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CHANGES IN REFLECTIVE
FUNCTIONING DURING
PSYCHOANALYTIC PSYCHOTHERAPIES

This study examines how reflective functioning (RF) can be assessed in
analytic sessions and throughout psychoanalytic psychotherapy. The
goals are to replicate in part a study by Josephs and colleagues (2004) by
applying the RF Scale to analytic sessions and to study fluctuations of RF
within each session. Additionally, RF based on sessions was compared
with the RF ratings based on the Adult Attachment Interview (AAl) dur-
ing the course of two psychoanalytic psychotherapies with a duration of
240 hours. RF changes based on |0 sessions per patient, assessed at
baseline and after 80, 160, and 240 hours of therapy, and RF changes
based on AAl ratings measured at baseline and after 240 hours of ther-
apy, and in one case at follow-up, were related to changes of symptoms
and attachment classifications over time. Results showed that in both
cases RF fluctuated within sessions. The average RF rating per session
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increased over the course of treatment, while the AAl-based RF rating
needed longer to increase. Rather good correspondence was found
between session-based RF ratings and independent AAl-based RF rat-
ings. In both cases, changes in RF over time were compared to changes
in attachment classification based on the AAI and to symptomatic
change. Better correspondence between symptomatic and attachment
changes was found with the AAl-based RF rating. It was tentatively inter-
preted that session-based RF ratings may represent a state of RF that is
strongly influenced by the therapist-patient interaction, whereas AAI-
based RF can be considered to have more trait characteristics.

Keywords: attachment, reflective functioning, psychoanalytic process
research

U nderstanding the mind of self and others, or mentalizing, is consid-
ered a crucial element and mechanism of change in psychodynamic
psychotherapies. The concept of mentalization, introduced by Fonagy and
colleagues (2002), integrates cognitive theory-of-mind with attachment
theory and psychoanalysis. As a bridging theory, mentalization integrates
many facets of social cognition—including empathy, mindfulness, and
psychological mindedness (Allen 2006). Choi-Kain and Gunderson (2008)
have stressed that mentalization describes social cognition within several
dimensions: (a) implicit and explicit aspects, (b) affective and cognitive
contents, and (c) understanding self and other. Fonagy and colleagues
(1998) developed a scale to assess reflective functioning (RF), referring to
the psychological processes underlying the capacity to mentalize explicitly
in the context of attachment relationships. The RF Scale, operationalized
on a level from —1 (negative RF) to 9 (exceptional RF), is applied to the
Adult Attachment Interview (AAI; George, Kaplan, and Main 1985) and
has been used as an outcome instrument in psychotherapy research (Levy
et al. 2006); however, it has rarely been applied to data sources other than
the AAI (for an exception, see Josephs et al. 2004).

A growing body of research suggests that increase of mindfulness
reduces stress, improves quality of life (Shapiro et al. 2005), and may pre-
vent relapses in patients with depression (Segal, Williams, and Teasdale
2002). It has recently been suggested that improved RF might, like mind-
fulness, be an important component of successful psychotherapy outcome,



CHANGES IN RF DURING PSYCHOANALYTIC PSYCHOTHERAPIES

especially with respect to achieving structural change in personality func-
tioning. In general, improved mentalization is regarded as a common fac-
tor in therapeutic change independent of therapeutic school (Fonagy and
Bateman 2006). In some patients structural change in terms of an increase
in mentalization may be more important (e.g., in borderline personality
disorder), whereas with other patients (e.g., those with depression or panic
disorder) it could be more important to work with the content of represen-
tations (Fonagy et al. 1993). Similar to the uncertainty regarding the role
of mentalization in therapeutic process, RF in psychotherapy research was
assessed as an outcome variable or moderator, as well as a mediator, of
psychotherapeutic change (Katznelson 2014). Effectiveness and efficacy
studies have assessed changes in RF as an outcome variable in personality
disorders (Levy et al. 2006; Vermote et al. 2010; Fischer-Kern et al. 2015),
panic disorder (Rudden et al. 2006), depression (Karlsson and Kermott
2006; Taubner et al. 2015), and substance abuse (Grenyer and Middleby-
Clements 2003), as well as changes of RF in mothers in parent-child ther-
apy (Miiller-Gottken, 2014). Three studies have assessed long-term
changes in RF in single-case studies (Szecsody 2008; Gullestad and
Wilberg 2011; Josephs et al. 2004). Most studies have employed the gold
standard by using the Adult Attachment Interview (AAI) to assess RF
(Levy et al. 2006; Fischer-Kern et al. 2015; Taubner et al. 2015) or a short-
ened version of it (Rudden et al. 2006). Some authors have coded RF from
therapy transcripts (Josephs et al. 2004; Karlsson and Kermott 2006) or
used other interviews, such as the Object Relations Inventory (ORI)
(Vermote et al. 2010) or the Parent Development Interview (PDI; Miiller-
Gottken et al. 2014).

Results revealed that although mentalization is considered a common
factor in all therapeutic approaches, RF was increased especially in psycho-
dynamic approaches. A significant increase of RF was reported after one
year of transference-focused psychotherapy (TFP) but not in supportive or
dialectical behavioral therapy (DBT) (Levy et al. 2006) or in nonmanual-
ized therapy with experienced therapists from the community (Fischer-
Kern et al. 2015). A twelve-month inpatient and day-clinic treatment of
patients with personality disorders revealed no improvement in RF
(Vermote et al. 2010). However, this study used the ORI to assess RF, which
is not validated on the AAI. Improvement of RF has been shown in chroni-
cally depressed patients after twenty-four months of psychoanalytic psy-
chotherapy (Taubner et al. 2015) but not in patients with depression or
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anxiety disorder after short-term psychotherapies (cognitive behavioral,
psychodynamic, or interpersonal) (Karlsson and Kermott 2006). However,
psychodynamic panic-focused psychotherapy led to a significant increase
of symptom-related RF in panic-disordered patients after twenty-four ses-
sions, as against a relaxation intervention (Rudden et al. 2006). A short-
term psychodynamic intervention for children with depression and anxiety
disorders, with accompanying parent therapy, revealed no changes in RF in
mothers after forty-one weeks of psychotherapy (Miiller-Géttken et al.
2014). Single-case studies have documented changes in RF after five years
of psychoanalysis (Szecsddy 2008; Gullestad and Wilberg 2011). Grenyer
and Middleby-Clements (2003) assessed changes in RF after sixteen ses-
sions of psychotherapy or self-help-groups with cannabis-dependent
patients. They reported that only patients in the supportive-psychodynamic
group improved in RF. In summary, the evidence so far suggests that RF
can be improved in diverse patient groups after long-term psychodynamic
therapy, whereas psychodynamic inpatient treatment and short-term thera-
pies have yielded mixed results.

Besides being an outcome factor, RF has been used to predict thera-
peutic outcome as a mediator. Miiller et al. (2006) investigated a sample of
twenty-four female patients with eating and depressive disorders. RF pre-
dicted improvement in overall mental conditions through a three-month
inpatient therapy measured by Derogatis’s Symptom Check List (SCL-90;
Franke 1995). Most interestingly, RF predicted therapy success indepen-
dent of the structural dimensions covered by the OPD (Operationalized
Psychodynamic Diagnosis) Task Force (2008), which emphasizes its clini-
cal independence. Further, RF was predictive of symptomatic changes in
twenty depressed patients measured by the General Severity Index (GSI)
after eight months of psychoanalytic therapy (Taubner et al. 2011). After
follow-up at thirty-six months, RF measured from baseline was a signifi-
cant predictor for changes in depression (Taubner et al. 2015). In contrast,
Gullestad et al. (2013) could not find a general predictor effect of RF for
the treatment of patients with borderline or avoidant personality disorder
who were randomized in individual outpatient treatment or combined indi-
vidual and group treatment in inpatient and outpatient settings. However,
in this study RF moderated treatment effects and revealed that patients
with low RF before treatment benefited from individual outpatient treat-
ment, whereas patients with higher RF improved in both settings in psy-
chosocial functioning. Thus, level of mentalization seems to be important
tor therapy indication and treatment planning.
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One study (Levy et al. 2006) revealed a relationship between changes
in RF and changes in attachment representation from disorganized to
organized attachment patterns. Since RF and attachment were assessed
from the same interview, it remains unclear if RF changes lead to changes
in attachment or vice versa. However, on the basis of results from studies
on symptomatic changes and RF, it has been hypothesized that changes in
RF indicate structural changes in personality functioning that are fol-
lowed by later symptomatic changes (Fischer-Kern et al. 2015). Thus,
mentalization as measured with the AAI may be considered a mediator of
psychotherapeutic changes, at least in psychodynamic psychotherapies
(Katznelson 2014). This could be related to the pronounced importance of
gaining insight or the ability to be insightful as a curative factor in psy-
chodynamic therapies (Johansson et al. 2010).

Studies on the relationship between process and outcome that used ses-
sion transcripts to score RF have yielded rather contradicting results. One
study compared RF scores in one session from the early part and one session
in the later part of the treatment, one using cognitive behavioral therapy
(CBT) and one interpersonal psychotherapy (IPT) (Karlsson 2005; Karlsson
and Kermott 2006). The average treatment length was 16.2 sessions in a
sample with only female patients with major depression in a randomized
clinical trial. In a second study, the research group investigated a sample of
thirty cases of brief psychodynamic psychotherapy (BPDT) with an average
treatment length of 15.8 sessions in a naturalistic design with a mixed sam-
ple of patients with depression, dysthymia, and generalized anxiety disorder.
RF was assessed in both samples during the first, the fifth, and the fourteenth
session of each treatment. Results from the two studies suggested that
patients’ RF, as measured through the discourse from therapy sessions, is
stable (in CBT and BPDT) or decreases (IPT) during the treatments. High
RF in the first session was related to good outcome, whereas low RF in the
first session correlated with poor outcome. Bernbach et al. (2000) investi-
gated the development of RF in twenty therapeutic dyads during over thirty
sessions of brief relational therapy. In contrast to Karlsson and Karlsson
(2006), they found that RF decreased during the process in patients with
good outcome and remained stable in patients with poor outcome.

This approach includes methodological limitations that might explain
the somewhat confusing results: first, the RF Scale has been validated on
the AAI and, second, it may be difficult to separate the therapist’s and the
patient’s contributions when scoring RF from session transcripts. This
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aspect was taken into account by Josephs et al. (2004). Their single-case
study of a schizoid patient (Ms. Q.) contributed to a more standardized
way of assessing RF from session transcripts by scoring blocks of 150
words that were rated for RF with a good level of interrater reliability
(intraclass correlation coefficient = .75 on data from Ms. Q.). It was found
that the patient’s RF significantly improved over the period of treatment
assessed in the study. However, it remains unclear how session-based RF
is related to AAl-standardized RF. The present study was in part a replica-
tion of the single-case study by Josephs et al. (2004), but also adds to that
study: it is the first to compare the application of RF as an outcome mea-
sure based on the AAI to RF as a process measure based on session tran-
scripts of two psychoanalytic cases.

GOALS OF THE STUDY

The goals of the present study were to replicate parts of the work by Josephs
and colleagues by applying the RF Scale to analytic sessions and to examine
(a) fluctuations of RF within each session, (b) changes in RF based on ses-
sions of two psychoanalytic psychotherapies over time, (c) RF ratings based
on analytic sessions as compared with the gold-standard RF ratings based on
the AAI in terms of external validation of the session-based approach, and
(d) changes of RF as they relate to changes of attachment classifications on
the AAI and to symptomatic changes based on the SCL-90-R.

We expected fluctuating levels of RF within the sessions, but an over-
all increase of RF based both on sessions and on the AAI over time as a
marker of good outcome. As the research literature remains unclear on
whether RF can be considered a moderator or mediator, we wanted to
conduct an exploratory study on two single cases to better understand this
question. Moreover, we hypothesized a good convergence between RF
scores based on the two rating systems. And finally, we expected changes
in the same direction in RF, attachment classifications, and symptoms.

METHOD

Patients and Study

Two cases from a German study (the Munich Attachment and
Effectiveness Project) examining process and outcome of long-term psy-
choanalytic psychotherapies were randomly selected. This was done by
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blind choice of two treatments from those cases for which complete session
material had been compiled and transcribed at the start of the present sub-
study. The Munich project is a prospective naturalistic psychotherapy study
conducted by the Department of Psychology, University of Munich, in
cooperation with a psychoanalytic institute (the Akademie fiir Psychoanalyse
und Psychotherapie Miinchen). The project examines the psychotherapeu-
tic process and outcome of twenty outpatient psychoanalytic psychothera-
pies, comparing results from process research with outcome measures. Two
cases from this project, each studied for at least 240 hours and, if possible,
in a follow-up interview, were chosen and examined.

Ms. A. was located at good to moderate level of personality function-
ing (score of 1.5 on a scale ranging from 1 to 4) according to the OPD-2
(OPD Task Force 2008) and with avoidant personality disorder (DSM-1V
301.82). This psychoanalytic psychotherapy lasted for eleven years
(600 hours), with a setting of three times a week on the couch, which was
modified to a weekly session after 370 hours.

Ms. B. was also located at good to moderate level of personality
functioning (1.5). She was diagnosed with social phobia (DSM-IV
300.23) and a depressive episode, unspecified (DSM-1V 396.30). Ms. B.
spent three years in psychoanalytic psychotherapy, with a total of 330
hours, three times a week on the couch. The OPD ratings were given by
two independent raters; diagnoses were assigned clinically by the thera-
pists. The study was approved by the ethics commission of the Ludwig-
Maximilians-Universitdt in Munich. In accordance with the study’s
naturalistic design, participants were recruited by outpatient therapists
and given a complete description of research. Those who gave written
informed consent were included in the study.

Measures

Reflective functioning was coded according to the RF Scale (Fonagy
et al. 1998), from the Adult Attachment Interview (AAI; George, Kaplan,
and Main 1985) and therapy session transcripts. The RF Scale assesses
whether subjects understand attachment-related experiences in terms of
mental states. Their statements are coded on an 11-point-scale from anti-
reflective (—1) to exceptionally reflective (9). Qualitative markers of RF
are acknowledgment of the opacity of mental states, separateness of
minds, developmental aspects, and efforts to understand behavior in
terms of mental states. The RF Scale has been validated on the coherence
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scale of the AAI and shows good interrater reliability after training
(Fonagy et al. 1998). Psychometric analysis has confirmed its unidimen-
sional structure (Taubner et al. 2013). The authors describe two main
areas: negative-to-low vs. average-to-high RF, with the level of 4 as the
midpoint between them.

Each patient was interviewed using the AAI before and after 240 ses-
sions of psychoanalytic therapy. The AAI consists of twenty questions
asked in a set order with standardized probes. Subjects are asked to
describe their childhood relationship with their parents, choosing five
adjectives to describe each relationship and supporting these descriptors
with specific memories (George, Kaplan, and Main 1985). To elicit
attachment-related information they are asked how their parents responded
to them when they were in physical or emotional distress (e.g., when as
children they were upset, injured, or sick). They are also asked about
memories of separation and loss, experiences of rejection, and times
when they might have felt threatened, including, but not limited to,
instances involving physical or sexual abuse. The interview requires that
participants reflect on their parents’ styles of parenting and that they con-
sider how childhood experiences with their parents may have influenced
their personality development. The technique has been described as hav-
ing the effect of surprising the unconscious into revelation (George,
Kaplan, and Main 1985) and allowing numerous opportunities for the
interviewee to elaborate upon, contradict, or fail to support previous
statements. Attachment classifications were also derived from the AAI
The AAI scoring system is designed to quantify the individual’s current
state of mind with respect to childhood attachment relationships. Scoring
of the transcripts leads to an attachment classification: secure/autonomous
(F), dismissive (Ds), preoccupied (E), or unresolved (U). The disorga-
nized U category is assigned a secondary organized classification (e.g., F,
Ds, or E). Previous research has shown remarkable stability and predic-
tive validity of the AAI (for a review, see Hesse 2010).

The Symptom Checklist-90-R (SCL-90-R; Franke 1995) is a 90-item
self-report instrument that evaluates a broad range of psychological prob-
lems and symptoms of psychopathology. The General Severity Index
(GSI) combines symptom severity from all 90 items.

Procedure of Session-Based RF

In the overall study, a host of methods were applied to session tran-
scripts at six different points in time, among them the Psychotherapy



CHANGES IN RF DURING PSYCHOANALYTIC PSYCHOTHERAPIES

Process Q-set (Jones 1985). For the present study, RF based on sessions
was rated as follows: for each patient, ten audiotaped sessions from four
points in time during the treatment (three at baseline, two at 80 hours of
therapy, two at 160, and three at 240) were transcribed and analyzed.
Thus, a total of twenty sessions were studied in detail. Following
Josephs et al. (2004), each session was divided into 150-word blocks
(+/-20 words to maintain the context of each text passage), and each of
these word blocks was rated using the RF Scale. The ratings, based on
the German translation of the RF manual (Fonagy et al. 1998), aimed at
a careful adaptation of the manual’s rating procedure to the rating of the
the patient’s reflective functioning in the analytic sessions. Ratings per-
tained to the patient’s mentalizing capacity in the session, in response to
both the therapist’s interventions and the patient’s narratives. In addi-
tion, a total RF score per session was given clinically, and from these
clinical scores a mean score for each point in time was computed (i.e.,
mean score of the clinical scores of the sessions at baseline, at 80 hours,
at 160 hours, and at 240 hours). Two independent raters who had reached
good interrater agreement (ICC .886, using 235 blocks of 150 words
each) were blinded for patient and session, and each rated all twenty
sessions. After scoring was completed, ratings were assigned to patient
and point in time and the research questions were examined. Accordingly,
the rating procedure was applied to all twenty sessions in detail. The
method is described by Isphording (2009) and Stegmaier (2007). In
addition, an independent certified RF rater! blinded for patient and ses-
sion assessed RF based on the AAI, which was conducted at baseline,
after 240 hours,and at follow-up one year after the end of therapy. The
same procedure was applied for the AAI: an independent certified AAI-
rater? rated the AAI transcripts from baseline, after 240 hours and at
follow-up, blinded for patient and session. Patients completed a number
of questionnaires; only the results of the SCL-90-R were examined for
the present study.

IThe RF-Scale was coded by a rater who had completed two three-day training
workshops conducted by Fulvia Ronchi and Mary Target, and had achieved reliability
on a set of fifteen transcripts.

2The AAI was scored by a rater who had completed a two-week training work-
shop conducted by Mary Main and Eric Hesse, and had achieved reliability on an
extensive set of transcripts.
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Figure 1. Fluctuation of RF Scale applied to sessions, across
ten sessions each for Ms. A. (left) and Ms. B. (right)
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RESULTS

Fluctuations of RF within Each Session

For each patient, a session was chosen randomly from the twenty
rated sessions to exemplify the procedure. The expected fluctuations of RF
within each session were found in all of twenty sessions we examined.
Figure 1 shows the fluctuations of session-based RF in the sessions.
Fluctuations were studied as follows: each session was divided into 150-
word blocks and rated for RF, the RF scores were transferred to a table of
RF scores per session, and then an overall RF score was given each ses-
sion. Only after the blinded ratings were unmasked was the course of RF
scores per session and across treatment analyzed. When analyzing the
complete data set for the twenty sessions, it became clear that both patients
showed a relative increase of moderate to high RF scores per session over
the duration of the treatment (e.g., 16% of RF ratings of 5 at a baseline
session increased to 46% of such ratings at a session around 240 hours for
Ms. B.). In Figure 1, fluctuations of RF per session and patient are pre-
sented in a vertical bar per session. For example, in Ms. A.’s first session,
her level of RF fluctuated between 3 and 7. In the third session that was
studied it fluctuated between 1 and 7 throughout the session.

One of the sessions shown in Figure 1 will serve as an example of how
the RF score was applied on the patient’s narrative throughout a session of
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Figure 2. RF Scale applied to 150-word blocks in
sessions, one session, Ms. A.
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psychoanalytic psychotherapy. Session number 3 from Ms. A. (the third
vertical bar in Figure 1) is analyzed in greater detail in Figure 2. The
patient’s statements are shown that were used to code RF; the therapist’s
interventions are not transcribed but summarized (see boxes below).

Ms. A. came into psychoanalytic psychotherapy reporting depressive
symptoms, problems with sexuality, and difficulties distancing herself
from others’ wishes. In this session (the 88th) the therapist tries to talk
about a massive resistance against the treatment, also shown in somatic
symptoms, by making an interpretation at the beginning of the session
and a dream interpretation at the end. The session ends with a clarification
by the therapist coded as “other intervention.” Figure 2 shows the course
of interventions (gray arrows indicating interpretations, black arrows
other interventions, e.g., clarifications) throughout the session, as well as
changes in Ms. A.’s RF.

As the figure shows, resistance was coded for the patient at the begin-
ning of the session: After coming late to session, she remains silent for
seven minutes and also complains of feeling sick and having stomach-
aches for most of the session. Repeatedly, she says she has no idea where
it’s coming from, hence avoiding mentalization (word block [WB] 1; RF
score of 1). The therapist interprets her resistance as stemming from anxi-
ety over the prospect of becoming dependent on the therapeutic relation-
ship, which leads to an increase of her RF level (WB 2; RF = 5): the
patient is now able to reflect upon her resistance and withdrawal (WBs 2,
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3, 4). The following dream report relates to an abusive relationship in the
past and leads to a decrease in RF (WBs 5, 6; RF = 3). Reflecting on her
own defensive processes was coded as an increase in the patient’s RF
(WB 7; RF = 5) while she remained defensive against a deeper under-
standing of the dream. In his dream interpretation the therapist suggests
to the patient that the present transference could be understood as trans-
ferring the abusive relationship from the past onto him. This interpreta-
tion has an effect on the patient and, now at the end of the session, she
talks about her understanding of the meaning of her resistance and defen-
sive processes. She realizes her fear of becoming dependent of the thera-
pist and her fear of the abusive transference; she also links her fears to the
somatic reactions at the beginning of the session (WB 8; RF = 7). Finally,
she states that she did not want to talk about this insight any further, hence
defending against further elaboration (WB 9; RF =5). The therapist ends
the session with a clarification.

Total RF Score for This Session

The patient demonstrates a consistent way of mentalizing abilities
that is accessible to the raters. In spite of her resistance at the start of the
session, the total impression of the session corresponds to an ordinary
reflective functioning (RF 5). Individual ratings mainly range around this
ordinary level. Lower ratings relate to the dream report that reduces RF
temporarily due to its descriptive nature. However, for the session as a
whole, an RF rating of 5 was given.

The following excerpts from the session illustrate the rating process.
Note that the number of words in each word block varies due to the trans-
lation from German into English. (Originally, each block contained 150
words.) For each block, the content is briefly summarized, followed by
the RF rating and categories and excerpts from the patient’s text in the
session, omitting the therapist’s statements (as was done by Josephs et al.
2004). The RF rating of each word block is shown in Figure 2.

Word block 1. The patient shows resistance against the therapy, avoids
mentalization. Rating: lacking in RF = 1A (disavowal)

“Ithink I don t want to talk today. | came too late because I felt extremely
sick earlier. . . . I dont know where that might have come from. I
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noticed, but . . . Sorry? . . . Yes, I dont even know, 1 think at quarter to
eleven or something, when I came from the station, that’s when it began
... Hmm . . . (laughing:) , I dont know. I can't tell. I find it pretty
strange myself, but . . . I don t know, what happened. If it might have to
do with us here or not.”

Word block 2. Therapist interprets the resistance as fear of depen-
dency from the therapist. Interpretation raises RF. Rating: Ordinary
RF = 5A (ordinary understanding; RF categories: recognition of the
limitations on insight; awareness of the defensive nature of certain
mental states)

“. .. also my stomach hurts, there is some pressure. . . . it could be, well
it is not conscious to me. It could be that it somehow is there, when I,
ahem, when [ notice I do not want to go into some topics at all, and,
ahem, not at all, and . . . yes, want to stay on the surface. There might
be something like that. But completely clear—yes, that s it—no, I could
not say it like that. . . . Yes. I notice that I do avoid it completely.”

Word block 3. Understanding that mental states affect behavior, think-
ing about own defenses. Rating: Ordinary RF = 5A (ordinary under-
standing; RF categories: evaluating mental states from point of view of
its impact on behavior of self and/or other; accurate attributions of
mental states to others or self)

“it’s all so difficult for me, even with topics that do not affect me at all.
But I notice, I don't have any interest at all. 1t’s been like that for a
while, but somehow I noticed it especially during the weekend. That it
happens not only here, but that generally, I am turning completely
quiet. And I somehow have the feeling, everything is, I don’t know, it’s
very difficult to describe, so meaningless. . . . And I also think, that |
still have this idea, even if it s not true, but somehow I’'m stuck with it,
that, ahem, if I don 't talk about it, it doesn t exist.”

Word block 4. Defensive processes are described; understanding that
content that was defended against finds expression in dreams. Rating:
Ordinary RF = 5A (ordinary understanding; RF categories: awareness
of the defensive nature of mental states)
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“So, I did not deal with it at all, because, ahem, then it is easier, or
nothing happens or (mumbles) not wanting to think about yesterday
evening. [ even had a dream about it, but, ahem, I just want to let
things happen. Not having to say anything, think anything and feel
anything. . . . Ahem . . . I think [ have repressed it again.”

Word block 5. Dream report about someone stealing her wallet.
Patient conveys an implicit knowledge of internal states. She takes on
others’ perspectives by projecting the guilt from the culprit to the vic-
tim (herself). Rating: Low RF = 3A (naive/simplistic; mental states
are mentioned but not used for understanding)

“...and suddenly [ had the feeling, that something casually, somehow,
that something casually had happened, and somehow I had a sense of
happiness and looked to my purse and realized that the purse was
open. . . . it was clear to me that the other person thinks I might have
stolen it. | knew it immediately and looked into the purse and it was
true. The wallet was gone.”

Word block 6. Dream report. Talks about volitions and feelings in the
dream. Describes processes of internal states. Rating: Low RF = 3A
(naive/simplistic; several mental states are mentioned but not used for
understanding)

“I did not do it then and the others laughed. That was very strange. 1
wanted to, and, and, something kept me from it after all. And, and then
I, that somehow was very strange, in the moment that I somehow real-
ized that my wallet was gone, and / wanted to get mad, and somehow
felt panicked, and started thinking . . . in that moment somehow if
flipped, and the danger and this, ahem, anger, was suddenly gone.”

Word block 7. Patient understands her defensive processes regarding
the end of the dream and explains these. Rating: Ordinary RF = 5A
(ordinary understanding; RF categories: awareness of the defensive
nature of certain mental states)

“So for myself, I turned it into something completely positive, every-
thing else would have been a total burden. It was unrealistic, but I
somehow had no other, saw no other option. (Mumbles, breathes
strongly) Well, what I noticed was that I simply felt that something
was not okay.”
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Word block 8. The therapist’s interpretation leads to a high RF in the
patient. She becomes aware of her resistance, her fear of dependence
on the therapist. She understands that her feelings and thoughts have a
defensive function and says that she hides her real mental states. This
section shows exceptional insight into internal states that are difficult
for the patient. Rating: High RF = 7 (marked RF; RF categories: men-
tal states as susceptible to disguise, awareness of the defensive nature
of certain mental states)

“And then this ending: How I forcibly tried to find something unreal-
istic as ending. (Pause) But that was totally unrealistic for me. That
was only in self-protection, but I felt that it was totally unrealistic. . . .
1 think I knew with your first question . . . I knew with your first ques-
tion, when I said I did not know, I really knew exactly what it was
about, but I did not want to talk about it, or I did not want to address
it and was hoping you would not either. Then I noticed it after all
because, because I felt sick again.”

Word block 9. The patient is aware of her defenses. She knows how
to hide internal feelings and thoughts. Rating: Ordinary RF = 5A
(ordinary understanding; RF categories: mental states as susceptible to
disguise)

13

.. when you spelled it out, with the open purse, and the robbery,
what that could mean, that was my first association. But I thought |
could sweep that, ahem, sweep that under the carpet.”

Overall, the therapist’s interventions had an influence on the patient’s
reflective functioning. The illustrating example from Ms. A.’s treatment
(see Figure 2) shows a short-term increase of RF after a therapeutic inter-
vention, as well as the interaction between her resistance and entangle-
ment with the therapist and changes in RF.

Similarly, in the case of Ms. B., the patient’s RF is influenced by the
therapist’s interventions. Figure 3 exemplifies the RF changes in Ms. B.
within a session. In this session, the topics of conversation are various
relationships. The patient begins by talking about a dream (RF = 1-3) and
increases her RF (from 3 to 5) following the therapist’s questions about
dream associations and developing her own ideas about the meaning of
the symbols in her dream (“doll” = her wish for children). Following this
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Figure 3. RF Scale applied to 150-word blocks in sessions, one
session, Ms. B.
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increase of RF, she talks about details of the previous day, seemingly as a
resistance against deeper insight (RF = 3). Again the therapist’s questions
lead to an increase of RF from 3 to 5 in the patient, by showing herself as
thinking (“Hmm, I think I had not realized that in the moment, . . . to be
honest . . . I was concentrating so much on my own thinking that it became
clear to me only afterwards . . . when we talked about it the next day”).
The level of ordinary RF is maintained through the end of the session.
Hence, some associations between the therapist’s interventions and
fluctuating levels of RF in the patient were found in the two treatments we
examined. In each case, ten sessions were studied in detail, and in every
one of the examined sessions the patient’s RF fluctuated and was influ-
enced frequently by the therapist’s interventions. For example, Ms. A.
could temporarily increase her mentalization after the therapist’s interpre-
tations. As noted in the previous section, in Figure 2 it can be seen how the
therapist’s interpretation (the gray arrow) of the patient’s fear of depen-
dency can dissolve her resistance at the beginning of the session (the
ellipse at the left) and increase her RF from 3 to 5 (“I wonder if your
stomach pain might have something to do with the last session, in which
you were conflicted about becoming more dependent of me or not. And
also, if you could risk more dependency by committing more to our work
or not”). Then during a dream report her RF declines to level 3, after which
the dream interpretation at the end of the session leads to the patient’s
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Figure 4. Mean scores of ratings of the RF Scale applied to
sessions compared to the RF Scale applied to the AAl, changes
in attachment representations and in SCL-90-R, Ms. A.
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increased awareness of her resistance and an RF rating of 7. This example
illustrates how the therapist’s intervention can influence the patient’s RF,
in this case perhaps triggering higher RF by an interpretation. Of course,
this finding cannot be generalized to other sessions or patients.

Changes in Session-Based RF in Two Psychoanalytic Psychotherapies

In the two cases, the average RF rating per session varied throughout
the 240 hours of psychoanalytic psychotherapy. For Ms. A., the average
rating of session-based RF scores applied to word blocks started at ordi-
nary RF (mean score of ratings based on three baseline sessions: RF = 5);
decreased to an average rating of 4.3 based on the sessions around 80
hours into treatment; increased to an average rating of 4.5 based on the
sessions around 160 hours; and finally, after 240 hours, increased to a
mean score of 6 (mean score of ratings based on three sessions after
240 hours: average to marked RF) (see the black bars in Figure 4).
Considering all sessions, in 60 percent an RF score of 7 could be reached,
and in 40 percent the RF score ranged between 3 and 7. Thus, Ms. A.’s
ability to mentalize fluctuated within each session and in time came to
reach levels as high as 7.

For Ms. B., smaller changes took place. At baseline, overall RF rat-
ings based on the session material were coded as low-level mentalization
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Figure 5: Mean scores of ratings of the RF Scale applied to
sessions compared to the RF Scale applied to the AAl, changes
in attachment representations and in SCL-90-R, Ms. B.
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(mean score of ratings based on three baseline sessions: RF = 3); remained
at a level of 3 around session 80; increased to a low to average level of RF
(mean score of RF = 4) around session160; and remained at this level at
240 hours of treatment (see the black bars in Figure 5). All of Ms. B.’s
session ratings ranged between 1 and 5. When comparing the two cases,
it becomes clear that a marked increase of RF took place between 160 and
240 hours and that Ms. A. showed more fluctuations throughout her ses-
sions and reached overall higher levels of RF.

External Validation: Comparison of Session-Based RF Ratings with RF Ratings
Based on the AAl

As the described method is a new application of the RF Scale, the
session-based RF ratings were compared to RF ratings based on the “gold
standard” AAI as a means of external validation, a method not hitherto
implemented. The comparison was carried out as follows: In addition to
ratings within each session in 150-word blocks, an overall RF score was
given to each session. The mean score of these overall ratings per assess-
ment point is shown in Figures 4 and 5. They are compared to the RF
ratings based on the AAI at baseline and after 240 hours. If available,
follow-up interviews were conducted one year after treatment and rated
for RF and AAI. At baseline, rather good correspondence was found for
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both patients between RF ratings based on the analytic sessions (mean
scores) and independent RF ratings based on the AAI. At 240 hours, again
the two rating procedures coincided well, but slightly different ratings for
Ms. A. were given (see Figures 4 and 5). In summary, for Ms. A. the inde-
pendent ratings corresponded well at baseline, an RF rating of 5 was
given as the AAl-based score (i.e., a rating of RF = 5 in both methods),
but the methods evaluated changes in RF differently: based on the therapy
transcripts, an improvement in mentalizing capacities in the sessions was
established, reflected by a mean RF score of 6. Based on the AAI, a rating
of 5 was given; hence, from this perspective, the average level of RF was
maintained and did not change during psychotherapy. Follow-up data
were available only for Ms. A., as Ms. B. could not be reached once her
treatment had ended. Ms. A. further improved in RF based on the AAI at
follow-up: at that point she received a score of 7.

For Ms. B., the independent RF rater gave her a score of 3 at the
beginning of treatment based on the AAI (i.e., ratings of RF = 3 in both
methods) and described an improvement to level 4 based on the AAI at
240 hours (i.e., ratings of RF = 4 on both methods).

The different courses taken by the two cases will be discussed in
greater detail. In Ms. A. a change in RF based on the AAI was found only
in the long-term follow-up after treatment, while in Ms. B. changes in RF
based on the AAI were found already at the end of treatment. However, in
both cases changes in AAl-based RF seemed to follow session-based RF
over the course of time.

If RF-AAI codings before and after 240 hours of psychoanalytic ther-
apy are compared, Ms. B. showed higher single codings in the post-
interview concerning difficult topics like rejection and loss. In the baseline
interview the patient was unable to talk about rejection by her parents and
in fact claimed that there was no rejection she could remember. Passive
evasion was coded as no RF because the patient failed to elaborate on and
mentalize about this difficult topic. In the post-interview, however, she
remembered vividly several episodes of rejection by her mother.
Furthermore, she was able to take her mother’s perspective into account,
even though she talked about painful memories and disappointment.
Formerly unconscious memories were now accessible to reflection, and
she was able to elaborate on her feelings and her psychological theory
about her mother. This was the basis for the higher RF score.
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Ms. A. was already mentalizing at the average level before her psy-
choanalytic therapy. Her AAls at baseline and after 240 hours are very
similar, as in the course of both interviews RF broke down when she was
asked to reflect on personal loss. After this breakdown she was unable to
regain her reflective abilities and remained below average in both inter-
views. These results point to the hypothesis that issues around experi-
ences of loss are too painful to be reflected on. Conflict-related breakdown
of RF concerning loss has been described for depressed patients (Taubner
etal. 2011).

At follow-up after treatment, Ms. A. maintained her ability to mental-
ize when reflecting on the impact of her grandmother’s death and the
emotions surrounding it. She was given a score of 6 on the RF Scale
(above average to marked RF) because she was able to mentalize her
ambivalence (shocked and sad vs. extremely angry) and reflect on the
psychological impact of the experience on how she copes with death
today (she works in a medical setting and has to deal with dying patients).
Further, she could take different perspectives on her grandmother’s loss
by considering the reactions of her sister and her mother. All in all, the
AAI-RF from the follow-up revealed marked changes in the quality of her
psychological reasoning about attachment experiences, which led to a
total score of 7 for this interview.

Changes of Attachment Classifications on the AAl

Ms. A.’s attachment classification at baseline was unresolved with
respect to trauma, combined with an insecure preoccupied attachment
representation (U/E). After 240 hours of psychotherapy, she was classi-
fied again as unresolved, with the secondary classification of dismissive
(U/Ds). At follow-up she was classified secure with a tendency toward
preoccupation (F4; see Figure 4).

Adults with the classification unresolved (U) show temporary lapses
in the monitoring of reasoning or discourse during discussion of poten-
tially traumatic events. Specifically, lapses in reasoning—for example,
indications that a speaker believes that a deceased person is both dead and
not dead—may indicate parallel but incompatible belief and memory sys-
tems regarding a traumatic event that have become dissociated. Lapses of
monitoring of discourse, such as a sudden change into eulogistic speech,
suggest the possibility of state shifts. By Main and Goldwyn’s criteria
(1994), interviewees should be classified as unresolved if during
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discussions of loss or abuse they show such lapses. Ms. A. showed in both
interviews (pre- and post-) a failure to integrate the loss of her grand-
mother or her massively abusive experiences with a close relative. She
felt that these experiences had influenced her personality in a maladaptive
way. With respect to the abuse, she still struggled with emotions of dis-
gust in romantic relationships, helplessness, and irrational guilt feelings.
As for the loss of her grandmother, she still felt deserted by her, terribly
missing her availability and love. Ms. A. stated herself that this experi-
ence of loss was not resolved at all. There are indications in both inter-
views of her disbelief that the grandmother is really dead.

In her secondary classification Ms. A. shifted from a preoccupied to
a dismissive state of mind during therapy. Adults with the classification
preoccupied (E) recount conflict-stricken events in an excessive, often
nonobjective, and angry way and sometimes offer exaggerated pseudo-
psychological analyses or an oscillation between positive and negative
evaluations, without being conscious of the inherent contradiction. In
general, their language seems confused, unclear, and vague. In her inter-
view before therapy, Ms. A. showed present anger toward her father. She
felt emotionally neglected by him and reported pressure to achieve, as
well as role-reversal with both parents. In summary, Ms. A. appeared
enmeshed and gave the impression that she felt as if past experiences
were occurring now and she was unable to distance herself from them.
Interestingly, her anger changed during therapy; Ms. A. shifted to a more
dismissive and idealizing state of mind with respect to both of her par-
ents. Adults with the classification dismissive (Ds) give incoherent,
incomplete accounts of their experiences and often show gaps in memory.
As a defense against the surfacing of painful memories, they minimize
the importance of attachment. They insist on normality and inner inde-
pendence from others. Attachment figures are for the most part presented
positively. Ms. A. insisted she had no memory of concrete episodes with
her parents. Though she presented both in a positive way, she was unable
to give concrete examples supporting this positive view of them. In con-
trast to her first interview, anger was no longer evident.

The AAI classification at follow-up changed to secure-autonomous
with a tendency toward preoccupation (F4). The patient was able to pre-
sent difficult experiences with primary caregivers in a more integrated
manner. She neither idealized her parents nor accused them, as she had at
the beginning of treatment. Especially when talking about her abusive
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experiences with a close relative, she now brought these memories up in
an open manner without minimizing their effects. Now she was able to
talk about the loss of her grandmother in an organized and resolved way.
Although she was still very affected by the loss, there were no lapses of
reasoning or of monitoring of the loss, indicating that she now fully real-
ized that her grandmother was no longer alive. She was able to express
her sadness.

At baseline and after 240 hours of psychotherapy, Ms. B. was classi-
fied with secure attachment representations (secure F). Adults with this
classification give open, coherent, and consistent accounts of their child-
hood memories, regardless of whether they were positive or negative.
They are able to integrate their experiences into a unitary whole and to
reflect upon their accounts during the interview. They have free access to
the topics asked about and show a feeling for balance. “Secure” discourse
can be understood in terms of a capacity for fluidly shifting attention
between memories and the maintenance of coherent discourse with the
interviewer. At the beginning of treatment, Ms. B. showed a secure attach-
ment representation with some dismissive features (F), meaning that she
slightly idealized her mother. After 240 hours of psychotherapy, her
secure inner working model of attachment remained, but now she pre-
sented an authentic picture that her childhood was difficult, including
memories that her mother had hit her. Moreover, the painful loss of her
grandmother was much more present than in the interview at the begin-
ning of her treatment (see Figure 5 for the overall classifications).

Interestingly, Ms. B., whose RF increased throughout treatment by
both measures, showed secure attachment at baseline, and maintained this
attachment representation. Ms. A., whose attachment representation was
unresolved at baseline, and remained disorganized after 240 hours of psy-
chotherapy, was classified as secure at follow-up. Change in RF based on
the AAI did not occur during treatment, but was seen only in the long-
term follow-up. This improvement of AAl-based RF was preceded by a
slight improvement of session-based RF during treatment.

Changes in Symptom Severity on the SCL-90-R

As an indicator of symptom severity, the General Severity Index
from the SCL-90-R was compared from before treatment to the score
after 240 hours of psychotherapy. Ms. A. described quite some symptom
distress (¢ score of 67) at baseline, which even increased slightly over
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time (¢ score of 70). At follow-up, the symptom distress decreased a bit to
a t score of 66. In contrast, Ms. B. showed a rather low level of symptom
severity both at baseline (¢ score of 53) and displayed a further reduction
(z score of 49). The respective ¢ scores are shown in Figures 4 and 5.

Taking the changes in RF, attachment, and symptom severity together,
it seems that Ms. B. achieved more changes during treatment than did
Ms. A., who achieved changes only in the year affer treatment.

DISCUSSION

Overall, the application of the RF Scale to psychoanalytic sessions
appears to be a promising addition to the study of analytic process and
mechanisms of change. The mentalizing abilities of patients within
analytic sessions seem to adhere more to a “state” model than a “trait”
one, as reflected by fluctuations within sessions and throughout the
analytic process. However, using blinded ratings over several sessions
of psychoanalytic psychotherapy, a continuous increase of patient’s RF
based on 150-word blocks was found over the course of 240 hours of
psychoanalytic psychotherapy, and on the whole a good correspon-
dence to a certified external rater’s RF scoring based on the AAI was
found. This result, though based only on two single-case studies,
emphasizes the usefulness of the concept of RF as a potential mediator
in psychoanalytic psychotherapies.

Our study has three main findings. The key finding is that RF can be
applied to session material and leads to meaningful information on the
analytic process. We have found quite fluctuating levels of RF within ses-
sions and some interaction with the therapist’s interventions. This was the
case in every one of the twenty sessions we examined, particularly with
regard to the therapist’s interventions increasing the RF level during the
session. Intuitively, the participating psychoanalysts gave transference
interpretations at times when the RF performance of patients was low, a
situation well documented in the session excerpts. At the same time, the
finding that transference interpretations increase RF cannot be general-
ized; for example, mentalization-based treatment (Bateman and Fonagy
2004) focuses on other therapeutic interventions to increase RF. It remains
an open question which interventions lead to an increase of RF. From the
two cases examined here, however, it seems that various techniques,
including transference interpretation, support mentalization: at first
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during sessions (with the therapist’s help) and independently on the AAL
Future research needs to examine what types of intervention promote RF
and what types lead to its decrease (questions, clarifications, interpreta-
tions, etc.). It also needs to be determined whether the patient’s higher RF
level following a therapist’s intervention can be understood as an imita-
tion of the therapist’s RF or rather as the result of a dynamic process in
which material that earlier could not be mentalized becomes more easily
elaborated mentally following the intervention.

Our second finding is that session-based RF changes may precede
AAl-based RF changes. This was seen in both of the treatments studied.
We interpret this interesting finding by understanding AAlI-based assess-
ment of RF as a more conservative approach that captures only strong and
significant changes in a “trait”-like RF, while seeing session-based assess-
ment as more sensitive to small fluctuations and volatile “state”-like man-
ifestations of RF. Particularly in Ms. A., differences between session-based
ratings and AAl-ratings could be due to an avoidance of certain topics
during therapy or to a sampling issue: because her ten sessions were ran-
domly selected for coding, any that may have dealt with loss-related
issues could have been excluded by chance. Nonetheless, this result
points to the main difference between session-based and AAl-based RF
codings. The AAI consists of a standardized set of questions, where no
supporting interventions are given (e.g., questions that might encourage
RF), that would allow the tracking of changes in RF concerning specific
attachment-related topics. Meanwhile, RF may improve during the course
of treatment in areas not covered by the AAI. Another hypothesis might
be that the AAI fails to capture all relevant changes in RF because the
protocol focuses strongly on past relationships. So while Ms. A. was
showing general improvement in RF during the therapeutic sessions, over
a rather long period, she continued to have difficulty reflecting on losses
of significant attachment figures on the AAI (a difficulty that may not
hinder the therapeutic process in other regards).

Our third finding is that changes in RF seem to depend on a complex
interplay of (a) baseline RF level, (b) attachment security, (c) general
level of personality functioning, and (d) therapeutic process. The two
cases presented had a relatively high baseline level of RF, which was
reflected by the indication for psychoanalytic psychotherapy; hence, large
changes in structural measures like RF were not expected. In contrast, in
patients with borderline personality disorder, who have a lower level of
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personality functioning, larger changes in RF can be expected and have
been found. Regarding level of personality functioning, both of our
patients were diagnosed at good-to-moderate level of structural integra-
tion, so this alone cannot explain their different courses. Ms. B. showed
an increase in session-based RF earlier in treatment (after 160 hours). No
changes in session-based RF were found with Ms. A. during the first
160 hours; her increase in RF took place after 240 hours. In terms of
attachment classification, it is very likely that Ms. B., starting treatment
with secure attachment, had different prerequisites for change than Ms. A.
The latter was classified with disorganized attachment representations
and her trauma remained unresolved for a long time, until the end of treat-
ment. It can be hypothesized that disorganized attachment might impede
more drastic changes in RF. This association appears consistent with
Bowlby’s original predictions (1980) regarding psychiatric instability as
a potential response to the death of attachment figures. He postulated that
chronic mourning was pathological because the individual remains in a
state of mind that was unable (consciously and unconsciously) to reorga-
nize, mentalize, and reintegrate his or her mental representation of attach-
ment to the deceased. Mourning begins, but it is not completed. Yet the
individual’s hope for a reunion, for comfort and care from the attachment
figure, cannot be realized and may be accompanied by psychiatric disor-
ders such as anxiety, depression, or personality disorders (Buchheim and
George 2011). This is exactly what we found in the case of Ms. A. Only
during follow-up did she show a new ability to mentalize the loss of her
grandmother, thus yielding a higher RF rating in general. In parallel, the
attachment classification changed to “earned secure attachment,” which
may be interpreted as meaning that AAl-based RF and attachment clas-
sification both change at a slower rate than session-based RF. Lastly, vari-
ous aspects may contribute to the different treatment processes of the two
patients. Ms. B. showed little symptom severity at baseline or over time
and demonstrated a critical change in RF in the sessions. With Ms. A. it
appears that at the beginning of treatment she experienced a negative
therapeutic process, which is mirrored by the decrease in session-based
RF and an increase in symptom burden (measured by the GSI). At
240 hours, with the help of certain interventions, she increased her RF
temporarily during the sessions, but she could not maintain this increase
on the AAI. The therapist’s interventions might have supported her ability
to mentalize within the sessions, but she could not use this mentalization
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independently from her therapist when examined on the AAI This might
be explained by the very abstinent procedure of the AAI protocol, which
is quite different from the dialogue in a therapeutic session. Finally, at
follow-up the severity of Ms. A.’s symptoms had decreased, AAl-based
RF was increased and appeared consolidated, and attachment security
was attained.

In summary, our main conclusion is that session-based RF can be a
useful process measure and should be tested as a mediator of symptom-
atic and AAI-RF changes, whereas AAl-based RF is useful as an outcome
measure. However, a combination of of the two measures seems reward-
ing for process-outcome study designs. The perspectives from within the
treatment and externally from the AAI complement each other.

Future studies need to replicate these findings with larger samples, as
this study of two cases can be seen as merely exploratory. Also, our pro-
cedure could be investigated in multi-method approaches, for example,
combining it with results from other process measures or instruments
examining changes in personality functioning.
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