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EMPIRICAL PAPER

A theoretical and methodological proposal for the descriptive
assessment of therapeutic interactions
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Department of Biological and Health Psychology, Universidad Autónoma de Madrid, Madrid, Spain

(Received 30 November 2012; revised 21 May 2014; accepted 11 June 2014)

Abstract
Objective: The goal of this study is to show the development of a strategy for a descriptive assessment of the therapeutic
interaction. Method: In this study, we develop an observational methodology to analyze the dialogues that took place during
92 sessions conducted in a psychological center in Madrid, Spain, in which 19 adults were treated for various psychological
problems by 9 behavioral therapists. A system was developed to codify vocal behavior of both the therapists and the clients;
the software The Observer XT was used for recording. Therapeutic interactions were analyzed using sequential analysis.
Results: There are three main sequences that synthesize the therapist–client interaction: first, an utterance by the client
preceded by a therapist’s verbalization, specifically a question (discriminative morphology) and followed by an expression of
approval (reinforcement morphology); second, verbalizations of failure or discomfort uttered by the client, followed most
often by verbalizations of disapproval (punishing morphology) uttered by the therapist; and third, verbalizations uttered by
the client that are discriminated by the therapist after an in-depth explanation and followed by different therapist’s utterances
(expressions of approval, technical information, etc.). Conclusions: Depending on how the client responds the results in
this study present a starting point for the study of the functional sequences that form the basis of therapeutic change.

Keywords: descriptive assessment; functional analysis; vocal behavior; psychotherapy; processes research; therapeutic
interaction

Introduction

The work we present here relies on two fundamental
elements: first, the pre-eminent status of verbal
interaction as a basis of the therapeutic process and
second, the need to perform an adequate functional
analysis of said interaction in order to understand
clinical change.

Regarding the importance of verbal behavior in
the therapeutic process, back in 1966 Truax estab-
lished the existence of a direct relation between the
therapist’s and client’s behaviors, explaining change
as a product of reinforcement processes. Krasner
(1962) had also highlighted elements like social
reinforcement and the interpersonal essence of ther-
apy as important factors in treatment. This author
pioneered the conceptualization of the therapist as a
“reinforcement-issuing machine” in the therapeutic
context. A few years later, in Reno University,

Willard Day’s research group started a strong
research line geared toward the analysis of verbal
behavior during therapy, thus making the study of
the processes that explain clinical change a topic of
interest for researchers all around the world. Some
of the authors who took part in that research group
based their studies in the application of the postula-
tions of radical behaviorism to the analysis of clinical
behavior (Hayes, 2005; Hayes, Wilson, Gilford,
Follette, & Strosahl, 1996; Kohlenberg & Tsai,
1991; Tsai, Kohlenberg, Kanter, Kohlenberg,
Follette, & Callaghan, 2009). In these therapies, the
mechanism of change is explained as a consequence
of the contingent and differential reinforcement
of target client’s behaviors: the therapist acquires
the function of a discriminative and reinforcing
stimulus. It was concluded that part of what happens
in therapy could be understood as the development
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of a new learning history for the client, primarily
focused in the establishment of an alternative verbal
repertoire to the one that had been present until that
moment (Kohlenberg & Tsai, 1995; Strosahl, Hayes,
Wilson, & Gilford, 2005).

Regarding the functional analysis of the thera-
peutic interaction, we can go back to 1953, when
Skinner (1953) argued that functional analysis was
the appropriate strategy for establishing empirical
demonstrations of “cause and effect” relationships
between the environment and behavior. From the
perspective of Applied Behavior Analysis many
researchers have advocated the need to propose
alternatives to evaluate the function of a given
behavior in natural environments, without the
manipulation of variables (Borrero & Borrero,
2008; Borrero & Vollmer, 2002; Mace 1994; Mace
& Lalli, 1991; Thompson & Iwata, 2001, 2007).
Thus, the development of descriptive assessment, a
form of functional assessment which uses direct
observation of behavior under naturalistic circum-
stances to identify the relations between events
(Vollmer, Borrero, Wright, Van Camp, & Lalli,
2001). In this sense, functional analysis can be
defined as the proposal of hypotheses that will
explain behavior starting from the establishment of
the possible operant or pavlovian functions that are
performed by the elements of a given behavioral
interaction.

Similar to other studies describing descriptive
assessments (Borrero & Borrero, 2008; Lerman &
Iwata, 1993; Samaha, Vollmer, Borrero, Sloman, St.
Peter, & Bourret, 2009; Thompson & Iwata, 2001;
Vollmer et al., 2001), we are aiming to measure the
occurrence of therapist and patient verbalizations in
temporal relation to each other. This is not a new
idea, but its application to utterances (within the
therapeutic interaction) seems to be. Consequently,
this study’s goal is to explore how the data collection
system could be applied in this context. There are a
great number of studies published on the subject, for
example a special issue of JABA published in 1994;
however, this research focuses on response morphol-
ogies that are not relevant to psychotherapy in private
practice, such as disruptive behavior in institutiona-
lized children, learning issues in children with some
degree of generalized development disorder, and
similar cases. A few years later, the Psychotherapy
Research monographic issue featured different studies
aimed toward identifying the most influential factors
in the therapeutic process, as well as methodological
alternatives that could be used in psychological
treatment research (Dobson & Kazantzis, 2003). In
these studies, and among other relevant topics, the
flexibility of therapists from different theoretical
perspectives in regards to the client’s characteristics

was discussed (Connolly Gibbons, Crits-Christoph,
Levinson, & Barber, 2003), as was the influence of
variables like the therapist’s experience (Eells &
Lombart, 2003; Franklin, Abramowitz, Furr, Kalsy,
& Riggs, 2003). Other studies have been published in
this endeavor to clarify the phenomenon of clinical
change, putting an emphasis in its different parts or
components: the therapeutic relationship, the kind of
behavior problem, or the techniques or methodolo-
gies used. As for us, we consider that one of the best
ways to study the therapeutic process is to make a
functional approach from the client–therapist rela-
tionship’s study, a point of view most coherent with
the Applied Behavior Analysis’ standpoint.

However, from the Applied Behavior Analysis’
perspective, psychotherapy in private practice is often
overlooked because it does not meet the required
criteria of control. In fact, many professionals in this
field strive to use the results of basic experimentation
and to follow the guidelines of functional behavior
analysis in their clinical practice. Despite this endea-
vor, explaining the therapeutic process in terms of
learning processes is usually criticized from different
perspectives: behavior analysts dismiss it because it
fails to meet their methodological criteria, and other
psychotherapeutic models reject it for its alleged
reductionism at attempting to explain the complexity
of the human being by means of the principles of
classical and operant learning (Hayes, Follette, &
Follette, 1995; Kohlenberg, Tsai, & Dougher, 1993;
Scotti, McMorrow, & Trawitzki, 1993; Vollmer
et al., 2001).

At this point, we have opted to try and adapt the
demands of assessment and treatment of Applied
Behavior Analysis to the reality of psychotherapy
(i.e., contexts that cannot be fully controlled), by
using procedures that have been experimentally
tested and transferring them to this context. Like
other authors (Kohlenberg & Tsai, 1991), our line of
research focused on determining whether it is pos-
sible to identify the learning processes that occur
during the verbal interaction between a therapist and
a client and whether these processes underlay, to
some extent, the therapeutic change. We do not
intend to break with functional analysis since, as
stated by Iwata et al. (1982), this approach con-
tributes to the integration of basic and applied
research by allowing the incorporation of experi-
mental advances in the analysis and treatment of
behavior problems. However, because of the char-
acteristics of our field of application, it is more
appropriate to use a descriptive methodology that
allows for the relationships between client behaviors
and verbal contingencies of reinforcement and pun-
ishment to be identified.

2 M. X. Froján-Parga et al.
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The behavioral paradigm seems a strong alternat-
ive from which to scientifically approach the study of
behavior. Therefore we conceptualize, from a beha-
vioral standpoint, key concepts of the phenomena
under study: (i) the therapist–client interaction is
viewed as a shaping process, (ii) in-session verbal
behavior may be explained by the principles of
classical and operant conditioning, and (iii) behavior
therapy may be the application of basic behavioral
operations for the treatment of psychological pro-
blems (Catania, 1998; Perez, 2004). The analysis of
verbal interaction between the psychologist and the
client is one of the crucial factors to understand how
change occurs in therapy. It should be noted that
during outpatient treatment the main source of
information about the client’s problems and progress
is his or her own speech. In fact, while many
activities other than talking take place during ther-
apy, it is through speech that many of the therapeutic
processes are conveyed.

Throughout these decades of researching, several
instruments for the coding of in-session verbal
behavior have been developed (Callaghan, 1998;
Hill, 1978, 1986; Hill, Charles, & Reed, 1981; Hill,
Nutt, & Jackson, 1994; Rusell & Stiles, 1979; Stiles,
1979, 1987). These instruments have been used to
examine the presence, absence, frequency, and
variability of different types of response carried out
by the clinician throughout the therapeutic process
(e.g., Stiles & Shapiro, 1995). But their design is
based in the content and/or shape of the therapist’s
verbalizations, and not in their possible functional
role, which is of paramount importance in our study.
Some authors devised specific categorizing instru-
ments for particular verbal interactions (see Gott-
man’s 1979 study on helpful and destructive marital
interactions as an example), but the category system
created by our research group focuses on the study
of any and all verbal interaction rather than on a
single, concrete one. Other authors have performed
interesting analyses of language use as a social
strategy, creating categorizing instruments for the
analysis of conversations and texts from different
communities and cultures (Guerin, 2003). The only
published categorizing system focused in function-
ality is the Functional Analytic Psychotherapy Rating
Scale (Callaghan, 1998); despite it pursues the same
goal as our research (identifying the mechanisms of
change in therapy), we could not use it, mainly due
to the fact that the usefulness of this instrument is
greatly diminished when used outside the clinical
approach of Functional Analytic Psychotherapy.

We intend to solve some of the previously
encountered issues by developing a reliable and valid
categorization system to code the putative functions
of therapist’s vocal behavior that has proven to be

reliable in classifying a variety of in-session vocal
episodes. To develop our system, we considered
previous research that are clear antecedents in this
line of study, particularly the work of authors from
the so-called “Reno group” (Callaghan, Summer, &
Weidman, 2003; Follette, Naugle, & Callaghan,
1996; Hayes, 2005; Hayes et al., 1996; Kohlenberg &
Tsai, 1991; Luciano, Barnes-Holmes, & Barnes-
Holmes, 2002; Luciano & Hayes, 2001) and others
like Hamilton (1988) or Rosenfarb (1992). This
system has proven to be useful in coding over a
hundred clinical sessions with different clients and
problems, while maintaining appropriate reliability
standards. The results of our work so far suggest that
the hypothetical functions of therapist’s vocal behavior
show systematic changes through the intervention
process that are independent of the therapist, the client
and the behavioral problem at hand, in contrast to
what other authors and studies suggest (Beutler &
Clarkin, 1990; Beutler et al., 2004; Blatt, Zuroff,
Hawley, & Auerbach, 2010; Carey, 2005). This
approach allows a first general model of the therapeutic
process through the distribution of the therapist’s
behavior through the stages of psychological treatment.
Discriminant analyses suggested that therapists per-
form four types of clinically relevant activities: evalu-
ation, explanation, treatment, and consolidation of
change. It seems therefore that the putative functions
of the therapist’s vocal behavior vary systematically
with what the clinician does in session (assess, explain,
train, treat, consolidate therapeutic gains), indepen-
dently of his/her personal style or the characteristics of
the client or problem under analysis (Froján-Parga,
Calero-Elvira, & Montaño-Fidalgo, 2009, 2011;
Froján-Parga, Montaño-Fidalgo, & Calero-Elvira,
2010; Ruiz-Sancho, 2011).

The aim of this study is to develop a methodology
for the analysis of therapeutic interaction and to
describe the behavior sequences that happen natur-
ally throughout it; we seek to accomplish these
objectives by analyzing the dialogues between thera-
pists and clients in a number of recorded clinical
sessions. In the following pages, we describe the
work that was performed, including the development
of the categorization systems that were used to
describe the vocal behaviors of both the therapists
and the clients. At this point, it is convenient to
point out that, for this study, the whole therapist’s
verbal categories subsystem was used (SISC–CVT),
as was part of the client’s subsystem (SISC–CVC).
The reason why only some of the client’s verbaliza-
tions were studied was their relevance in previous
studies by the group (Ruiz, Froján, & Calero,
2013a).

Psychotherapy Research 3
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Method

Participants

Recordings of 92 clinical sessions (78 hr, 19 min,
and 2 s of observed therapy) were analyzed. These
recordings pertained to 19 cases that were treated by
9 behavioral therapists from the Instituto Terapéu-
tico de Madrid (Therapeutic Institute of Madrid), a
private clinic in Madrid, Spain, who had varying
degrees of experience. In all of the cases, the
psychological interventions were conducted during
individual therapy using an adult population (see
Table I). All coded sessions were selected at random
from the pool formed by all recorded sessions from
all therapists.

Specific consent for recording was obtained from
each participant, and the anonymity and confidenti-
ality of the data were guaranteed. This procedure
was approved by the Research Ethics Committee of
the Universidad Autónoma de Madrid.

Study Variables

Vocal behavior of the therapist. In total, 13
categories of behavior of the therapists were exam-
ined, and either the frequencies (for event categor-
ies) or durations (for state categories) were recorded.
For the former group, the study calculated the
number of occurrences belonging to each category
as a percentage of the total number of occurrences
belonging to all of the event categories that were
recorded. These categories were: discriminative
morphology without an indication of the desired
direction of the response, discriminative morphology
indicating the direction of the desired response,
conversational discriminative morphology, low
reinforcement morphology, medium reinforcement
morphology, high reinforcement morphology, con-
versational reinforcement morphology, punishment
morphology, and other. For the other group, the
study examined the amount of time that was devoted
to each state category as a percentage of the total
observed time of the session. The state categories
were: informative morphology, motivational mor-
phology, instructional morphology in session, and
instructional morphology outside of the session. The
development of the categorization system is
explained in the Procedure section.

Vocal behavior of the client. In total, six
categories of vocal behaviors of the clients were
examined. Behavioral occurrences were recorded
according to the frequency of their appearance
during the courses of the sessions; in a subsequent
analysis, the percentage of behavioral occurrences
belonging to each category over the total number of

recorded client behaviors was calculated. The fol-
lowing categories were used: providing information,
requesting information, showing agreement, show-
ing disagreement, discomfort, and failure. As in the
previous case, the Procedure section explains the
development of the categorization system.

Materials and Instruments

The recording of the analyzed sessions was per-
formed using a closed-circuit camera and video
recorder that belonged to the center.

The study used the SISC–INTER–CVT, com-
posed of two subsystems: the Subsystem of Categor-
ization of the Vocal Behavior of the Therapist
(SISC–CVT) and the Subsystem of Categorization
of the Vocal Behavior of the Client (SISC–CVC) to
code the therapist and client verbalizations. The
development of the system and complete description
of its categories can be found in other publications
by the research group (Froján, Montaño, Calero,
García, García, & Ruiz, 2008; Virués-Ortega, Mon-
taño-Fidalgo, Froján-Parga, & Calero-Elvira, 2011;
Froján-Parga, Montaño-Fidalgo, & Calero-Elvira,
2006, 2010). A set of coding criteria, along with
positive and negative examples for each category are
available in the online supplementary material
(http://www.aba-elearning.com/documentos/SISC–
INTER.pdf) and in the research group’s webpage
(http:www.grupoacoveo.com).

Sessions were coded using the software The
Observer XT 6.0. To guarantee the accuracy of the
recordings, version 7.0 of The Observer XT was
periodically used to analyze the degree of inter- and
intrarater agreement. The statistical analysis of the
data was performed using the software SPSS 17.0
and the Generalized Sequential Querier (GSEQ) ver-
sion 5.0. The GSEQ is a statistical software package
for analyzing sequential patterns of behavior (Bake-
man & Quera, 1995). The program ObsTxtSds,
version 2.0, which transforms data to the SDIS
(Sequential Data Interchange Standard) language and
which was written by the aforementioned authors,
was used to convert data obtained with The Observer
XT for use with the GSEQ.

The categories of each subsystem (SISC–CVT
and SISC–CVC) that were used in this study are
shown in Table II.

Procedure

To obtain a representative sample of the distinct
steps through which the behavioral therapeutic pro-
cess evolves, we created a qualitative selection
variable called intervention phase. One of these phases
comprised the sessions where the therapist explained

4 M. X. Froján-Parga et al.
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Table I. Characteristics of the analyzed recordings (I).

Case
Total sessions
(recorded)

Observed sessions
(number and
duration) T

Sex
(T)

Age
(T)

Experience
(years)

Sex
(C)

Age
(C) Problem

1 16(13) S1 (0h 57′03″) 1 F 43 14 F 29 Depression
S2 (0h 56′22″)
S4 (0h 50′59″)
S8 (1h 05′49″)
S13(0h 49′44″)

2 10(10) S3 (0h 52′ 35″) 1 F 45 16 F 32 Problems with couple
S4 (0h 51′40″)
S6 (0h 43′38″)
S8 (0h 37′11″)
S9 (0h 54′16″)

3 21(20) S2 (0h 49′17″) 1 F 47 18 M 31 Obsessive compulsive disorder
S5 (1h 05′01″)
S7 (0h 51′28″)
S9 (0h 42′11″)
S20(0h 31′23″)

4 17(17) S1 (1h 14′35″) 1 F 48 19 F 32 Anxiety problems
S4 (1h 03′44″)
S5 (0h 46′25″)
S9 (1h 05′43″)
S16(0h 32′53″)

5 9(8) S2 (0h 46′21″) 1 F 44 15 F 36 Agoraphobia
S3 (0h 27′59″)
S4 (0h 37′36″)
S7b(0h 18′12″)
S8 (0h 33′34″)

6 8(8) S3 (0h 45′03″) 2 M 31 5 F 29 Eating disorders
S5 (0h 45′04″)
S6 (0h 40′02″)
S7 (0h 51′16″)
S8 (0h 51′11″)

7 12(10) S2 (0h 50′03″) 2 M 30 4 M 36 Anxiety problems and
social skills

S4 (0h 34′13″)
S6 (0h 49′39″)
S8 (0h 45′12″)
S10 (0h 49′04″)

8 10(9) S2 (0h 54′57″) 2 M 32 6 F 22 Depression
S5 (0h 55′00″)
S7 (0h 20′43″)
S8 (0h 38′22″)
S10 (0h 51′27″)

9 9(6) S2 (0h 48′06″) 3 F 30 4 F 51 Fear of flying
S2 (0h 45′38″)
S4 (1h 27′58″)
S8 (0h 48′42″)
S9 (0h 58′37″)

10 8(7) S2 (1h 03′35″) 3 F 33 7 F 35 Hypochondria and problems
with couple

S4 (1h 01′41″)
S5 (0h 55′19″)
S6 (1h 00′57″)
S7 (0h 56′04″)

11a 5(5) S2 (0h 49′15″) 3 F 32 6 F 31 Anxiety problems
S3 (1h 08′56″)
S4 (1h 03′59″)
S5 (0h 51′15″)

Psychotherapy Research 5
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the underlying causes of the patient’s issues and
presented the intervention plan and is referred to as
the functional analysis and treatment explanation
(phase 2). This session served as the delineation
between the assessment phase (phase 1), comprising
the sessions prior to this one, and the treatment phase,
comprising the ensuing sessions. Treatment sessions
were then identified and divided into three equal-
sized groups in chronological order: treatment initi-
ation (phase 3), treatment course (phase 4) and
treatment conclusion (phase 5). Once these divisions
were established, a random session was chosen from
among all recorded sessions from each stage.

After that, the SISC–INTER–CVT was devel-
oped; a summary of the elaboration process that
has been described in detail in earlier publications
(Froján-Parga et al., 2008; Virués-Ortega et al.,
2011) is presented here. Taking into account the
absence of coding instruments focused in the hypo-
thetical function of in-session verbal behavior, a
series of initial categories that could collectively
describe the possible functionalities of the vocal
behavior of the therapist emerged from the Basic
Behavioral Operations mentioned by Catania (1998)
and were adapted to the clinical context. For the
client, an initial classification was performed, in

Table I (Continued)

Case
Total sessions
(recorded)

Observed sessions
(number and
duration) T

Sex
(T)

Age
(T)

Experience
(years)

Sex
(C)

Age
(C) Problem

12 13(12) S2 (1h 09′49″) 3 F 30 4 M 34 Social skills
S3 (1h 28′06″)
S5 (0h 49′42″)
S7 (0h 52′32″)
S12 (1h 14′10″)

13 9(8) S1 (0h 51′52″) 4 F 33 7 F 19 Phagophobia
S4 (0h 58′54″)
S5 (0h 54′18″)
S7 (0h 51′50″)
S8 (0h 55′46″)

14 13(10) S2 (0h 53′32″) 5 F 26 1 F 21 Obsessive-compulsive disorder
S6 (1h 01′12″)
S7 (0h 53′56″)
S10 (0h 56′32″)
S12 (0h 59′25″)

15a 7(5) S2 (0h 44′57″) 6 F 25 1 F 33 Onychophagia
S3 (0h 42′21″)
S5 (0h 44′28″)
S6 (0h 48′46″)

16 15(13) S4 (1h 07′32″) 7 F 26 1 F 35 Depression
S5 (1h 09′09″)
S6 (0h 44′54″)
S11 (1h 00′55″)
S15 (0h 50′58″)

17 17(15) S2 (0h 50′18″) 8 F 36 2 F 22 Anxiety problems
S4 (0h 47′49″)
S5 (0h 44′52″)
S10 (0h 42′14″)
S13 (0h 31′48″)

18 9(8) S2 (0h 47′37″) 9 F 24 1 M 21 Arachnophobia
S3 (0h 51′58″)
S4 (0h 51′39″)
S8b (0h 20′43″)
S9 (0h 19′02″)

19a 9(7) S1 (1h 05′46″) 9 F 24 1 M 25 Eating disorders
S5 (1k 14′40″)
S6 (0h 58′15″)
S8 (1h 09′45″)

Note. T = therapist; C = client; S = session; W = woman; M = men.
aThe session corresponding to the final phase of treatment could not be recorded; therefore, it could not be analyzed.
bPart of the session took place outside of the clinic.

6 M. X. Froján-Parga et al.
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Table II. Definitions of the SCIS–INTER–CVT categories utilized in this study (I).

Categories of therapist verbal behavior

Categoriesa Definition and examplesb

Discriminative morphology Therapist verbalization leading to a client behavior (verbal or non-verbal) (Event category)
Possible modifiersc:
Without indicating the desired
direction of the response

e.g., Therapist: “What did you do this weekend?”

e.g., Patient: “I went to the theater”
Indicating the desired direction of the
response

e.g., Therapist: “If you go to the theater would be better right?”

e.g., Patient: “Yes”
Conversational e.g., Therapist: (Any other verbalization of therapist) “Do you understand?”

e.g., Patient: “Yes”
Reinforcement morphology Therapist verbalization indicating approval, agreement, or acceptance of the client’s behavior

(Event category)
Possible modifiersc:
Conversational e.g., Patient: “I had never been able to do that without taking a pill, so I’m…”

e.g., Therapist: “Proud”
e.g., Patient: “Proud of myself”

Low e.g., Patient: “I had never been able to do that without taking a pill, so I’m proud of myself”
e.g., Therapist: “Good”

Medium e.g., Patient: “I had never been able to do that without taking a pill, so I’m proud of myself”
e.g., Therapist: “Very good”

High e.g., Patient: “I had never been able to do that without taking a pill, so I’m proud of myself”
e.g., Therapist: “Excellent”

Punishment morphology Therapist verbalization indicating disapproval, rejection, and/or lack of acceptance of the client’s
behavior (Event category)
e.g., Patient: “I don’t think I can”
e.g., Therapist: “No, that’s not true”

Informative morphology Therapist verbalization that communicates technical or clinical knowledge to a non-expert (State
category)
e.g., Therapist: “You’re nervous because you have learned to do tests that test situations are
aversive situations”

Motivational morphology Therapist verbalization that explains the consequences that client behavior (whether the behavior
and/or situation is mentioned) will have, is having, has had or could have (hypothetical situations)
on clinical change (State category)
e.g., Therapist: “If you do your homework this week you will be better”

Instructive morphology in the session Therapist verbalization that is directed at fostering a client behavior in the clinical context (State
category)
e.g., Therapist: “You relax…”; “You breathe…”

Instructive morphology outside the
session

Therapist verbalization that is directed at fostering a client behavior outside of the clinical context.
It does not have to explicitly mention the consequences but it must describe the steps of the
action that would be favored (State category)
e.g., Therapist: “You have to do the registration for this week”

Other The therapist verbalizations that cannot be included in any of the previous categories (Event
category)

Provide information Verbalization in which the client engages in providing the therapist with purely descriptive
information for evaluation and/or treatment.
e.g., Patient: “My family is related to my problem”

Solicite information Asking and/or petitioning the therapist for information.
e.g., Patient: “Why this problem happen to me?”

Show agreement Client verbalization that indicates agreement with, acceptance of and/or admiration of the
therapist’s verbalizations.
e.g., Therapist: “Each problem has multiple causes”
e.g., Patient: “I agree”

Show disagreement Client verbalization that indicates disagreement with, disapproval of and/or rejection of the
therapist’s verbalizations.
e.g., Therapist: “Each problem has multiple causes”
e.g., Patient: “I disagree”

Discomfort Client verbalization that refers to the suffering caused by behavior problems or the expectation of
this discomfort
e.g., Patient: “I feel bad”
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which the possible morphologies of his/her vocal
behavior, seen as a response function evoked by the
vocal behavior of the therapist, were listed. These
initial proposals served as a basis for three raters to
informally observe and record the therapy sessions
and to subsequently discuss the existing disagree-
ments so that the categorization criteria could be
refined and made more specific. This process led to
the creation of the first versions of the SISC–CVT
and the SISC–CVC. The three observers were
psychologists with a postgraduate degree in clinical
psychology and more than 2 years of clinical prac-
tice. They were part of the research group and
received 25 hr of training in observational methodo-
logy and the use of the program The Observer XT. At
the end of this process, they achieved a high level of
interrater agreement with previously trained obser-
vers (91% of agreement, which equals a Kappa value
of .80). This process led to the creation of the first
versions of the SISC–CVT and the SISC–CVC.

Next, a definitive proposal for each codification
system was refined and presented. The vocal beha-
viors of therapists and clients in 11 therapy sessions
were recorded in a systematic manner with the help
of the statistical software The Observer XT, version
6.0. The “recordings activated by transition” or
RATs (Bakeman, 2000; Bakeman & Gottman,
1989; Martin & Bateson, 1986; Quera, 1991) are
continuous recordings in which the behavior units
correspond to recording units without the establish-
ment of an a priori codification unit; instead, the
codification unit is determined by the transition from
some categories to others as an observed behavior
fulfills the criteria established in the definition of
each category in the system. The three observers
who participated in the earlier step coded, compared
and discussed the inaccuracies that they found in
this step until they were able to establish criteria that
enabled the categorization of the vocal behaviors of
both the therapists and the clients that were being
studied. These discussions led up to the establish-
ment of agreements that were put to use in the

following observations, until the definition of each
category had been proven to be clear enough and all
three observers coded the same categories in suc-
cessive trials. The observers introduced pertinent
changes until they were able to configure definitive
category systems. The classification of the different
morphologies was done on a purely descriptive basis;
for example, words or expressions indicating
approval, agreement, or acceptance of the client’s
behavior were coded as morphology of reinforcement
(see Table II) and the different modifiers in that
category were indicated according to the type of
term used and the tone or emphasis that the
therapist employed. In this regard, morphology of
low reinforcement corresponded to terms such as
“Good” or “Right” expressed in a neutral tone;
medium reinforcement corresponded to more emphatic
terms, such as “Very good” or “Good!” and high
reinforcement to expressions such as “Excellent!” or
“Great!” It was during this phase of the investigation
that it was decided to record not only the occurrence
of a given vocal behavior of the therapist but also its
duration. This decision resulted in the establishment
of event categories (behaviors for which only the
moment at which a behavior occurred was recorded)
and state categories (behaviors for which start and
end times were coded in the recordings).

An inherent problem to all observational studies is
that of ensuring an adequate level of agreement in
implementing the corresponding system. One way
that seems appropriate to estimate the level of
agreement is to analyze the degree of agreement
between observations of at least two independent
raters and/or by the same rater at two different times.
The percentage of agreement between raters is often
used as an indicator of the degree of concurrence
between two observational records, although this
figure does not account for those agreements which
may be due to chance. It seems therefore that the
most appropriate coefficient of agreement for nom-
inal scales—despite the limitations noted by some
authors (Ato, Benavente, & López, 2006; Von Eye &

Table II (Continued)

Categories of therapist verbal behavior

Categoriesa Definition and examplesb

Failure Client verbalization that signals a failure to accomplish a therapeutic objective or the expectation
to fail in accomplishing it
e.g., Patient: “I won’t be able to do that”

Note. aTo facilitate understanding of the study, we list only the categories that were used for analysis while the SISC–INTER system
originally includes more categories.
bThe complete observational guide including the coding criteria is avalaible upon request. It can also be found in Ruiz-Sancho (2011).
cDue to space limitations, only the definitions of the higher level categories are included.
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Mun, 2005)—is Cohen’s kappa (1960), not only
because it introduces a correction of agreements
due to chance, but because this coefficient also
follows a normal distribution, which can facilitate
interpretation.

Once the categorization systems were established,
the process of coding the vocal behaviors of the
therapists and clients began, followed by the sequen-
tial analysis of the data according to a log-linear
approach (Bakeman, Adamson, & Strisik, 1995;
Bakeman & Gottman, 1989, 1997; Quera, 1993).

The general question that can be answered with a
sequential analysis is whether there is a correlation
between adjacent or nearly adjacent behaviors. The
data were analyzed using sequential analysis techni-
ques based on the log-linear approach (Bakeman,
Adamson, & Strisik, 1995; Bakeman & Gottman, !6!
1986/1989, 1997; Quera, 1993). A key concept is the
transition probability at a lag r between two beha-
viors, defined as the probability that, given behavior
X occurs in a sequence, behavior Y occurs r events
before or after X (i.e., at a negative or positive r lag).
Transition probabilities of an order greater than 1,
called multiple transition probabilities, can also be
studied in cases of longer chains of behavior. To
explore the association between specific pairs of
categories, the adjusted residuals (z) were calculated,
a standard procedure to determine whether a specific
target behavior occurs significantly more or less
often than expected by chance after each given
behavior. Since adjusted residuals values depend on
the sample size, we also used Yule’s Q statistic as an
indicator of effect size (values range from −1 to +1),
which is usually calculated in sequential analysis
(Bakeman & Quera, 1995).

In order to prevent rater drift, agreement between
different raters’ coded sessions was assessed every 10
sessions, and comparisons were made using sessions
that were randomly chosen from the sample. Two of
the raters had taken part in the systems’ elaboration,
and a third was taught to use both the category
system and the Observer XT. All three raters had
been trained in behavior modification and observa-
tional methodology. For each selected session, only
half of the recording was compared; 5 min of the
recording were compared, then 5 min were skipped
without comparing, and this pattern was continued
throughout the session. To maintain the recordings,
a criterion kappa of 0.60 was set. This value of kappa
is the minimal level that some authors consider a
“good” coefficient of agreement, and it is the value of
the kappa index that is associated with an acceptable
level of the theoretical observer accuracy that is
needed for the implementation of a codification
system with SISC–CVT characteristics (Bakeman,
Quera, McArthur, & Robinson, 1997). According to

Gardner (1995), this level of accuracy should not fall
below 80%. The intra-observer kappa values for the
SISC–CVT ranged between 0.67 and 0.89 with a
level of statistical significance that was less than 0.01,
which permits us to reject the hypothesis that the
levels of agreement that were observed were attrib-
utable to chance. The percentage of agreement was
always greater than 73%, and it peaked at a value of
90%. The kappa values for inter-observer compar-
isons ranged between 0.63 and 0.91, with a level of
statistical significance that was similar to the kappa
value for intra-observer agreement; the percentage of
agreement was between 61% and 92%. The intra-
observer kappa value for the SISC–CVC was always
between 0.60 and 0.90 with percentages of agree-
ment between 72% and 91%, and the inter-observer
kappa value for the SISC–CVC was between 0.60
and 0.80 with a percentage of agreement that was
always greater than 72% and less than 91%. In both
cases, the level of statistical significance was less than
0.01, and these coefficients show a degree of agree-
ment between “good” and “excellent” (Bakeman,
2000; Landis & Koch, 1977). The values of the
theoretical accuracy of the observers were between
80% and 93.5% with these characteristics of the
recording instruments (Bakeman et al., 1997).

Results

In order to facilitate comprehension of the sequential
analyses, basic descriptive information is presented.
Specifically, the information of event categories
(those whose frequency was registered but not their
onset and offset times) is presented as a percentage
in which each category was registered as a proportion
of total observed event categories. The information
about the distribution of state categories (those for
which duration was measured) is presented as a
percentage of session time in which each of these
categories was registered. The descriptive statistical
data are presented in Table III; in the following
pages we will highlight the most relevant results.

It seems apparent that, in regards to the therapists’
verbal behavior, the event categories that were most
often observed were the discriminative morphology
without indicating the desired direction of the response,
conversational discriminative morphology and conversa-
tional reinforcement morphology. The lowest percentages
were high reinforcement morphology and punishment
morphology. As for the client’s verbal behavior, we
find very different distributions: more than half of the
client’s verbalizations uttered in session are coded as
provide information.

Before testing the relationship between specific
behaviors of the therapist and client, Pearson’s chi-
squared (χ2) was used as a statistical test of whether a
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relationship of dependency between the vocal cat-
egories of the two groups was present. The value of
this statistic—the client’s behavior being the given
behavior and that of the therapist the conditioned
behavior—was χ2 = 40,010.45, df = 256 for the delay
+1 and χ2 = 79,102.74, df = 256 for the delay −1.
Taking the behavior of the therapist as given beha-
vior and that of the client as conditioned behavior,
the value of χ2 = 79,102.74, df = 256 for a +1 delay.
For all lags studied, the χ2 values indicate that the
values of the cells vary significantly from a random
distribution with a confidence level of 0.99.

Therefore, it appears that the behaviors of the
client affect those of the therapist that follow
immediately and vice versa, and that the behaviors
of the therapist in a given moment are related to
those of the client for the following position. The
next step must necessarily be checking whether
client’s utterances (always as a response function)
are preceded or followed by a therapist’s utterance
that allows for the explanation of the occurrence of
said response. This analysis procedure must be
understood within the general approach of process
research in therapeutic interaction: The study of the
behavior sequence always starts with the therapist,
since it is him/her that directs the session; and in
order to study the relation between what each of
both members of the interaction say, the starting
point would be the client’s response, considering it
to be a function of the previous utterance made by
the therapist, the future emission of a similar

response by the client depending on the immediately
subsequent.

Next, an analysis of the significance associated
with −1 and +1 lags was performed. This analysis
used the client’s vocal behavior categories as given
behaviors and the vocal behaviors of the therapist as
conditioned behaviors. The results are shown in the
Figures 1–6 where the strongest associations
between the given and conditional behaviors,
according to Yule’s Q are indicated. In the figures,
the bars represent the strength of that correlation,
ranging from −1 to 1. Color indicates whether those
relations are statistically significant or not, with black
representing significant relations and white repre-
senting non-significant relations.

In order to illustrate the results of the sequential
analysis, some examples of actual dialogues between
therapist and client during the clinical interaction
have been included in the text. As we explained,
these sequences were identified starting from the
client’s response, analyzing the therapist’s utterance
that preceded it and the one that followed it. Once
these sequences are identified, we present them in
the examples as we consider them to occur within
the therapeutic session: the therapist issues an
utterance (first), the client responds (second) and,
lastly, the therapist issues another utterance that will
potentially affect the way the client will respond
when presented with a similar stimulus.

As can be observed in Figure 1, the category
provide information has significant correlations with

Table III. Descriptive statistics of the variables related to the psychologist’s verbal behavior.

Mean SD

Categories of therapist verbal behavior
Without indicating the desired direction of the response discriminative morphologya 34.57 14.13
Indicating the desired direction of the response discriminative morphologya 3.86 2.63
Conversational discriminative morphologya 21.13 13.04
Low reinforcement morphologya 4.63 3.10
Medium reinforcement morphologya 5.83 3.68
High reinforcement morphologya 2.43 1.94
Conversational reinforcement morphologya 20.43 11.18
Punishment morphologya 2.21 1.85
Informative morphologyb 32.87 18.01
Motivational morphologyb 3.06 2.67
Instructive in the session morphologyb 0.59 1.87
Instructive outside the session morphologyb 4.42 3.62
Othera 5.21 3.04
Categories of client verbal behavior
Provide informationa 56.83 12.51
Solicite informationa 2.91 2.60
Show agreementa 21.81 8.75
Show disagreementa 1.03 1.10
Discomforta 4.71 3.46
Failurea 0.47 0.70

Note. aThe variable measures the percentage of the total event categories ocurring in a session that were devoted to the event category in
question.
bThe variable measures percentage of session time devoted to the state category in question.
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all of the therapist verbalizations except those of
medium reinforcement morphology at a lag of −1. We
find that one of the strongest associations between
client and therapist behavior is that, following client
behavior that can be categorized as provide informa-
tion, the therapist produces verbalizations that are
coded as morphology of conversational reinforcement
and, to a lesser extent, as morphology of punishment
and morphology of low reinforcement. However, in the
vast majority of cases, the psychologist had, prior to
this type of content from the client, formulated
verbalizations that were coded as discriminative mor-
phology without indication and, on some occasions,
had only produced a verbalization that could be
categorized as conversational reinforcement or other. An
example of an usual in-session dialogue categorized
in this way could be as follows: “What’s your
job?”(therapist’s utterance coded as discriminative
morphology without indication)—“I’m a teacher” (client’s
utterance coded as “provide information”)—“Good,
and…” (therapist’s utterance coded as conversational
reinforcement morphology).

When the client expressed doubt or asked a
question, which was recorded as requesting informa-
tion (Figure 2), the therapist generally reacted by
producing some type of clarification that was

deemed informative morphology, although he/she also
presented verbalizations that were coded as instruc-
tive morphology outside the session or discriminative
morphology without indication on a number of occa-
sions. Furthermore, the three categories of the
psychologist’s vocal behavior that most often pre-
cede client questions are instructive morphology outside
the session, other, and conversational discriminative
morphology. When this last verbalization appears
following a long verbalization by the therapist (which
is a type of sequence found in earlier group studies;
Ruiz-Sancho, 2011), the client is usually asked
whether he/she understood what the therapist said,
demonstrating the clinical relevance of this type of
verbalization (such as, “Do you understand? Do you
agree?”) in evoking a client response, that is, asking
for information. An example of this in-session
sequence could be as follows: “lack of pleasurable
activities is one of the reasons of your low mood”
(therapist’s utterance coded as informative morpho-
logy)—“And what do I have to do?” (client’s utter-
ance coded as requesting information)—“This week
you will start by going out for a daily ten minute
walk…” (therapist’s utterance coded as out-of-session
instructional morphology).
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Significance assuming that α = 0.01 (adjusted residuals into consideration) 

No significance assuming that α = 0.01 

Figure 1. Relationships between the category provide information and the categories of the therapist. Ref. = reinforcement morphology; Med.
= medium; Conv. = conversational; Disc. = discriminative morphology; Ind. = indicating the desired direction of the response; Inst. =
instructive morphology; Inf. = informative morphology; Mot. = motivational morphology.

Psychotherapy Research 11

D
ow

nl
oa

de
d 

by
 [

E
le

na
 R

ui
z-

Sa
nc

ho
] 

at
 1

0:
10

 2
2 

Ju
ly

 2
01

4 



The therapist behaviors that are most likely to
appear after the client behaviors that are coded as
showing agreement are informative morphology, mor-
phology of low reinforcement, and instructive morphology
outside the session, respectively (Figure 3). When
examining the vocal behavior of the therapist that
precedes this same client category, it can be observed
that the utterances more frequently issued by the
therapists are those coded as discriminative morpho-
logy with an indication of the desired direction of the
response and conversational discriminative morphology.
An example of this sequence would be as follows:
“You think that’s a good standard, don’t you?”
(therapist’s utterance coded as discriminative morpho-
logy with an indication)—“Yes” (client’s utterance
coded as showing agreement)—“In that case, that will
be the standard by which we will abide in the debate
we will have in the next minutes of session…”
(therapist’s utterance coded as informative morpho-
logy). The client category show disagreement is most
commonly followed by morphology of punishment
behaviors from the therapist (Figure 4); the associ-
ation with the former is stronger than with the latter,
and in turn, it is preceded by therapist verbalizations
coded as morphology of punishment, discriminative
conversational morphology, and informative morphology.

An example would be: “I don’t agree with what
you’re saying” (therapist’s utterance coded as mor-
phology of punishment)—“But it is true, because…”—
(client’s utterance coded as showing disagreement)
—“Wait, listen to me…” (therapist’s utterance coded
as morphology of punishment in this case because it
interrupts the client’s speech).

In addition, following client verbalizations that are
categorized as failure, the psychologists made verba-
lizations that were most often coded as morphology of
punishment, along with those that were coded as other
and, to a lesser extent, morphology of conversational
reinforcement (Figure 5). If we observe the lag −1 for
this client verbalization, we find that the probability
that the therapist shows verbalizations belonging to
the other or morphology of conversational reinforcement
categories is greater than would be expected from
mere chance. An example of a frequent dialogue that
happens in-session and follows this scheme would
be: “What’s happening here is you…” (therapist’s
utterance coded as others, because the client inter-
rupts it before any function is apparent)—“I’m a
mess, I’m never going to make it” (client’s utterance
coded as failure)—“That is not true…” (therapist’s
utterance coded as morphology of punishment). These
same therapist behavior categories remain the only
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Significance assuming that α = 0.01 (adjusted residuals into consideration) 

No significance assuming that α = 0.01 

Figure 2. Relationships between the category solicit information and the categories of the therapist. Ref. = reinforcement morphology; Med.
= medium; Conv. = conversational; Disc. = discriminative morphology; Ind. = indicating the desired direction of the response; Inst. =
instructive morphology; Inf. = informative morphology; Mot. = motivational morphology.

12 M. X. Froján-Parga et al.

D
ow

nl
oa

de
d 

by
 [

E
le

na
 R

ui
z-

Sa
nc

ho
] 

at
 1

0:
10

 2
2 

Ju
ly

 2
01

4 



ones that show positive associations with the client
category of discomfort at a lag of –1 (Figure 6).
Finally, the vocal behavior of the therapist that is
most likely to occur after discomfort is one belonging
to the morphology of punishment or other categories; in
the previous example: “What’s happening here is
you…” (therapist’s utterance coded as others because
the client interrupts it before any function is appar-
ent)—“I’m a sad person” (client’s utterance coded as
discomfort)—“That is not true…” (therapist’s utter-
ance coded as morphology of punishment).

Discussion

The results obtained in this study allow us to state
that it is possible to develop a methodology to
describe sequences of behavior that occur naturally
in the therapeutic interaction; these sequences could
be the point of departure for the experimental study
of clinical interaction, so that the functional value of
therapist verbalizations and their control over client
verbalizations could be verified. However, in the
field of clinical intervention, experimental studies are
practically impossible to perform, both because of
the ethical problems that would stem from manip-
ulating the client’s behavior and the intrinsic

difficulty of such a manipulation. The observation
and coding system developed certainly does not
provide solid evidence about the behavioral func-
tions of the vocal behavior codes that are being used;
however, a descriptive evaluation such as the one
proposed here narrows the gap between functional
analysis and psychotherapy in private practice, and
has the added value of solving the ethical and
methodological issues involved in the experimental
manipulation of variables. It could also, in the short
term, be a more efficient analysis procedure, as it
would only include in the functional analysis those
sequences previously identified by descriptive ana-
lysis as relevant, which may increase its external
validity (Mace & Lalli, 1991). In any case, in
agreement with Borrero and Borrero (2008),
descriptive assessments such as the one presented
here allow for decisions to be made about which
events belong to which operant class and act on
items that are related temporarily as if they were
functional relationships; in this sense, descriptive
research could consider the identification of types
of potential reinforcement contingencies for further
study in basic research (Lalli, Browder, Mace, &
Brown, 1993; Lerman & Iwata, 1993; Samaha
et al., 2009).
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Figure 3. Relationships between the category show agreement and the categories of the therapist. Ref. = reinforcement morphology; Med. =
medium; Conv. = conversational; Disc. = discriminative morphology; Ind. = indicating the desired direction of the response; Inst. =
instructive morphology; Inf. = informative morphology; Mot. = motivational morphology.
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In previous research focusing exclusively on the
verbalizations of the therapist, we explored the
degree of coincidence between the expected occur-
rences of actual behavior morphologies and those of
the vocal behavior codes in the observation protocol.
These results provided support for the construct
validity of the SISC–INTER–CVT by testing a set of
hypotheses based on known performances of beha-
vioral functions that are rationally defined in the
SISC–INTER–CVT (Virués-Ortega et al., 2011). In
the work presented here, we included an analysis of
the client verbalizations and related them to the
categories of verbalizations from the therapists. We
know that this is not sufficient to guarantee that the
putative functions that we assign are exact, but it
supports a coherent approach to this ultimate object-
ive. As we said before, the particular characteristics
of the clinical situation make it difficult, if not
impossible, to develop a typical procedure for func-
tional analysis. Therefore, we believe that it is crucial
to look for alternative ways to conduct this analysis,
always bearing in mind that sometimes descriptive
and experimental data are not entirely consistent and
therefore one should be cautious when planning
interventions based on descriptive data (Lerman &
Iwata, 1993).

From our perspective, the ultimate goal of the
therapeutic interaction is to achieve the elimination
of the client’s problematic behaviors and to help
him/her develop more adaptive behaviors. We
believe that it is necessary to first describe how the
therapeutic interaction unfolds, before checking the
function of the events described and, finally, study-
ing how these functions are responsible for clinical
change. For now we only attempt to explain the
relationships that were found between the vocal
categories of the behaviors employed by the therapist
and the client, and we hypothesize a possible func-
tional relationship between them, which can only be
verified experimentally. We believe that this research
could contribute to the study of psychotherapeutic
processes in the context of behavior therapy for
several reasons: it is based on an analysis of
moment-to-moment occurrences in therapeutic
interactions; it uses a methodology that allows for a
rigorous observation to take place, and in that differs
from the methodologies that are applied in some
published processes studies that are based on global
measurements of these premises, as Hill and Lam-
bert (2004) or Kazdin (2007) pointed out; and third,
it involves a proposal for an observational methodo-
logy which may complement a functional analysis
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Figure 4. Relationships between the category show disagreement and the categories of the therapist. Ref. = reinforcement morphology; Med.
= medium; Conv. = conversational; Disc. = discriminative morphology; Ind. = indicating the desired direction of the response; Inst. =
instructive morphology; Inf. = informative morphology; Mot. = motivational morphology.
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that makes use of complex statistical analyses (lag-
sequential) to identify sequences of behavior and
their environmental correlates. Finally, we think this
approach would also yield many benefits when used
for the training and practice of therapists: being able
to control the effect of the verbal behavior through
the session would mean being more efficient, enab-
ling therapists to reliably spark the changes for which
they aim. When training therapists, just as teaching
programs incorporate intervention techniques and
therapeutic skills, it would be very useful to add this
verbal behavior management in the novel’s agenda,
or even in deep-dive specialization programs.

We will move on, then, to discuss some of the
sequences that demonstrate how the various verbal
morphologies of the therapist and client are temporally
organized, and contextualize them within the frame-
work of the psychotherapeutic action. As we have said,
extreme caution is needed when stating that such
sequences describe functional relationships and, there-
fore, reflect the operative mechanisms responsible for
clinical change; rather, we will simply point out some
of the correlations identified within the ordinary
course of the therapeutic process, leaving for future
studies the experimental verification of the putative
functions of the therapists’ verbalizations.

First, we observed that the client verbalizations
that are categorized as provide information are sig-
nificantly associated with almost all of the verbaliza-
tions of the therapist that appear after this category.
Two of the strongest associations occur with beha-
viors belonging to the morphology of low reinforcement
and morphology of conversational reinforcement categor-
ies. This result is unsurprising, because any poten-
tially reinforcing verbalizations of the therapist would
be directed toward the vocal behavior of the client,
not toward some specific content, the frequency, or
intensity of the behavior which the therapist is
attempting to encourage. In this sense, both putative
reinforcement morphologies would be typical of
vocal interactions in which one interlocutor’s speech
affects what the other speaker says. Other studies
from our group have shown that a therapist will use
verbalizations that can be characterized as morpholo-
gies of reinforcement, both medium and high, when it
seems that he/she wants to reinforce the specific
contents of the verbalizations of a client, often
because these verbalizations refer to therapeutic
objectives (verbalizations of achievement, well-
being, anticipation of success, etc.) (Froján-Parga,
Calero-Elvira, & Montaño-Fidalgo, 2006, 2009,
2011; Ruiz-Sancho, 2011). The provide information
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Figure 5. Relationships between the category failure and the categories of the therapist. Ref. = reinforcement morphology; Med. = medium;
Conv. = conversational; Disc. = discriminative morphology; Ind. = indicating the desired direction of the response; Inst. = instructive
morphology; Inf. = informative morphology; Mot. = motivational morphology.
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category refers to neutral verbalizations of the client,
the contents of which are unrelated to any thera-
peutic purpose (e.g., answering questions about his/
her age or describing an ordinary day in his/her life);
the therapist does not have any interest in strength-
ening one or another type of content, but in getting
the client to answer questions accurately; the thera-
pist’s potentially reinforcing verbalizations therefore
would aim to maintain an adequate degree of
accuracy in the client’s responses, and potentially
punitive verbalizations would be employed to reduce
inaccuracy rather than to encourage or reduce
specific content, such as might be the case of the
verbalizations of accomplishment, well-being, dis-
comfort, or failure. Therefore, the rating as appro-
priate or inappropriate for verbalizations that fall in
the provide information category is free from any type
of clinical valuation and allows for their inclusion in
this category regardless of whether contents refer to
pro- or anti-therapeutic behaviors.

Returning to the results of the present study, as
opposed to those we have just commented on, a
surprising finding is the close relationship between
provide information and punishment morphology,
because the contents of the former category are
descriptive and neutral and therefore not susceptible

to the therapist’s disapproval. Nevertheless, the
association between these types of verbalizations
can be understood if we consider the directorial
nature of all behavioral therapy, to which we have
previously alluded: In our context, the therapist is
the one who directs the interaction, indicating at
each moment the way forward: what topics should
be dealt with, what kind of information he/she
requires the client to provide, and the appropriate
moment to change the topic or task and move on to
another, what client verbalizations must be elimi-
nated, altered, or encouraged, and so on. For this
reason we would say that the utterances of the client
must always be considered as a function of response to
the verbalizations of the therapist, and this is where it
is necessary to identify the beginning of the
sequences of verbal interaction. Obviously we cannot
ignore the fact that the client’s responses increase the
likelihood of a particular response by the therapist,
so that this could act as an establishing operation
of his/her behavior (Vollmer et al., 2001). However,
the characteristics of behavior therapy require the
therapist to direct the client toward achieving the
established objectives of the exchange, once
the functional assessment of the problem that led
the client to ask for help has been made. The
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Figure 6. Relationships between the category discomfort and the functions of the therapist. Ref. = reinforcement morphology; Med. =
medium; Conv. = conversational; Disc. = discriminative morphology; Ind. = indicating the desired direction of the response; Inst. =
instructive morphology; Inf. = informative morphology; Mot. = motivational morphology.
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therapist knows what to do to achieve change and
applies therapeutic procedures in the clinical context
or instructs the client so that he/she is exposed to
certain reinforcement contingencies in his/her every-
day environment.

From a behavioral perspective, we considered the
clinical setting as a natural one in which problems take
place on the same forms that they do outside of
therapeutic contexts. In this sense, the therapeutic
situation forms a unique context in which to establish
contingencies of reinforcement and punishment for
the behavior that has been outlined as the treatment
objective (Follete, Naugle, & Callaghan, 1996;
Hamilton, 1988; Hayes, Follete, & Follete, 1995;
Kohlenberg, Tsai, & Dougher, 1993; Rosenfarb,
1992; Salzinger, 2011).

We also found that psychologists’ verbalizations
that belong to the discriminative morphology with-
out indicating the desired direction of the response
category and, to a lesser degree, the morphology of
conversational reinforcement and other categories
frequently preceded client behaviors belonging to the
provide information category. This result may indic-
ate that the therapist introduces vocal stimuli with
the aim of discriminating client verbalizations and
the clinical objective of having the client speak; that
is, the therapist verbalizations seem directed toward
exercising antecedent control over the client beha-
vior. In this regard, we need to take into account that
the discriminative morphology alludes to a thera-
pist’s verbalization followed by a specific verbal
response by the client. “Specific” meaning that
client’s response is clearly dependent, in terms of
content and temporal contiguity, on the therapist’s
preceding verbalization. Because the discriminative
verbalization of the therapist may be general, it may
not signal the response that he/she wishes to obtain,
which may result in the subsequent appearance of
morphology of punishment. This morphology most
likely emerges following client verbalizations that do
not match the psychologist’s goals, and it can be
used by the therapist to continue directing the
client’s speech toward contents that he/she considers
to be of interest for resolving the specific problem
being treated. It is easy to conclude that verbaliza-
tions of the morphology of conversational reinforce-
ment are the way in which the therapist shows
attention in order to maintain the client’s speech.

A second client category is that of requesting
information, which is related to behaviors of the
therapist that belong to the instructive morphology
outside of the session, other, and conversational discrim-
inative morphology categories. In other words, when
the client asks for clarification after the psychologist
has given him/her guidelines regarding tasks to do in
his/her daily life or after the therapist has failed to

finish a phrase, the results show that these types of
questions are followed by more information from the
therapist (informative morphology), by the reformula-
tion and new instruction of the homework assign-
ments (instructional morphology outside the session) or
by questions that the therapist has formulated to
answer more precisely the client’s question (discrim-
inative morphology without indicating the desired direc-
tion of the response). More notably, the results show
that a requesting information verbalization is often
preceded by a verbalization that falls into the
discriminative conversational morphology category. If
we look at another sequence, the category show
agreement appears to be most strongly associated
with therapist verbalizations that in some way indic-
ate the direction of the response and confirm that
what has been said was understood: conversational
discriminative morphology/discriminative morphology
indicating the desired direction of the response—show
agreement—informative morphology/instructional mor-
phology outside the session/morphology of low reinforce-
ment. These results outline a typical interaction
sequence in which the state categories of the therap-
ist would end with a question directed at the client to
check for his/her comprehension or agreement. The
client would then respond, and the nature of the
client’s response would give rise to new therapist
verbalizations that could be extensions of the initial
state category, putative reinforcing or punitive stim-
uli. We cannot forget that the state categories are
qualitatively different from the event categories and
that state categories include blocks of information,
introductions, or motivational verbalizations that are
susceptible to fragmentation or stoppage in both our
study and our explanation. This sequential pattern
would appear most frequently in the sessions in
which the therapist presents his hypothesis on the
client’s problem behavior, the treatment protocol, a
technique for training, or the guidelines for home-
work assignments.

We can see that client verbalizations belonging to
the discomfort and failure categories are usually
followed by vocal behaviors from the therapist that
can be categorized as having a punishment morpho-
logy. It includes those therapist’s utterances denoting
disapproval, refusal, or lack of acceptance of the
client’s behavior. This behavior pattern may indicate
that the clinician was more concerned with encour-
aging the client’s speech than with punishing mala-
daptive verbalization. However, it is also possible
that the expression of discomfort or failure was, in
some cases, a therapeutic objective with which the
therapist wanted to maintain the discourse. A final
result is the relationship between the other category
and behaviors that demonstrate failure and discomfort;
this result suggests that, in some instances, when
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these type of verbalizations are produced in a
therapeutic context, the psychologist shows that he/
she is unsure how to respond. This uncertainty
might include an initially disconnected discourse,
debating whether to apply punitive contingencies or
manage these expressions in such a way that they
nourish the therapeutic process in general.

In Figure 7, we summarize the results that have
greatest clinical significance for our study, and we
highlight the relationships that were found between
client verbalizations and the therapist verbalizations
that precede and follow them. In this case, three
sequences can be observed. The first sequence is one
in which the psychologist exerts a clear antecedent
control over the client’s speech by delineating a
response that will be reinforced with more or less
intensity according to its concrete content. In this
regard, we think that the different verbalizations
uttered by the psychologist will have an effect on
the subsequent verbalizations uttered by the client;
this effect will (or will not) be the one desired by the
psychologist depending on his/her control over the
therapeutic situation and his/her knowledge regard-
ing the possible functions of his/her verbal behavior
but, in any case, that effect will exist. This is what we

refer to as “antecedent control.” In some occasions,
the psychologist might want the client to simply
answer, regardless of the content of the answer; in
these cases, control can be very light and any
question might discriminate the answer. In other
occasions, however, the psychologist searches for a
concrete answer so he/she can reinforce it, and has to
exert a greater control, uttering one kind of discrim-
inative and not another, which means reinforcing
some responses and extinguishing others. For
example, Client: “I went out last Friday as you
suggested and I had a good time”; Therapist: “That is
great! I am glad to hear it” [Rf]). As stated
previously, in other studies (Froján-Parga, Mon-
taño-Fidalgo, & Calero-Elvira, 2010; Ruiz-Sancho,
Froján-Parga, & Calero-Elvira, 2013b), we found
that therapist verbalizations that had a morphology of
reinforcement contained words and expressions that
permitted these words and expressions to be cate-
gorized differently as high, medium, low, or simply
conversational reinforcement according to whether
the client verbalizations were nearing the clinical
objectives. At times, the therapist might only be
interested in reinforcing the client’s act of providing

A= Antecedent; R= Response; C= Consequence;  Cat:= Category; Ref.= Reinforcement; Conv.= 
Conversa�onal. 

CA R

Failure

Discomfort

Ref.
bajo/ 
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Reinf. 
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informa�on
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Figure 7. The relationships most emphasized in the discussion between verbal behavior of therapist and client. A = antecedent; R =
response; C = consequence; Cat. = category; Ref. = reinforcement; Conv. = conversational.
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information (e.g., with morphologies of conversational
reinforcement or low reinforcement).

A second sequence presented in the figure shows
that there are times when the client responds to a
present stimulus with verbalizations of failure or
discomfort when confronted with situations in which
the therapist does not exert specific antecedent
control. It’s in those cases in which the client
complains, anticipates failure or utters any other
anti-therapeutic verbalization without it being in any
way evoked by the therapist. In this case, the reaction
of the therapist is usually clear; he/she generally
punishes such expressions or, as we have also seen,
experiences indecision about which action would be
the most therapeutic (verbalizations categorized un-
der other). Not all discomfort or failure verbalizations
are anti-therapeutic. During the assessment phase,
for example, these kinds of utterances are instru-
mental in understanding the problem. Likewise,
during treatment, these kinds of verbalizations are
equally important, in order for shaping, restructur-
ing, or any other chosen treatment technique to be
applied on them. But in all these cases, it is the
therapist who evokes them, who prepares the setting
for them to be uttered and, in order to that, presents
some kind of antecedent stimulus. But when these
verbalization are started by the client, the results of
our study show that the psychologist acts immedi-
ately punishing them, because they are probably
altering the desired progress of the therapy and
may interrupt or slow the therapeutic process down.

Finally, the third major sequence highlights the
client’s response to a therapist who interrupts him/
herself in the middle of a prolonged discourse to
either ensure that the client is following the thread of
the conversation or ask the client a question to that
effect. When this happens, the client might respond
by showing agreement or acceptance (which may
then be followed by a reinforcing verbalization),
disagreement (which may then be followed by a
punishing verbalization) or by requesting informa-
tion, to which the therapist responds with an
informative discourse. For example, Therapist
(while explaining the effects of an escape behavior):
“…that way the behavior, since it reduces fear, will
be repeated in the future—Are you understanding
this?” Client: “Yes, perfectly, it’s quite clear to me”;
Therapist (reinforcement): “Great, that will greatly
facilitate the application of the strategies I am about
to explain now to you.” Another example, Therapist
(while explaining a specific therapeutic task to do at
home): “…you’re going to practice this relaxation
exercise twice a day for twenty minutes, all right?”
Client: “I don’t know whether I’ll be able to do it”;
Therapist (Punishment): “I don’t want to hear you
say that. You’ve proven you’re ready for this, so get

to it.” Or one last example: Therapist (while explain-
ing what behavior is): “…as you can see, the term
“behavior” is quite wider than it would seem. Do you
understand?”; Client: “In some things I don’t; I’d
like you to explain to me how a thought can be
considered behavior”; Therapist (Informative): “I’ll
explain it to you in greater detail and with some
examples. In colloquial terms, behavior is usually
linked to action…”

The discussion of behavioral sequences found in
this study opens a route for addressing questions
about how clinical change is achieved, and facilitates
the design of experimental studies that enable the
verification of the functional relationship between
related events. The results of these future studies will
allow for the testing of the hypothesis that guides our
research: the vocal interaction that takes place during
the therapeutic process gives rise to a relationship
that is therapeutic in and of itself (Hill & Knox,
2009). We think that the therapist gives impetus to a
series of learning processes that will facilitate the
learning of new client behaviors that are more
adaptive and less problematic. These learning pro-
cesses occur (although not exclusively) through the
vocal interaction that takes place during a therapy
session, whether specific intervention techniques are
applied or not. Ultimately, the changes that occur in
client verbalizations during the session must be used
to promote and maintain changes outside of the
session so that that new verbalizations encourage
more adaptive behavior in daily life. The shaping of
verbal behavior is a powerful technique of behavior
change (Kohlenberg et al., 1993): first, in clinical
settings, what is said is more easily shaped than what
is done; second, shaped verbal behavior can better
correspond to the behavior to which it alludes than
informed or instructed behavior. This approach to
verbal behavior is the one followed by all therapies
that were developed in the frame of the contextual
approach to therapy; they conceptualize the thera-
peutic process as a dialectical process, with its
progress being a function of the contingencies set
in each moment in an open frame of action, allowing
for certain forms of the client’s behavior to be
selected by the contingencies set by the therapist.
According to Catania, Matthews, and Shimoff
(1990), shaping what people say about what they
do seems to be a more effective way of changing their
behavior than the direct shaping of their behavior
and, certainly, more than when only instructions are
given.

We think that the descriptive methodology pre-
sented in this study could be a good choice for the
analysis of the therapeutic interaction and that,
although much work remains to be performed, this
could be the first step toward a functional
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approximation of what occurs in therapy (Lepper &
Mergenthaler, 2008). From there, we might be able
to gain insight into change mechanisms that operate
in an area as complex as the clinical context,
knowing that understanding such mechanisms is
the best way to improve psychological treatments
(Kazdin, 2007). Functional analytic psychotherapy
has already taken a step in this direction and explains
the mechanism of change as a result of contingent
and differential reinforcement applied to target
behaviors of the client: the therapist takes the role
of discriminative stimulus and reinforcer, concluding
that much of what happens in therapy can be
understood as the development of a new learning
history for the client, focusing in particular on the
establishment of an alternative to a verbal repertoire
presented up to that point (Callaghan et al., 2003;
Kanter, Schildcrout, & Kohlenberg, 2005; Kohlen-
berg & Tsai, 1995).

Regardless of the achieved advances, we know the
study has some limitations. The sample we used
comes from a single therapy clinic, which might
imply some biases in its selection. We are currently
trying to secure the collaboration of other clinics in
order to broaden the sample’s representativeness.
Regarding the initial distribution of categories in the
descriptive study, we find them to have very different
percentages. We consider that some of the SISC–
INTER–CVT system categories need to be purged,
since some of them are more specific than others.
Lastly, we expect, at some point, to include the
analysis of nonverbal interactions that occur and
perhaps play an important role in how therapeutic
any interaction may be (e.g., tone of voice, volume,
degree of eye contact, the reinforcing nature of a
smile). This study paves the way for a variety of
interesting follow-up studies. The establishment and
study of proven measures and their relationship with
the therapist’s and patient’s behavior, as well as the
elements of the functional analysis, will aid us in
identifying those factors which are associated with
clinical success and failure, thereby allowing us to
design more effective plans of action in the clinical
setting. In order to that, we intend to carry out micro
analysis of case studies that could allow us to find the
relations between both of the therapy protagonists’
behaviors. For example, studying whether, after the
systematic reinforcement by the therapist of certain
client’s behaviors, these increase significantly, would
allow us to advance from the descriptive stage in
which we are right now to a more functional one.
Later, we could perform quasi-experimental studies
training therapists to check whether these hypothet-
ical functional verbalizations have a real effect in
therapy.

Thus, the difficulties of the analysis of behavior in
uncontrolled settings can be overcome; our proposal
for the study of therapeutic interaction and clinical
change is somewhat risky, but we believe that studies
to date endorse this approach.
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