psychotherapy: A meta-analytic synthesis. Psychotherapy,
55, 316–340. http://dx.doi.org/10.1037/pst0000172

Haas, E., Hill, R. D., Lambert, M. J., & Morrell, B. (2002). Do early
responders to psychotherapy maintain treatment gains? Journal of Clin-
ical Psychology, 58, 1157–1172. http://dx.doi.org/10.1002/jclp.10044

Hamilton, M. (1967). Development of a rating scale for primary depressive
illness. The British Journal of Social and Clinical Psychology, 6, 278–
296. http://dx.doi.org/10.1111/j.2044-8260.1967.tb00530.x

Kohut, H. (1984). How does analysis cure? Chicago, IL: University of
Chicago Press. http://dx.doi.org/10.7208/chicago/9780226006147.001
.0001

Leibovich, L., Nof, A., Auerbach-Barber, S., & Zilcha-Mano, S. (2018). A
practical clinical suggestion for strengthening the alliance based on a
supportive-expressive framework. Psychotherapy, 55, 231–240. http://
dx.doi.org/10.1037/pst0000195

Leichsenring, F., & Leibing, E. (2007). Supportive-expressive (SE) psy-
chotherapy: An update. Current Psychiatry Reviews, 31, 57–64. http://
dx.doi.org/10.2174/157340007779815655

Luborsky, L. (1984). The principles of psychoanalytic psychotherapy. New
York, NY: Basic Books.

Luborsky, L. (1995). Supportive-expressive dynamic psychotherapy of
depression: A time-limited version. In J. P. Barber & P. Crits-Christoph
(Eds.), Dynamic therapies for psychiatric disorders (pp. 41–83). New
York, NY: Basic Books.

Luborsky, L., & Crits-Christoph, P. (1998). Understanding transference:
The core conflictual relationship theme method (2nd ed.). New York,
NY: American Psychological Association. http://dx.doi.org/10.1037/
10250-000

Luborsky, L., Crits-Christoph, P., Alexander, L., Margolis, M., & Cohen,
M. (1983). Two helping alliance methods for predicting outcomes of
psychotherapy. A counting signs vs. a global rating method. Journal of
Nervous and Mental Disease, 171, 480–491. http://dx.doi.org/10.1097/
00005053-198308000-00005

Lutz, W., Hofmann, S. G., Rubel, J., Boswell, J. F., Shear, M. K., Gorman,
J. M., . . . Barlow, D. H. (2014). Patterns of early change and their
relationship to outcome and early treatment termination in patients with
panic disorder. Journal of Consulting and Clinical Psychology, 82,
287–297. http://dx.doi.org/10.1037/a0035535

MacKinnon, D. P., Lockwood, C. M., & Williams, J. (2004). Confidence
limits for the indirect effect: Distribution of the product and resampling
methods. Multivariate Behavioral Research, 39, 99–128.

Nordberg, S. S., Castonguay, L. G., Fisher, A. J., Boswell, J. F., & Kraus,
D. (2014). Validating the rapid responder construct within a practice
research network. Journal of Clinical Psychology, 70, 886–903. http://
dx.doi.org/10.1002/jclp.22077

Ogrodniczuk, J. S., & Piper, W. E. (1999). Measuring therapist technique
in psychodynamic psychotherapies. Development and use of a new
scale. The Journal of Psychotherapy Practice and Research, 8, 142–154.

Pinsker, H., Rosenthal, R., & McCullough, L. (1991). Dynamic supportive
psychotherapy. In P. Crits-Christoph & J. Barber (Eds.), Handbook of
short-term dynamic psychotherapy (pp. 220–247). New York, NY:
Basic Books.

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

158 LEIBOVICH, FRONT, MCCARTHY, AND ZILCHA-MANO

http://dx.doi.org/10.4324/9780203078358
http://dx.doi.org/10.1007/s11231-006-9026-2
http://dx.doi.org/10.1080/10503309612331331608
http://dx.doi.org/10.1037/h0085885
http://dx.doi.org/10.1037/h0085885
http://dx.doi.org/10.1016/j.cpr.2012.01.003
http://dx.doi.org/10.1016/j.cpr.2009.08.010
http://dx.doi.org/10.1177/014662168100500115
http://dx.doi.org/10.1037/pst0000172
http://dx.doi.org/10.1002/jclp.10044
http://dx.doi.org/10.1111/j.2044-8260.1967.tb00530.x
http://dx.doi.org/10.7208/chicago/9780226006147.001.0001
http://dx.doi.org/10.7208/chicago/9780226006147.001.0001
http://dx.doi.org/10.1037/pst0000195
http://dx.doi.org/10.1037/pst0000195
http://dx.doi.org/10.2174/157340007779815655
http://dx.doi.org/10.2174/157340007779815655
http://dx.doi.org/10.1037/10250-000
http://dx.doi.org/10.1037/10250-000
http://dx.doi.org/10.1097/00005053-198308000-00005
http://dx.doi.org/10.1097/00005053-198308000-00005
http://dx.doi.org/10.1037/a0035535
http://dx.doi.org/10.1002/jclp.22077
http://dx.doi.org/10.1002/jclp.22077


Preacher, K. J., & Hayes, A. F. (2004). SPSS and SAS procedures for
estimating indirect effects in simple mediation models. Behavior Re-
search Methods, Instruments, and Computers, 36, 717–731. http://dx.doi
.org/10.3758/BF03206553

Rubel, J., Lutz, W., Kopta, S. M., Köck, K., Minami, T., Zimmermann, D.,
& Saunders, S. M. (2015). Defining early positive response to psycho-
therapy: An empirical comparison between clinically significant change
criteria and growth mixture modeling. Psychological Assessment, 27,
478–488. http://dx.doi.org/10.1037/pas0000060

Sheehan, D. V., Lecrubier, Y., Sheehan, K. H., Amorim, P., Janavs, J.,
Weiller, E., . . . Dunbar, G. C. (1998). The Mini-International Neuro-
psychiatric Interview (M. I. N. I.): The development and validation of a
structured diagnostic psychiatric interview for DSM–IV and ICD-10. The
Journal of Clinical Psychiatry, 59, 22–33.

Smith, J. (2006). Form and forming a focus: In brief dynamic therapy.
Psychodynamic Practice, 12, 261–279. http://dx.doi.org/10.1080/14753
630600765592

Solomonov, N., McCarthy, K. S., Keefe, J. R., Gorman, B. S., Blanchard,
M., & Barber, J. P. (2018). Fluctuations in alliance and use of techniques
over time: A bidirectional relation between use of “common factors”
techniques and the development of the working alliance. Clinical Psy-
chology and Psychotherapy, 25, 102–111. http://dx.doi.org/10.1002/cpp
.2143

Stiles, W. B. (2013). The variables problem and progress in psychotherapy
research. Psychotherapy, 50, 33– 41. http://dx.doi.org/10.1037/
a0030569

Tracey, T. J., & Kokotovic, A. M. (1989). Factor structure of the Working
Alliance Inventory. Psychological Assessment, 1, 207–210. http://dx.doi
.org/10.1037/1040-3590.1.3.207

Wachtel, P. L. (2011). Therapeutic communication: Knowing what to say
when. New York, NY: Guilford Press.

Williams, J., & MacKinnon, D. P. (2008). Resampling and distribution of
the product methods for testing indirect effects in complex models.
Structural Equation Modeling, 15, 23–51.

Zilcha-Mano, S. (2017). Is the alliance really therapeutic? Revisiting this
question in light of recent methodological advances. American Psychol-
ogist, 72, 311–325. http://dx.doi.org/10.1037/a0040435

Zilcha-Mano, S. (2018). Major developments in methods addressing for
whom psychotherapy may work and why. Psychotherapy Research, 29,
693–708. http://dx.doi.org/10.1080/10503307.2018.1429691

Zilcha-Mano, S., Dolev, T., Leibovich, L., & Barber, J. P. (2018). Identifying
the most suitable treatment for depression based on patients’ attachment:
Study protocol for a randomized controlled trial of supportive-expressive vs.
supportive treatments. BMC Psychiatry, 18, 2–9.

Received March 26, 2019
Revision received July 31, 2019

Accepted August 16, 2019 �

E-Mail Notification of Your Latest Issue Online!

Would you like to know when the next issue of your favorite APA journal will be available
online? This service is now available to you. Sign up at https://my.apa.org/portal/alerts/ and you will
be notified by e-mail when issues of interest to you become available!

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

159SUPPORTIVE TECHNIQUES AND THERAPEUTIC CHANGE

http://dx.doi.org/10.3758/BF03206553
http://dx.doi.org/10.3758/BF03206553
http://dx.doi.org/10.1037/pas0000060
http://dx.doi.org/10.1080/14753630600765592
http://dx.doi.org/10.1080/14753630600765592
http://dx.doi.org/10.1002/cpp.2143
http://dx.doi.org/10.1002/cpp.2143
http://dx.doi.org/10.1037/a0030569
http://dx.doi.org/10.1037/a0030569
http://dx.doi.org/10.1037/1040-3590.1.3.207
http://dx.doi.org/10.1037/1040-3590.1.3.207
http://dx.doi.org/10.1037/a0040435
http://dx.doi.org/10.1080/10503307.2018.1429691

	How Do Supportive Techniques Bring About Therapeutic Change: The Role of Therapeutic Alliance as ...
	Method
	Participants
	Treatments
	Therapists
	Procedure
	Measures
	Symptom severity
	Working alliance
	Use of supportive techniques

	Data Analysis

	Results
	Mediation Model
	Case Example
	Example 1: “Striving together for better self-understanding (through exploration)” ...)
	Example 2: “Staying in the here-and-now” and “offering an empathic comment. ...
	Example 3: “Maintaining vital defenses.”
	Example 4: “Offering empathic, validating, and understanding comments” and  ...


	Discussion
	References


