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	Depression is associated with typical ways of relating to and handling conflict with others. This study empirically examined the most frequent relational demands of female depressive patients, depending on their personality configuration and the characteristics of relevant segments within the session: change and stuck episodes. Ten psychotherapies (n = 230 sessions) were observed in order to identify, delimit and code relevant episodes within session (24 change episodes and 26 stuck episodes) using the CCRT-LU-S Category System (Albani et al., 2002), to determine the relational demands of the patients. The results showed that introjective patients verbalized more relational demands on themselves as a relational object, and therefore more demands with a subject-subject direction. These patients expressed their needs and wishes centered on questioning themselves, to the detriment of generating significant interpersonal relationships. Furthermore, it was possible to predict a greater presence of relational demands referred to contents about “loving” during the change episodes, confirming that the most frequent themes in the discourse of patients were a strong wish to feel happy, despite their experiences of helplessness. These findings highlight the need for a more dimensional view of depression that takes into account patients’ personality configurations and their association with little and big outcomes.
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	La depresión está asociada con formas típicas de relacionarse y manejar el conflicto con otros. En este estudio se examinaron empíricamente las demandas relacionales más frecuentes de pacientes depresivas, en función de su configuración de personalidad y las características de segmentos relevantes dentro de la sesión: episodios de cambio y estancamiento. Diez psicoterapias (n = 230 sesiones) fueron analizadas para identificar, delimitar y codificar los episodios relevantes (24 cambio, 26 estancamiento) utilizando el sistema de categorías CCRT-LU-S (Albani et al., 2002), para determinar las demandas relacionales de las pacientes. Los resultados mostraron que las pacientes introyectivas verbalizaban más demandas relacionales sobre sí mismas como un objeto relacional (dirección sujetosujeto). Estas pacientes expresaron sus necesidades y deseos, centradas en cuestionarse a sí mismas, en detrimento de generar relaciones interpersonales significativas. Además, fue posible predecir una mayor presencia de demandas relacionales referidas al amor durante los episodios de cambio, confirmando que los temas más frecuentes en estas pacientes suelen ser un fuerte deseo de sentirse felices, a pesar de sus experiencias de impotencia. Estos hallazgos resaltan la necesidad de una visión más dimensional de la depresión que considere las configuraciones de personalidad de los pacientes, y su asociación con los resultados terapéuticos. 
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	Introduction

		 

	Despite differences in its frequency among countries, depression is a universal phenomenon characterized by the presence of depressed or irritable mood, accompanied by somatic and cognitive changes that significantly affect the capacity of individual to function (Moncrieff, 2018; Ormel, Kessler, & Schoevers, 2019). Those symptoms are usually accompanied by anxiety, changes in sleep patterns, increase or decrease in appetite and weight, diminished ability to think or concentrate psychomotor agitation or retardation, feelings of guilt, and suicidality (DSM-5, American Psychiatric Association, 2013). Its worldwide prevalence and social impact produce high levels of disability, as well as individual and societal burden and expenditures in mental health (Hu, 2006; Whiteford et al., 2013).

	 

	According to Blatt (2008), the quality of the depressive experience depends on the personality of the patient, and that it develops along the following fundamental developmental lines: relatedness and self-definitional. The first line involves the capacity of an individual to establish mature and mutually satisfying interpersonal relationships, while the second line involves the development of a consolidated, realistic, differentiated, and integrated self-identity (Wachtel, 2019). In normal personality development, these two processes evolve in an interactive, reciprocally balanced, mutually facilitating fashion (Blatt, Shahar, & Zuroff, 2002). However, when there is an overemphasis of one of these developmental lines, a pathological personality configuration develops, as well as the defensive avoidance of the other (Blatt, 2004; Blatt & Shahar, 2004). The patients with an exaggerated and distorted emphasis on interpersonal relatedness developed an anaclitic configuration, which involve disruptions in gratifying interpersonal relationships and preoccupations with interpersonal issues of trust, caring, intimacy, and sexuality. The development of the self is neglected, and defined primarily in terms of the quality of interpersonal experiences; therefore, relatedness refers to feelings of loss, sadness, and loneliness in response to the disruption of relationships, which reflect concerns about the loss of a special person to whom one feels attached. These patients are very dependent and vulnerable to experiences of abandonment, using predominantly avoidant defenses such as denial, repression, and displacement in an effort to maintain interpersonal ties (Auerbach, 2019; Blatt, 2007; Blatt, Shahar, & Zuroff, 2001).

	 

	By contrast, the patients with an exaggerated and distorted emphasis for establishing and maintaining a viable definition of the self at the expense of establishing meaningful interpersonal relations defines an introjective configuration. These patients distort the quality of interpersonal experiences, which makes them very vulnerable to feelings of failure, criticism, guilt, anger and aggression directed toward the self or others. They use counteractive defenses, including isolation, doing and undoing, rationalization, intellectualization, reaction formation, projection, and overcompensation, because they are more ideational and more concerned with establishing, protecting, and maintaining a viable self-concept (Auerbach, 2019; Blatt, 2004; Blatt et al., 2001). 

	 

	In addition, each group of patients has a particular way of perceiving their own psychotherapeutic process, precisely because they have different modes of cognition, defense, and adaptation, as well as different experiential modes, behavioral orientations, types of gratification, and most importantly, different relational patterns reflected in their speech (Blatt et al., 2001; Luyten, Campbell, & Fonagy, 2019). However, the specific interactional experiences are not only represented in a narrative way (Stapleton & Wilson, 2017); also, a repeated verbalization of such experiences represents the structure of relevant subject-object relationships, as a pattern that transcends the perspective of the individual narrative reconstructed subjectively (Espinosa & Valdés, 2012).

	 

	The core conflictual relationship theme method (CCRT) has been used as a reliable quantitative clinical system for identifying relational situations and central relationship patterns in patient narratives, with their respective internal conflicts (Luborsky & Crits-Christoph, 1990). This system uses some psychoanalytic concepts as a starting point because it emerged within the psychodynamic psychotherapy research approach. The central relationship patterns are considered as characteristic ways of relating with others that operate as organizers of experience and patterns which are partially unconscious. In that sense, the CCRT was initially used as a tool to operationalize this concept, starting from the basis that these patterns can be understood as mental representations or as schemes of interpersonal relationships (Barber, Foltz, & Weinryb, 1998), constituting the first kinds of interactions and subsequent relationships. Furthermore, this clinical system makes it possible to extract patients’ relationship repertoire based on the significant interpersonal experiences repeated in his/her discourse (Dahlbender, Albani, Pokorny, & Kaechele, 1994; Van Nieuwenhove, Meganck, Cornelis, & Desmet, 2016). In addition, it allows to identify a unique relational theme in the relational narratives of the patient, as a characteristic factor of personality, but also, to evaluate their presence and transformation throughout the therapeutic process (Espinosa & Valdés, 2012). 

	 

	The CCRT considers the following three underlying central assumptions: (a) the information used to extract the relational patterns is extracted from the stories of the patient stories with relational contents; (b) the central relationship patterns is inferred from the repetition of each significant interpersonal experiences of the patient; and (c) the extracted patterns can be considered really significant and reliable (Luborsky, Popp, Luborsky, & Mark, 1994). The present study focuses mainly on the patients’ wishes and objects of their relationships. The wish component is referred to the desires, needs, or intentions of the person that could be directed towards others or him/herself (López del Hoyo, Ávila Espada, & Pokorny, 2011), distinguishing two levels of inference: a manifest one, which involves what the patient actually verbalizes, and another with some degree of inference, which, for Luborsky (1998), should be moderate to ensure reliability. Nowadays, the wish component can be labeled as explicit (directly expressed) or implicit (deduced from responses or actions expressed in the narrative) (Albani et al., 2002). On the other hand, the relational object (the protagonist of the interaction) may be another person/people (parents, partners, friends, coworkers, classmates, friends, etc.), the therapist (only when the therapist can be clearly identified as the other in the interaction), or even narratives about the interactions of the patient with him/herself. There are memories that involve feelings or thoughts about confrontations with him/herself (self-descriptions are not included) (López del Hoyo et al., 2011).

	 

	Although the entire therapeutic conversation is about stories narrated by the patients, this study will focus on the explicit narratives of the patient about relationships (Luborsky & Crits-Christoph, 1990). For this purpose, the wish component will be understood as relational demands (hereinafter referred to as RD), since our attention was focused on that which patients request for in the relationships they establish and narrate during the session, either with others (including the therapist) or with themselves.

	 

	There are different approaches for studying the relevant moments during psychotherapeutic sessions, which relate to the conceptualization of change, but also, to some problematic moments that hinder the psychotherapeutic change of the patient. Some of the ways used to conceptualize these positive relevant moments are the following: innovative moments, change moments, insight, empowerment events, among others (Elliott, 2010; Gonçalves et al., 2017; Gonçalves, Ribeiro, Silva, Mendes, & Sousa, 2016; Krause & Altimir, 2016; Timulak & Elliott, 2003). Krause et al. (2007) propose that change moments are possible to observe from the transformation of the subjective perspectives of the patients about themselves, their symptoms, their problems, and its relationship with the entire context. However, they can also be observed throughout the process, as it occurs in successive phases, starting before therapy and continuing after the end of it, and having important characteristics as result of the combination of intra and extra-therapeutic factors. Each successive phase includes explanations and interpretations patterns with progressively increasing levels of complexity. These authors developed a list of generic change indicators based on the analysis of therapies with different psychotherapeutic modalities and approaches, and hierarchically ordered according to each phase of the process (Krause et al., 2007; see Appendix A).

	 

	On the other hand, there are relevant segments during the session that may be associated with problematic moments conceptualized as difficult moments, which could include ruptures (Eubanks-Carter, Muran, & Safran, 2015), refusals (Billow, 2007), reactances (Brehm & Brehm, 1981), resistances (Arkowitz, 2002), impasses (Etchegoyen, 1986), and stuck episodes (Fernández et al., 2012; Herrera Salinas et al., 2009). The latter type has been considered as moments that halt the change of the patient, which are related to negative results within the process and/or the decrease of advances expected by particular observers. A stuck episode can be clinically expressed in different ways: displeasing dysphoric states (anxiety, lack of motivation, boredom, etc.), hindering the therapeutic process or interventions (avoidance of therapeutic work, thinking and associating, as well as non-compliance with agreements and tasks), the absence of change moments when this would be expected, and finally, relational problems (communication difficulties, understanding or negotiations) (Fernandez et al., 2012; see Appendix B). 

	 

	The general aim of the study was to identify some similarities and differences of the RD most frequently verbalized by patients within relevant episodes during the session (change and stuck episodes), depending on their personality style (anaclitic or introjective) and symptomatology. For this purpose, the following six hypotheses were put forward: (1) patients’ symptoms do not predict the characteristics of RD; (2) introjective configuration predicts more patients’ RD directed to themselves, whereas anaclitic configuration predicts more RD aimed at others; (3) change episodes predict more patients’ RD directed to themselves, while stuck episodes predict more RD aimed at partners (or former partners); (4) introjective configuration predicts more patients’ RD with a subject-subject direction, whereas anaclitic configuration predicts more RD with an object-subject direction; (5) introjective configuration predicts more patients’ RD with contents about ‘being strong’ and ‘withdrawing into oneself’, whereas anaclitic configuration predicts more RD with contents referencing ‘loving’; and finally, (6) the content of RD verbalized by patients during therapeutic conversation can be predicted from the episode type.

	 

	Method

	 

	Sample

	 

	Ten therapies conducted in Chilean private therapeutic centers were analyzed using a mixed methodology (qualitative and quantitative) (see table 1). All the therapies are part of the Therapeutic Processes Database provided by the Chilean Millennium Institute for Depression and Personality2, which has generated audiovisual recordings over the last 15 years with the purpose of conducting process analysis. The therapies were purposively selected according to the following criteria: (a) therapies with a weekly individual modality; (b) therapists with 10 to 30 years of professional experience; (c) therapies with a significant evolution of change throughout the process; and (d) participants (patients and therapists) who gave their informed consent to participate in the study. However, it is important to make it clear that the sample unit was each RD identified within relevant episodes, and not the therapies analyzed.

	 

	The concurrent presence of a depressive disorder with prominent anxiety symptoms or an anxiety disorder is common in clinical practice. Studies have shown that more than 70% of people with depressive disorders also have anxiety symptoms (Dochnal et al., 2019; Schafer, Naumann, Holmes, Tuschen-Caffier, & Samson, 2017). Models have been proposed that explain the high correlation between the two: the first model states that they form part of a continuum because both disorders are related in mood; the second model states that the differences between the two disorders are qualitative, since orthogonal factors indicating anxiety and depression have been observed, which only show significant differences if appropriate statistical tests are used; and the third model suggests the coexistence of both syndromes in a group of so-called atypical patients, who tend to show a more chronic course of the disease, compared to depressive patients without anxiety, who tend to show a more chronic course of the disease, compared to depressive patients without anxiety (Adams, Wrath, Mondal, & Asmundson, 2018). In that sense, even when all the patients had depressive symptoms, there were six patients with a predominance of depressive symptoms and four patients with a predominance of anxiety symptoms, aged between 26 and 64 (M = 37, SD = 10.93). 

	 

	 

	 

	 

	 

	 

	 

	 

	Table 1

	Characteristics of the therapeutic processes

		
		
				N°

				Therapists’
gender

				Therapeutic
approach

				Patients’
age

				Occupation

				Marital
status

				Symptoms

		

		
				1

				M

				Psychodynamic

				28

				Nurse

				Married

				Depressive

		

		
				2

				M

				Psychodynamic

				41

				Professor

				Married

				Depressive

		

		
				3

				M

				Psychodynamic

				41

				Housewife

				Married

				Anxious

		

		
				4

				M

				Gestalt

				32

				Psychologist

				Single

				Anxious

		

		
				5

				M

				Gestalt

				32

				Teacher

				Married

				Depressive

		

		
				6

				F

				Cognitive-behavioral

				27

				Historian

				Single

				Anxious

		

		
				7

				F

				Psychodynamic

				64

				Retired

				Single

				Depressive

		

		
				8

				M

				Psychodynamic

				31

				Engineer

				Single

				Depressive

		

		
				9

				F

				Psychodynamic

				26

				Customer

				Single

				Depressive

		

		
				10

				F

				Psychodynamic

				43

				Manageress

				Single

				Anxious

		

	

	 

	Procedure and Measures

	 

	Classification of patients according to their depressive personality styles. For this purpose, an observation guideline was developed (Salvo, Cordes, & Valdés, 2012) to differentiate the predominance of one of the following depressive personality styles: anaclitic, introjective, and mixed. The mixed style was used when there was not a predominant style, but a predominance of features of both styles at the same time. Only the cases with a predominant style were considered as a requirement. Blatt, D’Affitti and Quinlan (1976) proposed these styles because of psychoanalytic theoretical formulations and clinical observation of depressive patients. Some items of the Depressive Experiences Questionnaire (DEQ) were considered at the time of developing the observation guideline, so as to have as much information as possible to identify the patient’s predominant personality style.

	 

	As shown in table 2, concepts of dependency and self-criticism are closely related to these styles: for example, the symptomatology of depressed patients reveals few differences among them, but these depressive styles are much more effective in highlighting variation. A depressed patient with an anaclitic personality style is characterized by deep feelings of loss and loneliness, while a depressed patient with an introjective personality style is characterized by intense feelings of worthlessness (Blatt, 2008; Huprich, Auerbach, Porcerelli, & Bupp, 2016). 

		 
	
	Three observers with at least five years of clinical experience conducted a diagnostic examination based on the first two videotaped sessions of all therapies. An inter-rater reliability study was carried out considering the following three successive stages. (a) Two observers individually coded each item of the observation guideline. (b) They discussed their coding in order to reconcile their differences and to make a final decision about the presence or absence of depressive symptoms in each patient. If necessary, they additionally watched a part of the videos or read the transcriptions again to reach a consensus based on the data. And (c) this last coding was compared again with the assessment of a third observer who rated the therapy sessions following the same principles and procedure mentioned above. There was a high degree of agreement between the observers when differentiating the patients’ personality configurations (κ = 0.615, p < 0.05). The total sample was distributed as follows: six anaclitic and four introjective patients. 

	 

	 

	 

	 

	 

	 

		Table 2

	Differential characteristics of the anaclitic and introjective personality styles

	
		
				Anaclitic

				Introjective

		

		
				Desperate need for others, without a differentiation
of Self (Dependent)
 
Intense desire to be loved, nurtured and protected
 
More focused on the feelings and affections
 
Evaluation of the other primarily in their immediate ability to care, providing comfort, and satisfaction
 
Expression of depression through somatic complaints
 
Prevalence of feelings such as loss, sadness, loneliness, hopelessness and fear
 
Apprehension about separations and rejection, and intense concern about loss of contact with others
 
The Self is denied and primarily defined in terms
of the quality of interpersonal relationships

				Exaggerated and distorted concern to establish and maintain a definition of the Self (Self-demanding)
 
To establish and maintain good interpersonal relations is not a priority
 
To focusing on the explicit behavior and causality
relations
 
They are usually solitary, insensitive, ambivalent, reserved, distant people, and often manipulate others using deceit and flattery
 
Constant self-assessment and self-scrutiny
 
Vulnerability to feelings such as failure, inferiority
and guilt
 
Excessive striving for achievement and perfection in all they do, which usually makes them highly competitive
 
The Self is defined based on autonomy, control, independence, and self-esteem based on the recognition, respect and admiration

		

	

	Note. Observation Guideline for the Identification of Depressive Symptomatology (Salvo et al., 2012).

	 

	Demarcation of change and stuck episodes. Expert raters trained in the use of a protocol for detecting and identifying relevant moments during therapeutic sessions (Krause et al., 2007) observed the ten-videotaped therapies. All the sessions were listed in chronological order and transcribed, to facilitate the subsequent delimitation of the change episodes and stuck episodes. As shown in figure 1, the moment of change marks the end of the change episodes. Said moment of change must meet the criteria of theoretical correspondence, novelty, topicality, and consistency; that is, they must match one of the indicators from the Hierarchical List of Change Indicators (GCI, Krause et al., 2007), be new, occur during the session, and persist over time. Afterwards, using a thematic criterion, the beginning of the therapeutic interaction associated with the change moment is tracked in order to define the start of the change episode.

	 

	[image: Image]

	Figure 1. Demarcation of change and stuck episodes (Valdés, Krause, Tomicic, & Espinosa, 2012).

	 

	In the case of stuck episodes, it was necessary to identify those periods of the session in which there was a temporary halting of the change process of the patient due to a reissue of the problem, that is, episodes of the session characterized by a lack of progressive construction of new meanings (Herrera Salinas et al., 2009). A stuck episode must also match one of the topics from the list of stuck themes, occur during the session, and be nonverbally consistent with the topic of that kind of episode. In addition, a stuck episode must comply with the following methodological criterion: be at least three minutes long and be at least 10 minutes apart from a change episode in the same session. It is important to note here that the identification of stagnation is placed on the patient, regardless of the actions or omissions performed by the therapist that may or may not contribute to such stagnation.

	 

	All the sessions of each therapy (n = 230) were transcribed in order to delimit and analyze all the change and stuck episodes identified (see table 3). There were identified 50 episodes. Each episode was made up of patient and therapist speaking turns, which began with the verbalization of one participant and ended when another began (Krause, Valdés, & Tomicic, 2009). Therefore, the total sample comprised 1,282 patients’ speaking turns, of which 529 were included in change episodes and 753 were in stuck episodes.

	 

	Table 3

	Distribution of the speech segments of the patients according to the episode type, symptomatology and personality style

			
		
				Symptoms / Style

				Therapies

				Sessions

				Episodes (type)

				Speaking turns of therapist and patients

				Speaking
turns of patients

		

		
				Depressive / Anaclitic 

				4

				69

				8 CE, 9 SE 

				369 CE, 461 SE 

				182 CE, 248 SE

		

		
				Depressive / Introjective 

				2

				52

				6 CE, 6 SE 

				120 CE, 146 SE 

				66 CE, 81 SE

		

		
				Anxious / Anaclitic 

				2

				43

				5 CE, 6 SE 

				290 CE, 607 SE 

				158 CE, 314 SE

		

		
				Anxious / Introjective 

				2

				66

				5 CE, 5 SE

				248 CE, 203 SE 

				123 CE, 110 SE

		

		
				Total E

				10 S

				230

				24 CE, 26 SE 

				1005 CE, 1417 SE 

				529 CE, 753

		

	

	Note. Change episodes (CE), stuck episodes (SE).

	 

	Classification of relational demands of the patients. In the present study, the CCRT-LU-S (López del Hoyo, Ávila Espada, Pokorny, & Albani, 2004) category system was used, the Spanish version of the system developed in Leipzig and Ulm, Germany (Albani et al., 2002). Upon the basis of the first studies conducted, Luborsky et al. (1994) determined that relational patterns, apart from referring to a relational object, comprised what the patient expected from others or him/herself (labeled wishes [W]), how others responded (object responses [OR]), and how the patient acted (subject responses [SR]).

	 

	The CCRT-LU-S category system is not only helpful for studying transference patterns but is more broadly applicable to the field of affective disorders, as it can contribute to our understanding of the interpersonal aspect of these disorders (López del Hoyo et al., 2004). Therefore, it provides an operational, clinically valid, and reliable measure of the wishes and needs that are predominant in patients’ interactions. Using the wish component as a starting point, RD were defined as narrations of desires, needs, intentions, aspirations, and/or longings —but only those of the patient—, either in connection with others or with themselves. In addition, only patients’ explicit RD were considered, that is, those verbally expressed by them during the session (Albani et al., 2002). The following four dimensions were coded in each RD:

	 

	Object. It refers to the protagonist of the RD, who may be other person/people or the patient him/herself.

	 

	Direction. Assigned depending on whether the RD is directed towards the object (another person) or the subject (the patient). Three possible directions were established: object-subject, in which the patient desires something from someone else (e.g., “I'd like you to understand me”); subject-object, in which the patient desires something for someone else (e.g., “I'd like to support her”); and subject-subject, in which the patient desires something for him/herself (e.g., “I'd like to feel more confident”). 

	 

	Temporality. It refers to the time when the RD occurs. A past RD may have occurred at a stage or moment (beyond two weeks) prior to the one currently being experienced. A present RD may be happening in the stage or the present being experienced by the patient (with the ‘present’ including even the last two weeks), while a future RD can be manifested as something that the patient wants to happen at a later stage. 

	 

	Contents. A tailor-made qualitative label was assigned to each RD, using the particular language of each patient in order to facilitate the subsequent coding using the standard categories of the CCRT-LU-S. For each tailor-made label, one of the standard categories proposed was chosen to make it possible to compare the contents of the patients’ RD. For further guidance on the use of the CCRT-LU-S system, refer to Albani et al. (2002) and López del Hoyo et al. (2004).

	 

	The identification and coding process of the RD was conducted following the Relational Episode Coding Manual, developed by Espinosa and Valdés (2012). A group of six raters was trained to carry out this procedure. During this phase, each researcher individually coded a set of episodes (different from those included in this study), as a form of training and to calculate the degree of agreement between them. The judges had a degree of agreement ranging from significant to almost perfect for coding the relational object, directionality, and temporality (κ = 0.885, p < 0.001). In the case of harmony the degree of agreement was almost perfect (κ= 0.942, p < 0.001), however, it ranged from moderate to significant for coding the content (cluster, super cluster, category, and sub-category), precisely because there were more options to choose from (κ = 0.525 – 0.827; p < 0.001). Afterwards, the group was divided into three pairs of judges for analyzing and coding the episodes considered in this study. Each judge coded individually; and, subsequently, both worked together to reach an agreement about those codes in which they differed.
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	Figure 2. Factors at each hierarchical level to predict dimensions and categories of relational demands.

	 

	Data Analysis 

	 

	First, a descriptive analysis of the dimensions present in the RD was conducted (frequencies and percentages); then, the analysis focused on the relationship between said dimensions and the other variables considered (personality configuration, symptomatology, and episode type). Using Hierarchical Linear Modeling (HLM) (Woltman, Feldstain, MacKay, & Rocchi, 2012), this study used a three-level hierarchy: the highest level (Level-3) contains the patient-related variables (symptomatology and personality style); at the middle level (Level-2) is the episode type variable (change and stuck episodes); and at the lowest level (Level-1) are the dimensions of RD (e.g., object, direction, temporality and contents) (see figure 2). In addition, the Z-ratio was used to calculate and compare independent proportions (95% confidence intervals when the value of Z could not be estimated). 

	 

	Results

	 

	The results of this study are organized as follows: (a) a description of the characteristics of the RD identified according to the dimensions within them; and (b) the relationship between these dimensions and the patients’ symptoms and personality, as well as their link with episode types. 

	 

	Characteristics of the patients’ relational demands

	 

	Within the 50 episodes analyzed (24 change and 26 stuck episodes), 71 RD were identified and coded. The following is a description of the results by dimension and category. Out of the total number of speaking turns in which a RD was present, 32.39% involved oneself as relational object, whereas 28.17% referred to a partner or former partner. The difference observed between these proportions was non-significant. The rest of the RD were related with objects such as the therapist, sons or daughters, and others (relatives or other people). It is noteworthy that the smallest percentage of RD related to the mother or father, while the other objects (friends, coworkers, acquaintances) were not mentioned by any of the patients.

	 

	Out of the total number of RD identified, 40.85% were object-subject RD (the patient desires something from someone else), 33.80% were subject-subject RD (the patient wants something for herself), and 25.35% were subject-object RD (the patient desires something for someone else). Among the RD identified, the largest percentage used the present tense (84.51%), followed by those that employed the past (12.68%) and the future (2.81%). Out of the total number of RD identified, 81.69% were harmonious and were 18.31% disharmonious. Among the RD regarded as harmonious (n = 58), 74.41% had contents related with ‘loving’, and mostly referred to: feeling fine, supporting, helping, and protecting. The remaining 27.59% referred to ‘being strong’ (or having self-determination), which mostly concerns being proud and autonomous. Regarding the RD labeled as disharmonious (n = 13), nearly all (84.62%) the contents studied referenced a wish to ‘withdraw into oneself’, which mostly referred to: leaving, distancing oneself, creating a boundary; keeping one’s distance, retreating; being submissive, being compliant, and avoiding conflict.

	 

	Relationship between relational demands, symptoms, personality and episode type

	 

	To calculate these results, low-frequency categories present in Level 1 variables were excluded because the data analysis system (HLM) did not make it possible to use them. Therefore, in general, we considered the two or three categories that displayed the highest frequencies in each variable of the RD throughout all the episodes.

	 

	The hypothesis 1 was verified: patients’ symptomatology (depressive or anxious) does not predict any of the dimensions and categories considered in the RD. This means that: (a) patients directed their RD both to themselves and to their partners (or ex partners); (b) the direction of RD were predominantly subject-subject and objectsubject; (c) RD were uttered using the past, present, and future tenses; (d) RD were labeled as harmonious and disharmonious; and (e) their contents referenced loving, being strong, and desiring to withdraw into themselves. 
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	Figure 3. Distribution of relational demands directed at herself according to their personality style

	 

	In the case of the relational objects, the following two were considered because their frequency was the highest: the patient herself and her partner (or former partner). The hypothesis 2 was partially verified: the probability of verbalizing RD directed at herself —which show the interaction of the patient with herself— was higher when the personality style of the patient was introjective (OR = 0.09, p = .01) (see figure 3), however, the verbalization of RD aimed at someone else as relational object, specifically the patient's partner or former partner, was not predicted by the anaclitic configuration; that is, both patients directed their RD to their couple (or ex couple).

	 

	The hypothesis 3 was not verified: the verbalization of RD, in which the relational object is oneself or the partner, was not predicted by the episode type. That is, in both change and stuck episodes, the patients verbalized RD directed towards themselves or their couples (or ex couples) as relational objects. Nevertheless, it was possible to demonstrate a statistically significant difference between the proportions of RD, which referred to the patients’ partners depending on the episode type (see figure 4). Thus, patients verbalized more relational demand referencing their partners during stuck episodes [CI 95% = 0.0028, 0.3965], p < .05, than during change episodes (SE = 34.6%, CE = 10.5%). 

	 

	In the case of the directionality, only the following two most frequent alternatives were considered: object-subject and subject-subject RD. The hypothesis 4 was partially verified: the probability of verbalizing RD during therapeutic conversation with a subject-subject direction —in which the patient “desires something for themselves”— was higher when they presented an introjective personality configuration (OR = 0.12, p = .012) (see figure 5). However, the verbalization of RD concerning an object-subject direction was not predicted by the anaclitic configuration; that is, both patients desired “something from someone else”. 
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	Figure 4. Distribution of relational demands directed to partner according to the personality style.
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	Figure 5. Distribution of relational demands with a Subject-Subject direction (SS).

	 

	Regarding the contents of RD, the analysis considered only the following three most frequent ones: ‘loving’ and ‘being strong’, among harmonious contents, and ‘withdrawing into oneself’ among the disharmonious ones. The hypothesis 5 was not verified: both introjective and anaclitic patients verbalized RD with the three type of contents. Concerning episode type, the analysis showed that it only predicted RD with contents referencing ‘loving’. Therefore, the hypothesis 6 was partially verified: the probability of verbalizing this type of RD was higher during change episodes (OR = 5.34, p = .027) (see figure 6), however, the verbalization of RD which reference ‘being strong’ and wishing to ‘withdraw into oneself’ was equally likely in both episode types.  Figure 6. Relational demands with contents referencing ‘loving’ according to the episode type. 
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	Figure 6. Relational demands with contents referencing ‘loving’ according to the episode type.

	 

	Discussion and conclusions

	 

	The CCRT method measures the capacity of the patient to establish relationships, a capacity that varies with the level of differentiation of the object relations of the patient. The three CCRT components occur in association with each other, thus creating a linked ‘sequence’ in which the wishes and responses of the subject comprise a call-and-answer pattern, a kind of dialogue (Mitchell, 1995). It is true that not every patient links his or her relational components together and places every component in a sequence (Luborsky, 1998; Luborsky et al., 2004). For this reason, we decided to analyze only the RD, which had wishes at the start of the sequence, since in these cases the reactions of other people, and even those of the patient herself, are the result of a desire, need, or intention of hers. This is especially relevant when we consider that patients verbalize many kinds of statements that depict not interaction, but isolated and unconnected behavior by the patient and others. During the therapeutic conversation, many statements that could be considered responses are presented by the patient not as responses belonging to a RD or to a sequence of interactions, but as actions that the patient fails to place in any interactional context.

	 

	Concerning the predominant object in the patients’ RD, regardless of personality style and episode type, the most frequently observed one was ‘oneself’, to the detriment of other objects (mother, father, couple, ex-couple, etc.). This result is consistent with research suggesting that self-focused attention also produces negative consequences linked to negative emotion and psychological disorders (Höping & De JongMeyer, 2003; Mor & Winquist, 2002; Pyszczynski, Greenberg, Hamilton, & Nix, 1991; Fernández et al., 2012; Pascual-Leone & Kramer, 2016; Timulak, 2015; Valdés, Krause, & Alamo, 2010; Valdés et al., 2012). Language is a fundamental means of communication between patient and therapist, and the achievement of change necessarily requires the coordination of language usage in psychotherapy (Reyes et al., 2008). Thus, the establishment of self-focused attention can contribute substantially to change processes by promoting self-regulatory strategies, given that when people express something, they are also shedding light on how they process, organize, or interpret information, and on how they experience their capacity for interaction in relationships, as a way to connect the own demands and actions with those of others (Hegarty, Marceau, Gusset, & Grenyer, 2019).

	 

	The predominance of ‘loving’ contents in the RD coded as harmonious (e.g., loving and feeling well) and ‘retreating into oneself’ contents in the RD labeled as disharmonious (e.g., isolating oneself, compromising, or being submissive to avoid conflicts) was a finding that matched the observations of Albani et al. (2002), who noted that the most frequent wishes were ‘to be loved and understood’, followed by ‘to be distant’. This also resembles the observations of Vanheule, Desmet, Rosseel, and Meganck (2006), who found that the most frequent themes in patient discourse were a strong wish to feel happy and experiences of helplessness. However, there are also consistent with these studies about the transferential and counter-transferential themes using the CCRT method (Tishby & Vered, 2011; Tishby & Wiseman, 2014). 

	 

	This study was not able to predict the verbalization of specific RD types based on the patients’ depressive symptomatology; even though it is known that depression can be regarded as a typical way of relating to and handling conflict with others (Vanheule et al., 2006). This result can be explained using a fully clinical sample, in which all patients displayed some type of symptomatology, and which could not be compared with a non-clinical population due to design characteristics. If that had been possible, significant differences would have been expectable. In this regard, both theoretically and clinically, it was more predictable for the differences between patient RD to have been determined by personality configuration, especially bearing in mind that some studies show an association between certain relational components and personality organizations (De Roten, Drapeau, Stigler, & Despland, 2004; Descôteaux et al., 2001; Wilczek, Weinryb, Barber, Gustavson, & Åsberg, 2000, 2004). On the one hand, it was only possible to predict RD with the presence of the “oneself” as relational object (which reflects the interaction of the patient with herself), and the subject-subject direction (in which the patient desires something for herself), from introjective patients. This result was expectable considering the notions advanced by Blatt (2008), who states that the main concern of such patients tends to be the establishment and maintenance of self-definition, to the detriment of generating significant interpersonal relationships (Blatt & Shahar, 2004). It must be noted that introjective patients, due to their focus on cognition and their use of rationalization and intellectualization as defense mechanisms, tend to be more willing to verbalize their needs and wishes during the therapy, attending it with motivations centered on questioning themselves and working through the issues that trouble them. On the other hand, in the case of anaclitic patients, in contrast, it was not possible to demonstrate that their configuration predicts a higher frequency of RD aimed at a “romantic partner” as relational object nor an object-subject direction, in which they desire or demand something from another person(s). Anaclitic patients, who are more focused on affects and on establishing interpersonal relationships, tend to end up manifesting their needs and desires through predominantly non-verbal mechanisms, acting rather than narrating their relational demands during the therapeutic sessions (Valdés, Arriagada, & Alamo, 2016).

	 

	In connection with this aspect, it must be noted that the present study focused mainly on identifying and coding the RD explicitly verbalized by the patients during the therapeutic conversation, leaving out those more implicit in nature. Therefore, future studies could consider including the analysis of implicit RD and/or those that can be inferred through non-verbal patient behavior, especially in the case of anaclitic patients, who need their relational bond with the therapist to be sufficiently solid before even beginning to work through their conflicts. Including this type of information in future studies can make it possible to identify patient RD associated with the therapeutic bond, in which the therapist emerges as the main relational object. In fact, there are studies that have analyzed the relationship themes of the therapists and their impact on the therapeutic outcome (Hamilton & Kivlighan, 2009; Sommerfeld, Orbach, Zim, & Mikulincer, 2008).

	 

	Regarding episode types, even though it was not possible to prove their predictive power with respect to relational objects, it was established that, in proportional terms, patients verbalize more RD referencing their ‘romantic partner’ during stuck episodes than during change episodes. In this respect, it would seem that during periods of the session in which the change process of the patient temporally stops due to a reemergence of the conflict, their romantic partner is the relational object that most frequently appears in their RD. Verbally, this translated into an argumentative persistence in the discourse of the patient, characterized by contents referencing their current or former partners, which did not ultimately contribute anything to the focus of the change. Previous studies conducted using the SCAT-1.0 classification system (Valdés et al., 2012), indicate that, during stuck episodes, patients tend to focus on third parties external to the session (or on their relationship with them), while at the same time focusing less on themselves (Fernández et al., 2012; Valdés et al., 2012). This result has been interpreted as a deviation from the focus of the therapeutic work, that is, the halting of the progressive process of construction of new meanings related with the self. For example, patients sometimes spent long periods talking about how their romantic partners affected their wellbeing, while the therapeutic work remained unable to concentrate on how they themselves participated in maintaining these dynamics.

	 

	Although the predictive power of personality configurations could not be proved with respect to the contents of RD, it was possible considering the episode type: contents referring ‘loving’ were more likely during change episodes. Apparently, patients tended to verbalize RD chiefly referred to feeling fine, supporting, helping, and protecting when they were experiencing a transformation in their subjective meanings associated with their own conflicts. 

	 

	Concerning its main limitations, it should be noted that, although the present study analyzed 2,422 patient and therapist speaking turns within 50 relevant episodes, the number of speaking turns was reduced to almost a half (n = 1,282) when only patients’ RD were considered. If we additionally consider that only explicit RD were coded, the amount of potentially analyzable data was considerably reduced (n = 71). Of course, this had a direct effect on the statistical analyses defined carried out. Therefore, it would be advisable for future studies not only to consider increasing the sample size by adding more therapies in order to demonstrate the stability and reliability of the results reported here, but also to be able to transfer these findings to other people, contexts, situations or environments (Levitt, Motulsky, Wertz, Morrow, & Ponterotto, 2017; Smith, 2018). It is also important to code implicit and/or ‘acted’ (non-verbal) RD, which could make it possible to describe the defensive functioning of patients during stuck episodes, for instance. One of the advantages of using this method lies precisely in the possibility of systematically interpreting the patient’s own words during the conversation in the therapeutic context itself, based on the assumption that, during the session, most patients are able to remember and narrate stories about their relationships with meaningful others which could reveal problematic relational themes (Parker & Grenyer, 2007).

	 

	Finally, these results suggest certain clinical implications. Although it is true that each patient's internal representations are unique due to being subjective, identifying the predominant ones in each personality style can be a useful clinical strategy for therapists, but not only to characterize the personality styles of their patients in terms of their overriding RD: in addition, they can be used as verbal markers indicating change, stuck or rupture moments experienced during the session (Eubanks, Burckell, & Goldfried, 2018; Valdés et al., 2016). The greater proportion of RD associated with romantic partners as relational objects during stuck episodes may point to the presence of internal representations connected with this meaningful other, which are problematic, and which persistently recur throughout the therapy. For their part, the higher proportion of RD associated with harmonious (loving) needs during change episodes may be regarded as a verbal marker in patient discourse indicating not only how they perceive their interpersonal relationships, but also the extent to which the flexibility of RD increases throughout the therapeutic process as a result of the construction of new meanings. These findings can be used as a guide for therapist training and therapeutic supervision. 

	 

	References

	 

	Adams, G. C., Wrath, A. J., Mondal, P., & Asmundson, G. J. G. (2018). Depression with or without comorbid social anxiety: Is attachment the culprit? Psychiatry Research, 269, 86-92.

	https://doi.org/10.1016/j.psychres.2018.08.037

	 

	Albani, C., Pokorny, D., Blaser, G., Grueninger, S., Koenig, S., Marschke, F. … Kächele, H. (2002). Reformulation of the core conflictual relationship theme (CCRT) categories: The CCRT-LU Category System. Psychotherapy Research, 12(3), 319338. https://doi.org/10.1093/ptr/12.3.319

	 

	American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th Ed.). Arlington, Virginia: American Psychiatric Publishing.

	 

	Arkowitz, H. (2002). Toward an integrative perspective on resistance to change. Psychotherapy in Practice, 58(2), 219-227.  https://doi.org/10.1002/jclp.1145

	 

	Auerbach, J. S. (2019). Relatedness, self-definition, mental representation, and internalization in the work of Sidney J. Blatt: Scientific and clinical contributions. Psychoanalytic Psychology, 36(4), 291302. https://doi.org/10.1037/pap0000265

	 

	Barber, J. P., Foltz, C., & Weinryb, R. M. (1998). The Central Relationship Questionnaire: Initial report. Journal of Counseling Psychology, 45(2), 131-142. https://doi.org/10.1037//0022-0167.45.2.131

	 

	Billow, R. M. (2007). On refusal. International Journal of Group Psychotherapy, 57(4), 419-449.  https://doi.org/10.1521/ijgp.2007.57.4.419

	 

	Blatt, S. J. (2004). Experiences of depression: Theoretical, clinical and research perspectives. Washington, District of Columbia: American Psychological Association.

	 

	Blatt, S. J. (2007). A fundamental polarity in psychoanalysis: Implications for personality development, psychopathology and the therapeutic process. Psychoanalytic Inquiry, 26(4), 494-520.  https://doi.org/10.1080/07351690701310581

	 

	Blatt, S. J. (2008). Polarities of experience: Relatedness and self-definition in personality development, psychopathology, and the therapeutic process. Washington, District of Columbia: American Psychological Association.

	 

	Blatt, S. J., D’Afflitti, J. P., & Quinlan, D. M. (1976). Experiences of depression in normal young adults. Journal of Abnormal Psychology, 85(4), 383-389.  https://doi.org/10.1037/0021-843X.85.4.383

	 

	Blatt, S. J. & Shahar, G. (2004). Psychoanalysis— With whom, for what, and how. Comparisons with psychotherapy. Journal of the American Psychoanalytic Association, 52(2), 393-447.

	https://doi.org/10.1177/00030651040520020401

	 

	Blatt, S. J., Shahar, G., & Zuroff, D. C. (2001). Anaclitic (sociotropic) and introjective (autonomous) dimensions. Psychotherapy: Theory, Research, Practice, Training, 38(4), 449-454.

	https://doi.org/10.1037/0033-3204.38.4.449

	 

	Blatt, S. J., Shahar, G., & Zuroff, D. C. (2002). Anaclitic/sociotropic and introjective/autonomous dimensions. In J. C. Norcross (Ed.), Psychotherapy relationships that work. Therapist contributions and responsiveness to patients (pp. 306-324). New York, New York: Oxford University Press.

	 

	Brehm, S. S. & Brehm, J. W. (1981). Psychological reactance: A theory of freedom and control. San Diego, California: Academic Press.

	 

	Choi, B. H., Pos, A. E., & Magnusson, M. S. (2015). Emotional change process in resolving selfcriticism during experiential treatment of depression. Psychotherapy Research, 26(4), 484-499.

	https://doi.org/10.1080/10503307.2015.1041433 

	 

	Dahlbender, R. W., Albani, C., Pokorny, D., & Kaechele, H. (1994). Patrones centrales en la relación (PCR): una versión estructural del tema central del conflicto en la relación (TCCR). Revista Argentina de Clínica Psicológica. 3(3), 263-291. Retrieved from https://bit.ly/2tiBjHC

	 

	De Roten, Y., Drapeau, M., Stigler, M. & Despland, J. N. (2004). Yet another look at the CCRT: The relation between core conflictual relationship themes and defensive functioning. Psychotherapy Research, 14(2), 252-260. https://doi.org/10.1093/ptr/kph021

	 

	Descôteaux, J., Diguer, L., Lefebvre, R., Drapeau, M., Luborsky, L., Rousseau, J. P., Hébert, E. … Scullion, M. (2001). The core conflictual relationship theme of psychotic, borderline and neurotic personality organizations. Psychotherapy Research, 11(2), 169-186.

	https://doi.org/10.1093/ptr/11.2.169

	 

	Dochnal, R., Vetró, Á., Kiss, E., Baji, I., Lefkovics, E., Bylsma, L.M. … Kapornai, K. (2019). Emotion regulation among adolescents with pediatric depression as a function of anxiety comorbidity. Frontiers in Psychiatry, 10, 722. https://doi.org/10.3389/fpsyt.2019.00722 

	 

	Elliott, R. (2010). Psychotherapy change process research: Realizing the promise. Psychotherapy Research, 20(2), 123-35. https://doi.org/10.1080/10503300903470743.

	 

	Espinosa, D. & Valdés, N. (2012). Manual de codificación de episodios relacionales a partir de la versión en castellano del método del tema central de conflicto relacional CCRT-LU-S.  Retrieved from https://bit.ly/39oyp4v

	 

	Etchegoyen, R. H. (1986). Los fundamentos de la técnica psicoanalítica. Buenos Aires, Argentina: Amorrortu.

	 

	Eubanks, C. F., Burckell, L.A., & Goldfried, M.R. (2018). Clinical consensus strategies to repair ruptures in the therapeutic alliance. Journal of Psychotherapy Integration, 28(1), 60-76.  https://doi.org/10.1037/int0000097

	 

	Eubanks-Carter, C., Muran, J. C., & Safran, J. D. (2015). Alliance-focused training. Psychotherapy, 52(2), 169-173. https://doi.org/10.1037/a0037596

	 

	Fernández, O., Herrera, P., Krause, M., Pérez. J. C., Valdés, N., Vilches, O., & Tomicic, A. (2012). Episodios de cambio y estancamiento en psicoterapia: características de la comunicación verbal entre pacientes y terapeutas. Terapia Psicológica, 30(2), 5-22. https://doi.org/10.4067/S0718-082012000200001

	 

	Gonçalves, M. M., Ribeiro, A. P, Silva, J. R., Mendes, I., & Sousa, I. (2016). Narrative innovations predict symptom improvement: Studying innovative moments in narrative therapy of depression. Psychotherapy Research, 26(4), 425-435.  https://doi.org/10.1080/10503307.2015.1035355

	 

	Gonçalves, M. M., Ribeiro, A. P., Mendes, I., Alves, D., Silva, J., Rosa, C., … Oliveira, J. T. (2017). Three narrative-based coding systems: Innovative moments, ambivalence and ambivalence resolution. Psychotherapy Research, 27(3), 270-282.

	https://doi.org/10.1080/10503307.2016.1247216

	 

	Hamilton, J. & Kivlighan, D. M. (2009). Therapists’ projection: The effects of therapists’ relationship themes on their formulation of clients’ relationship episodes. Psychotherapy Research, 19(3), 312-322. https://doi.org/10.1080/10503300902838130

	 

	Hegarty, B. D., Marceau, E. M., Gusset, M., & Grenyer, B. F. S. (2019): Early treatment response in psychotherapy for depression and personality disorder: Links with core conflictual relationship themes. Psychotherapy Research, 30(1), 1-12. https://doi.org/10.1080/10503307.2019.1609114

	 

	Herrera Salinas, P., Fernández González, O., Krause Jacob, M., Vilches Álvarez, M., Valdés, N., & Dagnino, P. (2009). Revisión teórica y metodológica de las dificultades en psicoterapia: propuesta de un modelo ordenador. Terapia Psicológica, 27(2), 169-179. http://doi.org/crh59p

	 

	Höping, W. & De Jong-Meyer, R. (2003). Differentiating unwanted intrusive thoughts from thought suppression: What does the White Bear Suppression Inventory measure? Personality and Individual Differences, 34(6), 1049-1055. https://doi.org/10.1016/S0191-8869(02)00089-2

	 

	Hu, T.W. (2006). Perspectives: an international review of the national cost estimates of mental illness, 1990-2003. Journal of Mental Health Policy Economics, 9(1), 3-13.

	 

	Huprich, S. K., Auerbach, J. S., Porcerelli, J. H., & Bupp, L. L. (2016). Sidney Blatt’s Object Relations Inventory: Contributions and future directions. Journal of Personality Assessment, 98(1), 30-43. https://doi.org/10.1080/00223891.2015.1099539

	 

	Krause, M., de la Parra, G., Arístegui, R., Dagnino, P., Tomicic, A., Valdés, N., … Ben-Dov, P. (2007). The evolution of therapeutic change studied through generic change indicators. Psychotherapy Research, 17(6), 673-689. https://doi.org/10.1080/10503300601158814

	 

	Krause, M. & Altimir, C. (2016). Introduction: Current developments in psychotherapy process research. Estudios de Psicología, 37(2-3), 201-225. https://doi.org/10.1080/02109395.2016.1227574

	 

	Krause, M., Valdés, N., & Tomicic, A. (2009). Sistema de codificación de la actividad terapéutica (SCAT): Manual de procedimiento. Proyecto Fondecyt no. 1080136, Psychotherapy and Change Chilean Research Program. Retrieved from https://bit.ly/2F2lzen

	 

	Levitt, H. M., Motulsky, S. L., Wertz, F. J., Morrow, S. L., & Ponterotto, J. G. (2017).  Recommendations for designing and reviewing qualitative research in psychology: Promoting methodological integrity. Qualitative Psychology, 4(1), 2-22. https://doi.org/10.1037/qup0000082

	 

	López del Hoyo, Y., Ávila Espada, A., & Pokorny, D. (2011). Entrenamiento en el Método CCRT y CCRT-LU. Retrieved from https://bit.ly/2ZFYbwO

	 

	López del Hoyo, Y., Ávila Espada, A., Pokorny, D., & Albani, C. (2004). Adaptación del sistema de categorías CCRT-LU a lengua castellana: el sistema de categorías CCRT-LU-S. Intersubjetivo, 6(2), 296308.

	 

	Luborsky, L. (1998). A guide to the CCRT method. In L. Luborsky & P. Crits-Christoph (Eds.) Understanding transference: The core conflictual relationship theme method (2nd ed., pp. 15-42). Washington, District of Columbia: American Psychological Association.

	 

	Luborsky, L. & Crits-Christoph, P. (Eds.). (1990). Understanding transference: The core conflictual relationship theme method. New York, New York: Basic Books.

	 

	Luborsky, L., Diguer, L., Andrusyna, T., Friedman, S., Tarca, C., Popp, C. A., … Silberschatz, G. (2004). A method of choosing CCRT scorers. Psychotherapy Research, 14(1), 127-134. https://doi.org/10.1093/ptr/kph008

	 

	Luborsky, L., Popp, C., Luborsky, E., & Mark, D. (1994). The core conflictual relationship theme.  Psychotherapy Research, 4(3-4), 172-183.  https://doi.org/10.1080/10503309412331334012

	 

	Luyten, P., Campbell, C., & Fonagy, P. (2019). Reflections on the contributions of Sidney J. Blatt: The dialectical needs for autonomy, relatedness, and the emergence of epistemic trust.  Psychoanalytic Psychology, 36(4), 328-334.  https://doi.org/10.1037/pap0000243

	 

	Mitchell, J. (1995). Coherence of the relationship theme: an extension of Luborsky's core conflictual relationship theme method. Psychoanalytic Psychology, 12(4), 495-512.

	https://doi.org/10.1037/0736-9735.12.4.495

	 

	Moncrieff, J. (2018). What does the latest metaanalysis really tell us about antidepressants? Epidemiology and Psychiatric Sciences, 27(5), 430432.

	https://doi.org/10.1017/S2045796018000240

	 

	Mor, N. & Winquist, J. (2002). Self-focused attention and negative affect: A meta-analysis. Psychological Bulletin, 128(4), 638-662. https://doi.org/10.1037//0033-2909.128.4.638

	 

	Ormel, J., Kessler, R., & Schoevers, R. (2019). Depression: More treatment but no drop in prevalence: how effective is treatment? And can we do better? Current Opinion in Psychiatry, 32(4), 348354. https://doi.org/10.1097/YCO.0000000000000505

	 

	Parker, L. M. & Grenyer, B. F. S. (2007). New developments in core conflictual relationship theme (CCRT) research: A comparison of the QUAINT and CCRT–LU coding systems. Psychotherapy Research, 17(4), 443-449. https://doi.org/10.1080/10503300600953538

	 

	Pascual-Leone, A. & Kramer, U. (2016). Developing emotion-based case formulations: A researchinformed method. Clinical Psychology & Psychotherapy, 24(1), 212-225. https://doi.org/10.1002/cpp.1998

	 

	Pyszczynski, T., Greenberg, J., Hamilton, J., & Nix, G. (1991). On the relationship between self-focused attention and psychological disorder: A critical reappraisal. Psychological Bulletin, 110(3), 538-543.  https://doi.org/10.1037//0033-2909.110.3.538

	 

	Reyes, L., Arístegui, R., Krause, M., Strasser, K., Tomicic, A., Valdés, N., …Ben-Dov, P. (2008). Language and therapeutic change: A speech acts analysis. Psychotherapy Research, 18(3), 355-362.  https://doi.org/10.1080/10503300701576360

	 

	Salvo, D., Cordes, K., & Valdés, N. (2012). Pauta de observación para el diagnóstico de sintomatología depresiva. Unpublished manuscript. 

	 

	Schafer, J. O., Naumann, E., Holmes, E. A., TuschenCaffier, B., & Samson, A. C. (2017). Emotion regulation strategies in depressive and anxiety symptoms in youth: A meta-analytic review. Journal of Youth and Adolescence, 46(2), 261-76.  https://doi.org/10.1007/s10964-016-0585-0

	 

	Smith, B. (2018). Generalizability in qualitative research: Misunderstandings, opportunities and recommendations for the sport and exercise sciences. Qualitative Research in Sport, Exercise and Health, 10(1), 137-149. https://doi.org/10.1080/2159676X.2017.1393221

	 

	Sommerfeld, E., Orbach, I., Zim, S. & Mikulincer, M. (2008). An in-session exploration of ruptures in working alliance and their associations with clients’ core conflictual relationship themes, alliance-related discourse, and clients’ postsession evaluations. Psychotherapy Research, 18(4), 377388. 

	https://doi.org/10.1080/10503300701675873

	 

	Stapleton, K. & Wilson, J. (2017). Telling the story: Meaning making in a community narrative. Journal of Pragmatics, 108, 60-80.  https://doi.org/10.1016/j.pragma.2016.11.003

	 

	Timulak, L. (2015). Transforming emotional pain in psychotherapy. An emotion-focused approach. New York, New York: Routledge.

	 

	Timulak, L. & Elliott, R. (2003). Empowerment events in process-experiential psychotherapy of depression: An exploratory qualitative analysis. Psychotherapy Research, 13(4), 443-460.

	https://doi.org/10.1093/ptr/kpg043

	 

	Tishby, O. & Vered, M. (2011). Countertransference in the treatment of adolescents and its manifestation in the therapist-patient relationship. Psychotherapy Research, 21(6), 621-630.

	https://doi.org/10.1080/10503307.2011.598579

	 

	Tishby, O. & Wiseman, H. (2014). Types of countertransference dynamics: An exploration of their impact on the client-therapist relationship. Psychotherapy Research, 24(3), 360-375.

	https://doi.org/10.1080/10503307.2014.893068

	 

	Valdés, N., Arriagada, L., & Alamo, N. (2016). Ofertas y demandas relacionales: análisis de los componentes interaccionales conflictivos de pacientes mujeres depresivas anaclíticas e introyectivas. Estudios de Psicología, 37(2-3), 432-483.  https://doi.org/10.1080/02109395.2016.1205872

	 

	Valdés, N., Krause, M., & Alamo, N. (2011). ¿Qué dicen y cómo lo dicen?: análisis de la comunicación verbal de pacientes y terapeutas en episodios de cambio. Revista Argentina de Clínica Psicológica, 20(1), 15-28. Retrieved from https://bit.ly/2F9Da3O

	 

	Valdés, N., Krause, M., Tomicic, A., & Espinosa, D. (2012). Expresión emocional verbal durante episodios de cambio: análisis de los patrones comunicacionales utilizados por pacientes y terapeutas para trabajar contenidos emocionales. Revista Argentina de Clínica Psicológica, 21(3), 217-246. Retrieved from https://bit.ly/2szz5mT

	 

	Vanheule, S., Desmet, M., Rosseel, Y., & Meganck, R. (2006) Core transference themes in depression. Journal of Affective Disorders, 91(1), 71-75. https://doi.org/10.1016/j.jad.2005.12.012

	 

	Van Nieuwenhove, K., Meganck, R., Cornelis, S., & Desmet, M. (2016, may). The core conflictual relationship theme: A single-case study.  Paper presented at the 6th Qualitative Research on Mental Health, Chania, Greece. Retrieved from https://bit.ly/37l4w3e

	 

	Wachtel, P. L. (2019). Relatedness and self-definition: From typology to dialectics to living-in-theworld. Psychoanalytic Psychology, 36(4), 335-341. https://doi.org/10.1037/pap0000248

	 

	Whiteford, H. A., Degenhardt, L., Rehm, J., Baxter, A. J., Ferrari, A. J., Erskine, H. E., … Vos, T. (2013). Global burden of disease attributable to mental and substance use disorders: findings from the Global Burden of Disease Study 2010. The Lancet, 382(9904), 1575-1586.

	https://doi.org/10.1016/S0140-6736(13)61611-6

	 

	Wilczek, A., Weinryb, R. M., Barber, J., Gustavsson, J. P., & Åsberg, M. (2000). The core conflictual relationship theme (CCRT) and psychopathology in patients selected for dynamic psychotherapy. Psychotherapy Research, 10(1), 100-113.  https://doi.org/10.1093/ptr/10.1.100

	 

	Wilczek, A., Weinryb, R. M., Barber, J. P., Gustavsson, J. P., & Åsberg, M. (2004). Change in the core conflictual relationship theme after longterm dynamic psychotherapy. Psychotherapy Research, 14(1), 107-125.  https://doi.org/10.1093/ptr/kph007

	 

	Woltman, H., Feldstain, A., MacKay, J. C., & Rocchi, M. (2012). An introduction to hierarchical linear modeling. Tutorials in Quantitative Methods for Psychology, 8(1), 52-69. Retrieved from https://bit.ly/37qm9if

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	Appendix A

	 

	[image: Image]

	 

	 

	 

	 

	 

	 

	 

	 

	 

	Appendix B

		 

	 

	[image: Image]

		 

	Notas

		[←1]
	 Contact: N. Valdés. Escuela de Psicología, Universidad Santo Tomás, Avenida Ejército 146, Santiago, Chile. E-mail: nvaldes7@santotomas.cl
 
How to cite: Valdés, N., Álamo, N., & Reinel, M. (2019). Conflictual relational demands of anaclitic and introjective depressive women. Revista de Psicología, 28(2), 1-19. http://dx.doi.org/10.5354/0719-0581.2019.55805 
 



		[←2]
	 The Chilean Millennium Institute for Research in Depression and Personality (MIDAP, IS130005) has a database made up of 25 processes with different therapeutic approaches and modalities.
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